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The Oak Ridge Institute for Science and Education (ORISE) is a U.S. Department of Energy (DOE) 
institute focusing on scientific initiatives to research health risks from occupational hazards, 
assess environmental cleanup, respond to radiation medical emergencies, support national 
security and emergency preparedness, and educate the next generation of scientists. 
 
This document was prepared for the Centers for Disease Control and Prevention (CDC) by ORISE 
through an interagency agreement with DOE. ORISE is managed by Oak Ridge Associated 
Universities (ORAU) under DOE contract number DE-AC05-06OR23100. 
 
The findings and conclusions in this report are those of the authors and do not necessarily 
represent the official position of the Centers for Disease Control and Prevention. 
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Grant Summary 
 
In late 2007, the Centers for Disease Control and Prevention (CDC) issued a pandemic influenza 
preparedness funding announcement for competitive proposals. This funding opportunity was 
intended to assist communities with pandemic preparedness efforts based on one of the 
following project areas: 
 

1. Demonstration projects for use of public engagement as part of the public heath 
decision-making process 

 
2. Electronic laboratory data exchange to support pandemic influenza surveillance 

 
3. Integration of state-based immunization systems to track pandemic influenza 

countermeasures 
 

4. Development of statewide Public Health Information Network (PHIN)-compliant 
electronic mortality reporting systems 

 
5. Demonstration projects for collaborative planning among healthcare providers to 

ensure the delivery of essential healthcare services during a pandemic influenza 
outbreak 

 
6. Development of interventions that promote preparedness for pandemic disease among 

identified at-risk populations 
 

7. Exploration of processes whereby antiviral drugs can be distributed and dispensed to 
isolated or quarantined persons in a pandemic influenza event 

 
This Summary of Proceedings Report focuses on an end-of-grant meeting at which grantees 
who were awarded funding for Project Area 5 (listed above) were convened. The purpose of 
Project Area 5, the Collaborative Planning for the Delivery of Essential Healthcare Services grant, 
was to offer funding opportunities to states or cities (hereafter referred to as ‘areas’) so they 
could demonstrate and evaluate methods for the coordination of a healthcare delivery system 
that would function despite disruptions during a pandemic. The intended outcome was for a 
jurisdiction to be able to coordinate various unrelated healthcare delivery resources and 
maintain delivery of essential services while providing healthcare for large numbers of influenza 
patients during a pandemic. 
 
Current healthcare surge capacity in the United States is inadequate for effectively managing an 
influenza pandemic during which large numbers of patients will require care during a short 
period of time. Additionally, supply and support systems on which healthcare systems rely will 
be affected by absenteeism. This factor further reduces the ability of critical infrastructure (i.e., 
the healthcare and public health systems) to function normally. Based on these facts, the need 
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for communities to undertake the mission of Collaborative Planning for the Delivery of Essential 
Healthcare Services grant becomes obvious. 
 
Proposals from each of the following areas were accepted for Project Area 5 grant funding: 

1. The state of Georgia 
2. The state of Illinois 
3. The state of Indiana 
4. The state of Michigan 
5. The state of Minnesota 
6. The state of New Hampshire 
7. New York City 
8. The state of Oregon 
9. The commonwealth of Virginia 

 
CDC’s Division of Healthcare Quality Promotion’s (DHQP) Healthcare Preparedness Activity was 
tasked with oversight and technical assistance responsibilities of this funding. Grantees selected 
for this project area were expected to provide a clear description of what constitutes essential 
healthcare services, how they will be prioritized during the crisis period, and what the ethical 
ramifications of selecting those services will be. Awardees were also expected to devise optimal 
locations, staffing plans, cross-system collaborations, and triage and care plans for the 
successful delivery of essential healthcare services, including homebound healthcare services, 
while simultaneously providing appropriate care for large numbers of patients with influenza. 
The specific activities for Project Area 5 are outlined below. 
 

1. Define which essential services will be priorities for your community (e.g. labor and 
delivery, trauma care, acute cardiac and neurological care, etc.) and which services will 
be curtailed. 
 

2. Evaluate and summarize in writing the ethical ramifications and population impact of 
the essential services selected and those services that are not available. 

 
3. For border states, develop collaborative activities with binational health authorities to 

address healthcare access issues. Any engagement with cross-border international 
partners should be consistent and integrated with existing international agreements and 
related activities. 

 
4. Determine minimum staffing and personnel types and the supplies and resources 

required to deliver the essential services to care for patients with influenza during a 
Severity Index 5 pandemic influenza event. Provide a written plan covering an eight-
week period (i.e., a single wave of a pandemic). 

 
5. Provide a written description of the roles and activities of state and local public health 

departments in addressing the above vulnerable links. 
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6. Identify how, through collaborative planning, multiple affected healthcare facilities will 
share personnel and other resources during a pandemic. Develop a written plan on how 
to reconstitute the capacity to deliver essential services and provide appropriate care. 
Include the identification of vulnerable links in other sectors that support healthcare 
delivery that will be affected by a pandemic; propose solutions for each to support 
essential services for an eight-week period. 

 
7. Identify legal issues related to licensure of professional staff, legal liability of 

professional staff and of healthcare institutions related to standards of care, and other 
legal issues that might prevent collaborations or delivery of care; formalize in writing 
how state and local health departments will address these issues.   
 

8. Provide a written plan for how telephone and other public health triage and public 
information mechanisms will be integrated with healthcare delivery during a pandemic, 
including alternate formats and language translations for public information. 

 
9. Provide a written plan for development and implementation of technology support to 

manage the components of this process and the information collected. 
 

10. In the plan, include a description of how home healthcare services will be considered 
and addressed. 

 
The nine awardees selected to receive this funding opportunity began their work in October 
2008. After 18 months of work, representatives from each project group convened in Atlanta, 
Georgia, on March 9 and 10, 2010. At this Collaborative Planning for the Delivery of Essential 
Healthcare Services end-of-grant meeting, representatives from each grant area were asked to 
give 45-minute presentations summarizing their projects’ objectives, activities, and results. 
They were also asked to discuss how they worked through obstacles they encountered during 
the process and how the project activities improved the areas’ public health emergency 
planning efforts. Grantees were also responsible for developing and staffing booths at the 
meeting where they would answer any questions from the other grantees and meeting 
attendees regarding their presentations or project work. Lastly, project groups from each grant 
area were asked to submit any project tools or resources they developed so these materials 
could be distributed to all project representatives.  
 
The following report is a summary of what took place at the meeting.  

  



[7] 
 

Overview of Grant Areas  
 
This section of the report is divided into the nine grant areas. Each area’s project purpose, plan, 
presentation, and products are summarized underneath the appropriate headings. Project 
proposal narratives, meeting presentations, and deliverables submitted to CDC were used to 
inform this report. Original meeting presentations and product documents are available upon 
request from Kelly Dickinson, Public Health Advisor, CDC at gkv1@cdc.gov

Georgia 

. 

