FEMA

13th ANNUAL EMERGENCY MANAGEMENT 
HIGHER EDUCATION CONFERENCE
“REACHING HIGHER”

JUNE 7-10, 2010
CANADA/U.S. CROSS BORDER EMERGENCY MANAGEMENT:
CHALLENGES, EXPERIENCES, AND SOLUTIONS
 (1st Round of Afternoon Breakout Sessions for Thursday, June 10, 2010)
Moderator
Tom Osowski. Ph.D., M.S.W.
Tom.osowski@usm.edu
Assistant Professor

The University of Southern Mississippi
Panel

André La Prairie
andre.laprairie@hhs.gov
    andre_la_prairie@phac-aspc.gc.ca
Health Emergency Liaison Officer (Canada)

Office of the Assistant Secretary for Preparedness and Response 

Department of Health and Human Services

Jennifer Ray, J.D., M.P.H.

jennifer.ray@hhs.gov
Senior Attorney
Office of the General Counsel

Department of Health and Human Services

Rick Buell

rick.buel@hhs.gov
Regional Emergency Coordinator (Region X)

Office of the Assistant Secretary for Preparedness & Response

Department of Health and Human Services

Ted Kennedy

ted.kennedy@hhs.gov
Special Events Lead Response Operations

Office of the Assistant Secretary for Preparedness & Response

Department of Health and Human Services

CANADA/U.S. CROSS BORDER EMERGENCY MANAGEMENT:

CHALLENGES, EXPERIENCES, AND SOLUTIONS

Prepared by:  

Eduardo F. Fuentecilla, MD, MS
effuentecilla@msn.com
Chapter President; Epsilon Pi Phi Honor Society
Philadelphia University
Public Health Information Sharing Along the Canada-U.S. Border: Opportunities for Improvement
The threat of transporting diseases and virulent pathogens across countries and continent was significant medical and public health concern during the 2010 Olympics. Such threat was seen with the recent SARS outbreak in Canada crossing the US border, and the potential spread of TB resistant strain to Europe from the US. To prevent similar threat, the planning committee considered sharing public health information along the Canada-US border during the Vancouver Olympic Games. Sharing public health information among various agencies at all time is important to prevent or mitigate potential disease outbreak especially during special events involving large international audience. 

It is the responsibility of the primary health care provider to report contagious diseases of epidemiological importance to the local public health agency; and the local public health administrator to share the information with municipal, provincial or state, and Federal Health Ministry, who in turn advices the International Health Organizations of possible disease outbreak. Informing the general public and the media of potential disease outbreak will prevent public panic and maximize healthcare access by susceptible and vulnerable population.

The following Public Health strategies to mitigate potential outbreak during the recent Olympic events included: 1. Public health information sharing 2. Quarantine of suspect infectious disease carrier through enforcement of travel advisory and the regulation of domestic products & trade that crosses the US-Canadian borders and 3. Implementation of the Early Warning Infectious Disease Surveillance (EWIDS) Project. EWIDS is an agreement between Canada-US border States to assist the regional health agencies in identifying and controlling infectious disease outbreaks by funding for the improvement of laboratory conditions and surveillance capabilities of each border state, improved cross-border sharing of information, and the maintenance of database storage capabilities of results from all regional sentinel and clinical laboratories. 

EWIDS is implemented through border initiatives between the Great Lakes (Indiana, Michigan, Minnesota, New York, Ohio, Pennsylvania, Wisconsin and Ontario), Eastern Border (Nova Scotia, New Brunswick, Maine, New Hampshire, New York, Quebec, and Vermont) and the Pacific (Alaska, Yukon, British Columbia, Alberta, Washington, Oregon, Idaho, and Montana). Border initiatives facilitated networking and facilitation for planning and response among participating states to include table top exercises; collaboration and sharing ESF-8 (Emergency Support Function) & Public Health & Medical Resources and in identifying any potential communication breakdown during a medical emergency.

