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BEYOND READINESS: AN EXAMINATION OF
THE CURRENT STATUS AND FUTURE OUT-
LOOK OF THE NATIONAL RESPONSE TO
PANDEMIC INFLUENZA

Wednesday, July 29, 2009

U.S. HOUSE OF REPRESENTATIVES,
COMMITTEE ON HOMELAND SECURITY,
Washington, DC.

The committee met, pursuant to call, at 2:00 p.m., in Room 311,
Cannon House Office Building, Hon. Bennie G. Thompson [Chair-
man of the committee] presiding.

Present: Representatives Thompson, Harman, Jackson Lee,
Cuellar, Carney, Richardson, Kirkpatrick, Lujan, Pascrell, Cleaver,
Green, Himes, King, Rogers, McCaul, Dent, Bilirakis, Olson, and
Cao.

Chairman THOMPSON. The committee on Homeland Security will
come to order.

As a matter of housekeeping, our reporter is in a building where
a suspicious package has been identified and security will not let
anyone out of the building. But they are watching us on an in-
house station doing the reporting and unless they have to evacuate
the building, rest assured, a transcript of this hearing will take
place. But you can understand the sensitivity of the security, and
that is why our recorder is not present at this point. However, as
indicated, we will continue with the hearing.

The committee is meeting today to receive testimony on “Beyond
Readiness: An Examination of the Current Status and Future Out-
look of the National Response to Pandemic Influenza.”

I would like to thank our witnesses for appearing before us
today. Today’s hearing will review this Nation’s state of prepared-
ness for an influenza pandemic.

In April 2009, the Centers for Disease Control and Prevention re-
ported two cases of respiratory illness in children caused by a
virus. Those two cases, which occurred less that 4 months ago,
were the first confirmed instances of HIN1 flu within the United
States.

By late June, U.S. health officials estimated that there had been
more than 1 million infections in the United States. According to
the World Health Organization, this virus is travelling the world
with unprecedented speed. There have been confirmed cases on
every continent except Antarctica. While this may be troubling,
there is no need to panic in the face of this pandemic.

o))



2

So far, the disease has been mild in most people and treatments
are available. But many scientists and public health officials are
predicting that the virus will surge in the fall. It is that resurgence
which we must be ready to meet. The Centers for Disease Control
and Prevention estimates that as many as 40 percent of the U.S.
population could become infected with HIN1 over the next 2 years.

The good news is that a vaccine is currently under development,
and over the last 4 years, Congress has provided approximately
$8.6 billion for pandemic planning efforts. But unfortunately, de-
spite this amount of funding, according to GAO there are still
major gaps in pandemic planning and preparedness efforts. Among
the major gaps is the failure to plan for additional bed space and
medical supplies.

Additionally, GAO determined that leadership roles and respon-
sibilities for an influenza pandemic need to be further clarified,
tested, and exercised. Given this country’s recent experience with
disasters, it is hard to believe that there are those who underesti-
mate the importance of plans and drills. Our children are taught
in school what to do in a fire drill. They are not taught to wait
until a fire starts, yell instructions, and hope everybody makes it
to the exit. We teach them that planning and practice increases
their chance of survival. That elementary school lesson still applies.

Finally, we need to understand that the emergency preparedness
and response community and the health care community have al-
ways shared resources during crises and disasters. These formal
and informal partnerships may be strained during a pandemic. In-
creased drills and exercises will strengthen these relationships, de-
crease uncertainty, and improve response and recovery.

I want to thank our witnesses and look forward to their testi-
mony today. The Chair now recognizes the Ranking Member of the
full committee, the gentleman from New York, Mr. King, for an
opening statement.

[The statement of Chairman Thompson follows:]

PREPARED STATEMENT OF CHAIRMAN BENNIE G. THOMPSON

JuLy 29, 2009

In April 2009, the Centers for Disease Control and Prevention (CDC) reported two
cases of respiratory illness in children caused by a virus. Those two cases, which
occurred less than 4 months ago, were the first confirmed instances of HIN1 flu
within the United States. By late June, U.S. health officials estimated that there
had been more than 1 million infections in the United States.

According to the World Health Organization, this virus is travelling the world
with “unprecedented speed”. There have been confirmed cases on every continent ex-
cept Antarctica.

And while this may be troubling, there is no need to panic in the face of this pan-
demic. So far, the disease has been mild in most people and treatments are avail-
able. But many scientists and public health officials are predicting that the virus
will resurge in the fall. And it is that resurgence which we must be ready to meet.

The Centers for Disease Control and Prevention estimates that as many as 40
percent of the U.S. population could become infected with HIN1 over the next 2
years. The good news is that a vaccine is currently under development and over the
last 4 years Congress has provided approximately $8.6 billion for pandemic planning
efforts. But unfortunately, despite this amount of funding, according to GAO there
are still major gaps in pandemic planning and preparedness efforts.

Among the major gaps, is the failure to plan for additional bed space and medical
supplies. Additionally, GAO determined that leadership roles and responsibilities for
an influenza pandemic need to be further clarified, tested, and exercised. Given this
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country‘s recent experience with disasters, it is hard to believe that there are those
who underestimate the importance of plans and drills.

Our children are taught in school what to do in a fire drill. They are not taught
to wait until a fire starts, yell instructions, and hope everybody makes it to the exit.
We teach them that planning and practice increases their chance of survival. That
elementary school lesson still applies. Finally, we need to understand that the emer-
gency preparedness and response community and the health care community have
always shared resources during crises and disasters. These formal and informal
partnerships may be strained during a pandemic.

Increased drills and exercises will strengthen these relationships, decrease uncer-
tainty, and improve response and recovery.

Mr. KiNG. Thank you, Mr. Chairman. Thank you for holding this
hearing. As you indicated, this is a very serious issue.

Apparently, the consensus is that the HIN1 flu is going to re-
turn, and possibly it could be more severe than the first go-around.
I don’t have a very long opening statement, but one, I would like
to acknowledge the presence of Dr. Tom Farley, who is the newly-
appointed commissioner of the New York City Health Department
and congratulate him for the job he has done in less than 2
months, coming in right at the peak of the flu season in New York.

I also would like to stress some questions I will be asking during
the question-and-answer session.

One is on the issue of the vaccine. I met with Secretary Lute the
other day on this as to what the prospects are for having a vaccine.
Almost as importantly is the educational process that will go to the
public. Already there are rumors going around that the vaccine
could be more harmful and that it is dangerous to kids, and what
is going to be done to stop those rumors when they start and what
can be done to convince the public that, in fact, this vaccine is ex-
pected to work and certainly will not be dangerous, especially to
young children.

Also, the issue, since DHS is obviously a new Department, and
as far as I know, this is the first health crisis that has affected the
country since DHS was started. Secretary Lute, have you looked
back to see lessons learned, how effective the Department was, how
close the coordination was with HHS, whether or not it was syn-
chronized, and what, if any, improvements are necessary for the fu-
ture. Also on the issue for our employees, TSA, CBP in particular,
and what will be done to protect them as they are doing their job.
What are the appropriate procedures for them?

With that, I look forward to the testimony, Mr. Chairman. Thank
you for the hearing.

Chairman THOMPSON. Thank you.

Other Members of the committee are reminded that under com-
mittee rules, opening statements may be submitted for the record.

[The statement of Hon. Broun follows:]

PREPARED STATEMENT OF THE HONORABLE PAUL C. BROUN

JuLy 29, 2009

Thank you, Mr. Chairman.

I’d like to welcome our witnesses here today. I'm pleased the committee is meeting
to review and assess the status of HIN1 readiness efforts to prepare for and respond
to pandemic influenza.

As a doctor, I am particularly troubled with the Federal Government’s lack of con-
cern for the protection of Federal employees’ health. I'm sure that you know that
I offered amendment earlier this year that would have allowed any TSA employee
to wear a protective facemask in the event of a pandemic or public health emer-
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gency. I was disappointed that this important amendment was defeated on a party
line vote.

I am particularly concerned by what seems to be a lack of progress in this area,
due in part because of the defeat of my amendment. I believe that it is absolutely
essential that the employees on the front lines be able to protect themselves by tak-
ing extra precautions if they feel it is in the best interest of their personal health.
The Department needs to adopt a policy immediately to permit its employees to take
precautionary measures to protect their own health.

I am specifically interested in hearing our witnesses’ thoughts on protective equip-
ment measures such as face masks, and what the strategy is to protect screeners
and other personnel at the border and around the country. I'd like to quote my col-
league Congressman Stephen Lynch who said, “In my opinion it is unconscionable
that our workers have been denied the use of certain PPE [personal protective
equipment] items—such as N-95 and surgical masks, gloves, and hand sanitizer—
and even threatened for attempting to protect themselves from a communicable dis-
ease.”

I hope our witnesses can convince my colleagues of the importance and serious-
ness of this issue and that we can work together in a bipartisan manner to fix it
soon.

Thank you, Mr. Chairman. I yield back the balance of my time.

Chairman THOMPSON. Without objection, a statement provided to
the committee by Representative Lynch of Massachusetts address-
ing the subject matter covered by today’s hearing will be inserted
into the record at the appropriate point.

[The statement of Hon. Lynch follows:]

PREPARED STATEMENT OF THE HONORABLE STEPHEN F. LYNCH

JuLy 30, 2009

I'd like to thank Chairman Thompson for allowing me to submit a statement for
the record for today’s hearing.

As Chair of the House’s Federal Workforce Subcommittee, I have monitored close-
ly the Department of Homeland Security’s (DHS) response to the outbreak of the
HIN1 virus. DHS employs approximately 225,000 Federal workers who are charged
with the tremendous job of keeping the American public safe, including 52,000 Cus-
toms and Border Patrol (CBP) employees, 50,000 Transportation Security Adminis-
tration (T'SA) employees, and 17,200 Immigration and Customs Enforcement (ICE)
employees. I feel it is my responsibility to ensure the health and safety of these Fed-
eral employees—especially those on the front-line.

In addition to the on-going emergency preparedness efforts to secure the public’s
safety, it is essential that Federal agencies implement adequate and uniform worker
policies that protect the very employees who will be called upon to respond in the
event of an emergency. Without such policies, not only is the health of front-line em-
ployees being put at risk, but the health of their families and the general welfare
of the public are also placed at risk. In short, the Federal Government cannot ably
respond to emergencies if the very personnel needed as part of that response are
themselves compromised.

I have been troubled by the apparent reluctance on the part of DHS to address
the voluntary use of personal protective equipment (PPE) amidst the HIN1 flu out-
break. In my opinion it is unconscionable that our workers have been denied the
use of certain PPE items—such as N-95 and surgical masks, gloves, and hand sani-
tizer—and even threatened for attempting to protect themselves from a commu-
nicable disease. Further, it is alarming that DHS has not yet distributed written
guidance on the voluntary usage of protective gear to its own employees during a
public health emergency.

These front-line Federal workers—many of whom work well within 6 feet of indi-
viduals who could be known or suspected to have the HIN1 virus—deserve to be
reassured that their employer—which in this case is the Federal Government—has
done everything possible to guarantee their health while on the job.

Mr. Chairman, I thank you for holding this timely hearing, and look forward to
working with you to ensure that our Federal workforce’s needs are addressed as our
Government prepares for the possibility of a larger influenza outbreak this fall and
winter.
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Chairman THOMPSON. I welcome our first panel of witnesses. Our
first witness is Dr. Jane Holl Lute, Deputy Secretary of the Depart-
ment of Homeland Security. As Deputy Secretary, she is respon-
sible for the operation of our newest Federal department and the
operational coordination of Federal, non-Federal, and private sector
agencies when the Nation is confronted with events that threaten
our homeland. She was confirmed by the Senate in January 2009
and brings to the Department over 30 years of military and senior
executive experience in the U.S. Government.

