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1.0  Introduction
The NH Department of Health and Human Services (NH DHHS), the lead state agency responsible for the Health and Medical Emergency Support Function (ESF 8) has developed the New Hampshire Medical Surge Framework, which describes how the State of New Hampshire will respond to emergencies that result in a medical surge. The Framework, which complements existing healthcare facility-level plans for managing patient surge, outlines seven tiers of medical surge response. These include: surge activities that may take place within individual healthcare assets (Tier 1), within health care coalitions (Tier 2), within public health regions (Tier 3), within the State of New Hampshire (Tier 4), surge activities that may require interstate coordination (Tier 5), surge activities that may require federal support (Tier 6), and surge activities that may require international support.  This tiered approach is based on the NIMS compliant Medical Surge Capacity and Capability (MSCC) Management System published by the CNA Corporation for the U.S. Department of Health and Human Services in 2007.

This regional medical surge template has been developed to assist New Hampshire’s public health regional planning committees convened by the Public Health Networks to plan for Tier 3 medical surge activities as a part of NH Medical Surge Framework implementation.

Medical Surge is defined as rapid expansion of the capacity of the existing healthcare system in response to an event that results in increased need of personnel (clinical and non-clinical), support functions (laboratories and radiological), physical space (beds, alternate care facilities) and logistical support (clinical and non-clinical equipment and supplies). The goal is to provide patients the best care possible under the circumstances, within sufficient time for them to recover and minimize medical complications. The capability applies to an event resulting in a number or type of patients that overwhelm the day-to-day medical capacity. Planners must consider that medical resources are normally at or near capacity at any given time. 

Tier 3 medical surge activity is defined as that community-wide medical surge capacity and capability implemented throughout 15 public health regions. Tier 3 medical surge activities may include activation and operation of Neighborhood Emergency Help Centers (NEHCs), which may provide information and education, triage, and prophylaxis;  Alternate Care Sites (ACS’)  to provide limited inpatient care and palliative care; a casualty transport system (CTS) to transport patients out of affected areas and between medical surge facilities. As described in this Appendix, Tier 3 medical surge activity occurs under Medical Direction and Control (MDC) provided by the region in collaboration with the NH DHHS. 

This North Country Medical Surge Appendix is an Appendix to the North Country Regional Public Health Emergency Annex. This Appendix will coordinate with and complement existing state, regional and local readiness plans and initiatives including, but not limited to:

· The North Country Public Health Emergency Annex and its Appendices

· Local Emergency Operations Plans from municipalities in the North Country.

· The New Hampshire Public Health Emergency Preparedness and Response Plan.

· Pandemic Influenza Public Health Preparedness and Response Plan.
· The Regional Medical Reserve Corps
· The Emergency System for Advanced Registration of Volunteer Health Professionals (ESAR-VHP).
The organizational structures and terminology pertaining to command and control and communications between response elements are consistent with the Incident Command System (ICS) and are compliant with the National Incident Management Strategy (NIMS).

The intended audience for this North Country Medical Surge Appendix includes, but is not limited to, state government agencies and officials, officials from municipalities in the North Country Public Health Region, and Emergency Support Functions (ESF) Health and Medical Services partners from the North Country.

2.0  Assumptions 

This North Country Medical Surge Appendix was developed using the following assumptions:

· Activation of this Appendix will be in response to an emergency that exceeds, or is expected to exceed, the health care system’s resource capacity and/or capability to care for all of the individuals anticipated to require care within a particular geography.

· Such emergencies may result in:

· Significant increases and demand for specialty healthcare personnel and beds (biological contagion, burn, trauma, pediatrics). Critical medical admissions for acute medical and trauma needs will continue.

· Disruptions to the normal medical supply chain.

· Critical shortages of healthcare resources such as staff, hospital beds, mechanical ventilators, medical supplies, blood supplies, pharmaceuticals and morgue capacity.

· Significant real-time challenges locating and providing information on victims at community-based MEMS facilities such as NEHCs and ACS’.  

· Activation of this Appendix will occur as a result of: a declaration of a national emergency by the President of the United States; or a federal public health emergency declared by the Secretary of U. S. Department of Health and Human Services; or a state of emergency declared by the Governor of the State of New Hampshire; or a public health incident declared by the Commissioner of the N.H. Department of Health and Human Services.

· When activation of any of the MEMS components occurs:

· NH DHHS will be the lead entity for the incident.

· NH DHHS will authorize the activation of Medical Direction and Control (MDC). State and regional medical direction and control and its coordination will be the responsibility of NH DHHS and the regional MACE(s).