 

The purpose of the Georgia Essential Healthcare Services project was to build upon the existing 
partnerships among the Georgia Division of Public Health, Georgia Hospital Association, and 
Regional Coordinating Hospital. The goal was to produce a replicable model for effective 
coordination of essential healthcare delivery that functions despite stresses and the influx of 
large numbers of influenza patients during a pandemic. This would involve four key 
constituencies:  

Purpose: 

 
• Hospitals 
• Outpatient hospital and community-based healthcare services 
• Public health 
• Various non-healthcare, support services critical for the provision of healthcare services 

 

The Georgia project group planned to use four work groups to help accomplish the project goal. 
Groups were formed for each of the following topics:  

Plan: 

 
• Inpatient care 
• Emergency medical services  
• Alternate care systems 
• Behavioral health 

 
In addition to utilizing work groups, the Georgia project group included other partners that 
could bring expertise and experience to the work at hand. For example, modeling experts from 
the Georgia Institute of Technology (Georgia Tech) assisted in creating an adaptable model for 
the project. Hospital materials managers, chaplains, and human resource personnel provided 
insight into their needs and resources.  
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The Georgia project group spoke about the resources they utilized in their project. These 
resources included the Institute of Medicine’s Crisis Standards of Care, as well as guidance 
provided by other project area grantees. The project group presented several lessons learned 
that included,  

Presentation: 

 
• Many of the legal issues had significant impact at the local level, but needed to be 

addressed at the state level. 
• Experiences with H1N1 influenza during the grant period demonstrated that risk 

communication needed to be at the heart of all planning and response efforts.  
• Consistent messaging was critical because public health officials were often caught 

in the spotlight during response efforts. 
• Telemedicine had significant potential for expanding care capacity and volunteer 

services. 
• Other communities’ experiences and published best practices were used as an 

important tool in preparedness planning. 
• Reimbursement was an important topic in preparedness planning. Plans that 

expected people to provide services that they could potentially not be reimbursed 
for created significant problems. 

 

Due to a delay in starting their project work, Georgia did not have documents and resources to 
share with other representatives at the time of the Essential Healthcare Services Grant 
meeting. Several products, listed below, are expected as their project progresses. 

Products: 

 
 A Scarce Resource Decision Framework  
 A Planning Guide for Sustaining Essential Health 

Services in a Crisis Care Environment 
 A Risk Communication Toolkit 
 Legal Issues and Waivers During a Declaration of a State 

of Emergency for Pandemic Influenza 
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Illinois 
 

In their initial project proposal, the Illinois project group stated two main goals for the use of 
grant funds in their area.  

Purpose: 

 
• They wanted to further current county-level pandemic influenza plans so that they 

would include delivery of healthcare to those at home, within the community, and up to 
and including the emergency room.  

• In addition, the group wanted the project to coordinate plans that are in the beginning 
stages of identifying surge facilities, triage centers, and appropriate staffing. 

   

In order to accomplish these goals, the Illinois project group planned a series of tabletop 
discussion-based exercises using a Regional Task Force for Pandemic Flu Response. These 
tabletop exercises would provide a unique opportunity for community healthcare providers and 
first responders to collaborate and identify strategies to plan and prepare for an influenza 
pandemic. In addition to the tabletop exercises, the Regional Task Force planned a seminar at 
which the Toronto Health Department discussed lessons learned from the Severe Acute 
Respiratory Syndrome (SARS) experience. 

Plan: 

 

The Illinois group utilized several presenters to share the details of their work. Their response 
activities to H1N1 influenza during the grant period demonstrated how work that had been 
done previously could be adjusted and used in response efforts. The H1N1 response gave a real 
life example of decisions that could be compared with prior planning discussions. In addition to 
discussing the H1N1 influenza response, the Illinois project group also discussed how it utilized 
supercomputer resources to filter through already available local data to identify trends useful 
to public health emergency planning. Some of the lessons learned mentioned during the 
presentation are listed below. 

Presentation: 

  
• Defined triggers were difficult to identify clearly because of the many grey areas in 

deciding when to implement a particular course of action.  
• Decision makers realized it was better to prepare for the worst and then scale back the 

response to fit a less severe situation. 
• Geographic information systems mapping helped to determine some high-risk areas 

that did not have high vaccination rates. 
• A quick response to H1N1 was possible when using or modifying existing systems and 

programs.  
• Current environmental factors needed consideration for impact on essential services on 

a case-by-case situation in response efforts. For example, during a large snowfall, the 
public works department was considered an essential services provider because it was 
needed to clear roads for ambulance traffic. 
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The Illinois group shared many of the documents they had created during the grant period. 
These resources are listed below. 

Products: 

 
 Pandemic Annex  
 Continuity of Operations Plan Annex 
 Essential Function Survey 
 Sample Essential Functions 
 Essential Services Planning Guide 
 Call Center Management Documents 
 Crisis Communication and Public Information Plan 
 Communications Triage 
 Home Healthcare Response Information 
 Legal Considerations 
 Pandemic Plan Template for Healthcare Settings 
 Staffing and Supply Plan 
 Sharing Staffing and Resources Plan 
 Germ Busters Video 

 

Indiana 
 

The objectives of the Indiana Essential Healthcare Services project were to demonstrate and 
evaluate methods for the coordination and delivery of healthcare services at the local and 
district level in rural healthcare systems. Grantees planned to develop novel approaches to 
healthcare system modeling and planning for the prioritization of healthcare services to be 
sustained by rural hospitals during an influenza pandemic. 

Purpose: 

 

It was proposed that this project would be carried out by nine local public health jurisdictions. 
Each would be asked to complete a public health system assessment, physical resource 
assessment, and then in collaboration with other jurisdictions, develop pandemic influenza 
models. The objective was for these models to be systemic, justifiable, flexible, scalable, and 
sustainable. 

Plan: 

 

The Indiana group presented many important lessons learned from their project activities. 
These lessons were the result of effectively using discussion-based tabletop exercises to get 
their rural communities to consider the unique challenges they would face during a severe 
pandemic situation. The Indiana project group observed the importance of evaluating, 
reviewing, and exercising plans and made the following observations: 

Presentation: 
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• It was critical to include surrounding areas in planning efforts. 

• The whole community needed to be involved when planning a pandemic influenza 
response.  

• It was important to develop unique solutions for communicating with residents during a 
pandemic in counties with no local television or radio stations, and some with only a 
weekly local newspaper.  

• Creativity was necessary to find solutions to resource needs using only what may be 
available during a pandemic. Some examples of ideas considered included using glove 
inventories from local restaurants and teaching bus drivers to drive ambulances. 

• Communities needed to place a priority on evaluating their leadership model.  

 

The Indiana project group presented three sets of tools at the Essential Healthcare Services 
Grant meeting that they developed over the past 18 months. Many of the tools are available in 
English and Spanish. An overview of each tool set is listed below. 

