
  

 
    

 

 

 

 

Charter Guidelines 
 

 
Background and Purpose 

 

On September 30 2019, the U.S. Department of Health and Human Services’ Office of 
the Assistant Secretary of Preparedness and Response (ASPR) awarded grants to 2 
centers nationally to support the creation of Pediatric Disaster Care Centers of Excellence 
(COE).  
 
Per ASPR descriptions these pilot projects are intended to define the delivery of pediatric 
clinical care when existing systems are stressed or overwhelmed by enhancing rapid 
sharing of expertise and assets throughout a state or region. This FOA funds 
demonstration projects to help identify issues, develop best practices, and demonstrate 
the potential effectiveness and viability of this concept. COEs will be expected to develop 
and/or improve their capability and capacity to provide highly specialized care to pediatric 
patients within and outside their own region. Recipients should have existing pediatric 
preparedness capabilities and the capacity to manage pediatric patients within their own 
state and within a self-defined multi-state region during a disaster. 

The Western Region Alliance for Pediatric Emergency Management (WRAP-EM) was 
formed in 2019. The founding membership of WRAP-EM includes a broad collection of 
individuals from public and private entities from Washington, Oregon, California, Nevada, 
and Arizona. The administrative lead for WRAP-EM is an Academic Healthcare Institution 
(UCSF).  
 
As the operational framework has developed, it became clear to the organization of the 
need for clearly expressed guidelines establishing expected functions, goals, boundaries, 
and institutional relationships.    
 
This charter document responds to these needs beginning with key definitions, 
organizational descriptions, and clarifications of the institutional relationships to provide 
direction for the structure and function of WRAP-EM. The intent is to define an 
organizational structure, made up of multiple public and private entities across the 5 state 
region that aligns with planning and response principles of Incident Command Systems 
(ICS), the National Incident Management System (NIMS), and individual state emergency 
management operations from across the region.    
 

Definitions 
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Alliance -- (as used in the WRAP-EM grant application) an association or relationship 

based on an affinity in interests furthering the common interests of the members.  

 

Coalition -- an alliance for joint action; as used in the HPP grant, describes public and 

private groups whose participation is needed in a local, regional, or state jurisdiction.  

 

Consortium -- used by ASPR to describe a coalition of multiple states (see Figure 1 

below). 

 

Emergency Management Assistance Compact (EMAC) -- a resource-sharing agreement 
signed by all states which offers assistance during governor-declared states of 
emergency or disaster through a straightforward system that allows states to send 
personnel, equipment, and commodities to assist with response and recovery efforts in 
other states. 
 

Emergency Operations Center (EOC) -- different facilities and virtual structures providing 

incident support to personnel in the field that are organized according to standard ICS 

structure. The National Incident Management System (NIMS) and supporting documents 

use the term EOC to refer to all facilities, including emergency coordination centers that 

support on-scene actions and, like on-scene personnel, can be shared across 

organizational and jurisdictional lines. Unlike on-scene personnel, there is no national 

structure like ICS guiding all EOCs, although most share elements of the ICS structure. 

 

Healthcare Coalition (HCC) -- defined by ASPR as a group of individual healthcare and 

response organizations in a specified geographic area playing critical roles in developing 

health care delivery system preparedness and response capabilities. Organizations 

agree to collaborate to maximize surge capacity and capability during public health 

emergencies by facilitating information sharing, mutual aid, and response coordination. 

 

Jurisdictional Agency – as per NIMS, an agency having jurisdiction and responsibility for 

a specific geographical area or a mandated function, typically a local, state, tribal, or 

federal government agency responsible for emergency response and recovery. 

 

Multi-agency Coordination (MAC) Group – as defined by SEMS, “the participation of 

agencies and disciplines involved at any level of the organization working together in a 

coordinated effort to facilitate decisions for overall emergency response activities, 

including the sharing of [scarce] resources and the prioritization of incidents.” NIMS 

defines the primary function of a MAC system to coordinate activities above the field level 

and to prioritize the incident demands for critical or competing resources, thereby 

assisting the coordination of the operations in the field. 
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National Disaster Medical System (NDMS) -- a federally coordinated system that 

augments the nation’s emergency medical response capacity by providing for large-scale 

patient movement from disaster areas to non-impacted adjacent regions.   

 

WRAP-EM Organization 

 

The operational nature of WRAP-EM best aligns with a coalition framework defining the 

public private partnership that is at the core of the operational goals.  Utilization of the 

term coalition potentially creates confusion within the current defined tiered response 

infrastructure (see Figure 1 below). Therefore, the organization will use the more vague 

label of “alliance” with the predetermined goal of advancing a public and private 

collaborative community.  This includes support and liaison functions for both the health 

care coalitions already established in Tier 1 of NDMS response capabilities, as well as 

the defined Tier 3 federal entities.   

