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The American Indian Health Commission (AIHC) for 

Washington State is a Tribally-driven non-profit organization 

with the mission of improving health outcomes for American 

Indians and Alaska Natives (AI/AN) through a health policy 

focus at the Washington State level.  AIHC works on behalf 

of the 29 federally-recognized Indian Tribes and two Urban 

Indian Health Organizations (UIHOs) in the state.  In 

Washington, the AI/AN population continues to experience 

the poorest health outcomes and highest overall mortality 

rates of all populations.  AIHC serves as a forum where a 

collective Tribal government voice is shaped regarding 

shared health disparity priorities.  Tribes and UIHOs then 

work collaboratively with Washington State health leaders, 

the Governor’s office and legislature to address these 

priorities.  The Commission’s policy work improves access for individual Indian people to state-

funded health services, enhances reimbursement mechanisms for Tribal health programs to 

deliver their own culturally-appropriate care, and creates an avenue for Tribes and UIHOs to 

receive timely and relevant information about state health regulations, policies, funding 

opportunities, and health-specific topics.  By bringing state and Tribal partners together, 

specific health disparity priorities are addressed across multiple systems—pooling resources 

and expertise for greater health outcomes
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American Indian Health Commission - PHEPR TA Project 

 

RECOMMENDATIONS 

 

Support Providing Facilitation of AIHC Tribal Community Emergency Preparedness Toolbox 

The AIHC Tribal Community Preparedness Toolbox provides a comprehensive process for tribal 

communities to strengthen their capabilities.  Many tribes lack the funding to support an 

emergency manager position to coordinate completion of the Self-Assessment and Asset Map 

and Gap Analysis Workbook.  Also, tribes have suggested that it would be helpful to have the 

process facilitated by someone outside the tribal organization to maintain momentum and 

serve as an outside, non-judgmental influence. 

 

Support Development of Mutual Aid Agreements Between Tribes and Local Partners 

Mutual aid agreements save lives and property.  They also play an important role in legal 

preparedness.  Local Health Officers have no jurisdiction on tribal lands and most Washington 

tribes do not have public health codes.  Mutual aid agreements establish mechanisms for tribes 

to delegate or share authority during public health emergencies.  At present, only 7 of the 29 

Washington tribes are parties to a MAA that supports public health emergency preparedness 

and response. 

Support Training for Tribal, Urban and IHS Clinics on Business Continuity/COOP 

Like any other business or organization, Tribal, Urban and IHS clinics (I/T/Us) are vulnerable to 

having their ability to provide care interrupted as a result of natural or man-made disasters.  

Business resiliency strategies and continuity of operations planning arms healthcare facilities 

with practices, policies, procedures and systems to minimize the impact of disasters and 

maximize the speed at which the facility can restore its ability to provide care.  Most I/T/Us in 

Washington State lack expertise in business resiliency and do not have a COOP plan in effect. 

 

Support Tribal, Urban and IHS Registration on New SECURES Platform 

At present 25 tribes (86%) of tribes are registered on SECURES.  The transition to a new 

SECURES platform, which requires re-registering is likely to cause a reduction in the number of 
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tribes registered.  A focused effort will be required to support the goal of assuring all 29 tribes 

and both urban Indian health programs maintain SECURES registration. 

 

Support Continued Efforts to Build and Strengthen Relationships Between Tribes and Other 

PHEPR Partners 

No single jurisdiction can effectively respond to and recover from a major disaster. Tribes need 

strong relationships that are based on personal contacts, written agreements, and clear policies 

and procedures with other PHEPR partners. Mutual aid agreements, memorandums of 

understanding and contracts are key. Also, opportunities to interact with regional partners help 

build relationships. 

 

Support Training 

Tribes have a great need for and interest in training to increase their capacity to respond to 

public health emergencies.  Training needs to be relevant to each tribal community, and 

geographically accessible to assure a broad representation of tribal employees and Tribal 

Leaders. 
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OVERVIEW 

Purpose 

The purpose of the Public Health Emergency Preparedness and Response Technical Assistance 

Project is for the American Indian Health Commission (AIHC) to act as liaison between the 

Washington State Department of Health’s (DOH) Office of Emergency Preparedness and 

Response (EPR) and federally recognized American Indian Tribes and urban Indian health 

organizations within Washington’s geographic borders.  The objective is to assist Tribes and 

urban Indian health organizations in developing, building, and improving health and medical 

systems to prepare for and respond to threats and disasters.   

Primary Activities 

 Test Tribes’ 24/7 After-Hours Emergency Contacts (Deliverable 1)   

 Update and Maintain Tribal Emergency Contacts List (Deliverable 2) 

 Facilitate Information Sharing Regarding Emerging Risks, Funding Opportunities, 
Exercises, Training, Conferences and Other Emergency Preparedness and Response 
Activities (Deliverable 3) 

 Provide Technical Assistance Supporting Public Health Emergency Preparedness 
Activities and Response Capacity Development (Deliverable 4) 

 Coordinate Public Health Emergency Preparedness Efforts With EPR and Other State 
Agency Staff (Deliverable 5) 

 Attend and/or Present Public Health Preparedness and Response Content at Regional 
Conferences (Deliverable 6)  

 Research and Compile Currently Available Community Preparedness Assessment Tools 
(Deliverable 7) 

 Develop a Draft Process and Tools for Washington Tribes to Assess their Level of 
Preparedness (Deliverable 8) 

 Request Review and Suggestions to Draft Process from DOH, Tribes, NWCPHP, CDC 
(Deliverable 9) 

 Finalize Process for Tribal Community Preparedness Assessment (Deliverable 10) 

 Conduct Site Visit to 1 Tribal Site to Complete the Draft Process and Assess the Process 
(Deliverable 11) 
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DELIVERABLE 1 - TEST TRIBES’ 24/7 AFTER-HOURS EMERGENCY PHONE LIST  

Test Scripts 

The goal of having “after-hours” telephone numbers for every tribe is to assure DOH is able to 

reach the correct tribal representatives, within 15 minutes, in the event of a public health 

emergency, even during non-office hours.   In 2013, AIHC worked with representatives from the 

DOH Office of Partnerships, Planning and Performance, and the Office 

of Emergency Preparedness and Response to develop standardized 

scripts for testing the most recently updated telephone numbers.  

These test scripts were designed to assure a uniform conversation with 

every phone number that was tested. 

TEST SCRIPT FOR INITIAL CALL: “Hi, this is ------------------- from the 

American Indian Health Commission. I am calling on behalf of the 

Washington State Department of Health. This call is a drill to confirm 

that we have the correct telephone number to reach the person the 

Tribe has designated as its primary contact when a public health 

emergency happens.  I have a script I need to read to you. I am 

conducting a test of Washington State’s 24/7 emergency response 

system. I need to speak to someone in your tribe who can answer a question about a public 

health emergency situation – a disease outbreak involving botulism. If that is not you, I need 

that person to call me back within 15 minutes at ---------------. The clock starts when we hang up 

the phone. Please note this is a drill. I will be tracking the amount of time it takes for your Tribal 

public health emergency representative to call me back, and will note the name of the person 

who calls back.” 

TEST SCRIPT FOR RETURNED CALL: Answer the phone using your name then let the caller know 

you have a script to read. “This is a test of Washington State’s 24/7 response system being 

conducted by the Washington State Department of Health. I need to speak with someone from 
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your tribe who can answer a question about a disease situation involving botulism. Are you that 

person?” 

IF YES: “Thank you for participating in this drill.  What is your name, title and after-hours 

telephone number?” 

 

After-Hours Test Results 

The goal of the After-Hours Contacts Test was to reach the proper tribal representative within 

15 minutes.   

As in previous years, the best results happened for Tribes that provided a cell phone number 

for the designated emergency response representative.  Most of the Tribes that use a public 

safety dispatch number or clinic after-hours answering service did well, with a timely return 

phone call.  We experienced delayed responses with 3 tribes.  One tribe uses its tribal clinic 

after-hours service for this application.  They have had delayed responses in the past years’ 

tests, also.  This year, they did not respond on the first attempt.  After contacting the Health 

Director, a second attempt was made; that test resulted in a return phone call in 59 minutes.  

Two other tribes had delayed responses.  One was in 24 minutes; another in 29 minutes.  The 

Health Directors for these Tribes were provided this information.   

Test results are included in Appendix. 
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DELIVERABLE 2 - UPDATE AND MAINTAIN TRIBAL EMERGENCY CONTACTS LIST  

Due to significant staff turnover and continuous reassignment of responsibilities, the list of 

Tribal and urban Indian representatives who play a key role related to PHEPR must be updated 

continuously.  The AIHC contacts the 29 Tribes and 2 Urban Indian Health Organizations 

throughout the year to maintain current contact information. The AIHC updates this list on a 

daily basis, as new information is received.   

The key individuals on the list of contacts for each Tribe are: 

 Tribal Health Director 

 Tribal Emergency Preparedness Manager/Coordinator 

 Clinic Director 

 Tribal Chair 

 PHEPR Contract Contact 

A significant challenge for maintaining this list is that, typically, when an individual leaves or 

changes jobs, there is no formal communication or announcement outside their tribal or urban 

Indian organization.  Most often, these changes come to light via word of mouth.  Sometimes, 

when email accounts for departed staff are disabled, this can produce a notice to trigger follow-

up.  However, this does not always happen.   

Contact information for all 29 Tribes and both Urban Indian Health Organizations was updated 

and sent to DOH, as received.  Twenty two (22) contact updates were sent to EPR during the 

contract year.   

The updated Contact List is included in Appendix. 
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DELIVERABLE 3 - FACILITATE INFORMATION SHARING  

Website 

The AIHC manages a website with pages dedicated to PHEPR.  The site functions as a trusted 

focal source for Tribes, urban Indian health organizations and individuals to access information.  

Links are provided for relevant sites, such as DOH, CDC, NWTEMC and others.  Major events, 

like the various emergency preparedness conferences, DOH Program Updates and important 

resources are listed. 

In addition, emerging information regarding training, pertussis, measles, and other issues were 

posted on the home page. 

This year, the AIHC website expanded its PHEPR content from 1 dedicated page to 6 dedicated 

pages.  The pages are: 

 Emergency Preparedness (a general information page) 

 Funding 

 Conferences and Events 

 AIHC Technical Assistance 

 DOH EPR Information 

 AIHC Tribal Community Preparedness Toolbox 

 

Calendar 

The AIHC maintains a calendar on the website.  PHEPR events posted on the AIHC website 

calendar and on the Emergency Preparedness Conferences and Events page during the past 

year included:  2016 NACCHO Preparedness Summit (Dallas), 2016 Partners in Emergency 

Preparedness Conference (Tacoma), 2016 Northwest Tribal Emergency Preparedness 

Conference (Airway Heights), 2016 Washington State Hospital Association Disaster 

Preparedness Conference (Wenatchee), 2016 Washington State Public Health Association 

Annual Conference (Wenatchee), 2016 National Tribal Emergency Management Conference 

(Lemoore.) 

  

http://www.aihc-wa.com/aihc-health-projects/emergency-preparedness/
http://www.aihc-wa.com/aihc-health-projects/emergency-preparedness/
http://www.aihc-wa.com/aihc-health-projects/emergency-preparedness/funding/
http://www.aihc-wa.com/aihc-health-projects/emergency-preparedness/conferences-and-events/
http://www.aihc-wa.com/aihc-health-projects/emergency-preparedness/aihc-technical-assistance/
http://www.aihc-wa.com/aihc-health-projects/emergency-preparedness/doh-information/
http://www.aihc-wa.com/aihc-health-projects/community-preparedness-toolkit/
http://www.aihc-wa.com/calendar/
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Email Distribution 

The AIHC maintains an email distribution list for Tribal and urban Indian health organization 

PHEPR representatives.  This distribution list was used throughout the year to share 

information, training opportunities, event announcements and notices of emergent issues.  

Most weeks there is at least one general email communication related to PHEPR. 