The following were the findings on the study of public health information sharing during the Olympics: 1. There is improved Federal participation in border initiatives which is not unique to US/Canada border. 2. That a formal arrangements between participating border states are necessary to address issues on medical emergencies and to ensure that legal authority of shared public health information are acknowledged. 3. That formal agreements and funding to support cross-border initiatives is necessary. 4. That border group members acknowledged strategies to address the legal and other barriers of sharing public health and confidential health information among member states; and 5. For successful implementation of this program, it is necessary to bring in non participating provinces and states to work together towards a harmonized policies and agreements, and to recognize the roles and relationships of all levels of government regarding public health information sharing.
Legal Issues in Sharing Information Across Borders 
Historically, the legal aspect of public health in the US was delegated to each State under the constitution wherein each States being independent, sovereign government shall retain all powers not expressly delegated to the U.S. under the 10th Amendment. Each state has “police power” on public health issues and has the inherent authority to enact laws and regulations to promote health, safety, and welfare of citizens. Likewise, the Federal government has limited powers as enumerated in the Constitution to include but not limited to the following: 1. Regulate interstate and foreign commerce 2. Collect taxes and spend revenue and 3. National Defense. Under the Supremacy Clause, any conflict between Federal and State law, the Federal law shall prevail over the State law.
During an emergency, the Federal government under the National Response Framework (NRF) has the responsibility to respond to local emergency in a community with the local government responding initially to the emergency with the State government supplementing and facilitating local efforts before, during, and after incidents. When the incident exceeds or is anticipated to exceed local or State resources or when incident is managed by Federal departments or agencies acting under their authorities, the Federal government shall use the NRF to involve all necessary agencies and capabilities, organize the Federal response, and ensure coordination with response partners.
A multijurisdictional coordination of response is required during medical emergency of public health proportion. This involves sharing of medical and public health data among various jurisdictions which may involve release of identifiable personal health information and or a population health based data. During the past Olympics, there were various mutual aid agreements or initiatives between U.S. and Canada and between certain U.S. states and Canadian provinces addressing medical emergency. These involved the Great Lakes Border Health Initiative (GLBHI), International Emergency Management Assistance Compact (IEMAC), Pacific Northwest Emergency Management Arrangement (PNEMA) and the North American Leaders Summit (formerly Security and Prosperity Partnership of North America) which facilitated sharing of healthcare resources during a medical/public health emergency as component of EWIDS and border initiatives projects.
Various legal issues with sharing medical/public health data were addressed prior the Olympics namely: 1. That U.S. Constitution prohibits a state from entering into any agreement or compact with a foreign power without the consent of Congress. Prior the Olympics, the State Department authorized the agreements between States and Canadian provinces that contained a nonbinding language, and any binding cross-border compact required Congressional approval. 2. GLBHI data sharing agreement was not intended to create binding international law and that the Agreement was subject to the laws of the USA, Canada, and the several signatories. 3. Identified the authority of entity sharing the data. 4. That the Federal and/or State laws may prohibit or affect the entity’s ability to share the data such as the Privacy Act, HIPAA, and State privacy/confidentiality laws; and 5. That there are Federal and/or State laws that affect the receiving entity’s ability to keep the data confidential such as the Freedom of Information Act (FOIA) and the State FOIA or open government laws.
Issues on international health regulations with sharing public health data were also addressed to include the following:  1. Recognized that the international health regulations are international legal instrument giving rise to obligations among member countries. 2. That U.S. participates in WHO pursuant to Joint Resolution of Congress authorizing the President to accept membership (22 USC § 290) with the purpose of maximizing the protection of people against the international spread of diseases, while minimizing interference with world travel and trade. 3. That the obligation to assess and notify WHO of a Public Health Emergency of International Concern (PHEIC) defined as event that poses a public-health risk through the international spread of disease may require a coordinated response (Article 6, Annex 2). 4. That a list of diseases leading to immediate notification shall include smallpox, SARS, wild polio viruses, new subtype human influenza; and 5. That a list of diseases leading to use of algorithm of a. Serious impact b. Unusual or unexpected and c. Risk of international spread shall be recognized e.g. cholera, pneumonic plague, yellow fever.

Various local, national and international legal considerations regarding medical and public health information sharing among participating Provinces and States were addressed with the MOU between Canada-US during the Olympics.
2010 Olympic Winter Games Vancouver, British Columbia 
Preparations for the 2010 Winter Olympic Games involved collaboration between Canada and USA for medical response to potential health and medical emergency during the Olympic Games. These involved challenges and assumptions by both countries to anticipate and prepare for the needs of local and international visitors to Vancouver and adjacent communities.

The challenges encountered by Canadian planning team included the following: 1. Acknowledging that the global media lens will be focused on 2010 Games, 2. That the Olympic Games are not a single site/venue event but rather the Olympic Games are the ultimate “three-ring circus”, and 3. The International Olympic Committee (IOC) prescribes standards for health and medical services during the event. 

