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Section 8 - External Coordination and 
Mutual Support

A.
Overview

The previous Step/Section dealt with mitigation and preparedness activities that focused on internal resiliency/continuity of operations.  This Step/Section is concerned with external coordination to support surge capacity and capability.  Most preparedness activities require close coordination with community response partners (other healthcare organizations, local and State government, suppliers and non-government organizations, such as the Red Cross).  These liaison, planning and collaboration activities are on-going in nature.

B.
Related Standards
1.
The Joint Commission.
a.
EC.4.11, Managing the Consequences of Emergencies.
3)
The organization, together with its community partners, prioritizes those hazards, threats and events identified in its Hazard Vulnerability Assessment (HVA).
4)
When developing its Emergency Operations Plan (EOP), the organization communicates its needs and vulnerabilities to community response agencies, and identifies the capabilities of its community in meeting these needs.

b.
EC.4.12, Develop and Maintain an Emergency Operations Plan.
2)
The organization establishes an Incident Command Structure that is integrated into and consistent with the community’s command structure.

c.
EC.4.13, Emergency Communications Strategies.
3)
The organization defines processes for notifying external authorities when emergency measures are initiated.

4)
The organization plans for communications with external authorities once emergency measures are initiated.

6)
The organization defines the circumstances and plans for communication with the community and/or the media during emergencies.

7)
The organization plans for communications with purveyors of essential supplies, services and equipment once emergency measures are initiated.

The organization plans for communicating in a timely manner with other healthcare organizations that together provide services to a contiguous geographic area, regarding:

8)
Essential elements of their command structures and command center phone numbers.

9)
Names and roles of individuals in their command structures and command center phone numbers.

10)
Resources and assets that could potentially be shared in an emergency response, and;

11)
Names of patients and deceased individuals brought to their organizations in accordance with applicable law and regulation [see Health Insurance Portability and Accountability Act (HIPAA)], when requested.
12)
The organization defines the circumstances and plans for communicating information about patients to third parties, such as other healthcare organizations, state health department, police, FBI, etc. (See HIPAA).

13)
The organization plans for communicating with identified alternate care facilities.

d.
EC.4.14, Strategies for Managing Resources and Assets.  The organization plans for:

7)
Potential sharing of resources and assets [e.g., personnel, beds, transportation, linens, fuel, Personal Protective Equipment (PPE), medical equipment and supplies] with other healthcare organizations within the community that could potentially be shared in an emergency response. 

8)
Potential sharing of resources and assists with healthcare organizations outside of the community in the event of a regional or prolonged emergency.

e.
EC.4.15, Strategies for Managing Safety and Security.
2)
The organization identifies the roles of community security agencies (police, sheriff, national guard, etc.), and defines how the organization will coordinate security and safety activities with these agencies.
2.
Department of Homeland Security; National Incident Management System.

Participate in interagency mutual aid and/or assistance agreements, to include agreements with public and private sector and nongovernmental organizations.  (Established 2007, required 2008.)
3.
National Fire Protection Association, Standard 1600.  External aspects of:
5.3 Risk Assessment

5.4 Incident Prevention

5.6
Resource Management

5.7
Mutual Aid

5.8
Planning

5.9
Incident management

5.10
Communications and Warning

5.11
Crisis Communications and Public Education

5.13
Training

5.14
Exercises
C.
Important Additional Reading
Emergency Management Principles and Practices for Health Care Systems:

Unit One:  The Emergency Management Program

Pages 1-1 to 1-31

Unit Two:  Incident Command System and the Application of Strategic ICS Principles

Pages 2-63 to 2-110

Available at: www.va.gov/emshg
D.
VHA-Supported Programs Requiring External Coordination
As the new Joint Commission standards (subparagraph B above) point out, there are many aspects that require external coordination with community and regional partners.  As federal hospitals and as partners in the local community and State, VA Medical Centers (VAMCs) may themselves require, or be requested to support, a variety of emergency response and recovery activities.

