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X Community Alternate Medical Care Site
Emergency Operations Plan
The community Alternate Care Site (ACS) template is the culmination of input received by Kansas Department of Health and Environment (KDHE) Bureau of Public Health Preparedness (BPHP) from multiple sources including State and Local stakeholders.  In addition, language includes reference material gathered through research conducted by AHRQ, Rocky Mountain Region, and preparedness planning committees in other States.  This template provides an opportunity for partners to identify and address issues associated with alternative medical care sites in the community by providing possible approaches for ACS operations.  Local agencies should modify concepts within the template to meet their community needs.  Language outlined in red italic font should be deleted and modified appropriately.
Note:  It is important to recognize the necessary roles for multiple agencies to prepare for and mitigate the effects of an emergency.  It is not the expectation that any one agency set-up and operate ACSs.  Development of community-based ACSs, including plans for activation, operations, and resource management of an ACS, should be established using a planning group consisting of community partners (e.g., local emergency management, public health, hospitals, EMS, and other health and medical partners).  
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2. Introduction

2.1. Purpose
The Alternate Care Site (ACS) Emergency Operations Plan (EOP) is intended to enhance agency plans for managing a disaster that creates a surge of patients beyond community capabilities by providing additional facility care to ill patients who would otherwise seek care at hospitals and community health centers.  The purpose of this plan is to provide operational concepts unique to alternate care site response, document coordination, and enhance response efforts when responding to community healthcare demands.  An ACS is a community-based location that may provide additional treatment area(s) with a minimum specific level of care for patients.  An ACS may be established at sites where no medical care is usually provided or at medical facilities where the usual scope of medical services does not normally include large-scale urgent care or traditional inpatient services.  The ACS facility will be selected from an existing structure, although temporary structures may be erected by responding partners.
During a large scale emergency, emergency room departments, treatment centers, and other medical clinics across the community may see an influx in patients.  Through planning ACS operations the community will be more prepared to provide effective care to the greatest number of victims.  The goal is to advance planning towards a coordinated healthcare and public health response. 
2.2. Scope
The plan recognizes the need to organize agencies and resources to plan for and respond to an incident that may require ACS activation.  The plan seeks to provide guidance, definition, and delineation of organizational responsibilities pertaining to ACS response.  In addition, it is intended to incorporate state, local, private, and volunteer organizations and resources into a coordinated response system to operate community medical treatment locations.  This plan provides a possible outline for general activation, operation, and demobilization of an ACS.
“JCAHO identified three types of surge hospitals:

· Facilities of opportunity, which are defined as nonmedical buildings which, because of their size or proximity to a medical center, can be adapted into surge hospitals 

· Mobile medical facilities, which are mobile surge hospitals based on tractor-trailer platforms with surgical and intensive care capabilities 

· Portable facilities, which are mobile medical facilities that can be set up quickly and are fully equipped, self-contained, turnkey systems usually stored in a container system and based on military medical contingency planning.”

Types of “surge hospital” or ACS may include may include:

· “A primary triage point, helping decide which patients require hospitalization, can be managed at home, might benefit from observational care and minimal interventions available at the ACS, or require palliative care which also might be available at an ACS. Such a facility might be reasonably expected to cohort a group of patients who were exposed to certain infectious agents but do not need more than continued observation and minimal, if any, medical intervention. 

· A community-focused ambulatory care clinic that serves as a point of distribution for medications, vaccinations, or other medical interventions that must be delivered to a wide population. 

· A low-acuity patient care site to permit the offloading of stable patients from hospitals to enhance their internal patient care capability or as primary sites for the care of stable low-acuity patients. “

2.3. Situation

Health emergencies have the potential to overwhelm local healthcare systems. It is anticipated that communities may need to expand their healthcare delivery system to one that includes the role of an alternate care system. Depending upon the severity of the incident and availability of resources in the community, activation of one or more ACS(s) may be considered by community partners to address incidents that results in ambulatory care and hospital capacity which is insufficient to adequately care for those in need and timely evacuation to other sites is unlikely.  
Activation Types

Activation may be in response to:
1) Surge: large number of people seeking emergency and/or acute medical assistance either at a treatment center itself, or within the defined medical community.  (e.g., epidemic, toxic inhalation)
2) Damaged medical infrastructure: Treatment center inoperability due to damage.  (e.g., explosion, flooding, etc.)

3) Combination of 1 and 2.  (e.g., Tornado, Flood, Terrorism/nuclear device detonation) 

Mass casualty Emergencies

A mass casualty-producing incident is defined as one which generates more patients than available resources can manage using routine procedures.  Natural and man-made hazards including tornadoes, severe storms, and criminal acts including terrorism have the potential to generate large numbers of casualties.  The potential also exists for major disease outbreaks which have the potential to spread among the population and cause illness in such large numbers to overwhelm the current medical infrastructure.  In a mass casualty incident, a major challenge for emergency response and management personnel will be to recognize and anticipate the needs of medical resources including bed availability, medical services, numbers and types of patients, and anticipated resource needs including surgical capabilities and other specialized care.  Community healthcare system capacity depends on ability of system to provide care through ambulatory care (primary care and subspecialty), long-term care (nursing homes), home health, and acute inpatient care (hospital).  If critical care services are operating at capacity, patients admitted through ED may remain in ED for prolonged periods of time.  If primary care clinics are operating at capacity, additional patients may seek care at EDs.  During this type of incident it is possible a “triage” or “ambulatory care” center may be needed to locally screen or care for mass numbers of patients prior to admission.  

Situation Considerations 

Implementation of this community plan depends on activation protocols, establishment of level of care, ability to manage scarce resources, and pre-developed partnerships between primary and cooperating agencies.   Possible approaches have been developed in this plan to allow flexibility to best meet the needs of the local emergency or anticipated high-risk events (e.g., political conventions).    
2.4. HHS Definitions 
Medical Surge (HHS):  “Describes the ability to provide adequate medical evaluation and care during events that exceed the limits of the normal medical infrastructure of an affected community (through numbers or types of patients).  It encompasses the ability of healthcare organizations (HCOs) to survive a hazard impact and maintain or rapidly recover operations that were compromised (a concept known as medical system resiliency).” 

Medical Surge Capacity (HHS): “refers to the ability to evaluate and care for a markedly increased volume of patients—one that challenges or exceeds the normal operating capacity.” 