· NH DHHS will issue guidance pertaining to the level of care to be provided by healthcare providers.  Depending on the specific event, the response to an overwhelming demand for services may require non-standard (Altered Standards of Care) approaches, including, but not limited to:  discharge criteria of hospital patients; expansion of hospital bed and treatment capacity by using all available space and personnel; relaxation of code compliance beds and practitioner licensure requirements (such as the ratio of staff to patients); facilitating the use of healthcare practitioners who do not hold a current license to practice within the State of New Hampshire, and utilization of non-licensed sites as temporary health facilities.

· NH DHHS will provide guidance and direction for the collection and reporting of disease surveillance data including, but not limited to, exposures, number of type of patients seen across the healthcare system including Emergency Medical Services (EMS), hospitalizations, NEHC and ACS facilities, primary care, home health care, as well as critical resources.

· In the event of infectious disease outbreaks, the State of New Hampshire will provide case definitions, clinical guidance and recommendations for the administration of prophylactic measures when available for the treatment of ill patients. 

· The Emergency Medical Treatment and Labor Act (EMTALA) will be waived, allowing for the “inappropriate transfer of an individual who has not been stabilized. Pursuant to the Act the inappropriate transfer must arise out of the circumstances of the emergency; or the direction or relocation of an individual to receive a medical screening examination (MSE) at an alternate location pursuant to an appropriate State emergency preparedness plan or state pandemic preparedness plan.”

· Regional public health planning entities have to the best of their ability, obtained and maintained medical and administrative supplies for a minimum of 72 hours of self-sufficiency for use during the initial stage of the emergency (using funds provided by DPHS).

3.0  Overview of the Tier 3 Community Medical Surge System

Community medical surge is defined as the ability of an affected community or region to provide medical care in emergencies that overwhelm routine medical infrastructure.

A Community Medical Surge System (or Modular Emergency Medical System (MEMS)) includes the following components which are designed to address the needs of the population while relieving stress on the medical system: Medical Direction and Control, Neighborhood Emergency Help Center, Casualty Transport System, and Alternate Care Site.  Each of these components is described in greater detail in the paragraphs that follow. 

In planning to implement the MEMS components, regions must consider the need to separate ill and exposed public from those with unknown exposure status.  Additional consideration must be given to traffic and logistics for functions likely to be in high demand by the general public (e.g. triage, education, and behavioral health interventions in bioterrorism scenario). 

No payment from patients shall be requested for services provided at any MEMS facility operating under the authority or direction of the State.  During an incident regional public health planning and response partners should account for services provided, in order to be eligible to apply for any reimbursement made available by the federal or State government

Figure 1. MEMS Model
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Regional Medical Direction and Control (MDC)

The purpose of the MDC is to coordinate all medical aspects of MEMS operation within the assigned region and to provide clinical oversight and medical direction. The goal of the MDC within a region is to coordinate the delivery of health care services between local hospitals, primary care providers, allied health providers, and medical surge facilities (ACS and NEHC) based on capacity and patient acuity. 

All medical entities - hospitals, outpatient clinics and primary care providers, state health agencies - must function in an integrated, ICS-compliant manner when community based medical surge facilities are operational.  Appropriate MDC will be established by embedding medical SMEs (i.e. physicians, ARNPs) at the regional MACE and state ICC levels.  Hospitals, operating under Hospital Incident Command System (HICS), will also coordinate with their regional MACE.   Medical providers are utilized to insure that clinical and medical information is available to practitioners working at the state, regional and local levels, in a consistent, concise, timely and accurate manner. Specific examples of medical direction and expertise may include: medical treatments and orders, recognition of disease, altering standards of care, continuity of medical care, isolation and quarantine, and protection of heath care workers and first responders.

The primary functions of a coordinated, multi-level MDC are:

· Provide direction, control and coordination of medical operations among assigned NEHCs, ACS’, hospitals, Casualty Transport System (CTS) and morgue facilities.   

· Facilitate decision-making and consistent implementation of state guidance.

· Collect and report data on admissions, transfers, and discharges among hospitals, ACS/NEHC.

· Serve as the single point of contact for medical issues at a hospital ICC, MACE or the DHHS ICC. 

· At the state level, the medical SME works primarily within the DHHS ICC and will be a liaison with the SEOC and regional MACEs.  Regional SMEs will be provided primarily within a hospital ICC with a virtual and/or physical presence at the MACE over the duration of the event. 