The following are two programs that a local VA Medical Center will be coordinating throughout the community:

1.
Department of Veterans Affairs ~ Department of Defense Contingency Hospital System (VA~DoD).  The VA/DoD Contingency Plan implements Public Law 97-174, and provides specific requirements for VAMCs regarding the accomplishment of their individual roles to support this Plan.  VAMCs are either designated as a Primary Receiving Center (PRC) or Secondary Support Center (SSC).  Some facilities may have additional responsibilities as Installation Support Center (ISCs).


In the event of war or national emergency, the VA/DoD Contingency Plan would be activated by the Secretary of Veterans Affairs, based upon a request from the Assistant Secretary of Defense for Health Affairs.  Upon activation of the Plan and when directed to do so, only PRCs will report available beds to the Global Patient Movement Requirements Center (GPMRC) for the direct receipt of active duty casualties.  This report is made via the U.S. TRANSCOM (Transportation Command) Regulating and Command & Control Evacuation System (TRAC2ES). 

Beds available in SSCs will be reported to the PRC and used in the planning and determination of maximum beds that could be made available by the PRC for casualty reception.  PRCs will develop their Plans in coordination with their supporting SSCs to not only maximize bed availability for the receipt of active duty casualties, but also provide support for accommodation of transferred veterans.


New guidance is available in VHA Handbook 0320.04 (2007), Department of Veterans Affairs and Department of Defense Contingency Plan (http://www1.va.gov/vhapublications/ViewPublication.asp?pub_ID=1629).
2.
National Disaster Medical System.  The National Disaster Medical System (NDMS) is a public/private partnership to provide both emergency healthcare services and definitive medical care to disaster victims when state and local resources are overwhelmed.  The system can also be used in wartime for the care of active duty military casualties, if Department of Defense (DoD) and VA treatment capacity is exceeded.  At the national level, the partnership includes VA, Department of Health and Human Services (DHHS), DoD, and the Federal Emergency Management Agency (FEMA).
NDMS has three major components:

· Medical response to a disaster area in the form of teams, supplies and equipment.
· Patient movement from a disaster site to unaffected areas of the nation.
· Definitive medical care at participating hospitals in unaffected areas.


VA’s role in NDMS is to coordinate the definitive medical care component.  This is the Federal Coordinating Center (FCC) role.  No VA beds are provided as part of the NDMS.  Those VAMCs that are designated as FCCs for the NDMS have specific responsibilities for development, exercise and activation of supporting plans.  These VA FCCs must develop a plan with the community for the reception, transportation, tracking and disposition of casualties being evacuated from the site of a nationally-declared disaster.  (A listing of VA FCCs by VISN may be found at http://vaww1.va.gov/emshg/docs/FCC_PRC_POC_Listing.pdf; Guidance for Federal Coordinating Centers is available http://vaww1.va.gov/emshg/docs/FCC_Guide-23June03Final.pdf.)
E.
National Response Framework
The Stafford Act (42 USC, Section 5121 et. seq.) is the primary source of VA’s and other federal agencies’ authority to respond to disasters and emergencies.  The National Response Framework (NRF) was recently published and supersedes the National Response Plan (NRP).  The guide under which this support is provided is the National Response Framework (NRF).  The NRF is designed to provide a coordinated federal response to state and local requests for assistance in the event of a disaster or emergency.  (Information about the NRF is available at: http://www.fema.gov/emergency/nrf/.)

The NRF is organized as follows:

· The Core (or Base) Document describes the doctrine that guides the national response, roles and responsibilities, and national response actions.
· Support Annexes describe essential supporting aspects that are common to all incidents (e.g., Financial Management, Volunteer and Donations Management, Private Sector Coordination).
· Incident Annexes address the unique aspect of responses to seven broad categories or types of incidents (e.g., Biological, Nuclear/Radiological, Cyber, Mass Evacuation). 
· Emergency Support Function (ESF) Annexes group federal resources and capabilities into functional areas that are most frequently needed in a national response (e.g., Transportation, Communications, Urban Search and Rescue).  The ESFs detail the missions, policies, structures and responsibilities of federal agencies for coordinating resources and program support to state and local governments, as well as other federal agencies.

