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Veterans Affairs Pre-EVENT smallpox vaccination Implementation plan

I.
  Executive Summary

Background:
In response to the potential use of biologic agents against the U.S., the Federal Government is upgrading national defenses against biologic weapons. An initial national response, announced by the President on December 13th, 2002, is the vaccination of approximately 500,000 health care workers (HCWs) nationwide for smallpox. This first phase calls for the voluntary pre-event vaccination of hospital-based Smallpox Health Care Response Teams (SHCRT) at those US hospitals that choose to participate. These hospitals would be likely portals of entry for the first suspected or confirmed smallpox patients following a terrorist attack. State Health Departments have been asked to plan, establish, educate and vaccinate SHCRTs in each state to be ready to provide care for the first few patients with suspected/confirmed smallpox in the event of a smallpox attack. VA has identified 90 medical centers and approximately 9,000 health care workers who would be offered the voluntary opportunity to participate in this first phase of the program. However, due to the independent development of individual state smallpox vaccination plans, these 90 VA medical centers designated as VA SHCRT sites may or may not be included in state health department vaccination plans. Since VA has a responsibility to protect its own facilities and workers where smallpox cases are likely to initially appear, the VA will also vaccinate appropriate SHCRT members not included in state plans. Plans for developing these VA vaccination teams are in preparation.   It is anticipated that a second phase of the program will rapidly follow on or even merge with the first. This second phase will extend voluntary vaccinations to about 10 million other health care workers as well as to individuals such as police, fire, and EMS first responders and also others such as postal workers, critical department of transportation workers, and other critical personnel in our infrastructure.
VA Vaccine Teams--Coordination with State Health Departments: The CDC will be providing smallpox vaccine to the state health departments and will be relying on state health departments to implement pre-event vaccination of designated hospital-based HCWs.  In addition, the VA will also be provided a supplemental vaccine supply to ensure that all designated VA SHCRTs not included in state health department smallpox vaccination plans can be vaccinated. Therefore, the pre-event vaccination of VA staff may be performed by VA Vaccine Teams or through state health departments.  These efforts will require coordination at a state level with each state health department. VA has appointed lead network directors and VA clinical points of contact/liaisons for each state (Attachment G) to coordinate VA’s pre-event smallpox vaccination plan with state efforts.

VA Vaccine Team Selection: VA has selected 90 VA facilities to serve as Smallpox Health Care Response Team (SHCRT) centers (Attachment B). Each of these selected VA centers will also serve as Vaccine Team sites.  Given the immediate role of Vaccine Teams, SHCRT centers will need to first identify a small subset of Smallpox Health Care Response Team volunteers to serve on a Vaccine Team.  These small teams of 8-10 HCWs will be the first to be vaccinated and will receive training on administering smallpox vaccine and providing vaccination-site care for VA HCWs.  Each Vaccine Team might include:

· 1 Physician

· 5-7 Nurses

· 1 Pharmacist

· 1 Clerk

At VA SHCRT sites not included in state health department smallpox vaccination plans, these VA Vaccine Teams will vaccinate VA SHCRT members and provide vaccination-site care.  At VA SHCRT sites included in state plans, these VA Vaccine Teams will only be required to provide vaccination-site care—state health departments will administer smallpox vaccine.

VA Smallpox Health Care Response Team Selection: In addition to organizing and training Vaccine Teams, SHCRT centers will need to identify a team of approximately 100 health care workers (including Vaccine Team members) who would be willing to volunteer to be vaccinated and trained to provide in-room medical care for the first few smallpox patients requiring hospital admission and to evaluate and manage patients who present to the Emergency Department with suspected smallpox. Given the disruption in health care services that would be anticipated as a result of a smallpox case, the Smallpox Health Care Response Teams may be called upon to assist with the continuation of critical hospital-based health care services for non-smallpox patients.
Overall, each hospital-based Smallpox Health Care Response Team might include:

· 15-30 emergency room doctors, physician assistants (PAs), and nurses

· 15-30 intensive care unit doctors, physician assistants, and nurses 

· 30-40 personnel from the other areas including urgent care and acute medicine 

It is anticipated that the size and composition of a smallpox medical care team will vary according to the individual institutions and their patient populations. 

VA Vaccine Teams and Smallpox Health Care Response Team Responsibilities: 

In general, following vaccination the members of hospital-based Smallpox Health Care Response Teams would continue to function in their usual roles with no additional responsibilities.  These teams would only be activated in the event of an index smallpox case, at which time they would assume responsibility for providing the medical care for these smallpox patients for the first 7-10 days as well as ensuring the continuation of critical hospital health care services.  

Vaccine Teams (representing a small subgroup of hospital-based SHCRTs) would have additional immediate responsibilities related to pre-event vaccination. These Vaccine Teams would be trained to vaccinate designated VA Smallpox Health Care Response Team members and also ensure the presence of a vaccine site-care component for VA smallpox vaccination programs in which designated, vaccinated VA staff would assess vaccine-site dressings for all vaccinated VA health care workers daily (whether involved in direct patient care or in other duties), determine if dressings needed changing, change the dressing if indicated, assess the vaccination site for local reactions and for vaccine take, provide a primary contact for reporting and evaluating adverse events related to smallpox vaccine, and reinforce messages to vaccinees about the need for meticulous hand-hygiene.  Following completion of their responsibilities for vaccinating VA staff (only at VA SHCRT sites not included in state health department plans) and post-vaccine monitoring (at all VA SHCRT sites), Vaccine Team members would return to their usual functions and would only be reactivated in the event of more widespread vaccination (phase II) or a smallpox outbreak.  

In addition to ensuring the presence of Vaccine Teams at each of the 90 selected primary VA centers, VA is recommending the deployment of Vaccine Teams at selected secondary sites.  These secondary Vaccine Teams would be trained to administer vaccine and provide post-vaccine care, but would not be called upon to vaccinate unless more widespread vaccination was necessary (phase II or outbreak). At a minimum, this would ensure that all states and US territories (even those without acute care VA facilities) would have a local presence of vaccinated VA staff knowledgeable about smallpox and trained to administer smallpox vaccine and provide vaccine site care should the need for more extensive smallpox vaccination become necessary. A total of approximately 9,000 VA HCWs are targeted for vaccination (Attachment C).
Contraindications to Pre-event Vaccination: Given the much higher rate of smallpox vaccine complications in naïve patients undergoing primary vaccination, preference should be given to HCWs who have been previously vaccinated for smallpox. For this reason, among others, pre-event vaccination of housestaff (physicians in training) is discouraged. Contraindications to pre-event smallpox vaccination include: 

1. Potential vaccinee or their household contacts have a history of eczema or atopic dermatitis, irrespective of disease severity or activity

2. Potential vaccinee has an active skin condition such as burns, impetigo, varicella zoster, herpes, severe acne, psoriasis, or Darier’s disease

3. Potential vaccinee is pregnant woman or a woman trying to become pregnant

4. Potential vaccinee or their household contacts have conditions such as HIV/AIDS, solid organ or stem cell transplant, generalized malignancy, leukemia, lymphoma, agammaglobulinemia, or autoimmune disease 

Smallpox Vaccination:  Vaccination of VA staff will be performed by VA Vaccine Teams or through state health departments. Within a single VAMC, it would be prudent to designate a small proportion, (20-30%) of the candidate HCWs, for the first phase of vaccinations to allow facilities to gain experience in post-vaccination management. It is also advisable to stagger vaccination of health care workers within an individual patient care unit by three weeks in order to minimize the number of vaccinated individuals who could be on leave (“continuation of pay”, through the Federal Employee Compensation Act) concurrently in association with systemic effects of the vaccine, which usually occur at days 8-10 after inoculation. Given the immediate role of selected Vaccine Team members to vaccinate VA HCWs (at VA sites not covered by state plans) and assess vaccine-site dressings for all vaccinated VA health care workers daily, it will be necessary to vaccinate Vaccine Team members several weeks prior to the first wave of vaccinations. Attachment F details the procedures for the appropriate and effective receipt, storage, shipping, and security for smallpox vaccine in the VA.
Returning to Duties after Vaccination: Administrative leave is not required routinely for newly vaccinated health care workers.  If they are physically unable to work due to systemic signs and symptoms of illness, they are eligible for continuation of pay (workers’ compensation benefits) under the Federal Employee Compensation Act.  If they have extensive skin lesions that cannot be adequately covered, administrative leave may be authorized. It is important to realize that the very close contact required for transmission of vaccinia
 to household contacts is unlikely to occur in the health care setting. These recommendations are based on the best scientific data available, the current use of infection control practices and the suggestions for vaccination site care as noted below. It is recognized that some clinicians and other personnel may not be comfortable with these recommendations and decisions may need to be made in individual unique situations.  The VAMC director, in consultation with key clinical staff, will review the duty profile of each vaccine recipient and exercise judgment over these general recommendations in extending administrative leave, as the situation requires. To the extent resulting absences are not covered by OWCP (including continuation of pay), VA may approve employees’ use of sick leave, annual leave, LWOP, or authorized absence consistent with governing VA policies and any applicable labor agreements.
Education and Training: Medical Center Directors and hospital-based VA staff will be provided information to make informed decisions about their participation and possible adverse reactions to vaccination. VA is working with the CDC to provide vaccination training for selected Vaccine Team members. The VA will be sending teams each consisting of one physician and one nurse for smallpox vaccination training at the CDC.  The VA will be employing cascade training (train the trainer) to ensure all members of VA Vaccine Teams are properly trained to administer smallpox vaccine and provide vaccine-site care. Since frontline physicians represent the first line of defense for any outbreak, VA clinicians will be provided with the necessary information to identify smallpox cases (even unusual presentations) and be able to discriminate between smallpox and other conditions that might be confused with smallpox (chickenpox, allergic reactions). Educational material will be made available through the CDC and VA including: CDC online tutorials for clinicians, VA PowerPoint slides with audio streaming, printed materials, posters, pocket cards, and satellite broadcasts.