Products: 

 
 Staffing Tools Employee Triage Log 
 Interactive Nurse Staffing Tool 

 Pandemic Influenza Team Nursing Model 
 Pandemic Influenza Staff Survey 
 Taking Care of You: Pandemic Influenza Staff Assessment Checklist 

  
 Standing Order  Critical Care Admission 

       Sets Palliative Care 
 Stable Med Surge Admission 
 Triage-Observation-ED 
  
 Triage and  Pandemic Influenza Screening Tool  
     Emergency Home Care Instructions  

       Department                     
Outpatient Tools 

You Have or May Have Influenza Brochure  
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Michigan 
 

The primary objective of Michigan’s Essential Healthcare Services project was to develop a set 
of planning and operations guidelines. These would be used by healthcare providers in a 
specific geographic region to identify and provide essential healthcare services while caring for 
large numbers of hospitalized and homebound victims of an influenza pandemic. These 
guidelines would describe how communities would work together to support services and 
where services would be provided. In addition, they would include discussions on how 
communities would maintain supply lines, staffing levels, and other critical infrastructure. An 
underlying project outcome goal was to demonstrate how overcrowding in hospital emergency 
departments could be mitigated by screening actual and potential pandemic influenza patients 
and expediting their access to locally defined optimal levels of care, such as healthcare facilities 
or alternate care sites. 

Purpose: 

 

It was proposed that project partners would utilize established volunteer coalition structures to 
develop new committees that would be comprised of traditional healthcare providers, legal 
experts, education representatives, ethics experts, and representatives from private industry. 
These committees would work to determine essential healthcare services for regional 
communities and produce final guideline documents. This work would be divided among the 
committees, each with measurable and defined objectives. The Michigan group planned to use 
a collaborative approach by bringing all committees together in the same conference center to 
work in separate rooms. This allowed for questions, collaboration, and concentrated work. 

Plan: 

 

The Michigan group presented their experiences in bringing together the committees they 
utilized to tackle difficult issues in emergency preparedness planning. Throughout the process, 
they learned many valuable lessons and identified planning challenges that they shared. These 
included the following lessons and challenges: 

Presentation: 

 
• A critical component to the project’s success was coordination with active coalitions. 
• Michigan’s experiences with H1N1 influenza during the project period demonstrated the 

importance of established partnerships in response efforts. 
• In spite of the preparedness work being done, managing public messaging during the 

H1N1 influenza pandemic proved difficult, especially when considering it was not a 
severe pandemic. 

• It was difficult to create a relevant model for the delivery of healthcare services because 
it needed to be flexible and scalable in order to be useful. 

• Some legal issues seemed unanswerable. 
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The Michigan project group members shared their comprehensive Caring for the Community 
report. This document contained the work completed by each of the project committees. This 
report is supported by the information in the other documents listed below. 

Products: 

  
 Caring for the Community Report 

o Ethical and Legal Considerations 
o Pre-Emergency Department Considerations 
o Breakdown of Essential Healthcare Services 
o Alternate Care Site Considerations 
o Staffing and Supply Issues and Considerations 

 Pre-Emergency Department Chart 
 Surge Capacity Staffing Flow Chart 

 

 

Minnesota 
 

The Minnesota Essential Healthcare Services project planned to develop and evaluate a tool for 
defining and prioritizing essential healthcare services based on the severity of a public health 
emergency. The project would include cross-border collaboration because the state shares a 
border with Canada. The goal of the project was to determine minimum staffing and resources 
requirements during a public health emergency, and then to outline the role of state and local 
public health departments in coordinating those resources. A major addition to the project 
would be the “Flu Center” concept to provide essential services at a site other than a hospital. 
The project included assessing the legal and ethical ramifications of limiting services. The last 
product covered by the grant was the Patient Care Coordination: Guidance & Tools for 
Response to Medical Surge guidebook. This grant was planned to fit into a framework of other 
surge planning grants utilized by Minnesota.  

Purpose: 

 

Expert panels, clinicians, representatives of at-risk populations, and other local, regional, and 
state partners planned to develop tools, templates, and guidance documents to achieve the 
project objectives. It was intended that the methods and activities of the project would be 
integrated with other preparedness planning activities of the Health and Human Services’ Office 
of the Assistant Secretary for Preparedness and Response Hospital Preparedness Program. 

Plan: 

 

The Minnesota project group shared information on how they were able to accomplish their 
objectives and how they carried out their plan over the grant period. The H1N1 influenza 
pandemic that occurred during the project timeline changed the priorities of the project. In 
order to respond to the current situation, the planned work regarding flu centers and 

Presentation: 
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messaging took precedent over other scheduled project activities. A statewide flu line with a 
toll-free call center number was established in less than six weeks. In addition to sharing details 
about the process of establishing a flu line, Minnesota grantees presented information on its 
planning and implementation of flu centers during the H1N1 influenza pandemic. Some of the 
specific lessons learned from the Minnesota project are listed below. 
 

• The biggest hurdle in establishing a flu line was that all the nurses had to be certified in 
Minnesota to be able to provide medical information over the phone. This was difficult 
because many call centers were located out of state. 

• The flu line was established quickly during a pandemic situation. Without an actual 
emergency, this quick action would not have been possible.  

• Planners had to consider how to address the issue of competition. Many healthcare 
partners needed for regional planning purposes generally regarded one another as 
competitors on a daily basis.  
 

For other project areas interested in creating flu lines and flu centers, the Minnesota project 
group shared many resources and educational materials that they developed as part of their 
grant work. Resources and other fact sheets developed for healthcare providers responding to 
an influenza pandemic are listed below.  

Products: 

 
 Flu Center Plan Template and Activation Flowchart 
 Recommended Actions for Healthcare Facilities During a Pandemic 
 Overview of the Minnesota Flu Line 
 Influenza Call Triage and Prescribing Information 
 Legal Authority for Pandemic Influenza Planning 
 Patient Care Record 
 Measuring Vital Signs Fact Sheet 
 At Home Care Fact Sheet 
 Giving a Bed Bath Fact Sheet 
 How to Manage Influenza Symptoms Fact Sheet 
 Preventing Dehydration Fact Sheet 
 Thermometers and Fever Fact Sheet 
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New Hampshire 
 

The New Hampshire project group, in conjunction with its critical partners, intended to 
evaluate plans and methods for the coordination of healthcare delivery that would function 
despite disruptions. In addition, the group planned for the identification, maintenance, and 
prioritization of essential healthcare services during a pandemic. This effort would be built on 
the existing emergency response foundation in New Hampshire that includes the 
regionalization of the state into 19 All Health Hazard Regions (AHHR). The regions coordinate 
public health emergency preparedness planning and response at the local level. The bulk of the 
work and a significant amount of the collaboration required for this project would occur at the 
sub-state regional level. 

Purpose: 

 

This work was planned to be a collaborative effort among the New Hampshire Department of 
Health and Human Services, New Hampshire’s AHHR, New England Center for Emergency 
Preparedness (NECEP) at Dartmouth Medical School, and Cornell University's Weill Medical 
College. Dartmouth and Cornell have extensive experience in resource modeling and 
community planning, which would be used extensively in this project. Each of the targeted 
regions would use a Resource Requirements and Allocation Model (RRAM) to catalog the 
resources available in the identified regions to respond to a pandemic, including personnel 
resources and critical supplies. The regions would also use this model to project casualties from 
a pandemic and compare the resources required to care for these casualties, as well as 
continue to provide essential healthcare services with the resources available within the region. 
Each region intended to update its plans to include components of the Regional Response 
System and practice these components through a series of exercises. 