Group emails included 52 miscellaneous emails, 45 emails related to funding and 17 related to 

training opportunities.  Additionally, three issues received special attention and a series of 

email communications:  E. Coli, Zika, Influenza.  (See Appendix) 

E. Coli Outbreak Communications 

 E. Coli Outbreak Updates:  5 emails 

 Website Posts:  2 

Zika Communications 

 Zika Updates:  9 emails 

 Website Posts: 5 

Influenza Communications 

 Influenza Updates:  5 emails 

 Website Posts: 2 
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DELIVERABLE 4 - TECHNICAL ASSISTANCE  

The AIHC coordinated technical assistance efforts with various partners.  These included: 

 Presented PHEPR Updates at AIHC Delegates Meetings (See Appendix) 

 Attended NWTEMC Meetings 
o July 16, 2015 
o October 15, 2015 
o January 21, 2016 
o February 18, 2016 

 Participated in the planning committee and attended planning meetings for the 2016 
Tribal Public Health Emergency Preparedness Conference in collaboration with DOH, 
NPAIHB, NWCPHP and various Tribes 

o October 19, 2015 
o November 6, 2015 
o January 6, 2016 
o January 8, 2016 
o January 13, 2016 
o January 20, 2016 
o January 27, 2016 
o February 3, 2016 
o February 10, 2016 
o February 24, 2016 
o March 9, 2016 
o March 16, 2016 
o March 23, 2016 
o March 30, 2016 
o April 6, 2016 
o April 12, 2016 
o April 20, 2016 
o April 27, 2016 

 Participated in the planning committee and attended planning meetings for the 2016 
Washington State Hospital Association Disaster Preparedness Conference 

o September 8, 2015 
o September 14, 2015 
o November 16, 2015 
o February 5, 2016 
o April 29, 2016 
o May 23, 2016 

 Developed an online planning survey regarding future PHEPR conferences, in 
collaboration with DOH, NPAIHB, NWCPHP, NWTEMC and Tribes  

 Compiled planning survey results and produced a summary report 

http://www.aihc-wa.com/files/2011/09/2016-Emerency-Preparedness-Conference-Planning-Survey-Report.pdf
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 Conducted outreach to Tribes to assist with completion and submission of 2016-2017 
PHEPR Contract Planning Tools 

 Conducted outreach to Tribes not yet registered on SECURES – at present 25 (86%) 
Tribes are registered 

 Provided onboarding orientation to new staff for 3 tribes 

 Organized and facilitated a webinar for LHJs and County Commissioners on “Building 
and Strengthening Partnerships With Tribes,” attended by 

o 6 Public Health Officers 
o 4 DOH Staff 
o 19 LHJ Staff 
o 2 County Staff 
o 1 University of Washington Staff 
o Posted webinar recording has been viewed 11 times 

 

 

  

https://attendee.gotowebinar.com/recording/5996147454982342404
https://attendee.gotowebinar.com/recording/5996147454982342404
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COORDINATE PHEP EFFORTS WITH EPR AND OTHER AGENCY STAFF (DELIVERABLE 5) 

 Attended monthly DOH EPR Program Update Calls 
o July 20, 2015 
o August 17, 2015 
o October 19, 2015 
o November 16, 2015 
o February 8, 2016 
o March 21, 2016 
o April 18, 2016 
o May 16, 2016 

 Attended quarterly AIHC-DOH Leadership Calls with Secretary Wiesman 
o August 19, 2015 
o November 13, 2015 
o May 2, 2016 

 Attended EPR Partners Meetings 
o October 26 and 27, 2015 
o January 25 and 26, 2016 
o April 25 and 26, 2016 

 Attended Disaster Advisory Workgroup Meetings 
o DAG Member Interview, October 7, 2015 
o November 4, 2015 

 Attended the Noble Lifesaver Patient Movement Workshop, November 19, 2016 
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ATTEND AND/OR PRESENT PUBLIC HEALTH PREPAREDNESS AND RESPONSE CONTENT AT 

REGIONAL CONFERENCES (DELIVERABLE 6) 

 Attended the 2015 Northwest Tribal Emergency Management Council Annual 
Conference, August 11 – 14, 2015, and presented on “How Tribes are Using Policy, 
Environmental and Systems Change to Strengthen Public Health Emergency Response 
Capabilities” 

 Developed, coordinated and presented a breakout session for the 2015 Washington 
State Public Health Association Annual Conference (October 11-13, 2015) on ‘Building 
and Strengthening Partnerships Between LHJs and Tribes’ – collaborating with DOH, 
Kitsap County Health District and two Tribes (See Appendix) 

 Participated as part of the conference planning workgroup for the 2016 Northwest 
Tribal Public Health Emergency Preparedness Conference; developed agenda for and 
facilitated the Washington State Breakout Session 

 Participated as part of the conference planning workgroup for the 2016 Washington 
State Hospital Association Disaster Preparedness Conference, coordinated tribal 
representation on breakout session regarding wildfires, and provided logistical support 
during the conference 

 

  

http://www.aihc-wa.com/files/2011/09/NWTEMC-Emergency-Preparedness-Conference-Presentation.pdf
http://www.aihc-wa.com/files/2011/09/NWTEMC-Emergency-Preparedness-Conference-Presentation.pdf
http://www.aihc-wa.com/files/2011/09/NWTEMC-Emergency-Preparedness-Conference-Presentation.pdf
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RESEARCH AND COMPILE CURRENTLY AVAILABLE COMMUNITY PUBLIC HEALTH EMERGENCY 

PREPAREDNESS ASSESSMENT TOOLS (DELIVERABLE 7) 

The AIHC researched and compiled a list of currently available community preparedness 

assessment tools.  The search did not find a tribe-specific tool.  Also, the search did not find a 

tool to conduct comprehensive all-hazards community 

preparedness assessment.  The tools found were specific to 

distinct areas of preparedness (for example, legal 

preparedness, medical surge preparedness, etc.)  Several of the 

tools identified can be useful for tribes to use in planning 

efforts, and have been included in the AIHC Tribal Community 

Emergency Preparedness Toolbox.  (See Appendix) 
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DEVELOP A DRAFT CUSTOM-TAILORED PROCESS AND TOOL(S) FOR WASHINGTON STATE 

TRIBES TO ASSESS THEIR LEVEL OF PUBLIC HEALTH EMERGENCY PREPAREDNESS 

(DELIVERABLE 8) 

The AIHC developed a comprehensive all-hazards community preparedness self-assessment 

and planning process for tribal communities.  The first version of the AIHC Tribal Community 

Emergency Preparedness Toolbox was designed to reside in 5 different web pages.  The self-

assessment component was written with very non-directive language and in paragraph format 

– not a checklist format.  Like Version 2, Version 1 included:  Self-Assessment, Models and 

Examples, Tools, and Training resources.  Changes were made to Version 1, based on 

suggestions resulting from the site visit and reviewers’ comments.   

Version 1 is no longer available, since it was a web-based product.  However, Version 2 includes 

most of the content of Version 1, and most of the language is similar (however, edited to read 

in a more directive tone, in response to suggestions received.)  The main differences between 

Version 1 and the current Version 2 is formatting: 

 The entire toolbox now resides in one web page, 

 The self-assessment component is now in checklist form, rather than paragraph form. 
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REQUEST REVIEW AND SUGGESTIONS FOR DRAFT PROCESS (DELIVERABLE 9) 

The AIHC sent a request (See Appendix) for review and suggestions to the Version 1 draft 

process and tools to: 

 DOH EPR Staff 

 Northwest Center for Public Health Practice 

 Washington State Public Health Association 

 FEMA Staff 

 Indian Health Service (IHS) Staff 

 Northwest Tribal Emergency Management Council (NWTEMC) 

 CDC Staff 
 

Responses received were all positive.  No major changes were recommended to the Toolbox.  
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FINALIZE CUSTOM-DESIGNED PROCESS FOR TRIBAL COMMUNITY ASSESSMENT (DELIVERABLE 

10) 

The current version (Version 2) of the AIHC Tribal Community Emergency Preparedness Toolbox 

is posted on the AIHC website.   

Toolbox Table of Contents 

Section I:  Background 

Chapter 1:  Before You Begin 

Chapter 2:  Community Preparedness in Indian Country 

Chapter 3:  Key Concepts for Community Preparedness 

Chapter 4:  What is In the Toolbox 

Chapter 5:  How to Use the Toolbox 

 

Section II:  Where You Are, Where You Want to Be, and How You Plan to Get There 

Chapter 6:  AIHC Tribal Community Emergency Preparedness Self-Assessment 

Chapter 7:  AIHC Asset Map and Gap Analysis Workbook 

 Asset Map and Gap Analysis Workbook – Example 
 

Section III:  Resources 

Mitigate 

Chapter 8:  Mitigate Models and Examples 

Chapter 9:  Mitigate Tools 

Chapter 10:  Mitigate Training 

Prepare 

Chapter 11:  Prepare Models and Examples 

Chapter 12:  Prepare Tools 

Chapter 13:  Prepare Training 

Respond 

Chapter 14:  Respond Tools 

Chapter 15:  Respond Training 

Recover 

Chapter 16:  Recover Tools 

Chapter 17:  Recover Training 

Chapter 18:  Recover Resources 

 

Section IV:  Agency and Tribal Organization Contacts for Washington Tribes 

Chapter 19:  Agency and Tribal Organization Contacts 

  

http://www.aihc-wa.com/aihc-health-projects/community-preparedness-toolkit/
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CONDUCT SITE VISIT TO ONE TRIBE TO COMPLETE THE DRAFT PREPAREDNESS ASSESSMENT 

AND TEST THE PROCESS (DELIVERABLE 11) 

Site Visit 1 

The AIHC conducted a site visit to the Port Gamble S’Klallam Tribe on Tuesday, June 14, 2016.  

Tribal Participants included:  Kara Wright, Administrative Director of Tribal Services, Barrett 

Schmanska, Planning Director/Emergency Manager, Kerstin Powell, Health Services 

Manager/PHEPR Coordinator, Sam White, Police Chief.  AIHC provided background information 

on the AIHC Tribal Community Emergency Preparedness Toolbox.   

There was much discussion regarding the Tribe’s need to fund a full-time Emergency Manager.  

The Tribe recognizes the importance of preparedness, but lacks funding to properly staff the 

function.   

AIHC reviewed the components of the Toolbox with the participants.  (Completing the process 

requires a greater time investment than one day, so the site visit was limited to background 

information, an overview of the Toolbox, discussion, and an evaluation of the Toolbox.)  The 

self-assessment questions in the Toolbox generated much discussion and raised awareness 

about gaps.   

Overall, participants responded positively to the Toolbox.  Key recommendations included: 

1) Provide more guidance and recommendations regarding what to prioritize – make it 

more directive 

2) Highlight the “easy to do things” 

3) Make it a “live” document that incorporates ongoing feedback from tribes 

4) Offer to facilitate the process for tribes  

 

Participants completed an evaluation at the end of Site Visit 1.  (See Appendix) 
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Site Visit 2 

The Tribe requested the 

second site visit to 

include clinic staff.  

Participants included:  

Staci Gunnell, RN, BSN, 

Sarah Gorda, RN, Cindy 

Vaughn, MA.  The AIHC 

delivered the Mobile 

Emergency Response 

Organizer to clinic staff 

and provided an overview 

of the AIHC Tribal 

Community Emergency 

Preparedness Toolbox. 
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Deliverable 3 



 

 

  Page | 1 

Facilitate Connectivity and Information Sharing 

Issues of Special Attention 

 

E. Coli Outbreak 

E. Coli Outbreak Updates Sent to Tribal Emergency Preparedness Contacts 

 October 30 

 October 31 

 October 31 

 November 1 

 November 2 

 

Website Posts 

 

 Home Page – DOH News Release (dated October 31, 2015) 

 Home Page Link to CDC E. Coli Information Pages 

 

Zika 

Zika Updates Sent to Tribal Emergency Preparedness Contacts 

 January 20 

 February 5 

 February 12 

 February 16 

 March 17 

 March 21 

 April 29 

 May 4 

 June 9 

Website Posts 

 Home Page Link to Seattle Times Article (January 15, 2016) “Mosquito-borne Zika virus worries 

extend to the Northwest, though risk is low” 

 Home Page Link to DOH Zika Information Page 

 Home Page Link to CDC Zika Information Pages 

 Home Page Link to CDC Zika Map 

 Home Page - Guidance for Local Health Jurisdictions Regarding Evaluation and Testing of 

Persons with Probable Exposure to Zika virus February 5, 2016 
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Influenza 

Influenza Updates Sent to Tribal Emergency Preparedness Contacts 

 September 28 

 October 25 

 November 6 

 February 1 

 March 13 

Website Post 

 Home Page “It’s Not Too Late” Poster 

 Home Page CDC Guidance “CDC urges rapid antiviral treatment of very ill and high risk suspect 

influenza patients without waiting for testing” 
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Deliverable 4 



Benefits Strategies/Activities
*  Facilitate connectivity and information sharing regarding 
public health and medical emergency preparedness 
exercises, training opportunities, regional and health care 
coalition meetings, and other emergency preparedness 
response activities with tribal partners. 
*  Develop, publish, and maintain a Web presence for sharing 
emergency preparedness and response information.
*  Coordinate activities with DOH PHEPR Program, the UW 
Northwest Center for Public Health Practice, the NPAIHB, the 
NWTEMC, Local Health Jurisdictions, and others.
*  Assist in identifying needs to better prepare Tribal and 
Urban Indian communities
*  Update emergency contact lists

Next Steps

* Continue to update Tribal Contacts list

* Provide outreach to Tribes

* Follow up on 2015 – 2016 Tribal PHEPR DOH contracts

* Collect, compile and report data collected for planning for 

2016 Tribal PHEPR conferences

* Follow up with Tribes not yet registered on SECURES

* Follow up on request to preserve unexpended funds for 

Tribes

* Prepare and present at Washington State Public Health 

Association Annual Conference on ‘Strengthening 

Partnerships Between Tribes and LHJs

* Identify funding for project to conduct comprehensive 

resource mapping and gap analysis for all 29 tribes regarding 

their PHEPR readiness and capacity

Accomplishments
*  Attended monthly DOH EPR Program Update calls

*  Updated Tribal PHEPR Emergency Contacts list

*  Submitted formal request to Secretary John Wiesman to 

preserve non-contracted/unexpended funds for Tribes

*   Participated in weekly meetings to plan the 2015 Tribal 

Public Health Emergency Preparedness Conference 

*  Assisted in increasing the rate of Tribal representatives on 

Washington SECURES

*  Assisted 7 Tribes in completing DOH contract planning 

tool

*  Participated in DOH Partners Meetings and Disaster 

Advisory Workgroup meetings

*  Prepared and presented 3 breakout sessions at Tribal 

PHEPR conference

*  Participated in training and exercise for Olympic Regional 

Tribal-Public Health Mutual Aid Agreement

*  Developing a presentation for WSPHA conference

*  Tribes have access to technical support and information 

to strengthen their communities’ preparedness to respond 

to public health emergencies.

*  Tribes have access to technical support in completing 

and documenting activities related to DOH PHEPR 

contracts.

*  Regional activities designed to support Tribes’ PHEPR 

efforts will be delivered in coordination with DOH Public 

Health Emergency Preparedness and Response Program, 

the University of Washington Northwest Center for Public 

Health Practice, the Northwest Portland Area Indian Health 

Board, the Northwest Tribal Emergency Management 

Council, Local Health Jurisdictions, and others.

