
Hospital Preparedness Program Stakeholders Meeting 
Texas Department of State Health Services (DSHS) 

1100 W. 49th Street, Room K-100 
Austin, Texas 78756 

 
June 2, 2005 

10:00 a.m. – 3:30 p.m. 
 

 
Steve Janda: 
Goals for meeting: 

• Inform attendees of what was accomplished in years HRSA 1, 2, and 3 
• Answer questions about HRSA 4 grant guidance 
• Get input from stakeholders 

o Comments due to Steve Janda (steve.janda@dshs.state.tx.us) or 
Beverly Ray (beverly.ray@dshs.state.tx.us ) by COB June 10, 2005 

 
Debra Stabeno 

• September ’04 Texas Department of Health merged with mental health part of 
the Department of Mental Health/Mental Retardation, Texas Commission on 
Alcohol and Drug Abuse, and the Health Care Information Council.  Ms. 
Stabeno handed out high-level organization chart 

• Ms. Stabeno is Acting Associate Commissioner of the Division of Prevention 
and Preparedness.  DSHS will conduct a national search to fill the position 
permanently 

• Rolando Garza is temporarily serving as Acting Director of the Community 
Preparedness Section (CPS).  This position will be filled by competitive posting  

• Of three key positions in the Hospital Preparedness program, only one is filled 
• Other acting positions in CPS (all will be permanently filled by competitive 

posting): 
o Tom Betz, State Epidemiologist 
o Leslie Mansolo – Manager, Strategic Science Branch and Centers for 

Disease Control and Prevention (DCD) Grant Team Lead 
o Beverly Ray – Hospital Preparedness Program Lead 
o Steve Janda – HRSA Grant Team Lead 

• Auxiliary staff: 
o Joe Walton 
o Patti Melchior 
o Julie Irby-Moore 
o Lori LaGrone 

• All staff share commitment to: 
o Ensure open communication – DSHS is committed to changing the way 

things have worked in the past 
o Share questions and answers about the HRSA grant by posting this 

information on the DSHS Web site 
(www.dshs.state.tx.us/comprep/hrsaqa) 

o Create partnerships 
• All informed 
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• Opportunity for input 
• Feedback on input 
• Question and answer process 

o Accountability for both DSHS and contractors 
o Identify and share best practices 
o Minimize audit risks 
o Ensure performance reporting (in the least cumbersome way possible) 
o Outcome assessment (what have we achieved with $1,000,000?) 

• DSHS can’t turn the ship around overnight, but asks for good faith as we move 
forward. 

• Explanation of budget (Years 1, 2, 3, and 4) 
o Some of Year 3 funds can be extended into next year 
o How will Year 4 dollars be spent? 

 
Q:  Can Year 2 funds be rolled forward? 
A:   These funds can be used through 2005 
 
Q:  How are Year 2 funds to be used? 
 
Q:  What is status on funds for EMS, HAN, Community  response centers, MMRS?  
 

• $3.2 million expended in Year 2 
 
Requested:  A summary of scope of projects and progress made.  Stakeholders want 
to understand the logic behind statewide initiatives 
 
Debra Stabeno: 

• The grant has to be written in the next 2 weeks.   
• As soon as grant is written, we need to start planning for next year’s grant 

 
Q:  Are there things pending from Year 3 that would prevent us from getting Year 4 
money? 
A.  No.  Year 5 grant will be competitive, but not Year 4.  HRSA may restrict portions of 
the money if grant is not written to HRSA’s satisfaction. 
 
Charlie Creech – Critical Benchmark #1: 

• Year 4 funds must be tracked by priority area and critical benchmark.   
• When work plans are developed, funds will have to be tied to critical benchmark 

in DSHS accounting system 
• DSHS will develop a template to assist contractors in reporting so that funds can 

be tracked. 
 
Ray Apodaca – Critical Benchmark # 2-1 

• New guidance expands requirements for trauma and burn centers and pediatric 
mass casualty planning into this benchmark 

• State will commit to facilitating with trauma and burn centers for surge capacity. 
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Q: The HRSA guidance for benchmark 2-1 is not clear.  Smallpox and anthrax should 
not be grouped together, since the preparedness issues are very different. 
A:  We’ll confer with HRSA and will handle these items differently in our Year 4 
application. 
 
Q: Alternate treatment facilities -- What percentage is the stakeholders’ responsibility? 
A:  There was a session to study this issue, headed up by Dr. P. K. Carlton.  Graduate 
students at A&M formed a “think tank” to study alternative treatment facilities.  DSHS 
will review the recommendations from this session.  Whole state needs to come to a 
consensus. 
  