Plan: 

 
 

The New Hampshire project group investigated ways to improve regionalized public health 
emergency responses to an influenza pandemic. New Hampshire created plans to utilize Acute 
Care Centers, Casualty Transportation Systems, and Mass Care/Functional Needs Shelters. The 
New Hampshire project group considered cross-border international partnerships to ensure the 
project addressed situations that would arise near the border with Canada during a pandemic 
scenario. 

Presentation: 

  
Some of the lessons learned by the New Hampshire group presented at the meeting are listed 
below. 
 

• People who volunteer to be part of a response effort were not necessarily interested in 
being paid, but it was extremely important to them to be protected from liability. Many 
volunteers can be motivated by providing this coverage. 
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• Many of the available tools were not flexible enough to be useful. Tools must be 
developed with the end user in mind. If the planners like a tool, but it does not work for 
the police or emergency medical services, then it is not a good tool. 

• Providing projections of the likely casualty numbers often motivated people to plan. 
• Regionalization was a strong way to provide healthcare in surge situations. 

 

The New Hampshire project group shared the documents and resources they had created 
during the grant period. They are listed below.  

Products: 

 
 Influenza Pandemic Response Contract Draft Report 
 Modular Emergency Medical Systems 
 Oxygen Calculator Planning and Operation Documents 
 Regional Response System Planning Guide 
 Resource Requirements and Allocation Modeling Documents 

 

New York City 
 

The Greater New York Hospital Association (GNYHA) and the Department of Health and Mental 
Hygiene proposed to build upon their successful partnership in the area of emergency 
preparedness and undertake a project that would address the threat of a pandemic influenza 
outbreak. As a project partner, GNYHA intended to complete the following: 

Purpose: 

 
• Develop a regional plan to itemize the resource needs required to address a pandemic 

influenza outbreak. 
• Define strategies to maintain essential medical services in New York City. Identify how 

these services would be coordinated across the region within hospitals, continuing care 
agencies, ambulatory care centers, and home health agencies. 

• Define prescription medications that would be needed to meet the anticipated 
shortages in medical care delivery services. 

• Outline potential ethical ramifications of changes in medical care delivery and proposed 
communication strategies to alert the public to these changes. 

 

It was planned that these activities would be accomplished by a project team structure that 
consists of a Project Steering Committee and four work groups that would focus on a specific 
set of deliverables. The four work groups were as follows:  

Plan: 

 
• Essential Medical Services and Deployment of Health Workforce and Supplies 
• Legal and Regulatory Issues 
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• Ethical Issues 
• Public Messaging 

 
In addition to the work groups, the New York City project team planned to conduct key 
informant interviews and utilize consultants to accomplish all of its goals within the grant 
period. 
 

The New York project team explained how it was able to achieve its goals, the limitations of the 
work conducted, and the next steps needed to further the work. In the presentation, the 
project team explained how it used a geographic framework for planning resource-sharing 
rather than using health system network affiliations, which are often used in this type of 
planning. By using this framework, the project team was able to consider how to share 
resources even if transportation systems are closed during a public health emergency. In future 
work, the New York project team would like to engage healthcare partners outside of hospital 
settings in this effort. The following lessons were shared. 

Presentation: 

 
• Many groups beyond clinicians needed to be involved in defining how to maintain 

essential healthcare services. Stakeholders from many disciplines must be included 
(legal experts, ethicists, regulators, methodologists, consumers).  

• Clinicians and healthcare workers needed help to transition from focusing on treating 
individuals to entire populations during a pandemic.  

• Increased planning efforts were needed for mild and moderate pandemics.  
• Clinicians may not be aware of ongoing emergency preparedness planning. More 

training was needed on getting clinicians to see the “big picture” of pandemic 
preparedness. 

• Better data on vulnerable populations was needed. Single comprehensive and accessible 
datasets were essential for pandemic planning. 

• There was a need to continue to identify trusted messengers for the public and for 
healthcare providers. 

• Hospital emergency departments have greater capacity for flexibility than critical care 
facilities in pandemic situations.   

• Planners needed to continue increasing involvement of non-hospital entities (e.g., home 
care service providers) in pandemic planning.  
 

The New York City project team shared resources it had developed and some it had adapted for 
use during the H1N1 response. The Delivery of Essential Healthcare Services Guide developed 
by the New York City work groups was still in draft form and, though grantees could view the 
draft, it was not released. The presenter shared the following products. 

Products: 
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 Legal Issues Related to Hospital Response During a Pandemic 
 Ethical Considerations Grid 
 Delivery of Essential Healthcare Services Guide (Draft) 

o Methods for determining population coverage 
o Service and Resource allocation in periods of limited 

transportation availability 
o Strategies to maintain essential medical services 
o Healthcare agency coordination 
o Necessary legal modifications 
o Ethical considerations 
o Public communication strategies 

 

Oregon 
 

The purpose of the Oregon project was to develop, exercise, refine, and evaluate a pandemic 
healthcare delivery system model for providing coordinated delivery of essential healthcare 
services during a pandemic event. The model would address care for influenza, as well as other 
essential health services in a multi-county region centered in the Portland, Oregon, 
metropolitan area. The intent of this project was to produce practical local health response 
strategies and tools that could be implemented by urban communities utilizing the “ordinary” 
capacities and resources that would likely be available during a pandemic.  

Purpose: 

 

The Oregon project group began work by analyzing current healthcare utilization information 
based on model projections that incorporated data from the 1918 influenza pandemic. Once 
they had gathered useful data, the project group assembled a health and medical collaboration 
group in order to consider the system of care, healthcare demands during a “normal” flu 
season, healthcare demands during a severe influenza pandemic, and the available resources. 
Using the modeling data and a Multi Agency Coordination (MAC) Group, the Oregon project 
group planned to create an effective and efficient way to make decisions that was well 
integrated with the Incident Command System. 

Plan: 

 

During their presentation at the Essential Healthcare Services Grant meeting, the Oregon 
project group shared their experiences with other attendees. The presenter explained that they 
discovered that a MAC Group could be a good way to manage a healthcare system. In order to 
fit the needs of their community, the project group made modifications to some of the typical 
assumptions of how to organize a MAC Group. They created a MAC Group composed of 17 
health and medical specialists. In addition, they encouraged community observers to attend 
MAC Group meetings and offered the observers an opportunity to give feedback on the MAC 
Group discussions. The MAC Group worked within the ethical framework developed for this 

Presentation: 
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project in order to ensure all decisions and discussions were based on widely accepted ethical 
principles. In addition, the Oregon presentation included the lessons learned listed below. 
 

• The power for emergency management rested at the regional level. 
• Fears about creating a regional system were not actualized during the H1N1 response, 

but all of the benefits anticipated from this type of system occurred. 
• One of the critical learning points was that H1N1 revealed the need to balance concrete 

pre-planning efforts with the need for a nimble response system. Much of the prior 
planning had been geared for an H5N1 influenza virus coming from Asia.  

 

The Oregon project group brought a collection of resources they developed to share with other 
project areas. A list of these resources is found below. 

Products: 

 
 Access to Influenza Care System Description and Report  
 Community Focus Groups Final Report 
 Ethical Framework 
 Ethical Framework PowerPoint 
 Hospital Discharge Data Analysis and Summary 
 MAC Group Handbook 

 
 

Virginia 
 

The purpose of the Virginia Essential Healthcare Services project was to evaluate the 
implementation of the Critical Resource Shortage Planning Guide at a hospital development 
site. 

