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Purpose: The Department of State Health Services (DSHS), under the Health Resources and Services Administration (HRSA) National Bioterrorism Hospital Preparedness Program (NBHPP), has the responsibility to prepare regional health care systems for acts of terrorism or other public health emergencies. The Hospital Preparedness Program (HPP) in the Community Preparedness Section (CPS) oversees the HRSA NBHPP cooperative agreement. Through this agreement, hospital preparedness and regional planning continue to be priorities for FY 2004 and regional response plans will continue to be developed.

The HRSA NBHPP guidance for FY 2004 (August 31, 2004 – August 30, 2005) has further defined minimal levels of preparedness for each of the 16 critical benchmarks. Some of the levels are the benchmark, while others will be met through a phased approach over several grant periods. All critical benchmarks must be met by the end of the project period, which is August 31, 2007.  

In addition to the minimal levels of preparedness for the critical benchmarks, HRSA has added sentinel indicators to further measure attainment of the critical benchmarks. There is an indicator requesting data or information for each benchmark. Awardees were asked to report retrospectively on each of these indicators for inclusion in the FY 2004 application to show progress made towards achieving the benchmark prior to and during the FY 2003 budget period. This reporting is required for year 3 of the program.

In order to address these sentinel indicators, each Hospital Planning Group (HPG) will submit a report indicating progress on each indicator as part of the reporting process. To meet this objective, a Critical Benchmark Survey will be submitted quarterly on a reporting template (Attachment A) that is provided by this office.

In the regional expenditure plan for FY 2004, each priority area will be identified with its associated critical benchmarks. The expenditure plan for year 3 funding must indicate how these funds are being utilized to meet the critical benchmarks. There are no optional benchmarks for this year. Each benchmark has a defined objective, which makes it more measurable than in the past. This will allow the regional planning groups to better identify where resources are needed to meet the benchmark. The HPG must make the decision on how the funds will be best utilized to meet the benchmarks within their TSA. The template is attached as Attachment B.

A workgroup was formed and met to explore the distribution of the funds to hospitals for the purpose of designing a process that would be equitable for the hospitals across the state and meet the need to continue preparedness efforts. HRSA awarded $33.3 million to Texas with guidance that specified 80% of the direct costs go to hospitals. 

The distribution to hospitals will occur in several steps. The first step will be to determine the dollar amount available to each of the HPGs. The money available in each TSA is based on the number of hospitals in the TSA and the population taken from 2003 census projections. There is a base of $5500 per hospital in the TSA. The population allocation is the population of the TSA multiplied by a factor of $1.056. The population factor was determined by dividing the dollars available for the population allocation ($23,070,694) by the population of the state (21,828,569). The base added to the population allocation determines the total allocation for the TSA. 

The funds going to hospitals will be based on a formula developed by the DSHS. The process for year 3 will change based on recommendations from the State Auditor’s Office and the experiences from the past two years. Hospital distribution will be through an enrollment process managed by the HPP. This will involve hospitals completing an enrollment application to be submitted to DSHS. This application will include the regional expenditure plan and each hospitals role in that plan. 

Inclusion: It is essential all hospitals be included in the regional planning process. 

Process: Every community has to plan for disaster response and hospital planning should integrate into those community plans. The HPG in each Trauma Service Area has the responsibility to lead this planning effort and has identified a Lead for this process. The Lead will assure meetings are conducted to include all hospitals in the TSA in the planning for a coordinated, integrated regional response plan. Each hospital should participate in the decision making related to the expenditure of the TSA allocation of funds and how they will address the critical benchmarks.

Critical Benchmarks: The year three critical benchmarks in the regional planning process that need to be addressed in FY 2004 come from the HRSA guidance and include: 

PRIORITY AREA #2:
REGIONAL SURGE CAPACITY FOR THE CARE OF ADULT AND PEDIATRIC VICTIMS OF TERRORISM AND OTHER PUBLIC HEALTH EMERGENCIES

Critical Benchmark #2-1: Surge Capacity: Beds

Establish a system that allows the triage, treatment and initial stabilization of 500 adult and pediatric patients per 1,000,000 (1:2000), above the current daily staffed bed capacity, with acute illnesses or trauma requiring hospitalization from a chemical, biological, radiological, nuclear or explosive (CBRN&E) incident.