Neighborhood Emergency Help Center (NEHC)

The NEHC is designed to be the primary point of entry into the community medical surge system for symptomatic and asymptomatic, but potentially exposed, individuals. The NEHC is designed to: 

· Provide self-help information.

· Provide instruction (e.g., home care, medical follow-up, worried well). 

· Triage large numbers of people seeking care, especially to identify those that require inpatient care and to ensure that they are stabilized for evacuation to either an ACS or hospital, depending on the patient’s level of acuity.

· In the case of a non-infectious disease event, the NEHC may function as a high volume point of dispensing (POD) for prophylactic medication.

Alternate Care Site (ACS)

An ACS is an in-patient facility established to provide medical care in a community-based location. Patients may enter the ACS through NEHCs, private physicians, or through area hospitals. ACS’ would be established in structures close to the area hospitals, such as schools and community centers, to provide definitive and supportive care to the extent possible to lower acuity casualties or patients that exceed hospital capacity.  

Care at an ACS will be limited to supportive care for low acuity patients who are too ill to be treated at home and under normal conditions may otherwise be admitted to a hospital. This will allow hospitals to conserve staff and resources to focus on the treatment of the most severe and critically ill patients.

The objective of the ACS is to provide care to patients who: 

· Need IV hydration

· Need minimal oxygen therapy 

· Need oral or IV antibiotics 

· Are able to eat and drink on their own

· Can maintain self-sufficiency (Activities of Daily Living [ADLs]) or are accompanied by a caretaker or family member who can assist with care. Regional planners should plan to accommodate caregivers of ACS patients.

ACS’ do not have the capacity to provide care to patients who need emergency treatment, are clinically unstable, or need advanced diagnostic services.  The ACS’ will monitor patients for deterioration.  If a patient deteriorates beyond the capabilities of an ACS, the patient will be transferred to the hospital. Clinical decisions may be made not to transfer patients when it is not in their best medical interest and/or no further resources would be available at a hospital.

Casualty Transport System (CTS)

The CTS transfers patients between the MEMS components and to and from patients’ homes. The CTS would be based on the local emergency medical system, but with expanded transportation capability to include the use of buses and volunteers as needed. It is recommended that regions designate one set of vehicles for transporting infectious patients and another type of vehicle for transporting the normal day-to-day emergencies that will still occur during a pandemic (e.g. deliveries, heart attacks, and automobile accidents).

4.0  Public Health Emergency Response Coordination

NH DHHS and HSEM have developed a framework for regional resource and information coordination in public health emergencies.  A public health emergency is defined as any emergency or event when the NH DHHS has been designated as the lead response entity for the State.

Figure 2, below, outlines resource and information flows in public health emergencies. In a public health emergency, each of the medical surge facilities (Neighborhood Emergency Help Centers [NEHC], Alternate Care Sites (ACS), Points of Dispensing (PODs),  and hospitals) , as well as Local Emergency Operations Centers (LEOCs), will make resource requests to their regional Multi-Agency Coordinating Entity (MACE). When a MACE has a resource request that cannot be fulfilled within the region,  they will forward the request to the SEOC, through the ESF-8 desk, for management. Both the SEOC and DHHS have the ability to contact federal resources, if necessary from FEMA and CDC respectively.  

The ESF-8 Desk at the State EOC will provide state medical direction and control, and be responsible for issuing standing orders, issuing guidance on such topics as Altered Standards of Care approaches and protocols for reporting of surveillance data, and for maintaining situational awareness. State level MDC will coordinate with regional MDC available via the MACE.

Figure 2. NH Emergency Management Framework
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5.0  Situational Awareness

In order to  maintain situational awareness, medical surge facilities will report data such as patient throughput/census and syndromic surveillance data to the MACE, using incident-specific forms provided by NH DHHS. The MACE will report this information to the ESF-8 desk at the SEOC. The SEOC will provide regular, situation updates aggregated by Public Health Region as well as data collected from other statewide surveillance systems.   Additionally, the ESF-8 desk will provide information and messaging to inform Crisis and Emergency Risk Communications activities at the regional level {for more information, see Appendix 2:  Public Information and Warning.

6.0  Legal Authorities

RSA 141-C:  Communicable Disease, Authorizes the Commissioner of Health and Human Services (with the written approval of the Governor) to establish, operate, or authorize the operation of temporary acute care centers (termed “alternate care site” or ACS in this Appendix) for the purpose of the delivery of acute medical services to persons who would normally require admission to an acute care hospital, when there is a public health incident as defined in RSA 508:17-a, II(c) and when the acute care hospitals in the area do not have the physical and human resources necessary to meet the demand or anticipated demand for medical care. This law also authorizes the Commissioner of Health and Human Services to establish a committee to advise the commissioner in addressing ethical issues related to communicable disease events. 