Purpose: 

 

This project planned to build upon preparedness work that the Virginia Department of Health 
completed previously by demonstrating the effectiveness of the Critical Resource Shortage 
Planning Guide. The guide was a toolkit to help hospitals plan for the continuation of essential 
services by allocating scarce resources during emergencies and disasters. The guide was ready 
to be implemented at a development site in order to measure its effectiveness as a tool for 
hospitals to use when planning to provide care with scarce resources. Additionally, the 
implementation of the guide would help identify obstacles to its usage and solutions to 
overcoming those obstacles. This would be accomplished over the grant period using 
facilitated, interactive working sessions, and collaborative planning with community resources.  

Plan: 
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Presentation: 
The Virginia project group discussed the process they used to test the Critical Resource 
Shortage Planning Guide by implementing it at Sentara Norfolk General Hospital. From that 
experience, they developed the implementation toolkit that now accompanies the planning 
guide. In addition, they shared the four phases of work that took place during the grant period. 
These phases were holding statewide meetings, conducting baseline and final tabletop 
exercises, implementing the planning guide at the development site, and finalizing the 
implementation toolkit. 
 
Products: 
The Virginia project group developed a guide and toolkit that enabled other hospitals to 
implement more easily the Critical Resource Shortage Planning Guide at their facilities. The 
toolkit included useful resources such as templates, example contracts, and algorithms. These 
documents, which are listed below, were shared with grantees at the Essential Healthcare 
Services Grant meeting. 
 

 Critical Resource Shortage Planning Guide 
 Hospital Implementation Guide 
 Critical Resource Shortages Planning Guide Implementation Toolkit 
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Next Steps Activity 
 
After project groups gave their presentations, grantees divided into discussion groups that 
included representatives from multiple project areas, as well as representatives from federal 
agencies. In order to define the next steps in the Essential Healthcare Services Grant project, 
each group discussed the following list of questions:  
 

 
 Could the products produced by your state projects be generalized and used 

by states/communities not participating in the grant? If so, how? 
 
 Are any of your project’s products so location- or situation-specific that they 

could not be easily modified for use by others? If so, which ones? 
 
 Are there ways to combine any parts of various projects in a useful way? 

 
 Are some of the projects so different from one another that they should 

only be presented to other areas/states in their current separate formats? 
 
 What target audiences would benefit most from knowing about the 

Essential Healthcare Services project products? 
 
 How do you think the Essential Healthcare Services projects could best be 

communicated and disseminated to these target audiences? 
 
 What suggestions would you have for structuring and communicating the 

project products clearly, if they were posted on a CDC Web page? 
 

 
Based on their understanding of all the work completed by various project areas, it was 
anticipated that grantees would be able to suggest how best to organize, format, and distribute 
project deliverables to other communities that did not participate in the grant process.  
 
Participant responses to these questions are captured in this section of the report. A brief 
summary of the responses to each question is given, followed by a bulleted list of excerpts, 
which have been grouped for readability from participant comments during the discussion. 
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Could the products produced by your state projects be generalized and used 
by states/communities not participating in the grant? If so, how? 

 
Across the board, grantees responded that most elements of their projects could be used by 
other states and communities, particularly as templates and best practices documents. The 
general sense was that sound methodologies could be replicated in a wide range of 
communities. Grantees offered insight into which products might be most useful to others and 
how they could be presented. Several areas cited examples of how they have already begun 
sharing resources they developed with other nearby regions or state level authorities. There 
were a few pieces of some of the projects that grantees felt were so community-specific that 
they might not be easily generalized for others.  
 

Most of the products could be used by other communities. 
• Many of the plans could be used as a template or a model for others. By reviewing them, 

others might find something they want, but maybe not. Nonetheless, it would give 
people a place to start when thinking about planning in their communities. 

• It seems the pharmaceutical formulary and staff guidelines could be adjusted easily to fit 
other facilities. 

• The flu centers and call centers concepts could be adapted quickly by others. 

• Some of the tools could be easily used by other communities that are similar to ours. It 
would be difficult for areas without existing coalitions and partnerships to make use of 
our deliverables. A lot would depend on organizational cultures and development. 

• We carried out our project with intent to disseminate its results to others for replication.  
 

It is important to present the project background and information on how to use the 
products. 
• It would be helpful to provide an overview paragraph because the people who are 

looking at it will need to understand they will have to adapt the documents. 

• A contextual background needs to be given for the tools in order for others to use them.  

• It would be helpful to add a facilitated implementation guide to the tools. It is more 
helpful to have knowledge dissemination versus tool dissemination. 

• It would be helpful to have an inventory of all products from this grant. 

• All the documents and modeling should be available at a very basic level as opposed to 
presenting them in a complicated format. 
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Are any of your project’s products so location-or situation-specific that they 
could not be easily modified for use by others? If so, which ones? 
 
The majority of grantees felt that all of their projects’ products could be useful to other 
communities in some capacity; however, they realized that other communities might choose 
not to use the products based on those communities’ prioritized goals and needs. It was noted 
that other communities might have to enhance partnerships or adjust the tools in order to gain 
the most benefit from them. The only topic that several grantees felt had to be addressed in a 
location-specific manner was legal issues. Laws are often state-specific; therefore, project work 
on this issue may not be easily generalized outside of a particular state. 

 
• As long as communities are willing to work together to establish Memorandums of 

Understanding/Mutual Aid Agreements to share resources, then our materials could be 
used by them. 

• A plan has been developed and made available to communities within our state, but we 
gave these communities the opportunity to tweak plans as they saw fit. Not all of the 
communities wanted to use all parts of it. 

• Our ethics framework was not new and earth-shattering, so the process was more 
important than the tool. Elements could be applicable to others. 

• Potentially the EMS triage protocols could be specific to an area and therefore not be 
universally applicable.  
 

Are there ways to combine any parts of various projects in a useful way? 
 

Grantees felt that information on select topics from various projects could be combined to form 
a useful tool. A few grantees felt the work on continuity of operations planning, risk 
communications, and modeling could be combined effectively. On the other hand, almost all 
the discussion groups felt that the ethical work undertaken by the various projects could be 
combined to create a useful tool for other communities. This would need to be done carefully, 
as grantees wanted to be sure that the usefulness of individual project elements was not lost in 
the process.  
 
During these discussions, grantees made suggestions on how the work from all the projects 
could be organized in a system that would allow other communities to use the resources 
developed. Most felt a toolkit that could be searched both by topic or state/area would be the 
best format. Several groups emphasized the point that communities will need to identify their 
own needs and planning priorities in order to utilize most effectively the tools and resources. 
They felt this could be done through community discussions and surveys prior to using the 
Essential Healthcare Services Grant products. 
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Methods for combining project products 
• Put a template together. Many of the outcomes are similar state by state. This can be 

presented to communities for use as they see fit. Then the products could be tested. 

• They can be integrated and brought into a system instead of a discrete set of tools. 

• A toolkit organized by topic could be created.  

• Group products based on categories and link to the products by state/area. 

• Products could be grouped by the targeted demographics. 