Welcome, Dr. Lute.

Our second witness is Mr. William Corr, the Deputy Secretary of
the Department of Health and Human Services. As Deputy Sec-
retary, he is responsible for the operations of the largest civilian
department in the Federal Government. Mr. Corr has extensive
management and health care policy experience, including work for
Congress. I welcome him back to the Hill today.

Our third witness is Ms. Bernice Steinhardt, Director of Strategic
Issues at the Government Accountability Office. She has studied a
number of different health policies and strategic issues, and has
been responsible for producing many of the reports about pandemic
influenza and related issues for our committee.

We thank all of you for being our witnesses and for your service
to the Nation and for being here today.

Without objection, the witness’ full statements will be inserted in
the record. I now ask each witness to summarize their statement
for 5 minutes beginning with Secretary Lute.

STATEMENT OF JANE HOLL LUTE, DEPUTY SECRETARY,
DEPARTMENT OF HOMELAND SECURITY

Ms. LUuTE. Mr. Chairman, Ranking Member King, distinguished
Members of the committee, it is an honor to appear before you this
afternoon with my colleagues to discuss the Department of Home-
}aﬁd Security’s preparation for a possible resurgence of HIN1 this
all.

I have to say it is nice to appear before Congress to discuss some-
thing other than myself. As fun as that confirmation process was,
I am happier to be on these sides of the issue.

In the months since I have been in office, it has been readily ap-
parent how important the relationship between this committee and
the Department of Homeland Security is. Like all important rela-
tionships, we won’t always get it quite right. But, Mr. Chairman
and Ranking Member King, Members of the committee, I hope you
all know that Secretary Napolitano and I are committed to collabo-
rating with you as we work to make the United States of America
a safer place. We want and need your support, your ideas, your di-
rection, and the American people deserve your oversight.

While I recognize that this proceeding is focused on HIN1, I
think it is important to contextualize HIN1 within the spectrum of
threats that Department of Homeland Security negotiates and
navigates every day.

Secretary Napolitano and I often think about our jobs in the con-
text of managing the supply chain of trouble. Now, I am sure there
is a more sophisticated way to express it, but I am from New York,
so it seems to be a vivid representation of the challenges we face.
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Trouble, it will come as no surprise to this committee, comes in
many forms; whether it is a time bomb, or tornado, a computer
virus created by man, or a pandemic virus created by Mother Na-
ture. Trouble has suppliers, facilitators, purchasers, producers, dis-
tributors, and customers. These perilous products move through
multiple channels before they reach our shore, and it is the job of
the Department of Homeland Security to understand the supply
chain of trouble and identify opportunities along the way to gather
information, intelligence, interdict, redirect, and stop trouble before
it reaches our shores and our communities, and to do this in a way
that is not only consistent with but that honors our cherished prin-
ciples of civil rights, executive authority, and the important laws
that guide our privacy and liberty.

Just as threats have multiplied and evolved, the Department of
Homeland Security’s mission to lead the American effort to protect
itself must adapt to the new supply chains of trouble that deliver,
not just bombs and bullets, but botnets, and now we know,
pandemics.

Nontraditional threats like HIN1 cannot be stopped by
magnetometers or guns or fences. Indeed, HIN1, as the Chairman
has noted, is already here. In fact, it is ever present around the
world.

While we lack a complete understanding of what this fall will
look like, we are planning for the worst. The outbreak of HIN1 this
spring offered an unparalleled window into the state of our critical
pandemic response capabilities and readiness. In some areas we
excel. In other areas, frankly, as this committee has noted, we still
have work to do.

As with all aspects of the Department’s work, Secretary Napoli-
tano has asked me to supervise the staff members responsible for
coordinating lessons learned and ensure that the Department is
ready for whatever the fall may bring. While the Secretary may be
the principal Federal official for domestic incident management,
she is not the sole Federal official.

The Department of Health and Human Services, I am deeply
honored to be testifying with my HHS colleague, Deputy Secretary
Corr this afternoon, who has a leading role to play in mounting a
response to HIN1, as does the Department of Education and oth-
ers, as does Congress.

Indeed, congressional leadership on this issue has been of par-
ticular importance. The $47 million Congress provided to DHS for
pandemic influenza preparedness in fiscal year 2006 has already
proven its worth. With that funding, we have been able to build the
foundation of our pandemic preparedness, including stockpiling of
personal protective equipment and antiviral drugs for DHS employ-
ees and supporting pandemic influenza workshops.

Our role is to coordinate and assist the larger Federal response.
We are working with the White House, National security staff and
our Federal interagency partners to finalize the Federal strategic
implementation plan for the 2009 H1N1 flu. This plan is being re-
vised to reflect the lessons that we learned this spring.

Internally, we are finalizing our own operational plans to provide
direction to DHS components to ensure that our mission-essential
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functions are maintained while protecting our workforce in the face
of a sustained or worsening outbreak.

While final touches to formal plans are being made, the overall
coordination for this incident began months ago. At the start of the
current outbreak of HI1N1, the National Operations Center was
fully activated to fulfill its role on interagency coordination, and
they were assisted in this by the Office of Health Affairs which co-
ordinated with HHS to help manage requests for information from
a variety of stakeholders.

We have been actively engaged with our Federal, State, and local
and Tribal partners throughout the HIN1 outbreak, and we are
working with others under the direction of President Obama who
hosted a HIN1 summit 3 weeks ago for State and local leaders and
stakeholders. This summit focused on lessons learned from the re-
sponse so far. We are helping the private sector to plan for a pan-
demic. DHS began providing extensive guidance to private sector
partners several years ago. Challenges have arisen and we are
adapting in view of the experience gained.

The health and safety of our workforce is one of our highest pri-
orities, and we will continue to ensure that our front-line employ-
ees receive guidance on personal protection that is based on the
best science available. We learned from the HIN1 flu that we have
to have more guidance in place, and we have worked in that direc-
tion.

There are a number of other efforts throughout the Department
that I detailed in my statement for the record.

Every day, Secretary Napolitano and I wake up thinking about
how we can find new points on the supply chain of trouble and to
interdict that trouble before it makes its way to the United States.
HIN1 is no different. We will be prepared and we will be ready.

Thank you again for this opportunity to testify. I will be happy
to answer your questions.

[The statement of Ms. Lute follows:]

PREPARED STATEMENT OF JANE HOLL LUTE

JULY 29, 2009

Chairman Thompson, Ranking Member King, and Members of the committee:
Thank you for this opportunity to discuss National efforts to respond to the HIN1
flu outbreak, and what the Department of Homeland Security (DHS) is doing to pre-
pare Americans for the effects of pandemic influenza in the future.

The outbreak of HIN1 this past spring presented us with an early opportunity
to evaluate our capacity to respond to a potential pandemic influenza. As we ready
for the possibility that the HIN1 influenza may worsen, we must take advantage
of what we learned from our earlier experience with this flu.

Secretary Napolitano has asked me to lead internal coordination of the Depart-
ment’s response to HIN1. Our efforts within DHS are many, but we work in close
coordination with the Department of Health and Human Services, the Department
of Education, and the many other agencies that are contributing to the preparedness
of our Nation. I am pleased to testify alongside my colleague, Deputy Secretary
Corr, from HHS. We must, and are, acting in unison to ensure the entire Nation
has the highest level of preparedness possible.

OVERVIEW OF PANDEMIC PREPAREDNESS AND PLANNING WITHIN DHS

Before speaking about current and future activities of DHS, I would like to touch
briefly on the past leadership that has allowed us to reach our current readiness
state.
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Specifically, I would like to acknowledge the $47.3 million that Congress allocated
to DHS for pandemic influenza preparedness in fiscal year 2006. The recent out-
break of HIN1 made the importance of this funding even more evident. With that
funding, the Department was able to build the basis of our pandemic preparedness
foundation. For example, DHS conducted exercises (including intradepartmental
pandemic influenza tabletops and workshops), purchased personal protective equip-
ment (PPE) for DHS employees, and stockpiled antiviral medications for employees.

DHS is currently working with White House National Security Staff and our Fed-
eral interagency partners to finalize the Federal Strategic Implementation Plan for
the 2009 HIN1 flu. The draft HIN1 Implementation Plan is being revised to reflect
the many policy and strategic decisions that have been made, lessons learned from
the initial response, and an overarching goal to mitigate the impact of HIN1 on so-
ciety and the economy.

At the same time, the Department is finalizing the DHS 2009 H1N1 Operational
Plan, which will be completed within the coming weeks. This plan will provide the
necessary direction to DHS components to ensure that the Department’s mission-
essential functions are maintained while protecting our workforce in the face of a
sustained or worsening outbreak.

The Secretary and I are committed to the timely finalization of both the inter-
and intra-agency pandemic flu plans.

INCIDENT COORDINATION

While final touches to formal plans are being made, overall coordination for this
incident began immediately as Secretary Napolitano carried out her responsibilities
as the Principal Federal Official.

At the start of the current outbreak of HIN1, the Department’s National Oper-
ations Center (NOC) was fully activated in order to provide direct support to the
Secretary as well as to fulfill its role of interagency coordination. The NOC was ably
assisted by the Office of Health Affairs (OHA), which coordinated with HHS and
helped to manage requests for information from a variety of stakeholders, including
our own DHS components, Federal interagency partners, State and local officials,
the private sector, and Congress.

To further facilitate incident coordination, DHS recently established Regional Co-
ordination Teams to serve as an additional resource for the Federal Government,
States, and local communities. The teams are designed to provide a regional link
to our Federal partners; identify and respond to critical needs; identify and help rec-
oncile regional issues; and coordinate with safety and health officials to protect Fed-
eral workers. The teams are charged with facilitating Federal interaction with our
State and local partners in a pandemic where, unlike in many site-specific natural
disasters, the affected population is spread across the entire Nation.

STATE, LOCAL, TRIBAL, AND TERRITORIAL OUTREACH

The Department of Homeland Security has been actively engaged with our Fed-
eral, State, local, territorial, and Tribal partners to prepare for our national re-
sponse to an influenza pandemic. DHS offices and components have worked closely
with partners to share information that is most critical to preparedness plans. Dur-
ing the initial HIN1 outbreak in the spring, DHS’ Office of Intergovernmental Pro-
grams held daily information calls and posted daily status updates to fusion centers
through the Homeland Security State and Local Intelligence Community (HS—SLIC)
network. Given the overwhelmingly positive response that this outreach and en-
gagement received, DHS will continue to use all mechanisms at hand come this fall,
including, but not limited to, the Homeland Security Information Network, and the
Homeland Security State and local intelligence community, in order to distribute
critical information.

Three weeks ago, following President Obama’s direction and leadership, DHS,
HHS, and the Department of Education hosted a summit for State and local leaders
and stakeholders. The summit discussions focused on lessons learned from the ini-
tial wave, including DHS areas of focus such as continuity of operations planning,
front-line employee protection, and public and private sector roles in the national
response. The summit’s multiagency approach was very well-received. It allowed the
Federal Government to convene key leaders and underscore how critical it is for
local communities to coordinate activities among and between officials from the pub-
lic health, emergency management, education, and public and private sectors.

CRITICAL INFRASTRUCTURE AND PRIVATE SECTOR PREPAREDNESS

This history of past efforts and coordination proved beneficial during the HIN1
outbreak. Prior to the outbreak, DHS had published the “Pandemic Influenza Pre-
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paredness, Response and Recovery, Guide for Critical Infrastructures and Key Re-
sources” to provide guidance to our Critical Infrastructure and Key Resource (CIKR)
partners. In addition, with the help of our interagency partners, DHS completed
specific pandemic influenza plans for all 18 of the CIKR sectors. Important compo-
nents of the final plans and overall pandemic preparedness issues were highlighted,
and will continue to be highlighted, in a series of web seminars led by DHS rep-
resentatives. DHS is also coordinating with CIKR partners through the Government
Coordinating Councils (GCC) and Sector Coordinating Councils (SCC).

