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ABSTRACT
Background: Coordination and communication among community partners—including health depart-

ments, emergency management agencies, and hospitals—are essential for effective pandemic influ-
enza planning and response. As the nation’s largest integrated health care system, the US Department
of Veterans Affairs (VA) could be a key component of community planning.

Purpose: To identify issues relevant to VA–community pandemic influenza preparedness.
Methods: As part of a VA–community planning process, we developed and pilot-tested a series of

tabletop exercises for use throughout the VA system. These included exercises for facilities, regions
(Veterans Integrated Service Networks), and the VA Central Office. In each, VA and community
participants, including representatives from local health care facilities and public health agencies, were
presented with a 3-step scenario about an unfolding pandemic and were required to discuss issues
and make decisions about how the situation would be handled. We report the lessons learned from
these pilot tests.

Results: Existing communication and coordination for pandemic influenza between VA health care
system representatives and local and regional emergency planners are limited. Areas identified that
would benefit from better collaborative planning include response coordination, resource sharing,
uneven resource distribution, surge capacity, standards of care, workforce policies, and communica-
tion with the public.

Conclusions: The VA health system and communities throughout the United States have limited
understanding of one another’s plans and needs in the event of a pandemic. Proactive joint VA–
community planning and coordination—including exercises, followed by deliberate actions to address
the issues that arise—will likely improve pandemic influenza preparedness and will be mutually
beneficial. Most of the issues identified are not unique to VA, but are applicable to all integrated care
systems. (Disaster Med Public Health Preparedness. 2008;2:251–257)
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Since 2003, the growing number of human cases
of H5N1 influenza have contributed to con-
cerns that a new influenza pandemic could

emerge.1 Experts estimate that a pandemic could kill
as many as 2 million Americans and 62 million peo-
ple worldwide.2 Countries around the world have
been developing pandemic influenza plans to ensure
effective and coordinated responses both within and
across their national borders.

The US government has directed all federal agencies
to develop detailed operational pandemic influenza
plans.3 In addition, Congress has provided the Cen-
ters for Disease Control and Prevention with upward
of $600 million to support state and local pandemic
preparedness activities.4 These grants emphasize the
need for enhanced communication and coordination
among all community partners involved, including

health departments, emergency management agen-
cies, and hospitals.

VA operates the largest integrated health care system
in the United States, touching nearly every commu-
nity in the nation. In fiscal 2006 approximately 8
million of the nation’s 25 million armed forces vet-
erans were enrolled for VA health care; nearly 6
million received care from VA. VA is also the largest
single health system employer of health workers in
the nation, with nearly 200,000 employees in heath
care–related jobs. The Veterans Health Administra-
tion’s (VHA) responsibility during a pandemic is to
perform its mission-essential functions, which include
serving veterans enrolled in its health care system and
providing backup care to the Department of Defense.
VA also is one of the primary federal agencies that
supports the Department of Health and Human Ser-
vices’ coordination of the National Response Frame-
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work’s Emergency Support Function no. 8, as well as a prin-
cipal support for the National Disaster Medical System, the
mechanisms used to provide coordinated federal medical and
public health assistance in a national emergency. Where
resources are available, VA facilities have flexibility to pro-
vide humanitarian care to nonveterans. Examples of such
humanitarian assistance include VA’s responses to Hurricane
Katrina and to the shootings at Virginia Tech in April 2007.

VA’s National Pandemic Influenza Plan aims to strengthen
pandemic preparedness at all levels of its health care system,
including by improving its coordination with community
partners that encompass public health and emergency re-
sponse agencies as well as other hospital and nonhospital
health care providers and suppliers.5

VA has both operational experience and resources of poten-
tial significance to community pandemic planning, including
equipment and supplies, staff, and a nationwide system for
health care emergency management coordination and
communications. As such, VA can be an important part-
ner in state and local planning and preparedness. Con-
versely, VA functions within the communities in which
its facilities are located and therefore depends on state and
local public health and health care infrastructures
throughout the country.

As part of its pandemic planning process, VA has required
local VA health care facilities and regional networks to
develop pandemic influenza plans and to test their feasibility
by conducting tabletop exercises that include community
partners. Tabletop exercises are discussion based and are well
suited to teaching and identifying issues that need further
resolution. To standardize this process, we developed a series
of pandemic influenza tabletop exercises to be used through-
out VA. Here, we report on issues that surfaced relevant to
VA–community planning during the initial pilot tests of
these exercises at the local and regional levels.