• Organize the tools by subject, not by states. 

• There might be better adoption if they are rolled out together. Providing them as a single 
package will give community leaders options, though similar elements must be 
presented together. 
 

Project topics that could be combined 
• Continuity of operation plans.  

• Risk communications–include all the unique suggestions. 

• Community Involvement/Engagement–pull together all of the suggested mechanisms, 
(i.e. community observers of MAC decision making, community involvement of ethical 
decision making). 

• Prediction of resource needs–identified needs and capacities. 

• Resource management analysis. 

• Modeling of epidemic behavior. 

• Ethical considerations:  
o Identify the best practices that arise from this collection of work. 
o Find ways for communities to demystify how to practically apply ethics to their 

work. 
o Use case studies and practical examples to link actions to the frameworks. 

 

How to apply standardized tools in unique communities 
• Each community will need to weigh its planning decisions. Not all issues are equal and 

the community will decide which are most important for them. 

• Form a list of questions to ask in jurisdictions prior to undertaking planning efforts. 

• The tools will have to be tweaked to be state-specific to meet the needs of other areas. 
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Are some of the projects so different from one another that they should only 
be presented to other areas/states in their current separate formats? 
 
Aside from the topics identified earlier as combinable, there were many portions of the grant 
projects that grantees felt would have to retain their current formats. Though all the projects 
could be presented in a common toolkit organized by topic, the actual project tools would have 
to be listed independently under those topic headings. One participant mentioned that many of 
the projects seemed to come to the same conclusions, but did so using a variety of methods. 
This creates a distinct knowledge base for other communities to emulate. It is important to 
note that grantees strongly felt all the tools and resources created regarding legal issues would 
need to be accessible in their independent forms and clearly labeled by state, as these issues 
were location-specific.  
 

• One size does not fit all. Some strategies are not applicable to every area. 

• Keep separate formats for individuality. 

• Provide access to each complete document to provide depth in each project. Each 
group’s contact information would be helpful to have available. 

• May need to examine applicability to other areas based on if those areas have 
functioning coalitions or not. 

• Perhaps a state-by-state view makes sense because of certain key differences. Some 
areas are very decentralized, while other communities are dense and uniform. 

• What about the apparent lack of connection between community types? 

• There may be parts that make more sense individually. 
 

What target audiences would benefit from knowing about the Essential 
Healthcare Services project products? 
 
The extensive list of target audiences generated by grantees in response to this question 
demonstrates the wide applicability the project products might have across the emergency 
preparedness community. Several major sectors were mentioned as shown below. In addition, 
some of the examples of particular groups in those sectors are listed as well. This is not 
intended to be a complete list, but examples of the types of organizations grantees felt would 
benefit from knowledge of the Essential Healthcare Services Grant projects. 
 

Businesses 
• Business Continuity Planning Groups 

• Employee Assistance Programs 

• Large Group Venues–Theme Park Resorts, Airports 

• Washington Business Group on Health 
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Emergency Management 
• Emergency Management Services–State Directors 

• International Association of Emergency Managers 

• Local Emergency Planning Committees 

• National Association of Environmental, Health and Safety Managers 
 
Federal Agencies 
• Agency for Healthcare Research and Quality  

• Assistant Secretary for Preparedness and Response, Hospital Preparedness Program 

• Other departments within the Centers for Disease Control and Prevention  

• Department of Homeland Security 
 
Healthcare 
• American Hospital Associations and State Associations 

• American Medical Association 

• American Nursing Association 

• County Organized Health Systems  

• Hospital Administrators  

• Long-Term Care Facility Administrators 

• Mental Health Care Providers 

• Mobile Medical Responders 

• Provider Settings and Primary Care Physicians 

• University Health Clinics 
 
Public Health 
• Association of State and Territorial Health Officials 

• National Association of City and County Health Officials 
 

Other 
• Community 

• Ethicists–Hospital Ethics and Public Health Ethics 

• Media 

• State Decision Makers and Legislative Groups 

• Volunteer Organizations 
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How do you think the Essential Healthcare Services projects could best be 
communicated and disseminated to these target audiences? 

 
To all the grantees involved in the discussion, it seemed universally accepted that the Internet 
was the best way to disseminate the Essential Healthcare Services Grant tools to the suggested 
target audiences. It was assumed that the CDC Web site would be a good place to locate the 
tools on the Internet, as well as on Web sites of national organizations, educational initiatives, 
and other federal agencies. CDC Clinician Outreach and Communication Activity calls were the 
only non-Internet form of communicating the tools mentioned by grantees. 
 

Associations and Educational Centers 
• Center for Infectious Disease Research and Policy 
• Hospital Associations 

• Professional Societies 
 

Government 
• Clinician Outreach and Communication Activity (COCA) calls and Listserv  

• Assistant Secretary for Preparedness and Response Contacts in each State and Hospital 
Preparedness Program Facilities 

• Institute of Medicine 

• Agency for Healthcare Research and Quality Web site 

• Lessons Learned Information Sharing- llis.gov 
  
Technology 
• CDC Web site 

• Social Marketing Tools 
 

What suggestions would you have for structuring and communicating the 
project products clearly, if they were posted on a CDC Web page? 

 
Grantees emphasized the importance of posting the grant project deliverables on the CDC Web 
site in a well-organized, easily searchable format. Several suggestions were made on how to 
structure the information most effectively. In addition, grantees suggested eliciting feedback 
from themselves and other intended users in focus groups as a means of beta testing the Web 
site before it is released publicly.  
 

Formatting 
• Recommend the following format:  

 Process-> Content -> Challenges -> Successes -> Lessons learned -> Link to Deliverables 
• Headings could include state, tool, target population 
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• Present in defined best practices because otherwise there is too much information  

• Organize by topics or best practices 

• Information could be laid out in a chart with topics going across the top and states going 
down the side. Linkable words would fill in the chart. 

• Could be presented visually on a map 

• Include a narrative to describe each deliverable and then link to it  
 

Searchability 
• Break out deliverables so they are easily searchable 

• Add key words for the ability to search for key pieces of documents 

• Suggest using multiple ways of cataloguing 

• Divide large documents so that they will be easily searchable 

• Something easy to Google 

• Ensure there is the ability to sort by state or topic 
 

Where to locate information on the CDC Web site 
• Paired with other information on preparedness, pandemics, and tools 

• On an all-hazards page  
 

Evaluation 
• We should use focus groups to examine and validate Web page design 

• The grantees would be willing to give input on the design 
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Conclusion 
 
Over the course of the two-day Essential Healthcare Services Grant meeting, grantees from 
nine distinct locations who had been working on separate, yet similar projects came together to 
present their products and lessons learned during the grant period. Aside from the formal 
presentations given by each project group, time was given for grantees to have informal 
networking and question-and-answer sessions. This format allowed a large body of work to be 
shared and discussed over a short time period. By taking part in this meeting, the grantees had 
the opportunity to gain new ideas from others’ projects and receive feedback on their own 
products.  
 