Employee Liability/Labor Relations: VA employees who volunteer to be members of VA Smallpox Health Care Response Teams and Vaccine Teams will continue to function within the scope of their employment and are covered by the provisions of the Federal Employee Compensation Act and Federal Tort Claims Act in performing their duties. VA will articulate a policy on documenting the medical treatment of its employees--including documentation of vaccinations, take assessments, and any related medical treatment. VA will inform/advise labor partners, discuss impact on staff, and discuss such topics as scheduling, cross training and recognition and awards.  VA will fulfill all applicable labor relations obligations related to both Title 38 and Title 5 employees. 
II.
Introduction and Background

A.  Situation:

In response to the potential use of biologic agents against the U.S., the Federal Government is upgrading national defenses against biologic weapons.  As part of this national response, the Advisory Committee on Immunization Practices (ACIP) has recommended and the President has approved pre-event smallpox vaccination of approximately 500,000 health care workers (HCWs) nationwide.  This national plan calls for the voluntary pre-event vaccination of hospital-based teams of health care workers who in the event of a smallpox attack would be willing to provide care for the first few patients with suspected/confirmed smallpox.  It is estimated that teams of 100 HCWs will need to be vaccinated at each of the nearly 5,000 US acute care hospitals with negative pressure rooms.  The composition of these hospital-based Smallpox Health Care Response Teams will need to include:

· Emergency Department (ED) staff—MDs, PAs and nursing personnel

· Intensive Care Unit (ICU) staff—selected physicians, PAs and nursing personnel

· General Medical Unit
 staff—selected MDs including hospitalists, pediatricians, internists, obstetricians and family practitioners; PAs and nursing personnel

· Subspecialists—Infectious disease, neurology, ophthalmology, and dermatology

· Infection Control staff

· Respiratory Therapists

· Radiology Techs

· Security

· Housekeeping

· Clerical/Administrative

Given that VA is the largest integrated national health care delivery system in the US with hospitals and outpatient clinics in all 50 states and US territories and a health care workforce of nearly 200,000, it is critical that VA develop a national response plan for pre-event vaccination of VA hospital-based teams in coordination with the Centers for Disease Control (CDC), the Department of Health and Human Services (HHS) and state health departments.  The CDC will be providing smallpox vaccine to the state health departments and will be relying on state health departments to implement pre-event vaccination of designated hospital-based HCWs.  The VA will also be provided a supplemental vaccine supply to ensure that all designated VA SHCRTs not included in state plans can be vaccinated. Therefore, the pre-event vaccination of VA staff may be performed by VA Vaccine Teams (if the VA SHCRT is not included in the state health department’s vaccination plan) or through state health departments if the VA SHCRT is included in the state’s vaccination plan.  Therefore, the pre-event vaccination of VA staff will require coordination at a state level with each state health department.  To ensure a nationally consistent and coordinated approach, VA must have a national strategy regarding pre-event smallpox vaccination that can be quickly conveyed to VISN and facility staff as well as to each state health department. VA has appointed lead network directors for each state and VA clinical points of contact/liaisons for each state health department to coordinate VA’s pre-event smallpox vaccination plan with state efforts (Attachment G).

This pre-event vaccination plan is specifically designed to provide guidance regarding a national strategy to vaccinate VA Smallpox Health Care Response Teams who would be prepared to serve as part of our nation’s vanguard for the evaluation and treatment of the earliest suspected cases of smallpox.

B.  Assumptions:

The VA plan is based on the following assumptions: 

· Sufficient volunteers are available within VA.  

· The CDC will supply smallpox vaccine to each state health department. The VA will also be provided with a supplemental vaccine supply. Consequently, vaccination of selected VA HCWs will be performed by VA Vaccine Teams as well as by state health departments depending upon whether the VA medical center is included in the state plan. 

· VA will designate a lead Network Director in each state to coordinate VA efforts with the state health department officials charged with implementing the pre-event vaccination plan.  

· Execution of the National Smallpox Vaccination Program is primarily a state responsibility.  Many state and local cooperative relationships with VA exists, and some will include the NSVP. However, the VAMC director will be ultimately responsible to ensure that all components of the program involving his or her facility and personnel are implemented appropriately.  

Lead Network Directors will:

· Identify a VA point of contact with the state

· Ensure that processes are in place to recruit volunteer HCWs to serve as members of the Vaccine Teams and hospital-based Smallpox Health Care Response Teams

· Ensure Vaccine Team members are properly trained to administer vaccine and provide vaccine-site care

· Ensure that vaccination centers are operated safely— staffed appropriately, with adequate supplies and provisions to care for medical emergencies during vaccination clinic operation

· Ensure vaccine accountability, security and storage

· Ensure adherence to established infection control guidelines related to vaccine site care of HCWs following vaccination

· Ensure tracking and monitoring of Vaccine Team progress (vaccination of SHCRT members) and report to VACO

III.
Identification and Selection of VA Facilities for Participation in Pre-event Vaccination 

A.  Criteria for site selection:

The ACIP recommendations approved by the President call for the pre-event vaccination of smallpox response teams consisting of approximately 100 HCWs at acute care hospitals capable of managing patients with suspected/confirmed smallpox. These hospitals must have negative pressure rooms for isolating these suspected/confirmed cases.  A recent VA survey identified 148 VA medical centers with at least one negative pressure room (Attachment A).  The VA has a total of 1,661 negative pressure beds nationwide.  Of these 148 VA medical centers with negative pressure beds, 90 were selected as Smallpox Health Care Response Team (SHCRT) centers.  These 90 VA SHCRT centers account for 82% of VA’s total capacity of negative pressure beds (1,352 of the 1,661 negative pressure beds), 87% of VA’s total acute care capacity (8,839 of the 10,118 acute medicine, surgery and neurology operational beds) and 89% of VA’s total ICU capacity (1,706 of the 1,926 ICU beds). 

The locations of these 90 VA medical centers account for a significant portion of the major US Medical Service Areas (MSAs). The MSAs covered by these 90 VA medical centers encompass more than one third of all US hospitals, half of all US hospital beds, half of all US Emergency Room (ER) visits and two thirds of all practicing US physicians.  

These 90 VA SHCRT centers were selected to ensure a minimum of one VA Smallpox Health Care Response Team in each state with acute care beds. There are 4 states/US territories without an acute care facility—Alaska, Hawaii, New Hampshire, and the Philippines.  Alaska, Hawaii and the Philippines do not have VA hospitals (Anchorage ROC, Honolulu ROC, and Manila ROC) and New Hampshire does not have a VA facility with acute care beds (Manchester VAMC). A listing of these 90 VA SHCRT centers is provided in Attachment B.

IV.
Vaccine Teams and Smallpox Health Care Response Teams—Selection, Training and Responsibilities

A.  Vaccine Team Composition and Responsibilities:

Vaccine Teams (representing a small subgroup of hospital-based SHCRTs) would have additional immediate responsibilities related to pre-event vaccination. These Vaccine Teams would be trained to administer smallpox vaccine and also ensure the presence of a vaccine site-care component for VA facility smallpox vaccination programs in which designated, vaccinated VA staff would assess vaccine-site dressings for all vaccinated VA health care workers daily (whether involved in direct patient care or in other duties), determine if dressings needed changing, and then change the dressing if indicated. This designated staff would assess the vaccination site for local reactions and for vaccine take as well as provide a primary contact for reporting and evaluating adverse events related to smallpox vaccine. They would also use the opportunity to reinforce messages to vaccinees about the need for meticulous hand-hygiene. In addition, these Vaccine Teams would provide an additional reserve of highly trained vaccinated HCWs who would be available to assist vaccination efforts should wider scale vaccination become necessary.  These vaccine teams might include:

· 1 Physician (Infectious Disease or special expertise in vaccination)
· 5-7 Nurses (Infection control, Occupational Health, Employee Health, ER)
· 1 Pharmacist

· 1 Clerk 

Following completion of their responsibilities for vaccinating VA staff (only at VA sites not included in state health department plans) and post-vaccine monitoring (at all VA SHCRT sites), Vaccine Team members would return to their usual functions and would only be reactivated in the event of more widespread vaccination (phase II) or a smallpox outbreak.  

In addition to ensuring the presence of Vaccine Teams at each of the 90 selected VA centers, VA is recommending the deployment of Vaccine Teams at selected secondary sites.  These secondary Vaccine Teams would be trained to administer vaccine and provide post-vaccine care, but would not be called upon to vaccinate unless more widespread vaccination was necessary (phase II or outbreak). At a minimum, this would ensure that all states and territories (even those without VA acute care facilities such as Alaska, Hawaii, New Hampshire, and the Philippines) would have a local presence of vaccinated VA staff knowledgeable about bioterrorism (BT) and smallpox and trained to administer smallpox vaccine, provide vaccine site care and provide a primary contact for reporting and evaluating adverse events related to smallpox vaccine should the need for more extensive smallpox vaccination become necessary (identification of an index case).

B.  Smallpox Health Care Response Team Composition:

The ACIP recommends that in the first stages of a pre-event smallpox vaccination program, each acute care hospital identify a group of health care workers who would be vaccinated and trained to provide in-room medical care for the first few smallpox patients requiring hospital admission and to evaluate and manage patients who present to the Emergency Department with suspected smallpox. For the first 7-10 days after patients with smallpox have been identified, this team would be hospital-based and provide care 24 hours a day, using 8-12 hour shifts. Non-essential workers would be restricted from entering into the rooms of patients with smallpox. Given the disruption in health care services that would be anticipated as a result of a smallpox case (in addition to the need for rapid vaccination of exposed unvaccinated staff), the Smallpox Health Care Response Teams may be called upon to assist in the continuation of critical hospital-based health care services for non-smallpox patients. Smallpox vaccination would be voluntary.
The ACIP recommends that Smallpox Health Care Teams include:
1. Emergency Room Staff, including physicians, physician assistants, nurses, and nurse practitioners 

2. Intensive Care Unit staff, including physicians, physician assistants, nurses, and nurse practitioners, and in hospitals that care for infants and children, this encompasses pediatricians, pediatric intensivists, and pediatric emergency room physicians and nurses 

3. General Medical Unit staff, including physicians, internists, pediatricians, obstetricians,family physicians, physician assistants, nurses, and nurse practitioners in institutions where these individuals are the essential providers of primary medical care 

4. Medical house staff (i.e., selected medical, pediatric, obstetric, and family physicians) 

5. Medical subspecialists, including infectious disease specialists [this may also involve the creation of Regional teams of subspecialists (e.g., local medical consultants with smallpox experience, dermatologists, ophthalmologists, pathologists, surgeons, anesthesiologists in facilities where intensivists are not trained in anesthesia) to deliver consultative services 

6. Infection control professionals (ICPs) 

7. Respiratory therapists 

8. Radiology technicians 

9. Security personnel 

10. Housekeeping staff (e.g., those staff involved in maintaining the health care environment and decreasing the risk of fomite transmission). 

Overall, each Smallpox Health Care Team might include about 15-30 emergency room doctors, PAs and nurses, 15-30 intensive care unit doctors, PAs and nurses, and a total of 30-40 personnel from the other areas including Acute Medicine, Urgent Care and Primary Care. It is anticipated that the size and composition of a smallpox medical care team will vary according to the individual institutions and their patient populations. More specific guidance regarding suggested number and distribution of HCWs is provided in Attachment D. 
Although ACIP included medical housestaff as potential team members, selection of housestaff for pre-event vaccination at VA centers is discouraged for several reasons:

· Housestaff are generally young.  They are unlikely to have received smallpox vaccination in the past.  Complication rates for first time vaccinees are higher than for those with residual immunity.

· Housestaff rotate frequently.  Those who are vaccinated because of rotation in a specific area or service may have another responsibility when a proven or suspected case is seen at the facility.  

· Most programs have many housestaff positions.  It will be impossible to vaccinate all housestaff with the expected supply of vaccine.

· Housestaff working rules and hours are governed by Graduate Medical Education and State policy.

