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EXERCISE OBJECTIVES

Hospital Objectives

Pre-Exercise Event:  [Joint Commission on Accreditation of Healthcare Organizations (JCAHO) EC 1.4 (d) and Title 22 70741(b)] 

Assess the facility’s integration and participation in community-wide emergency preparedness, planning and response.  This integration includes area hospitals, public health, public and private emergency medical services (EMS) providers, law enforcement and emergency managers.  As a result of this assessment, create collaboration and relationships with important providers to prepare for the exercise and any actual event.

Objective I: 
[JCAHO EC 1.4 (b) and EC 2.9.1]   

Implement the facility’s emergency preparedness response plan using a recognized incident command system (preferably the Hospital Emergency Incident Command System, or HEICS).  Participation in this exercise meets the California Title 22, 70741(d) and JCAHO EC 2.9.1.  The disaster plan must be exercised at least twice per year.

Objective II:  

Assess internal pharmaceutical capabilities to provide treatment and/or prophylaxis for current patients, staff and staff families for a minimum of 72 hours.

Objective III: 
[JCAHO EC 1.4 (c, d)]

Assess the status of your facility and communicate that status to appropriate governmental agencies within the operational area, utilizing hospital communication systems, if applicable.

Objective IV: 
[JCAHO EC 1.4 (n)]

Assess the ability to respond to a public health emergency due to a biological terrorism event, including proper infection control procedures and isolation of infectious patients.  

Objective V: 
[JCAHO EC 1.4 (c, d, m)]

Implement alternate communication systems to contact public/private medical and health officials, including local government, “sister” and other supportive area facilities or hospitals.

Objective VI: 
[JCAHO EC 1.4 (h, i, j)]

Assess the response capability of managing an influx of patients, inpatient bed overcrowding, cohorting of infectious patients and management of scarce resources.

Objective VII:  

Develop risk communication messages consistent with local authorities in a rapid and timely manner for internal and external dissemination.

Objective VIII:

Assess the ability of your facility to communicate the identified threats and appropriate actions to hospital staff and staff families.

EXERCISE OBJECTIVES

Ancillary Healthcare Facility Objectives (Includes skilled nursing, long-term care, psychiatric and clinic facilities)

Objective I:  

Implement the facility’s emergency preparedness response plan, preferably using a recognized incident command-based system.  

Objective II:

Assess the status of your facility and communicate that status to appropriate governmental agencies within the operational area, utilizing appropriate communication systems, if applicable.

Objective III:  Assess the ability of your facility to appropriately clear occupied beds and increase bed capacity to accept acute care hospital transfers during this public health crisis.

Ambulance Objectives
Objective I:

Implement the provider’s emergency preparedness response plan using a recognized incident command system.  

Objective II:

Assess the status of your facility and communicate that status to appropriate governmental agencies within the operational area, utilizing appropriate communication systems, if applicable.

Objective III:

Assess the ability to manage transportation of infectious patients due to a biological terrorism event, including infection control measures for EMS personnel and vehicles and the coordination of patient transportation destinations with healthcare facilities and local public health.

Objective IV:

Utilize alternative communication systems to reach local government medical and health contacts, including dispatch and local area hospitals.

 Medical & Health Disaster Exercise

EXERCISE OBJECTIVES

Auxiliary Communications Systems (ACS) Objectives

Objective I:  (Pre-Exercise)

Coordinate with local auxiliary communications radio operators on frequencies, protocols and forms used during an exercise/actual event.

Objective II: 
Test regional/statewide Auxiliary Communication Systems (ACS) and redundant communications in coordination with local amateur radio operators, using established frequencies, protocols and data collection/reporting forms.

Objective III:
Pass two-way communication messages between state, regional and operational area providers.

Operational Area Emergency Operations Center and Exercise Contact

Objective I:

Assess the Operational Area’s ability to collect timely, accurate and appropriate data from participants.

Objective II:  
Implement Emergency Operations Center’s procedures and mechanisms for managing a biological terrorism event, including the procurement, management and allocation of scarce resources within the Operational Area.

Objective III:

Demonstrate the ability to access, enter data into and transmit Response Information Management System (RIMS) data to regional and state medical and health authorities.

Objective IV:  

Activate auxiliary communications systems and pass two-way messages to regional and state providers.

Objective V:

Develop risk communication messages consistent with local public health and hospitals in a rapid and timely manner for internal and external dissemination.