Medical Surge Capability (HHS): “refers to the ability to manage patients requiring unusual or very specialized medical evaluation and care.  Surge requirements span the range of specialized medical services (expertise, information, procedures, equipment, or personnel) that are not normally available at the location where they are needed. ” 

Special Needs (HHS): “A population whose members may have additional needs before, during, and after an incident in one or more of the following functional areas: maintaining independence, communication, transportation, supervision, and medical care. Individuals in need of additional response assistance may include those who have disabilities; who live in institutionalized settings; who are elderly; who are children; who are from diverse cultures, who have limited English proficiency, or who are non-English speaking; or who are transportation disadvantaged.”

2.5. Policies

X agency serves as the coordinating entity for all health and medical response requiring ACS activation.  X agencies serve as the primary agencies.  The primary agencies shall be the ultimate authority of the ACS facility and in charge of administration and operations within their scope of services.  This includes but is not limited to manners with respect to patient care, environmental safety, and institutional management.  X agency will work closely with cooperating agencies to coordinate the local level planning, response, and recovery.

Agencies shall work with their legal department to review applicable codes, regulations, and licensures (e.g., medical care facility or general/special hospital) with respect to operations, liability, reimbursement, and other related issues.  Health agencies will communicate with Local Board of Health as necessary. 
2.6. Plans/Procedures:

All applicable plans, protocols, and procedures should be consistent with organizational responsibilities pertaining to ACS activation. 
· The X county EOP offers procedures for coordinated response during an emergency. 
· The X hospital EOP includes procedures for medical surge response and hospital facility evacuation.  In addition, the State Kansas Mass Casualty plan coordinates state resources in support of mass casualty incidents.  

· For hospital mutual aid refer to Kansas Hospital Association Inter-hospital Master Mutual Aid Agreements for personnel, equipment, pharmaceuticals, and transferring of patients during disasters.   

· Regional EMS planners have developed the Medical Emergency Response Ground (MERGe) Program or other EMS mutual aid system for the provision of EMS mutual aid in the time of emergency.  When activated as a mutual aid partner, these programs can also coordinate the scheduling of EMS resources to provide medical care support to the incident under the established medical branch.

· The Regional Trauma Plan provides guidance and direction for the purposes of trauma incident planning.  
2.7. Statutes and Regulations
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· 65-Articles 1 and 2 Public Health System 

· K.S.A. 65-101 et seq. the secretary of health and environment shall exercise general supervision of the health of the people of the state. 

· K.S.A. 48-904 et seq. K.S.A. 48-924 – 945 Emergency Preparedness for Disasters 

· K.S.A. 48-901a  Interstate Emergency Management Assistance Compact 

· K.S.A. 48-948 – K.S.A. 48-958 – Kansas Intrastate Emergency Mutual Aid Act 

· K.S.A. 65-5701 – 5731 Emergency Planning and Community Right-to-Know Act 

· List others applicable to agency or reference other plans

In the event of declaration of emergency:
For local declaration of emergency procedures refer to X County EOP.  Declaration is not intended to augment a small medical surge event, instead it may be beneficial to operations during a large medical surge event.  Before an ACF can be activated, a local declaration of emergency may be declared by X county (if applicable to jurisdiction).
If in the event a State of Kansas Declaration of Emergency is issued with respect to an emergency the Governor maintains the authority to issue executive orders to temporarily waive certain statutory requirements to ensure communities can provide the most effective services during an emergency.  These requirements provide important protection for patients during normal day-to-day operations. 

“The authority for Federal public health and medical response may come from a Presidential declaration of a major disaster or emergency (commonly known as a Stafford Act declaration), a declaration of an Incident of National Signification by the DHS Secretary, at the request of another Federal department or agency, or under the Public Health Service Act…. The Secretary of HHS has the independent authority under section 319 of the Public Health Service (PHS) Act, as amended, to declare a public health emergency.  Following a section 319 declaration the Secretary can, among other things, take appropriate actions in response to the emergency, such as conducting and supporting investigations into the cause, treatment, or prevention of the disease or disorder…. In addition, the Federal Government may temporarily waive or modify certain normal requirements of Federal programs during a national emergency or disaster that is also a public health emergency to facilitate the delivery of public health and medical assistance.  For example, Section 1135 of the Social Security Act authorizes the Secretary of HHS to temporarily waive or modify normal operating requirement of Medicare, Medicaid, or the State Children’s Insurance Program (SCHIP) during a national emergency or disaster declared by the President that is also a public health emergency declared by the HHS Secretary.  This action ensures that affected healthcare providers who are unable to comply with certain Federal requirements because of a national emergency or disaster that is also a public health emergency, but who operate in good faith, are given sufficient flexibilities to continue providing services to beneficiaries and receive reimbursement for those services.” 
 
2.8. Planning Assumptions
The following assumptions are made in this plan:
· There are many different emergencies that can result in activation of this plan.
· If the entire medical system including pre-hospital response and medical specialty is stressed, ACS may be necessary.

· The jurisdiction may have limited capability for treatment of X patients (e.g. severe burn cases, severe trauma injuries, etc).

· Councils will continue to address topics and issues related to coordinating trauma care and triage protocols within their own region and locally.

· Medical material and medical professionals will be scarce when health care system is stressed.

· The jurisdiction has limited availability for additional supplies to support an ACS.

· ACS will be activated in a collaborative effort between health and medical partners in the community.

· Some resources may be available through mutual aids to help support sites.
3. Roles and Responsibility
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An ACS is a collaborative effort between community, hospital, EMS, local public health, and other health and medical providers in the community.  The primary agency will not attempt to open an alternate care site in the absence of support from the local health and medical partners.  No single agency will have the capacity or expertise to manage an ACS without the assistance of partners.
Community Alternate Care Site Planning Committee  

ACS planning requires consensus on the actions and priorities required to prepare for and respond to crisis. An ACS requires the cooperation of partner agencies in order to effectively deliver care within the community.   The established community ACS planning committee consists of the following coordinating, primary, and cooperating agencies:

· X Hospital(s)

· X Local Health Department

· X Local Medical Officer/ Board of Health Representative

· X Colleges/Universities

· X Medical Partners

· X Emergency Management

· X Emergency Management Services

· X Law Enforcement

· X Adult Care Facility

· X Home Health
· Other
X Primary Agency 

· Identify any available staff (with backups) to provide support through all phases of operations.

· Notify emergency management and other agencies in the event that an event, as recognized through agency administration, is suggestive of a potential ACS activation.

· Stand up their Incident Command in response to the health emergency.