Vaccination of housestaff will be left to the discretion of the parent affiliate and the local department of health.

Clinical laboratory workers are not included in the initial phase of pre-event smallpox vaccination because the quantity of virus likely to be in clinical specimens of blood and body fluids is low. Consistent adherence to standard precautions and ASM/CDC
 protocols will prevent exposure to virus in clinical specimens. Although it is not recommended that emergency medical technicians (EMTs), as a group, be vaccinated in this first phase, individual hospitals may identify and include hospital-based EMTs (i.e., personnel who would be dispatched to transport patients with suspected smallpox) on their Smallpox Health Care Teams.

C.  Smallpox Health Care Response Team Responsibilities:
In general, following vaccination the members of these hospital-based Smallpox Health Care Response Teams would continue to function in their usual roles with no additional responsibilities.  These teams would only be activated in the event of an index smallpox case, at which time they would assume responsibility for providing the medical care for these smallpox patients for the first 7-10 days and assist in the continuation of critical hospital health care services. 

VA has designated a lead Network Director for each state to operationalize this plan.  

The lead Network Director or his/her designee will work with the state health department to identify specific local VA staffing needs associated with that state’s Smallpox Vaccination Program.  

Facility Directors at the 90 VA SHCRT centers are responsible for ensuring fully staffed teams are readily deployable in the event of an emergency outbreak and should build in sufficient personnel reserves to address unexpected absences of team members.  

An estimate of the number of vaccinees by network and by facility is included in Appendix C.  These estimates include the 100 member Smallpox Health Care Response Teams (including the 10 member Vaccine Teams) at the 90 VA SHCRT centers as well as the 10 member Vaccine Teams located at the secondary VA sites. 

D.  Team Recruitment--Screening for Contraindications to Vaccination:

Following the announcement by the President, VA activated its pre-event smallpox vaccination plan and initiated recruitment of Vaccine Teams and Smallpox Health Care Response Teams. Participation is voluntary.  Given the much higher rate of smallpox vaccine complications in naïve patients undergoing primary vaccination, preference should be given to HCWs who have been previously vaccinated for smallpox. Team members must be screened for potential contraindications (Attachment E) to the smallpox vaccine. The smallpox vaccine should not be administered to individuals with the following conditions: 

1. Potential vaccinee or their household contacts have a history of eczema or atopic dermatitis, irrespective of disease severity or activity

2. Potential vaccinee has an active skin condition such as burns, impetigo, varicella zoster, herpes, severe acne, psoriasis, or Darier’s disease

3. Potential vaccinee is pregnant woman or a woman trying to become pregnant

4. Potential vaccinee or their household contacts have conditions such as HIV/AIDS, solid organ or stem cell transplant, generalized malignancy, leukemia, lymphoma, agammaglobulinemia, or autoimmune disease 

Handling reports of employee contraindications to smallpox vaccination is a sensitive issue that falls under the Privacy Act.  Disqualifying factors related to employees’ personal health histories must be handled appropriately and restricted to only to those with a need to know.

Additional information regarding the screening for these contraindications is provided below.  This information is also available on the CDC website: http://www.bt.cdc.gov/agent/smallpox/vaccination/acip-recs-oct2002.asp 

1.  Atopic Dermatitis as a Contraindication for Vaccination

Atopic dermatitis, irrespective of disease severity or activity, is a risk factor for developing eczema vaccinatum following smallpox vaccination in either vaccinees or in their close contacts. The majority of providers do not routinely make the distinction between eczema and atopic dermatitis, particularly when describing chronic exfoliative skin conditions in infants and young children. Due to the increased risk for eczema vaccinatum, smallpox (vaccinia) vaccine should not be administered to persons with a history of eczema or atopic dermatitis, irrespective of disease severity or activity. Additionally, persons with household contacts that have a history of eczema or atopic dermatitis, irrespective of disease severity or activity, are not eligible for smallpox (vaccinia) vaccination because of the increased risk that their household contacts may develop eczema vaccinatum.
Persons with other acute, chronic, or exfoliative conditions (e.g., burns, impetigo, varicella zoster, herpes, severe acne, or psoriasis) are at higher risk for inadvertent inoculation and should not be vaccinated until the condition resolves. The literature also reports that persons with Darier’s disease can develop eczema vaccinatum and therefore should not be vaccinated.
To assist providers in identifying persons that should defer smallpox (vaccinia) vaccination, the ACIP offers the following two screening questions: 

1) Have you, or a member of your household ever been diagnosed with eczema or atopic dermatitis—if you answered “yes,” you may NOT receive the smallpox (vaccinia) vaccine due to the risk that you or your household contact might develop a severe and potentially life-threatening illness called eczema vaccinatum; and 

2) Eczema/atopic dermatitis usually is an itchy red, scaly rash that lasts more than 2 weeks and often comes and goes. If you or a member of your household has ever had a rash like this—you should NOT receive the smallpox (vaccinia) vaccine at this time unless you and a health care provider are sure that this rash is not atopic dermatitis or eczema. 
In cases where the dermatological risk factor or diagnosis is uncertain, more precise screening tools may be employed. These secondary-screening tools should weigh the individual’s risk of developing an adverse event with the requirement of occupational readiness through safe smallpox vaccination to ensure national security.
2.  Pregnancy as a Contraindication for Vaccination

Fetal vaccinia is a very rare, but serious, complication of smallpox vaccination during pregnancy or shortly before conception. Therefore, vaccinia vaccine should not be administered in a pre-event setting to pregnant women or to women who are trying to become pregnant. Before vaccination, women of childbearing age should be asked if they are pregnant or intend to become pregnant in the next 4 weeks; women who respond positively should not be vaccinated. In addition, the potential risk to the fetus should be explained and women who are vaccinated counseled not to become pregnant during the 4 weeks after vaccination. Routine pregnancy testing of women of childbearing age is not recommended.
To further reduce the risk of inadvertently vaccinating a woman who is pregnant, at the time of pre-screening, women of childbearing age should be educated about fetal vaccinia, and abstinence or contraception to reduce the risk of pregnancy before or within four weeks after vaccination. Any woman who thinks she could be pregnant or who wants additional assurance that she is not pregnant should perform a urine pregnancy test with a “first morning” void urine on the day scheduled for vaccination. Such tests could be made available at the pre-screening and vaccination sites to avoid cost or access barriers to testing.
If a pregnant woman is inadvertently vaccinated or if she becomes pregnant within 4 weeks after vaccinia vaccination, she should be counseled regarding the basis of concern for the fetus. However, vaccination during pregnancy should not ordinarily be a reason to terminate pregnancy. To expand understanding of the risk of fetal vaccinia and to document whether adverse pregnancy outcome may be associated with vaccination, a pregnancy registry should be maintained and any adverse outcomes carefully investigated.
3.  HIV Infection and Other Causes of Immunosuppression as a Contraindication for Vaccination

Persons with HIV infection or AIDS and those with other causes of immunosuppression are thought to be at increased risk of progressive vaccinia (vaccinia necrosum) following vaccinia vaccination. Therefore, vaccinia vaccine should not be administered to persons with HIV infection, immunodeficiency disorders or immunosuppressive therapies (see Attachment E). Before vaccination, potential vaccinees should be educated about the risk of severe vaccinial complications among persons with HIV infection or other immunosuppressive conditions or therapies; persons who think they may have one of these conditions should not be vaccinated.
The ACIP does not recommend mandatory HIV testing prior to smallpox vaccination, but recommends that HIV testing should be readily available to all persons considering smallpox vaccination. HIV testing is recommended for persons who have any history of a risk factor for HIV infection and who are not sure of their HIV infection status. Because known risk factors cannot be identified for some persons with HIV infection, anyone who is concerned that they could have HIV infection also should be tested. HIV testing should be available in a confidential or, where permitted by law, anonymous setting with results communicated to the potential vaccinee before the planned date of vaccination. Persons with a positive test result should be told not to present to the vaccination site for immunization. Information about local testing options should be provided to all potential vaccinees, including sites where testing is performed at no cost.  
4. Other Contraindications for Vaccination

CDC and ACIP have identified additional contraindications, such as contraindications among household contacts.  These will be included in the final screening forms provided by CDC.

E.  Vaccination Staging and Post Vaccination Issues: 

1.  Smallpox Vaccination

Given the immediate role of selected Vaccine Team members to vaccinate VA HCWs (at VA SHCRT sites not covered by state vaccination plans) and assess vaccine-site dressings for all vaccinated VA health care workers daily, it will be necessary to vaccinate Vaccine Team members several weeks prior to the first wave of vaccinations. VA SHCRT centers not covered by state vaccination plans must develop local VA plans for vaccinating VA staff and providing vaccine-site monitoring that are consistent with CDC guidelines.  The CDC publication, Smallpox Vaccination Clinic Guide http://www.bt.cdc.gov/agent/smallpox/response-plan/files/annex-3.pdf provides additional information and guidelines to assist centers not covered by state vaccination plans in developing and operating vaccination centers. Attachment F details the procedures for the appropriate and effective receipt, storage, shipping, and security for smallpox vaccine in the VA.
Vaccination of VA staff will be performed by VA Vaccine Teams or through state health departments if the VA SHCRT is included in the state vaccination plan. The ACIP recommends that vaccination of Smallpox Health Care Response Team members be phased in, starting with a small number of hospitals. Staging of VA HCWs to receive the vaccine must be coordinated at a state level. Lead network directors and VA clinical points of contact/liaisons will be responsible for coordinating vaccination efforts within each state. Within a single institution, it would be prudent to designate a small proportion (20-30%) of the candidate health care workers for the first phase of vaccinations to allow institutions to gain experience in post-vaccination management.

The incidence of adverse events following vaccination of previously vaccinated persons is substantially less than in primary vaccinees, and therefore when feasible, previously vaccinated health care workers be included in this pre-event vaccination program. In the event of the possibility of adverse events following vaccination, it is also advisable to stagger vaccination of health care workers within an individual patient care unit by three weeks in order to minimize the number of vaccinated individuals who may be unavailable to work because of systemic effects of the vaccine, which usually occur at days 8-10 after inoculation.
2.  Administrative Leave for Vaccinated Health Care Workers

With respect to administrative leave for health care workers, the ACIP does not believe that health care workers need to be placed on leave because they received a smallpox vaccination. Administrative leave is not required routinely for newly vaccinated health care workers.  If employees are physically unable to work due to systemic signs and symptoms of illness, they are eligible for continuation of pay under the Federal Employee Compensation Act (workers’ compensation benefits).  If they have extensive skin lesions that cannot be adequately covered, or if they do not adhere to the recommended infection control precautions, they may be placed on administrative leave.  All complications of the vaccine are covered under the provisions of FECA, with maximum benefits up to the level of GS15/step 10.  Employees who earn more than that may wish to review their private disability insurance. 