METHODS
Setting
VA consists of 3 administrations: the Veterans Benefits Ad-
ministration, the National Cemetery Association, and
VHA6; the latter has responsibility for pandemic influenza
planning and response. VA consists of 3 administrations: the
Veterans Benefits Administration, the National Cemetery
Association, and VHA6; the latter has responsibility for pan-
demic influenza planning and response. The VHA is orga-
nized on 3 levels: local VA health care facilities, including
156 tertiary care hospitals, 136 nursing facilities, 73 home
care programs, 43 domiciliary programs, more than 875 com-
munity-based outpatient clinics, and 207 counseling centers;
21 regional networks known as Veterans Integrated Service
Networks (VISNs); and the national VA Central Office
(VACO). From a planning perspective, it is important to
note that VA’s 21 VISNs, the 10 Federal Emergency Man-
agement Agency regions, and the 53 states and territories

that comprise the Centers for Disease Control and Preven-
tion’s grantees for pandemic planning do not easily align.
VISNs often include facilities located in multiple states and,
in most, VA is rarely involved officially with state, local, or
Federal Emergency Management Agency planning entities.
Although VA decision making is often encouraged at the
most decentralized level feasible, VA health care facilities
ultimately report through their VISNs to VACO.

Goals and Design
The goals of the exercises were to enhance VA’s planning
and preparedness for pandemic influenza by operationalizing
internal VA procedures and processes within and across each
VHA level, and to examine external communication and
coordination between VA and state and local partners.
Working closely with stakeholders throughout VA, we de-
signed the exercises based on a previously developed ap-
proach.7,8 We developed separate exercises to examine sa-
lient issues at each organizational level within the VHA:
local facilities, VISNs, and VACO. First, by reviewing VA’s
National Pandemic Influenza Plan, stakeholders identified
candidate preparedness topics for inclusion in the exercises.
Decisions about which topics were included in the final
exercises were made based on whether the topic was consid-
ered a high priority by relevant stakeholders, represented a
high-impact aspect of preparedness likely to concern most or
all of the facilities or VISNs, involved decision making at
more than 1 organizational level, and/or involved decisions
that needed to be made with, or had implications for, the
surrounding community health care and public health sys-
tems. Final preparedness areas are shown in Table 1.

Participants
Two facilities and 3 VISNs, located in communities with
varying levels of public health system preparedness and of
VA-community integration, were invited to participate in 5
separate pilot tests of the exercises; all agreed. A sixth exer-
cise was focused on VACO and concentrated on decision
making at the VISN–VACO interface. Facility and VISN
directors were provided with a list of suggested participant
types. In addition to VA staff, these types included local and
state health department and emergency response representa-
tives, and representatives from 1 or more local non-VA
medical centers. Consistent with Dausey et al,7 we aimed for
an exercise with 18 to 22 participants and permitted up to 20
observers for each. Note-takers captured exercise proceedings
in detail.

Exercise Structure
In each exercise, we presented participants with a 3-step
scenario set at a time in the near future. The scenario
unfolded during the course of the day, beginning with person-
to-person transmission of the virus either outside the United
States (for the facility exercises) or outside the region (for the
VISN exercises), and escalating to a full-blown pandemic in
the region of the facility or VISN. Each of the 3 steps in the
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scenario was followed by a discussion period in which par-
ticipants were asked to make decisions about 2 issues. For
example, once the pandemic had spread to the United States,
participants had to decide in what manner sick patients
would be cared for across VA facilities and across VA and
non-VA facilities. Probes included questions such as: What
planning assumptions do community partners have related to
veterans in their communities and community members who
receive care at VA facilities? What planning assumptions do
VA facilities have about other community partners? Has the
local VA organized a pandemic response team? If so, how
does the team interface with the rest of the community? How
have participants avoided double-counting in their assess-
ment of available staff and volunteers? Have medical surge
plans extended beyond hospitals to clinics and domiciliary
facilities?