Across DHS, we are engaged with various private sector organizations, associa-
tions, and businesses to more broadly ensure their access to, and understanding of,
pandemic preparation tools, resources, and guidance.

While this guidance has been useful to our stakeholders, challenges arose because
the HIN1 virus presented itself in a way that differed from some assumptions made
in previous pandemic flu planning materials. Because of this, DHS and the Centers
for Disease Control and Prevention (CDC) continue to work together to provide up-
dated guidance that can best help CIKR and private sector partners maintain oper-
ations through the trials of a pandemic influenza.

For example, our CIKR and Private Sector Offices are jointly participating in out-
reach with CDC, bringing together representatives from several major international
corporations. The initial workshop focused on efforts to help private sector partners
better prepare to meet their essential functions in a pandemic environment. Addi-
tional outreach is planned by both the National Protection and Programs Direc-
torate and the Private Sector Office.

Furthermore, to anticipate the impact of HIN1 on critical infrastructure and pri-
vate sector businesses and organizations, the DHS National Biosurveillance Integra-
tion Center has partnered with the National Infrastructure Simulation and Analysis
Center within the DHS Office of Infrastructure Protection to present mathematical
modeling of the virus’ expected spread and infrastructure impact informed by the
best available epidemiological information about the virus. We will use this data to
help guide our policy decisions as well as our preparedness and planning activities.

PROTECTING THE DHS WORKFORCE

As I mentioned earlier, DHS had personal protective equipment on hand for use
by employees, specifically those who perform certain tasks that may place them at
increased risk of exposure. Components with employees who may be at risk include
the U.S. Coast Guard (USCG), U.S. Immigration and Customs Enforcement (ICE),
U.S. Customs and Border Protection (CBP), and the Transportation Security Admin-
istration (T'SA). For example, TSA has shipped PPE to every airport hub, to Federal
Air Marshal Special Agent in Charge offices, and to Office of Inspection field loca-
tions. Addditionally, PPE is pre-positioned at 120 DHS locations and field offices Na-
tion-wide.

The Department has also stockpiled two types of antivirals, oseltamivir
(Tamiflu®) and zanamivir (Relenza®), dedicated to DHS workforce protection. These
medications are stored in a pharmaceutical warehouse, fielded across the Oper-
ational Workforce sites, and are prepared to be deployed as necessary. In addition,
the USCG purchased courses of antivirals through Department of Defense stockpile
channels. Overall, DHS has on hand approximately 540,000 courses of antivirals
targeted for its mission-essential workforce.

The health and safety of our workforce is one of Secretary Napolitano’s and my
top priorities, and we will continue to ensure that our front-line employees receive
workforce protection guidance based on the best science available. DHS follows CDC
guidance and OSHA standards on personal protective equipment, including when to
use masks and respirators, and updates that guidance as new guidance is released.
We learned from the HIN1 flu emergence that we needed to have more guidance
in place. Looking forward, we are involved in intra-agency and interagency efforts
to develop coordinated workforce protection guidance. There is no question that this
continues to be a priority area for DHS.

OTHER CURRENT AND ON-GOING HIN1 ACTIVITIES

The Department will continue to conduct stakeholder outreach, strategize and
plan, and work with our interagency partners to help the Nation become as pre-
pared as possible for any future pandemic. Additional on-going activities of DHS of-
fices and components include the following:

e OHA is working with the CDC, HHS, and the Department of Veterans Affairs

on guidance to Federal departments on prioritizing their employees for vaccines
as well as on vaccine distribution strategies for Federal employees.
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e OHA continues to stockpile antivirals and PPE. OHA is also developing policies
and guidance for the use of antivirals and PPE by DHS employees, based on
CDC guidance, as well as working with all components on communication pro-
grams, education, and training in order to protect our workforce.

e The Office of Public Affairs is working with the White House, HHS, and other
agencies on overall pandemic communication strategies.

e The Regional Coordination Teams are beginning training and outreach to State
and local officials.

e Department leadership, under my supervision, meets weekly to review key pre-
paredness timelines and strategies, identify gaps, and design solutions.

e FEMA, in coordination with HHS, has drafted a Comprehensive Preparedness
Guide (CPG) specifically for pandemic influenza. This CPG will be published in
the next few weeks to provide operational direction to State, local, and Tribal
jurisdictions relating to their pandemic planning.

e NBIC is maintaining constant, real-time, dynamic biosurveillance.

o The NOC is coordinating efforts that will allow the U.S. Government to main-
tain a common operating picture of the current status of HIN1 influenza out-
breaks during the fall waves.

Again, thank you for the invitation to discuss these important issues and for your

continued willingness to work alongside the Department to provide leadership in
protecting and ensuring the security of our homeland.

Chairman THOMPSON. Thank you for your testimony.
I now recognize Deputy Secretary Corr to summarize his state-
ment for 5 minutes.

STATEMENT OF WILLIAM CORR, DEPUTY SECRETARY,
DEPARTMENT OF HEALTH AND HUMAN SERVICES

Mr. Corr. Thank you, Mr. Chairman, Congressman King, and
Members of the committee, it is a pleasure to be here today to give
you an update on the activities of the Department of Health and
Human Services. It is certainly a pleasure to appear with Deputy
Secretary Lute, my colleague with DHS, and certainly with Ms.
Steinhardt, we have great respect for the work that GAO does and
take it very, very seriously.

Secretary Sebelius and all of us at HHS deeply appreciate the
leadership that the Congress has shown in providing the resources
in the supplemental appropriations bill to give us the flexibility to
Eegirlli targeting our resources as we need to for this HIN1 out-

reak.

While the headlines and the 24-hour news updates may have
quieted down, this virus has not gone away and we cannot let up
for one moment. In concert with our partners at Homeland Secu-
rity and throughout the administration, we are doing everything
possible to monitor and respond to this virus. The Department’s
concentrated and considerable efforts are not about raising alarms,
they are about being being prepared. This is a very serious virus
capable of causing severe disease and death, and it is essential that
we have a coordinated and clear strategy to combat it.

Going forward, we will work closely with the White House, with
the Department of Homeland Security, and all of our Federal inter-
agency partners to focus our health efforts around four areas.

First 1s surveillance, to learn as much as we can about the virus,
how it is changing and how it is spreading.

Second, mitigation to encourage people to do what they can do.
Each citizen has things that they can do in home and in their
schools and their neighborhoods, to deal with the potential surge
on our medical infrastructure, and to provide appropriate medical
countermeasures.
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Immunization is the third leg which involves laying the ground-
work for a potentially large-scale campaign to distribute vaccine.

Last is communication, providing clear and accurate information
to State and local governments and to the public.

I would like to, Mr. Chairman, very quickly try to summarize
some of the main activities. There are many, but I will highlight
them and then be available for any questions that the committee
might ask.

As noted, the virus has now reached every State in the United
States. As of July 24, there were over 43,000 confirmed cases; 5,000
hospitalizations; and 302 deaths. Going forward, CDC will be re-
porting in a different way, reporting on the number of hospitaliza-
tions and deaths and a good deal of information about the virus
itself, how we are tracking it, where the flu is occurring and what
the impact is on disease and on hospitalization.

This virus usually causes a self-limited disease that gets better
without treatment, but it also can cause severe illness and even
death. Infants, children, and those with underlying health condi-
tions appear to be most vulnerable to severe disease.

The CDC is working closely with the World Health Organization
and the Pan American Health Organization and ministries of
health from around the world to continue characterizing the virus
as it spreads. To today, we have observed rapid, early season in-
creases in flu cases in the southern hemisphere, evidence of in-
creased burden on the health care system, and extended school clo-
sures in some locations. We are working aggressively to monitor for
evidence of change in the virus and whether it is becoming more
virulent and transmittal.

All of this information will allow us to make decisions as we go
forward here in the United States.

On May 22, Secretary Sebelius announced $1.1 billion of funds
for vaccine development and manufacturing that includes clinical
trials that will give us further information about safety and the op-
timal dose that is needed for the protective immune response that
we desire. She also has announced $884 million to secure ingredi-
ents, including the antigens which are the key components of vac-
cine and adjuvant so that we will have vaccine available, if needed.

The studies are underway now with the vaccine, and we antici-
pate limited quantities of the vaccine in the next several months.
Today, a special meeting of the CDC’s advisory committee on im-
munization practices is occurring, and they will be considering
many subjects and are one of our many advisory committees that
we are relying upon for scientific and public health expertise.

One of the recommendations will be on the age and risk groups
that are recommended for vaccination. To help communities pre-
pare for an increase in cases this fall, HHS, Homeland Security,
and the Department of Education conducted a summit on July 9
involving State, local, Tribal, and Federal officials to discuss les-
sons learned, best practices, and to discuss preparedness priorities.
At the summit, Secretary Sebelius announced the availability of
$350 million in supplemental funding that will be made available
both to State, local, and territorial health departments as well as
to hospitals for preparedness.



12

At the summit, we sent a strong message to our partners that
they must be ready to begin an immunization program this fall
when the licensed vaccine is anticipated to be available, but the de-
cision to do a vaccination program has not been made yet and will
be made in the near future.

Before an immunization campaign begins, our scientific and pub-
lic health experts will learn everything we can about the vaccine,
its safety and efficacy, as well as the status of the spread of the
virus as we make decisions. We have also purchased antivirals and
other needed products. We have begun our effort to educate the
public as, Congressman King pointed out, and I know that all of
the Members of the committee are deeply concerned about so that
the public has as much information as possible on how they can
protect themselves.

We have provided some school guidance, and will be providing
extensive guidance to schools about how they should consider their
activities as they enter into the school year.

We are working with Federal, State, local, and Tribal partners
to develop a community-based set of interventions. Mr. Chairman,
if I may say in closing, we will also make every endeavor to keep
this committee and other key committees of the Congress fully in-
formed about our actions, what we know, as well as what we do
not know. Thank you, Mr. Chairman.

[The statement of Mr. Corr follows:]

PREPARED STATEMENT OF WILLIAM CORR

JULy 29, 2009

Good afternoon Chairman Thompson, Ranking Member King, and Members of the
committee. I am Bill Corr, Deputy Secretary at the U.S. Department of Health and
Human Services (HHS). I am pleased to have this opportunity to update the com-
mittee on HHS’ activities related to the 2009—-H1IN1 influenza outbreak. Several
HHS agencies, including the Office of the Assistant Secretary for Preparedness and
Response (ASPR), the Centers for Disease Control and Prevention (CDC), the Na-
tional Institutes of Health (NIH) and the Food and Drug Administration (FDA), play
key roles in our preparations for and response to pandemic influenza.

We appreciate the quick action of Congress in recently providing $1.85 billion in
immediately available resources and an additional $5.8 billion contingency emer-
gency appropriation for pandemic influenza preparedness and response, of which we
have notified you that we plan to immediately access $1.825 billion. The Congress
has provided sufficient flexibility within the appropriation for HHS to target its re-
sponses and resources as the situation evolves. Immediate activities will include
providing funding to States for important planning necessary if a 2009-HIN1 im-
munization program is implemented this fall; funding to hospitals for preparation
activities given a likely surge in patients during the flu season; purchasing addi-
tional vaccines, syringes, and needles; and providing support for monitoring,
diagnostics, and public health response capabilities.

Mr. Chairman, we at the Department are proud of what we’ve done so far to pro-
tect the American people. While the headlines and 24-hour news updates may have
quieted down, this virus has not gone away, and we have not let up. In concert with
our partners at the Department of Homeland Security and throughout the adminis-
tration, we are doing everything possible to monitor and respond to this virus.