Contact:  Lou Schmitz

lou.schmitz.aihc@outlook.com

AIHC Mission: to Improve the Overall Health of Indian People of WA

Strategy –Advancing Best Practices

Project: Public Health Emergency Preparedness, 2015-2016



Benefits Strategies/Activities
*  Facilitate connectivity and information sharing regarding 
public health and medical emergency preparedness 
exercises, training opportunities, regional and health care 
coalition meetings, and other emergency preparedness 
response activities with tribal partners. 
*  Develop, publish, and maintain a Web presence for sharing 
emergency preparedness and response information.
*  Coordinate activities with DOH PHEPR Program, the UW 
Northwest Center for Public Health Practice, the NPAIHB, the 
NWTEMC, Local Health Jurisdictions, and others.
*  Assist in identifying needs to better prepare Tribal and 
Urban Indian communities
*  Participate in state and regional preparedness efforts
*  Update emergency contact lists

Next Steps

* Continue to update Tribal Contacts list

* Conduct after-hours test of tribal and urban Indian health 

organization emergency contacts

* Provide outreach to Tribes

* Follow up with Tribes not yet registered on SECURES

* Follow up on request to preserve unexpended funds for 

Tribes

* Host webinar for Local Health Jurisdictions on 

“Strengthening Partnerships Between Tribes and LHJs”

* Continue to Participate in planning for Tribal PHEP and 

WSHA conferences

* Begin work on developing a tool and process for tribal 

community asset mapping and gap analysis of PHEPR 

readiness and response capabilities

Accomplishments
* Contributed to weekly PHEP Conference planning calls

* Contributed to bi-weekly Washington State Hospital 

Association Annual Disaster Preparedness Conference

* Attended monthly DOH EPR Program Update calls

* Updated Tribal PHEPR Emergency Contacts list and 

submitted for inclusion in WA State “Red Book”

* Increased the rate of Tribal representatives on SECURES

* Participated in DOH State Partners Meetings and Disaster 

Advisory Workgroup meetings

* Contributed to development of “Washington State Health 

and Medical Preparedness and Response Doctrine”

* Attended NWTEMC monthly meetings

* Organizing webinar for Local Health Jurisdictions on 

“Strengthening Partnerships Between Tribes and LHJs”

* Submitted request to fund project for comprehensive asset 

mapping and gap analysis for all 29 tribes regarding their 

PHEPR readiness and capacity

*  Tribes have access to technical support and information 

to strengthen their communities’ preparedness to respond 

to public health emergencies.

*  Tribes have access to technical support in completing 

and documenting activities related to DOH PHEPR 

contracts.

*  State and regional PHEPR planning and actions will 

include representation and engagement of the needs of 

tribal and urban Indian communities

* Tools and other resources will be developed and 

distributed to tribal communities and urban Indian health 

organizations to strengthen emergency preparedness 

capabilities

Contact:  Lou Schmitz

lou.schmitz.aihc@outlook.com

AIHC Mission: to Improve the Overall Health of Indian People of WA

Strategy –Advancing Best Practices

Project: Public Health Emergency Preparedness, 2015-2016
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February 11, 2016 

 

Report to AIHC Delegates on Changes to DOH Public Health Emergency 

Preparedness and Response Contracts With Tribes 

 
Background 

 Since 2002, when federal funding for PHEPR began, the total funds available to the 

DOH has significantly declined as a result of federal funding reductions 

 All tribes have seen a reduction in contract amounts 

 Not all tribes choose to contract for the DOH PHEPR funds; fewer tribes choose to 

contract as contract amounts decline 

 In the 2013-2014 year, a total of $180,000 targeted for tribes was not contracted; in 

2014-2015, that amount was $177,000 

o This year, the amount for tribes that chose not to contract is $183,407 
o Executed contracts = $142,858  
o Contracts pending tribal signature = $124,325 
o Contracts in process = $10,472                                               (see attached) 

 Tribes discussed this issue at AIHC Delegate meetings on September 18, 2014 and 

December 11, 2014.  A Briefing Paper was submitted and discussed at the Tribal and 

State Leaders Health Summit on November 17, 2014 (see attached.)  At the February 

12, 2015 AIHC meeting, Tribal Delegates decided to present a formal request to DOH 

Secretary John Wiesman (see attached) to preserve non-contracted funds for the 

exclusive use of benefiting Washington tribes. 

 

Update 

 On February 8, 2016, at the DOH Office of Emergency Preparedness and Response 

(OEPR) monthly update call, Kristen Baird reported changes to future contracting with 

tribes 

 Per AIHC’s request, Kristen Baird provided the attached information on contracting 

changes 

Submitted by:  Lou Schmitz 

lou.schmitz.aihc@outlook.com 
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NOTES: Tribal Contracting Strategy 

Washington State Department of Health, Office of Emergency Preparedness & Response Kristen.baird@doh.wa.gov 

 

2016-2017 Tribal Contracting Strategy 

Three (3) main changes will be implemented in Budget Period 5 (BP5) affecting the tribal contracting process. Highlights 

are as follows: 

1. Distribution of a formal “Letter of Intent” during the Open Tribal Funding Period to tribal partners for Public 

Health Emergency Preparedness (PHEP) funds. Due: May 30, 2016 

2. Addition of a second funding opportunity open only to tribes and tribal associations opting to accept PHEP funds 

for the coming year. [Open: Early July 2016] 

3. Contract Date of Execution (DOE) reimbursement <per DOH Contract’s Office>  

 

Updated Process 

Documents to begin the Open Tribal Funding Period for BP5 will be sent by March 1, 2016.  

Funds are available for public health emergency preparedness activities, under a federal grant from the Centers for 
Disease Control and Prevention (CDC). Contracts begin July 1, 2016. 

 By March 1, in addition to grant guidance materials, the PHEP Contracting Tool, and submission instructions, the 

tribal contracting packet will also include a pre-written Letter of Intent template. 

 NEW ACTION>>> Tribes will be asked to take one of two actions by May 30 in order for the Department of 

Health, Office of Emergency Preparedness and Response to accurately determine the amount of “uncontracted” 

tribal PHEP funds for the upcoming budget period. 

 

 NEW >>>Uncontracted tribal PHEP funds will be calculated and offered as a second funding opportunity open to 

contracting tribal partners and tribal associations. This Consolidated Tribal Funding Period will have an 

expedited application timeline and receive internal EPR review to approve projects.  

 Statement of Work development and review process will be conducted as usual with tribal partners. Additionally 

a review of amendments to tribal contracts for partners receiving approval for projects submitted during the 

second funding period will be conducted. 

 Pending available funds and approval, the Special Projects Funding period will remain unchanged and open to all 

partners. 

  

 To “Accept PHEP funding”- 

Tribe will complete and return a PHEP Contracting Tool by May 30 deadline. 
 

 To “Decline PHEP funding”- 

Tribe will sign and return the provided Letter of Intent to decline PHEP funds by May 30 

deadline; or provide no formal reply regarding PHEP funds by July 1. 

mailto:Kristen.baird@doh.wa.gov


NOTES: Tribal Contracting Strategy 

Washington State Department of Health, Office of Emergency Preparedness & Response Kristen.baird@doh.wa.gov 

[Table 1.1]: The table below outlines updates to the tribal funding strategy timeline of Public Health Emergency 
Preparedness (PHEP) contracting for tribal partners with the Washington State Department of Health (DOH) Office 
of Emergency Preparedness and Response (EPR). 
 

Updated Tribal Funding Strategy Timeline 
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Funding opportunity 1: 
 
By March 1, 2016 
DOH-EPR sends PHEP 
Capability Planning Tool 
and Letter of Intent to tribal 
partners for reply by May 
30.  
 
NEW! Partners select one 
of two options to reply: 
1) Yes, accept PHEP 

funds. 
Submit completed 
PHEP Capability Tool 
for Statement of Work 
(SOW) development. 

2) No, decline PHEP 
funds. 
Submit signed Letter of 
Intent to decline PHEP 
funding. (prewritten decline 

letter template will be provided) 
 
 

Follow up calls will be 
conducted for tribes not 

submitting Capability Tool 
or letter of decline. 

Funding opportunity 2: 

Declined, including “no response” 
tribes’ funds will be calculated (March 
– June 30). 

NEW! Consolidated Tribal Funding 
Period -A second funding period for 
tribal-projects will be open only to 
tribes and tribal associations who 
agreed to contract in the previous 
open funding period sourced from 
uncontracted tribal PHEP funds 
calculated.(July) 

Timeline for the second funding 
opportunity will be expedited and 
resemble the special project funding 
application process. While submission 
of projects will not require federal 
approval, the process will remain 
competitive requiring internal review 
for project approval. 

Statement of Work development and 
review will continue as usual. 

Additionally, submission of 
amendments to tribal contracts for 

approved projects if applicable.  
(March to Dec) 

(Funding period designed to layer with special 
project process, in case more funding is 
needed.) 

Funding opportunity 3: 

All-partner Special Project 
funding period; consistently 
available to tribes and tribal 
associations through 
competitive application 
process.  

Special Project - Carryover 
Funding - Application process 
will continue pending 
available funds. Open to all 
partners.  
 
Submitted project 
applications subject to DOH 
internal review and federal 
approval. 
 
This application period is 
ideal for projects able to be 
completed within 5-8 months 
and able to be split across 
separate funding periods 
with possible interruptions to 
project activities. 

  ~ Implementing updates outlined to the tribal contracting process 
will provide tribes and tribal associations with one additional 

funding period for a total of three funding opportunities to access 
uncontracted PHEP funds for tribal projects enhancing public 

health preparedness. ~ 
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NOTES: Tribal Contracting Strategy 
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Contract Date of Execution (DOE) Reimbursement – Changes per the DOH Contracts Office 

The Department of Health (DOH) Contracts Office has decided to enforce changes for non-consolidated contracts billing 

in order to minimize risks for both contractual parties. 

Non-consolidated contracts would include tribal contracts in addition to other contracts including special projects / 

carryover projects. 

What this means for tribal contractors and contracts: 

The Office of Emergency Preparedness and Response (EPR) will no longer be able to process contracts with an after the 

fact justification. Contractors will no longer be able to bill for services completed before the contract Date of Execution 

(DOE). 

 
Outdated Process: 
 

New process with enforced changes by DOH Contracts Office 

Contract start date is written 
as of July 1 regardless of 
when contract negotiations 
and final execution is 
complete. 
 
Contractor able to bill for 
activities as of July 1 
beginning of fiscal year. 

 PHEP Contract Tool submitted 
confirming acceptance of PHEP funds. 
(April) 

 Statement of Work development, 
review, and approval (May) 

 Submission of Statement of Work and 
processing (June)  
This step could take up to 4 weeks! 

 Final contract sent to contractor for 
execution (June) 

 Contract returned signed with FFATA 
form. (June 23)  

 PHEP Contract Tool submitted confirming 
acceptance of PHEP funds. (May) 

 Statement of Work development, review, and 
approval (June) 

 Submission of Statement of Work and 
processing (June) 
This step could take up to 4 weeks! 

 Final contract sent to contractor for execution 
(July) 

 Contract returned signed with FFATA form. 
(DOE Aug 31) 

 
Important to note-Once EPR receives your final agreed upon SOW, our internal approval process takes roughly 4 days.  From there it goes into a 
queue in the Contracts Office used by the entire agency where processing can take up to 4 weeks and then sent out to the contractor for execution. 

Impact to the Contracting Process: 

Our new goal in EPR moving forward will be to have non-consolidated tribal contracts executed before July 1st. 

For those that don’t make that goal, we will have the contract start date noted as DOE. The contract will be effective as 

of the final signature date – meaning that our contractors may not bill for any services completed before that start date. 

Contractor able to bill for 
activities as of DOE, 

 July 1 

Contractor able to bill 
for activities as of DOE, 

Aug 31 
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Contracting Status by Tribe:  Contract Year 2015 – 2016 

 

 

Tribe Contract Status Contract Amount Balance Remaining 

Chehalis **** $11,778.00 $11,778.00 

Colville Executed $50,956.00 $50,956.00 

Cowlitz Sent to Contractor $7,625.00 $7,625.00 

Hoh Executed $5,817.00 $5,817.00 

Jamestown S'Klallam **** $6,098.00 $6,098.00 

Kalispel Executed $7,010.00 $7,010.00 

Lower Elwha **** $9,917.00 $9,917.00 

Lummi Executed $27,392.00 $27,392.00 

Makah Sent to Contractor $15,910.00 $15,910.00 

Muckleshoot **** $22,487.00 $22,487.00 

Nisqually With Contracts for Execution $10,472.00 $10,472.00 

Nooksack Executed $10,537.00 $10,537.00 

Port Gamble S'Klallam Executed $12,586.00 $12,586.00 

Puyallup **** $49,385.00 $49,385.00 

Quileute **** $8,702.00 $8,702.00 

Quinault Sent to Contractor $18,734.00 $18,734.00 

Samish Executed $4,557.00 $3,216.03 

Sauk-Suiattle **** $5,982.00 $5,982.00 

Shoalwater **** $7,840.00 $7,840.00 

Skokomish **** $9,971.00 $9,971.00 

Snoqualmie **** $5,850.00 $5,850.00 

Spokane **** $16,283.00 $16,283.00 

Squaxin **** $9,317.00 $9,317.00 

Stillaguamish **** $6,400.00 $6,400.00 

Suquamish **** $5,514.00 $5,514.00 

Swinomish Sent to Contractor $11,399.00 $11,399.00 

Tulalip Executed $24,003.00 $24,003.00 

Upper Skagit **** $7,883.00 $7,883.00 

Yakama Sent to Contractor $70,657.00 $70,657.00 

As of 

2/4/2016 







 

Revised:  11/17/2014 

 
Tribal and State Leaders Health Summit Briefing Paper 

 
This briefing paper is designed to provide a summary of facts regarding an issue that requires action, to 
improve the health status of American Indians and Alaska Natives in Washington State.  

