
 
 
Clinic Emergency Preparedness Task Force Meeting Agenda 

Thursday, June 25 
California Hospital Association, 1215 K Street, Suite 800 

     10:00am – 3:30pm  
     

ORDER OF BUSINESS 
 

RELEVANT ATTACHMENTS LEAD TIME 

Welcome and Introductions  
 Review of April 9 meeting 

April 9 Meeting Summary Joan Watson-Patko, 
CCALAC 

10:00-
10:15am 

CCHC Response to the H1 N1 Influenza 
Virus Outbreak Part 1 
 Lessons learned  

 Joan Watson- Patko, 
CCALAC 

10:15am – 
12:00pm 

Lunch   12:00pm- 
12:30pm 

New York City Primary Care Clinics 
Emergency Management Work and 
Response  to H1N1 Influenza Virus 

PCDC PowerPoint Presentation Brian Silva, Primary 
Care Development 

Corporation 

12:30pm- 
1:00pm 

CCHC Response to the H1N1 Influenza 
Virus Outbreak Part 2 
 Planning considerations for the fall 

 Joan Watson- Patko, 
CCALAC 

1:00pm- 
1:45pm   

CCC Emergency Management Work and 
H1N1 Virus Action After Reports  

CCC PowerPoint Presentation 
 

Joe Rocha, CCC 1:45pm-
2:15pm 

Break   2:15pm – 
2:30pm 

CPCA Training/Resource Projects Update 
 ICS/NIMS LMS Modules 
 Pandemic Influenza Toolkit 
 Redundant Communications 
 GIS Mapping Project 

 Darcel Harris, CPCA 2:15pm-
3:00pm 

FY 09-10 Hospital Preparedness Program 
Discussion 

CPCA’s FY 09-10 Hospital 
Preparedness Program Proposal 

Nora O’Brien 3:00pm-
3:15pm 

Wrap up and Adjourn 
 

 Joan Watson-Patko, 
CCALAC 

3:15pm-
3:30pm 

 
Please Save These Important 2009 CEPTF Meeting Dates   

Thursday, August 20 Videoconference and regional planning discussions- VC locations TBD 
Thursday, October 15- Sacramento, CPCA 

Wednesday, December 2 and Thursday, December 3 Retreat- San Diego 
 



CPCA H1N1 Virus Outbreak Response Stories 

La Clinica de La Raza 

Did you see a surge a patients related to the H1N1 influenza virus? If so, how was 
your CCHC impacted? 

 At some sites yes and others no.  We provided “just in time” fit testing for all 
necessary clinic staff (approximately 320) during the first 1.5 weeks.  This 
alleviated staff anxiety around potential exposure. 

 Our biggest site in Alameda County did get a surge the first 2 weeks - 
immunization clinic was turned into a flu clinic – patients were promptly 
evaluated and given surgical masks.    Triage calls high volume. 

 Our second biggest in Alameda County had their security guard screening patients 
to assist in identification of ‘highest risk’ patients.    

 Pittsburg Medical experienced high volume of calls and patient walk-ins 
surrounding the time period that a school in their community was closed. 

 Our two medical clinics in Vallejo experienced high walk in and call volume the 
first week. 

Did you get antiviral medication and PPE from your county? 

 Yes, we submitted a request in Alameda County 4/29/09 and asked if we could 
have it handled since we are in 3 Counties. AC processed it and provided 528 
treatment courses for use in our 3 Counties on 5/1/09.  For this request we did 
provide the necessary background information on our vendors, etc.  All unopened 
boxes were returned 5/21 (upon request and pickup from AC) so that they could 
centrally distribute as needed. 

 We also submitted for PPE (N95 masks) and were told that we needed to use our 
stock before we could request from the SNS.   We were able to order from our 
vendors and didn’t need to resubmit this request. 

Was your county health department cooperative and helpful in coordinating the 
H1N1 outbreak response? If so, how so? If not, what was your biggest barrier in 
accessing the needed resources? 

Please see attached AAR/ IP that we submitted to our three Counties. In general, Solano 
and Contra Costa were proactive in their communications with our sites in their 
jurisdictions and Alameda County was less available and required us to search for needed 
information. 

What was your CCHCs biggest lesson learned from the experience?  

This was a great ‘test run’ of our EP plans.  Since May 2008 we have taken our 
completed EOP and been actively training, drilling and planning agency wide and at each 
clinic site. The placement of this work within the Training Department recognized that 



EP work is at least 80% training related.  We put our EOP into ‘real world’ experiences 
so that staff and management become familiar with not only what it says but how to 
implement it.   We have provided introductory ICS training to our ‘mini’ ICS teams and 
run multiple drills to practice different types of activation.  A big focus has been on 
communication, both internally within a site as well as with our administrative EOC and 
with external partners.  Being an agency with large regional/ geographic span is 
challenging when it comes to planning because we are coordinating with three different 
counties, multiple communities and the variant of communication methods’ functionality 
in a disaster setting.    A large part of our success so far in engaging our staff and 
sustaining their energy and interest is the dedication of our senior leadership – they have 
allocated staff time as well as actively participated in training and drills.   

