Disaster Preparedness

I. When was the last assessment of trauma system preparedness resources
conducted, and what were the significant findings of the assessment as they
relate to emergency preparedness?

The members of the Governor’s EMS/Trauma Advisory Council, GETAC committees,
task forces and stakeholder groups from around the state performed a comprehensive
assessment of emergency health care needs in 2002, particularly given the dramatic
events of September 11 and the significant changes in demands on Emergency Medical
Services and Trauma Systems throughout the state. From the beginning of the process, a
concerted effort was made to solicit maximum participation and explore every possible
issue identified in order to develop a strong consensus for the plan. The result of this
assessment is included in the attached A Strategic Plan for the Texas EMS/Trauma
System (attachment 1.1).

The Texas legislature wanted trauma care resources to be available to every Texan. The
Omnibus Rural Health Care Rescue Act, passed in 1989, directed the Bureau of
Emergency Management of the Texas Department of Health to develop and implement
statewide emergency medical services (EMS) and trauma care system, designate trauma
facilities, and develop a trauma registry to monitor the system and provide statewide cost
and epidemiological statistics. The trauma system was initially adopted by the Texas
Board of Health in accordance with Senate Bill 530, Health & Safety Code, Chapter 773
(Emergency Medical Services), whereby the state was divided into twenty-two regions
called Trauma Service Areas (Texas Administrative Code § Rule 157.122), provided for
the formation of a Regional Advisory Council (Texas Administrative Code § Rule
157.123). In each area, a regional trauma system plan was developed and implemented,
delineating the trauma facility designation process, and provided for the development of a
state frauma registry. A Regional Advisory Council, an organization of healthcare entities
and individuals such as hospitals, physicians, nurses, EMS providers and other
individuals interested in trauma care and injury prevention thus provides a vital link in
implementing the regional trauma system plan.

Trauma system is assessed on the local level more often by the Regional Advisory
Councils. Central Texas Regional Advisory Council (CTRAC) conducted their most
recent assessment fin 2009 and updated their trauma system plan (attachment 1.2)
Central Texas Regional Advisory Council, TSA-L, Emergency Healthcare System Plan,
2009. CTRAC, represents TSA L, has been active in trauma prevention and education
programs as well as development and implementation of trauma patient care standards.
Maintaining public education and awareness activities to increase the understanding of
the trauma care system, access to trauma care and prevention of injuries, and providing
coordination of acute medical services in mass casualty and disaster settings is an integral
part of the mission and goals of CTRAC.



Significant findings from other assessments suggest that both designated and non-
designated facilities play an important integral role in the trauma system. As such,
facilities use the Pre-hospital Trauma Patient Triage and Facility Bypass Guidelines: see
attachment (1.3) TSA-Q, Prehospital Patient Triage and Facility Bypass Guidelines.
These facilities, based upon their available resources and capabilities, transfer trauma
patients rapidly to an appropriate level trauma center in accordance with applicable
transfer laws. Air Medical Activation Guidelines, attachment (1.4) Southeast Texas
Trauma Regional Advisory Council, TSA-Q, Air Medical Activation Guidelines are
intended to provide a standardized method for ground emergency medical service
providers to request a scene response by an Air Medical Provider (AMP), to reduce
delays in providing optimal care for severely ill or injured patients, and to decrease
mortality and morbidity.

Southeast Texas Regional Advisory Council conducted an assessment of ground EMS
transports to Memorial Hermann Hospital after Hurricane Ike, attachment (1.5)
SETTRAC response to Memorial Hermann Hospital Increased Diversion Time Post Ike.
One result was that HFD changed pre-hospital triage guidelines and as such was able to
disperse appropriate patients to level 3 and increased the percent of patients to BTGH by
ground.

2. What actions were taken to remediate or mitigate the gaps identified
through tabletop or simulated responses in disaster drills among the acute
care facilities participating in the system?

The following four After Action Reports demonstrate the actions taken to remediate or
mitigate gaps among the acute care facilities.

University of Texas Medical Branch, Galveston, Texas (attachment 2.1)

September 13, 2008: Actual Occurrence — Hurricane “Ike” After Action Report and
Improvement Opportunities. This report is an accurate depiction of the events pre, during
and post hurricane landfall. Preparation for the storm started as the storm approached the
Gulf of Mexico. Standard preparations start at the beginning of each hurricane season
and the emergency Standard Operating Procedures served the campus well. Hurricanes
Dolly, Eduardo and Gustav earlier in the year each served to help prepare for Tke and our
situational awareness was at a very high level. There were lessons learned in each
previous storm that served to prevent even greater impacts to the campus facilities and
help prepare staff for this event. For Ike, the decision to evacuate patients and non
essential personnel, students and staff came Thursday before the storm. The evacuation
went smoothly. Other preparations included ensuring the supply stock was full,
preparation of the command center, cleaning up and tying down loose equipment, and
hardening certain areas for wind. The response, impact, long term recovery and
improvement planning components of this AAR/IP are extensive and merit review and
reading as many observations and corrective actions were identified. In Appendix 1 of



this AAR, observations included that communications systems were not reliable, and that
evacuation plans would be improved if hospital practiced/drilled this activity.