It has been our goal to build the national infrastructure necessary to mount a
scalable and flexible response to a novel influenza virus. This has included devel-
oping pre-pandemic vaccines for viruses with pandemic potential; Federal and State
stockpiling of key medical countermeasures, such as antiviral drugs; and conducting
exercises to practice accessing and distributing materiel from the stockpiles.

With the strong support of Congress, and working with Governors, mayors,
Tribes, State and local health departments, the medical community, and our private
sector partners, the administration has been actively building on the preparations
that have been underway for several years for an anticipated influenza pandemic
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to ensure the Nation is ready for the HIN1 virus scenarios that may develop over
the next few months. From the outset, we have said that medical science will lead
the way, and we are preparing action plans based on the best scientific information
available.

I want to be clear: The Department’s efforts are not about raising alarms or stok-
ing fears. They are about being prepared. This is a serious virus capable of causing
severe disease and death, and it is essential that we have a clear and coordinated
strategy to combat it.

With that in mind, HHS is currently working with the White House and our Fed-
eral interagency partners to focus and galvanize our efforts around a National
Framework for 2009—-H1N1 Influenza Preparedness and Response that is based on
four pillars: Surveillance, mitigation, immunization, and communication.

Surveillance entails learning as much as we can about whether and how the virus
is changing and spreading in the rest of the world, so that we have a clearer idea
of how the virus will present in the United States during the fall flu season. Mitiga-
tion means encouraging people to do basic things at work, at home, in schools, and
in their neighborhoods to help stop the spread of the virus; managing a potential
surge in demands on our medical infrastructure; and providing appropriate medical
countermeasures to infection. Immunization involves laying the groundwork for a
potentially large-scale campaign to distribute an HI1N1 vaccine and prioritize its
use. And communication means providing clear and accurate information to State
and local governments and to the public, which is essential during an outbreak.

Each of the efforts I will describe this morning fits into this framework.

Since the first 2009-H1N1 influenza patient in the United States was confirmed
by laboratory testing at CDC on April 15, 2009, the virus has reached every State
in the United States. On April 26, 2009 HHS issued a Nation-wide Public Health
Emergency Declaration and declared that the emergency justified emergency use of
several products. On that and the following day FDA issued four Emergency Use
Authorizations (EUAs) in response to requests by CDC. An EUA allows the use of
an unapproved product or use of an approved product for an unapproved use in an
emergency declared as justifying such use. These authorizations allowed for the
emergency use of certain antiviral medications, in vitro diagnostic devices, and res-
piratory protection products. A fifth EUA for a diagnostic panel for laboratory
screening followed.

As of July 24, 2009 CDC reported 43,771 confirmed and probable cases in the
United States, with 5,011 hospitalizations and 302 deaths. However, most cases are
not tested and confirmed and CDC estimates that there have been more than 1 mil-
lion cases of novel HIN1 flu in the United States to date. Since the exact number
of persons ill with 2009-H1N1 flu is likely to be much higher than individual case
counts indicate, Friday, July 24, 2009, was the last day that CDC is providing indi-
vidual confirmed and probable cases of novel HIN1 influenza. CDC will continue to
report the total number of hospitalizations and deaths each week, and to use its tra-
ditional surveillance systems to track the progress of the novel HIN1 flu outbreak.
These systems work to determine when and where flu activity is occurring, track
flu-related illness, determine what flu viruses are circulating, detect changes in flu
viruses and measure the impact of flu on hospitalizations and deaths in the United
States. The World Health Organization (WHO) reported 94,512 confirmed cases on
July 6, 2009. For similar reasons, earlier in July the World Health Organization an-
nounced that it would stop issuing its global tables showing the numbers of con-
firmed novel HIN1 flu cases for all countries.

This virus usually causes a self-limited disease that gets better without treat-
ment, but it can also cause severe illness and even death. Infants, children, and
those with underlying health conditions appear to be most vulnerable to severe dis-
ease.

CDC staff worldwide are collaborating with WHO, the Pan American Health Or-
ganization (PAHO) and ministries of health to study characteristics of the 2009—
HIN1 virus, including: The severity and transmissibility of HIN1 illness; popu-
lation-based rates of mild and severe illness; risk factors for severe disease; impact
on the health care infrastructure; and rates of transmission in households and com-
munities in the Southern Hemisphere. These activities will better prepare the Na-
tion and other Northern Hemisphere countries when we enter flu season in the fall.

To date, we have observed rapid early season increase in flu cases in the Southern
Hemisphere, evidence of increased burden on health care systems and extended
school closures in several locations. We also are working aggressively to monitor for
evidence of changes in the 2009-H1N1 virus itself, whether the virus is becoming
more virulent or transmittable.

Efforts are underway to develop a vaccine against this new virus. NIH plans to
invest more than $200 million in influenza research, including research on the
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2009-H1N1, this fiscal year. Over the years, NIH has built a substantial infrastruc-
ture of research centers, intramural and NIH-supported extramural laboratories,
highly trained personnel, and clinical research networks to rapidly conduct research
on new pandemic viruses, such as 2009-H1N1 influenza. This established infra-
structure enabled intramural researchers on the NIH campus, researchers at med-
ical centers throughout the country in pre-existing NIH research networks, such as
the Centers of Excellence in Influenza Research and Surveillance (CEIRS) and Re-
gional Centers of Excellence for Biodefense and Emerging Infectious Diseases
(RCEs), as well as industry partners and individual NIH grantees to act quickly to
study the 2009—H1N1 influenza virus. In addition, NIH has been working with the
biotechnology and pharmaceutical industries to speed development of new influenza
vaccines, diagnostic tools, and anti-influenza drugs.

On May 22, 2009 HHS Secretary Sebelius announced that $1.1 billion of funds
previously appropriated for such purposes would be used for vaccine development
and manufacturing. This includes resources for the clinical trials that are being car-
ried out through NIH and through the manufacturers in collaboration with the
FDA, CDC, and ASPR. On July 13, Secretary Sebelius announced that the Depart-
ment will commit an additional $884 million to secure additional ingredients, in-
cluding antigens and adjuvants, needed to manufacture the HIN1 vaccines. The
Biomedical Advanced Research and Development Authority (BARDA) within ASPR
has contracted with five vaccine manufacturers for the purchase of these bulk vac-
cine components. In addition to clinical trials conducted by the manufacturers, NITH
will use its longstanding vaccine clinical trials infrastructure, notably the network
of Vaccine and Treatment Evaluation Units, to conduct clinical studies to confirm
safety and determine the optimal dose needed to induce a protective immune re-
sponse. The five manufacturers who already produce U.S.-licensed seasonal vaccine
are also conducting their own 2009-H1N1 influenza vaccine trials under contract
with HHS. These studies are just beginning to get under way and will be carried
out over the next several months. We anticipate that limited quantities of a vaccine
may be available by mid-October.

NIH and its industry partners have been developing several other kinds of influ-
enza vaccines, for example, DNA vaccines, in which harmless influenza genetic se-
quences are injected directly into a person to stimulate an immune response against
the proteins coded for by these genetic sequences. Studies are underway to evaluate
how well these candidate antiviral drugs block the 2009-H1N1 influenza strain and
to screen other compounds for activity against the virus. However, because these
“next-generation” vaccines will require additional safety and efficacy testing before
they can be deployed, they are unlikely to reach the public before the vaccines that
are currently being produced.

Today a special meeting of CDC’s Advisory Committee on Immunization Practices
(ACIP) will take place in Atlanta to follow up on issues related to planning for a
2009-H1N1 immunization campaign should it become necessary. Meeting topics in-
clude 2009-H1N1 epidemiology in the United States and internationally; implemen-
tation planning; vaccine development and formulations; communications; and ACIP
Workgroup recommendations on age/risk groups recommended for vaccination.

To help communities prepare for an increase in 2009-H1N1 influenza cases in the
fall, HHS, the Department of Homeland Security, the Department of Education and
the White House held the HIN1 Influenza Preparedness Summit at NIH on July
9, 2009 for Federal, State, local, and Tribal officials to build on and tailor States’
existing pandemic plans, share lessons learned and best practices, and discuss pre-
paredness priorities.

At the summit, Secretary Sebelius announced the availability of $350 million in
supplemental funding. These funds will be available to State, local, and territorial
health departments to bolster their response activities to the 2009-H1N1 influenza
pandemic, including: Addressing planning gaps; preparing for a potential mass vac-
cination campaign; meeting the information needs of the public, health, and edu-
cational professionals to support their decision-making; implementing strategies to
reduce people’s exposure to the 2009-H1N1 virus; supporting laboratory testing;
preparing hospitals and the health care community; and improving influenza sur-
veillance and investigations.

At the summit we sent a strong message to our State, tribal, and local partners
that they must be ready to begin an immunization program by mid-October, when
the first licensed vaccine is anticipated to be available. Before an immunization
campaign begins, we will review what we know about the vaccine, its safety and
efficacy, as well as the status of the pandemic to determine if an immunization pro-
gram should proceed.
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Vaccines are not the only tools we have in our response armamentarium. Other
2009-H1N1 response efforts include the use of antiviral drugs and mitigation ef-
forts, such as social distancing.

The 2009-H1IN1 influenza virus is currently sensitive to the antiviral drugs
oseltamivir (Tamiflu®) and zanamivir (Relenza®). (Although cases of resistance to
oseltamivir have been detected in some 2009-H1N1 virus isolates, they are cur-
rently rare.) When it became apparent that 2009—-H1N1 was spreading within the
United States, HHS released 25 percent of the States’ pro rata share of antiviral
drugs and personal protective equipment. to help the States prepare to respond to
the outbreak. Thirteen million regimens of antiviral drugs have been purchased and
are scheduled to be delivered to replenish the CDC’s Strategic National Stockpile
(SNS) by the end of September 2009. An additional 400,000 regimens of antiviral
drugs from the SNS were delivered to Mexico in response to an official request for
assistance in combating the 2009-H1N1 influenza outbreak. Additionally, HHS re-
cently announced plans to provide 420,000 treatment courses of oseltamavir to
PAHO to fight the 2009-H1N1 virus in Latin America and the Caribbean.

CDC and other HHS agencies continue to educate the public on ways to prevent
infection, including frequent hand washing, staying home from school or work if ill,
and coughing and sneezing into your elbow instead of your hands.

School guidance is an area of particular concern because children are one of the
groups at greatest risk of illness with this particular strain of influenza and are
transmitting the virus at high rates. HHS is working with Federal, State, local, and
Tribal partners to develop a comprehensive public health guidance package to in-
form decisions about a range of interventions applicable to school settings. Our goal,
if possible, is to keep schools open and safe for students, faculty, and staff, but we
will also advise communities to be prepared for the possibility of school closures,
particularly if the virus were to change or become more severe. It will include deci-
sion-making guidance about how to choose combinations of interventions most appli-
cable to the local situation and acceptable to the community.

HHS is also working with Federal, State, local, and Tribal partners to develop a
more general set of community-based interventions applicable in a wide range of
settings. HHS will develop tools and materials to make the recommendations spe-
cific to various settings, and is establishing a technical assistance cadre to provide
one-on-one consulting.

To assist in preparing communities for increased health care demand, HHS is in-
creasing the level of engagement with health care providers by convening stake-
holder meetings to develop guidance and/or tools; providing tools and templates for
local community planners; facilitating or supporting the development of clinical and
triage protocols; and providing other technical assistance to partners and Federal
agencies.

Additionally, HHS will continue to evaluate community mitigation guidelines. As
the outbreak progresses, we will continue to assess all guidelines to ensure that
they are appropriately based upon the available science.

Please be assured that we will continue to communicate with you. We will tell
you what we know when we know it, and we will also inform you when we don’t
know. To that end, we continue to work with our State, local, territorial, and Tribal
partners to best prepare our communities to respond effectively to the formidable
public health and medical challenge that 2009—-H1N1 influenza presents to us all.