 

In addition, the described support and liaison role will include collaborations with other 

Tier 2 regional response programs regionally and throughout the United States.  Although 

not clearly defined in the tiered ASPR response infrastructure, WRAP-EM will collaborate 

with other private regional and national entities (e.g., hospital systems, corporations, 

professional societies, and advocacy groups) to integrate all preparedness and response 

resources into an operational pediatric focused disaster capability program (see Appendix 

A). 

  

Figure 1 

 

WRAP-EM Scope: 
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Preparedness versus Response Organization1 

 

It is expected that WRAP-EM may operate as a pediatric preparedness program as well 

as bolstering response operations during actual events.   

Preparedness Roles: 

• Promote the pediatric specific perspective to ongoing preparedness efforts on local 

and regional levels, including support to the health care coalition planning and 

readiness missions and integration with the EMSC pediatric readiness programs 

throughout the region and nationally. 

• Development of a pediatric focused community that can provide breadth of expertise.  

This conceptually will assist with filling local and regional level identified gaps in 

preparedness programs, create a high-level resource for public and private 

participating organizations, and operationally function to problem solve identified 

challenges with collaborations not previously available. 

• Conducts emergency management program activities, including committee 

meetings, Emergency Operations Plan (EOP) development, preparedness planning, 

training, exercises, resource management, program evaluation and improvement. 

• Assists as requested on policy, operations, or legal issues pertaining to pediatric- 

specific concerns in any specific jurisdiction. 

• Assists with education and integration of planning efforts across all of the ASPR 

infrastructure tiers (local, state, regional and federal). 

Response Roles: 

• WRAP-EM collaborators include a broad range of private healthcare organizations 

(hospitals, systems and transport organizations), public entities (emergency 

managements, EMS, county administration, and HCC’s), academic institutions, 

professional societies, and disaster response teams.  Many of these entities make 

up the key components of local and state level emergency response capability for 

adults and children. WRAP-EM serves as a platform for integration and 

collaborations for all these entities. 

• WRAP-EM is not a federal response organization within the current NDMS, FEMA, 

EMAC or DOD framework.  However, as an ASPR grant recipient, it will function 

collaboratively with all of those entities in a support role, especially when there are 

needs for connecting federal entities with other WRAP-EM member organizations. 

• WRAP-EM’s response function may also include pediatric specific deployable assets 

as defined in the ASPR grant objectives, potentially including pediatric specific 

teams, embedded personnel, or resource and just-in-time education support. 
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• WRAP-EM’s response function may also include telehealth support across the region 

as needed and supported by the individual member organizations. 

• WRAP-EM response functions may also include just-in-time provision of resources 

or tools, shared between member organizations.  This may include support and 

development of specific tools (i.e., psySTART and TRAIN) and the EMSC pediatric 

readiness programs to address needs and gaps across the region. 

• Facilitating information sharing among participating healthcare organizations and 

JAs to promote common situational awareness about an incident and promote a 

common operating picture regarding the regional healthcare response. 

 

• Facilitating resource support by expediting the mutual aid process or other resource 

sharing arrangements among coalition members; assist regional mutual aid so that 

all healthcare organizations can optimally contribute to or benefit from available 

regional, state, and federal response assistance. 

 

• Promoting consistent and effective healthcare response actions among HCCs 

across the affected region(s); and 

• Facilitating the interface between HCC and relevant jurisdictional authorities to 

establish effective support for healthcare system resiliency and medical surge.  

 

Functions limitations of WRAP-EM 

Jurisdictional Authorities: 

 

While WRAP-EM objectives are consistent with MAC systems, others are beyond its 

authority. WRAP-EM activity may include public agency representatives with policy and 

decision-making authority who convene as needed to help resolve strategic issues or 

arbitrate resource allocations. Similarly, WRAP-EM may include situation assessment, 

information sharing, and support for policy level decision-making. However, incident 

prioritization, resource allocation, and EOC functions are not within its scope of 

operations.  

 

WRAP-EM authority to operate is based on the voluntary endorsement and support of its 

member organizations and relevant JAs in its geographic area. It is primarily responsive 

to its member organizations’ concerns. The members are primarily responsible to the JAs 

in which each operates. WRAP-EM does not compete with or intrude on JAs’ incident 

management responsibilities.  

Assumptions for WRAP-EM response function:  

• WRAP-EM must work according to ICS/NIMS principles. 
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• WRAP-EM may function in support of Jurisdictional EOC’s and if requested may 

fill liaison or consultative roles. 