The MACE has the responsibility to coordinate activities related to opening MEMS components after authorization has been received from the Commissioner of NH DHHS, and as part of comprehensive ESF-8 actions. 

Nothing in this Appendix prohibits a Public Health Network host agency’s and/or local government’s ability to activate or deploy resources within their own region to respond to emergencies under their own authorities.

7.0  Confidentiality of Patient Information

The Health Insurance Portability and Accountability Act (HIPAA) places limitations on the sharing of patient information by covered providers and health plans, but allows for expanded sharing and release of information in emergency circumstances.  It specifies that providers can share patient information in all the following ways:

Treatment:  Health care providers can share patient information as necessary to provide treatment. Treatment includes: 

· Sharing information with other providers (including hospitals and clinics),

· Referring patients for treatment (including linking patients with available providers in areas where the patients have relocated), and

· Coordinating patient care with others (such as emergency relief workers or others that can help in finding patients appropriate health services).

Notification: Health care providers can share patient information as necessary to identify, locate and notify family members, guardians, or anyone else responsible for the individual’s care of the individual’s location, general condition, or death. The health care provider should get verbal permission from individuals, when possible; but, if the individual is incapacitated or not available, providers may share information for these purposes if, in their professional judgment, doing so is in the patient’s best interest. Thus, when necessary, the hospital may notify the police, the press, or the public at large to the extent necessary to help locate, identify or otherwise notify family members and others as to the location and general condition of their loved ones.

In addition, when a health care provider is sharing information with disaster relief organizations that, like the American Red Cross, are authorized by law or by their charters to assist in disaster relief efforts, it is unnecessary to obtain a patient’s permission to share the information if doing so would interfere with the organization’s ability to respond to the emergency.

Imminent Danger: Providers can share patient information with anyone as necessary to prevent or lessen a serious and imminent threat to the health and safety of a person or the public -- consistent with applicable law and the provider’s standards of ethical conduct.

Facility Directory: Health care facilities maintaining a directory of patients can tell people who call or ask about individuals whether the individual is at the facility, their location in the facility, and general condition.

Note that the HIPAA Privacy Rule does not apply to disclosures if they are not made by entities covered by the Privacy Rule. Thus, for instance, the HIPAA Privacy Rule does not restrict the

American Red Cross from sharing patient information.

8.0 Facilities

North Country Public Health Region has planned for six (6) Neighborhood Emergency Help Centers (NEHCs) and four (4) Alternate Care Site(s), with <NUMBER>-bed capacity.
North Country Public Health Region has elected to house the NEHC in a separate facility from the ACS.  

North Country Public Health Region has identified the following facilities for use as primary and back up NEHCs and ACS’.  Memoranda of Understanding (MOU) for facilities have been completed as indicated (copies included in Appendix 2).  

	Facility and Purpose
	Consenting Parties

	E.g.: Use of facility as ACS or NEHC (primary or backup) and any facility-provided equipment, supplies, and staff
	E.g.: Public Health Network host agency or RCC chair
	E.g.: Municipality, County, private business

	NEHC primary

Coos County Family Health Services
	
	

	NEHC primary

Lancaster Elementary School
	
	

	NEHC primary

Profile Middle/High School
	
	

	NEHC primary

Littleton High School
	
	

	NEHC primary

Haverhill Cooperative Middle School
	
	

	NEHC  backup

Lafayette Regional Elementary School
	
	

	ACS primary

White Mountains Community College
	
	

	ACS primary
Indian Stream Health Center
	
	

	ACS primary

Lancaster Ambulance Bay
	
	

	ACS primary
Daughters of the Charity of the Sacred Heart of Jesus
	
	


9.0 Staffing

It is expected that ACS and/or NEHC operations will be supported by existing healthcare resources. In order to maintain operations at acute care hospital facilities, hospitals will likely not be the primary provider of the staffing for an ACS and/or NEHC.  Hospital and regional public health planners should collaborate to identify and access other staffing resources from throughout the health care system. Regional hospitals should, at a minimum, each provide one liaison to serve as a contact for clinical oversight and medical direction for regional Medical Direction and Control. 