 

Subject:   Public Health Emergency Preparedness Funding  

 

Prepared By:  Lou Schmitz 

 

Background:  The first year that PHEPR funds were available to Washington State tribes (2003 – 2004), the Tribes, the Washington 

State Department of Health (DOH), the Northwest Portland Area Indian Health Board and the American Indian Health Commission 
agreed to use a funding methodology similar to that used for tribal tobacco cessation funds to distribute the PHEPR funds. The DOH 
adopted this recommendation and the formula has been used since then to allocate available funds to Tribes.  
Methodology  
Funding was split into two categories  
- Category 1: Approximately 75% of the total available funds distributed to all 29 federally recognized tribes  
- Category 2: Approximately 25% of the total available fund distributed to 26 tribes that had tribally operated clinics  
For Category 1 funds, 30% was distributed equally to all tribes and 70% was distributed proportionally based on the most recent 
available IHS user population for each tribe.  
For Category 2 funds, 50% was distributed equally to all tribes and 50% was distributed proportionally based on the most recent 

available HIS user population for each tribe. 

 

Analysis:  Because the formula includes a heavily-weighted population component, the amount of funding allocated to tribes with 

smaller populations is significantly less than that available to larger tribes.  Over the years, the total amount of funds available has 
gradually been reduced as a result of federal funding reductions.  Although all tribes have seen a reduction in contract amounts, the 
share of funds available now to smaller tribes is reaching a level where it is not feasible for smaller tribes to contract.  The contract 
amount is not sufficient to cover administrative, operational and project costs.  Smaller tribes are finding it increasingly challenging 
to contract and complete the work required, and are having to decline the contracts.  In the last contract year 2013 – 2014, a total of 
$180,000 targeted for Tribes was not contracted, and thus did not go to benefitting Tribes. 

 

Action Required:  By Whom: 
Agree to reallocate funds that are not contracted by Tribes towards benefiting all Tribes’ efforts to strengthen their 
capacity to prepare and respond to public health emergencies.  (For example, training, exercises, technical 
assistance, etc.) 

DOH 

Consider modifying the funding allocation formula. Tribes 

 

 



 
AIHC Tribal Community Public Health Emergency Preparedness 

Asset Mapping and Gap Analysis 
 

PROJECT DESCRIPTION 
(Pending Receipt of Contract*) 
March 1, 2016 – June 30, 2016 

 

Project Products 

 List of identified currently available community PHEP assessment tools 

 Copies of identified community PHEP assessment tools 

 Summary assessment of each tool’s appropriateness and applicability to tribal communities 

 Draft tribal community-specific asset mapping and gap analysis process and tools 

 Documentation of responses and recommendations to draft process and tools 

 Pilot test version of asset mapping and gap analysis process and tools 

 Site visit(s) to a pilot site tribal community 

 Summary of site visit(s) 

 Final version of asset mapping and gap analysis process and tools for future use with other tribal 

communities 

 

Project Description 

In 2014, the American Indian Health Commission (AIHC) hosted a series of 8 regional meetings for Washington 

State Tribes.  A total of 59 representatives from 24 Tribes attended the workshops. Representatives included:  

Tribal Health Directors, Emergency Managers, Clinic Managers, Immunization Coordinators, Public Health 

Nurses, and others.  The meetings included a presentation related to public health emergency immunizations 

and a tabletop exercise.  Tribal representatives were asked to identify the training, equipment, and supplies 

needed in their communities, to respond to public health emergencies.   

This proved to be a difficult process.  Participants lacked clarity as to what components (plans, training, 

supplies, equipment, etc.) are necessary for their Tribal communities to be well prepared to respond to public 

health emergencies.  Also, Tribal representatives lacked knowledge of what assets their Tribes have in place 

and where they are located.  This knowledge is essential for Tribes to strengthen their preparedness status 

and capacity to effectively respond to public health emergencies. 



The goal of the proposed special project is to develop a custom-tailored process for Washington State’s Tribal 

communities to assess their public health emergency preparedness status.  The American Indian Health 

Commission will conduct research to identify community public health emergency preparedness assessment 

tools that are currently available.  The Commission will compile copies of available tools and analyze each tool 

to ascertain appropriateness and applicability for use in Washington State’s Tribal communities.  The AIHC will 

develop a custom-tailored asset mapping and gap analysis process (and tools) for Tribal communities.   

The custom process will include community asset mapping and gap analysis.  Asset mapping will help Tribal 

communities to identify, locate, and document the plans, policies, procedures, supplies, equipment, and other 

resources Tribal communities have in place.  Gap analysis will provide Tribes with a roadmap for strengthening 

their capacity to effectively respond to public health emergencies.  That is, the custom process will support 

Tribes’ ability to identify and document:  what they have in place, where it is, and what they must procure, 

develop, and/or implement. 

The Commission will seek out and engage the expertise of various preparedness partners, including Tribes, 

Washington State Department of Health, Northwest Center for Public Health Practice, Centers for Disease 

Control and Prevention, and others. 

The AIHC will engage one pilot tribal site to complete and assess the process.  As a culturally-appropriate 

gesture of respect and gratitude for accepting the visit, the pilot site will receive a mobile medical response 

organizer and carrier.  This tool will strengthen the community’s public health emergency response capacity 

and support a system to maintain a current inventory of emergency response supplies.   

The upright medical organizer supports the rendering of immediate care anywhere. It is made of durable 

decontaminable vinyl and is designed to be easily transported and set up by one person.  It features a light, 

durable, roll-it-up design, 21 clear, double-zippered pockets, and a pocket for oversized items. Pre-attached 

straps and hooks enable various hanging capabilities. The unique layout is specifically designed to support an 

easy inventory maintenance process.  The Organizer will be equipped with basic supplies required for 

responding to public health emergencies. 

The AIHC will document the results of the process for the pilot site and any recommended refinements or 

changes to the draft process and tools.  Based on the pilot site’s experiences and recommendations, the 

process and tools will be refined and finalized, to maximize efficacy.  The process will be finalized and ready to 

implement with all of Washington’s tribal communities. 

 

*Note:   

First request for project funding made to DOH on January 14, 2015, notice of funding award received from 

DOH OEPR May 8, 2015 – funding declined due to insufficient time to complete scope of work 

Second request for project funding made to DOH on August 24, 2014, we have notice that contract will be sent 

 



Benefits Strategies/Activities
*  Facilitate connectivity and information sharing regarding public 

health and medical emergency preparedness exercises, training 

opportunities, regional and health care coalition meetings, and other 

emergency preparedness response activities with tribal partners. 

*  Develop, publish, and maintain a Web presence for sharing 

emergency preparedness and response information.

*  Coordinate activities with DOH PHEPR Program, the UW 

Northwest Center for Public Health Practice, the NPAIHB, the 

NWTEMC, Local Health Jurisdictions, and others.

*  Assist in identifying needs to better prepare Tribal and Urban 

Indian communities

*  Participate in state and regional preparedness efforts

*  Update emergency contact lists

Accomplishments (continued)
* Began work on project to develop comprehensive asset mapping 
and gap analysis for all 29 tribes regarding their PHEPR readiness 
and capacity

* Attended NWTEMC monthly meetings

* Contributed to development of “Washington State Health and 
Medical Preparedness and Response Doctrine”

* Organizing webinar for Local Health Jurisdictions on “Strengthening 
Partnerships With Tribes for Counties and LHJs”

Next Steps
* Continue to update Tribal Contacts list

* Provide outreach to Tribes

* Follow up with Tribes not yet registered on SECURES

* Host webinar for Local Health Jurisdictions on 
“Strengthening Partnerships With Tribes for Counties and 
LHJs”

*Complete asset mapping and gap analysis project

Accomplishments
* Contributed to PHEP Conference planning and coordination

* Facilitated Washington State tribal caucus and breakout at PHEP 

Conference

* Contributed to Washington State Hospital Association Annual 

Disaster Preparedness Conference planning and coordination

* Completed after-hours test of tribal and urban Indian health 

organization emergency contacts

* Attended monthly DOH EPR Program Update calls

* Updated Tribal PHEPR Emergency Contacts list and submitted 

for inclusion in WA State “Red Book”

* Increased the number of Tribal representatives on SECURES

* Participated in DOH State Partners Meetings and Disaster 

Advisory Workgroup meetings

* Conducted outreach to tribes to assist with contracting forms and 

encourage contracting

*  Tribes have access to technical support and information to 

strengthen their communities’ preparedness to respond to public 

health emergencies.

*  Tribes have access to technical support in completing and 

documenting activities related to DOH PHEPR contracts.

*  State and regional PHEPR planning and actions will include 

representation and engagement of the needs of tribal and urban 

Indian communities

* Tools and other resources will be developed and distributed to 

tribal communities and urban Indian health organizations to 

strengthen emergency preparedness capabilities

Contact:  Lou Schmitz

lou.schmitz.aihc@outlook.com

AIHC Mission: to Improve the Overall Health of Indian People of WA

Strategy – Advancing Best Practices

Project: Public Health Emergency Preparedness, 2015-2016
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June 9, 2016 

 

DOH Public Health Emergency Preparedness and Response Funding 

UPDATES 

 
 

 The new process for preserving non-contracted is in place – the deadline for the 
standard contracts is June 30, 2016; non-contracted funds will be announced and 
opened for applications to use for special projects sometime in July  

 

 Request for guidance from delegates 
 

1) Is there a need to reassess the current funding formula and process; or, is there an 
interest in seeing how the first cycle with the new process for preserving non-
contracted funds for special projects goes?  

2) If there is interest in reassessing the process and funding formula, should we 
create an advisory committee or workgroup?  Or, is there a different tribally-
driven process we should use? 

 

 Proposal to apply for special project DOH PHEPR funding for 2 AIHC projects: 
 

1) Asset Mapping and Gap Analysis Project:  To facilitate the use of the Community 
Preparedness Toolbox with additional tribal communities  

2) Regional Mutual Aid Agreement Development:  To facilitate a process to replicate 
the efforts of the Olympic region tribes and LHJs in developing the Olympic 
Regional Tribal-Public Health Mutual Aid Agreement with additional tribes 
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Background 

 Since 2002, when federal funding for PHEPR began, the total funds available to the 

DOH has significantly declined as a result of federal funding reductions 

 All tribes have seen a reduction in contract amounts 

 Not all tribes choose to contract for the DOH PHEPR funds; fewer tribes choose to 

contract as contract amounts decline 

 In the 2013-2014 year, a total of $180,000 targeted for tribes was not contracted; in 

2014-2015, that amount was $177,000 

o This year, the amount for tribes that chose not to contract is $183,407 
o Executed contracts = $142,858  
o Contracts pending tribal signature = $124,325 
o Contracts in process = $10,472                                               (see attached) 

 Tribes discussed this issue at AIHC Delegate meetings on September 18, 2014 and 

December 11, 2014.  A Briefing Paper was submitted and discussed at the Tribal and 

State Leaders Health Summit on November 17, 2014 (see attached.)  At the February 

12, 2015 AIHC meeting, Tribal Delegates decided to present a formal request to DOH 

Secretary John Wiesman (see attached) to preserve non-contracted funds for the 

exclusive use of benefiting Washington tribes. 

 

Update 

 On February 8, 2016, at the DOH Office of Emergency Preparedness and Response 

(OEPR) monthly update call, Kristen Baird reported changes to future contracting with 

tribes 

 Per AIHC’s request, Kristen Baird provided the attached information on contracting 

changes 

Submitted by:  Lou Schmitz 

lou.schmitz.aihc@outlook.com 
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Dear Colleague: 

Thank you for the work you do to strengthen tribes’ capacity to respond to emergencies and
disasters. 

Over the past 11 years, there have been various tribal emergency preparedness conferences in
the Northwest. Some were hosted by the Northwest Tribal Emergency Management
Council/National Tribal Emergency Council. Some were hosted by a consortium of agencies
including Northwest Portland Area Indian Health Board, Washington State Department of
Health, Oregon Health Authority Public Health Division, American Indian Health Commission for
Washington State, Indian Health Service Portland Area Office, and the Northwest Center for
Public Health Practice. 

These conferences were sometimes held separately, on different dates. (That is, one conference
with an emphasis on Emergency Management; the other conference with an emphasis on Public
Health Emergency Preparedness.) Other times, the conferences were held jointly to equally
cover Emergency Management and Public Health Emergency Preparedness. 

As a group, the agencies that plan and host these conferences would like to hear from you (our
tribal, state, local, and federal partners) whether you prefer that the conferences:

1) continue as separate meetings (on different dates), 
2) are scheduled as one joint meeting, or 
3) are scheduled as separate meetings that are held back-to-back (on contiguous dates -- for
example: one conference could be held on Monday, Tuesday, and Wednesday morning; the
other conference could be held Wednesday afternoon, Thursday and Friday of the same week.)

Below is a set of questions designed to help you tell us – the conference planners – how we can
best meet your needs and the needs of the tribal communities you serve and partner with.

This survey is a collaboration of: the Northwest Portland Area Indian Health Board, the
American Indian Health Commission for Washington State, the Northwest Tribal Emergency
Management Council, the Washington State Department of Health, the Oregon Health Authority,
the Idaho Department of Health and Welfare, the Indian Health Service, and the Northwest
Center for Public Health Practice.

WE WILL BE PLANNING FUTURE CONFERENCES BASED ON INFORMATION COLLECTED HERE.

Thank you for your feedback!

***If you have any technical difficulties completing this survey, please contact Lou Schmitz at:
lou.schmitz.aihc@outlook.com***



Please provide some general information about your role, your organization/agency, and the
community(ies) you serve.