The challenges and assumptions encountered by the US counterpart included the following: 1. There are no credible threats to public health and safety to date. 2. Sensitivity to British Columbia’s ability to manage response. 3. There are no requests for federal ESF 8 assistance from Canada or Washington. 4. That the emergency planning and response be focused to support Washington State. 5. There is no funding available for National Special Security Event or Special Event Assessment Rating. 6. A significant numbers of casualties following a terrorist act in Canada may necessitate patient movement from Canada to Washington State or other locations in the US. 7. There is potential H1N1 3rd wave in February. 8. The Health & Human Services (HHS) HQ coordination of Haitian Earthquake response is underway. 9. There is potential long patient transport time to point of medical service. 10. That the US Customs Border Patrol plans for border screening be defined. 11. Respect Canada’s request to manage health, medical and security during the Games. 12. Align our planning with operational posture with Washington State Operations Centers, including HHS and FEMA Regional Resource Coordination Center. 13. Recognize Washington’s existing scalable health and medical system. 14. Recognize the existing mutual aid agreements for Local & Regional Patient Care Procedures, and Emergency Management Assistance Compact including the Pacific NW Emergency Management Agreement, and 15. Recognize Joint Planning by Canada Command (COMM) and Department of Defense (DoD) with the BC Prime Minister requesting DoD assistance through Canada COMM, and DoD to be pre-staged in Western Washington.
Medical resources available for the Winter Olympic include a 5% surge capacity from local and regional hospitals in Whatcom Co. and Region 1 Health District 4. To supplement these medical resources, HHS deployed an Advanced Incident Response Coordination Team with one HHS liaison position at the Vancouver Joint Operations Center (JOC), and activated the Emergency Response Teams & Medical Caches with 14 Disaster Medical Assistance (DMAT) teams on-call during the 2010 Winter Olympics; Two (2) DMATs (WA-1 and OR-1) identified as the first to be deployed with additional resources on-call including (1) Public Health Service Rapid Deployment Force (RDF), (1) Applied Public Health Team (APHT), (1) Mental Health Team (MHT) and a series of subject matter experts; Equipment caches designated and staged at regional locations in Oregon and California; and  HHS and local officials identified for Federal Medical Stations (FMS) in Bellingham, WA.   
Lessons Learned from this exercise include the following: 1. Relationships established ahead of the event are critical. 2. Table Top Exercises provided a continuous quality improvement. 3. Regular cross jurisdictional conference calls were critical to maintaining situational awareness. 4. Daily BC Health and Medical updates including the ambulance call volume, hospital ED visits, border crossing numbers, etc. are most helpful. 5. A “Unified Medical Concept of Operations” helped define roles, responsibilities, and response protocol. 6. More work is needed for an efficient movement of Federal resources across Canadian border including the Northern American Alliances; and 7. Involving experienced HHS HQ NCR event planners are critical to successful planning.
Health and Medical Aspects of Emergency Management Update
An event that does not involve human casualty is seldom considered a disaster; on the contrary, whenever picture of human suffering is presented, the call for urgent humanitarian assistance is always met with outpouring response. Health and medical care are the key elements in disaster response and ESF 8 has more ‘impact’ than any other ESFs during the disaster response.

The status of healthcare infrastructure in America is bordering to an abysmal level wherein there is only a narrow margin for hospital surge capacity. The Emergency Care Coordination Center (ECCC) reported that the US Emergency Rooms (ER) are also in crisis (Institute of Medicine Report) as seen by a significant reduction in the number of ER facilities throughout the nation; in contrast, there was significant increase in the number of ER visits resulting to serious over-crowding in the ER on a daily basis and ‘Boarding” of patients for 12-48 hours prior admission. Furthermore, there were almost half million Ambulance diversions annually to less specialized hospitals. On the economic side, Hospitals are businesses that need to make profit to keep afloat and the ER drains significant resources that it is considered not ‘good business’ sense to maintain and keep the ER services.  The minimal hospital surge capacity are the consequence of restrictive cost involved in maintaining an empty bed, occupancy rate of licensed beds versus patient census, keeping the Operating Rooms on Full scheduled, and that the health care providers may be potential victims during a disaster event.
Various declarations and regulations must also be acknowledged regarding healthcare and disaster namely: 1. Healthcare is the most regulated industry in the country and these regulations may not be appropriate during disaster conditions. 2. State disaster and emergency declarations are different from each State and follows a ‘Menu’ of options. 3. Federal disaster and emergency declarations are contingent on Stafford Act and Funding. 4. Public Health Emergency Declarations are contingent with the 1135 Waivers in Conjunction with Federal Declarations, Health Insurance Portability and Accountability Act (HIPAA) waivers, and Emergency Use Authorization (EUAs) of unapproved medical devices, pharmaceutical and medical procedures supplementing the standard of medical care during disaster. It is important to recognize that medical response operation may pose challenges to healthcare industry resulting to minimal surge capacity.
To protect the healthcare infrastructure during an emergency, it is important to advocate access to public health, health promotion and preventive medicine to reduce the number of access to hospitals and Emergency Rooms thus increasing the medical surge capacity; and also advocate access to alternative care sites and capabilities such as the specialized outpatient clinics during medical disaster to decentralize conventional access to hospitals during medical emergency. A healthy population builds Resiliency through Public Health programs resulting to increased capability to withstand and recover from disasters, and to develop resilient communities with resilient healthcare systems.
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