These recommendations are based on the best scientific data available, the current use of infection control practices and the suggestions for vaccination site care as noted below. Although the adherence to accepted infection control practices should reduce the probability of vaccinia transmission from HCWs to patients to minimal levels, transmission is theoretically possible. The consequences of such an unlikely event affecting susceptible patients could be dramatic. The VAMC director, in consultation with key clinical staff, will review the duty profile of each vaccine recipient and exercise judgment over these general recommendations in extending administrative leave as the situation requires. To the extent resulting absences are not covered by OWCP (including continuation of pay), VA may approve employees’ use of sick leave, annual leave, LWOP, or authorized absence consistent with governing VA policies and any applicable labor agreements.
3.  Smallpox Vaccination Site Care

Following smallpox vaccination, the ACIP recommends that health-care workers involved in direct patient care should keep their vaccination sites covered with gauze or a similar absorbent material in order to absorb exudates that would develop. This dressing should, in turn, be covered with a semi-permeable dressing to provide a barrier to vaccinia virus. Use of a semi-permeable dressing alone could cause 1) maceration of the vaccination site and 2) increased prolonged irritation and itching at the site, thereby increasing touching, scratching and contamination of the hands. Products combining an absorbent base with an overlying semi-permeable layer can be used to cover the vaccination site. The vaccination site should be covered during direct patient care until the scab separates.
It is important to realize that the very close contact required for transmission of vaccinia to household contacts is unlikely to occur in the health care setting. Vaccinia is generally transmitted by direct person-to-person and close contact (within 6 feet), and infection control precautions should be taken to reduce this likelihood. The most critical measure in preventing inadvertent implantation and contact transmission from the vaccinia vaccination site is thorough hand-hygiene after changing the bandage or after any other contact with the vaccination site. Hospitals should include a site-care component to their smallpox vaccination programs (Vaccine Teams) in which designated, vaccinated staff would assess all vaccinated health-care workers daily. 
Transmission of vaccinia is also a concern in other settings when close personal contact with children or other persons is likely—for example, parenting of infants and young children. In these situations, the vaccination site should be covered with gauze or a similar absorbent material, and a shirt or other clothing should be worn, and careful attention to hand hygiene (hand washing) practiced.

F.  Education and Training Issues:

An educational campaign for informing the health care community about bioterrorism in general and smallpox in particular including the national pre-event vaccination program for smallpox will be crucial prior to the recruitment of volunteers for Vaccine Teams and  Smallpox Health Care Response Teams.  Medical Center Directors and hospital-based VA staff will need information to make informed decisions about their participation and possible adverse events related to vaccination. The CDC has developed a two-part Bioterrorism Update: A National Immunization Program Public Health Training Network Satellite Broadcast on December 5, 2002 (part 1) and December 6, 2002 (part 2). This video is available by webcast http://www.bt.cdc.gov/agent/smallpox/training/webcast/dec2002/index.asp
 to additional audiences, including VA staff. VA’s educational campaign should inform HCWs of the risks that a smallpox attack poses for our nation as well as the risks associated with the smallpox vaccine.  Moreover, since frontline physicians represent the first line of defense for any outbreak, it is vital that frontline clinicians be provided with the necessary information to identify smallpox cases (even unusual presentations) and be able to discriminate between smallpox and other conditions that might be confused with smallpox (chickenpox, allergic reactions). Training for clinicians should cover the following elements:

· Smallpox, the disease (minor, for completeness) 

· Vaccination: didactic

· historical, understanding complications

· vaccinia and vaccination – understanding biology of vaccinia, including vaccination, transmission, and complication issues 

· Clinical treatment of vaccine complications

· Management of local complications

· Use of VIG and drugs (cidofovir, etc)

· Infection control

Additional training will be necessary for Vaccine Team members. VA is working with the CDC to provide vaccination training for selected Vaccine Team members. The VA will be sending teams each consisting of one physician and one nurse for smallpox vaccination training at the CDC.  The VA will be employing cascade training (train the trainer) to ensure all members of VA Vaccine Teams are properly trained to administer smallpox vaccine and provide vaccine-site care. Skill development elements requiring face-to-face education and training will be provided in the following areas:

· Vaccine administration

· Vaccine “take” assessment

· Training others on how to vaccinate

A number of educational materials on smallpox and smallpox vaccination are available on the CDC website. http://www.bt.cdc.gov/agent/smallpox/index.asp
Several computer-based tutorials for clinicians are currently available online through the CDC. 

1. Smallpox:  What Every Clinician Should Know (online training)
http://www.cdc.gov/nip/ed/smallpox-trg/clinician-should-know/default.htm

2. Smallpox Vaccination and Adverse Events Training Module

http://www.bt.cdc.gov/training/smallpoxvaccine/reactions/default.htm
3. Smallpox:  What Every Clinician Should Know (video)

http://www.sph.unc.edu/about/webcasts/2001-12-13_smallpox/
In addition to the information available through the CDC, VA has developed a series of education materials with PowerPoint slides and streaming audio for clinicians and non-clinicians:

Smallpox:: The Disease and Prevention. Dave Rimland, MD, Atlanta, GA

Bioterrorism 101 for clinicians.  Lawrence Deyton, MD, Washington DC and Mike Simberkoff, MD, New York, NY.

Bioterrorism 101 for non-clinicians Dr Gary Roselle, Cincinnati, OH
These educational and training materials will be available on VA websites (facility, VISN and national VA and VHA websites) http://www.va.gov/smallpox/education.cfm. In addition to these online materials, VA has materials for satellite broadcast and printed materials that will be available to VA sites.

VA already has developed and distributed pocket cards for clinicians related to biological, chemical and nuclear agents. http://www.oqp.med.va.gov/cpg/BCR/BCR_Base.htm In addition, the CDC has developed a poster to assist clinicians in recognizing smallpox and discriminating smallpox from conditions with similar clinical presentations (chickenpox). The poster is available on the CDC website: http://www.bt.cdc.gov/agent/smallpox/diagnosis/index.asp
Facilities are encouraged to download the smallpox poster and place posters in key clinical areas—ERs and outpatient clinics.

G.   Administrative and Labor Relations Issues:

1.  Administrative Actions:

· VA will standardize the process to formally detail employees to both training and service on Smallpox Health Care Response Teams and Vaccine Teams. If it becomes necessary to activate the smallpox response teams (a smallpox attack), administrative issues such as pay and overtime usage, leave usage, etc., will be handled as simply as possible, under existing procedures to the maximum extent possible. 

· VA employees who volunteer to be members of VA Smallpox Health Care Response Teams and Vaccine Teams will continue to function within the scope of their employment.  This means they are covered by the provisions of the Federal Tort Claims Act in performing their duties and will not require additional licenses to participate, and will serve under the supervision of other VA employees.

· VA will articulate a policy on documenting the medical treatment of its employees—including documentation of vaccinations, take assessments, and any related medical treatment.

· Healthcare workers who develop complications from the vaccine will be covered under Workers’ Compensation (FECA).  
 2.  Labor Relations Obligations:

· VA will discharge responsibility to inform/advise labor partners, discuss impact on staff, and discuss such topics as scheduling, cross training and recognition and awards.  VA will fulfill all applicable labor relations obligations related to both Title 38 and Title 5 employees. 
V.   Summary of Critical Actions and Target Dates

	Actions
	Target Date
	Responsible Individual
	Status

	Identify VA sites for VA Smallpox Health Care Response Teams and VA Vaccine Teams
	Nov-02
	USH
	Completed

	Designate Lead Network Directors for each state
	Nov-02
	USH
	Completed

	Designate VA State POCs for each state
	Dec-02
	Lead Network Directors
	Completed

	VA designated POCs contacting respective state health departments
	Dec-02
	VA State POCs
	Underway

	Inform/advise labor partners
	Dec-02
	VA Headquarters
	Pending

	Develop Education/Training Materials for Smallpox Health Care Response Teams: Smallpox and Bioterrorism education materials for healthcare providers; education materials for non-healthcare workers; 
	Dec-02
	Susan Mather, MD; Michael Hodgson, MD; Dave Rimland, MD; Mike Simberkoff, MD; Lawrence Deyton, MD; Mike Rigsby, MD; Gary Roselle, MD; Pam Hebert, EES
	Underway

	Recruitment of physician/nurse (train the trainer) teams for vaccination training at the CDC
	Dec-02
	Lead Network Directors VA State POCs
	Underway

	Recruitment, vaccination and training of VA volunteers to serve on VA Vaccine Teams
	Jan-03
	Lead Network Directors in conjunction with VA State POCs and facility directors
	Pending

	Recruitment of VA volunteers to serve on smallpox response teams at designated VA SHCRT sites 
	Jan-03
	Lead Network Directors in conjunction with VA State POCs and facility directors
	Pending

	Vaccination of VA Smallpox Health Care Response Teams 
	Feb-03
	VA Vaccine Teams and State Health Departments
	Pending


VI.   Resources—Additional Assistance and Expertise

Attachment G provides a listing of the lead network directors for each state, as well as the VA clinical points of contact that will serve as liaisons for the State Health Departments. Also included are telephone numbers and e-mail addresses of the VA clinical points of contact.  In addition, the following individuals within VA can provide additional assistance and expertise:

Susan Mather, MD, MPH

Chief Public Health & Environmental Hazards Officer, VA Central Office

Washington, DC

Lawrence R. Deyton, MSPH, MD

Chief Consultant, Public Health Strategic Health Care Group, VA Central Office

Washington, DC 

Michael Hodgson, MD, MPH

Director, Occupational Health Programs, VA Central Office

Washington, DC

Michael Rigsby, MD

Director, National HIV & Hep C Office, VA Central Office

West Haven

David Rimland, MD

Chief Infectious Diseases, Atlanta VAMC

Atlanta

Mike Simberkoff, MD

Chief of Staff, New York Campus, NYHHCS

New York

Gary Roselle, MD

Program Director for Infectious Diseases, VA Central Office 

Chief, Medical Service, Cincinnati VAMC

Odette Levesque

Clinical/QA Liaison, VA Central Office

Washington, DC

Robert Claypool, MD

Acting Deputy Director, Operations, Security, & Preparedness, VA Central Office
Washington, DC

Carter Mecher, MD

Chief Medical Officer, VISN 7

Atlanta

Attachment A: Survey of Negative Pressure Beds October 2002

	VISN
	Facility Name
	ICU Negative Pressure Beds Data from 2001 ICU Survey Appendix D
	Non ICU Negative Pressure Beds
	Total Negative Pressure Beds