I would like to conclude by making two important points. First, we are all in this
together. While the steps the Department and other agencies have taken will help
engage the American people and ensure they are prepared, it’s important for every
family, business, and school to prepare its own household and business plan and
think through the steps they will take if a family member, co-worker, or student
contracts the HIN1 flu. This is a responsibility that we all share as parents, neigh-
bors, co-workers, and community members.

The second point is that, while the HIN1 pandemic presents a tremendous chal-
lenge, it has also brought a valuable opportunity that has helped us accelerate our
work to improve the entire public health system; raise awareness about the basic
steps people can take to stop the spread of germs and disease and the value of sea-
sonal flu vaccine; and identify the strengths and weaknesses in our prevention and
preparedness systems. The application of these lessons will be invaluable.

We have made tremendous progress over the years in preparing for a flu pan-
demic. Congress has provided strong leadership and support for these efforts. We
look forward to working with you to continue the progress we have made to ensure
that our Nation is prepared for any public health threat.

I would be happy to answer any questions.
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Chairman THOMPSON. Thank you for your testimony. We will get
into some of the meat of it after opening statements.

I now recognize Director Steinhardt to summarize her statement
for 5 minutes.

STATEMENT OF BERNICE STEINHARDT, DIRECTOR,
STRATEGIC ISSUES, GOVERNMENT ACCOUNTABILITY OFFICE

Ms. STEINHARDT. Thank you, Mr. Chairman, Mr. King, and other
Members of the committee. We appreciate the opportunity to be
here today to talk about the work that we have done at your re-
quest over the last 3 years, to assess the Federal Government’s
planning and preparedness for a pandemic influenza. When we
started, a pandemic was a possibility. Today, it is a reality. As it
has turned out, we have been fortunate so far that the pandemic
has not been severe. The big question that we face is whether it
will stay that way or whether the virus will become more virulent
this fall or winter. In any case, we know we have to be prepared
for that.

So how well-prepared are we? Clearly we are benefiting from the
groundwork that has been laid over the last few years. We have
a National pandemic strategy and implementation plan developed
by the Federal Government. All 50 States and the District of Co-
lumbia, as well as many local governments and private companies
have their own pandemic plans as well. But the work we have done
suggests that there is more that the Federal Government can and
should do to fill in the gaps in the Nation’s readiness.

This afternoon I would like to focus on the most important of
these gaps that our work has shown.

First, the leadership roles in the pandemic, the who-is-in-charge
question, have not been clearly worked out and tested, as you
pointed out earlier, Mr. Chairman. Under the National plan, the
Secretaries of Homeland Security and Health and Human Services
are supposed to share leadership responsibilities along with the
system of Federal coordinating officials, principal Federal officials,
and the FEMA administrator. But there has never been a National
exercise to test how these roles will work together, a point of par-
ticular importance now that we have new leaders in these posi-
tions. In 2007, we recommended that the two Departments under-
take this kind of exercise, but that has not been done.

Second, the National plan, which was intended to be a 3-year
plan, is now over 3 years old and it needs to be updated, particu-
larly in light of the experiences of the last few months. But there
are no provisions for updating the plan or even reporting on its
progress. Two years ago we recommended that the Homeland Secu-
rity Council establish a process for updating the plan that would
also involve key stakeholders, like State and local governments,
and would incorporate lessons learned from exercises and other
sources. That still has not been acted on.

Third, the Federal Government could be doing a better job of
sharing its expertise and coordinating its decisions with other lev-
els of government and the private sector. There have been a num-
ber of mechanisms developed for this purpose, but they could be
used even more. The critical infrastructure coordinating councils,
for example, bring together private sector leaders from the 18 crit-
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ical infrastructure sectors with officials from DHS and other Fed-
eral and State agencies to develop plans to protect critical infra-
structure in major emergencies, including a pandemic flu.

But at the time of our 2007 review, private sector members told
us they were still looking for clarification about the respective roles
and responsibilities of the Federal and State governments in areas
like State border closures and vaccine distribution. We rec-
ommended then that DHS make greater use of the coordinating
councils to have these kinds of discussions and help resolve some
of these issues, but it is not clear to us that this has been hap-
pening.

Finally, there needs to be a greater degree of accountability to
gnsure that Federal workers are protected in the event of a pan-

emic.

Under the National pandemic plan, agencies are supposed to de-
velop operational plans to protect their employees and to maintain
essential operations and services. But based on our survey of the
major agencies, progress on these plans appear to be very uneven
with several agencies reporting that they were still in the early
stages of planning. Yet there is no mechanism to monitor agency
planning and no provision for agencies to report on their progress.
As a result, we recommended that the Homeland Security Council
ask DHS to take on this monitoring and reporting role, and we sug-
gested that the Congress might want to consider requiring DHS to
report to the Congress as well as to the White House.

In closing, I want to observe that the last few months have given
us real-life experience with some of the issues that are raised by
a pandemic flu, but all of this experience will be for naught if we
don’t incorporate its lessons into our planning for the future. As
our work suggests, there are still significant gaps and we should
be addressing them now while time is still on our side.

Thank you very much.

[The statement of Ms. Steinhardt follows:]

PREPARED STATEMENT OF STATEMENT OF BERNICE STEINHARDT

JULy 29, 2009
GAO HIGHLIGHTS

Highlights of GAO-09-909T, a testimony before the Committee on Homeland Se-
curity, House of Representatives.

Why GAO Did This Study

As the current HIN1 outbreak underscores, an influenza pandemic remains a real
threat to our Nation. Over the past 3 years, GAO conducted a body of work, con-
sisting of 12 reports and 4 testimonies, to help the Nation better prepare for a pos-
sible pandemic. In February 2009, GAO synthesized the results of most of this work
and, in June 2009, GAO issued an additional report on agency accountability for
protecting the Federal workforce in the event of a pandemic. GAO’s work points out
that while a number of actions have been taken to plan for a pandemic, including
developing a national strategy and implementation plan, many gaps in pandemic
planning and preparedness still remain.

This statement covers six thematic areas: (1) Leadership, authority, and coordina-
tion; (2) detecting threats and managing risks; (3) planning, training, and exer-
cising; (4) capacity to respond and recover; (5) information sharing and communica-
tion; and (6) performance and accountability.

What GAO Recommends

This statement discusses the status of GAQO’s prior recommendations on the Na-
tion’s planning and preparedness for a pandemic. Key open recommendations con-
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cern the need to exercise the shared Federal leadership roles for a pandemic, ad-
dress planning gaps at all levels of government and in the private sector, and mon-
itor and report on agencies’ plans to protect their workers.

INFLUENZA PANDEMIC.—GAPS IN PANDEMIC PLANNING AND PREPAREDNESS NEED TO BE
ADDRESSED

What GAO Found

e Leadership roles and responsibilities for an influenza pandemic need to be clari-
fied, tested, and exercised, and existing coordination mechanisms, such as crit-
ical infrastructure coordinating councils, could be better utilized to address chal-
lenges in coordination between the Federal, State, and local governments and
the private sector in preparing for a pandemic.

o Efforts are underway to improve the surveillance and detection of pandemic-re-
lated threats, but targeting assistance to countries at the greatest risk has been
based on incomplete information, particularly from developing countries.

e Pandemic planning and exercising has occurred at the Federal, State, and local
government levels, but important planning gaps remain at all levels of govern-
ment. At the Federal level, agency planning to maintain essential operations
and services while protecting their employees in the event of a pandemic is un-
even.

e Further actions are needed to address the capacity to respond to and recover

from an influenza pandemic, which will require additional capacity in patient

treatment space, and the acquisition and distribution of medical and other crit-
ical supplies, such as antivirals and vaccines.

Federal agencies have provided considerable guidance and pandemic-related in-

formation to State and local governments, but could augment their efforts with

additional information on school closures, State border closures, and other top-
ics.

e Performance monitoring and accountability for pandemic preparedness needs
strengthening. For example, the May 2006 National Strategy for Pandemic In-
fluenza Implementation Plan does not establish priorities among its 324 action
items and does not provide information on the financial resources needed to im-
plement them. Also, greater agency accountability is needed to protect Federal
workers in the event of a pandemic because there is no mechanism in place to
nrionitor and report on agencies’ progress in developing workforce pandemic
plans.

The current HIN1 pandemic should serve as a powerful reminder that the threat
of a pandemic influenza, which seemed to fade from public awareness in recent
years, never really disappeared. While Federal agencies have taken action on 13 of
GAOQ’s 24 recommendations, 11 of the recommendations that GAO has made over
the past 3 years have not been fully implemented. With the possibility that the
HIN1 virus could become more virulent this fall or winter, the administration and
Federal agencies should use this time to turn their attention to filling in the plan-
ning and preparedness gaps GAO’s work has pointed out.

Mr. Chairman and Members of the committee: I am pleased to be here today to
discuss key themes from the body of work GAO has developed over the past several
years to help the Nation better prepare for, respond to, and recover from a possible
influenza pandemic. An influenza pandemic remains a real threat to our Nation and
to the world, as we are witnessing during the current HIN1 pandemic. The previous
administration took a number of actions to plan for a pandemic, including devel-
oping a national strategy and implementation plan. However, much more needs to
be done, and many gaps in planning and preparedness still remain. Strengthening
preparedness for large-scale public health emergencies, such as an influenza pan-
demic, is one of 13 urgent issues that we identified earlier this year as among those
needing the immediate attention of the new administration and Congress.!

In the past 3 years, GAO has issued 12 reports and 4 testimonies on influenza
pandemic planning.2 We synthesized the results of most of our work in a February
2009 report, which I will discuss in more detail today.? In addition, I will discuss
key results from our recent report on protecting the Federal workforce in the event

1GAO’s 2009 Congressional and Presidential Transition website: http://www.gao.gov/
transition 2009.

2We also have two pandemic-related reviews underway on the following topics: (1) The status
of implementing the National Strategy for Pandemic Influenza Implementation Plan (National
Pandemic Implementation Plan); and (2) the effect of a pandemic on the telecommunications ca-
pacity needed to sustain critical financial market activities.

3GAO, Influenza Pandemic: Sustaining Focus on the Nation’s Planning and Preparedness Ef-
forts, GAO-09-334 (Washington, DC: Feb. 26, 2009).
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of a pandemic.* We have made 24 recommendations based on the findings from
these reports, 13 of which have been acted upon by the responsible Federal agen-
cies. The responsible Federal agencies have generally agreed with our recommenda-
tions and some actions are underway to address them. However, 11 recommenda-
tions have not yet been fully implemented. While our February 2009 report made
no new recommendations, it reflects the status of those recommendations that were
made prior to our June 2009 report that had not yet been implemented. Many of
the recommendations that remain unimplemented have become even more pressing
in light of the very real possibility of the return of a more severe form of the HIN1
virus later this year. Lists of our open recommendations and related GAO products
that are referenced throughout this statement are located in attachments I and II.*

In summary, my statement will address the following issues which were drawn
from the key themes of GAO’s pandemic work:

e Leadership roles and responsibilities for an influenza pandemic need to be clari-
fied, tested, and exercised, and existing coordination mechanisms, such as crit-
ical infrastructure coordinating councils, could be better utilized to address chal-
lenges in coordination between the Federal, State, and local governments and
the private sector in preparing for a pandemic.

o Efforts are underway to improve the surveillance and detection of pandemic-re-
lated threats in humans and animals, but targeting assistance to countries at
the greatest risk has been based on incomplete information, particularly from
developing countries.

e Pandemic planning and exercising have occurred at the Federal, State, and
local government levels, but important planning gaps remain at all levels of
government. At the Federal level, agency planning to maintain essential oper-
ations and services while protecting their employees in the event of a pandemic
is uneven.

e Further actions are needed to address the capacity to respond to and recover

from an influenza pandemic, which will require additional capacity in patient
treatment space, and the acquisition and distribution of medical and other crit-
ical supplies, such as antivirals and vaccines.
Federal agencies have provided considerable guidance and pandemic-related in-
formation to State and local governments, but could augment their efforts with
additional information on school closures, State border closures, and other top-
ics.

e Performance monitoring and accountability for pandemic preparedness needs
strengthening. For example, the May 2006 National Strategy for Pandemic In-
fluenza Implementation Plan (National Pandemic Implementation Plan) does
not establish priorities among its 324 action items and does not provide infor-
mation on the financial resources needed to implement them. Also, greater
agency accountability is needed to protect Federal workers in the event of a
pandemic because there is no mechanism in place to monitor and report on
agencies’ progress in developing workforce pandemic plans that provide the
operational details of how agencies will protect their employees and maintain
essential operations and services.