Minimal Level of Readiness

HPGs will have systems in place that allow the triage, treatment and initial stabilization of 500 adult and pediatric patients per 1,000,000 (1:2000), above the current daily bed capacity, for victims of a chemical, biological, radiological, nuclear or explosive (CBRN&E) incident.

In order to demonstrate compliance with the minimal level of readiness, HPGs will submit the following documentation to DSHS as part of the quarterly Critical Benchmark Survey:

1.
An inventory of surge beds identified in the region providing appropriate population demographic information for verification.

2.
An electronic copy of the regional plan currently in place and operational.

Sentinel Indicator #2-1

Number of beds which the TSA is capable of surging beyond the current staffed bed capacity in a 24 hour period.

Critical Benchmark #2-2: Surge Capacity: Isolation Capacity

Ensure that all participating hospitals have the capacity to maintain, in negative pressure isolation, at least one suspected case of a highly infectious disease (e.g., small pox, pneumonic plague, SARS, Influenza and hemorrhagic fevers) or for any febrile patient with a suspect rash or other symptoms of concern who might possibly be developing a potentially highly communicable disease. 

In addition, the HPG must identify at least one regional healthcare facility in each hospital preparedness region as defined by the HPG’s work plan that is able to support the initial evaluation and treatment of at least 10 adult and pediatric patients at a time in negative pressure isolation.  

Minimal Level of Readiness

1.
Seventy-five percent of participating hospitals have the capacity to maintain at least one suspect highly infectious disease case in negative pressure isolation.

2.
HPGs will have identified and upgraded (if needed) regional healthcare facilities that can support the initial evaluation and treatment of at least 10 adult and pediatric patients at a time in negative pressure isolation. 

In order to demonstrate compliance with the minimal level of readiness, HPGs will submit the following documentation to DSHS as part of the quarterly Critical Benchmark Survey:

1.
An inventory of all hospital based negative-pressure isolation rooms, to include number of patients that can be accommodated, within the region.

2.
An inventory of regional negative-pressure isolation capacity, to include number of patients that can be accommodated within the region.

3.
The total number of participating hospitals.

Sentinel Indicator #2-2

Number of patients the region has capability to hold in negative-pressure isolation above current daily capacity for airborne diseases, during a declared state/local/regional public health emergency.

Critical Benchmark #2-3: Surge Capacity: Health Care Personnel

Establish a response system that allows the immediate deployment of additional health care personnel in support of surge bed capacity noted in Critical Benchmark # 2-1.  The number of health care personnel must be linked to already established patient care ratios as defined by hospital licensing requirements based on 24 hour operations.

This benchmark must describe how these personnel are recruited, received, processed and managed through the incident in accordance with the awardee system noted in CB #2-1.

Minimal Level of Readiness

Regions will have a response system that allows the immediate deployment of additional patient care personnel in support of surge bed capacity.

In order to demonstrate compliance with the minimal level of readiness, HPG will submit the following documentation to DSHS as part of the quarterly Critical Benchmark Survey:

1.
An inventory of all healthcare providers needed to staff the surge beds required in the region accompanied by appropriate population demographic information for verification.

Sentinel Indicator #2-3
Is there a response system in place?   Yes          No      (provide one answer)

Number of additional direct patient care personnel, which the HPG has identified and has available for deployment.


# Doctors
_______


# Nurses
_______

Critical Benchmark #2-4:  Surge Capacity: Advance Registration System

Develop a system that allows for the advance registration and credentialing of clinicians needed to augment a hospital or other medical facility to meet patient/victim care increased surge capacity needs.

Minimal Level of Readiness

HPGs will have established a plan for their TSA–based systems that allow qualified competent and licensed health care professionals to work in an emergency situation throughout the TSA.

In order to demonstrate compliance with the minimal level of readiness, HPGs will submit the following documentation to DSHS as part of the quarterly Critical Benchmark Survey:

1. Summary of efforts to establish, or plan for establishing a regional system (e.g., workgroup and/or partnership development, identification of databases useful in further development of such a system).