Stakeholder comment: 
We need to study this grant application in more detail.  DSHS needs to hold more 
stakeholder meetings and explain the state’s philosophy regarding surge capacity.  
More planning is needed.  
Q:  Are we going to assume that a certain percentage of the total required surge beds 
will be available in each hospital? 
A:  The application will lay out broad strategies and the contracts will include specific 
requirements.  Over the next few weeks we’ll finish the application and then we’ll work 
with the hospital planning groups and other stakeholders to develop details for the 
contracts. 
 
Ray Apodaca – Critical Benchmark #2-2 

• In Year 3, 75% of participating hospitals must have negative pressure isolation 
rooms.  In Year 4, it must be 100% of participating hospitals. 

 
Stakeholder comment: 
Are you saying that every hospital must have a negative pressure room?  Some 
hospitals are very small and others are very specialized (e.g., psychiatric hospitals).  
Give us the target and we will meet it overall in a community.  Don’t require every small 
and specialized hospital to have a negative pressure room. 
 
Define:  Participating hospitals 
 
Steve Janda – Critical Benchmark # 2-4 
We need to understand the roles of the state and local community in the ESAR-VHP 
benchmark.  Hospitals may be reluctant to participate in building and using an 
unclearly defined database of volunteer staff.  How would a hospital use this database 
in responding to an emergency?  We need to hold stakeholder meetings to clarify the 
qualifications of staff in the database.  We need to guide SUMA/Orchard’s work on 
ESAR-VHP. This program seems to be moving too fast and we need more information 
about it.  We want to share staff from hospital to hospital, not otherwise.   
 
Q: What is a participating hospital obligated to do under this benchmark? 
 
How do the various parts of the system fit together, including the TM Rangers and 
MRC?  The draft application is confusing on this benchmark. 
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Q: Did our Year 3 application say we were going to do an assessment in Year 4? 
 
Stakeholder comment: Replace/revise item C (page 6) in the application and delete 
items D, E. 
 
Stakeholder comment:  There is a perception that the Preparedness Coordinating 
Council doesn’t work with the hospitals.   
Francesca Kupper:  The PCC is cross-cutting for the HRSA and CDC preparedness 
grants.  It is supposed to form workgroups as needed.   
 

• There are a variety of volunteer databases.  These must be coordinated. 
 
Stakeholder comment:  Look at after-action reports to find out what worked and what 
did not regarding volunteers.   
 
Leslie Mansolo – Critical Benchmark #2-5 

• CHEMPACK is a forward placed supply of nerve agents that is considered part 
of the pharmaceutical cache. 

• Region 8 has received its containers 
• Site visits have been conducted in every region except 4/5N 
• Some funds for CHEMPACK have come from the CDC, the current year funds 

provided $2,500 for each facility where CHEMPACK is kept, but there are no 
funds in this year’s CDC grant. 

 
Stakeholder comment:  HRSA funds were spent on CHEMPAK for non-hospitals.  
This should not be done.  Use HRSA funds only for hospitals. 
 
The antiviral drugs may not be available now.  Also, if we stockpile them, they may 
expire fairly quickly.  This benchmark may not be achievable as stated in the draft 
application.  The funding for this benchmark is insufficient.  Also, drug wholesalers are 
telling us that they can’t make contracts with us for these drugs due to federal 
restrictions. 
Francesca Kupper: This is a cross-cutting issue and relates to the SNS program.  The 
SNS was moved from the CDC to the Department of Homeland Security, and is now 
back under the direction of the CDC.  We need to convene statewide stakeholder 
meetings to work out details.  Maybe we can get pharmaceutical firms to take charge 
of rotating drug stocks for participating facilities. 
 

Stakeholder comment:  Don’t require a second pharmaceutical cache.  That would be 
duplicative. It’s inappropriate to include drugs for nerve agents in this cache, if the 
purpose of the cache is prophylaxis.  Drop this requirement from the HRSA application. 
 

Francesca Kupper:  SNS does not require local caches, MMRS calls for local caches, 
but not for rotation.  
  
Ray Apodaca:  HRSA’s goal is to have local caches in order to start prophylaxis for 
the first responders who will be administering other meds as soon as possible.  The 
idea is to have a “second layer” cache. 
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After a break Dr. Eduardo Sanchez told the group that DSHS was committed to work 
more closely with stakeholders in the grant application process. 
 