As noted earlier, this statement is based on our prior work, which was conducted
in accordance with generally accepted government auditing standards. Those stand-
ards require that we plan and perform the audit to obtain sufficient, appropriate
evidence to provide a reasonable basis for our findings and conclusions based on our
audit objectives. We believe that the evidence obtained provides a reasonable basis
for our findings and conclusions based on our audit objectives.

BACKGROUND

Given the consequences of a severe influenza pandemic, in 2006, GAO developed
a strategy for our work that would help support Congress’s decision-making and
oversight related to pandemic planning. Our strategy was built on a large body of
work spanning two decades, including reviews of Government responses to prior dis-
asters such as Hurricanes Andrew and Katrina, the devastation caused by the
9/11 terror attacks, efforts to address the Year 2000 (Y2K) computer challenges, and
assessments of public health capacities in the face of bioterrorism and emerging in-
fectious diseases such as Severe Acute Respiratory Syndrome (SARS). The strategy
was built around six key themes as shown in figure 1. While all of these themes

4GAO, Influenza Pandemic: Increased Agency Accountability Could Help Protect Federal Em-
ployees Serving the Public in the Event of a Pandemic, GAO-09-404 (Washington, DC: June 12,
2009).

*The information has been retained in committee files.
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are interrelated, our earlier work underscored the importance of leadership, author-
ity, and coordination, a theme that touches on all aspects of preparing for, respond-
ing to, and recovering from an influenza pandemic.

Figure 1: Key Themes of GAQ's Pandemic Strategy
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Influenza pandemic—caused by a novel strain of influenza virus for which there
is little resistance and which therefore is highly transmissible among humans—con-
tinues to be a real and significant threat facing the United States and the world.
Unlike incidents that are discretely bounded in space or time (e.g., most natural or
man-made disasters), an influenza pandemic is not a singular event, but is likely
to come in waves, each lasting weeks or months, and pass through communities of
all sizes across the Nation and the world simultaneously. However, the current
H1N1 pandemic seems to be relatively mild, although widespread. The history of
an influenza pandemic suggests it could return in a second wave this fall or winter
in a more virulent form.> While a pandemic will not directly damage physical infra-
structure such as power lines or computer systems, it threatens the operation of
critical systems by potentially removing the essential personnel needed to operate
them from the workplace for weeks or months. In a severe pandemic, absences at-
tributable to illnesses, the need to care for ill family members, and fear of infection
may, according to the Centers for Disease Control and Prevention (CDC), reach a
projected 40 percent during the peak weeks of a community outbreak, with lower
rates of absence during the weeks before and after the peak.® In addition, an influ-
enza pandemic could result in 200,000 to 2 million deaths in the United States, de-
pending on its severity.

The President’s Homeland Security Council (HSC) took an active approach to this
potential disaster by, among other things, issuing the National Strategy for Pan-
demic Influenza (National Pandemic Strategy) in November 2005, and the National
Pandemic Implementation Plan in May 2006.7 The National Pandemic Strategy is

50n June 11, 2009, the World Health Organization (WHO) raised its influenza pandemic alert
level from phase 5 to the highest phase, phase 6, signaling the widespread human infection as-
sociated with a pandemic for the HIN1 virus.

6 GAO, Influenza Pandemic: Further Efforts Are Needed to Ensure Clearer Federal Leadership
Roles and an Effective National Strategy, GAO-07-781 (Washington, DC: Aug. 14, 2007).

70On May 26, 2009, the President announced the full integration of White House staff sup-
porting national security and homeland security. The Homeland Security Council will be main-
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intended to provide a high-level overview of the approach that the Federal Govern-
ment will take to prepare for and respond to an influenza pandemic. It also provides
expectations for non-Federal entities—including State, local, and tribal govern-
ments; the private sector; international partners; and individuals—to prepare them-
selves and their communities. The National Pandemic Implementation Plan is in-
tended to lay out broad implementation requirements and responsibilities among
the appropriate Federal agencies and clearly define expectations for non-Federal en-
tities. The Plan contains 324 action items related to these requirements, responsibil-
ities, and expectations, most of which were to be completed before or by May 2009.
HSC publicly reported on the status of the action items that were to be completed
by 6 months, 1 year, and 2 years in December 2006, July 2007, and October 2008
respectively. HSC indicated in its October 2008 progress report that 75 percent of
the action items have been completed. We have on-going work for this committee
?slslesfging the status of implementing this plan which we expect to report on in the
all of 2009.

LEADERSHIP ROLES AND RESPONSIBILITIES NEED TO BE CLARIFIED AND TESTED, AND
COORDINATION MECHANISMS COULD BE BETTER UTILIZED

Federal Government leadership roles and responsibilities for pandemic prepared-
ness and response are evolving, and will require further testing before the relation-
ships among the many Federal leadership positions are well understood. Such clar-
ity in leadership is even more crucial now, given the change in administration and
the associated transition of senior Federal officials. Most of these Federal leadership
roles involve shared responsibilities between the Department of Health and Human
Services (HHS) and the Department of Homeland Security (DHS), and it is not clear
how these would work in practice. According to the National Pandemic Strategy and
Plan, the Secretary of Health and Human Services is to lead the Federal medical
response to a pandemic, and the Secretary of Homeland Security will lead the over-
all domestic incident management and Federal coordination. In addition, under the
Post-Katrina Emergency Management Reform Act of 2006, the Administrator of the
Federal Emergency Management Agency (FEMA) was designated as the principal
domestic emergency management advisor to the President, the HSC, and the Sec-
retary of Homeland Security, adding further complexity to the leadership structure
in the case of a pandemic.® To assist in planning and coordinating efforts to respond
to a pandemic, in December 2006 the Secretary of Homeland Security predesignated
a national Principal Federal Official (PFO) for influenza pandemic and established
five pandemic regions each with a regional PFO and Federal Coordinating Officers
(FCO) for influenza pandemic. PFOs are responsible for facilitating Federal domes-
tic incident planning and coordination, and FCOs are responsible for coordinating
Federal resources support in a presidentially declared major disaster or emergency.

However, the relationship of these roles to each other as well as with other leader-
ship roles in a pandemic is unclear. Moreover, as we testified in July 2007, State
and local first responders were still uncertain about the need for both FCOs and
PFOs and how they would work together in disaster response.® Accordingly, we rec-
ommended in our August 2007 report on Federal leadership roles and the National
Pandemic Strategy that DHS and HHS develop rigorous testing, training, and exer-
cises for influenza pandemic to ensure that Federal leadership roles and responsibil-
ities for a pandemic are clearly defined and understood and that leaders are able
to effectively execute shared responsibilities to address emerging challenges.'? In re-
sponse to our recommendation, HHS and DHS officials stated in January 2009 that
several influenza pandemic exercises had been conducted since November 2007 that
involved both agencies and other Federal officials, but it is unclear whether these
exercises rigorously tested Federal leadership roles in a pandemic.

In addition to concerns about clarifying Federal roles and responsibilities for a
pandemic and how shared leadership roles would work in practice, private sector
officials told us that they are unclear about the respective roles and responsibilities
of the Federal and State governments during a pandemic emergency. The National
Pandemic Implementation Plan states that in the event of an influenza pandemic,
the distributed nature and sheer burden of the disease across the Nation would
mean that the Federal Government’s support to any particular community is likely

tained as the principal venue for interagency deliberations on issues that affect the security of
the homeland, such as influenza pandemic.

8Pub. L. No. 109-295, Title VI.

9GAO, Homeland Security: Observations on DHS and FEMA Efforts to Prepare for and Re-
spond to Major and Catastrophic Disasters and Address Related Recommendations and Legisla-
tion, GAO-07-1142T (Washington, DC: July 31, 2007).

10 GAO-07-781.
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to be limited, with the primary response to a pandemic coming from States and local
communities. Further, Federal and private sector representatives we interviewed at
the time of our October 2007 report identified several key challenges they face in
coordinating Federal and private sector efforts to protect the Nation’s critical infra-
structure in the event of an influenza pandemic.1! One of these was a lack of clarity
regarding the roles and responsibilities of Federal and State governments on issues
such as State border closures and influenza pandemic vaccine distribution.

Coordination Mechanisms

Mechanisms and networks for collaboration and coordination on pandemic pre-
paredness between Federal and State governments and the private sector exist, but
they could be better utilized. In some instances, the Federal and private sectors are
working together through a set of coordinating councils, including sector-specific and
cross-sector councils. To help protect the Nation’s critical infrastructure, DHS cre-
ated these coordinating councils as the primary means of coordinating Government
and private sector efforts for industry sectors such as energy, food, and agriculture,
telecommunications, transportation, and water.12 Our October 2007 report found
that DHS has used these critical infrastructure coordinating councils primarily to
share pandemic information across sectors and government levels rather than to ad-
dress many of the challenges identified by sector representatives, such as clarifying
the roles and responsibilities between Federal and State governments.'3> We rec-
ommended in the October 2007 report that DHS encourage the councils to consider
and address the range of coordination challenges in a potential influenza pandemic
between the public and private sectors for critical infrastructure. DHS concurred
with our recommendation and DHS officials informed us at the time of our February
2009 report that the department was working on initiatives to address it, such as
developing pandemic contingency plan guidance tailored to each of the critical infra-
structure sectors, and holding a series of “webinars” with a number of the sectors.

Federal executive boards (FEB) bring together Federal agency and community
leaders in major metropolitan areas outside of Washington, DC, to discuss issues of
common interest, including an influenza pandemic. The Office of Personnel Manage-
ment (OPM), which provides direction to the FEBs, and the FEBs have designated
emergency preparedness, security, and safety as an FEB core function. The FEB’s
emergency support role with its regional focus may make the boards a valuable
asset in pandemic preparedness and response. As a natural outgrowth of their gen-
eral civic activities and through activities such as hosting emergency preparedness
training, some of the boards have established relationships with, for example, Fed-
eral, State, and local governments; emergency management officials; first respond-
ers; and health officials in their communities. In a May 2007 report on the FEBs’
ability to contribute to emergency operations, we found that many of the selected
FEBs included in our review were building capacity for influenza pandemic response
within their member agencies and community organizations by hosting influenza
pandemic training and exercises.'* We recommended that, since FEBs are well-posi-
tioned within local communities to bring together Federal agency and community
leaders, the Director of OPM work with FEMA to formally define the FEBs’ role in
emergency planning and response. As a result of our recommendation, FEBs were
included in the National Response Framework (NRF)15 in January 2008 as one of

11GAO, Influenza Pandemic: Opportunities Exist to Address Critical Infrastructure Protection
Challenges That Require Federal and Private Sector Coordination, GAO-08-36 (Washington,
DC: Oct. 31, 2007).