2. Summary of existing or developing lists or databases of volunteer health care personnel.

Sentinel Indicator #2-4

Number of volunteer health professionals registered in the advance registration system:


# Doctors (including physician extenders)



# Nurses


# Behavioral health professionals (including social workers, psychologists, psychiatrists and therapists)

Critical Benchmark #2-5: Surge Capacity: Pharmaceutical Caches

Establish regional plans that insure a sufficient supply of pharmaceuticals to provide prophylaxis for 3 days to hospital personnel (medical and ancillary staff), emergency first responders and their families as well as for the general community -- in the wake of a terrorist-induced outbreak of anthrax or other disease for which such countermeasures are appropriate.  

Minimal Level of Readiness

75 percent of participating hospitals will have pharmaceutical caches sufficient to cover hospital personnel (medical and ancillary), emergency first responders and family members associated with their facilities for a 72 hour time period.

50 percent of awardees will have established community wide prophylaxis plans that are compatible with other existing state immunization or prophylaxis plans.

In order to demonstrate compliance with the minimal level of readiness, HPGs will submit the following documentation to DSHS as part of the quarterly Critical Benchmark Survey:

1. An inventory of all participating (HRSA BT funded) hospital facilities that have provided assurances that they have sufficient pharmaceutical caches for their hospital personnel (medical and ancillary), emergency first responders and family members.

2. The total number of participating hospitals.

Sentinel Indicator #2-5

Number of hospital personnel (medical and ancillary), emergency first responders and their family members for whom a 3-day supply of antibiotics is available through state, local and regional caches.

Critical Benchmark #2-6: Surge Capacity: Personal Protective Equipment

Each HPG must ensure adequate personal protective equipment (PPE) per region, to protect current and additional health care personnel, during a chemical, biological, radiological or nuclear incident.  This benchmark is tied directly to number of health care personnel the region must provide (CBM # 2-3) to support surge capacity for beds (CBM # 2-1).

Critical Benchmark #2-7: Surge Capacity: Decontamination 

Ensure that adequate portable or fixed decontamination systems exist for managing adult & pediatric patients as well as health care personnel, who have been exposed during a chemical, biological, radiological, nuclear or explosive incident in accordance with the numbers associated with CBM # 2-1 & # 2-3.  All decontamination assets must be based on how many patients/providers can be decontaminated on an hourly basis.  The HPG should plan to be able to decontaminate all patients and providers within 3 hours from the onset of the event.
Resources that address biological PPE standards as developed by CDC:

· “Interim Domestic Guidance on the Use of Respirators to Prevent Transmission of SARS” (http://www.cdc.gov/ncidod/sars/pdf/respirators-sars.pdf)

· http://www.cdc.gov/ncidod/sars/updatedguidance.htm
· http://www.cdc.gov/od/ohs/manual/pprotect.htm
· http://www.cdc.gov/niosh/ncpc/59fr66.html
The DHS standards for personal protective equipment for first responders are available through www.nfpa.org
· NFPA 1951, Standard on Protective Ensemble for USAR Operations

· NFPA 1981, Standard on Open-Circuit Self-Contained Breathing Apparatus for Fire and Emergency Services

· NFPA 1991, Standard on Vapor-Protective Ensembles for Hazardous Materials Emergencies

· NFPA 1994, Standard on Protective Ensembles for Chemical/Biological Terrorism Incidents 

· NFPA 1999, Standard on Protective Clothing for Emergency Medical Operations

OSHA Standards and interpretations addressing medical personnel and contaminated patents; 

· “Emergency Response Training Necessary for Hospital Physicians/Nurses That May Treat     Contaminated Patients,” OSHA standard interpretation, 10 March 1999. 

· “Emergency Response Training Requirements for Hospital Staff,” OSHA standard interpretation, 25 April 1997. 

·  “Hazardous Waste Operations and Emergency Response,” 29 CFR 1910.120.

· “Medical Personnel Exposed to Patients Contaminated with Hazardous Waste,” OSHA standard    interpretation, 31 March 1992. 

· “Training Requirements for Hospital Personnel Involved in an Emergency Response of a Hazardous Substance,” OSHA standard interpretation, 27 Oct. 1992. 