· Activate appropriate emergency response procedures.

· Ensure that appropriate signatories to the Community Alternate Care Site plan understand their obligations to provide support for ACS operations. Identify and maintain contact information for all tasked agencies.

· Coordinate ACS training and exercise activities.

· Supplement off-site ACS by providing X supports services at hosital (e.g. laboratories, pharmacies, food service, and diagnostic capabilities that may be shared.  Provide detailed descriptions regarding expected roles and responsibilities)
· The Public Information Officer (PIO) shall:

· Initiate media contacts and coordinate news releases through the agency command and Joint Information Center (JIC). Refer to, and if necessary, activate the X agency Crisis Emergency Risk Communications Plan (CERC).  
· Develop pre-scripted messages and news releases, as part of the Communications Plan: There must be communication resources to inform the public about health emergencies, to provide them information about potential health impacts and to help them determine the most appropriate actions, if any, for their particular situation.  This may address type of facility, hours of operation, transportation means, and other important public information messages.  Messages should be consistent with public health and other treatment center CERC plans.  
· Provide just-in-time training to appropriate ACS public information personnel.

· The Agency Administrator or designee shall:

· Consult with the Administration and Local Medical Director regarding the potential threat.

· Confer with ACS cooperating agencies to discuss the possibility of activation. 

· In conjunction with cooperating agencies make the decision to and initiate the activation of ACSs.
· Determine ACS priorities, in consultation with appropriate administration.

· Appoint medical director as the ACS Administrator.
· The  ACS Administrator shall:

· Lead the command and control function for the ACS.
· In consultation with administration, local medical director, and the on-site physicians and pharmacists, determine appropriate treatment level considering the number of affected population.  
· Determine which patients in the ACS will benefit from movement from ACS to hospital when bed space becomes available;

· Appoint admissions director to evaluate patients for admission to the ACS who arrived from the community;

· Brief the hospital administrator on space availability within the ACS on regular basis.

· The ACS/Preparedness Coordinator shall:

· Notify designated staff/departments and ACS facility of the decision to activate ACS, and the approximate time of set-up and operations.

· Upon notification of the approximate time, brief staff on set-up procedures requested by Incident Command.

· Coordinate necessary deployments as advised by command staff.

· Maintain contact information for personnel in critical ACS roles.

· List resources available from local entities for request by ACS.  
X Coordinating Agencies (as listed under policy section)
· Be prepared to provide personnel and equipment to help operate ACS, including personnel to assist with administration or patient care.

· Be prepared to provide facilities for activities.

· Be prepared to provide transportation assets to transport ACS materials.

· Participate in ACS training and exercise activities.

X Emergency Management

· Provide logistical support.

· Provide operational support as needed.

· Participate in ACS training and exercise activities.

X Security Agency
· Assure coordination of security during all phases of ACS operations as requested.

· Assign an ACS security contact.

· Coordinate with other local, county, and state law enforcement agencies for security as necessary.

· Participate in ACS training and exercise activities.

X Printing (may be done internally)
· Provide printing services to ACS.

· Provide delivery of printed material.

X Transportation Agency
· Pre-identify and maintain list of vehicles that could be utilized.  May include assets for movement of material or type of transportation they agency would be providing.

· Provide information on status of transportation routes and transportation assets and assist in emergency routing as outlined in County EOP ESF #1 – Transportation (if applicable).

X Pharmacy 

· Coordinate with ACS to provide support through all phases of ACS operations

X Agency/Title
· Serve as the liaison to other hospitals in region.
X Agency/Title
· Serve as the liaison to other volunteer organizations, including the American Red Cross.

X EMS 

· Coordinate with hospital regarding ACS transportation and dispositions.

X Volunteer Coordinator (MRC if applicable)

· Coordinate with primary agency regarding volunteer requests.  

· Notify appropriate ACS staff when volunteer requests are filled and deployed.
X Other agency

· List any roles or responsibilities

4. Concept of Operations (CONOPS)
4.1. Activation
Diverse disasters require different medical responses.  Activation of an ACS or multiple sites is a potential action that could be taken as a part of a disaster response.  This plan may be activated in response to any incident requiring additional care.  Activation of a center should be considered during initial meetings of the primary and cooperating agencies as listed in Roles and Responsibilities.  Level of operations should also be considered at each operational period by the team.   Activation of the ACS should consider the actual verses perceived need within the timeframe and alternatives through medical surge plan (e.g., canceling elective surgeries, discharge stable patients, relocate patients to other facilities, etc.).  
Medical care using acceptable treatment spaces in licensed medical facilities is always better than providing care in an alternate care facility.  Methods should be considered in the following order prior to activation: 1) Hospital activating medical surge plan to accommodate more patients, 2) Non-acute medical facility taking on acute care, or higher level responsibilities, 3) Non-medical facility used to provide medical care (e.g.,  ACS in existing structure), and 4) Temporary facilities being used to provide medical care (e.g., mobile ACS).  Prior to activation, regional attempts should be made to augment healthcare system through regional and surrounding hospitals.  If patients can receive adequate care in an existing medical facility within a reasonable time period, patients should be transferred appropriately.  
The Hospital Chief Executive Officer and/or X County Medical Officer is ultimately responsible for decision to activation ACS.  The ACS plan may be activated stand alone or in concert with the complete or partial activation of the X Hospital EOP or X County EOP.   

Activation Criteria:

1. Surge:  Medical surge capacity in the local healthcare system has been overwhelmed and/or exhausted during a health emergency and resources are available through internal or external sources to staff an alternate care site.  Numbers of persons requiring inpatient care exceeds hospital surge capacity and other medical facilities.

· >X% of ED beds in region are occupied
· >X% of patients in local ED are awaiting care and boarding time is anticipated to be >X hours
· >X% of patients in waiting room will not be seen by clinician with >X hours

2. Infrastructure requires alternate location for medical care due to interoperability.

3. Combination of 1 and 2.
Resources needed to justify activation:
· Identify the resources to address the medical need and surge capacities in a timely manner;
· Identify process for moving resources expeditiously to locations of patient need;
Concept of Operations Plan:

· Incident Command
· Staffing
· ACS Site Location
· Scope of Care
· Other Services
· Security
Other Incident Management Activities
4.2. Incident Command 
The community ACS planning committee has adopted the National Incident Management System (NIMS) and the Hospital Incident Command System (HICS) as their overall mitigation, preparedness, response, and recovery strategy.  NIMS and HICS are designed to provide common command structures, terminology and clearly defined job duties and responsibilities.   Both NIMS and HICS provide the framework for ACS operations during a health and medical disaster.    