12The 18 critical infrastructure and key resource sectors are: Food and agriculture; banking
and finance; chemical; commercial facilities; commercial nuclear reactors, materials, and water;
dams; defense industrial base; drinking water and water treatment systems; emergency services;
energy; governmental facilities; information technology; national monuments and icons; postal
and shipping; public health and health care; telecommunications; transportation systems; and
critical manufacturing. Critical infrastructure are systems and assets, whether physical or vir-
tual, so vital to the United States that their incapacity or destruction would have a debilitating
effect on national security, national economic security, and national public health or safety, or
any combination of those matters. Key resources are publicly or privately controlled resources
essential to minimal operations of the economy or government, including individual targets
whose destruction would not endanger vital systems but could create a local disaster or pro-
foundly damage the Nation’s morale or confidence.

13 GAO-08-36.

14 GAO, The Federal Workforce: Additional Steps Needed to Take Advantage of Federal Execu-
tive Boc;rds’ Ability to Contribute to Emergency Operations, GAO-07-515 (Washington, DC: May
4, 2007).

15Tssued in January 2008 by DHS and effective in March 2008, the NRF is a guide to how
the Nation conducts all-hazards incident response and replaces the National Response Plan. It
focuses on how the Federal Government is organized to support communities and states in cata-
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the regional support structures that have the potential to contribute to development
of situational awareness during an emergency. OPM and FEMA also signed a
memorandum of understanding in August 2008 in which FEBs and FEMA agreed
to work collaboratively in carrying out their respective roles in the promotion of the
national emergency response system.

EFFORTS ARE UNDERWAY TO IMPROVE THE SURVEILLANCE AND DETECTION OF PAN-
DEMIC-RELATED THREATS, BUT TARGETING ASSISTANCE TO COUNTRIES AT THE
GREATEST RISK HAS BEEN BASED ON INCOMPLETE INFORMATION

International disease surveillance and detection efforts serve as an early warning
system that could prevent the spread of an influenza pandemic outbreak. The
United States and its international partners are involved in efforts to improve pan-
demic surveillance, including diagnostic capabilities, so that outbreaks can be quick-
ly detected. Yet, as reported in 2007, international capacity for surveillance has
many weaknesses, particularly in developing countries.'® As a result, assessments
of the risks of the emergence of influenza pandemic by U.S. agencies and inter-
national organizations, which were used to target assistance to countries at risk,
were based on insufficiently detailed or incomplete information, limiting their value
for comprehensive comparisons of risk levels by country.

PANDEMIC PLANNING AND EXERCISING HAS OCCURRED, BUT PLANNING GAPS REMAIN

The National Pandemic Strategy and National Pandemic Implementation Plan
are important first steps in guiding national preparedness. However, important gaps
exist that could hinder the ability of key stakeholders to effectively execute their
responsibilities. In our August 2007 report on the National Pandemic Strategy and
Implementation Plan, we found that while these documents are an important first
step in guiding national preparedness, they do not fully address all six characteris-
tics of an effective national strategy, as identified in our work.1” The documents
fully address only one of the six characteristics, by reflecting a clear description and
understanding of problems to be addressed. Further, the National Pandemic Strat-
egy and Implementation Plan do not address one characteristic at all, containing no
discussion of what it will cost, where resources will be targeted to achieve the max-
imum benefits, and how it will balance benefits, risks, and costs. Moreover, the doc-
uments do not provide a picture of priorities or how adjustments might be made in
view of resource constraints. Although the remaining four characteristics are par-
tially addressed, important gaps exist that could hinder the ability of key stake-
holders to effectively execute their responsibilities. For example, State and local ju-
risdictions that will play crucial roles in preparing for and responding to a pandemic
were not directly involved in developing the National Pandemic Implementation
Plan, even though it relies on these stakeholders’ efforts. Stakeholder involvement
during the planning process is important to ensure that the Federal Government’s
and non-Federal entities’ responsibilities are clearly understood and agreed upon.
Further, relationships and priorities among actions were not clearly described, per-
formance measures were not always linked to results, and insufficient information
was provided about how the documents are integrated with other response-related
plans, such as the NRF. We recommended that the HSC establish a process for up-
dating the National Pandemic Implementation Plan and that the updated plan
should address these and other gaps. HSC did not comment on our recommendation
and has not indicated if it plans to implement it.

Federal Workforce Pandemic Planning

The National Pandemic Implementation Plan required Federal agencies to de-
velop operational plans for protecting their employees and maintaining essential op-
erations and services in the event of a pandemic. In our June 2009 report, we found
that Federal agency progress in pandemic planning is uneven.'® We surveyed the

strophic incidents. The NRF builds upon the National Incident Management System, which pro-
vides a national template for managing incidents.

16 GAO, Influenza Pandemic: Efforts Under Way to Address Constraints on Using Antivirals
and Vaccines to Forestall a Pandemic, GAO-08-92 (Washington, DC: Dec. 21, 2007).

17The six characteristics of an effective national strategy include: (1) Purpose scope, and
methodology; (2) problem definition and risk assessment; (3) goals, subordinate objectives, activi-
ties, and performance measures; (4) resources, investments, and risk management; (5) organiza-
tional roles, responsibilities, and coordination; and (6) integration and implementation. GAO,
Combating Terrorism: Evaluation of Selected Characteristics in National Strategies Related to
Terrorism, GAO-04—-408T (Washington, DC: Feb. 3, 2004).

18 GAO-09-404.
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pandemic coordinators from the 24 agencies covered by the Chief Financial Officers
Act of 1990, which we supplemented with a case study approach of 3 agencies.1?
We used the survey to get an overview of Government-wide pandemic influenza pre-
paredness efforts. The survey questions asked about pandemic plans; essential func-
tions other than first response that employees cannot perform remotely; protective
measures, such as procuring pharmaceutical interventions; social distancing strate-
gies;20 information technology testing; and communication of human capital pan-
demic policies. Although all of the surveyed agencies reported being engaged in
planning for pandemic influenza to some degree, several agencies reported that they
were still in the early stages of developing their pandemic plans and their measures
to protect their workforce. For example, several agencies responded that they had
yet to identify essential functions during a pandemic that cannot be performed re-
motely. And, although many of the agencies’ pandemic plans rely on telework to
carry out their functions, 5 agencies reported testing their information technology
capability to little or no extent.

The three case study agencies also showed differences in the degree to which their
individual facilities had operational pandemic plans. The Bureau of Prisons’ correc-
tional workers had only recently been required to develop pandemic plans for their
correctional facilities. The Department of Treasury’s Financial Management Service,
which has production staff involved in disbursing Federal payments such as Social
Security checks, had pandemic plans for its four regional centers and had stockpiled
personal protective equipment. By contrast, the Federal Aviation Administration’s
air traffic control management facilities, where air traffic controllers work, had not
yet developed facility pandemic plans or incorporated pandemic plans into their all-
hazards contingency plans.

State and Local Pandemic Planning

We reported in June 2008 that, according to CDC, all 50 States and the 3 local-
ities that received Federal pandemic funds have developed influenza pandemic plans
and conducted pandemic exercises in accordance with Federal funding guidance.21
A portion of the $5.62 billion that Congress appropriated in supplemental funding
to HHS for pandemic preparedness in 2006—$600 million—was specifically provided
for State and local planning and exercising. All 10 localities that we reviewed in
depth had also developed plans and conducted exercises, and had incorporated les-
sons learned from pandemic exercises into their planning.22 However, an HHS-led
interagency assessment of States’ plans found on average that States had “many
major gaps” in their influenza pandemic plans in 16 of 22 priority areas, such as
school closure policies and community containment, which are community-level
interventions designed to reduce the transmission of a pandemic virus. The remain-
ing 6 priority areas were rated as having “a few major gaps.” Subsequently, HHS
led another interagency assessment of State influenza pandemic plans and reported
in January 2009 that although they had made important progress, most States still
had major gaps in their pandemic plans.23

As we had reported in June 2008, HHS, in coordination with DHS and other Fed-
eral agencies, had convened a series of regional workshops for States in five influ-
enza pandemic regions across the country.?4 Because these workshops could be a
useful model for sharing information and building relationships, we recommended
that HHS and DHS, in coordination with other Federal agencies, convene additional
meetings with States to address the gaps in the States’ pandemic plans. As reported
in February 2009, HHS and DHS generally concurred with our recommendation, but
have not yet held these additional meetings.25 HHS and DHS indicated at the time
of our February 2009 report that while no additional meetings had been planned,

19The survey was conducted from May through July 2008, and the results were confirmed
or updated in early 2009.

20 Social distancing is a technique used to minimize close contact among persons in public
places, such as work sites and public areas.

21GAO, Influenza Pandemic: Federal Agencies Should Continue to Assist States to Address
Gaps in Pandemic Planning, GAO-08-539, (Washington, DC: June 19, 2008).

22We conducted site visits to the five most populous States including California, Florida, Illi-
nois, New York, and Texas for a number of reasons, including that these States constituted over
one-third of the U.S. population, received over one-third of the total funding from HHS and DHS
that could be used for planning and exercising efforts, and were likely entry points for individ-
uals coming from another country given that the States either bordered Mexico or Canada or
contained major ports, or both. Within each State, we also interviewed officials at 10 localities,
which consisted of 5 urban areas and 5 rural counties.

23DHS and HHS and other agencies, Assessment of States’ Operating Plans to Combat Pan-
demic Influenza: Report to Homeland Security Council (Washington, DC: January 2009).

24 GAO-08-539.

25 GAO-09-334.
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States will have to continuously update their pandemic plans and submit them for
review.

We have also reported on the need for more guidance from the Federal Govern-
ment to help States and localities in their planning. In June 2008, we reported that
although the Federal Government has provided a variety of guidance, officials of the
States and localities we reviewed told us that they would welcome additional guid-
ance from the Federal Government in a number of areas, such as community con-
tainment, to help them to better plan and exercise for an influenza pandemic.26
Other State and local officials have identified similar concerns. According to the Na-
tional Governors Association’s (NGA) September 2008 issue brief on States’ pan-
demic preparedness, States are concerned about a wide range of school-related
issues, including when to close schools or dismiss students, how to maintain cur-
riculum continuity during closures, and how to identify the appropriate time at
which classes could resume.2? NGA also reported that States generally have very
little awareness of the status of disease outbreaks, either in real time or in near
real time, to allow them to know precisely when to recommend a school closure or
reopening in a particular area. NGA reported that States wanted more guidance in
the following areas: (1) Workforce policies for the health care, public safety, and pri-
vate sectors; (2) schools; (3) situational awareness such as information on the arrival
or departure of a disease in a particular State, county, or community; (4) public in-
volvement; and (5) public-private sector engagement.

Private Sector Pandemic Planning

The private sector has also been planning for an influenza pandemic, but many
challenges remain. To better protect critical infrastructure, Federal agencies and the
private sector have worked together across a number of sectors to plan for a pan-
demic, including developing general pandemic preparedness guidance, such as
checklists for continuity of business operations during a pandemic. However, Fed-
eral and private sector representatives have acknowledged that sustaining pre-
paredness and readiness efforts for an influenza pandemic is a major challenge, pri-
marily because of the uncertainty associated with a pandemic, limited financial and
human resources, and the need to balance pandemic preparedness with other, more
immediate, priorities, such as responding to outbreaks of foodborne illnesses in the
food sector and, now, the effects of the financial crisis.

In our March 2007 report on preparedness for an influenza pandemic in one of
these critical infrastructure sectors—financial markets—we found that despite sig-
nificant progress in preparing markets to withstand potential disease pandemics, se-
curities and banking regulators could take additional steps to improve the readiness
of the securities markets.28 The seven organizations that we reviewed—which in-
cluded exchanges, clearing organizations, and payment-system processors—were
working on planning and preparation efforts to reduce the likelihood that a world-
wide influenza pandemic would disrupt their critical operations. However, only one
of the seven had completed a formal plan. To increase the likelihood that the securi-
ties markets will be able to function during a pandemic, we recommended that the
Chairman, Federal Reserve; the Comptroller of the Currency; and the Chairman,
Securities and Exchange Commission (SEC), consider taking additional actions to
ensure that market participants adequately prepare for a pandemic outbreak. In re-
sponse to our recommendation, the Federal Reserve and the Office of the Comp-
troller of the Currency, in conjunction with the Federal Financial Institutions Exam-
ination Council and the SEC directed all banking organizations under their super-
vision to ensure that the pandemic plans the financial institutions have in place are
adequate to maintain critical operations during a severe outbreak. SEC issued simi-
lar requirements to the major securities industry market organizations.