· “OSHA BEST PRACTICES for HOSPITAL-BASED FIRST RECEIVERS OF VICTIMS from Mass Casualty Incidents Involving the Release of Hazardous Substances “ OSHA guideline, July 2004
Minimal Level of Readiness

1.
HPGs will possess sufficient numbers of PPE to protect both the current and additional health care personnel expected to be deployed in support of a Bio-terrorism event. 

2.
HPGs will possess contingency plans to establish sufficient numbers of PPE to protect both the current and additional health care personnel expected to be deployed in support of a chemical and radiological event.

3.
HPGs will possess sufficient numbers of fixed and/or portable decontamination facilities for managing adult and pediatric victims as well as health care personnel, who have been exposed during a chemical, radiological, nuclear or biological incident.

In order to demonstrate compliance with the minimal level of readiness, HPGs will submit the following documentation to DSHS as part of the quarterly Critical Benchmark Survey:

1.
An inventory of PPE sets needed in support of a bio-related event, established within the TSA providing appropriate population demographic information for verification.

3.
An inventory of decontamination equipment and hourly capacity established within the TSA providing appropriate population demographic information for verification.

Sentinel Indicators #2-6 and #2-7

1.
Number of health care personnel that can be adequately supplied with PPE for bio-related events.

2.
Number of ambulatory and non-ambulatory persons that can be decontaminated per hour, for a 6 hour period.

Critical Benchmark #2-8: Surge Capacity:  Behavioral (Psychosocial) Health

Enhance the networking capacity and training of health care professionals to be able to recognize, treat and coordinate care related to the behavioral health consequences of bioterrorism or other public health emergencies.

Minimal Level of Readiness

HPGs will identify the minimum behavioral health training competencies for health care professionals responding to bioterrorism or other public health emergencies.  

In order to demonstrate compliance with the minimal level of readiness, HPGs will submit the following documentation to DSHS as part of the quarterly Critical Benchmark Survey:

1.
A list detailing trainings on behavioral health issues that includes the target audience, the date of the training and the objectives of the training.

Sentinel Indicator #2-8

Number of health professionals trained in the recognition, treatment and referral of patients exhibiting behavioral health consequences related to bioterrorism and other public health emergencies.

Critical Benchmark #2-9: Surge Capacity:  Trauma and Burn Care

Enhance statewide trauma and burn care capacity to be able to respond to a mass casualty incident due to terrorism.  This plan should ensure the capability of providing trauma care to at least 50 severely injured adult and pediatric patients per million of population. 
Minimal Level of Readiness

TSAs will have the capability of providing trauma and burn care to at least 50 severely injured adult and pediatric patients per million of population due to a mass casualty incident due to terrorism.

In order to demonstrate compliance with the minimal level of readiness, HPGs will submit the following documentation to DSHS as part of the quarterly Critical Benchmark Survey:

1.
Documentation that the findings of the 2003 HRSA Trauma-EMS program’s trauma system assessment (if conducted in the awardee jurisdiction) have been reviewed and incorporated into the state plan to enhance trauma and burn care capacity.

2.
Any trauma and burn care plans that have been developed.

Sentinel Indicator #2-9

Number of patients for whom the TSA is capable of providing trauma and burn care.

Critical Benchmark #2-10:  Surge Capacity:  Communications and Information Technology

Establish a secure and redundant communications system that ensures connectivity during a terrorist incident or other public health emergency between health care facilities and state and local health departments, emergency medical services, emergency management agencies, public safety agencies, neighboring jurisdictions and federal public health officials.

Minimal Level of Readiness

HPGs will have a secure and redundant communications system that allows connectivity among all agencies and healthcare entities responding to a terrorist event or other public health emergency.

In order to demonstrate compliance with the minimal level of readiness, HPGs will submit the following documentation to DSHS as part of the quarterly Critical Benchmark Survey:

1.
TSA wide plans that document vertical and horizontal connectivity and interoperability of the current communications and IT systems among the entities listed in the benchmark.

2.
A summary of all ongoing information technology activities in use across the region to include Internet connectivity, e-mail notifications of alerts and other critical communications.