Ray Apodaca – Critical Benchmark #2-6 and #2-7 

• Year 3 guidance requested adequate personal protection equipment (PPE), 
Year 4 give specific requirements for PPE. 

• Year 4 guidance requires each participating facility to have equipment for 4 
employees ready to suit up for decontamination 24/7 

• Equipment must be interoperable with equipment being purchased with 
Homeland Security grants.   

• Can’t change what’s already been purchased, but must make sure that 
future purchases are interoperable. 

 
Q: What is the definition of “interoperable”? 
 
Q: What are the “Level C” requirements? 
 
Q: What are the HVA requirements? 
A:  HRSA recommends that the state choose one format.  Sample formats are in the  
Q & A additional guidance from HRSA.  We will work with stakeholders to reach 
consensus on one format. 
 
Q: Is there supposed to be a regional HVA or hospital-specific HVA? 
 
Q: What is the definition of “population”? 
 
Q: What bed count should we use in figuring surge capacity - staffed beds or licensed 
beds? 
 
Paul Tabor – Critical Benchmark #2-8 

• Critical Incident Stress Management program for responders will continue 
• The University of Miami used HRSA funds to develop training for behavioral 

health and is noted as a “best practice”.  Texas is contracting with U of M to 
provide training.  

• City of Austin has a pilot project in Health Service Region 7 using the University 
of Miami tools. 

• DSHS has received the City of Austin’s proposal but the contract is not yet in 
place.  The contract review committee is considering it now.  (Note:  This will be 
paid for with Year 3 funds) 

 
Stakeholder comment:  We would like to get updates from DSHS as efforts on this 
benchmark develop.  Include information on the University of Miami contract in these 
updates. 
 
Q:  Do the expenditures on this benchmark come out of the 75% of HRSA funds 
earmarked for hospitals? 
A:  No 
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Q: Is this benchmark a state or community responsibility? 
A:  Both.  This benchmark has a dual target.  The University of Miami developed 
hospital-based training.  Now there will also be a focus on the broader community, the 
“worried well”.   
 
Q: Is anything re: this benchmark expected in region plans?  
A: No.    
  
Q: San Antonio has done a lot of work in this area already and hasn’t heard about the 
University of Miami contract.  We’re concerned about the lack of coordination. 
A: We’re working on better coordination through the SNS program and will form a 
stakeholder group. 
 
Q: Is the contract already signed with the University of Miami? 
A: Yes 
 
Q: Is this contract paid out of Year 3 funds or Year 4 funds? 
A: Year 4 
 
Critical Benchmark #2-9 will be incorporated into #2-1: 
 

• Monies for Year 3 special projects will be moved to #2-1.  
 
Q: Are all relevant hospitals going to have input into this benchmark? 
A: Yes, including trauma and burn centers and pediatric hospitals 
 
Glen Bason – Critical Benchmark # 2-10 

• HAN ensuring connectivity to partners around the state 
• Left over from Year 3 peer connections with TORCH and TACHC 
• New this year TALHO network 
• Ron Hilliard was discussing a deal with EM Systems to obtain a license that 

would cover the whole state @ $.03 per capita.   
• Price would even help entities that have already bought into EM Systems.   
• Improve communications and disease reporting across the border with Mexico 

(SINAVE system) 
• HAN is more than just a website 

 
Q: Our hospital’s work plan was rejected based on redundancy of communications.  

What is the definition of “redundant”? 
 
Stakeholder comments:  

• We’ve done a lot of good work in this area that DSHS doesn’t know about. 
• HAN is not particularly useful to the hospitals, but EMSystems is very useful.  

(Glen: We revise the proposals in the draft application, emphasizing the use of 
EMSystems.) 

• In the application, say that we want to communicate with all hospitals. 
• It’s more important to communicate within the state than across the border. 
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• Spell out the HAN capabilities in the application. 
 

Q: The Councils of Government and other stakeholders have spent lots of money   on 
communications.  What is the plan for achieving interoperability statewide? 

A:  This benchmark is supposed to start addressing that issue more specifically. 
 
Q:  Where is the funding coming from for this project? 
A:   Unspent Year 3 funds 
 
Q:  What is the definition of “P25"? 
 
Stakeholder comment:  Put language in the application to show the stakeholders’ 
previous accomplishments in this area. 
A:  Hospital planning groups should send us this information in bulleted format. 
 
Ray Apodaca – Critical Benchmark # 3 

• Year 3 required triage, transporting, and tracking within 3 hours of an event.  In 
Year 4 each metro area for which high-risk scenario has been identified must 
have a plan for transporting patients to facilities in adjacent jurisdictions, to 
temporary healthcare facilities, or to nearby airports or rail stations for transport. 