Tribe

Tribal Organization

State Government

Local Government

Federal Government

Nonprofit Organization

Business/Consultancy

Other

1. Which of the following BEST describes your agency/organization? *

Idaho

Oregon

Washington

Northwest Region

National

Other

2. Which of the following BEST describes where you work or the area you serve? *

Tribal Leader

Healthcare/Clinical

Public Health/Community Health

Emergency Management/Public Safety

Other

3. Which of the following BEST describes your role or area of interest? *



Emergency Preparedness Conference Planning

1 2 3 4 5

Please tell us which conferences you have attended, and how useful and relevant they were to
your work.

August 11 - 14, 2014 (Northern Quest)

August 13 - 15, 2013 (Northern Quest)

None

4. Which of the following Tribal Emergency Management (NWTEMC) conferences did you attend? *

Very Useful

Somewhat Useful

Not Useful

I did not attend either of these Tribal Emergency Management (NWTEMC) conferences

5. Did you feel the Tribal Emergency Management (NWTEMC) conference(s) was(were) useful and relevant
to your work? *

Too Much

Just Enough

Too Little

I did not attend either of these Tribal Emergency Management (NWTEMC) conferences

6. At the Tribal Emergency Management (NWTEMC) conferences you attended, was there adequate
opportunity for Tribal Emergency Management professionals and Tribal Public Health professionals to
explore and/or discuss how the two disciplines coordinate efforts? *
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Please tell us which conferences you have attended, and how useful and relevant they were to
your work.

June 9 + 10, 2015 (Quinault Beach Resort)

June 17 + 18, 2014 (DoubleTree Hotel, Portland)

June 26 + 27, 2013 (Northern Quest)

None

7. Which of the following Tribal Public Health Emergency Preparedness conferences did you attend? *

Very Useful

Somewhat Useful

Not Useful

I did not attend any of these Tribal Public Health Emergency Preparedness conferences

8. Did you feel the Tribal Public Health Emergency Preparedness conference(s) was(were) useful and
relevant to your work? *

Too Much

Just Enough

Too Little

I did not attend any of these Tribal Public Health Emergency Preparedness conferences

9. At the Tribal Public Health Emergency Preparedness conferences you attended, was there adequate
opportunity for Tribal Emergency Management professionals and Tribal Public Health professionals to
explore and/or discuss how the two disciplines coordinate efforts? *
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Please tell us which conferences you have attended, and how useful and relevant they were to
your work.

August 14 + 15, 2012 (Little Creek)

August 16 + 17, 2011 (Little Creek)

None

10. Which of the following JOINT Tribal Emergency Management AND Tribal Public Health Emergency
Preparedness conferences did you attend?

Very Useful

Somewhat Useful

Not Useful

I did not attend any of these JOINT Tribal Emergency Management AND Tribal Public Health
Emergency Preparedness conferences

11. Did you feel the JOINT Tribal Emergency Management AND Tribal Public Health Emergency
Preparedness conference(s) was(were) useful and relevant to your work? *

Too Much

Just Enough

Too Little

I did not attend either of these JOINT Tribal Emergency Management AND Tribal Public
Health Emergency Preparedness conferences

12. At the JOINT Tribal Emergency Management AND Tribal Public Health Emergency Preparedness
conferences you attended, was there adequate opportunity for Tribal Emergency Management
professionals and Tribal Public Health professionals to explore and/or discuss how the two disciplines
coordinate efforts? *

Yes

No

13. Would you like to have more opportunities than are currently available for Tribal Emergency
Management professionals and Tribal Public Health professionals to explore and/or discuss how the two
disciplines coordinate efforts? *
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We are exploring options for future conferences and would like to know your preferences. We
could: 1) continue to hold two separate conferences each year, 2) hold one combined
conference, or 3) hold "back-to-back" conferences (at the same location and one immediately
following the other.) For each of the options below, please tell us if you would be likely to
attend.

I would attend

I would not attend

Unsure

14. One annual JOINT conference that includes equal content for Tribal Emergency Management and Tribal
Public Health Emergency Preparedness, held at the same location and time period. *

I would attend both conferences

I would attend only the Tribal Public Health Emergency Preparedness conference

I would attend only the Tribal Emergency Management conference

I would not attend

Unsure

15. "Back-to-back" annual conferences (at the same location and one immediately following the other.)
Some days would focus on Tribal Emergency Management. Other days would focus on Tribal Public Health
Emergency Preparedness. Participants could choose to attend both conferences, or just one. *

I would attend both conferences

I would attend only the Tribal Public Health Emergency Preparedness conference

I would attend only the Tribal Emergency Management conference

I would not attend

Unsure

16. Two SEPARATE conferences per year: one that focuses content on Tribal Emergency Management; a
separate conference that focuses content on Tribal Public Health Emergency Preparedness. Each
conference would be held at different locations and different time periods. *

Portland Area

Seattle Area

Spokane Area

Eastern Washington

Western Washington

Eastern Oregon

17. What is(are) your preferred conference location(s) for 2016? (Choose all that apply.) *



Idaho

No preference

Other

18. Additional Comments:



Tribal Emergency Preparedness 
Conference Planning Survey

Report

August 31, 2015

Report prepared by:  Lou Schmitz
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 Over the past 11 years, there have been various 

tribal emergency preparedness conferences in the 

Northwest. Some were hosted by the Northwest 

Tribal Emergency Management Council/National 

Tribal Emergency Council. Some were hosted by a 

consortium of agencies including Northwest Portland 

Area Indian Health Board, Washington State 

Department of Health, Oregon Health Authority 

Public Health Division, American Indian Health 

Commission for Washington State, Indian Health 

Service Portland Area Office, and the Northwest 

Center for Public Health Practice.
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 These conferences were sometimes held separately, 

on different dates. (That is, one conference with an 

emphasis on Emergency Management; the other 

conference with an emphasis on Public Health 

Emergency Preparedness.) Other times, the 

conferences were held jointly to equally cover 

Emergency Management and Public Health 

Emergency Preparedness.  On 2013, 2014 and 2015, 

separate conferences were held.

 The 2015 Tribal PHEP Conference Planning Team 

decided to utilize a survey to determine whether 

conference attendees would like to consider holding 

joint conferences, back-to-back conferences or 

continue with separate conferences in the future
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 The American Indian Health Commission (AIHC) 

developed an online survey, hosted at:  

https://americanindianhealthcommission.wufoo.com/f

orms/emergency-preparedness-conference-planning/

 On July 28, the Northwest Portland Area Indian 

Health Board (NPAIHB) and Northwest Tribal 

Emergency Management Council (NWTEMC) sent 

the link and survey information to their contact lists

 Respondents were informed that survey results 

would be used to plan future conferences

 The survey was made available until August 21 – the 

last response received was entered on August 20
4

https://americanindianhealthcommission.wufoo.com/forms/emergency-preparedness-conference-planning/


 Copies of this report and the survey instrument are 

available at:

http://www.aihc-wa.com/aihc-health-projects/emergency-preparedness/

5
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Respondents Profile

Total Respondents:  62
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Respondents Profile



NWTEMC Conferences Attended
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9

NWTEMC Conferences Rated
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NWTEMC Conferences Rated
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PHEP Conferences Attended



12

PHEP Conferences Rated
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PHEP Conferences Rated



14

Joint Conferences Attended



15

Joint Conferences Rated



16

Joint Conferences Rated



17

Joint Conferences Rated



18

Interest in More Opportunities for 

EM and PH to Coordinate

Efforts



19

Future Conferences



20

Future Conferences



21

Future Conferences



American Indian Health 

Commission for Washington 

State
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“Improving Indian Health Through Tribal-State Collaboration”
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Charlene Nelson, Elder and former Chair of the Shoalwater Bay Tribe

Jan Ward Olmstead, Lead Public Health Consultant, AIHC

Lou Schmitz, Lead Public Health Emergency Preparedness Consultant, AIHC

Strengthening Tribal Communities by 
Pulling Together for Wellness
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Northwest Tribal Emergency Management Conference
August 14, 2015



Healthy Communities: 

Pulling Together for Wellness

Main Points
 American Indian Health 

Commission Public Health 
Approach

 The Challenge 
 Pulling Together for 

Wellness model
 Framework: Backbone and 

Heart
 Policy, Environment, and 

System (PES) Change
 Competencies
 Implementation at Tribal 

Level
 Use of the Framework
 Partnerships

10/19/2015 2
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American Indian Health Commission
AIHC Mission: Improve the Overall Health of Indian People of WA State

Strategy: Advocacy, Policy and Programs to Advance Best Practices

Maternal Infant Health Strategic Plan 
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Adverse Childhood Experiences

In Partnership with WA State Departments of Health and Early Learning

Historical and Intergenerational Trauma

HEALTHY TRIBAL AND URBAN 
INDIAN COMMUNITIES



Healthy Communities: 
Pulling Together for Wellness

Challenge 

Statement

Improving the health of 

American Indians and Alaska Natives 
for Seven Generations

10/19/2015 4



Healthy Communities: 
Pulling Together for Wellness

Challenge

Compared to the Washington population as a whole, 
AI/ANs experience higher social economic risks

 28% of households have income below the federal poverty 
level

 Over 40% under age 5 are below poverty

 87% of adults age 25 and older do not have a college 
degree

 17% of adults have less than high school education

 32% of adults have no medical insurance

Data Source: US Census Bureau, American Community Survey (ACS) Public Use Microdata Sample, 
2008-2012
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Healthy Communities: 
Pulling Together for Wellness

Challenge
Compared to the Washington population as a 

whole, AI/ANs experience higher risks

 34% of adults currently smoke

 34% of adults are physically inactive

 19% of 10th graders smoke

 31% of 10th graders use marijuana

 Almost half of 10th graders do not get enough 
physical activity

10/19/2015 6

Additionally:
39% of adults are obese
50% of adults have experienced 3 or more ACEs
More adults have asthma, diabetes and have had heart disease or a stroke

Data Source: Washington State Healthy Youth Survey 2012 and WA State Behavioral Risk Factor 
Surveillance System 2011-2013



Healthy Communities: 
Pulling Together for Wellness

Challenge
In Washington the mortality rate for AI/AN was 
1233.6 per 100,000.  A rate about 71% higher than 
the rate for Non-Hispanic Whites 

Top 10 Leading Causes of Death
 Heart Disease 19.3%*

 Cancer 19.2%*

 Unintentional Injury 12.6%

 Diabetes 4.8%*

 Chronic Liver Disease 4.7%

 Chronic Lower Respiratory Disease 4.5%*

 Stroke 3.9%*

 Suicide 3.2%

 Alzheimer’s Disease 2.4%

 Influenza & Pneumonia 1.6%

10/19/2015 7

Data Source:  Northwest Portland Area Indian Health Board. American Indian & Alaska Native Community 
Health Profile - Washington. Portland, OR; Northwest Tribal Epidemiology Center, 2014 (WA State death 
certificates, 2006-2010, corrected for misclassified AI/AN race.)

*Indicates causes or complications 
caused by commercial tobacco use.
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Purpose
To provide a Tribal-Urban Indian driven, 
comprehensive and integrated prevention 
framework to improve health status of AI/ANs 
by reducing risk factors for chronic disease 
and address public health issues
 Integrates Native and western knowledge
 Utilizes a Policy, Environment, Systems (PES) change 

approach
 Incorporates culturally appropriate strategies. 

designed for Tribal and Urban Indian Communities



Healthy Communities:
Pulling Together for Wellness
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Native Epistemology  (Ways of Knowing)

 Seven Generations Vision

 Embrace a life-long learning perspective with the 
Wisdom of the Elders as fundamental

 Looking back though the “Eyes of our Ancestors” and 
then moving forward; a traditional practice

 Seasonal Way of Life is Traditional and Ecological

 Knowledge Gathering and Giving Back



Healthy Communities: 
Pulling Together for Wellness
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Benefits and Uses of the Framework
 It provides a culturally appropriate Healthy Communities

framework to take action to prevent and reduce chronic 
disease; to ultimately reduce health disparities, improve the 
health status of AI/ANs and address other public health 
issues

 can be adapted to meet the needs of specific Tribal and Urban 
Indian Communities

 helps build the capacity and competencies to prepare Tribes 
and Urban Indian Communities to be able to develop Healthy 
Communities’ initiatives using a policy, environment, and 
systems (PES) change approach

 helps prepare Tribes and Urban Indian Programs to access 
funding within the state, private, and federal funding landscape



Policy, Environmental and Systems Change

Policies:  
 Agreements between people and groups
 Strategies aimed at creating or amending laws, ordinances, 

resolutions, mandates, regulations or rules

 Environments: 
 Strategies that involve physical or material changes to the 

physical, social, or cultural environment

 Systems:  
 Strategies that impact all elements of an organization, institution, 

or system and affects how we deliver services and how people 
work together.

Healthy Communities: 
Pulling Together for Wellness



Events/Programs vs. PES Change

Characteristics of 
Events/Program

• One time
• Often results in only 

short-term behavior 
change

• Often at individual 
level

• May not be part of 
ongoing plan and 
short-term

• Non-sustaining

Characteristics of 
PES Change

• Ongoing
• Foundational and 

produces behavior 
change over time

• Policy level
• Part of an ongoing 

plan and long-term
• Sustaining

Healthy Communities: 
Pulling Together for Wellness



Healthy Communities: 
Pulling Together for Wellness

Tribal and Urban Indian Leadership’s 
Principles

 In order to make changes where we live, work, pray and 
play, it is important to understand and know the history of 
the Tribe(s) and Indian communities in the region. 

 In order to develop effective cross-sector partnerships, it 
is important to understand Tribal Sovereignty and Self-
Determination. 

 Terminology and concepts must resonate with Tribal and 
Urban Indian Communities.