Facilitators encouraged participants to “play themselves” in
the exercise to generate more realistic responses, and used a
set of predetermined probes to help ensure that key issues
related to each preparedness topic were addressed. (Copies of
the full exercise and probes are available from the authors
upon request.) At the conclusion of the scenario, participants
met as a group to discuss the responses that they outlined.
They were then asked to prioritize the issues and challenges
identified during the exercise, and to develop an initial
action plan to address them. More detailed planning followed
receipt of an after-action report.

A team from RAND and VA conducted 2 exercises at the
local facility level, 2 at the VISN level, and 1 at the VACO
level, making minor revisions to exercise templates after each
exercise. Each exercise was 6 to 8 hours in length. The
VACO exercise was similar in structure but involved 3
groups: VACO policy staff, VISN representatives, and indi-
viduals charged with coordination of VA health care system
emergency response. In a real event, the last group would
make recommendations to senior officials. This was simu-
lated during the exercise and was followed by a decision-
making session led by the VA deputy secretary and VHA
senior leadership staff.

Analysis
Immediately after each exercise, the RAND–VA team met to
review the issues identified during the exercise. Using a
checklist to guide the discussion, the group discussed the
strengths and weaknesses of the participants’ pandemic pre-
paredness, as evidenced by their responses to the exercise
scenario. In addition, the team reviewed the process and
delivery of each exercise. Because reliable and valid scoring
methods for tabletop exercises have not been sufficiently
developed, we did not attempt to rate the level of pre-
paredness of the various sites. Subsequently, the study
team conducted a qualitative analysis of observer notes
and after-action reports and, using content analysis, iden-
tified key themes in addition to those identified in the
immediate postexercise review. Finally, we provided a
detailed after-action report for each exercise to the facil-
ity, VISN, or VACO staff member with the responsibility
for planning.

RESULTS
We elaborate on key lessons learned about pandemic influ-
enza response, focusing primarily on issues that have impli-
cations for community planning. Because VA is not only a
federal system but also an integrated health care system, we
highlight those issues that are relevant to the interface be-
tween other, nonfederal integrated care systems and commu-
nity planning efforts (Table 2).

Coordination Between VA and the Community
In general, we found limited understanding, communication,
and coordination between VA health care system represen-
tatives and local and regional emergency planners. Represen-
tatives of local and regional community emergency health
planning agencies were generally unaware of the significant
flexibility that the VA health care system has in providing
humanitarian assistance to nonveterans as part of a public
health emergency response, how to best communicate with
VA, or with whom they need to work. Similarly, although
VA facility participants were clear about their accountability
for their US Congress–mandated mission, many were unclear
about the level of autonomy they had in decision making. In

TABLE 1
Preparedness Topics Addressed

Preparedness Topic Facility Exercises VISN Exercises VACO Exercises

Health care surge capacity X X
Surveillance and information sharing X
Disease control: antiviral medications and nonpharmacological interventions X X
Workforce challenges X X
Resource constraints X X
Crisis response and incident management X X
Communications and coordination X X X
Alternative modes of operation X
Handling competing requests for resources and services X

VISN, Veterans Integrated Service Networks; VACO, Veterans Affairs Central Office.
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addition, they did not fully appreciate the importance of
close coordination and planning with local and regional
community agencies to veterans’ health care

Resource Sharing
VA and community participants had a limited understanding
of the resources that one another had, including those that
have already been stockpiled. For instance, some community
participants were surprised to learn that various local VA
systems and VISNs had stockpiled N-95 masks and that VA
had its own stockpiles of oseltamivir. Conversely, VA par-
ticipants were not fully aware of supplies available at non-VA
health care facilities in their communities. In addition, it was
not always clear whether VA could share resources with the
community or vice versa, and at what level within VA the
decision to share (or accept) resources would have to occur.
Most communities had not considered VA resources as com-
munity assets and had developed pandemic preparedness
plans that excluded VA facilities, armed forces veteran pa-
tients, and VA health care staff.

In theory, VA can transfer material resources and staff from
1 facility or VISN to another, although participants discov-
ered that the policies and procedures for doing so were not

well developed. For example, mechanisms for pickup and
delivery and for ensuring the security of supplies usually were
unclear. Participants also called into question policies and
procedures for transferring staff from 1 VA facility to another
because they did not fully consider the implications for dis-
ease containment with staff traveling back and forth between
affected and unaffected areas.