	1
	BEDFORD
	0
	1
	1

	1
	BOSTON
	5
	2
	7

	1
	MANCHESTER
	0
	3
	3

	1
	NORTHAMPTON
	0
	1
	1

	1
	PROVIDENCE
	1
	2
	3

	1
	TOGUS
	2
	2
	4

	1
	CONNECTICUT
	4
	4
	8

	1
	W.R. JUNCTION
	1
	2
	3

	2
	Albany
	1
	12
	13

	2
	Bath
	0
	2
	2

	2
	Canandaigua
	0
	0
	0

	2
	Syracuse
	3
	5
	8

	2
	Western New York
	2
	4
	6

	3
	Bronx
	4
	11
	15

	3
	NYHCS-NY campus
	6
	11
	17

	3
	NYHCS-Brooklyn campus
	2
	9
	11

	3
	Northport
	2
	4
	6

	3
	NJHCS-East Orange campus
	4
	23
	27

	3
	NJHCS-Lyons campus
	0
	1
	1

	3
	HVHCS-Castle Point NY 
	0
	3
	3

	3
	HVHCS-Montrose NY
	0
	1
	1

	4
	Altoona
	1
	2
	3

	4
	Butler 
	0
	4
	4

	4
	Clarksburg
	2
	3
	5

	4
	Coatesville
	0
	2
	2

	4
	Erie
	4
	4
	8

	4
	Lebanon
	2
	2
	4

	4
	Philadelphia
	4
	9
	13

	4
	Pittsburgh
	2
	14
	16

	4
	Wilkes-Barre
	4
	3
	7

	4
	Wilmington
	2
	4
	6

	5
	VAMHCS
	10
	19
	29

	5
	Washington
	4
	13
	17

	5
	Martinsburg
	2
	3
	5

	6
	Asheville
	4
	1
	5

	6
	Beckley
	1
	4
	5

	6
	Durham
	7
	5
	12

	6
	Fayetteville
	2
	6
	8

	6
	Hampton
	2
	12
	14

	6
	Richmond
	3
	12
	15

	6
	Salem
	3
	5
	8

	6
	Salisbury
	6
	2
	8

	6
	W-S OPC
	0
	4
	4

	VISN
	Facility Name
	ICU Negative Pressure Beds Data from 2001 ICU Survey Appendix D
	Non ICU Negative Pressure Beds
	Total Negative Pressure Beds

	7
	Atlanta
	10
	15
	25

	7
	Augusta
	3
	7
	10

	7
	Birmingham
	4
	9
	13

	7
	CAVHCS-Tuskegee
	0
	0
	0

	7
	CAVHCS-Montgomery
	2
	5
	7

	7
	Charleston
	4
	14
	18

	7
	Columbia, SC
	3
	12
	15

	7
	Dublin
	1
	6
	7

	7
	Tuscaloosa
	0
	2
	2

	8
	Bay Pines, FL
	5
	15
	20

	8
	   Fort Myers OPC
	0
	1
	1

	8
	Miami, FL
	6
	38
	44

	8
	San Juan, PR
	3
	21
	24

	8
	Tampa, FL
	6
	29
	35

	8
	   Port Richey OPC
	0
	2
	2

	8
	   Brevard OPC
	0
	1
	1

	8
	   Orlando OPC
	0
	3
	3

	8
	West Palm Beach, FL
	4
	25
	29

	8
	Gainesville, FL
	7
	16
	23

	8
	Lake City, FL
	2
	7
	9

	8
	   Jacksonville OPC
	0
	1
	1

	8
	   Daytona OPC
	0
	2
	2

	8
	   Tallahassee OPC
	0
	3
	3

	9
	Huntington
	2
	13
	15

	9
	Lexington
	14
	6
	20

	9
	Louisville
	5
	8
	13

	9
	Mountain Home
	2
	8
	10

	9
	Memphis
	4
	15
	19

	9
	TVHS
	6
	33
	39

	10
	Chillicothe
	2
	3
	5

	10
	Cincinnati
	7
	34
	41

	10
	Cleveland-Wade Park
	6
	13
	19

	10
	Cleveland-Brecksville
	0
	0
	0

	10
	Dayton
	3
	12
	15

	10
	Columbus
	0
	0
	0

	11
	Ann Arbor
	3
	10
	13

	11
	Battle Creek
	0
	5
	5

	11
	Detroit
	6
	20
	26

	11
	Indianapolis
	9
	12
	21

	11
	Illiana
	2
	7
	9

	11
	NIHCS
	2
	12
	14

	11
	Saginaw
	2
	2
	4

	12
	Hines
	2
	9
	11

	12
	Iron Mountain
	1
	1
	2

	VISN
	Facility Name
	ICU Negative Pressure Beds Data from 2001 ICU Survey Appendix D
	Non ICU Negative Pressure Beds
	Total Negative Pressure Beds

	12
	Madison
	2
	3
	5

	12
	Milwaukee 
	0
	2
	2

	12
	North Chicago
	4
	2
	6

	12
	Tomah
	0
	2
	2

	12
	VA Chicago LS
	4
	6
	10

	12
	VA Chicago WS
	5
	11
	16

	15
	Columbia, MO
	2
	7
	9

	15
	EKHCS-Leavenworth
	2
	2
	4

	15
	EKHCS-Topeka
	2
	4
	6

	15
	Kansas City, MO
	4
	6
	10

	15
	Marion, IL
	1
	7
	8

	15
	Poplar Bluff, MO
	0
	3
	3

	15
	St. Louis, JB MO
	0
	3
	3

	15
	St. Louis, JC MO
	6
	13
	19

	15
	Wichita KS
	1
	2
	3

	16
	VAMC Alexandria, LA
	1
	10
	11

	16
	GCVHCS-Biloxi, MS
	3
	6
	9

	16
	VAMC Fayetteville, AR
	2
	1
	3

	16
	VAMC Houston, TX
	4
	15
	19

	16
	Jackson, MS
	3
	10
	13

	16
	CAVHS-Little Rock, AR
	2
	9
	11

	16
	Muskogee, OK
	4
	4
	8

	16
	New Orleans, LA
	6
	9
	15

	16
	Oklahoma City, OK
	5
	2
	7

	16
	Shreveport, LA
	3
	4
	7

	17
	NTHCS-Dallas
	8
	31
	39

	17
	NTHCS-Ft Worth
	0
	1
	1

	17
	NTHCS-Bonham
	0
	0
	0

	17
	CTHCS-Temple
	2
	8
	10

	17
	CTHCS-Waco
	0
	9
	9

	17
	CTHCS-Marlin
	0
	7
	7

	17
	CTHCS-Austin OPC
	0
	2
	2

	17
	STHCS-San Antonio
	5
	7
	12

	17
	STHCS-Kerrville
	2
	2
	4

	18
	Albuquerque, NM
	4
	12
	16

	18
	Amarillo, TX
	2
	7
	9

	18
	Big Spring, TX
	1
	2
	3

	18
	El Paso, TX
	0
	3
	3

	18
	Phoenix, AZ
	2
	9
	11

	18
	Prescott, AZ
	2
	0
	2

	18
	Tucson, AZ
	5
	13
	18

	19
	VAMC Cheyenne
	1
	1
	2

	19
	VA Eastern CO HCS 
	4
	11
	15

	19
	VAMC Sheridan
	0
	4
	4

	VISN
	Facility Name
	ICU Negative Pressure Beds Data from 2001 ICU Survey Appendix D
	Non ICU Negative Pressure Beds
	Total Negative Pressure Beds

	19
	VAMC Grand Junction
	4
	2
	6

	19
	VA Montana HCS
	1
	5
	6

	19
	VA Salt Lake City
	4
	8
	10

	20
	Anchorage
	0
	0
	0

	20
	Boise
	2
	4
	6

	20
	Portland
	3
	11
	14

	20
	PSHCS-Seattle
	4
	13
	17

	20
	PSHCS-Am. Lake
	0
	5
	5

	20
	Roseburg
	1
	4
	5

	20
	Spokane
	2
	18
	20

	20
	Walla Walla
	1
	3
	4

	20
	White City
	0
	0
	0

	21
	Central California Health Care System, Fresno 
	2
	3
	5

	21
	VAMROC, Honolulu
	0
	6
	6

	21
	VAOPC, Manila
	0
	1
	1

	21
	VA Northern California Health Care System, Martinez
	1
	13
	14

	21
	VA Palo Alto Health Care System, Palo Alto
	6
	21
	27

	21
	VA Sierra Nevada Health Care System, Reno
	2
	23
	25

	21
	San Francisco 
	4
	34
	38

	22
	GLA-WLA campus
	4
	11
	15

	22
	GLASepulveda campus
	0
	5
	5

	22
	San Diego
	18
	21
	39

	22
	Loma Linda
	12
	5
	17

	22
	Long Beach
	2
	6
	8

	22
	So. Nevada (Las Vegas)
	0
	2
	2

	23
	Iowa City
	1
	1
	2

	23
	St. Cloud
	0
	0
	0

	23
	Minneapolis
	5
	15
	20

	23
	Sioux Falls
	3
	7
	10

	23
	Omaha
	1
	6
	7

	23
	Hot Springs
	0
	1
	1

	23
	Ft. Meade
	1
	4
	5

	23
	Lincoln
	0
	2
	2

	23
	Grand Island
	0
	2
	2

	23
	Central Iowa
	1
	3
	4

	23
	Fargo
	1
	4
	5

	 
	 
	 
	 
	 

	 
	Total
	430
	1,234
	1,661


Attachment B: VA Smallpox Health Care Response Team Centers

	VISN
	VA Facilities
	State
	Negative pressure Rooms
	Operating Acute Care Beds
	ICU Beds

	1
	Boston
	Massachusetts
	8
	99
	23

	1
	Providence
	Rhode Island
	2
	45
	8

	1
	Togus
	Maine
	4
	35
	7

	1
	West Haven
	Connecticut
	8
	67
	16

	1
	White River Junction
	Vermont
	3
	32
	7

	2
	Albany
	New York
	13
	69
	10

	2
	Syracuse
	New York
	8
	85
	12

	2
	Western New York
	New York
	6
	93
	15

	3
	Brooklyn
	New York
	11
	 
	16

	3
	Bronx
	New York
	15
	108
	20

	3
	East Orange
	New Jersey
	27
	153
	18

	3
	New York
	New York
	17
	204
	26

	3
	Northport
	New York
	6
	108
	14

	4
	Philadelphia
	Pennsylvania
	13
	140
	28

	4
	Pittsburgh
	Pennsylvania
	16
	146
	23

	4
	Wilkes-Barre
	Pennsylvania
	7
	78
	10

	4
	Clarksburg
	West Virginia
	5
	39
	6

	5
	VAMHCS
	Maryland
	29
	102
	23

	5
	Washington DC
	Washington DC
	17
	143
	20

	5
	Martinsburg
	West Virginia
	5
	45
	10

	4
	Wilmington
	Delaware
	6
	58
	7

	6
	Richmond
	Virginia
	15
	142
	28

	6
	Durham
	North Carolina
	12
	122
	24

	6
	Hampton
	Virginia
	14
	32
	6

	6
	Asheville
	North Carolina
	5
	83
	22

	6
	Salem
	Virginia
	8
	66
	12

	7
	Atlanta
	Georgia
	25
	133
	22

	7
	Augusta
	Georgia
	10
	98
	18

	7
	Birmingham
	Alabama
	13
	92
	28

	7
	Charleston
	South Carolina
	18
	83
	16

	7
	Columbia
	South Carolina
	15
	83
	22

	8
	Miami
	Florida
	44
	102
	28

	8
	San Juan
	Puerto Rico
	24
	237
	24

	8
	Tampa
	Florida
	35
	156
	27

	8
	Bay Pines
	Florida
	20
	127
	12

	8
	Gainesville
	Florida
	23
	128
	28

	8
	West Palm
	Florida
	29
	96
	10

	9
	Nashville/Murfreesboro
	Tennessee
	39
	157
	35

	9
	Louisville
	Kentucky
	13
	63
	21

	9
	Lexington
	Kentucky
	20
	83
	20

	9
	Memphis
	Tennessee
	19
	119
	21

	VISN
	VA Facilities
	State
	Negative pressure Rooms
	Operating Acute Care Beds
	ICU Beds