Incident Command System (ICS) will be established in accordance with the activation and roles and responsibilities.  In some situations it may be more appropriate to establish a unified command.  “Because multiple discipline may have significant management roles in incident response, implementing a unified command (UC) is an effective way to promote cohesion within the response system.”

Incident Command
1. Retains overall responsibility for effective performance of the ACS.  
2. Provides oversight of the management and has primary responsibility for the performance and actions of the Command/Management Staff.  
3. Includes the Incident Commander, Safety Officer, the Public Information Officer, and the Liaison Officer, as well as the Section Chiefs.  Refer to X agency EOP for Incident Command charts, job action sheets and just in time training material. 
a. “The Operations Section is responsible for clinical duties including triage and treatment and directs all patient care resources.
b. The Logistics Section is responsible for providing facilities; services, including food service and communications; and materials.
c. The Planning Section determines and provides for the achievement of each medical objective and manages human resources.
d. Finance and Administration is responsible for maintaining accounting records, issuing purchase orders, and stressing facility wide documentation.”

*Hospital Incident Command System is the new name for the revised Hospital Emergency Incident Command System. Planners are encouraged to view the updates posted at http://www.emsa.ca.gov.
A staff briefing provides just-in-time training to all staff upon activation.  Job action sheet will be provided at this time.  New clinical and non-clinical staff who report to this briefing must be oriented to their immediate role, environment, and the ACS in general. 

Just-in-time Training should include, but not be limited to, the following:

· Personal protective equipment (PPE) procedures and other personal protective measures, including infection control measures (handling and disposing of infectious waste, agent-specific transmission prevention measures, etc.)

· General standard operating procedures for patient care, logistical support, and other infrastructure support
· Risks of working in facility/ facility safety

· Infection Control

· Staff wellness

· Level of care and services

· Information on the agent and treatment modalities (If appropriate)

· Records maintenance

· Death management

· Standard reporting procedures

· Response to outside requests for information

· Patient confidentiality and privacy
· Protecting family and home

· Shift scheduling

· Expectations and stress management

· Patient tracking, staging, and transportation
4.3. Staffing 
This type of emergency will require agencies to fully engage all their available staff as routine levels of staffing will be stressed.  Utilization of the ACS will only be successful if the site can be staffed by necessary medical and ancillary personnel.  The ACS will first be staffed by X agency staff if available and partner agencies as outlined in Roles and Responsibility.  It is not expected that extra agency staff will be available for site.  Outside staffing resources will be needed.  See resources for request procedures.    
Verification of credentials will be in accordance with agency policy.  The importance of properly licensed and credentialed medical personnel in response to an emergency is paramount.  To assist local agencies in verifying a medical provider’s licensure status in an emergency, the State of Kansas has developed the Kansas System for the Early Registration of Volunteers (K-SERV).  The K-SERV has been developed in cooperation with the Kansas Board of Nursing, Kansas Behavioral Health Sciences Regulatory Board and other state licensing authorities.  Standard operating guides for the use of the K-SERV program are available to the local volunteer coordinator for use during an emergency; refer to Local K-SERV SOP for details.  All licensed temporary staff and volunteers will be required to provide proof of licensure and certifications.  Copies of all licensures, certifications, and proof of competency will be made and kept for disaster recovery records.
Assigned responsibilities for patient care and administration will be based on verified credentials, experience, and knowledge.  The ACS will have minimal professional health care staffing.  Medical staff will only be assigned tasks that are consistent with their scope of practice.  Nonmedical personnel will be utilized throughout ACS facility to assist with nonmedical operations.  All temporary personnel will be distributed among regular staff who have valuable information and procedural knowledge, this includes temporary medical staff who may not have inpatient general medical skills, are still in training, or have not used their acute care medical skills in many years.  Additionally, they may not have ability to start or administer intravenous lines, be current in treatment regimes, or other trained skills.  
The ACS will likely operate on two rotating 12-hour shifts.    All staff and volunteers will need to be tracked for possible compensation. Worker’s Compensation insurance should be addressed based on the situation. 
Below is an example of staffing NEED for and 50 bed unit based on 12 hour shift and should be modified based on bed capacity the ACS is capable of providing.  If small agency, the agency may choose to simply categorize staff suggested numbers as medical (RN/LPN,PA/NP, Physician) and non-medical staff. In addition staff may not be needed in specific unit if unit is support at hospital.
Table 7: Staffing Considerations for Alternative Care Sites: Suggested Minimum per 12 hour shift for 50 bed Unit

	Class
	Infectious
	Non-Infectious
	Quarantine

	Physician
	1
	1
	0

	Physician extender (PA/NP)
	1
	1
	0

	RNs or RNs/LPNs
	6
	6
	2

	Health technicians
	4
	6
	1

	Unit secretaries
	2
	2
	1

	Respiratory Therapist
	1
	1
	0

	Case Manager
	1
	1
	0

	Social Worker
	1
	1
	1

	Housekeepers
	2
	2
	1

	Lab Personnel
	1
	1
	0

	Medical Asst/Phlebotomy
	1
	1
	0

	Food Service
	2
	2
	2

	Chaplain/Pastoral
	1
	1
	1

	Day care/Pet care
	0
	0
	1

	Volunteers
	4
	4
	4

	Engineering/Maintenance
	0.25
	0.25
	0

	Biomed-to set up equipment
	0.25
	0.25
	0

	Security
	2
	2
	2

	Patient transporters
	2
	2
	0


4.4. ACS Facility
List of Facility Locations

On-site reviews were conducted on many potential ACS locations and the following were chosen.  One site was selected as primary site and one alternative site was selected in case the primary site is rendered unusable.  ACS facilities were selected based on ease of transferring patient to hospital, suitability for ACS, design and size of facility to effectively care for patients, and cost and availability.   With close proximity to the hospital the ACS will share laboratories and diagnostic capabilities.  ACS onsite resource capabilities will increase with direct proportion the supporting treatment center.  Pre-existing structures were evaluated using the Agency for Healthcare Research and Quality (AHRQ) Alternate Care Site Selection Tool.  This tool was submitted to KDHE, see Attachment 1.  
Facility contact information is listed below.
	Primary Facility Information (non-hospital site)
	Secondary Facility Information (non-hospital site)

	Location:

Hotel, Stadium, Recreation Center, School, Church
	Location:

Hotel, Stadium, Recreation Center, School, Church

	Address, City, State, Zip:


	Address, City, State, Zip:



	Primary Contact Name:
	Primary Contact Name:
	Primary Contact Name:
	Primary Contact Name:

	Secondary Contact Name:
	Secondary Contact Name:
	Secondary Contact Name:
	Secondary Contact Name:

	This hospital site includes the following:

Ability to lock down facility

Adequate building security personnel

Adequate lighting

Air Conditioning

Area for equipment storage

Biohazard & other waste disposal

Communication (# phone, Local/Long Distance, Interoom)

Door sizes and adequate for gurneys’ beds
Electrical Power (Backup)

Family Areas

Floor & Walls (enclosed)

Food supply/food prep areas (size)
Heating

Lab/specimen handling area

Laundry

Loading Dock

Mortuary holding area

Oxygen delivery capability

Parking for staff/visitors

Patient Decontamination Areas

Pharmacy Areas

Proximity to Main Hospital

Roof

Space for Auxiliary Services (Rx, counselors, chapel)

Staff Areas

Toilet Facilities/Showers (#)

Two-Way radio capability to main facility

Water

Wired for IT and Internet Access
	This hospital site includes the following:

Ability to lock down facility

Adequate building security personnel

Adequate lighting

Air Conditioning

Area for equipment storage

Biohazard & other waste disposal

Communication (# phone, Local/Long Distance, Interoom)

Door sizes and adequate for gurneys’beds

Electrical Power (Backup)

Family Areas

Floor & Walls (enclosed)

Food supply/food prep areas (size)

Heating

Lab/specimen handling area

Laundry

Loading Dock

Mortuary holding area

Oxygen delivery capability

Parking for staff/visitors

Patient Decontamination Areas

Pharmacy Areas

Proximity to Main Hospital

Roof

Space for Auxiliary Services (Rx, counselors, chapel)

Staff Areas

Toilet Facilities/Showers (#)

Two-Way radio capability to main facility

Water

Wired for IT and Internet Access

	Advantages:
	Advantages:

	Disadvantages:
	Disadvantages:

	MOU Signed: YES / NO
	MOU Signed: YES / NO

	 Location of Building:
	 Location of Building:

	Size of Building and Number of Beds Facility Could Support:
	Size of Building and Number of Beds Facility Could Support:

	Type of care facility can support:


	Type of care facility can support:



	Patient Transfer to Hospital- Type of Transport Vehicles to be used:

EMS/ Bus/ Self/ Other
	Patient Transfer to Hospital- Type of Transport Vehicles to be used:

EMS/ Bus/ Self/ Other


Facility Memorandum of Understanding (MOU)

After the facilities were selected a written memorandum of understanding was established; X Primary Facility and X Secondary Facility have signed a Memorandum of Understanding for use of the facility during a health emergency.  Copies of MOUs are located here (Note: it is important to notify other health and medical agencies and emergency management when MOUs are established to provide disaster services).
Facility Set-up and Layout

All staff assigned to the care center regardless of job title will assist in the initial set up and preparation to receive patients under the direction of their assigned supervisor.  

The layout of facility for ACS services will depend on functionality and type of services that will be provided.  Allocation of space will depend on bed capacity needed, patient acuity, and medical logistics support.  It is estimated that a 50-bed capacity ACS will require approximately 9,000 square feet while a 250-bed capacity ACS will require approximately 40,000 square feet.  ACS facility layout will depend on total size and number of beds needed to respond to the emergency.  

Beds will be in single room gymnasium style where large numbers of patients can be cared for by as few staff as possible.  A twin bed is approximately 42” X 78” which requires aisles to be 2.5’ (wide enough to accommodate wheel care or stretcher).  To set up X number of beds for the ACS, community will need X square feet.  
Alternate Care Site Facility Layout

(Sample picture based on a Type III Federal Medical Station Layout for Advanced Care)


Layout objectives:
· Vehicle traffic flow should allow rapid access with minimum vehicle traffic constraints.  One-way traffic and signage will be used.

· Patient parking will be well lit and close to entrance.  
· Should include areas for private vehicles/taxis for pick-up/drop-off of patients including those with limited mobility.

· Should provide ambulance/buses/alternate transportation area that is easily accessible for transferring patients.  

· Other parking should be designated for:

· Family and other visitors

· Law Enforcement

· Transportation vehicles not in use

· Logistical resupply vehicles

· Patient flow should allow rapid access with minimum cross-traffic.  

· Patient reception entrance should be well lit and clearly identified using signage in multiple languages.

· Visitor/patient public areas should not traverse the clinical areas.

· Admissions/Registration will be located near main entrance and on ground floor for ease of patient access.
· Nursing subunits should be centrally located and easily accessible from admissions/registration

· Patient beds should allow for adequate floor space between beds and should not restrict routine patient care activities.
· Should include storage space for medical supplies (e.g. modular plastic bins or similar).

· Layout should allow for movement of staff and equipment.

· Communications and logistics (communication, support, and supply) is a separate area but easily accessible to nursing subunits

· Staff support areas will be located separately.

· Multiple restrooms should be easily accessible.

· Doorways and Corridors

· Must be sufficient size to accommodate wheeled stretchers and wheelchairs with attached intravenous poles and other equipment with ease.

· Must be wide enough to allow cross-passage of personnel and equipment (e.g. two wheeled stretchers/ wheelchairs/delivery carts) to enter, exit, and maneuver.

· Other areas (e.g., counseling areas, pharmacy, child care, etc.) may be utilized yet should not impede patient flow.

· Provisions for medical gases (oxygen)- layout should be determined by community based on resources.
4.5. Scope of Care

The ACS threshold for admission may vary during the course of the emergency.  The ACS will provide treatment based on potential objectives.  Pre-defining criterion for scope of care will provide a framework for ACS operations.  The scope of care provided in this off-site care setting is very limited.  Services will differ from that typically provided by existing healthcare facilities, because that care will be driven by resource availability.  One of the key decision points in the delivery of out-of-hospital care at an ACS is the ability to provide oxygen and respiratory therapy, particularly the ability to provide mechanical ventilation. While it is difficult to predict the patient needs that will present at an ACS, general assumptions are made to be all-hazard.
The rationale for limiting the scope of care at the ACS may be based on many situations.  In general, scope of care available may be limited due to:  

· Resources including equipment and staff that are not available to provide higher level services at ACS; Hospitals have better access to the resources required to treat critically ill patients.