10/19/2015 14
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Tribal and Urban Indian Leadership’s 
Principles

Must Recognize Two Significant and Emerging 
Factors
 Historical and Intergenerational Trauma 

 Many social and environmental factors that fall outside of the 
health care setting are the strongest predictors of well-
being.   Historical and Intergenerational Trauma is a 
significant factor that impacts the health and emotional well-
being of AI/ANs  

 Adverse Childhood Experiences (ACE) Study and 
Resiliency  
 Early adverse experiences increase serious health risk 

factors for chronic disease and has a significant impact on 
the health and emotional well-being of AI/ANs



Healthy Communities: 
Pulling Together for Wellness
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Tribal and Urban Indian Leadership’s 
Definition
A healthy Tribal and Urban Indian community is 

a safe and nurturing environment, where 
American Indian and Alaska Native people can 
experience emotional, spiritual, physical, and 

social health  
Healthy communities provide the 

resources and infrastructure needed to 
empower people to make healthy choices and 

to ensure health equity.



Healthy Communities: 
Pulling Together for Wellness
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Backbone (Handout)

The framework is an integrated model, 
which is critical in addressing chronic 
disease.  Our emotional, social, spiritual 
health and physical health are all 
interrelated.

Culture is a key component to all aspects 
of our lives.  It is reflected where and the 
way we live, work, pray and play.  

The framework is focused on commercial 
tobacco free living, healthy eating, active 
living, emotional wellness, and 
integration of prevention in clinical 

settings.  



Healthy Communities:
Pulling Together for Wellness
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Values Applied  (Handout)

 Planning for Seven Generation
 Embracing a life course perspective; starting 

with Moms and Babies
 Acknowledging our interconnection with 

Mother Nature and responsibility to protect 
our environment

 Integrating Cultural and Spiritual Health.
 Understanding Tribal Sovereignty and Self-

Determination



Evidence Domains 
Tribal-Urban Indian Context

Best Available 
Evidence

Tribal and Urban Indian
Context

Tribal/Urban Indian  
characteristics, 
needs, values, 

culture and 
preferences

Prior 
Experience and 

Indigenous 
Knowledge

Adapted Satterfeld, et al. model to Serve a Tribal Context

Decision 
Making



Community Based Assessments

“A balance of 
studies and 

stories” 

Hancock and Minkler, 1997



 

Healthy Tribal and Urban Indian Communities Matrix 
 
 

Vision 
What are Healthy T-U Indian 
Communities? 

Goals 
What you want to 

Accomplish 

Indicators 
How will you know whether 

you have accomplished? 

Data 
Where is the best 
information about 
indicators? 

Strategies 
How will it be accomplished—ED, 
BP, PP, GI* 

PES** 

Babies are born (and stay) 
healthy 
 
  

 Reduce Infant 
Mortality; 

 Reduce LBW; 
 Increase 

breastfeeding--
initiation and at 6 
months;  

 Improved 
maternal and 
newborn health 

   ·   

Moms are supported  Reduce HBW, 
 Reduce MH 

diagnoses,  
 Reduce Alcohol 

and drug use; 
 Reduce Smoking;  
 Reduce Threaten 

PT labor;  
 Reduce LBW first 

pregnancies; 

      

Dads are supported  Reduce MH 
diagnoses,  

 Reduce Alcohol 
and drug use; 

 Reduce Smoking;  
 

      

 

Healthy Communities 
Pulling Together for Wellness 

Matrix—See Handout
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Seek 
Tribal 

Approval

Identify 
Partners

Conduct

Assessments

Develop 
Challenge 
Statement

Determine 
Best 

Available 
Data

Apply 
Tribal 

Knowledge

Develop 
Action Plan

Evaluate 
& Share 
Results

The Process Steps
1. Develop 

Competencies/build the 
Workforce

2. Seek Tribal Approval
3. Identify Partners
4. Conduct Assessments
5. Develop Challenge 

Statement
6. Determine the Best 

Available Data
7. Apply Tribal/Indigenous 

Knowledge
8. Develop Action Plan
9. Evaluate/Share Program 

Results
10.Tell the Story

Tell 
the 

Story



Healthy Communities:
Pulling Together for Wellness

Indicators & 
Data

Where we are 
now, and how 
to know that 
we’re moving 
toward the 

Vision

10/19/2015 23

Vision & 
Goals

Where we 
want to be

Strategies

What we will 
do to start 

moving
toward the 

Vision

Healthy Communities Matrix:  Represents the 

best thinking of Leadership Advisory Committee to describe a vision 
for Healthy Indian Communities, and a menu of culturally-

appropriate, effective community-wide health interventions.

7 GENERATIONS
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VISION

What are Healthy 

T-U Indian 

Communities?

GOALS

(desired outcomes)

What you want to 

Accomplish

OUTCOME INDICATORS

(data sources in parentheses)

How we know where we are now, and whether 

we are moving toward the goal

STRATEGIES

(Evidence-based Practice, Practice-based 

Evidence, Promising Practice)

Families have access to

healthy nutritious food

 Increase access to 

healthy nutritious foods

 Reduce Obesity

 Increase food 

sovereignty training

 Increase food 

preservation training

 Knowledge about healthy foods and healthy choices 

among families (community surveys)

 Number of access points (outlets, programs such as 

SNAP) for healthy foods, quality of foods, ability to 

access healthy foods (community surveys, community 

environment/systems assessment)

 % adults/parents who are overweight or obese 

(RPMS, BRFSS, Tribal BRFS); % youth who are 

overweight or obese (HYS)

 Availability of food sovereignty training – programs 

per year, provision of resources for continued 

implementation (community environment/systems 

assessment); number of participants in programs 

(program records);  % adults who know about food 

sovereignty training, % adults and youth who 

participate in training, % who actively change 

personal practices (community survey)

 Availability of food preservation training – programs 

per year, provision of resources for continued 

implementation (community environment/systems 

assessment); number of participants in programs 

(program records); % adults who know about food 

sovereignty training, % adults and youth who 

participate in training, % who actively change 

personal practices (community survey)

 Start or increase sustainable intergenerational Tribal 

community gardens. Youth programs may include 

having Tribal elders share cultural knowledge and 

wisdom with tribal youth who learn how to plant, 

harvest, etc. under the guidance of elders.

 Develop mobile farmers’ markets to enhance access to 

fresh produce to Tribal and urban Indian community 

members, particularly those in remote locations or 

who are unable to travel. (PBE)

 Improve access to grocery stores and supermarkets. 

(PBE)

 Adopt and support school policies to provide healthy 

traditional food and beverage options in Tribal 

schools, including cafeterias, a la carte, vending, 

classrooms, and events. (PBE)

 Adopt and support policies for healthy traditional 

foods in Tribal early learning environments/child care 

centers. (PBE)

 Include healthy eating concepts in Tribal policies and 

tools, such as comprehensive plans, Tribal zoning 

ordinances, permits, and licensing rules, as 

appropriate. (PBE)

 Ensure access to WIC program and stores that are WIC 

certified

 to cook  traditional meals, etc.) (PBE)
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EXAMPLE
Policy, Environmental and System Change Strategies

Physical 
Activity

Nutrition Tobacco Emotional Wellness Prevention Linkages

Promote 
school zone 
safety

Let’s Move in 
Indian Country 
Campaign

Promote T/U 
Safe Streets

Promote 
workplace 
policies  to 
allow physical 
activity breaks 

Advocate to 
tribal leaders to 
increase access
to traditionally 
grown foods

Promote use of 
traditional foods at 
schools

Start a Native Plate 
Media Campaign

Promote 
Breastfeeding 
policy/codes

Use youth canoe  
activities  
program  to 
educate and 
prevent  alcohol, 
drug, tobacco use

Promote No-
Smoking Policies 
in Tribal Housing

Include Tobacco  
and SES 
education in  
Home Visiting 
Programs

Convene a 
Gathering of Native 
Americans (GONA) 
training in your 
community

Convene
Cradleboard Project 

Work with 
schools to 
incorporate MIH 
in curriculum

Include depression 
screening in Home 
Visiting programs 

Establish tobacco 
use screening as 
part of clinical 
prevention services

Establish  
preconception 
counseling  as 
standard topic  in 
exams for young 
women



Healthy Communities: 
Pulling Together for Wellness

Competencies
1. Understanding components of the framework

2. Knowledge of Tribal sovereignty

3. Knowledge of Native epistemology

4. Knowledge of Tribal/Native history of the region

5. Knowledge of resilience to historical and intergenerational 
trauma and Adverse Childhood Experiences Study (ACES)

6. Understanding of health equity and social determinates of 
health

7. Understanding policy, environment, systems change 
methods

8. Understanding of community health assessments

9. Ability to identify and quantify the challenge

10/19/2015 26
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10. Ability to develop a concise statement of the challenge

11. Knowledge of policy, environment, and system change 
strategies to address commercial tobacco use, healthy eating, 
active living, emotional wellness, and prevention linkages in 
clinical settings

12. Knowledge of evaluation methods

13. Understanding and the ability to identify evidence-based, 
practice-based evidence, and promising practices

14. Ability to build a promising practice

15. Ability to communicate and advocate

16. Ability to develop relevant and sustainable cross-sector 
partnerships

17. Ability to find and write grants

10/19/2015 27

Competencies con’t.
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Phase II

 Challenge Statement: Improve the health of 
Shoalwater Bay Tribal members for seven 
generations by embracing the healthy traditions of 
our ancestors. “Change the Norm”

 Reviewed data results for gaps and needs

Healthy Communities: 
Pulling Together for Wellness

Shoalwater Bay Tribe’s 
PTW Multi-Sector Team
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Phase II, con’t

 Identified PES: healthy foods, healthy activities, 
commercial tobacco use 
 Complete streets resolution
 Build community garden w/traditional foods
 Commercial tobacco policy scan; establish next 

steps

 Youth and elders digital storytelling workshop 
 Youth training on use of commercial tobacco
 2nd community dinner to “tell the story”

Healthy Communities: 
Pulling Together for Wellness

Shoalwater Bay Tribe’s 
PTW Multi-Sector Team
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Phase III

 Youth educational activities regarding PES 
change and tribal resolutions

 Develop tribal nutritional guidelines
 Use of nutritional guidelines in elders 

program
 Seek funding for Complete Streets projects

Healthy Communities: 
Pulling Together for Wellness

Shoalwater Bay Tribe’s 
PTW Multi-Sector Team
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American Indian Health Commission
AIHC Mission: Improve the Overall Health of Indian People of WA State

Strategy: Advocacy, Policy and Programs to Advance Best Practices

Maternal Infant Health Strategic Plan 
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Adverse Childhood Experiences

In Partnership with WA State Departments of Health and Early Learning

Historical and Intergenerational Trauma

HEALTHY TRIBAL AND URBAN 
INDIAN COMMUNITIES
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Healthy Communities: 
Pulling Together for Wellness

How Tribes Are Using Policy, 
Environmental and Systems Change 

to Strengthen Public Health 
Emergency Response Capabilities



Healthy Communities: 
Pulling Together for Wellness

PHEPR Policy Challenge

Jurisdictional issues can cause confusion and delays 
during public health emergencies

 Local Health Officers do not have jurisdiction on Tribal 
lands

 Most Tribes have not adopted comprehensive public health 
codes
How do Tribal governments assert and/or delegate authority during a 

public health emergency?

What laws will apply to key issues (e.g., isolation and quarantine) 
during a public health emergency?

33



Healthy Communities: 
Pulling Together for Wellness

PHEPR Policy Challenge

Jurisdictional issues can cause confusion and delays 
during public health emergencies (continued)

 Public health emergencies often require resources (human 
and other) that exceed what jurisdictions (Tribal, local and 
regional) have available
How do Tribes request and/or offer assistance to and from other 

jurisdictions?

When employees of a Local Health Jurisdiction (LHJ) respond on Tribal 
land:

Who is their supervisor?

What liability exposures do they have?

Who pays for their time?

34



Healthy Communities: 
Pulling Together for Wellness

Tribal Policy Change Strategy
The Olympic Regional Tribal-Public Health Collaboration 
and Mutual Aid Agreement

 In 2010, the 7 Tribes and 3 Local Health Jurisdictions on Washington 
State’s Olympic Peninsula (Public Health Emergency Planning Region 2) 
created a workgroup to develop a Mutual Aid Agreement

 Hoh Tribe

 Jamestown S’Klallam Tribe

 Lower Elwha Klallam Tribe

 Makah Tribe

 Port Gamble S’Klallam Tribe

 Quileute Tribe

 Suquamish Tribe

 Kitsap County Health District

 Clallam County Health Department

 Jefferson County Health Department

35



Healthy Communities: 
Pulling Together for Wellness

Tribal Policy Change Strategy
The Olympic Regional Tribal-Public Health Collaboration 
and Mutual Aid Agreement (continued)

Kitsap County Local Health Officer, Dr. Scott Lindquist, and 
Jefferson/Clallam County Local Health Officer, Dr. Tom Locke, presented the 
project to the 7 Tribal Councils

The Tribal Councils supported the project and approved participation by 
Tribal staff (including Tribal attorneys) to collaborate in developing the 
Agreement

 In just over 12 months of collaborative work, the Agreement was 
developed, approved by the 7 Tribal Councils and 3 Boards of Health, and 
signed

Has received national recognition from the Centers for Disease Control and 
Prevention (CDC)

http://www.aihc-wa.com/files/2011/09/Olympic-Regional-Tribal-
Public-Health-Mutual-Aid-Agreement1.pdf

36
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Healthy Communities: 
Pulling Together for Wellness

PHEPR Environmental Challenge

Tribal Clinics often have limited space, making it 
difficult to limit the spread of communicable diseases, 
especially during public health emergencies

 Tribal Clinics have a limited number of exam rooms

 Tribal Clinic waiting areas often have seating that can 
bring patients and their families into close contact while 
waiting to be seen by a provider

 During certain public health emergencies, it is important to 
provide separate care locations for individuals who have 
been exposed to a communicable disease, while continuing 
to provide primary care

38



Healthy Communities: 
Pulling Together for Wellness

Tribal Environmental Change Strategy
Strategic use of existing facilities

The Port Gamble S’Klallam Tribe has included in its 
public health emergency response plan to temporarily 
repurpose the Health Administration Building (a building 
that is separate from the Primary Care Clinic) as the 
designated facility for dispensing public health 
emergency countermeasures
 The Tribe has exercised receiving countermeasures from the Strategic National 

Stockpile and dispensing them from the Health Administration Building

 The Clinic also adheres to a daily protocol of asking patients who call for an 
appointment related to a potentially contagious disease to wait in a vehicle in the 
parking lot.  A clinician will exit the Clinic and assess the patient while they are in 
their vehicle.  The Clinic has an exam room adjacent to a back entrance; if 
appropriate, patients may be escorted through the back entrance to avoid contact 
with other patients.