EXERCISE OBJECTIVES

Local Public Health Departments

Objective I:

Assess the department’s ability to communicate threats and health alerts to healthcare providers, including hospitals, clinics, EMS providers and others.

Objective II:

Develop risk communication messages consistent with local emergency managers, hospitals and other officials in a rapid and timely manner for internal and external dissemination.

Objective III:

Assess the local public health surveillance, epidemiology and contact tracing during this biological terrorism event.

Objective IV:

Demonstrate the ability to access and transmit information to region and state medical and health authorities through RIMS and CAHAN.

State Agencies

Objective I:

Coordinate with the Operational Area and regions for resource requests.

Objective II:

Demonstrate the ability to access and transmit information to region and state medical and health authorities through RIMS and/or the California Health Alert Network (CAHAN).

Objective III:

Develop risk communication messages consistent with local public health, healthcare agencies and other local/regional officials in a rapid and timely manner for internal and external dissemination.

Objective IV:

Assess the process for and ability to order the Strategic National Stockpile (formerly the National Pharmaceutical Stockpile).


BACKGROUND FOR THE SCENARIO

NOTE:  This information is provided as scenario background to “set the stage” for the events leading up to the day of the exercise.  The intention of the scenario is that the community is faced with a growing medical and health crisis.  When the exercise begins, participants must manage the surge capacity and make decisions on the utilization of scarce resources.  

  November 2003

11-10-03
On Monday evening at 7:00 p.m., there is a free concert that had been planned for months.  The event coordinators and sponsors anticipated large numbers of attendees from within and outside of the community.  Indeed, the venue was filled to capacity with young and old alike enjoying the fall concert.  The event was held indoors in a large building (e.g., gymnasium, arena, enclosed stadium or armory) within the community. 



At the end of the event, the cleaning crew finds some devices that look like oxygen tanks near three of the return air vents within the venue.  One of the three was still spraying a fine mist into the vent.  The device looked “homemade” and none of the cleaning crew knew what the canister was or why it was near the vents.



In their hurry to complete the cleaning of the venue and return home for the night, they placed the canisters in a plastic bag and set them aside.  They decided to discuss the canisters with the venue manager on Tuesday morning.  The cleaning crew left the venue at 12:30 a.m.

11-11-03
Tuesday morning at 9:00 a.m., the cleaning crew arrives at work.  They take the canisters to the venue manager and inform him that they found these canisters next to the return air vents at about 11:00 p.m. the night before.  The manager opens the plastic bag containing the canisters and examines them thoroughly.  They indeed look “homemade” but harmless to him.  Nonetheless, he decides to contact the local law enforcement agency to report the canisters and the event.

11-11-03 
Local law enforcement arrives at the venue at 11:00 a.m. to investigate the report from the venue manager, and suspecting foul play, immediately contacts the team within his jurisdiction to respond to a hazardous materials incident.    



The haz mat team arrives and contains the canisters safely.  Local public health is contacted to assist with examining the canisters and identifying any possible hazard.  Samples from the canisters are obtained and sent to the state public health laboratory for analysis.  The decision is made to keep this information secure until an agent, if any, can be identified.  

BACKGROUND FOR THE SCENARIO

  November 2003

11-12-03 
A 47-year old female, Jane, a heavy smoker, presents at the hospital emergency department at 6:30 a.m. complaining of a fever (103˚F), shortness of breath and


malaise.  The patient reports a history of chest pain and cough since Tuesday, November 11.  Chest x-ray shows patchy bilateral infiltrates and consolidation.  Hemoptysis develops.  Lab studies, including blood and sputum cultures, are obtained and antibiotics are started.  By noon, her condition deteriorates and she is intubated and placed on mechanical ventilation.  


11-12-03 
As the day progresses, a large number of patients present to the hospital complaining of high fever, headache, muscle pains, chills and malaise.  Emergency Medical Services responders are also reporting an increase in the volume of 911 calls over the last 24 hours.  

In the hospital, after triage and treatment, patients with mild symptoms are discharged to home with a working diagnosis of influenza.  They are provided symptomatic care instructions to rest and increase their fluid intake, asked to follow up with their private physician in 48 hours if their condition has not improved and asked to return to the emergency department if symptoms worsen.  Eight patients with more severe symptoms are admitted to the hospital for care.  Two of the patients admitted with severe symptoms requiring intubation are employed as part of the cleaning crew in the local venue.  

The hospitals within the county are all reporting high census in the emergency departments and an increased number of inpatient admits with respiratory symptoms.  Many hospitals in the area have gone on and off diversion (for emergency department saturation and high inpatient census) frequently in the last 24 hours.  