· The ACS quick activated and set-up to maximize its use of limited resources to provide care to the greatest number of people.  

· Idea that providing a selective scope of care based off limited resources may help minimizes the ethical decisions healthcare providers would need to make.  

Table 6.1. Alternative Care Sites (ACS) Scope of Care

	Scope of Care
	Objectives of ACS Implementation
	Scenario Type
	Facility Type

	1. Delivery of ambulatory/chronic care/special medical needs
	Decompression of medical shelters; decompression of emergency departments
	All
	ACS

	2. Receiving site for hospital discharge patients (non-oxygen dependent)
	Decompression of acute care hospital inpatient beds
	All
	ACS

	3. Inpatient care for moderate-acuity (non-oxygen-dependent) patients
	Used instead of acute care hospital inpatient beds
	All
	ACS

	4. Sequestration/ cohorting of “exposed” patient population
	Protection of acute care hospitals from exposure to potentially infectious patients
	Pandemic influenza 
Bio event 
	Home
ACS

	5. Delivery of palliative care
	Used instead of acute care hospital inpatient beds
	All
	Home
ACS


The MODEL Scope of care may be limited to: 

(Based on the community planning and resources choose one or more model that best fits possible scope of care that will be provided at ACS.  Note: EXAMPLES ONLY are provided below.  Concept of operations should be modified based on selected model)

· Hospital Decompression 

· ACS operations to supplement healthcare system
· Ambulatory Care Center 

· outpatient services that are normally provided by physician offices, hospital emergency departments, and other urgent care centers
· Chronic Care Center

· medical care which addresses preexisting or long term illness, as opposed to acute care which is concerned with short term or severe illness of brief duration
· Shelter/Quarantine
· Separate location for non-acute care of potentially exposed patients

The AHRQ model identified that ACS could be used for: 

(Based on the community planning and resources choose one or more type that best fits possible scope of care model that will be provided at ACS.  Note: EXAMPLES ONLY are provided below.  Based on resources multiple types may be collectively used under one model.  Concept of operations should be modified based on selected types.)

· Outpatient Care

· Inpatient Care

· Critical Care

· Other

Scope of Care the ACS has the capability to support includes: (Only list possible care the ACS will be able to provide and remove the types of care ACS would not be able to support.  Enter in numerical number if applicable.)
· Minimum Pt Age (yrs)

· Non-ambulatory Care

· Vital Signs Every [X] Hours

· Non-controlled Oral Meds

· Controlled Oral Meds

· IV Hydration

· Non-controlled IV Meds

· Controlled IV Meds

· Glucose

· CBC (Daily or Less)

· BMP (Daily or Less)

· Other Labs (Daily or Less)

· O2 Flow Rate Needed (L/min)

· Cardiac Monitoring

· Radiology Access

· Dressing Changes

· Behavioral/Mental Health Care (Non-secure)

· Ostomy Care

· Tube Feedings

· Wound management

· Short-term facture/musculoskeletal injury management

· Traditional inpatient physical therapy

·  NG feeding

· User-defined 1

· User-defined 2 

Scope of Care the ACS will not support: (Only list care the ACS will NOT be able to provide due to probability of scarce resources.)
· Example: Advanced Cardiac Life Support (ACLS)

· Example: Advanced Airway Management (e.g., intubation and ventilator support)

· Example: Advance Trauma Life Support (ATLS)

· Example: Neonatal Advance Life Support (NALS)

The ACS may not prefer to accept the following during times of emergency:

· Example only: Patients from long-term care, home care, or other medical providers where provider is able, willing, and has capacity  to provide higher level of services

· Others: List type here

Special Populations:

· Pediatrics (if not state patient ages that ACS will serve).  For pediatric care refer to Model Pediatric Protocols (see resources).

· Prisoners (if yes, state security procedures)

· Other (state process or refer to special population plan)

Example of Patient Flow 
ACS Patient Flow

      External Process










Ingress/Egress

· Enforce any entry restrictions and initiate infection control interventions when applicable

· Control public entrances and ambulance transport area
Patients may enter the ACS by:

· Transfer from a hospital;

· Referral from clinic;

· Arrival by Ambulance; or

· Arrival by self-transport (e.g., private vehicle, tax, bus, public transportation)
Triage

· Evaluate (provide screening) to all self-referring and transported patients or potential patients;
· Provide minimum care such as first aid. 
· Patients should not remain in triage for more than X hours;
· Each patient must receive identification and triage tag.  As appropriate, initial evaluations will be provided by triage unit director and discussed with medical director.  For field triage guidance, refer to guidelines for field triage of injured patients (available in resources).  For triage procedures and protocols refer to local procedures;
· Refill medication orders (when necessary);
· Provide lab testing if medically necessary to make triage decisions;
· Operate in coordination with public health for education of “worried-well”; 
· Follow inclusion and exclusion criteria.
Admissions/Registration

· Collect required information on all patients and provide data to ACS administration.  Any critical information that is not available from a qualified provider should be collected at the facility or prior to transfer.  
· Maintain patient register (patient logbook).  

· Family members should be provided with information about ACS care and told procedures for discharge.  

· The procedure will depend on location from which patient arrives.  Hospital, clinics, and EMS will need updated regularly on types of patients that the facility can receive (e.g. severity of illness).  To determine the capabilities of the ACS to which you are considering transferring patients see Attachment 2: Patient Selection Tool.  Initial admission will allow space for more critical patients in the hospital.  These admissions should meet the criteria for admissions for ACS specific to the event.  
· Patients who do not meet criteria will be transported to hospital, mass care shelter, or released as appropriate based on evaluation.
Patient Care Services (to be modified based on selected model)
· Collect information on all patients and provide aggregated data to ACS administration.
· Evaluate and provide sufficient care based on resources and scope of care;
· Identify patient condition deteriorates that warrant admission to hospital;
· Communicate about potential transfer;
· Provide additional services as applicable (e.g. patient and family support)
· Additional nursing subunits will be set-up as subunit capacity is being reached.
· If patient presents with a medical condition for which the facility cannot provide services, such that failure to provide the service may result in severe illness or patient’s death, the director will consult with the hospital about availability for care.
· Stable patients in need of additional acute or critical care would be transferred to the hospital.
Discharge 
· Discharge procedure will be consistent with X hospital, refer to INSERT LOCATION OR ADD HERE. 
The facility will discharge patients when:

· EXAMPLE: Patient is able to provide care for self;