39



Healthy Communities: 
Pulling Together for Wellness

Tribal Environmental Change Strategy
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Healthy Communities: 
Pulling Together for Wellness

Tribal Environmental Change Strategy
Strategic design of new facilities

The Jamestown S’Klallam Tribe built the new Jamestown 
Family Health Clinic facility in 2010 to include 2 negative 
air pressure exam rooms
Ventilation system allows air to flow into the exam room, but does 

not allow air to escape from the exam room to other areas of the 
Clinic, preventing contaminated air to reach other areas of the Clinic

Included specifically to address public health emergency situations

The Clinic adheres to a daily protocol of assessing patients who call 
or present for an appointment, to identify if a negative air pressure 
exam room should be used – (rarely used; approximately once/year)

As part of new employee orientation, the Clinic provides training 
regarding when and how these exam rooms are used

41



Healthy Communities: 
Pulling Together for Wellness

Tribal Environmental Change Strategy
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Healthy Communities: 
Pulling Together for Wellness

PHEPR Systems Challenge

Public health emergencies often require Tribal and non-Tribal 
responding agencies and community members to act quickly, 
in ways outside of the daily norm

 Tribal departments and non-Tribal response agencies need to know the 
roles and responsibilities they are required to perform during public 
health emergencies

 Community members need to know how to safely evacuate during 
natural disasters, such as tsunamis

 Community members need to know how to safely and appropriately 
participate in mass countermeasure responses, such as mass vaccination 
efforts

43



Healthy Communities: 
Pulling Together for Wellness

PHEPR Systems Strategy

 The Shoalwater Bay Tribe has established their annual 
Yellow Brick Road Tsunami/Health Walk
This annual event engages various Tribal and non-Tribal emergency 

response agencies and Tribal community members in exercising an 
evacuation in response to a Tsunami

The event has become an anticipated community celebration that 
strengthens community resilience and knowledge

Tribal community members of all ages now have a significant 
understanding of what to do when they hear the alert broadcast siren

Responder agencies have a regular opportunity each year to review 
emergency response activities with other partners

44



Healthy Communities: 
Pulling Together for Wellness

Tribal Systems Change Strategy
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Healthy Communities: 
Pulling Together for Wellness

PHEPR Systems Strategy

 The Colville Tribal Nation has established their annual 
“Drive Thru Flu Vaccine Clinic”
This annual event engages various Tribal and non-Tribal emergency 

response agencies and Tribal community members in exercising a 
mass vaccination effort

The event offers a convenient opportunity for community members to 
receive annual flu immunizations

Tribal community members of all ages now have a significant 
understanding of how to participate in a safe and efficient mass 
vaccination and/or countermeasure dispensing effort

Responder agencies have a regular time each year to exercise mass 
vaccination and countermeasure dispensing
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Healthy Communities: 
Pulling Together for Wellness

Tribal Systems Change Strategy
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Healthy Communities: 
Pulling Together for Wellness

Other Examples of PHEPR Challenges

 Needs of community members with chronic diseases
Access to:

Care

Medication

Treatment (e.g., dialysis, oxygen)

Appropriate food (special diets)

 Health literacy
Culturally-appropriate approaches to increasing understanding of:

Communicable disease prevention and control strategies

Social distancing and isolation

 Geographic Isolation
Access to countermeasures

Effective distribution strategies

48



Healthy Communities: 
Pulling Together for Wellness

In Sum

 Tribes have demonstrated a natural ability to apply Tribe-
specific, culturally-appropriate Policy, Environment and 
Systems change strategies to strengthening their 
communities’ capacity to respond to public health 
emergencies

 The Pulling Together for Wellness Framework provides a 
Tribal/Urban Indian-driven approach for successfully 
implementing strategies to strengthen public health 
emergency capabilities in Tribal and urban Indian 
communities

49



Healthy Communities: 
Pulling Together for Wellness

Contact
Lou Schmitz, GCPH, BS

Public Health Emergency Preparedness Consultant 

American Indian Health Commission for WA State

lou.schmitz.aihc@outlook.com

Jan Ward Olmstead, MPA

Public Health Policy and Project Consultant American Indian 
Health Commission for WA State

Jan.olmstead@gmail.com

360-480-5297
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Introduction

Lou Schmitz, Consultant

AIHC

2



 Increase your knowledge of best 

practices to establish and strengthen 

partnerships between LHJs and tribes

 Motivate you to take actions that will 

establish and strengthen partnerships 

between LHJs and tribes

3

Goals of Today’s Presentation



Show of hands

 What type of organization do you 

represent?

– LHJ

– DOH

– Tribe

– Academia

– Other

4

Understanding Who YOU Are



Show of hands

 What is your role/position title?

– Public Health Officer

– Program Staff

– Student

– Educator

– Other

5

Understanding Who YOU Are



Show of hands

 Do you currently work in partnership 

with a tribe(s) on public health issues?

– Yes

– No

6

Understanding Who YOU Are



Cross-jurisdictional collaboration 

between Local Health Jurisdictions 

(LHJs) and Tribes is essential to 

protecting and improving the health 

of our communities

7



8

29 Sovereign Tribal Nations in WA



Sovereignty

 Sovereignty -- the legal authority to self-

govern

 Historically, tribal nations ceded millions of 

acres of land and other assets

 However, tribal nations retained sovereignty 

- documented in treaties, numerous court 

decisions and laws

 Today, tribal governments manage 

programs and services, including:  health 

care, public health, social services, first-

responder, education, public utilities, law 

enforcement, courts 9



 The Marshall Trilogy is a set of three 

Supreme Court decisions that affirm the 

legal and political standing of Indian 

nations.

– Johnson v. M’Intosh (1823)

– Cherokee Nation v. Georgia (1831)

– Worcester v. Georgia (1832)

10

United States Government 

Recognizes Tribal Sovereignty



 Washington Centennial Accord 1989

– the government-to-government relationship 

“respects the sovereign status of the 

parties, enhances and improves 

communications between them, and 

facilitates the resolution of issues.”

 RCW 43.376.929

– provides for state agency duties in 

establishing a government-to-government 

relationship with the tribes.  
11

Washington State Recognizes Tribal 

Sovereignty



The health care system for AI/AN has 3 

major types of programs

 Tribal – hospitals, clinics and other programs 

managed by tribes, (24 of the 29 WA tribes manage a 

health clinic, no hospitals)

 Indian Health Service (IHS)  – hospitals and health 

centers managed by the federal government (3 

service units in WA:  Colville – Nespelem and Omak 

clinics, Wellpinit, and Yakama, no hospitals)

 Urban – clinics, health centers and other programs 

managed independently (Seattle Indian Health Board 

and NATIVE Project of Spokane)
12

The AI/AN Health Care System
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24 of the 29 Tribes in Washington Manage a Clinic 2 Urban Indian Health Centers

•   NATIVE Project (Spokane)

3 Indian Health Service (IHS) Service Units •   Seattle Indian Health Board

• Colville Service Unit (Nespelem Clinic, Omak Clinic)

• Wellpinit Service Unit

• Yakama Service Unit



American Indian/Alaska Native (AI/AN) 

Population and Tribal Health Services

 AI/AN Population in Washington

– 199,587 Washington State

– 42,290 King County (21%)

– 14,087 Spokane County (7%)
 Source:  ACS Demographic and Housing Estimates 2009-2013 American 

Community Survey 5-Year Estimate

 Washington tribes provided health care 

to 66,830 (34%) AI/AN in 2014
 Source:  Indian Health Service User Population

 Tribes also provided health care to an estimated 20,000 or more non-AI/AN in 

2014
14



 AI/AN born today have a life expectancy that is 

4.2 years less than the U.S. all races population 

(73.7 years to 78.17 years, respectively).

 AI/AN continue to die at higher rates than other 

Americans in many categories, including:

– chronic liver disease and cirrhosis, 

– diabetes mellitus, 

– unintentional injuries, 

– assault/homicide, 

– intentional self-harm/suicide, and 

– chronic lower respiratory diseases.

 Source: IHS https://www.ihs.gov/newsroom/index.cfm/factsheets/disparities/ 15

AI/AN Health Disparities



Need for Strong Partnerships

 Public health issues know no 

boundaries

 Public health emergencies and natural 

disasters can quickly overwhelm the 

resources of any tribal, local or state 

jurisdiction

 Local Health Officers do not have 

jurisdiction on tribal land

 Most tribes have not adopted 

comprehensive public health codes
16



 Jamestown S’Klallam Tribe
– Control of Infectious Diseases and Vectors

 Squaxin Island Tribe
– Shellfish Sanitation

– Dog Control

– Wastewater

 Swinomish Tribe
– Shorelines and Sensitive Areas

– Traffic (texting and use of wireless communication 

devices
 Source:  NCAI Policy Research Center, http://www.ncai.org/policy-research-

center/initiatives/projects/tribal-public-health-law#database 17

Washington Tribal Nations’ Public 

Health-Related Codes



 Scott Lindquist, MD, MPH
– State Epidemiologist for Communicable Diseases, 

Washington State

– Public Health Officer and Pediatrician,  Port 

Gamble S’Klallam Tribe

– Past Health Officer, Kitsap County Public Health 

District

– Proposed and supported development and 

implementation of Olympic Regional Tribal-Public 

Health MAA, in partnership with Dr. Tom Locke

18

Panel
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 Jessica Guidry, MPH, CHES
– Public Health Emergency Preparedness and 

Response Program Manager, Kitsap Public Health 

District

– Member, Olympic Regional Tribal-Public Health 

Mutual Aid Agreement development workgroup

– Former Coordinator, Region 2 Healthcare 

Preparedness Network

– Works closely with 7 tribes and 3 LHJs in Region 

2

20

Panel
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 Stephen Kutz, RN, BSN, MPH
– Tribal Council Member, Cowlitz Indian Tribe

– Director of Health and Human Services, Cowlitz 

Indian Tribe

– Chairman, American Indian Health Commission 

for Washington State

– Washington State Board of Health

– Past Director, Mason County Health Department

– Past Public Health Nursing Director, Mason 

County Health Department

22

Panel
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Cowlitz Indian Tribe



 Andrew Shogren, JD, MPH
– Health Director, Quileute Nation

– Past Environmental Health Director, Jefferson 

County

– Washington State Foundational Public Health 

Services Policy Workgroup

– Coordinates Quileute Nation efforts on 

Accountable Communities of Health (ACHs)

24

Panel
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Quileute Nation



 Lou Schmitz, BS, GCPH
– Consultant

– Member, Olympic Regional Tribal-Public Health 

Mutual Aid Agreement development workgroup

– Affiliate Instructor – University of Washington 

School of Nursing

– Lead Consultant – AIHC Public Health Emergency 

Preparedness Projects

26

Panel



Overview of the Olympic Regional 

Tribal-Public Health Mutual Aid 

Agreement

Scott Lindquist, MD, MPH

27



 What it is

 How it was accomplished

– Process

– Participants

 What made it possible

28

Overview of the Olympic Regional 

Tribal-Public Health Mutual Aid 

Agreement







 Seven tribes and three LHJs are located in 

close proximity on the Olympic Peninsula

– Hoh Tribe

– Jamestown S’Klallam Tribe

– Lower Elwha Klallam Tribe

– Makah Nation

– Port Gamble S’Klallam Tribe

– Quileute Nation

– Suquamish Tribe

– Kitsap County Health district

– Clallam County Health Department

– Jefferson County Health Department 31

Background



 Jefferson/Clallam LHO Dr. Tom Locke and 

Kitsap LHO Dr. Scott Lindquist proposed and 

supported the project

 Tribes expressed interest in exploring MAA

 DOH agreed to support the work

32

Background



 2008 - Workgroup convened to write the 

agreement

 2009 - 7 Tribes in the Kitsap and Olympic 

Peninsulas and the three Local Health 

Jurisdictions signed the agreement

 2010 Workgroup completed the Operational 

Plan

33

Process and Participants



 Regional/multiple signatories

 Can be invoked for public health emergencies 

and for public health collaboration

 Provides tribes with two options if they 

choose to request aid:  1) temporarily grant 

authority to local jurisdiction, or 2) maintain 

authority and seek technical assistance

 Accompanying operational plan includes 

checklists, resource request form, list of 

public health laws, and sample Tribal Council 

resolution to temporarily grant authority to 

county health officer
34

Agreement and Plan Highlights



What made it possible?