The hospitals contact the Local Public Health Department to report a number of influenza-like cases presenting to the hospitals.  Local public health initiates an investigation of the cases and during the contact tracing and history, trace all patients presenting with severe symptoms as having attended the concert on Sunday evening.  Local public health contacts the State laboratory to expedite analysis of the agent in the canisters found at the venue on Sunday.  

11-12-03 
The State laboratory notifies the local health officer at 2:00 p.m. that the agent found in the canisters sent for analysis contained Yersinia pestis.  The local public health epidemiological investigation and contact tracing confirms that the patients all attended the free concert on Sunday.  A local public health emergency is declared and the California Department of Health Services (CDHS) is notified of the emergency.  Hospitals, clinics, EMS providers and other healthcare agencies are notified by local public health or designed agency.  

11-12-03 
As the day progresses, nearly 250 patients with flu-like symptoms have 

been seen in the emergency departments in the area, and 911 calls in the area continue to increase.  Emergency Operations Centers (EOC) open in the county, and local public health is the lead agency.  The hospitals activate HEICS, including activation of the hospital EOC.  Strict infection control measures are instituted, including respiratory and droplet protection with the N-95 Mask and protective clothing.

BACKGROUND FOR THE SCENARIO

  November 2003

11-12-03 
Local media hear “rumors” at 6:00 p.m. about a terrorism incident and that many 

people are becoming ill.  They have been monitoring emergency scanners and hear that the EMS calls have been increasing.  Media begin to contact hospitals, clinics and other public officials for information.  The media announce that there is an event going on in the community and public anxiety increases.  Many healthcare providers are calling their employer to express their anxiety about coming to work and being exposed to the disease.

11-12-03 
In the hospital, Jane, the heavy smoker who presented to the hospital on 

November 12, arrests at 9:00 p.m. and efforts to revive her are unsuccessful.  She is pronounced dead at 9:02 pm.  Her family is distraught and talks to the media upon leaving the facility.

Hospitals and clinics are overwhelmed with large numbers of patients reporting for evaluation and care.  Across the county, patients present with flu-like symptoms.  The hospitalized patients have developed severe pneumonias, shortness of breath and hemoptysis, and many are requiring intubation.  Hospitals are reporting bed availability and requests for additional antibiotics and staffing.  The hospitals are reporting numbers of patients being intubated and requiring mechanical ventilation, being treated and released, being treated and admitted and numerous deceased.

Clinics and medical offices are referring the more ill patients to the emergency departments for evaluation and are referring outpatients to the x-ray departments for services.  The inpatient census has reached capacity.  Respiratory therapy is overwhelmed with requests for respiratory treatments for inpatients and outpatients.  There is a shortage of admission beds across the county.  The hospital contacts the county EOC for assistance and possible transfer of patients.

The local public health departments activate the mass prophylaxis plan for the community.  Multimedia health alerts recommend the following groups of people to present to the mass prophylaxis clinics:

· Those in contact with people who attended the free concert on Sunday and do not have any fever, cough or illness.

· Those who attended the free concert and do not have any fever, cough or illness.

Prophylaxis for pneumonic plague is doxycycline for a seven-day course.  Alternative therapy is tetracycline or chloramphenicol.  Local public health medication supplies for mass prophylaxis are anticipated to be exhausted by November 14 at noon.

11-13-03 
EMS providers report at 6:00 a.m. that they are saturated with 911 calls with a chief complaint of high fever, headache, malaise and cough.  Many 911 calls are from the “worried well” asking for information on the “severe flu” as the media have coined it.    

BACKGROUND FOR THE SCENARIO

  November 2003

11-13-03 
Hospitals are reporting at 11:00 a.m. that the high census and lack of resources, 

including staff, beds, medications and durable medical equipment, especially ventilators, have reached a critical level and assistance is needed.

Many of the hospital and clinic staff have called in sick for their shifts, 

complicating the resource situation.  High census plans are activated in the hospitals and all patients that can be discharged or transferred to alternate care facilities are moved.  Negative pressure isolation rooms’ capacities are inadequate to meet the patient load.  Strict respiratory and droplet isolation is instituted in the facility.  There have been 25 deaths reported at this time, and the coroner has been notified to perform autopsies to determine causes of death.

11-13-03 
Media from across the state and nation are reporting the biological terrorism event at 2:00 p.m.  There are reports from neighboring county health departments that similar cases are being reported in emergency departments and clinics, and strict isolation of the patients is being instituted.  The media are arriving at hospitals, clinics, local health departments and governmental agencies demanding information.  