3.
Evidence of the establishment of back up systems for use in the event all the above mechanisms and systems fail.

4.
A summary of all current communications capabilities in hospitals, clinics, EMS systems and poison control centers.  This must include the ability of the statewide communication system to respond to overloading of standard telephone, cellular phone and radio communications during a terrorist incident.

Sentinel Indicator #2-10

1.
Do hospitals have redundant communication systems with:


Public Health______ Local EOC______ EMS _____ Law Enforcement _____ 


Emergency Management_______

2.
This communication system includes:


Phones ___   Dedicated phones ___   Fax ___   HAM radio ___   Email ___


800 MHz radios____   Fiber optics ___   Microwave radio ___ Satellite phones_____ 


Health Alert Networks_______

PRIORITY AREA 3:
EMERGENCY MEDICAL SERVICES

Critical Benchmark #3: Emergency Medical Services

Enhance the statewide mutual aid plan for upgrading and deploying EMS units in jurisdictions/TSAs they do not normally cover, in response to a mass casualty incident due to terrorism.  This plan must ensure the capability of providing EMS triage and transportation for at least 500 adult and pediatric patients per million population.

HRSA funds may not be used for the purchase of ambulances or other vehicles.

Minimal Level of Readiness

HPGs will have an established mutual aid plan for upgrading and deploying EMS units in jurisdictions they do not normally cover to ensure the capability of providing EMS triage and transportation for at least 500 adult and pediatric patients per million population.

In order to demonstrate compliance with the minimal level of readiness, HPGs will submit the following documentation to DSHS as part of the quarterly Critical Benchmark Survey:

1.
A copy of the current mutual aid plan(s).

2.
Documentation that this plan is coordinated with local EMS Mass Casualty Plans and ensures the capability of providing EMS triage and transportation for at least 500 adult and pediatric patients per million population.

3.
Documentation that memorandums of agreements with local transportation authorities are in place.

Sentinel Indicator #3

1. Number of transport units (buses/vans/trailers/ambulances, etc.) available to respond to a mass casualty incident at any one time.

2. Number of patients for whom the region has the ability to provide triage and transportation.

PRIORITY AREA 4: LINKAGES TO PUBLIC HEALTH DEPARTMENTS

Critical Benchmark #4-1: Hospital Laboratories

Implement a hospital laboratory program that is coordinated with currently funded CDC laboratory capacity efforts, and which provides rapid and effective hospital laboratory services in response to terrorism and other public health emergencies.

Minimal Level of Readiness

1.
Participating hospital labs will have protocols for rapid referral of clinical samples and associated information to appropriate labs operating in accordance with guidance in CDC Focus Area C and associated Critical Benchmarks.

2.
Participating hospital lab personnel will demonstrate competency in determining what situations warrant the initiation of these protocols as well as competency in following the protocols.

In order to demonstrate compliance with the minimal level of readiness, HPGs will submit the following documentation to DSHS as part of the quarterly Critical Benchmark Survey:

1.
An inventory of laboratory training that has been conducted in all hospital-based laboratories that outlines: subject matter taught, target audience, the date of the training and the objectives of the training.

2.
A flow chart showing how information is communicated between the state health lab, hospitals, the health department and other agencies.

Sentinel Indicator #4-1

Number of participating hospital labs that have personnel who are trained in the protocols for referral of clinical samples and associated information in accordance with CDC Focus Areas and Critical Benchmarks associated with laboratories.

Critical Benchmark #4-2: Surveillance

Enhance the capability of rural and urban hospitals, clinics, emergency medical services systems and poison control centers to report syndromic and diagnostic data that is suggestive of terrorism to their associated local and state health departments on a 24-hour-a-day, 7-day-a-week basis.

Minimal Level of Readiness

HPGs will have an established surveillance system that allows rural and urban hospitals, emergency medical care services systems and poison control centers to report data that is suggestive of terrorism to their local and state health departments on a 24-hour-a-day, 7-day-a-week basis.

In order to demonstrate compliance with the minimal level of readiness, HPGs will submit the following documentation to DSHS as part of the quarterly Critical Benchmark Survey:

1.
Documentation that all participating hospitals have the ability to report to the appropriate local or state health department diagnostic data that is suggestive of bioterrorism.

2.
A regional and statewide inventory of the number of entities (e.g. hospitals, clinics, emergency medical services systems and poison control centers) that are connected to the state health department through an electronic surveillance system.