Capital Area Public Health and Medical Preparedness Coalition (attachment 2.2)

December 9, 2008: Regional Full-scale Exercise. Participating organizations/agencies
included the Capital Area Council of Governments, Capital Area Regional Trauma
Advisory Council. Williamson County and Cities Health District, 9 participating regional
hospitals, and Austin/Travis County Combined Transportation Emergency and
Communications Center. Objectives included an insurance that S00MHz interoperability
radios are in place and operational for hospitals to demonstrate interoperability,
demonstrated ability to send notification of emergency recall to 90% of all off-duty staff,
successful evacuate a patient from an upper level floor. Demonstrated ability to dress out
6 staff member plus a safety officer by utilizing onsite staff or by utilization of shared
staff with another facility, implementation the media policy for the facility by the Public
Information Office, and demonstrated ability of tracking patients using the appropriate
HICS paper form throughout the incident. At the hospital level, improvements identified
mncluded need for ongoing NIMS training and integrate NIMS/HICS documentation;
practice hospital evacuation procedures; and review, address staffing, security,
infrastructure, internal communications, training, and documentation.

Central Texas Regional Advisory Council (CTRAC) (attachment 2.3)

On April 15, 2009 CTRAC conducted a full-scale Pandemic Influenza exercise. This
full-scale exercise included participation from the following organizations/agencies: Bell
County Emergency Management, Regional Medical Operations Center, Bell County
Public Health District, 7 Area Hospital (identified within the AAR/IP), University of
Mary Harden Baylor, and other Counties and Municipal and health facilities participated
through the use of WebEOC. General exercise objectives included: communications,
emergency operations center management, Emergency public information and warning,
fatality management, mass care, medical supplies management and distribution, medical
surge, public safety and security response, triage and pre-hospital treatment. Additional
CTRAC exercise objectives included the determination of capabilities of the EMS,
hospital and health department to effectively handle massive numbers of pandemic
influenza patients, contaminated persons, adequacy of medical support plans; the
effectiveness of mutual aid plans and the coordination between jurisdictions or
organizations if responding to a major outbreak and if officials have coordinated hospital
disaster plans with the local emergency operations plans. The hospitals reported that
several quick fixes as a result of this exercise: increase communication between hospitals
and county agencies; train staff on use of WebEOC, train staff on communication
equipment, identify security needs and establish MOUS with local law enforcement.



Texas Department of State Health Services attachment (2.4)

On May 21, 2009: The Texas Department of State Health Services sponsored full-scale
Radiological Dispersal Device Exercise, conducted in Waco/McLennan County.
Participating organization/agencies included the Falls Community Hospital, Hill
Regional Hospital, Hillcrest Hospital, Lake Whitney Hospital, Limestone Hospital, North
Bosque Hospital, Parkview Hospital, and Providence Hospital. A few of the exercise
objectives included minimizes the consequences of radiation exposure, identifying the
hazard, notifying response teams, and activating emergency radiation response plans. In
addition coordination of incident information and the need for radio-protective
pharmaceuticals in a timely manner, and timely activation and staffing to protect staff,
provide triage, treatment and transfer of casualties received through EMS, as well as self-
presenters was tested. Hazardous materials decontamination was provided on-site with
assistance to local hospitals. FEMA agreed to augment the exercise evaluation team with
Subject Matter Experts (SME’s) in radiation detection; monitoring and population
monitoring conducted during this exercise. Results indicated that WebEQC was not
fully capitalized. It was determined that lack of training resulted in lack of full capacity
use. There was disagreement as to final authority. It was determined that if the agency
owns and allocates the resource, the authority remains in place as the approval for the
request.