· EXAMPLE: To hospital to receive a higher level of care;

· EXAMPLE: To home health when patient has been hydrated and can take fluid orally or home health is willing to provide hydration services.
· When a patient is to be discharged home, the facility will make contact with the family and attempt to assess the ability of caregivers to resume care of patient.  Discharge will be delayed if persons are too weak to provide personal care and no caregiver is available.  When discharged written instructions on additional care and signs of secondary complication or reasons to bring the patient back to a medical facility will be provided to patient or caregiver.  Depending on the exposure and illness, home care instructions may include recommendations for the use of appropriate barrier precautions, hand washing, waste management, and cleaning and disinfecting the environment and personal care items.
Patient Records

A functional medical record must be established for every individual who is treated at the ACS and should be consistent model with hospital protocols.  Log book and forms should be completed and updated. Forms can be found Insert Location or Attach to Plan. This record accompanies each patient throughout his/her stay and is available to the medical staff as needed for documenting the treatment provided and the patient’s response to such.  All records must be complete, legible, and thorough.   

Patient Transfer
· Track all patients transferred and coordinate follow up services when needed.

· Follow patient transfer procedures.  Patient transfer requires communication with Emergency Medical Services and hospitals.  Before transfer is allowed, confirmation is required by receiving facility.  Transfer to ACS or from ACS to hospital will be accepted as long as staffed space is available.  HAvBED may be used to view bed availability.   Patient information (e.g., history, status, current medications being administered) should be included on transfer sheet.  In addition, other items should accompany the patient including patient’s personal items, medication, and routine care appliances (e.g., IV, heparin lock, and catheter).
Patient Tracking 

· Tracking of individuals associated in from first medical contact to final release from a medical facility is an important duty.  Proper patient tracking will help promote accountability of patients for providers, enhance information sharing to family members of patients, and provide accurate incident casualty number and status to incident management staff.  Accurate patient tracking is a critical function of the ACS as relatives, media, and incident investigators will be trying to locate individuals.  Patient tracking is the responsibility of all medical responders.   

· The jurisdiction currently uses X patient tracking system or procedures.  

· Tracking Information for patient tracking procedures can be found insert here. 

Fatality Management
· Management of mass fatalities will be coordinated in accordance to X Mass Fatality Plan.
4.6. Other (if applicable- deleted/add/modify)
Environmental Health and Sanitation (Housekeeping)

· Each facility should have in place adequate procedures for the environmental health and sanitation (e.g., routine care, cleaning, and disinfection of environmental surfaces, beds and linens, bedside equipment, and other frequently touched surfaces and equipment).

Provisions for Children and Family Members
· Insert procedures if applicable

Personnel Protection Measures

· PPE procedures should be followed in accordance with X EOP.

Food Services

· Challenges arise in providing food services.  Insert language here regarding catering services and special dietary needs handled by hospital.
Epidemiological and public health investigation

· During an epidemiological and public health investigation, facility staff will work with local public health agency and hospital infection control during investigation.  ACS will operate in a way to support this function.

Pharmacy
· It is not expected that an actual pharmacy would operate.  Low use of medications will allow patient’s medication to be stored at the bedside.  Procedures should be in place to designate X times a day when staff would administer medications which have been prescribed.  Pharmaceuticals require a degree of environmental storage, stock rotation and legal control for both controlled and non-controlled medications.  Pharmaceuticals may include those needed for acute care of a patient and those needed for chronic illness and ongoing maintenance of a patient’s current condition.  Basic pharmaceuticals will be required for the management of a wide variety of conditions.  If the volume of medication being administered is large, the facility may choose to set up a pharmacy location to manage all medications.
· Specific pharmaceutical categories may include:

· Chronic disease management

· Pain control and anxiolysis

· Antibiotic coverage

· Behavioral health

· Acute respiratory therapy

· Acute hemodynamic support
Sample list of pharmaceuticals for ACSs created by other planning jurisdictions may be provided upon request.
Staff wellness

· Insert available services and break areas available for staff wellness

Security 

In operating an Alternate Care Site, at least X number security staff per shift would be needed.  This includes X number for building access control and security, and X number for site access control and security. This level of staffing assumes that reasonable levels of physical barriers are in place. 

Depending on what else is happening in the community, all law enforcement staff may be fully utilized in conducting their regular duties and will only be available to respond to active security or civil unrest situations.   A possible option for security staff would be to contract with a private security firm. 
Security plans/contracts include the following:

·  Number of security personnel needed and in what timeframe;
·  Security protocols to be followed and exact parameters of responsibility;
·  Level of training needed;
·  Gear and equipment specifications;
·  Number of personnel who need to be armed;
·  Chain of command guidance.
Badging:  Security badges will also be issued to ACS staff and volunteers.  See X procedures for protocols or insert here.
5. Incident Management


[image: image3]
5.1. Emergency Resources

The X agency will work with X agencies for obtaining the resources necessary to respond to disaster.  If needed, the X agency will coordinate the use of these resources as outlined in the X Hospital EOP and X County Emergency Operations Plan.   

Equipment

Necessary medical equipment and supplies have be predetermined and cached for emergency use.  List of supplies in cache can be found in Insert here.   Oxygen support supplies are available for site; information for medical gases can be found Insert here.  Types of resources normally available include: generators, emergency lighting, communications, transportation assets, medical surge supplies, and potable water.  

Staffing

Staffing may include personnel from local healthcare sector, nearby hospitals, temporary staffing agencies, response teams, and volunteer organizations.  Mutual aid agreements that specify additional staffing will be activated to meet the need of the ACS.
Requests

A variety of staffing and other assets may be available through the proper request chain, see Request Process, Request Forms, and Justification Criteria to Request as outlined in the X EOP for procedures for requesting additional assets through local emergency management.  Approvals of requests are not guaranteed:
· Local Assets

· Medical Reserve Corp

· Incident Management Teams

· Regional Hospital Assets (PPE, ventilators, surge trailer, or other)
· State Assets, including  Kansas Stockpile

· Federal Assets, may include: 

· U.S. Public Health Service (USPHS) Commissioned Corps
· National Disaster Medical System (NDMS)

· Strategic National Stockpile (SNS)

· Federal Medical Stations (FMSs)

· Assets from the Department of Veterans Affairs (VA), the Department of Defense (DoD), and other Federal assets.
X jurisdiction has a Medical Reserve Corp (MRC) unit.  The local units, comprised of medical and non-medical volunteers, are available to local organizations for use during scheduled events or unscheduled incidents.  Primary control of the local MRC unit resides with the MRC Unit Coordinator who facilitates planning, developing, and using MRC units within their respective communities.  In an emergency, MRC units may be called upon via mutual aid from neighboring counties or through local request procedures to provide on scene medical and non medical assistance.  Refer to the Local K-SERV SOP for procedures for requesting medical volunteer assets.  