Sentinel Indicator #4-2

1.  Number of each type of entity (e.g. hospitals, clinics, laboratories, emergency medical services systems and poison control centers) that is connected to the state and/or local health department.

2.  Number of each of these entities that have the ability to report 24 hours/day, 365 days per year.

PRIORITY AREA 5:
EDUCATION AND PREPAREDNESS TRAINING

Critical Benchmark #5: Education and Preparedness Training

HPGs will utilize competency based education and training programs for adult and pediatric pre-hospital, hospital, and outpatient health care personnel responding to a terrorist incident.

Minimal Level of Readiness

Education and training programs for adult and pediatric pre-hospital, hospital, and outpatient health care personnel are competency based.

In order to demonstrate compliance with the minimal level of readiness, HPGs will submit the following documentation to DSHS as part of the quarterly Critical Benchmark Survey:

1.
A list of trainings provided correlated directly to mass casualty incidents, detailing the subject matter, the targeted audience, the date of the training and the objectives of the training.

2.
A description of how the education and training activities discussed in this benchmark will be linked with the exercises/drills and with the overall state/jurisdiction preparedness plan.

Sentinel Indicator #5

Number of health care personnel trained through competency-based programs annually.

PRIORITY AREA 6:
TERRORISM PREPAREDNESS EXERCISES

Critical Benchmark #6: Terrorism Preparedness Exercises

As part of the state or jurisdiction’s bioterrorism hospital preparedness plan, exercises/drills will be conducted during FY 2004.  These exercises/drills should encompass at least one biological agent; the inclusion of scenarios involving radiological and chemical agents as well as explosives may also be included as part of the exercises/drills.

Minimal Level of Readiness

There will be terrorism preparedness exercises/drills in each TSA that:

•
Contain elements addressing the needs of special populations;

•
Emphasize a regional approach; and

•
Are coordinated with other state, local and Federal drills and exercises to maximize resources.

In order to demonstrate compliance with the minimal level of readiness, HPGs will submit the following documentation to DSHS as part of the quarterly Critical Benchmark Survey:

1.
A list of exercises/drills conducted throughout the year with a brief one- or two-sentence description.

2.
After-action reports that detail:


•
The date, location, personnel, participating agencies and funding source for the exercise (state, local, federal or a combination of all three)


•
How the needs of special populations were incorporated into the drills and will be incorporated into future drills and exercises


•
That all health care workforce practiced and understood their roles, and


•
Lessons learned and how those will be applied to future exercises and drills and incorporated into response plan updates.

Sentinel Indicator #6

1.
Number of multi-regional or regional drills carried out during the FY 2004 grant year____

2.
Agents involved in drill: 


Chemical ___   Biological ___   Radiological ___   Nuclear ___   Explosive ___

3.
Drills included the following:


EMS ___   Hospitals ___   Police ___   Labs ___   Public health entities ___


Indian Nations ___   Department of Homeland Security ___



Federal Bureau of Investigation ___   Federal Emergency Management Agency   ___


Centers for Disease Control and Prevention ___

DSHS Benchmarks: Regional planning needs to progress in a timely manner and benchmarks have been established to provide a timeline for completion of the planning process. These benchmarks include items for both the HPP and the HPGs.

Benchmark #1 – Hospital Planning Groups will meet, at a minimum, quarterly with submission of attendance rosters and a meeting overview to DSHS no later than the last day of the month in November, February, May and August.

Benchmark #2 – Hospital Planning Groups will develop regional expenditure plans for the FY 2004 funding to continue hospital preparedness efforts. Expenditure plans are due to DSHS for review no later than October 29, 2004. 

Benchmark #3 – DSHS will develop an enrollment process for distributing funds directly to hospitals. This process will be in place no later than October 15. Enrollment will begin as soon as the enrollment process is approved. Funds should begin to reach hospitals on or about  December 1, 2004.

Benchmark #4 – The Hospital Planning Groups will submit the annual draft of the regional response plans to DSHS by April 30, 2005. 