Each of the ESFs has a lead agency, or ESF Coordinator, responsible for overall ESF coordination and planning; and a number of supporting agencies that, when requested, may provide support in specific categories.  The Department of Veterans Affairs does not have a lead role in any of the ESFs.  However, it does have a support role in seven (7) of the ESFs.  The ESFs for which VA has a support role, the applicable ESF Coordinators and the areas for which VA can be requested to provide support for each are as follows:

	ESF
	Description
	ESF Coordinator(s)

	3
	Public Works and Engineering
	US Army Corps of Engineers

	5
	Emergency Management
	Department of Homeland Security/FEMA

	6
	Mass Care
	Department of Homeland Security/FEMA

	7
	Resource Support
	General Services Administration

	8
	Health and Medical Services
	Dept. of Health and Human Services

	13
	Public Safety and Security
	Department of Justice

	15
	External Affairs
	Department of Homeland Security



It is important to note that under the NRF, the supporting agencies are not under an obligation to provide the services or resources that may be requested.  These resources are only provided if available.  The NRF, as a guide, is an agreement between the Secretaries of the various departments and agencies.  (However, under the Stafford Act, the President may also specifically direct federal departments and agencies to provide resources and other support, and this may be done with or without reimbursement.)


Under the NRF, departments and agencies are normally provided reimbursement for costs incurred in the provision of the services or resources, but this includes only those additional costs incurred by the department or agency in providing the services or resources.  For example, reimbursement for providing personnel does not include reimbursement of personnel salaries; but it does include costs of overtime, travel, housing and per diem.  It can also include overtime or contract costs associated with backfill of personnel that are deployed under the NRF in a federal response.


Mission Tasking and Reimbursement under the NRF.  VAMCs cannot respond to direct state, county or local requests for assistance under the NRF.  (Local VA Medical Centers can respond to local requests for emergency assistance under humanitarian assistance provisions, covered in Section 10 of this Guidebook.)  Most often, VA assistance requested under the NRF will be for health and medical resources.  The process for requesting, tasking and provision of VA medical resources under the NRF is described 

The process begins with a request from the local community to the state for assistance.

· If the state cannot provide the assistance, a formalized Request for Assistance (RFA) is developed.  If approved by FEMA, the RFA becomes a funded Mission Assignment and is sent through channels to the Department of Health and Human Services (DHHS).
· If DHHS is not able to provide all requested support within its own agency, it may send a Mission Tasking to VA.  
· These requests are sent through the VA Readiness Operations Center (ROC) to the VHA Joint Operations Center (JOC).
· In coordination with the Office of the Assistant Deputy Under Secretary for Health, the request is then forwarded by the JOC to one or more VISNs to solicit the requested support from applicable VISN VAMCs.


VAMCs that provide staff and other resources in response to a request made under the NRF must carefully track all costs associated with the mission assignment.  Only costs of the provision of those specific resources or services provided under the mission assignment will be reimbursed.

Upon completion of the mission, VAMCs will forward, through their respective VISNs, cost summary information to the VHA JOC, using forms that are provided.  This information will be consolidated and submitted to FEMA for reimbursement, which will be returned to the VAMC by the VHA JOC.  If there are questions of what is covered under a particular assignment, contact The Emergency Management Strategic Healthcare Group (EMSHG) directly at 304.264.4800 or through Outlook via the address:  VHA EMSHG OPERATIONS.

F.
Programs that VHA Facilities Should Participate In

1.
Metropolitan Medical Response System (MMRS).  The Metropolitan Medical Response System (MMRS) assists highly populated jurisdictions to develop plans, conduct training and exercises, and acquire pharmaceuticals and personal protective equipment, to achieve the enhanced capability necessary to respond to a mass casualty event caused by a Weapons of Mass Destruction (WMD) terrorist act.  This assistance supports the jurisdiction’s activities to increase their response capabilities during the first hours crucial to lifesaving and population protection, with their own resources, until significant external assistance can arrive.