3. What is the trauma system plan to accommodate a need for a surge in
personnel, equipment, and supplies?

As stated above under question 1, each of the 22 Regional Advisory Councils develops
and implements their plans to expand their capacity to respond to MCls. Trauma System
Manual supplement is intended to assist each Regional Advisory Council (RAC) in the
development of a regional EMS/Trauma System Plan for their Trauma Service Area
(TSA), attachment (3.1) EMS/Trauma System Plan; A Supplement to the Texas Trauma
System Manual,. An example on how these guidelines have been used to develop a
trauma service plan, RAC G Trauma Plan, attachment (3.2) Piney Woods, TSA G,
Trauma, EMS, Acute Care, and Hospital Preparedness Plan, 2010, has been attached. It
states in their plan that accommodate a need for surge in personnel “each agency and
their vehicles also maintain a listing of their mutual aid responders for ready reference,
although written mutual aid agreements are not formally maintained by all of the EMS
Systems” (page 55). In addition, this plan includes a “Disaster Plan” which has been in
place for several years and is based on the designation levels of all hospitals as well as
the pre-hospital response and triage. This plan addresses how triage will be
accomplished if there is a need for surge. Facility diversion is the primary strategy in
response to surge. According to the attached RAC G Trauma Plan under the category of
Trauma Facility Diversion Policy, “each facility is required to have a local Mass
Casualty Plan and know how to activate additional resources within RAC-G if needed.
The use of the EMSystem will facilitate this process” and “each facility must have
policies and procedures in place to open critical care beds in the event there is a mass
casualty situation. The use of the EMSystem allows constant real-time communication



between the hospitals and pre-hospital providers” (page 65). I regional resources have
been exhausted, regions may request another regions resources or request state resources
per the process outlined in below in question 4. These state resources include t not
limited to personnel, equipment, such as ventilators and mobile medical units, and
medical supplies.

4. How is the trauma system integrated into the state’s incident command
system and the communications center?

In Texas it has been often stated that all disasters are local. This statement makes the
point that in an emergency event in Texas the local jurisdiction is the Incident
Commander. If an emergency is so grand in scale that the local jurisdiction requires
assistance from the State of Texas, the State Operation Center (SOC) is activated and the
Department of State Health Services, as the ESF-8 Health and Medical representative in
the SOC, handles the health and medical issues associated with the response. DSHS
provides command, control and coordination of all health related emergency response
activities utilizing a NIMS compliant organizations response structure.

State of Texas Emergency Response Operation Command Structure

State Level

The Governor, the Director of Office of Homeland Security, the
Chief of TDEM, the Governor’s Authorized Representative

' (GAR), and the State Coordinating Officer (SCO). As a member of
the SOC Emergency Council, DSHS provides Health and Medical
ESF-8 response support through the DSHS MACC.

Regional Level

Area Command, Unified Command, and Unified Area Commands
and Disaster District Committee (DDC) Chairpersons. DSHS and
the DSHS Health Service Regions support the designated DDC,
their Medical Operations Center, and other regional response
partners.

Local Government Level

Mayor, County Judge, and the Emergency Management
Coordinator (EMC). Makes requests for any health and medical
needs to the DDC and DSHS Health Service Region responds to
these requests and interacts with local government to address
specific details in a request.




} | Incident Level
Incident Commander. Makes requests for support to the local
government for any health related needs.

During a large scale disaster DSHS activates and operates the Multi Agency Coordination
Center (MACC). Attachment (4.1) The DSHS ESF-8 Health and Medical Command,
Communication and Coordination chart, provides a visual description of the external
response processes for ESF-8 Health and Medical activity from the local jurisdiction, up
through the regional DDC/HSR, into the DSHS MACC. The ICS structure for the
internal command and control activities that take place in the MACC have been included
in attachment (4.2) DSHS MACC ORGANIZATION CHART. There are several
supporting agencies involved in the health and medical response efforts. The two most
prominent partners assisting DSHS in our health and medical response efforts are the
DSHS Health Service Regions and the EMS Trauma Regional Advisory Councils- the
RACs. The Operations Branch within the DSHS MACC coordinates hospital and
trauma system activities with the Regional and Local MOCs established by the RACs.

The EMS Trauma Regional Advisory Councils

The twenty-two (22) EMS RACs across Texas and they each serve a geographic region
called a Trauma Service Areas (TSA’s). See the map below for the regional breakdown
of these TSA’s. These RACs provide guidance, planning, and support to hospitals and
the EMS systems within their regions. In all Trauma Service Areas in Texas, the RACs
work with local government officials for regional and local disaster planning and
integration into local and state incident management systems. During events the RACs
provide support to the local response Emergency Operations Center (EQC), the regional
Disaster District Committees (DDC), and the DSHS Multi Agency Coordination Center
(DSHS-MACC). In each TSA, the RACs have developed local and regional Medical
Operations Centers (MOCs) that provide support to a local Emergency Operation Center
(EOC) and the regional Disaster District Committee (DDC). These MOCs are supported
by the RACs, the staff from the Health Service Regions and local EMS response systems.
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During disasters, the DSHS MACC Incident Command works with the Health Service
Regions and the EMS Trauma Regional Advisory Councils (RACs) to coordinate health
and medical issues. The MACC coordinates this activity through several means
including but not limited to conference calls, utilization of internet based communication
tools like EMSystems and WebEOC, and by direct contact with teams that respond and
report back to thée MACC. The personnel on these teams come from various medical
professions across Texas. These teams connect into the Medical Operation Centers that
are established by the Health Service Regions and the RACs. These MOCs respond fo all
requests for health and medical support.