	9
	Mountain Home
	Tennessee
	10
	90
	14

	10
	Cleveland
	Ohio
	19
	132
	22

	10
	Cincinnati
	Ohio
	41
	90
	18

	10
	Dayton
	Ohio
	15
	102
	13

	11
	Detroit
	Michigan
	26
	70
	10

	11
	Ann Arbor
	Michigan
	13
	80
	20

	11
	Indianapolis
	Indiana
	21
	109
	45

	12
	Chicago HCS
	Illinois
	26
	190
	31

	12
	Hines
	Illinois
	11
	89
	23

	12
	Milwaukee
	Wisconsin
	2
	104
	16

	12
	Madison
	Wisconsin
	5
	73
	13

	15
	St. Louis
	Missouri
	22
	94
	20

	15
	Kansas City
	Missouri
	10
	87
	21

	15
	Wichita/EKHCS-Leavenworth
	Kansas
	7
	74
	13

	15
	Columbia
	Missouri
	9
	54
	12

	15
	Marion
	Illinois
	8
	45
	5

	16
	Houston
	Texas
	19
	202
	32

	16
	New Orleans
	Louisiana
	15
	82
	25

	16
	Little Rock
	Arkansas
	11
	161
	30

	16
	Biloxi
	Mississippi
	9
	57
	7

	16
	Jackson
	Mississippi
	13
	89
	18

	16
	Oklahoma City
	Oklahoma
	7
	82
	32

	16
	Shreveport
	Louisiana
	7
	87
	15

	17
	Dallas/Ft. Worth
	Texas
	40
	165
	32

	17
	San Antonio
	Texas
	12
	185
	28

	17
	Temple
	Texas
	10
	145
	18

	18
	Albuquerque
	New Mexico
	16
	101
	18

	18
	Phoenix
	Arizona
	11
	141
	24

	18
	Tucson
	Arizona
	18
	91
	19

	19
	Salt Lake City
	Utah
	10
	80
	32

	19
	Denver
	Colorado
	15
	72
	32

	19
	Cheyenne
	Wyoming
	2
	16
	6

	19
	VA Montana HCS-Ft. Harrison
	Montana
	6
	40
	6

	20
	Puget Sound HCS
	Washington
	17
	199
	32

	20
	Portland
	Oregon
	14
	118
	19

	20
	Boise
	Idaho
	6
	37
	10

	21
	Palo Alto
	California
	27
	94
	27

	21
	San Francisco
	California
	38
	108
	16

	21
	Reno
	Nevada
	25
	42
	12

	22
	GLA/Sepulveda
	California
	20
	160
	36

	22
	Loma Linda
	California
	17
	79
	22

	22
	Long Beach
	California
	8
	107
	24

	22
	Las Vegas
	Nevada
	2
	38
	8

	22
	San Diego
	California
	39
	96
	32

	VISN
	VA Facilities
	State
	Negative pressure Rooms
	Operating Acute Care Beds
	ICU Beds

	23
	Minneapolis
	Minnesota
	20
	202
	21

	23
	Omaha
	Nebraska
	9
	66
	14

	23
	Sioux Falls
	South Dakota
	10
	39
	6

	23
	Iowa City
	Iowa
	2
	73
	10

	23
	Fargo
	North Dakota
	5
	51
	4

	TOTAL
	 
	 
	1,352
	8,839
	1,706

	
	Per cent of National Totals
	
	82%
	87%
	89%


Attachment C: Estimates of Vaccinees by Network and Facility

	VISN
	Facility Name
	Status
	Hospital team members (includes Vaccine Team)
	Secondary Site Vaccine Team Members

	1
	BEDFORD
	
	
	

	1
	BOSTON
	SHCRT site
	100
	

	1
	MANCHESTER
	
	0
	10

	1
	NORTHAMPTON
	
	
	

	1
	PROVIDENCE
	SHCRT site
	100
	

	1
	TOGUS
	SHCRT site
	100
	

	1
	CONNECTICUT
	SHCRT site
	100
	

	1
	W.R. JUNCTION
	SHCRT site
	100
	

	1 Total
	 
	 
	500
	10

	2
	Albany
	SHCRT site
	100
	

	2
	Bath
	
	
	10

	2
	Canandaigua
	
	
	

	2
	Syracuse
	SHCRT site
	100
	

	2
	Western New York
	SHCRT site
	100
	

	2 Total
	 
	 
	300
	10

	3
	Bronx
	SHCRT site
	100
	

	3
	NYHCS-NY campus
	SHCRT site
	100
	

	3
	NYHCS-Brooklyn campus
	SHCRT site
	100
	

	3
	Northport
	SHCRT site
	100
	

	3
	NJHCS-East Orange campus
	SHCRT site
	100
	

	3
	NJHCS-Lyons campus
	
	
	

	3
	HVHCS-Castle Point NY 
	
	
	

	3
	HVHCS-Montrose NY
	
	
	

	3 Total
	 
	 
	500
	0

	4
	Altoona
	
	
	10

	4
	Butler 
	
	
	10

	4
	Clarksburg
	SHCRT site
	100
	

	4
	Coatesville
	
	
	

	4
	Erie
	
	
	10

	4
	Lebanon
	
	
	10

	4
	Philadelphia
	SHCRT site
	100
	

	4
	Pittsburgh
	SHCRT site
	100
	

	4
	Wilkes-Barre
	SHCRT site
	100
	

	4
	Wilmington
	SHCRT site
	100
	

	4 Total
	 
	 
	500
	40

	5
	VAMHCS
	SHCRT site
	100
	

	5
	Washington
	SHCRT site
	100
	

	5
	Martinsburg
	SHCRT site
	100
	

	5 Total
	 
	 
	300
	0

	6
	Asheville
	SHCRT site
	100
	

	6
	Beckley
	
	
	10

	6
	Durham
	SHCRT site
	100
	

	6
	Fayetteville
	
	
	10

	VISN
	Facility Name
	Status
	Hospital team members (includes Vaccine Team)
	Secondary Site Vaccine Team Members

	6
	Hampton
	SHCRT site
	100
	

	6
	Richmond
	SHCRT site
	100
	

	6
	Salem
	SHCRT site
	100
	

	6
	Salisbury
	
	
	10

	6
	W-S OPC
	
	
	

	6 Total
	 
	 
	500
	30

	7
	Atlanta
	SHCRT site
	100
	

	7
	Augusta
	SHCRT site
	100
	

	7
	Birmingham
	SHCRT site
	100
	

	7
	CAVHCS-Tuskegee
	
	
	

	7
	CAVHCS-Montgomery
	
	
	10

	7
	Charleston
	SHCRT site
	100
	

	7
	Columbia, SC
	SHCRT site
	100
	

	7
	Dublin
	
	
	10

	7
	Tuscaloosa
	
	
	

	7 Total
	 
	 
	500
	20

	8
	Bay Pines, FL
	SHCRT site
	100
	

	8
	   Fort Myers OPC
	
	
	

	8
	Miami, FL
	SHCRT site
	100
	

	8
	San Juan, PR
	SHCRT site
	100
	

	8
	Tampa, FL
	SHCRT site
	100
	

	8
	   Port Richey OPC
	
	
	

	8
	   Brevard OPC
	
	
	

	8
	   Orlando OPC
	
	
	

	8
	West Palm Beach, FL
	SHCRT site
	100
	

	8
	Gainesville, FL
	SHCRT site
	100
	

	8
	Lake City, FL
	
	
	

	8
	   Jacksonville OPC
	
	
	

	8
	   Daytona OPC
	
	
	

	8
	   Tallahassee OPC
	
	
	

	8 Total
	 
	 
	600
	0

	9
	Huntington
	
	
	10

	9
	Lexington
	SHCRT site
	100
	

	9
	Louisville
	SHCRT site
	100
	

	9
	Mountain Home
	SHCRT site
	100
	

	9
	Memphis
	SHCRT site
	100
	

	9
	TVHS
	SHCRT site
	100
	

	9 Total
	 
	 
	500
	10

	10
	Chillicothe
	
	
	10

	10
	Cincinnati
	SHCRT site
	100
	

	10
	Cleveland-Wade Park
	SHCRT site
	100
	

	10
	Cleveland-Brecksville
	
	
	

	10
	Dayton
	SHCRT site
	100
	

	10
	Columbus
	
	
	

	VISN
	Facility Name
	Status
	Hospital team members (includes Vaccine Team)
	Secondary Site Vaccine Team Members

	10 Total
	 
	 
	300
	10

	11
	Ann Arbor
	SHCRT site
	100
	

	11
	Battle Creek
	
	
	

	11
	Detroit
	SHCRT site
	100
	

	11
	Indianapolis
	SHCRT site
	100
	

	11
	Illiana
	
	
	10

	11
	NIHCS
	
	
	10

	11
	Saginaw
	
	
	10

	11 Total
	 
	 
	300
	30

	12
	Hines
	SHCRT site
	100
	

	12
	Iron Mountain
	
	
	10

	12
	Madison
	SHCRT site
	100
	

	12
	Milwaukee 
	SHCRT site
	100
	

	12
	North Chicago
	
	
	10

	12
	Tomah
	
	
	

	12
	VA Chicago LS
	SHCRT site*
	50
	

	12
	VA Chicago WS
	SHCRT site*
	50
	

	12 Total
	 
	 
	400
	20

	15
	Columbia, MO
	SHCRT site
	100
	

	15
	EKHCS-Leavenworth
	SHCRT site*
	50
	

	15
	EKHCS-Topeka
	
	
	10

	15
	Kansas City, MO
	SHCRT site
	100
	

	15
	Marion, IL
	SHCRT site
	100
	

	15
	Poplar Bluff, MO
	
	
	

	15
	St. Louis, JB MO
	
	
	

	15
	St. Louis, JC MO
	SHCRT site
	100
	

	15
	Wichita KS
	SHCRT site*
	50
	

	15 Total
	 
	 
	500
	10

	16
	VAMC Alexandria, LA
	
	
	10

	16
	GCVHCS-Biloxi, MS
	SHCRT site
	100
	

	16
	VAMC Fayetteville, AR
	
	
	10

	16
	VAMC Houston, TX
	SHCRT site
	100
	

	16
	Jackson, MS
	SHCRT site
	100
	

	16
	CAVHS-Little Rock, AR
	SHCRT site
	100
	

	16
	Muskogee, OK
	
	
	10

	16
	New Orleans, LA
	SHCRT site
	100
	

	16
	Oklahoma City, OK
	SHCRT site
	100
	

	16
	Shreveport, LA
	SHCRT site
	100
	

	16 Total
	 
	 
	700
	30

	17
	NTHCS-Dallas
	SHCRT site
	100
	

	17
	NTHCS-Ft Worth
	
	
	