Gaining these capabilities also increases the preparedness of the jurisdictions for a mass casualty event caused by an incident involving hazardous materials, an epidemic disease outbreak, or a natural disaster.  MMRS fosters an integrated, coordinated approach to medical response planning and operations, as well as medical incident management at the local level.


VAMCs are encouraged to participate in the MMRS program, if it is in place in their local jurisdictions.  Doing so helps safeguard veterans in the community, as well as VAMC employees, their families, and the local population in general.

2.
Assistant Secretary for Preparedness and Response (ASPR).  Formerly known as Health Services and Research Administration (HRSA) grants, the DHHS ASPR, through the Hospital Preparedness Program (HPP), provides funding to enhance the ability of hospitals and healthcare systems to prepare for and respond to bioterrorism and other public health emergencies.  Current program priority areas include interoperable communication systems, bed tracking, personnel management, fatality management planning, and hospital evacuation planning.  During the past several years, HPP funds have also improved bed and personnel surge capacity, decontamination capabilities, isolation capacity, pharmaceutical supplies, training, education, drills and exercises.


Hospitals, outpatient facilities, health centers, poison control centers, Emergency Medical Systems (EMS) and other healthcare partners work with the appropriate state or local health department to acquire funding and develop healthcare system preparedness through this program.  Funding is distributed directly to the Health Department of the State or political subdivision of a State.


The HPP supports priorities established by the National Preparedness Goal established by the Department of Homeland Security (DHS) in 2005.  The Goal guides entities at all levels of government in the development and maintenance of capabilities to prevent, protect against, respond to, and recover from major events, including Incidents of National Significance.  Additionally, the Goal will assist entities at all levels of government in the development and maintenance of the capabilities to identify, prioritize and protect critical infrastructure.

The Pandemic and All Hazards Preparedness Act of 2006 transferred the National Bioterrorism Hospital Preparedness Program (NBHPP) from the HRSA to the Assistant Secretary for Preparedness and Response (ASPR).  The focus of the program is now all-hazard preparedness, and not solely bioterrorism.


VAMCs may accept funding through the ASPR HPP, and are encouraged to do so, for the same reasons described in the paragraph 1 above regarding MMRS.

3.
Chemical Stockpile Emergency Preparedness Program (CSEPP).  The Chemical Stockpile Emergency Preparedness Program (CSEPP) is a partnership between FEMA and the US Army.  Since 1988, FEMA and the US Army have assisted communities surrounding the eight chemical stockpile sites to enhance their abilities to respond to a chemical agent emergency.  CSEPP is administered through the states.  FEMA distributes funds to the states under cooperative agreements based on an annual work plan negotiated between the states and FEMA regional offices. 


VAMCs near the eight chemical stockpile sites have a long history of involvement with CSEPP, and should continue to ensure that CSEPP considerations are reflected in their emergency management plans (e.g., HVAs, decontamination programs, evacuation plans).
4.
Humanitarian Assistance.  Under the provisions of Title 38, USC, Sections 1784 and 1785, VA Medical Center Directors are authorized to provide emergency care in mass casualty situations; however, patients must be charged for these services at rates established by the Secretary.  Any questions relating to requests for assistance from local and/or state governments in response to a disaster or other emergency should be referred directly to EMSHG Operations at 304-264-4800.

G.
Developing Local Agreements

Many times a VA facility may be asked to enter into mutual aid agreements in which VA facilities and community hospitals agree to assist each other during disasters or emergencies.  The agreements often include provisions to accept patients from the other hospital, if the transferring facility has an overwhelming number of patients or if the transferring facility does not have the resources for patients who require specialized medical treatment.  In addition to patient referrals, the agreements often address sharing resources and transmitting patient information between facilities.  Notwithstanding the title of the agreement, such provisions in effect are usually providing for the sale of VA healthcare resources, which must be implemented through a formal agreement.

1.
Sharing Agreements.  VA facilities may negotiate sharing agreements and Memoranda of Understanding (MOUs), but they must do so within the parameters of existing statutory and regulatory limits.  Further, any agreement must state that VA’s ability to participate in the agreement is limited by certain obligations under the Stafford Act, the National Disaster Medical System (NDMS), the obligation to assist the Department of Defense during a time of war or national emergency, and other authorities and missions that may take precedence over an agreement to assist a local, non-VA facility during a disaster.