Uneven Resource Distribution
During the exercises, most participants learned that VA has
preferred purchasing agreements with key suppliers because of
the size of the organization and its power as a customer,
suggesting that VA orders may well be filled before those of
community health care facilities. This issue is of particular
concern in communities where all of the hospitals rely on the
same limited number of vendors who, in turn, have finite
capability; for example, for oxygen supplies or laundry ser-
vices. This, in addition to the realization that sometimes VA
had more and at times better equipment (eg, N-95 vs surgical
masks) than the community raised concerns that VA may
become the “preferred provider” in the community and would
face requests to care not only for veterans but also the broader
community.

TABLE 2
Exercise Lessons With Implications for Integrated Care Systems Involved in Community Pandemic Planning

Issue Application to Integrated Care Systems

Mutual awareness (between the health care
system and its local and regional community
partners)

Stakeholders need awareness of one another’s resources and policies, their roles, and when
and how coordination may take place

Resource sharing Plans for sharing of resources both within the health care system and between it and its
community partners are needed

Resource availability and uneven resource
distribution

Most entities within a given community may rely on the same suppliers and large integrated
systems. Some may have contracts filled before other community providers. This has the
largest implications for those without preferred purchasing agreements

Surge capacity Large systems may wish to be aware of the capacity of other institutions in the communities
they serve. Electronic health record availability may facilitate caring for select patients via
telephone or e-mail as a way to triage them away from hospitals and clinics. Planning for
such care should be done in advance.

Standards of care Large systems may be in a position in which some regions have different levels of resources,
or may experience more patient load than others. As a result, facilities in different areas
may provide different levels of care, which in turn may create patient demand for a higher
standard of care than is feasible. Similarly, because of their size and organization, some
facilities may be able to provide a higher standard of care than others in the community,
creating an additional demand on their resources

Communications and coordination For integrated health systems, message coordination up and down the internal chain of
command will be further challenged by the need for consistency in messaging at the
community level. Large systems may wish to coordinate communications with public
health and emergency management agencies in the multiple jurisdictions in which they
are present

Workforce policies Large systems with multiple facilities may wish to develop and disseminate policies for
shifting workforce among various sites and geographic locations throughout the country.
They may wish to have explicit policies regarding absenteeism. They may also reap the
greatest benefit from just-in-time training, and may wish both to plan such training in
advance and identify staff who would likely be asked to receive and use such training. In
some areas, advanced credentialing may be appropriate

Demand for care (from eligible patients who
previously did not use the system)

Just as many veterans do not routinely use VA for care, many adults are dually insured
through policies at their workplace and family coverage obtained through a spouse.
Integrated care systems may observe a surge in patients who are technically covered but
have not previously used the system
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Surge Capacity
VA and community providers had specific concerns about
one another’s possible hospital surge capacity plans for deal-
ing with a pandemic. For example, VA representatives were
concerned that they could be overwhelmed by veterans who
do not usually seek care in the VA system, or that community
facilities would triage all veterans to VA facilities. Con-
versely, community hospital representatives were concerned
that VA would discharge or discontinue care for veterans
with chronic illnesses, inadvertently causing them to use an
already stressed community system.

In addition, participants realized that VA’s fully deployed
national electronic health record system could provide rare
resources for veterans to receive telehealth services, thereby
freeing up additional outpatient space and staff. For example,
veterans could renew their prescriptions on the telephone or
receive case management services for their chronic condi-
tions. The lack of national standards for interoperability of
electronic medical records among all health care providers,
whether private or public, limits fully deployed use of tele-
health in many communities.

Standards of Care
The potentially uneven resource distribution between VA
and the community has implications for the care provided
during a pandemic. Nearly all of the participants recognized
that at some point, the focus of health care delivery would
need to shift from an individual perspective (in which un-
limited resources are used to save 1 life) to a population
health perspective (in which scarce resources are used to save
as many lives as possible) and in which population-level
disease control efforts become paramount.

Although the challenges of prioritizing patients who would
receive care were recognized by all of the participants, VA
faces some special challenges. Because VA facilities have the
flexibility to provide care to nonveterans on humanitarian
grounds during emergencies, conflicts may arise in prioritiz-
ing which patients or populations should receive this care.
For example, participants asked whether veterans’ family
members receive preference over other community members
without a veteran connection, or whether the VA should
provide care to community members knowing that the situ-
ation may worsen or that they may be called upon to meet
federally mandated requirements later in the pandemic.