Grantees also had the opportunity to present their products to representatives of federal 
agencies including the Department of Homeland Security, Department of Health and Human 
Services, Department of Transportation, and the Veterans Health Administration. In addition, 
CDC representatives from the National Center for Health Marketing, Division of State and Local 
Readiness, Division of Healthcare Quality Promotion and the Influenza Division were present. 
Representatives acknowledged the tremendous effort that went into developing these 
products and recognized their value. Discussions focused on incorporating many aspects of 
these projects into federal initiatives.  In particular, a CDC workgroup studying the ethical 
considerations facing health departments expressed interest in using the cumulative ethics 
work from the Essential Healthcare Services Grant projects to inform their planning. 
 
In addition to the products listed in this report, most of the project groups were issued no-cost 
extensions to further develop and improve some of their deliverables. By September 30, 2010 
all work on the Essential Healthcare Services Grant will be completed. In between the March 
2010 Essential Healthcare Services Grant meeting and the September 2010 extension deadline, 
the following projects will be completed, as listed below.  

• The Illinois project group will conduct a tabletop exercise. 
• The Indiana project group will improve plans based on feedback from an exercise that 

was conducted as part of their grant. 
• The Michigan project group will exercise plans that were developed as part of the grant. 
• The Oregon project group will refine its Health/Medical Multi-Agency Coordination 

concept. 
Grantees agreed to provide internet links to their materials to allow for sharing with interested 
parties and agreed to allow the links to be placed on a CDC Web site. 
 
The meeting concluded with a Next Steps Activity, which prompted valuable discussions among 
grantees on how best to organize and communicate the many tools, products, and lessons 
learned from their grant projects. The comments from these discussions have been captured in 
detail in this summary report. Based on the feedback, many communities will benefit from the 
Essential Healthcare Services Grant projects. 
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Appendix A: Participant List 
 

Georgia 
 
Michele Mindlin, MUP 
Georgia Hospital Association 
1675 Terrell Mill Road 
Marietta, GA 30067 
770-249-4567 
mmindlin@gha.org  
 
Susan Moore 
Georgia Hospital Association 
1675 Terrell Mill Road 
Marietta, GA 30067 
770-249-4543 
smoore@gha.org  
 
Kelly Nadeau, RN, MN 
Georgia Department of Community Health 
Division of Emergency Preparedness and Response 
40 Pryor Street 
Atlanta, GA 30303 
404-463-8433 
khnadeau@dhr.state.ga.us  
 
Lee P. Oliver III, MPA, FACHE 
Medical Center of Central Georgia 
777 Hemlock Street 
Macon, GA 31201 
478-633-1171 
Oliver.Lee@mccg.org  
 
Karen Waters 
Georgia Hospital Association 
1675 Terrell Mill Road 
Marietta, GA 30067 
770-249-4540 
kwaters@gha.org  
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Illinois 
Ian Brooks, PhD  
University of Illinois  
National Center for Supercomputing Applications  
1205 W. Clark Street 
Urbana, IL 61801 
217-333-6080 
ian@ncsa.uiuc.edu 
 
Candi Crause 
Champaign Urbana Public Health District 
201 W. Kenyon Road 
Champaign, IL 61820 
217-531-5372 
ccrause@c-uphd.org 
 
John Dwyer 
Champaign Urbana Public Health District 
201 W. Kenyon Road 
Champaign, IL 61820 
217-531-2932 
jdwyer@c-uphd.org  
 
Bill Keller 
Champaign County Emergency Management Agency 
1905 E. Main Street 
Urbana, IL 61802 
217-493-3826 
bkeller101@gmail.com 
 
Awais Vaid, MBBS, MPH 
Champaign Urbana Public Health District 
201 W. Kenyon Road 
Champaign, IL 61820 
217-531-5360 
avaid@c-uphd.org 
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Indiana 
Janet Archer, MS, RN  
Indiana State Department of Health 
2 N. Meridian Street 
Indianapolis, IN 46204 
317-234-3915 
jarcher@isdh.IN.gov 
 
Deb Koester, DNP, MSN, WHNP, RN 
HealthcareTAP 
207 S. Jischke Drive, Suite 341 
West Lafayette, IN 47907 
765-412-9511 
dkoester@purdue.edu 
 
Mary Anne Sloan, MBA, BSN 
HealthcareTAP 
207 S. Jischke Drive, Suite 341 
West Lafayette, IN 47907 
765-496-1899 
masloan@purdue.edu 
 
Vicki Stuffle, RN, TNS 
Memorial Hospital Health Care Center 
Emergency Services and House Supervision 
800 West 9th Street 
Jasper, IN 47546 
812-482-0406 
vstuffle@mhhcc.org 
 
Kathy Weber 
Sullivan County Community Hospital 
P.O. Box 10 
Sullivan, IN 47882 
812-268-4311, ext. 2349 
Kathy.Weber@schosp.com 
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Michigan 
Julie Bulson 
Spectrum Health 
100 Michigan Street MC 084 
Grand Rapids, MI 49503 
616-391-2244 
julie.bulson@spectrum-health.org 
 
Tim Bulson 
Spectrum Health 
100 Michigan Street MC 038 
Grand Rapids, MI 49503 
616-486-2025 
timothy.bulson@spectrum-health.org 
 
Mark Hall, MD 
Kent County Health Department 
700 Fuller Avenue NE  
Grand Rapids, MI 49503 
616-632-7279 
Mark.Hall@kentcountymi.gov 
 
Ashley VandeKopple 
Michigan Department of Community Health 
201 Townsend Street 
Lansing, MI 48913 
517-335-8150 
vandekopplea@michigan.gov 
 
Mark Van Dyke 
Spectrum Health 
100 Michigan Street MC 084 
Grand Rapids, MI 49503 
616-486-2075 
Mark.VanDyke@spectrum-health.org 
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Minnesota 
Mary Burfeind, RN, CEN 
Minnesota Department of Health  
P.O. Box 64975  
St. Paul, MN 55164 
651-201-5731 
Mary.Burfeind@state.mn.us 
 
Karen Moser 
Minnesota Department of Health  
P.O. Box 64975  
St. Paul, MN 55164 
218-332-5170 
Karen.Moser@state.mn.us 
 
Dan O’Laughlin, MD 
University of Minnesota Medical School 
P.O. Box 64975  
St. Paul, MN 55164 
612-554-9719 
olaug002@umn.edu 
 
Deb Radi 
Minnesota Department of Health 
P.O. Box 64975  
St. Paul, MN 55164 
651-201-5709 
Deb.Radi@state.mn.us 
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New Hampshire 
Christine Adamski, RN, MSN 
New Hampshire Division of Public Health Services 
Disease Control 
29 Hazen Drive 
Concord, NH 03301 
603-271-4586 
cadamski@dhhs.state.nh.us 
 
Samantha Brann 
Health and Safety Council of Strafford County 
652F Central Avenue 
Dover, NH 03820 
603-335-0168 
sbrann@nschsc.org 
 

Robert Gougelet, MD 
New England Center for Emergency Preparedness 
One Medical Center Drive 
Lebanon, NH 03756 
603-653-1726 
rgougelet@dartmouth.edu 
 
Nathaniel Hupert, MD, MPH 
Weill Medical College, Cornell University 
Department of Public Health 
402 E. 67th Street, LA-219 
New York, NY 10065 
646-823-4108 
646-962-8045 
nah2005@med.cornell.edu 