VA Medical Centers have a duty to give priority care to veterans, and any agreement should take into account that the primary mission of VA is to render healthcare services to veterans.  VA, however, may be called upon to perform a variety of emergency management activities outside of its primary mission to provide and ensure the continuity of healthcare delivery services to eligible veterans.  VA also has the authority to furnish hospital care or medical services to non-VA beneficiaries as a humanitarian service in emergency cases (38 USC § 1784).  The statute, however, requires VA to charge for such care at rates prescribed by the Secretary.  In local, limited emergencies where an emergency is not declared under the Stafford Act or the National Disaster Medical System (NDMS), VA may only provide emergency medical care under this limited authority, and must charge for the care.

VA/DoD Sharing Agreements are authorized under several authorities.  In addition to such topics as Community Based Outpatient Clinics, laundries, and other joint ventures, VA/DoD sharing agreements may be useful in planning for emergency situations.  Complete information regarding how to write a VA/DoD sharing agreement, including sample agreements, may be found at the VHA Resource Sharing Office website at http://vaww.vhaco.va.gov/medshare/VA_DoD_Sharing/General%20Info/How%20to%20Write%20Agreement/sharingagmtinstruct.htm.

Sharing Agreements are most appropriate for contractual arrangements between a VA facility and a local, county, state department or agency or a non-governmental organization.  Sharing agreements will be used when the exchange of resources involves a billing and payment process between the two parties involved.


VAMC Directors will ensure that emergency management-related sharing agreements developed within and by their facilities conform to federal and VA policy and regulations, and receive appropriate Regional Counsel review and approval before they are signed.

Sample sharing agreements may be found at the VHA Resource Sharing Office website at http://vaww.vhaco.va.gov/medshare/Enhanced%20Sharing/Sample%20Sharing%20Agreements/SAMPLE.htm 
2.
Memoranda of Understanding (MOUs).  MOUs or Memoranda of Agreement (MOAs) are normally used between federal entities pursuant to the Economy Act.  All such inter-agency agreements have to be reviewed by the Office of General Counsel, and signed at VA Central Office.  MOUs, while rarely appropriate for local use because most local agreements call for use of VA healthcare resources, may be used at the local level for matters of planning, coordination and implementation of Stafford Act disaster declarations where VA receives a specific tasking to provide emergency services.  Some MOUs and other agreements anticipate that the VA facility will exchange information, including patient records, with non-VA entities.  If the MOU includes sending medical records between the VA and non-VA facilities, the MOU should stipulate that any disclosure of VA patient medical records must comply with all federal confidentiality statutes, regulations and policy applicable to the confidentiality of patient records.


VAMCs may also provide services and other resource support in an emergency under MOUs that are executed between the facility and the federal, state or local agency or department requesting the support.  These agreements often include provisions to accept patients from other hospitals or provision of staff.  They may also address sharing resources and transmitting patient information between facilities.  While VA facilities may enter into such agreements, they must do what is within the parameters of existing statutory and regulatory limits.  Further, such agreements must reflect VA’s existing obligations to act in major disasters and emergencies.


Questions should be referred to the applicable VA Regional General Counsel’s Office, which must also review and approve all MOUs prior to signature of the respective VAMC Director.


A sample MOU may be found as Attachment A to sample Standard Operating Procedure (SOP) 6-46, Alternate Care Sites; Section 6 of this Guidebook on the CD-ROM. 

H.
General Counsel Review
The Regional Counsel will review, provide guidance and approve the establishment of sharing agreements and/or MOUs.  The Regional Counsel will coordinate the reviews and approvals of sharing agreements and MOUs with the appropriate VA Medical Center and/or VISN Office.  A listing of Regional Counsel Offices and Area Offices may be found at http://vaww.research.va.gov/programs/tech_transfer/crada/OGC-Field-Offices.doc.
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