It was also noted that VA patients are typically older and
sicker than the general population and thus may receive a
lower priority for care if resources were prioritized across the
general community. This, however, would directly conflict
with VA’s mission to serve veterans first.

In addition, as previously indicated, VA facilities may be able
to provide a different, possibly higher, standard of care than
community facilities. As a result, many VA participants felt
they would not need to lower their standards of care in a
pandemic as dramatically as others in the community might,

nor did they want to do so. Participants recognized, however,
that this could generate tensions between VA and commu-
nity providers.

Finally, participants recognized that because different com-
munities and facilities have different populations and re-
sources, and because a pandemic may affect communities
differently and at different times, the level of care that can be
provided may not be consistent either within or across
VISNs. They noted that a veteran who is eligible and en-
rolled for VA health care may receive his or her services at
any VA facility in the nation, and that this may not only
cause veterans to travel long distances to facilities where they
believe that they will receive a higher standard of care
(potentially hampering disease containment efforts) but also
will likely also raise complex communication and manage-
ment issues within the VA structure.

Communication With the Public
One tenet of emergency response is that government should
“speak with 1 voice” to ensure that the public does not
receive mixed or confusing messages. Coordination of mes-
sages between community partners, state and local govern-
ments, and VA may be particularly challenging during a
pandemic. The exercises led to several realizations about
communications with the public when local, regional, and
federal agencies are involved.

First, participants realized that VA has usually not been a
part of the communications planning by public health or
emergency management systems at the community level.
Second, VISN exercise participants were challenged by the
recognition that VA must not only coordinate with local
communities but also simultaneously with multiple federal
and state governmental agencies. Finally, VA is a large na-
tional organization with an internal chain of command and
policies and procedures for communicating to veterans or to
its employees. Although VA facilities have significant lati-
tude for communicating, they are expected to coordinate
with VISN and national counterparts for events of broader
significance. The challenge of simultaneously coordinating
messages up and down the VA chain, while striving for
consistency on a community-by-community basis, was evi-
dent to participants.

Workforce Policies
A major concern in an influenza pandemic will be the avail-
ability of essential staff, including not only frontline care
providers but also staff from security, housekeeping, and other
infrastructure support departments. Participants suggested
that staff could be cross-trained before an emergency or
receive just-in-time training during an emergency. Also, re-
sources could be pooled to conduct just-in-time training
across all community health care settings. Community and
VA facilities alike reported having limited knowledge about
the full skill sets of all of their employees, and agreed that
identifying these skill sets was something that could be done
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before a pandemic. Many suggested that a system of advanced
credentialing be developed so that cross-trained people could
be authorized to perform duties outside their primary respon-
sibilities without questions about liability.

Assuming that the Internet can sustain telework for the nation
during a pandemic emergency, telework arose as an important
strategy to maintain self-isolation for staff whose jobs do not
require them to work onsite. Although their electronic medical
record system may facilitate more telework than would other-
wise be possible, VA’s recent increased—and laudable—focus
on information privacy and security mechanisms has created
new and significant barriers. For example, new information
technology security requirements, such as that only VA-owned
equipment be used for telework, may limit telework options.
Some VA encrypted hardware and software can be read only by
VA-owned systems.

Health care facilities have a responsibility to protect staff
who can work. VA may be in a better position to protect its
staff because of its stockpiles of personal protective equip-
ment and antiviral medications. The greater availability of
personal protective equipment may have implications for the
willingness of staff in community facilities to come to work.

Planning for Increased Patient Demand
Although more than 6 million of the 25 million eligible
veterans are enrolled in VA, many also are covered by
additional insurance or regularly receive some health care
elsewhere in the community. The exercise scenario specified
the attack and fatality rates in the community, but the lack
of certainty about where patients will choose to present for
care caused both VA and community planners to struggle
with how to estimate the demand either of their systems may
experience in a pandemic.