35



Local Health Officer’s Perspective on 

Partnerships With Tribes

Scott Lindquist, MD, MPH

36



 Local Health Officer’s role in building 

and strengthening partnerships with 

tribes

 Personal experiences

– What has worked

– What to avoid

37







• Clinical Services

• Food and Living Environment

• Solid and Hazardous Waste



Local and Regional









County State Federal

Tribe





http://www.goia.wa.gov/g-2-g-training/g-2-g-
training.htm

http://www.goia.wa.gov/g-2-g-training/g-2-g-training.htm


http://www.fema.gov/media-
library/assets/documents/99643

http://www.fema.gov/media-library/assets/documents/99643


Tribal Leader’s Perspective on 

Partnerships with LHJs

Stephen Kutz, RN, BSN, MPH

49
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Cowlitz Tribe Health Clinic



 Overview of tribal governmental 

structures and health services

 Tribal leaders’ role in building and 

strengthening partnerships with LHJs

 Personal experiences

– What has worked

– What to avoid

 Recommendations to LHJs

51



Tribal Health Director’s Perspective on 

Partnerships with LHJs

Andrew Shogren, MPH, JD

52



53

Quileute Tribe Health Clinic



 Tribal Health Director’s (and other staff) 

role in building and strengthening 

partnerships with LHJs

 Geographic isolation

 Personal experiences

– What has worked

– What to avoid

 Recommendations to LHJs

 Why partner

54
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Discussion/Questions

56



57

What Actions Do You Plan to Take?



Contacts

Jessica Guidry, jessica.guidry@kitsappublichealth.org

Steve Kutz, skutz.health@cowlitz.org

Scott Lindquist, scott.lindquist@doh.wa.gov

Lou Schmitz, lou.schmitz.aihc@outlook.com

Andrew Shogren, andrew.shogren@quileutetribe.com
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AMERICAN INDIAN HEALTH COMMISSION  
FOR WASHINGTON STATE 

SUMMARY OF AVAILABLE COMMUNITY PUBLIC HEALTH EMERGENCY 

PREPAREDNESS ASSESSMENT TOOLS 

 

Public Health Emergency Legal Preparedness and Response Checklist 

Author Center for Law and the Public’s Health 
at Georgetown and Johns Hopkins 
Universities (Center) 

Date Developed 2004 

Purpose In consultation with Association 
of State and Territorial Health Officials 
(ASTHO) and the National Association of 
County and City Health Officials (NACCHO) in 
2003, CDC requested the Center to prepare 
checklists that public health agencies could 
use, at their own initiative, to assess three 
components of their legal preparedness: 
1. Interjurisdictional legal coordination for 
public health emergency preparedness; 
2. Local public health emergency legal 
preparedness and response; and 
3. Civil legal liability related to public health 
emergencies 

Pros Clear format 

Cons Not tribe-specific, focused specifically on 
legal issues 

Comments Could be a useful planning tool for tribal 
attorneys and tribes working on developing 
public health codes 

 

  

http://www.publichealthlaw.net/Resources/ResourcesPDFs/Checklist%201.pdf
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AMERICAN INDIAN HEALTH COMMISSION  
FOR WASHINGTON STATE 

 

Emergency Preparedness, Response, and Recovery Checklist 

Author American Health Lawyers Association 

Date Developed 2015 

Purpose To identify the key legal and operational 
issues arising in an emergency in order to 
enhance a health care provider’s emergency 
preparedness by demonstrating the 
connection between emergency planning 
activities and routine planning, contracting, 
and operational functions 

Pros Very detailed 

Cons Not tribe-specific, Designed for a health care 
facility, 

Comments Could be a useful planning tool for tribal 
clinics 

 

Community Assessment for Public Health Emergency Response (CASPER) 

Author CDC – Centers for Disease Control and 
Prevention 

Date Developed 2009 

Purpose To provide quick, inexpensive, accurate, and 
reliable household-based public health 
information about communities affected by 
natural or man-made disasters 

Pros Provides a very thorough approach to 
community assessment 

Cons Not tribe-specific, Designed to assist during 
the recovery phase of a disaster, resource-
intensive, designed for a sample 
methodology requiring 800 housing units – 
would not apply to many tribal communities 

Comments Could be a useful reference for developing a 
tribe-specific tool to assess community 
readiness 

 

  

http://www.healthlawyers.org/checklist
https://www.cdc.gov/nceh/hsb/disaster/casper/
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AMERICAN INDIAN HEALTH COMMISSION  
FOR WASHINGTON STATE 

 

Community Assessment Tool for Public Health Emergencies (CAT) 

Author CDC – Centers for Disease Control and 
Prevention 

Date Developed 2011 

Purpose To provide a tool that a community can use 
to assess its readiness for a disaster from a 
total healthcare perspective, not just 
hospitals, but the whole healthcare system 

Pros Identifies many of the key issues to consider 
in mapping and assessing the adequacy of 
existing emergency responder and 
healthcare resources in a community 

Cons Somewhat Influenza-focused, is limited to 
assisting in documenting emergency 
responder and healthcare resources in a 
community  

Comments Could be a useful reference for developing a 
tribe-specific tool to document resources and 
assets in tribal communities 

 

Community Planning Framework for Healthcare Preparedness (CPF) 

Author CDC – Centers for Disease Control and 
Prevention 

Date Developed 2015 

Purpose Planning tool 

Pros Comprehensive  

Cons Not tribe-specific, this is a planning tool, not 
an assessment tool, focused on medical 
surge 

Comments  

 

  

http://www.cdc.gov/phpr/healthcare/communities.htm
http://www.cdc.gov/phpr/healthcare/communityplanningframework.htm
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AMERICAN INDIAN HEALTH COMMISSION  
FOR WASHINGTON STATE 

 

Project Public Health Ready Criteria Version 8 

Author NACCHO – National Association of County 
and City Health Officials 

Date Developed 2015 

Purpose To provide a process for local health 
jurisdictions to achieve national recognition 
based on standards 

Pros Clear tool, aligns with PHEP Capabilities 

Cons Not tribe-specific, requires extended time 
period to complete 

Comments Could be a useful process for tribes to 
implement, once a basic level of capability 
has been achieved, could serve as a useful 
reference in developing a tribe-specific tool 

 

Vulnerability and Capacity Assessment Toolbox 

Author International Federation of Red Cross and 
Red Crescent Societies 

Date Developed 2007 

Purpose To assess the risks that people face in their 
locality, their vulnerability to those risks, and 
the capacities they possess to cope with a 
hazard and recover from it when it strikes 

Pros Comprehensive process, community-driven 

Cons Time- and resource-intensive process, not 
tribe-specific 

Comments Can be a good reference tool for planning 

 

  

http://archived.naccho.org/topics/emergency/PPHR/upload/PPHR-Criteria-Version-8-FINAL-2.pdf
http://www.ifrc.org/Global/Publications/disasters/vca/vca-toolbox-en.pdf
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AMERICAN INDIAN HEALTH COMMISSION  
FOR WASHINGTON STATE 

 

Hospital Disaster Preparedness Self-Assessment Tool 

Author American College of Emergency Physicians 

Date Developed  

Purpose To assist hospitals in revising and updating 
existing disaster plans or in the development 
of new plans 

Pros Covers a comprehensive range of 
preparedness concerns for healthcare 
facilities 

Cons Hospital-specific 

Comments Could serve as a useful reference in 
developing a tribe-specific tool, especially for 
Tribal clinics 

 

Community Based Vulnerability Assessment 

Author UNC Institute for the Environment, MDC, Inc. 

Date Developed 2009 

Purpose To help communities identify vulnerable 
populations, 
anticipate how they will be affected by likely 
hazards and develop strategies for reducing 
their 
vulnerability 

Pros Thorough, community-based, step-by-step 
approach to community vulnerability 
assessment 

Cons Not tribe-specific, time- and resource-
intensive 

Comments Because this model is inclusive and 
community-driven, it has much to offer tribal 
communities 

 

  

https://www.acep.org/content.aspx?id=91205
http://www.mdcinc.org/sites/default/files/resources/Community%20Based%20Vulnerability%20Assessment.pdf
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AMERICAN INDIAN HEALTH COMMISSION  
FOR WASHINGTON STATE 

 

Tribal Multi-Hazard Mitigation Planning Guidance 

Author FEMA 

Date Developed 2010 

Purpose To assist Tribal governments and other tribal 
entities to identify and assess their risk to 
natural hazards through the FEMA’s multi-
hazard mitigation planning process 

Pros Tribe-specific, thorough 

Cons Focused on producing a multi-hazard 
mitigation plan, does not provide a succinct 
methodology to follow, not a self-assessment 
tool 

Comments  

 

Medical Center Hazard and Vulnerability Analysis 

Author Kaiser Permanente 

Date Developed 2014 

Purpose To assess healthcare organizations’ (hospital)  
potential for events and preparedness status 
related to various categories of hazards 

Pros Clear and succinct, provides a rating scale 

Cons Hospital or clinic-specific, not community 
based, not tribe-specific 

Comments Could be a useful tool to help inform the 
development of a Tribal process 

 

  

http://www.fema.gov/media-library-data/20130726-1732-25045-2215/tribal_planning_guidance_may2010.pdf
http://www.calhospitalprepare.org/hazard-vulnerability-analysis
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Public Health Accreditation Board Standards and Measures (Standards 5.4) 

Author PHAB (Public Health Accreditation Board) 

Date Developed 2013 

Purpose To provide guidance for public health 
departments preparing for accreditation, 
based on PHAB quality standards 

Pros Clear and succinct 

Cons Not tribe-specific, designed specifically to 
serve as a tool to achieve accreditation, not 
an assessment tool 

Comments Could be a useful tool to help inform the 
development of a Tribal process 

 

FEMA Gap Analysis Program Guidance 

Author FEMA 

Date Developed 2008 

Purpose The goal of the Gap Analysis Program is to 
improve operational readiness and reduce 
disaster impacts by identifying and reducing or 
eliminating shortfalls that exist between 
estimated requirements, standards, and 
performance measures and the actual response 
and short-term recovery capabilities maintained 
at all levels of government and with 
nongovernmental organizations and the private 
sector. 

Pros Very comprehensive 

Cons Complex, not very “user-friendly”, not tribe-
specific 

Comments  
 

  

http://www.phaboard.org/wp-content/uploads/PHABSM_WEB_LR1.pdf
http://www.aihc-wa.com/files/2016/05/FEMA-Gap-Analysis-Program-Guidance.pdf
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CAMEO (Computer Aided Management of Emergency Operations) Software Suite 

Author U.S. Environmental Protection Administration 
(EPA) and National Oceanographic and 
Atmospheric Administration (NOAA) 

Date Developed 1988 

Purpose To plan for and respond to chemical 
emergencies 

Pros Provides a tool to store, access and evaluate 
information critical to planning and 
responding; includes a GIS mapping tool 
described to be easy to use; free, public 
domain software 

Cons Requires a significant investment of time for 
training (24 hours or more) and skills 
maintenance, specific to chemical 
emergencies, not tribe-specific, not an 
assessment tool 

Comments Can be a useful tool for tribes 
 

Interim Healthcare Coalition Checklist for Pandemic Planning 

Author ASPR 

Date Developed 2013 

Purpose The HCCPP assists HCCs in assessing, developing, 
and improving their preparedness and response 
plans for a pandemic event. 

Pros Simple, straightforward tool 

Cons Limited to pandemic planning, not tribe-
specific 

Comments Will serve as a good tool for tribal, urban and 
IHS clinics to plan for pandemic preparedness 

 

https://www.epa.gov/cameo
http://www.phe.gov/Preparedness/planning/hpp/reports/Documents/pandemic-checklist.pdf
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Deliverable 11 



Port Gamble S’Klallam Tribe 

AIHC Tribal Community Emergency Preparedness Toolbox 

Site Visit 1 Participant Evaluation 
 

1.  Did you take away anything today that will make your community better prepared?  If yes; what? 

 The amount of training available by different agencies and having them identified in one 

common area was helpful to become better prepared for overall community training. 

 I liked the sensitivity to the needs of the Tribe.  We have little need for the large plan documents 

and instead need a more succinct and workable, easy-to-use plan. 

 I took away from the meeting that we have significant holes in our current planning/response 

program.  What I liked was that Lou pointed out that some are easy to fix. 

 Learned that the Tribe has a hazard mitigation plan in place. 

2.  What did you find to be useful from the Toolbox? 

 Having resources and information broken down into categories for ease.  Having questions 

posed at the beginning to help facilitate thought processes to plan and prepare. 

 The Toolbox provided some quick reference things that I can use in the future. 

 This web site has a lot of good resources available. 

 Tribal-specific tools, FEMA courses listed when available.  Nicely organized. 

3.  What would make the Toolbox better? 

 I can’t think of anything right now.  I like the format and layout – the links, too. 

 There’s too much in the toolbox for me to wade through, but that’s life. 

 A toolbox that was pared down to the most important things.  That is, what are the basic things 

you need to have a basic plan. 

 Group some of the items by type of disaster, e.g. tsunami, fire, earthquake, etc. 

4.  What can AIHC do to support your efforts? 

 Assist with reviews and updates. 

 Reach out to tribes to get more tribal resources and tools listed. 

 Get tribal comments about the tools.  Which tools worked well, which not helpful, etc. 

 Talk to FEMA to get them to say “here’s the basic plan” and provide funds for tribes to develop 

that. 

5.  Additional Comments 

 It could be nice to have levels of plans/responses.  Level 1 is a basic and simple plan.  Level 5 is a 

plan fit for Seattle.  And everything in the middle. 

 There seems to be a conflict between what the Tribe needs (which is basic) and what FEMA 

requires for funding.  This is a big problem that is confusing. 

 Glad to hear there is consensus about needing a staff position for emergency management. 

 It would be helpful to have the process facilitated by someone outside the tribal organization. 



 Do more prioritizing. 

 Point out what are the easy things to do. 

 Be more directive. 

 Provide guidance regarding how much funding we should reserve for disasters.  For example, 

how much did the Colville fire cost? 
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