Stakeholder comment: The state should be doing this, not hospitals. 
A:  See page 41 in the HRSA guidance.  The federal government wants hospital 
involvement in this benchmark.  Maybe DSHS can work with HRSA and EMS providers 
and amend the benchmark. 
 
Grace Kubin -- Critical Benchmark # 4-1 

• Participating hospital labs will have protocols for rapid transfer of clinical 
samples to labs in the Laboratory Response Network (LRN).  This benchmark 
will enhance training for all labs. 

• Labs will be assessed on their ability to transfer specimens and training will be 
provided. 

 
Q: Will there be any travel expense for hospitals related to this benchmark? 
A: Yes, and the HRSA dollars will pay for the travel. 
 
Q: Does this benchmark only apply to hospitals in the Laboratory Response Network?   
A: Any lab has to be able to send specimens if is to get HRSA money. 
 
Q: We need more details on the use of the $750,000 proposed for this benchmark. 
 
Glen Bason – Critical Benchmark # 4-2 

• This benchmark is tied to #2-10 
• Hospitals, labs, poison control centers and others have to be linked so that they 

can report data suggestive of terrorism to local and state health departments on 
a 24/7 basis.  

• Systems can be different; they just need to be able to share data. 
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Q:  What if a hospital already has a system and doesn’t want to use Essence? 
A: That’s OK; just make sure that the systems are interoperable. 
 
Stakeholder comment:  Delete the system name from the application, if DSHS is not 
going to mandate one system. Make the language more generic. 
 
Q: Shouldn’t this benchmark only apply to “uncovered” areas? 
 
Leslie Mansolo – Critical Benchmark # 5 
 
Q:  Can we find out what education is needed for the various positions in hospitals?  
What types of training do people need?  Where do they get it? 
 
Q:  What is considered  “competency-based” training? 
 
Stakeholder comment:  

• TXTRAIN not user friendly.  It may not be the best tool.  It’s for public health, not 
hospitals.   

• CDLS and BDLS more familiar to hospitals. 
• A web-based tool would be best. 
• Consider legislative mandate that academic health centers include this training 

in their curriculum. 
 
Dr. Bobby R. Jones – Critical Benchmark #6 

• To maximize resources, hospitals should cooperate with other entities that are 
conducting drills in their respective areas. 

• DSHS will integrate guidance for exercises of hospital preparedness based on 
the Hazard Vulnerability Analysis. 

 
Q:  Can we get a simple after-action report that we could fill out and submit to DSHS?   
A:  CDC has a simple after-action form.  DSHS will provide a copy to hospitals. 
 
Annette VandeWerken -- Sentinel Indicators 

• The sentinel indicator survey went out May 18th 
• Surveys need to be returned soon.  The information will have to be turned in 

with grant application. 
 
Additional Stakeholder input:  
 

• Send the sample HVA forms electronically to the hospital planning groups. 
 
Q: Are RACs required to submit HVAs for Year 4 in order to receive Year 5 funding? 
A:  Yes, that is likely to be a requirement. 
 

• Councils of Government have done HVAs in connection with Homeland Security 
grants 
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• The Texas hospital disaster planning group is due to meet and will invite DSHS.  
The group will also send its distribution list to Steve Janda.  This is the most 
comprehensive stakeholder list. 

 
• This group should write bullets for critical benchmarks, identifying best 

practices.  These bullets could serve as “Texas guidance”. 
 

• Hospitals would like to confer with DSHS again before the application is 
submitted.  Also, would like to see the special projects.  Send draft application in 
advance.  Sometime around July 1 would be a good time for this discussion. 

 
• Would like sample of a  “Letter of Acknowledgement/Agreement”. 

 
• Please confirm these statements: 

-75% of the HRSA funds will go to hospitals in Year 4.  No special 
projects in Year 4 will take money away from that 75%. 
-All the unspent special project funds for Year 3 will roll forward to Year 4.  

 
Flip Chart Notes   

 
Meetings: 

• Wednesday prior to GETAC 
• Define core members 
• Need (definitions agreed to, standards; TX guidance) criterion defined 

document 
• Identify best practices 
• Meeting (could be conference call) to finalize grant applications – changes 

made; progress on special projects 
• Need draft/sample letter of acknowledgement/agreement 

 
75% -- no special projects? 
 
Special projects to be broadly evaluated and come out of state portion.  
 
 
   
 
 
 
 