DISCUSSION
We have described lessons learned from an initial set of 6
tabletop exercises designed to identify gaps and strengths related
to pandemic influenza preparedness within the VA system itself
and to explore VA’s relationship with community partners.
Although our focus has been on gaps and opportunities for
improvement, it is important to note that we observed numer-
ous strengths throughout the exercises. Among them were the
commitment to planning and serving the community, the mu-
tual respect participants from different sectors and communities
had for one another, and creative approaches to addressing some
of the gaps highlighted above.

Overall, exercises highlighted a real need for VA to become
a larger part of community planning efforts for emergency
response to pandemic influenza. VA health care facilities are
critical parts of community health care systems. Better plan-
ning is needed regarding how VA will balance its roles
providing health care to veterans, providing emergency
backup for the Department of Defense, and as a federal
resource to state and local providers for public health and

medical responses. Central to this planning is gaining a better
grasp of how VA may be able to both meet its Congression-
ally mandated missions and share resources in emergency
situations that may involve competing requests from local,
state, and federal partners.

The nature of the VA’s responsibilities and the general
differences in organizational culture between VA and many
community health care providers presents special challenges
in planning. For example, coordinating federal and military
assets with local assets challenges the normal channels of
communication and can be logistically complex. Further-
more, federal and military agencies are more used to a “com-
mand” method of communication and operation, whereas
local partners are often more collaborative and value their
autonomy. They may resent being told what to do, particu-
larly when they have more detailed knowledge of how logis-
tics plans may or may not work. On the health care delivery
side, VA functions as an integrated health system and is
generally better positioned to make use of medical records
and hotlines to manage patient flow. VA’s history in the
quality arena suggests that staff may be more comfortable
with standardization than those in community hospitals,
which may become critical as resources become limited and
public health priorities or alternative standards of care need
to be implemented.

Local facility- and VISN-level exercises addressed similar
issues; however, VISN-level exercises highlighted the com-
plexities of communication and resource allocation across
various facilities. They also identified challenges in dealing
with more than 1 state public health agency, in addition to
local public health agencies.

The issues faced by VA are likely representative of those that
may be faced by other large, integrated health care systems,
particularly those with coverage areas spanning multiple ge-
ographies. For example, all providers rely on the health care
and public health infrastructure in their communities to
function. The purchasing power of large systems may enable
them to receive critical medical supplies when others cannot,
which could quickly make them the provider of choice in the
community. Like the VA, other large integrated health care
systems may face challenges related to the consistency and
coordination of communication across their systems, with
community partners, and with the public. Integrated systems
would likely benefit from coordinating community plan-
ning and making explicit their assumptions about which
entity is responsible for what. Like the VA, they may also
benefit from exercises that further explore issues and gaps
in planning.

We recognize that the simple conduct of exercises does not
necessarily lead to improved preparedness. Rather, lessons
learned must be systematically incorporated into the daily
work, as well as the planning, of respective entities. To that
end, VA is reviewing issues identified in the more than 100
exercises that have been conducted since this pilot test, and
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is updating its own pandemic plans as a result. At the local
level, a recent effort to help health departments use quality
improvement methods to advance their pandemic prepared-
ness provides 1 model for moving forward.9 In addition,
community planners should consider not only integrated
health systems in their planning but also other entities, such
as large businesses and educational institutions that are geo-
graphically dispersed, yet need internal consistency in their
approaches to emergencies.

This study has a number of limitations that should be recog-
nized. First, these exercises were conducted in a small con-
venience sample of facilities and VISNs, which may not be
representative of the country at large or representative of the
VA health care system as a whole. This project, however, was
exploratory in nature and was designed to begin identifying
issues rather than to develop an exhaustive list of prepared-
ness issues to describe the entire VA system. The exercises
were time limited and focused on a short list of preparedness
topics. As such, they may not have forced participants to
truly confront the full range of issues that may arise in a
pandemic. Additional exercises will be necessary to test a
wider range of topics and to continue to make improvements
to existing plans.

Finally, the degree to which exercise performance predicts
response to an actual event is unclear. To date, there are no
validated, objective methods for quantitative measurement of
exercise performance or for benchmarking progress in pan-
demic preparedness over time.8

Many hospitals and health departments report anecdotally
that public health preparedness planning and exercises serve
to strengthen their core, day-to-day functions, and expand
their relationships with other community partners around
issues beyond preparedness. We hope that this model of
VA–community exercises can be a first step toward greater
collaboration and improved population health in a pandemic
emergency or in routine care.
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