• WRAP-EM response activity must be organized through each State’s Office of 

Emergency Services, most often through the health and medical branch (ESF-8 

[Public Health and Medical Emergency Support Function]), when activated. 

• WRAP-EM will not create a separate response organization or any formal 

coordination center that is not integrated with and supportive of existing 

jurisdictional response plans.  

o However, WRAP-EM members may function at a local, state, or regional 

level to provide information, subject matter expertise, and 

recommendations to their local or state EOC, and carry out requested 

planning tasks. 

• All facilities utilize Hospital Incident Command System (HICS) or equivalent 

systems. WRAP-EM may provide support and consultative role on a local or heath 

care HICS activated team as requested, but not establish independent HICS 

teams. 

• WRAP-EM personnel involved in any response function will remain employed by 

their “home” organization and therefore may have primary responsibility for 

elements of their home organization’s response.  

WRAP-EM Planning  

WRAP-EM may engage in cataloging state and local emergency response plans and 

engaging in gap analysis planning activities to potentially produce recommendations or 

guidance for opportunities for improvement or alignment of these plans. WRAP-EM is not 

authorized to alter or mandate changes to state or local response plans. 

While alignment of plans and policies may be evaluated for potential areas of 

optimization, differences and inconsistencies between jurisdictions may exist.  This 

includes state and local unique approaches to emergency operations plans and 

management of crisis standards of care. These documents naturally will have different 

guidance for triggers, mechanisms for managing scarce resources, processes for 

adjustments, and definitions of scope or authority at different tiers of government.  While 

WRAP-EM may serve in an advisory capacity as requested for evaluation and 

development of documents such as these, authority over these plans remains with the 

respective appropriate state government agency.  WRAP-EM will not develop or promote 

any plans that interfere or contradict established state authority over these plans. 

WRAP-EM integration in response 

Command and control (see ICS/NIMS org chart below). WRAP-EM acts more 

like a collective HCC than a subdivision of the health and medical operations branch. 

While there may be a pediatric task force or division for a specific public health emergency 
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within the state or local response organization, the functions of the pediatric coalition for 

grant purposes and during responses must align with and have a connection with the 

Planning Section in the NIMS-SEMS organizational chart. Within the hospital setting, 

WRAP-EM would operate in the HICS Technical Specialist role. 

State Emergency Management Agencies support local agencies to respond to the public 

health and medical needs of affected populations. In a large event, there will likely be a 

unified command with key agencies making shared decisions. ASPR and other federal 

agencies may set up a command post at state EOCs to support response efforts. 

In most situations, the appropriate relationship between an HCC and JA is an interface 

with ESF- 8 position in the jurisdiction’s EOC. ESF-8 is often operated under the authority 

of the local Public Health department. Alternatively, the primary interface may be directly 

with a Department Operations Center (DOC).  State and local health departments use 

DOCs to manage their emergency responses.  

The HCC should establish a flexible response interface with the relevant JAs that is 

consistent with the reporting line and authority structure of the jurisdiction’s EOP. In many 

locales, a formal position has been established for a healthcare representative in the 

jurisdiction’s EOC (often at the ESF 8 desk), who reports to the Public Health authority 

leading ESF 8. This function may be filled by an HCC representative serving as the 

liaison. In some areas of the country with limited or no local public health capabilities, the 

HCC may coordinate directly with the relevant State authorities  

A state or local jurisdiction may include a pediatric surge group in its EOC or MACS; 

however, a multi-state pediatric consortium cannot commit resources or prioritize 

response activities. They are best seen in a coordinating role or as a subject matter expert 

(SME) or advisory role, especially related to information gathering and sharing and 

making recommendations to prioritize and coordinate resources.  

Internal organizational structure. Although each state may have different 

emergency management structure for ESF-8, standard roles with description of work 

within each state of the regional alliance/consortium may include: 

• An ESF-8 pediatric liaison within each state represents their pediatric provider 

network and supports a task force to determine resource needs.  

• Pediatric alliance coordinator coordinates with the liaison and represents the multi-

state coalition for activation decisions, situation status, potential resource 

requests, coordination of clinical protocols. 

• Pediatric representative, which could be either the liaison or the coordinator or a 

third position, represents the pediatric organization within the state health and 

medical emergency management structure. 

• SMEs provide input into clinical protocols and resource needs. 
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As with all emergency management positions, each needs a detailed scope of work and 

multiple potential individuals to fill the position. Contact should be through an 

organizational structure that is 24/7, such as a duty officer, and not an individual. 