North Country Public Health Region has identified the following staffing resources for use in MEMS facilities or regional Medical Direction and Control. Memoranda of Understanding (MOU) for staffing have been completed as indicated (copies included in Appendix 2).  
	Staffing Resources 

(Purpose, FTE)
	Consenting Parties



	E.g.:
Medical Direction and Control, .25 FTE

ACS Clinical Branch Director, 1 FTE
	E.g.: Public Health Network host agency or RCC chair
	E.g.: Health care organization

	
	
	

	
	
	

	
	
	

	
	
	


It is recognized that additional clinical and nonclinical staff will be required to staff the NEHC and ACS.  Sources and strategies include:

· The Northern New England Metropolitan Medical Response System Medical Strike Team (NNE MMRS MST)

·  Medical Reserve Corps (MRC) units

· NH Emergency System for the Advance Registration of Volunteer Health Professionals (ESAR-VHP)

· Disaster Behavioral Response Teams (DBHRT)

· Faith-based organizations

· Non-governmental agencies

· Retired or currently unemployed but qualified volunteer providers

· Expanded groups of providers, such as veterinarians, dentists and dental auxiliary providers, pharmacists, and health professional students

· Reallocating providers from non-emergency care and non-emergency sites to emergency response assignments (this will involve identifying skill sets of each practitioner group [e.g., paramedics, nurse midwives, etc.], so as to optimize reassignment potential)

· Creating and training a pool of nonmedical responders to support health and medical care operations

North Country Public Health Region has identified the following sources of volunteers, and has secured the following Memoranda of Understanding (MOU) for their use (copies included in Appendix 2).  
	Type  of Volunteer Resources Available

(Volunteer Skills sets available )
	Consenting Parties



	E.g.: Clinical and non-clinical volunteers
	E.g.: Public Health Network host agency or RCC chair
	E.g.: Regional Medical Reserve Corps

	
	
	

	
	
	

	
	
	


10.0 Liability and Workers’ Compensation

There are currently several NH statutes which address volunteer liability and workers’ compensation issues. Volunteers in public health emergencies may be provided with liability and workers’ compensation coverage depending on their status as registered volunteers and/or on the entity responsible for their activation (See description of RSA 508:17, RSA 21-P:41, and RSA 281-A:2: VII(8) in the New Hampshire PHEPRP Appendix @@:  NH Statutes with Implications for Public Health Emergency Response).  In Commissioner-declared public health incidents, RSA 508:17a and RSA 281-A:2: VII(6) may also apply.

11.0 Supplies

According to the State of New Hampshire Medical Surge Framework, each Region should seek to obtain and maintain provisions for a minimum of 72 hours of self-sufficiency in all aspects of resources during an emergency.  

North Country Public Health Region has identified the following sources of supplies, and has secured the following Memoranda of Understanding (MOU) for their use (copies included in Appendix 2).  
	Type of Supplies
	Consenting Parties

	E.G.: Low flow oxygen
	E.g.: Public Health Network host agency or RCC chair
	E.g.: Municipality, County, private business

	
	
	

	
	
	

	
	
	

	
	
	


Municipalities may also have caches of supplies that could be available to the region. Each municipality should refer to its Local Emergency Operations Plans for the inventory and location of that municipality’s supplies.  A complete Regional Resource Inventory is included in Attachment 3 and 4 of the North Country Regional Public Health Annex. 

12.0 Activation of the Community Medical Surge System 

An ACS and/or NEHC may be activated under three different scenarios:

1. In response to a request from the NH DHHS, through the State of NH Emergency Operations Center (EOC), when the Governor has issued a regional or Statewide emergency declaration under RSA 4:45.

2. In response to a request from the NH DHHS, when the Commissioner of NH DHHS, has declared a local, regional or Statewide Public Health Incident under RSA 508.17 (A).

Activation via these two scenarios provides responders with liability protection and workers’ compensation when all the requirements of the law are met. 

3. Regional partners may request declaration of a public health incident and activation of a MEMS component when, according to RSA 141-C, “the acute care hospitals in the area do not have the physical and human resources necessary to meet the demand or anticipated demand for medical care”. This request will be made via the regional MACE, according to the procedures outlined in the Regional Public Health Emergency Response Annex

· When the SEOC is activated the regional MACE will call the ESF-8 desk at the SEOC at 603-223-3729 to make this request. 

· In the event that the SEOC is not activated, the Regional MACE will contact the HSEM Duty Officer at < 271-2231>.