FURTHER ACTIONS ARE NEEDED TO ADDRESS THE CAPACITY TO RESPOND TO AND
RECOVER FROM AN INFLUENZA PANDEMIC

Improving the Nation’s response capability to catastrophic disasters, such as an
influenza pandemic, is essential. Following a mass casualty event, health care sys-
tems would need the ability to adequately care for a large number of patients or
patients with unusual or highly specialized medical needs. The ability of local or re-
gional health care systems to deliver services could be compromised, at least in the
short term, because the volume of patients would far exceed the available hospital

26 GAO-08-539.

27 National Governors Association Center for Best Practices, Issue Brief: Pandemic Prepared-
ness in the States—An Assessment of Progress and Opportunity (September 2008).

28 GAO, Financial Market Preparedness: Significant Progress Has Been Made, but Pandemic
Planning and Other Challenges Remain, GAO-07-399 (Washington, DC: Mar. 29, 2007).
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beds, medical personnel, pharmaceuticals, equipment, and supplies. Further, in nat-
ural and man-made disasters, assistance from other States may be used to increase
capacity, but in a pandemic, States would likely be reluctant to provide assistance
to each other due to scarce resources and fears of infection.

Over the last few years, Congress has provided over $13 billion in supplemental
funding for pandemic preparedness. The $5.62 billion that Congress provided in sup-
plemental funding to HHS in 2006 was for, among other things: (1) Monitoring dis-
ease spread to support rapid response, (2) developing vaccines and vaccine produc-
tion capacity, (3) stockpiling antivirals and other countermeasures, (4) upgrading
State and local capacity, and (5) upgrading laboratories and research at CDC.2° The
majority of this supplemental funding—about 77 percent—was allocated for devel-
oping antivirals and vaccines for a pandemic, and purchasing medical supplies. Also,
a portion of the funding that went to States and localities for preparedness activi-
ties—$170 million—was allocated for State antiviral purchases for their State stock-
piles. In June 2009, Congress approved and the President signed a supplemental ap-
propriations act that included $7.7 billion for pandemic flu preparedness, including
the development and purchase of vaccine, antivirals, necessary medical supplies,
diagnostics, and other surveillance tools and to assist international efforts and re-
spond to international needs relating to the 2009-H1N1 influenza outbreak.3? This
amount included $1.85 billion to be available immediately and $5.8 billion to be
available subsequently in the amounts designated by the President as emergency
funding requirements. On July 10, 2009, HHS announced its plans to use the $350
million designated for upgrading State and local capacity for additional grants to
States and territories to prepare for the HIN1 pandemic and seasonal influenza.
State public health departments will receive $260 million, and hospitals will receive
$90 million of these grant funds.

An outbreak will require additional capacity in many areas, including the procure-
ment of additional patient treatment space and the acquisition and distribution of
medical and other critical supplies, such as antivirals and vaccines for an influenza
pandemic.3! In a severe pandemic, the demand would exceed the available hospital
bed capacity, which would be further challenged by the existing shortages of health
care providers and their potential high rates of absenteeism. In addition, the avail-
ability of antivirals and vaccines could be inadequate to meet demand due to limited
production, distribution, and administration capacity.

The Federal Government has provided some guidance in addition to funding to
help States plan for additional capacity. For example, the Federal Government pro-
vided guidance for States to use when preparing for medical surge and on
prioritizing target groups for an influenza pandemic vaccine. Some State officials re-
ported, however, that they had not begun work on altered standards of care guide-
lines, that is, for providing care while allocating scarce equipment, supplies, and
personnel in a way that saves the largest number of lives in mass casualty event,
or had not completed drafting guidelines, because of the difficulty of addressing the
medical, ethical, and legal issues involved. We recommended that HHS serve as a
clearinghouse for sharing among the States altered standards of care guidelines de-
veloped by individual States or medical experts. HHS did not comment on the rec-
ommendation, and it has not indicated if it plans to implement it.32 Further, in our
June 2008 report on State and local planning and exercising efforts for an influenza
pandemic, we found that State and local officials reported that they wanted Federal
influenza pandemic guidance on facilitating medical surge, which was also one of
the areas that the HHS-led assessment rated as having “many major gaps” nation-
ally among States’ influenza pandemic plans.33

FEDERAL AGENCIES HAVE PROVIDED CONSIDERABLE GUIDANCE AND PANDEMIC-RELATED
INFORMATION, BUT COULD AUGMENT THEIR EFFORTS

The National Pandemic Implementation Plan emphasizes that Government and
public health officials must communicate clearly and continuously with the public
throughout a pandemic. Accordingly, HHS, DHS, and other Federal agencies have
shared pandemic-related information in a number of ways, such as through

29 Pub. L. No. 109-148 and Pub. L. No. 109-234.

30 Pub. L. No. 111-32.

31 Antivirals can prevent or reduce the severity of a viral infection, such as influenza. Vaccines
3re used to stimulate the production of an immune system response to protect the body from

isease.

32 GAO, Emergency Preparedness: States Are Planning for Medical Surge, but Could Benefit
From Shared Guidance for Allocating Scarce Medical Resources, GAO-08-668, (Washington, DC:
June 13, 2008).
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websites, guidance, and State summits and meetings, and are using established net-
works, including coordinating councils for critical infrastructure protection, to share
information about pandemic preparedness, response, and recovery. Federal agencies
have established an influenza pandemic website (www.pandemicflu.gov) and dis-
seminated pandemic preparedness checklists for workplaces, individuals and fami-
lies, schools, health care, community organizations, and State and local govern-
ments.

However, State and local officials from all of the States and localities we inter-
viewed for our June 2008 report on State and local pandemic planning and exer-
cising, wanted additional influenza pandemic guidance from the Federal Govern-
ment on specific topics, on how to implement community interventions such as clos-
ing schools, fatality management, and facilitating medical surge. Although the Fed-
eral Government had issued some guidance at the time of our review, it may not
have reached State and local officials or may not have addressed the particular con-
cerns or circumstances of the State and local officials we interviewed. More recently,
CDC has issued additional guidance on a number of topics related to responding to
the HIN1 outbreak. CDC issued interim guidance on school closures which origi-
nally recommended that schools with confirmed HIN1 influenza close. Once it be-
came more clear that the disease severity of HIN1 was similar to that of seasonal
influenza and that the virus had already spread within communities, CDC deter-
mined that school closure would be less effective as a measure of control and issued
updated guidance recommending that schools not close for suspected or confirmed
cases of influenza.3* However, the change in guidance caused confusion, under-
scoring the importance of clear and continuous communication with the public
throughout a pandemic. In addition, private sector officials have told us that they
would like clarification about the respective roles and responsibilities of the Federal
and State governments during an influenza pandemic emergency, such as in State
border closures and influenza pandemic vaccine distribution.

PERFORMANCE MONITORING AND ACCOUNTABILITY FOR PANDEMIC PREPAREDNESS
NEEDS STRENGTHENING

While the National Pandemic Strategy and Implementation Plan identify over-
arching goals and objectives for pandemic planning, the documents are not alto-
gether clear on the roles, responsibilities, and requirements to carry out the plan.
Some of the action items in the National Pandemic Implementation Plan, particu-
larly those that are to be completed by State, local, and Tribal governments or the
private sector, do not identify an entity responsible for carrying out the action. Most
of the implementation plan’s performance measures consist of actions to be com-
pleted, such as disseminating guidance, but the measures are not always clearly
linked with intended results.

For example, one action item asked that all HHS-, Department of Defense-, and
Veterans Administration-funded hospitals and health facilities develop, test, and be
prepared to implement infection control campaigns for pandemic influenza within 3
months. However, the associated performance measure is not clearly linked to the
intended result. This performance measure states that infection control guidance
should be developed and disseminated on www.pandemicflu.gov and other chan-
nels.35 This action would not directly result in developing, testing, and preparing
to implement infection control campaigns. This lack of clear linkage makes it dif-
ficult to ascertain whether progress has in fact been made toward achieving the na-
tional goals and objectives described in the National Pandemic Strategy and Imple-
mentation Plan. Without a clear linkage to anticipated results, these measures of
activities do not give an indication of whether the purpose of the activity is
achieved. In addition, as discussed earlier, the National Pandemic Implementation
Plan does not establish priorities among its 324 action items, which becomes espe-
cially important as agencies and other parties strive to effectively manage scarce re-
sources and ensure that the most important steps are accomplished. Moreover, the
National Pandemic Strategy and its Implementation Plan do not provide informa-
tion on the financial resources needed to implement them, which is one of six char-
acteristics of an effective national strategy that we have identified. As a result, the
documents do not provide a picture of priorities or how adjustments might be made
in view of resource constraints.

34 Centers for Disease Control and Prevention, Update on School (K-12) and Child Care Pro-
grams: Interim CDC Guidance in Response to Human Infections with the Novel Influenza A
(HIN1) Virus (Updated May 22, 2009).

35 Homeland Security Council, National Strategy for Pandemic Influenza Implementation Plan
(Washington, DC: May 2006).
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As discussed earlier, the National Pandemic Implementation Plan also required
Federal agencies to develop operational pandemic plans to describe, among other re-
quirements, how each agency will protect its workforce and maintain essential oper-
ations and services in the event of a pandemic.36 We recently reported, however,
that there is no mechanism in place to monitor and report on agencies’ progress in
developing these plans. Under the Implementation Plan, DHS was charged with this
responsibility, but instead the HSC simply requested that agencies certify to the
council that they were addressing in their plans the applicable elements of a pan-
demic checklist. The certification process did not provide for monitoring and report-
ing on agencies’ abilities to continue operations in the event of a pandemic while
protecting their employees. Moreover, even as envisioned under the Implementation
Plan, the report was to be directed to the Executive Office of the President with no
provision for the report to be made available to Congress.

As noted earlier, given agencies’ uneven progress in developing their pandemic
plans, monitoring, and reporting would enhance agencies’ accountability to protect
their employees during a pandemic. We therefore recommended that the HSC re-
quest that the Secretary of Homeland Security monitor and report to the Executive
Office of the President on the readiness of agencies to continue their operations
while protecting their employees in the event of a pandemic. We also suggested that
to help support its oversight responsibilities, Congress may want to consider requir-
ing DHS to report to it on agencies’ progress in developing and implementing their
plans, including any key challenges and gaps in the plans. The HSC noted that it
will give serious consideration to the report findings and recommendations, and
DHS said the report findings and recommendations will contribute to its efforts to
ensure that Government entities are well-prepared for what may come next.

CONCLUDING OBSERVATIONS

The current HIN1 influenza pandemic should serve as a powerful reminder that
the threat of a more virulent pandemic, which seemed to fade from public awareness
in recent years, never really disappeared. While Federal agencies have taken action
on many of our recommendations, about half the recommendations that we have
made over the past 3 years are still not fully implemented. It is essential, given the
change in administration and the associated transition of senior Federal officials,
that the shared leadership roles that have been established between HHS and DHS,
along with other responsible Federal officials, are tested in rigorous tests and exer-
cises. Likewise, DHS should continue to work with other Federal agencies and pri-
vate sector members of the critical infrastructure coordinating councils to help ad-
dress the challenges of coordination and clarify roles and responsibilities of Federal
and State governments. DHS and HHS should also, in coordination with other Fed-
eral agencies, continue to work with States and local governments to help them 