One of the areas that most stood out to us in our response to H1N1 is the response of our 
Administrative EOC.  We have spent considerable time developing this group of staff and 
preparing to communicate, coordinate and make decisions with/for our clinics.  In this 
incident we were able to respond with a slow rollout of only the ICS roles/ functions that 
were needed. The EOC’s decision to activate the first Friday evening meant that we were 
able to provide ‘just in time’ N95 respirator fit testing to all clinic staff starting that first 
Saturday and resulted in approximately 320 staff being fit in a short period of time.  This 
provided psychological relief to our frontline staff around potential exposure.  The 
Administrative EOC was effectively able to coordinate the effort internally and externally 
through receiving, analyzing and distributing ongoing communication.  The role of the 
Medical Group Supervisor was critical in this effort, his participation in drills and 
training prior to the event meant that he could jump into the role – his ability to 
synthesize, analyze and make clinical protocol decisions on the spot was what made him 
so valuable to our team.   The decision to maintain the function of the EP coordinator/ 
Training Manager throughout the activation meant that someone was able to constantly 
monitor and provide ‘just in time’ training and feedback to everyone involved.   Finally, 
our IC’s constant scan of our environment meant that within the first couple weeks we 
ran two surge drills with our EOC to prepare our communications team to respond in the 
likely scenario that they were needed.     

The response to H1N1 put all of our work to the test and has increased awareness and the 
desire to practice and develop our plans even more!   We are looking forward to working 
with our three Counties in their planning processes to enhance our response effort for 
future pandemics/ disasters.  
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• Participants will understand the goals and mission of 
Primary Care Development Corporation and its 
programs with a focus on those concerning 
emergency preparedness

• Participants will understand how PCDC and Primary 
Care Centers in New York City have prepared for 
and responded to the H1N1 health emergency

Performance Improvement
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OBJECTIVES

“WHAT IS PCDC?”

Primary Care 
Development 
Corporation:

Excellent Healthcare in 
Every Neighborhood

Performance Improvement
Emergency Preparedness

3Photo credit: http://www.integratedprimarycare.com/



3/17/2010

2

WHAT IS PCDC?
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• Public – Private Partnership formed in 1993 
• Mission:  Strengthen primary care in underserved communities
• Methods:

– Capital financing program
– Performance Improvement programs

• Health Information Technology (HIT), Emergency 
Preparedness (EP), Operational Improvement and Policy 
Leadership

• Successes:
– Provided over $240 million in financing to 77 primary care sites 

throughout New York state
– Conducted operational and clinical improvement projects for over 

300 health care sites from over 100 organizations nationally
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From Dana Meranus and Bindy Crouch, Healthcare Emergency Preparedness Program, NYC Department of Health and Mental Hygiene

THE PCDC APPROACH
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* Coaching

* Project Management

* Managing team dynamics * Sustainability

* Leadership engagement

* Measurement / tracking

* Defined outcomes / results

* Training / education

* Build organizational capacity
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THE PCDC APPROACH
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• Programs are designed to meet a client’s specific need

• Team-based approach is shared in most programs

• Programs are outcomes focused

• Skills such as project management and team building 
are applicable across most programs, but staff also 
develop content specialization areas 

PCDC EP COMPETENCIES
• Build Capacity through the establishment of EP Planning Committees and 

the creation of of Emergency Operation Plans

• Incident Management System (NIMS / ICS)

• Staff training program; Drill program

• External linkages—hospital, local police precinct, fire dept., health dept., 
etc.

• Staff personal preparedness program

• Disease surveillance, reporting and management

Performance Improvement
Emergency Preparedness
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PCDC EP PROGRAMS
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Partner with NYC DOHMH & CHCANYS to offer EP Programs

• Basic Program

– Assist PCCs and Adult Care Facilities (ACFs) to create or 
enhance an Emergency Operations Plan, form an EP 
Committee, and begin basic training and drills

• Advanced Program

– Assist PCCs in the creation of a comprehensive EP Staff 
Training and Drills program including design, delivery & 
execution

– Work with PCCs, community based organizations, 
government agencies and others to begin integrating their 
communities into a culture of emergency preparedness 
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CASE STUDY: “READY ROCKAWAY”
• Local Primary Care Center participated in PCDC emergency 

preparedness basic and advanced program

• Inspired PCC to work with the community to prepare a high 
risk area of NYC for disaster