* The Health Service Regions work with the MACC to coordinate and provide
information on issues related to the health and well being of the citizens of a
community that has been impacted by an emergency. This includes information
on the infrastructure of the medical systems; water, air and food quality,
availability of medical supplies, etc. They also help coordinate needs regarding
disaster mental health and provide shelter surveillance.

* The RACs are responsible for coordinating all response issues associated with
providing acute medical care to the community. This includes command and



control of medical transportation assets, coordinating evacuation of MSN people,
patient tracking, and providing support to sheltering operations. They also
provide support for repatriation of MSN people

Example of MOC support: During Hurricane responses the Regional Medical Operation
Center (RMOC) in San Antonio supports DSHS by serving as the staging area manager
for the State Staging for all medical transportation assets.  Both the Catastrophic
Medical Operation Center (CMOC) in Houston and the RMOC are utilized to help
manage ambulance operations within their assigned regions and to coordinate the
evacuation and tracking of medical special needs patients that cross multiple
jurisdictions. Other RACs establish their MOCs and provide support to the EOC and
DDC, enabling a well coordinated process of caring for, tracking and receiving the
evacuating citizens.

Communications Tools Utilized by DSHS and the RACs

In Texas, all hospitals and trauma systems have access to and can utilize EMSystems and
WebEOC. EMSystems provides the capability to monitor hospital status, ER status, bed
availability, blood supplies levels, available ventilators, available ambulances, and
provide event notifications, etc. EMSystems also provides data on End Stage Renal
Disease (ESRD) facility status.
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In Texas, EMSystems and WebEOC have been integrated so that HAVBED reporting
data in EMSystems can be flowed into WebEOC when requested by the state. This
capability provides available hospital beds by Trauma Service Area. The RAC of each
region report available beds and post fo this board as requested during a response
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Many other specialized boards have been created for WebEOC that the RACs and DSHS
use including:

* ESF-8 Significant Events * Response Resource Tracking — monitors
* Shelter Boards — locations, occupancy, MSN ambulance use during an disaster
capability, etc. * 213RR Resource Request

* Patient Tracking used during evacuation

5. What strategies and mechanisms are in place to ensure adequate inter-
hospital communication during an MC1?

Hospitals are required to have interoperable communications with their local Emergency
Operations Center. Of the approximately 600 hospitals in Texas, 528 have interoperable
communications as required by the Hospital Preparedness Program (HPP) funding from
the Department of Health and Human Service (HHS) Assistant Secretary for
Preparedness and Response (ASPR).

The HPP End-of-Year Report for federal FYO8 indicates that there are strong
mechanisms in place to ensure adequate inter-hospital communications. As reported in
attachment 5.1 (HHS HPP Cooperative Agreement FY08 Progress Report) 468 hospitals
have redundant communications ability and 540 hospitals were able to demonstrate
sustained 2-way communications during an event. There has been limited hospital
participation in the Federal Communications Commission’s (FCC) Telecommunications




Service Priority Program (TSP). The primary issue contributing to a lack of participation
is the question of who actually has priority for restoration of services and if hospitals are
among those with top priority (in addition to Emergency Medical Services (EMS), police
and fire), the length of time required to actual service restoration. Hospitals were told
that “healthcare entities” have priority. In the past none of the phone service providers
would provide written documentation on their response. Given this situation, the Texas
Sub-state regions have worked for seven years to build redundant and interoperable
systems so that they don’t have to rely on cellular and analog telephone service. As
noted above, these efforts included purchases of VHF base stations, 800 MHz radios,
ham radios, satellite radio phones, and a continued effort to build out a wireless wide area
network for local WebEOC® usage in case of an Internet failure.

One strategy to increase use of inter-hospital communication is to foster use of WebEOC.
Ongoing discussions occur among the directors/staff from the 22 RACs during monthly
meetings attachment (5.2 — item 8) Hospital Preparedness Program, Meeting Minutes.
As indicated, discussion occurred regarding the upcoming WebEQC training to
encourage wide use among emergency responders (a need determined through multiple
exercises).

A major strategy is to provide configuration services to Regional Advisory Councils
(RAC:s) that either own or are principle partners in a WebEOC server for their Trauma
Service Area (TSA). Texas WebEOC Interoperability Project (TWIRP) installs the most
current medical status boards. These boards include, but are not limited to, Bed
Reporting, Patient Tracking and EMS Resources boards. These boards display data by
regional boundary of the lead agency, i.e. by TSA for hospital response. This innovative
project is fully outlined in attachment (5.3) Texas WebEOC Interoperability Project,
Central Texas Regional Advisory Council, TSA-L, Site Survey, 2007.