	17
	NTHCS-Bonham
	
	
	

	17
	CTHCS-Temple
	SHCRT site
	100
	

	17
	CTHCS-Waco
	
	
	

	VISN
	Facility Name
	Status
	Hospital team members (includes Vaccine Team)
	Secondary Site Vaccine Team Members

	17
	CTHCS-Marlin
	
	
	

	17
	CTHCS-Austin OPC
	
	
	

	17
	STHCS-San Antonio
	SHCRT site
	100
	

	17
	STHCS-Kerrville
	
	
	10

	17 Total
	 
	 
	300
	10

	18
	Albuquerque, NM
	SHCRT site
	100
	

	18
	Amarillo, TX
	
	
	10

	18
	Big Spring, TX
	
	
	10

	18
	El Paso, TX
	
	
	

	18
	Phoenix, AZ
	SHCRT site
	100
	

	18
	Prescott, AZ
	
	
	10

	18
	Tucson, AZ
	SHCRT site
	100
	

	18 Total
	 
	 
	300
	30

	19
	VAMC Cheyenne
	SHCRT site
	100
	

	19
	VA Eastern CO HCS 
	SHCRT site
	100
	

	19
	VAMC Sheridan
	
	
	10

	19
	VAMC Grand Junction
	
	
	10

	19
	VA Montana HCS-Ft. Harrison
	SHCRT site
	100
	

	19
	VA Salt Lake City
	SHCRT site
	100
	

	19 Total
	 
	 
	400
	20

	20
	Anchorage
	
	0
	10

	20
	Boise
	SHCRT site
	100
	

	20
	Portland
	SHCRT site
	100
	

	20
	PSHCS-Seattle
	SHCRT site
	100
	

	20
	PSHCS-Am. Lake
	
	
	

	20
	Roseburg
	
	
	10

	20
	Spokane
	
	
	10

	20
	Walla Walla
	
	
	10

	20
	White City
	
	
	

	20 Total
	 
	 
	300
	40

	21
	Fresno
	
	
	10

	21
	VAMROC, Honolulu
	
	0
	10

	21
	VAOPC, Manila
	
	0
	10

	21
	Martinez
	
	
	10

	21
	Palo Alto
	SHCRT site
	100
	

	21
	Sierra Nevada Health Care System, Reno
	SHCRT site
	100
	

	21
	San Francisco
	SHCRT site
	100
	

	21 Total
	 
	 
	300
	40

	22
	GLA-WLA campus
	SHCRT site
	100
	

	22
	GLASepulveda campus
	
	
	

	22
	San Diego
	SHCRT site
	100
	

	22
	Loma Linda
	SHCRT site
	100
	

	22
	Long Beach
	SHCRT site
	100
	

	VISN
	Facility Name
	Status
	Hospital team members (includes Vaccine Team)
	Secondary Site Vaccine Team Members

	22
	So. Nevada (Las Vegas)
	SHCRT site
	100
	

	22 Total
	 
	 
	500
	0

	23
	Iowa City
	SHCRT site 
	100
	

	23
	St. Cloud
	
	
	

	23
	Minneapolis
	SHCRT site
	100
	

	23
	Sioux Falls
	SHCRT site
	100
	

	23
	Omaha
	SHCRT site
	100
	

	23
	Hot Springs
	
	
	

	23
	Ft. Meade
	
	
	10

	23
	Lincoln
	
	
	

	23
	Grand Island
	
	
	

	23
	Central Iowa
	
	
	10

	23
	Fargo
	SHCRT site
	100
	

	23 Total
	 
	 
	500
	20

	Grand Total
	 
	 
	9,000
	380


*Shared SHCRT sites

Attachment D: Composition of Smallpox Health Care Response Teams

More specific guidance from ACIP regarding suggested number and distribution of HCWs required to care for a smallpox case is as follows:

· ICU: 8 adult ICU nurses; 8 pediatric ICU nurses; 4 adult intensivists or pulmonologists or fellows; 4 pediatric intensivists or pulmonologists or fellows

· Emergency Department: 15 MDs and nurses

· Dermatology Consultant: 1 MD

· Infectious Disease Consultant: 1 MD

· Respiratory Therapists: 4 RTs

· Radiology Techs: 4 Technicians

· Engineers: 1

These estimates do not include clerks, housekeeping and security personnel.  Given that VA medical centers do not provide pediatric services, the pediatric ICU staffing recommendations are irrelevant to VA planning.  These general staffing guidelines assume a 12-hour shift; therefore total numbers of staff required are roughly double the numbers stated above or approximately 100 HCWs per facility. 

Estimates of actual total staff are as follows:

· ICU nurses, nurse practitioners, PAs--16-20

· ER/Urgent Care/Primary Care nurses, nurse practitioners, PAs—16-20

· ICU MDs—4-6 MD

· ER/Urgent Care/Primary Care MDs—6-8 MD

· Medicine Units—16-20 nurses, nurse practitioners, PAs, 2-3 MDs

· Dermatologist—1 MD

· Infectious Disease Consultant—1 MD

· Respiratory Therapists—4-8

· Radiology Techs—4-8

· Engineers—1-2

· Security—2-4

· Housekeeping—4-6

· Receptionist/Clerks—2-4

· Chaplain—1-2

Attachment E:  List of Specific Contraindications to Smallpox Vaccination

	1
	Pregnancy
	· Women who are pregnant or may become pregnant within four weeks of vaccination

	2
	Immunodeficiency disorders
	· Congenital or acquired immunodeficiency

· HIV infection/AIDS 

· Organ transplantation

· Stem cell transplantation

· Generalized malignancy

· Leukemia

· Lymphoma

· Agammablobulinemia

· Autoimmune disease

	3
	Immunosuppressive therapy
	· Radiation

· Antimetabolites

· Alkylating agents

· Corticosteroids (equivalent to >2 mg/kg prednisone daily, or 20 mg/day, particularly if given for longer than 14 days)

· Chemotherapy agents
· Organ transplant medications

· Topical steroids for skin disease
· Inhaled steroids

	4
	Eczema/atopic dermatitis
	· Active eczema/atopic dermatitis or history of eczema/atopic dermatitis

	5
	Skin disorders
	· Severe acne

· Burns

· Wounds

· Contact dermatitis

· Current surgical incisional wounds

· Chickenpox

· Shingles

· Herpes

· Psoriasis

· Darier’s disease

	6
	Diseases of the conjunctiva or cornea
	· Pruritic lesions or florid inflammation (itching of the eye may predispose to accidental inoculation of vaccinia)

	7
	Vaccine component allergy
	· Polymyxin B sulfate

· Streptomycin sulfate

· Chlortetracycline hydrochloride

· Neomycin sulfate

· Phenol

	8
	Contacts
	· In non emergency situations, close contacts of any person in the above categories


Attachment F: Smallpox Dryvax Distribution and Storage in the Department of Veterans Affairs

Objective:  The objective of this document is to provide a basic framework for the appropriate and effective receipt, storage, shipping, and security for smallpox vaccine in the VA.  

It is assumed that CDC will be responsible for shipping smallpox vaccine and related materials to a central VA distribution facility in Hines, Illinois; the VA will then utilize existing organizations and processes to distribute the vaccine and related material to the 90 individual VAMC vaccination sites.  The 90 vaccination sites are identified in the Veterans Affairs Pre-Event Smallpox Vaccination Planning Document
I.   Planning and Preparation for Receipt of Vaccine in VA

Action Step 1:  Prepare for VA Receipt, Storage and Staging (RSS) of the vaccine at the Hines, Illinois site. 

Timeframe: TBD

Roles: NAC, SDC staff, PBM-Emergency Pharmacy Service (EPS) 

Resources: 


Issue(s):



1. NAC officials will coordinate with the CDC for the release and transport of the vaccine to the VA central distribution facility. The central distribution facility will be the SDC warehouse (building 37) in Hines, Illinois.  NOTE: This is a secure facility with continuous VA police presence, integrated alarm, camera and controlled access system.

2. The Vaxicool containers will be utilized to transport the vaccine from CDC to the VA facility in Hines.

3. Once at the Hines facility, the vaccine will be stored in a refrigerator that is connected to a power source that is serviced by an emergency generator. A temperature alarm system will be maintained on the refrigerator to ensure continuous monitoring of the temperature. The refrigerator itself will be locked to provide an extra measure of security for the entire supply of vaccine. 

Action Step 2:  Prepare VA facilities for receipt of vaccine.

Timeframe: TBD

Roles: PBM-Emergency Pharmacy Service, VAMC Pharmacy Chief/Manager

Resources: 


Issue(s)

1. The VA PBM-Emergency Pharmacy Service will communicate with the Pharmacy Chief/Manager, VA Chief of Police, and Director of Acquisition and Material Management at each of the 90 VA Medical Centers to verify that they are ready and able to receive one vial (100 doses) of smallpox vaccine. The Pharmacy Chief/Manager will be required to certify that: (a) they have the required security measures in place for the pharmacy, (b) that they have a suitable refrigerator in the pharmacy to store the vaccine at the required temperature, (c) that the refrigerator is on the facility emergency power system, and (d) that the temperature of the refrigerator will be checked and recorded once per day while the vaccine is stored there. Vaccine must be stored at 2-8° C.

2. The VA PBM-Emergency Pharmacy Service will ensure that each Pharmacy Chief/Manager at the 90 facilities receives information on storage and reconstitution of the Dryvax vaccine prior to any vaccine being shipped to the facility.
II.  Distribution of Vaccine to VA Medical Centers

Action Step 1:  Ensure cold chain management of the product throughout transport and storage stages of program. 

Timeframe:


Roles: PBM-Emergency Pharmacy Service, SDC staff, VAMC Pharmacy Chief/Manager

           VAMC vaccination team chief 

Resources: 


Issue(s):



1. PBM-Emergency Pharmacy Service in conjunction with SDC staff will make arrangements to ship the smallpox vaccine and related materials to the Pharmacy Chief/Manager at each of the 90 VA Medical Centers. No vaccine will be shipped to any site until PBM-Emergency Pharmacy Service staff has received certification from the medical center Pharmacy Chief/Manager that they meet the criteria listed above and the exact shipping address for the Pharmacy Chief/Manager has been verified.

2. A guaranteed overnight carrier that has the capability for each shipment to be tracked while in transit will ship all vaccine and related materials from the Hines facility. Shipment will be packaged and controlled so that the identity of the contents will not be apparent during shipment.

3. Vaccine will be packaged in a suitable insulated container and with frozen cool packs to ensure proper temperature control (2-8° C) during the overnight shipment.