The NH DHHS Commissioner will then determine if declaration of a public health incident and activation of MEMS components is warranted. According to RSA 141-C, activation of an (ACS) for the purpose of the delivery of acute medical services to persons who would normally require admission to an acute care hospital can occur “when there is a public health incident as defined in RSA 508:17-a, II(c) and when the acute care hospitals in the area do not have the physical and human resources necessary to meet the demand or anticipated demand for medical care.”

When warranted, the Commissioner will:

i. Declare in writing to the governor that a public health incident exists in accordance with RSA 508:17a; and 

ii. Request written approval from the Governor to establish and operate an alternate care site.  

Any such written approval authorization granted by the Governor is transmitted to the MACE and the MACE transmits the authorization to the requesting regional partner.  

The MACE has the responsibility to coordinate activities related to opening MEMS components after authorization has been received from the Commissioner of NH DHHS, and as part of comprehensive ESF-8 actions. 

13.0 Notification

Upon activating the regional NEHC and/or ACS, the Coordinator/Manager of the MACE will ensure notification of:

· The ESF-8 Desk of the SEOC at 603-223-3729
· The Local Emergency Management Director in the municipality in which the NEHC/ACS is located

· MACE staff

· All Emergency Management Directors in the region

· Key health care agencies in the region 

· Agencies that have signed MOUs with the region to provide resources in a public health event
· Volunteer coordinators and registered volunteers

14.0  Training and Exercises 

Personnel involved in MEMs facility operations require a certain degree of training including participation in exercises of different scope and size in order to coordinate the cohesive response necessary for managing community medical surge operations. All exercise-based training is to be in compliance with the Homeland Security Exercise and Evaluation Program (HSEEP). 

14.1 MACE Staff and ACS/NEHC Branch Manager Training 

It is recommended that all personnel in a MACE position and personnel in the ACS/NEHC Branch Manager roles should have completed and passed the following trainings: ICS -100, ICS -200, ICS -700, ICS -800, and WebEOC.
14.2 ACS/NEHC Staff Just-In-Time Training 

Just-in-time training programs can be used to quickly provide staff with an overview of MEMs facility operation, individual staff roles, and incident specific information. Just-in-time training components that every staff and volunteer should include:

· An initial summary of the event and review of the agent, including a review of incident-specific guidance

· Overview of ICS

· Position descriptions, Job Action Sheets

· NEHC/ACS information and map 

· Overview of legal issues (authority, liability, confidentiality (HIPAA in emergencies and regional policies related to patient information)

· Personal needs (food, restrooms, breaks, family, critical incident stress debriefing) 

· Safety issues (PPE, emergency procedures) 

· Communications – on site, to public (refer to PIO) MEMS facility to MACE to ICC 

Additional position-dependent JIT training includes:

	JIT for Clinical Staff
	JIT for Non-Clinical Staff

	· Understanding of clinical forms, documentation and discharge process

· Review of medical supplies and pharmaceuticals on site

· Blood Borne Pathogens & Infection Control Training
	· Inventory Staff: 

· Inventory Management Systems

· Facilities/Housekeeping: 

· Blood Borne Pathogens & Infection Control Training

· Cleaning/disinfection protocols


Just-In-Time training curricula for NEHC and ACS are available on E-studio at: https://nh.same-page.com/studio/v7/files/dl.cfm?PID=252975&dl=252975
14.3 Exercises 

While the State of New Hampshire has a three-year training and exercise plan that incorporates community medical surge exercises, it is imperative that the regional planning partners develop exercise plans specific to their regions. Exercises must be developed in accordance with HSEEP guidance. All After Action Reports and Improvement Plans should be kept on file with the Coordinator of the regional planning effort, or designee. There are several types of exercises that must be conducted (and documented) at least annually or quarterly. 

15.0 Deactivation

The MEMs Component Attachments outline the process for deactivating MEMs components.
16.0 Plan Maintenance

It is the responsibility of the public health regional planning committees convened by the Public Health Networks to review and update of this plan at least annually, and as indicated by after action reports and improvement plans resulting from exercises and medical surge events.  In conducting the plan review and update, the North Country Public Health Region/North Country Health Consortium will seek input and support from the agencies that play a role in the execution of this plan, and will conduct meetings, working groups, or workshops to complete the review and revision of this plan with the planning partners from the municipalities and supporting community organizations. 
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� Information in this section is taken from U.S. Department of Health and Human Services Office for Civil Rights. “Hurricane Katrina Bulletin: HIPAA Privacy and Disclosures in an Emergency. Accessed on January 23, 2011 at http://www.hhs.gov/ocr/privacy/hipaa/understanding/special/emergency/katrinanhipaa.pdf
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