Regional Expenditure Plan

Each HPG will develop a regional plan for the expenditure of the HRSA funds. This will allow for a coordinated approach to regional preparedness and an effective use of the funds. The regional expenditure plan will accompany the enrollment application for each hospital. The hospital role and how they will expend these funds must be identified in the plan for each hospital in the TSA.
The expenditure plan must address each of the Critical Benchmarks showing which benchmarks are being funded and how the expenditure will facilitate reaching the sentinel indicator for that benchmark. It is not required that each benchmark be funded during this budget period, but each benchmark must be met by the end of the project period, August 30, 2007.

Enrollment Process

 To receive funding for FY 2004, each hospital will complete an enrollment application and submit the application to the HPP. The application will be located on the DSHS web site and can be downloaded and completed electronically and returned by email. Detailed instructions on the enrollment process will be distributed as soon as the final approvals are obtained from DSHS. It is anticipated that the application will be available by October 15 and will be due back to HPP within four weeks.

Hospital Agreements
Each hospital receiving HRSA funding will enter into an agreement with DSHS. The agreement will include the deliverables and expectations attached to the receipt of these funds. Detailed instructions on where to find the agreement, how to complete, and the submission to DSHS will be made available as applications are received.

Reporting

 In order for DSHS to maintain a perspective on how the planning process is progressing, the Hospital Planning Group will submit a quarterly report to the HPP office. This report is to provide an overview of regional planning activities and expenditures and will be due no later than the last day of the month in November, February, May and August. See Quarterly Progress Report instructions (Attachment C). 

The report will include:


Overview of planning group activity


Meeting attendance rosters


Copies of any documents produced.


Updated time line for projects and planning.


Expenditure report for HRSA funds (Attachment D)


Critical Benchmark Quarterly Report (Attachment A)

These reports will be reviewed by DSHS and compiled into a comprehensive report showing current activity in the state. The reports will be used to formulate reports to HRSA on the progress of the regional planning. Reports may be submitted in writing by mail or electronically by email.

Expectations

Every community has to plan for disaster response and hospital planning should integrate into those community plans. The HPG in each Trauma Service Area has the responsibility to lead this planning effort and has identified a Lead for this process. Each hospital should participate in the decisions related to the expenditure of the TSA allocation of funds and how they will address the critical benchmarks. By accepting these funds, each hospital agrees to make the expenditures in accordance with the approved regional expenditure plan and to respond to a disaster as defined in the regional response plan. In order to accomplish this, they are expected to participate in the regional planning and preparedness activities, participate in the testing of the plans, and be an active participant in the quality assurance/process improvement activities associated with the agreement. 

The Hospital Preparedness Program works closely with the HPGs, professional organizations affiliated with health care system preparedness, other entities that are a part of the community preparedness efforts across the state and the Center for Disease Control and Prevention cooperative agreement Focus Area Leads.

Acknowledgement of receipt of the guidance

Attached is an acknowledgement of the receipt of this guidance document to be completed and submitted by each HPG. The guide should be distributed to each hospital in the TSA by the HPG, but individual hospital acknowledgment is not necessary from a DSHS standpoint. Return a signed copy to the HPP and maintain a copy for your records. This may be sent by :

FAX:
(512) 458-7472

or by mail to:

Department of State Health Services

Community Preparedness Section

ATTN: Hospital Preparedness Program

1100 West 49th Street

Austin, Texas 78756-3160

Department of State Health Services

Community Preparedness Section

Hospital Preparedness Program
Acknowledgement of Receipt of the Guidance Document

TSA- ___  Hospital Planning Group

This statement acknowledges the receipt of “The Regional Hospital Planning Process: A Guide – Year 3” dated September 2004. 

It is the responsibility of the Hospital Planning Group to provide the guidance to each hospital in the TSA and to be familiar with the contents and application of the guidance to the planning process in each TSA. Questions regarding the hospital planning process should be directed to the Hospital Preparedness Program at (512) 458-7219 or by email to hpp@dshs.state.tx.us .

Date received: _________________________

Received by:
______________________________________

Agency:
________________________________________

This acknowledgement may be submitted by :

FAX:
(512) 458-7472

or by mail to:

Department of State Health Services

Community Preparedness Section

ATTN: Hospital Preparedness Program

1100 West 49th Street

Austin, Texas  78756-3160
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