 

Activation and lead state for WRAP-EM response. WRAP-EM should develop 

a mechanism for activation. One option is that any state can activate the alliance to better 

coordinate the response to pediatric patients due to a large-scale emergency. If the 

disaster involves multiple states, activation could be by mutual agreement.  

There could be a permanent or regularly alternating lead state, but a better option may 

be for the state that is the primary operational area for a disaster is the lead. Alternatively, 

the lead role could be delegated when organized.  

Potential proposals among Nebraska and Region 1 grant coalitions may include other 

states’ use of RDHRS centers (Mass General, U of Nebraska) are unrealistic for Western 

states in WRAP-EM. 

Information Sharing. A regional pediatric consortium could play an important role 

in information sharing through standard teleconferencing or video conferences consistent 

with typical interactions by EOCs and response agencies: 

1. Situation awareness sessions focused on a specific stakeholder group or broad 

partners. These typically include bi-direction communication with information being 

passed up to the lead agency and down to the partners.  For example, a call with 

consortium representatives from each state that includes an ESF-8 emergency 

manager could share situation status within their states and available resources. 

It might also include acute care facilities and other pediatric providers. 

2. Resource/operational planning sessions including response leaders and EOC 

ESF-8 representatives to help coordinate resources requests and availability. 

While there may be a pediatric request or report, these sessions would not be run 

by the multi-state pediatric consortium.  

In an event of a pandemic or other public health event where all states are impacted, the 

alliance/consortium could still help coordinate clinical protocols and discuss pediatric 

surge options. 

 

Communications. The regional consortium would not issue any press or public 

communications which are typically the function of state EOCs and Joint Information 

Centers (JICs). JICs coordinate messaging disseminated through the Emergency 

Management Agency, Governor, or Health Officer.  The consortium could determine 

standard communication messages for pediatric care to disseminate through each state 

health department or EOC, to provide to pediatric professional organizations such as 

AAP, and to provide to their healthcare facilities. 
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Resource requests or offers. Resource requests and coordination coordinated 

by WRAP-EM must be routed through the State health and medical branch or State ESF-

8 representative to an EOC. The appropriate place to route requests or information may 

be a DOC of the responsible public health or medical agency, including in cases where 

one state experiences a large emergency but a neighboring state was not yet involved or 

activated.  Interstate movement of resources must be approved through federal or state 

EMAs. 

 

Example: California’s Medical and Health Coordination Center (MHCC) is located 

within its Department of Public Health and shared by the Emergency Medical 

Services Authority (EMSA). EMSA may also open its own DOC to manage EMS 

and field health care operations. Both Departments have a representative at the 

State EOC that typically function within the Operations Section. The State Public 

Health Officer and EMS Director may serve on an executive decision-making 

group (MAC) known in California as the Unified Command Group.  

 

A multi-state or regional pediatric coalition within one state (multiple local HCC coalitions) 

must not bypass its state EOC, health agency DOC, or a hospital command center for 

situation status, bed availability, or resource needs. 

 

EMAC should be the initial mechanism for interstate resource requests.2 ASPR expects 

resources requests to go first to other states through EMAC commonly used for staffing 

support or hard assets. Response assets specific to WRAP-EM might include pediatric 

strike teams. 

 

Coordination with federal agencies. In a large multi-state event, ASPR regional 

emergency coordinators (RECs) will typically send a representative or staff a coordination 

group at the State EOC and/or have a representative at an ESF-8 operation center. While 

they may discuss available resources and even preposition resources, requests must 

formally come through the state EOC. The regional consortium should notify and include 

RECs in any situation status and planning sessions.  

 

Patient care. There is existing precedence for patients obtaining care directly 

across state lines or via facility transfer on a day to day basis that does not require use of 

the emergency management system or EMAC. This occurs routinely in border areas that 

have an urban area in one state and limited rural capabilities across the border of a 

neighboring state. Under current agreements, EMS personnel can transport across state 

lines working under the scope of practice of their home jurisdiction. Routine protocols and 

procedures are used by agreement among local jurisdictions and healthcare systems.  
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1 MSCC:  The Healthcare Coalition in Emergency Response and Recovery  May 2009 U.S. Department 

of Health and Human Services. ASPR. From, Medical Surge Capacity and Capability: A Management 
System for Integrating Medical and Health Resources during Large-Scale Emergencies. Available at: 
https://www.phe.gov/Preparedness/planning/mscc/healthcarecoalition/Pages/default.aspx. 
 
2 https://www.emacweb.org/index.php; https://www.fema.gov/pdf/emergency/nrf/EMACoverviewFor 

NRF.pdf 
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WRAP-EM Organization Chart 
 

 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