  
Neil Twitchell 
New Hampshire Division of Public Health Services 
Community Public Health Development Section  
29 Hazen Drive  
Concord, NH 03301 
603-271-5194 
ntwitchell@dhhs.state.nh.us 
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New York City 
Kelly Donohue 
Greater New York Hospital Association  
Regulatory and Professional Affairs  
555 West 57th Street, Suite 1500 
New York, NY 10019 
212-506-5424 
donohue@gnyha.org 
 
Christopher John Godfrey, MA, PhD 
New York City Department of Health and Mental Hygiene  
Healthcare Emergency Preparedness Program  
125 Worth Street, Room 222  
New York, NY 10013 
212-442-9054 
cgodfre1@health.nyc.gov 
 
Elsie Lee, MD, MPH 
New York City Department of Health and Mental Hygiene  
Healthcare Emergency Preparedness Program  
125 Worth Street, Room 222 
New York, NY 10013 
212-442-9054 
elee1@health.nyc.gov 
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Oregon 
Christine Bernsten 
NW Oregon Health Preparedness Organization 
426 SW Stark Street, 8th Floor 
Portland, OR 97204 
503-988-3674, ext. 28751 
christine.g.bernsten@co.multnomah.or.us 
 
Richard Leman 
Oregon Public Health Division 
Office of Disease Prevention and Epidemiology 
800 NE Oregon Street, Suite 772 
Portland, OR 97232 
971-673-1089 
richard.f.leman@state.or.us 
 
Gary Oxman, MD, MPH 
Multnomah, Clackamas and Washington Counties Health Departments 
426 SW Stark Street, 8th Floor 
Portland, OR 97204 
503-988-3674, ext. 22640 
gary.l.oxman@co.multnomah.or.us 
 
Kathryn Richer, MA 
NW Oregon Health Preparedness Organization 
426 SW Stark Street, 8th Floor 
Portland, OR 97204 
503-988-3674, ext. 24223 
kathyrn.a.richer@co.multnomah.or.us 
 
Chris Sorvari 
NW Oregon Health Preparedness Organization 
426 SW Stark Street, 8th Floor 
Portland, OR 97204 
503-988-3674, ext. 29054 
christine.e.sorvari@co.multnomah.or.us 
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Virginia 
Steven D. Gravely, JD, MHA 
Troutman Sanders 
Troutman Sanders Building 
10001 Haxall Point 
Richmond, VA 23219 
804-697-1308 
steve.gravely@troutmansanders.com 
 
Mark Levine, MD, MPH 
Virginia Department of Health 
109 Governor Street, 13th Floor 
Richmond, VA 23219 
804-864-7025 
mark.levine@vdh.vi 
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mailto:mark.levine@vdh.vi�


[39] 
 

National Organizations 
Charlotte Porter, MPH 
Association of State and Territorial Health 

Officials 
2231 Crystal Drive, Suite 450 
Arlington, VA 22202 
571-527-3150 
cporter@astho.org 
  

Jo Ellen Warner, MA 
National Association of County and City 

Health Officials 
1100 17th Street NW, Second Floor 
Washington, DC 20036 
202-507-4253 
jwarner@naccho.org 

 
Federal Agencies 

Aaron Eagan, RN 
Veterans Health Administration  
National Center for Occupational Health 

and Infection Control 
1601 SW Archer Road 
Gainesville, FL 32608 
352-376-1611 
aaron.eagan@va.gov 
 
Cynthia Hansen, PhD 
Health and Human Services 
Assistant Secretary for Preparedness and 

Response 
395 E Street SW, Suite 1075 
Washington, DC 20201 
202-236-0405 
cynthia.hansen@hhs.gov 
 
Anthony Oliver 
US Department of Transportation 
1200 New Jersey Avenue, SE 
Washington, DC 20590 
202-366-8166 
anthony.oliver@dot.gov 

Bill Powers 
Department of Homeland Security 
Office of Health Affairs 
245 Murray Drive Lane 
Washington, DC 20528 
202-254-6153 
billy.powers@dhs.gov 
 
Anita Pullani, MHS 
Health and Human Services 
Assistant Secretary for Preparedness and 

Response 
395 E Street SW, Suite 1075 
Washington, DC 20201 
202-731-8961 
anita.pullani@hhs.gov 
 
Gamunu “Gam” Wijetunge, NREMT-P 
US Department of Transportation, 
National Highway Traffic Safety 

Administration  
Office of Emergency Medical Services 
1200 New Jersey Avenue, SE 
Washington, DC 20590 
202-493-2793 
gamunu.wijetunge@dot.gov 
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mailto:cynthia.hansen@hhs.gov�
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Centers for Disease Control and Prevention 
Dahna Batts, MD 
Medical Officer 
National Center for Health Marketing  
1600 Clifton Road 
Atlanta, GA 30333 
404- 639-2485 
dtb7@cdc.gov 
 
Michael Bell, MD 
Deputy Director 
Division of Healthcare Quality Promotion  
1600 Clifton Road 
Atlanta, GA 30333 
404-639-6490 
mbell@cdc.gov 
 
Eric Kasowski, DVM, MD, MPH 
Chief Preparedness Officer 
Influenza Division 
1600 Clifton Road 
Atlanta, GA 30333 
404-574-9290 
isg2@cdc.gov 
 
Christine Kosmos, BSN, MS 
Director 
Division of State and Local Readiness  
1600 Clifton Road 
Atlanta, GA 30333 
404-639-7321 
aut0@cdc.gov 
 
Terrance Jones 
Public Health Advisor 
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Appendix B: Agenda 

 

Meeting 
purpose 

The purpose of this meeting is to bring together grantees to present the 
tools they have developed and lessons they have learned during their 
projects. The conference will allow grantees to share resources and ideas 
with one another in order to further pandemic influenza preparedness 
efforts as they relate to essential healthcare services.  

 

Timeline 
Tuesday, March 9  Wednesday, March 10 

7:30 – 8:30 Registration &  
Breakfast  

 7:30 – 8:30 Breakfast 

8:30 – 9:15 Welcome &  
Introductions 

 8:30 – 9:15 New York City 
Presentation 

9:15 – 10:00 Indiana 
Presentation 

 9:15 – 10:00 Michigan 
Presentation 

10:00 – 10:15 Break 
 

 10:00 – 10:15 Break 

10:15 – 11:00 Oregon 
Presentation 

 10:15 – 11:00 Minnesota 
Presentation 

11:00 – 11:45 Georgia 
Presentation 

 11:00 – 11:45 Illinois 
Presentation 

11:45 – 1:15 Lunch & Speaker 
Deborah Levy,  
CDC-DHQP 

 11:45 – 1:15 Lunch & Speaker 
Christine Kosmos, 
CDC-OPHPR-DSLR 

1:15 – 2:00 New Hampshire 
Presentation 

 1:15 – 2:00 Hands-on review of 
deliverables 

2:00 – 2:45 Virginia 
Presentation 

 2:00 – 2:15 Break 

2:45 – 3:00 Break  2:15 – 3:00 Next Steps Discussion 
3:00 – 4:15 Hands-on review of 

deliverables 
 3:00 – 3:30 Evaluation & Adjourn 
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