III. Storage at the VAMC

Action Step 1: Maintain proper storage conditions at each VAMC  

Timeframe:


Roles: PBM-Emergency Pharmacy Service, VAMC Pharmacy Chief/Manager

Resources: 


Issue(s):



Each facility Pharmacy Chief/Manager will provide a weekly report to the VA PBM Emergency Pharmacy Service to certify that the Dryvax vaccine is secure and that it has been constantly maintained at the required temperature. PBM-Emergency Pharmacy Service will then in turn provide a weekly summary report to the designated VACO officials. The weekly reporting will be required by each site until the vaccine is completely utilized at their individual site. 

IV.  Reconstitution and Utilization of Dryvax Vaccine

Action Step 1: Develop a plan to assure complete utilization of each reconstituted vaccine vial within 60 days.

Timeframe:

Roles: VISN Directors and VAMC directors

Resources:

Issue:

1. Dryvax vaccine currently is approved for use for 60 days once reconstituted.  To plan efficient use of VA’s Dryvax allocation, the 90 designated VA facilities should submit their local SHCRT vaccination plans through their VISNs to VACO.  Plans should specify how they will complete vaccination of their SHCRT members with Dryvax vial during the 60-day period, vaccinate SHCRT personnel from several designated facilities in a central location, or otherwise share reconstituted vaccine vials while maintaining them at recommended temperature throughout the vaccination period.

2. Vaccine will be reconstituted by the vaccination team and made ready for administration upon the order of the appropriate official in conjunction with the overall smallpox vaccination program for VA Smallpox Healthcare Response Teams. 

Attachment G: Lead Network Directors by State and VA Clinical Points of Contact/Liaisons for State Health Departments

	State
	Lead VA Network Director   (Name)
	VA Designated Point of Contact to State Health Dept. (Name)
	VA Designated Point of Contact to State Health Dept. (Location--Facility, City)
	VA Designated Point of Contact to State Health Dept.      (Phone Number)
	VA Designated Point of Contact to State Health Dept (E-mail address)

	Alabama
	Larry Deal
	John W. Baddley, MD
	Birmingham VAMC
	205-934-5191
	jbaddley@uab.edu

	Alaska
	Les Burger, MD
	Mark Schwartz, RN
	Anchorage
	907-257-6919
	Mark.Schwartz@med.va.gov

	Arizona
	Smith Jenkins
	Suzanne Pear, RN
	Tucson VAMC
	520-792-1450 x6564
	suzanne.pear@med.va.gov

	Arkansas
	Robert Lynch, MD
	Tom Monson, MD 
	Little Rock VAMC
	501-257-5839
	thomas.monson@med.va.gov

	California
	Kenneth J. Clark
	Ron Norby
	VISN 22--Long Beach
	562-826-5963
	ronald.norby@med.va.gov

	Colorado
	Terrance Batliner, DSS
	Leigh Anderson, MD
	Denver VAMC
	303-393-2820
	leigh.anderson@med.va.gov

	Connecticut
	Jeannette Chirico-Post, MD
	Esther Nash, MD
	VA Connecticut
	203-932-5711 x3147
	Esther.Nash@med.va.gov

	Delaware
	Larry Biro
	Anand Panwalker, MD
	Wilmington VAMC
	302-994-2511 x4506
	anand.panwalker@med.va.gov

	Florida
	Elwood Headley, MD
	Thomas Parrino, MD
	West Palm Beach VAMC
	561-882-6701
	Thomas.Parrino@med.va.gov

	Georgia
	Larry Deal
	Dave Rimland, MD
	Atlanta VAMC
	404-728-7748
	david.rimland@med.va.gov

	Hawaii
	Robert Wiebe, MD
	Steven MacBride, MD
	VAMROC Honolulu, HI 
	808-433-0650
	Steven.MacBride@med.va.gov

	Idaho
	Les Burger, MD
	Heidi Parke
	Boise VAMC
	208- 422-1370
	Heidi.Parke@med.va.gov

	Illinois
	Joan Cummings, MD
	Paul Low, M.D.
	VISN 12--Hines
	708-202-8412
	Paul.Low@med.va.gov

	Indiana
	Linda Belton, RN
	Ken Klotz, MD
	Indianapolis VAMC
	317-554-0412
	ken.klotz@med.va.gov

	Iowa
	Robert Petzel, MD
	Russell Glynn, MD
	Central Iowa HCS
	515-699-5853
	russell.glynn@med.va.gov

	Kansas
	Peter Almenoff, MD
	Katherine Frandsen
	EKHCS-Leavenworth
	913-682-2000 x2157
	katherine.frandsen@med.va.gov

	Kentucky
	John Dandridge
	Alberta Mozee, RN
	Louisville VAMC
	502-895-3401 x5334
	alberta.mozee@med.va.gov

	Louisiana
	Robert Lynch, MD
	Jamie Buth, MD
	New Orleans VAMC
	504-589-5225
	jamie.buth@med.va.gov

	Maine
	Jeannette Chirico-Post, MD
	Nancy Buker, RN
	Togus VAMC
	207-623-8411 x5541
	Nancy.Buker@med.va.gov

	Maryland
	James Nocks, MD
	Mary Claire Roghman, MD
	VAMHCS
	410-605-7000 x5217
	mroghman@epi.umaryland.edu

	Massachusetts
	Jeannette Chirico-Post, MD
	Judith Strymish, MD
	West Roxbury VAMC
	617-323-7700 x6881
	Judith.Strymish@med.va.gov

	Michigan
	Linda Belton, RN
	Michael Samson, MD
	Detroit VAMC
	313-576-3327
	michael.samson@med.va.gov

	Minnesota
	Robert Petzel, MD
	Jack Drucker, MD, MS
	Minneapolis VAMC
	612-725-2105
	john.drucker@med.va.gov

	Mississippi
	Robert Lynch, MD
	Emily Spruill, RN 
	Jackson, MS VAMC
	601-362-4471 x1056
	emily.spruill@med.va.gov

	Missouri
	Peter Almenoff, MD
	Ted Cox
	Columbia VAMC
	573-814-6000 x4061
	theodore.cox@med.va.gov

	Montana
	Terrance Batliner, DSS
	Faust Alvarez, MD
	Ft Harrison VAMC
	406-442-6410
	faust.alvarez@med.va.gov

	Nebraska
	Robert Petzel, MD
	Rowan Zetterman, MD
	Omaha
	402-449-0602
	rowan.zetterman@med.va.gov

	Nevada
	Robert Wiebe, MD
	Ron Norby
	VISN 22--Long Beach
	562-826-5963
	ronald.norby@med.va.gov

	New Hampshire
	Jeannette Chirico-Post, MD
	Andrew Breuder, MD
	Manchester VAMC
	603-642-4366 x6008
	Andrew.Breuder@med.va.gov

	New Jersey
	James Farsetta
	Robert Eng, MD
	New Jersey DOH
	973-676-1000 x1680
	Robert.Eng@med.va.gov

	New Mexico
	Smith Jenkins
	Susan Kellie, MD
	Albuquerque VAMC
	505-265-1711 x2488
	susan.kellie@med.va.gov 

	New York
	James Farsetta
	Judith Feldman, MD
	VISN 3--New York
	718-741-4131
	Judith.Feldman@med.va.gov

	North Carolina
	Dan Hoffmann
	Christopher Woods, MD
	Durham VAMC
	919-286-6925
	christopher.woods@med.va.gov

	North Dakota
	Robert Petzel, MD
	Ned Nichols, MD
	Fargo VAMC
	701-239-3703
	ned.nichols@med.va.gov

	Ohio
	Clyde Parkis
	Gary Roselle, M.D.
	Cincinnati VAMC
	513-475-6317
	Gary. Roselle@med.va.gov

	Oklahoma
	Robert Lynch, MD
	Linda Adkins, RN
	Oklahoma City VAMC
	405-270-0501 x3247 
	linda.adkins@med.va.gov

	Oregon
	Les Burger, MD
	Rita Tjoelker, RN
	Portland VAMC
	503-220-8262x57143
	Rita.Tjoelker@med.va.gov

	Pennsylvania
	Larry Biro
	Kelly Henning, MD
	Pittsburgh VAMC
	215-823-5800 x2561
	Kelly.Henning@med.va.gov

	Philippines
	Robert Wiebe, MD
	Ron Norby
	VISN 22--Long Beach
	562-826-5963
	ronald.norby@med.va.gov

	Puerto Rico
	Elwood Headley, MD
	Thomas Parrino, MD
	West Palm Beach VAMC
	561-882-6701
	Thomas.Parrino@med.va.gov

	Rhode Island
	Jeannette Chirico-Post, MD
	Cindy Tibert, RN
	Providence VAMC
	401-273-7100 x3608
	Cindy.Tilbert@med.va.gov

	South Carolina
	Larry Deal
	L.W. Preston Church, MD
	Charleston VAMC
	843-789-7714
	preston.church@med.va.gov 

	South Dakota
	Robert Petzel, MD
	William Becker, MD
	Sioux Falls VAM/ROC
	605-333-6843
	william.becker@med.va.gov

	Tennessee
	John Dandridge
	Mary Standridge, RN
	Memphis VAMC
	901-577-7140
	mary.standridge@med.va.gov

	Texas
	Thomas Stranova
	Shahbaz Hasan, MD
	VISN 17--Dallas
	214 857 1505
	shahbaz.hasan@med.va.gov

	Utah
	Terrance Batliner, DSS
	Ronald Gebhart, MD
	Salt Lake City VAMC
	801-582-1565 x1505
	ronald.gebhart@med.va.gov

	Vermont
	Jeannette Chirico-Post, MD
	Arthur Sauvigne, MD
	WRJ VAMC
	802-295-9363 x5420
	Arthur.Sauvigne2@med.va.gov

	Virginia
	Dan Hoffmann
	Michael Climo, MD
	Richmond VAMC
	804-675-5018
	climo.michael@med.va.gov

	Washington
	Les Burger, MD
	Tesfai Gabre-Kidan, MD
	American Lake
	253-582-8440x76228
	Tesfai.Gabre-Kidan@med.va.gov

	Washington DC
	James Nocks, MD
	Fred Gordin, MD
	Washington DC VAMC 
	202-745-8301
	fred.gordin@med.va.gov

	West Virginia
	James Nocks, MD
	Linda Morris, MD
	Martinsburg VAMC
	304-263-0811 x4007
	linda.morris@med.va.gov

	Wisconsin
	Joan Cummings, MD
	Paul Low, M.D.
	VISN 12--Hines IL
	708-202-8412
	Paul.Low@med.va.gov

	Wyoming
	Terrance Batliner, DSS
	Mike Kilpatrick, MD
	Cheyenne VAMC
	307-778-7307    
	david.kilpatrick@med.va.gov
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� Virus utilized in smallpox vaccine


� Defined by negative pressure rooms appropriate for smallpox


� American Society for Microbiology/Centers for Disease Control
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