• Hosted community integration meetings to highlight goals and 
action plan.  Worked with local authorities to secure funding

• Currently hosting first projects over the summer (Go Bags, 
electronic records, community EP newspaper)

Performance Improvement
Emergency Preparedness

10Photo credit:

“H1N1 & PRIMARY 
CARE”

H1N1 & Primary Care: 

A New York City 
Perspective
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CASE STUDY: H1N1 HEALTH EMERGENCY
• Over 70 sites have participated in PCDC EP programs 

to prepare for disasters such as a pandemic

• NYC DOHMH hosted regular conference calls with 
PCCs providing H1N1 information

• Utilized policies developed during the PCDC EP 
program to prevent the spread of infectious disease, 
manage the incident and collect syndromic 
surveillance data

Performance Improvement
Emergency Preparedness
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CASE STUDY: H1N1 HEALTH EMERGENCY
• Managed online survey to collect daily PCC 

patient information & to report to NYC DOHMH

• PCDC contributed to regular H1N1 situation 
reports for NYC DOHMH

• Raised public awareness of the importance of 
PCCs via government testimony and media 
outreach

Performance Improvement
Emergency Preparedness
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CASE STUDY: H1N1 HEALTH EMERGENCY
• PCDC facilitated a survey of PCCs on their stock 

and ability to obtain PPEs and prophylaxis 

• PCCs utilized the relationships with city 
agencies they established as part of the PCDC 
EP program to distribute timely, accurate and 
culturally competent H1N1 information

• Convened a H1N1 information panel for sites

Performance Improvement
Emergency Preparedness
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CASE STUDY: H1N1 HEALTH EMERGENCY
• Provided PCCs with information on the portions 

of their EOPs that they would want to consider 
activating including
- Incident Command System (ICS)
- Disease Reporting
- Infection Control
- Triage
- Personal Protective Equipment Inventory / Supply
- Risk Communication
- Staff Mobilization

Performance Improvement
Emergency Preparedness
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CASE STUDY: H1N1 HEALTH EMERGENCY
• Assisted NYC DOHMH and Greater New York Hospital 

Association Task Force on public messaging around 
pandemic flu; especially on how to craft messages and 
bringing community members to the table

• Working with NYC DOHMH and CHCANYS to acquire a 
seat at the NYC OEM Emergency Operations Center for 
primary care

• Other general support to sites

Performance Improvement
Emergency Preparedness
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“The Final Act?”

Primary Care, 
Emergency 
Management and 
After Action Reports
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AFTER ACTION REPORTS
• AARs are designed to gather information about an 

exercise or event, document what went well and what 
needs to be improved on, and create a plan to address 
shortcomings in preparedness, planning and response

• Steps in an AAR:
- Hot wash & Participant feedback
- Draft After Action Report & Improvement Plan (AAR / IP)
- Final AAR / IP
- Follow up, adjust, complete

Performance Improvement
Emergency Preparedness
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Questions?

Performance Improvement
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Thank You!

Brian Silva, MPA, EMT
Primary Care Development Corporation

New York City, NY USA
(212) 437 - 3937

bsilva@pcdcny.org

Performance Improvement
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Training Focus  

• WebEOC 
• CAHAN 
• Quarterly NIMS Lab  
• Fit Testing Train-the-Trainer  
• Pandemic Influenza Surge 
• Set up & operation of ICS 
• Responder Roles / Responsibilities 



H1N1 Influenza Overview 
“ Requires Improvement”

• Use of the WebEOC  
• Supply Discipline 
• Staffing  
• Testing turn around and tracking 



Next Steps 

• Activate Healthy Start Program 
• Fit Test training 
• Develop MRC plan with County 
• Identify Gaps, Improve surge plans 

train / develop rapid planning tools 
• WebEOC (1 user per clinic site) 
• Amateur Radio  ( 1 per clinic organization)



DMS Statement of Participation 

13/62/10 
• Documents partnership with County 
• Meets State/Federal HPP requirements 
• Demonstrates Integration with County ICS 
• Establishes Documentation for FEMA 
• Provides Tool for DMS Participation 



Clinic & MMA Assessment Tool  

• Contact Information 
• EOP Evaluation 
• Staff Training 
• Identified Responders 
• Relationships 
• Staffing   
• Communications 

• Emergency supplies 
• Disaster Response 

History 
• Current Capability  
• Areas requiring 

Improvement 
• Medical Services 

Provided 



Questions?  

Joe Rocha
Emergency Preparedness Coordinator 
Council of Community Clinics  
7535 Metropolitan Drive 
San Diego, CA 92108 
619-542-4345; Fax 619-542-4350 
Jrocha@ccc-sd.org

mailto:Jrocha@ccc-sd.org