5.2. Communication

Communication infrastructure must be present for adequate and timely notification of critical personnel.  Local entities have made a significant investment in improving the communications interoperability and infrastructure.  This investment directly influences the ability of public health and medical providers to communicate in the event of a catastrophic disaster. 

X  agency maintains redundant communications networks and backup systems to support command and control at the ACS.  The primary agency will notify necessary partners of regarding activation and operational updates for the ACS. 

· In the event of an emergency, the ACS will maintain communication with the agencies listed below:

· Local Emergency Management

· Hospital

· EMS

· Public Health

· Other

List of contacts can be found in the X Emergency Hospital EOP and X Regional Hospital EOP (if applicable).  Local Emergency management maintains communications pathways with the State as outlined in the X County Emergency Operations Plan. 

· Types of communications used will be:

· Telephones, 
· Cell Phones,
· Fax,
· Radios, 
· Satellite phones, 
· Alpha-pagers, 
· KS-Health Alert Network,
· Web- EOC,
· List Other
· X agency personnel have access to 800 MHz radios that can be used to communicate statewide or region.  The systems and frequencies and just-in-time training material can be found insert location (reference another plan).
Two-way radios and/or cell phones shall be issued to Command and General Staff and Unit Leaders at the beginning of each shift and collected at the end of the shift. The Communication Unit Leader will announce the radio channel to be used at the beginning of each shift. Radio messages will be short, concise and begin with a sector identifier).  The ICS 205 can be utilized to document Incident Radio channels and is located in the X Emergency Operations Plan. 

In the absence of radios or cell phones, face-to-face communication, runners and the written communication using the ICS 213 shall be used. Voice amplification systems (ex.  bullhorn, in-house public address system) should appropriately be used if available. 

To ensure rapid repair of communication systems during an emergency, the ACS will use the list agency here. Contact information for communications repair agency can be found insert here. 

Communication networks (insert equipment/hardware) are tested and exercised quarterly.  X agency staff has been trained on all of the above redundant communications.  For training records please refer to X location/or X agency.

5.3. Demobilization

When appropriate authority has ordered to terminate ACS operations and has activated demobilization process, staff will be notified.  Agency should consider property and business impact for returning to normal facility operations.  As needs for staff decrease, staff shall report to debriefing area or their usual jobs as directed.  Positions will be deactivated in a phased manner.    

Demobilization of Equipment and Supplies

All equipment shall be returned or put in its designated container.  Soiled material shall be disposed of properly, in compliance with recommendations from internal/external authorities.  Materials/supply unit leader will oversee these activities and coordinate cost issues with Finance/Administration Section.  Cleaning company will be contact to perform cleaning of the facility.  Supplies and/or equipment should then be repaired, repackaged, and replaced as needed.   

Other Demobilization Procedures 

· Supervisors should be briefed by staff on any current problems, outstanding issues, and follow-up requirements.  Report to regulatory agencies as necessary.  

· Upon deactivation, ensure continued safety surveillance of staff and/or victims as needed and/or per recommendations of internal/external experts. 
·  ACS Administrator should be notified when clean-up/restoration is complete. Staff shall submit all documentation forms including HICS 214- Operational Log and HICS 213- Incident Message Form to the Planning Section Chief.  
Debriefing

Debriefing of staff involved in the incident will be conducted.  Mental health staff will be available to assist as needed.  Additional meetings may be conducted to identify lessons learned and procedural/equipment changes that are needed.  Staff should submit any comments for discussion and possible inclusion in the after-action report including position descriptions, recommendations for procedure changes, and other accomplishments or issues.
6. Administration and Support
6.1. Plan Review

It will be the responsibility of X Coordinating Agency to annually review and revise the Community Alternate Care Site Plan.  The plan will be reviewed and revised in concert with the X plans.  This revision process will take input from available incident lessons learned, exercises and trainings, best practices, and cooperating agencies.
6.2. Training, Exercise, and Evaluation
The purpose of training and exercising is to make sure that individuals know how to effectively perform their jobs, that they know how to work with others in their functional group, and that functional groups know how to work together. Training and exercising for ACS concept of operations will be an ongoing activity.  The X Coordinator is responsible for ensuring that training and exercises are conducted and evaluated for effectiveness and that all training activities are coordinated with other activities.  The X agency also employs an X Coordinator who works closely with the X Coordinator to ensure exercises are developed and evaluated in a way that encourages process improvement.

Training Objectives

· Understand ACS –  mission, scope, situation, contents, responsibilities, and concepts of operation; 

· Provide orientation and background information necessary for staff to effectively operate an ACS;
· Provide staff the knowledge and skills needed to perform their ACS tasks effectively; 

· Cross-train staff to work in other functional areas where they may be assigned; 

· Understand the legal standards and measures for successfully activating and operating all ACS functions.

· Demonstrate competency in completing ACS related tasks.

Exercise Objectives

PIO personnel are the same as the X agency PIO who has been trained on responsibilities associated with health and medical emergencies.  Documentation of trainings are kept insert here.  

The X agency manages a three-year exercise and training strategy that has incorporated X ACS activities and is coordinated with other local partners.  Exercise design is consistent with Homeland Security Exercise and Evaluation Program (HSEEP) and After Action Reports (AAR) and Improvement Plans (IP) are completed for each exercise conducted.
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This section will be used to describe incident management for the ACS. If you have stand-alone plans for this reference it here. If not then detail how you will provide incident management activities at these locations. The text provided is a SAMPLE and should be removed or edited.





Alternate Care Site


Title/Name





This section will outline the responsibility for agencies in response to an event. Most will be references to the plans already in place. The text provided is a SAMPLE and should be removed or edited to make this section county specific. This is not intended to limit operations to non-overlapping authorities; rather they indicate the source for roles and responsibilities.
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This section outlines regulations. Most of this will be references to the plans already in place. The text provided is a SAMPLE and should be removed or edited to make this section county specific.  Local planning assumptions may consider possible issuance of declarations and executive orders; however issuance is highly dependent on emergency and requests for waivers will not be issued in all circumstances.  
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