Businesses across the local area report high absenteeism because people are afraid to leave their homes.  Community alerts are being broadcast on radio and television to provide accurate information to the public.


Note:  The exercise begins with the events listed in the background information in the previous section leading up to this point.  Participants may recreate the background events and organization status when beginning the exercise to increase realism into the exercise play.

4:00 p.m.
THE EXERCISE BEGINS

The Operational Area (OA) is reporting the following statistics:

(Note:  Please customize the OA statistics to simulate mass casualty 

event and capacity overload.  Hospitals may also simulate the 

statistics to meet individual needs for exercise play.)




Statistics for the Operational Area (county):






Number of patients admitted with possible pneumonic plague:  





Number of patients treated and triaged to home with symptomatic care, including mild symptoms, the worried well and pre-symptomatic patients:  





Number of patients waiting to be seen:  








Estimated number of persons that may require mass prophylaxis:  







Number of deceased:  





Healthcare resources within the community and operational area have been severely taxed and hospital and clinic are at maximum capacity.  Physicians in the emergency department, clinics and medical offices, as well as EMS providers, are requesting information and treatment recommendations for the presenting symptoms of the patients that continue to flow into the system.  Information and recommendations being requested include:

· A case definition

· Proper isolation for patients presenting with suspected or probable symptoms

· Personal protective precautions for healthcare staff and first responders

· Recommended treatment plan




Important questions for the healthcare organization:




Now that Yersinia pestis has been identified:

· How do you identify patients seen in previous days before the biological agent was identified?
· How do you identify exposed staff?
· Who within your community/OA can provide your organization with the information and recommendations as listed above?
· How is this information disseminated to healthcare providers?
· How is this information disseminated to the public, including media?
4:00 p.m.  Healthcare Provider Status

The hospital and clinic emergency plan is activated and the internal emergency operations center (EOC) opened.  The county EOC has been activated and the medical and health branch, including the Medical and Health Operational Area Coordinator (MHOAC) continues to call for status reports, bed availability and critical issues.  

The intensive care unit(s) within the hospital are at capacity and there are no additional Intensive Care Unit (ICU) beds.  The emergency department (ED) is holding a number 

 (insert appropriate number of ED patients to increase strain on resources) of patients awaiting inpatient beds, including ICU, telemetry and medical surgical and negative pressure isolation rooms.  

The influx of patients presenting to the ED continues in a steady stream, overwhelming resources, including staff (all levels of healthcare providers), lack of ED space, patient care equipment (gurneys, oximeters, ventilators, oxygen sources) and supplies (medications, patient care supplies) and personal protective equipment (N-95 respirator).  

EMS is reporting an increased volume of 911 calls with chief complaint of shortness of breath, cough and fever, requiring transport to the hospital.  The hospitals have been on and off diversion; however, now all hospitals are reporting closed status, therefore all hospitals are open.  With the volume of 911 calls requiring ambulance transport and high ED and inpatient censuses, EMS providers are greatly delayed in delivering the patient and transferring the care of the patient to the hospital staff upon arrival, resulting in decreased availability of EMS responders to 911 calls.

Clinics are reporting large numbers of patients presenting with complaints of respiratory symptoms and do not have the resources to triage the patients.  Patients with severe symptoms must be held in the clinic for long periods of time due to high patient census in the ED and lack of EMS transporters.

Local public health has declared a public health emergency and has determined that mass prophylaxis clinics should be activated to treat the public.  Planning for this begins within the health department.  Local public health releases alerts to the media to inform and educate the public about the disease symptoms, prevention, when to seek medical care and the availability of mass prophylaxis clinics.

4:30 p.m.  

Local public health has announced the case definition for Yersinia pestis presenting as pneumonic plague.  The case definition and treatment recommendations are:

· Contact with high risk area or person 

· High fever (>101.5F)

· Rapid onset of respiratory illness (cough, hemoptysis, shortness of breath)

· Characteristic rash

· Tachycardia, hypotension, sepsis, sudden death

· Chest x-ray findings consistent with pneumonia (bilateral lobar infiltrates)

· Blood and/or sputum cultures positive for gram negative rods 

· Serological confirmation of Yersinia pestis (DFA) 

4:30 p.m.  

A van pulls up to the ED ambulance bay with 10 children (all under age 12) and three adults having just returned from a camping trip.  They had attended the concert before going camping.  As they were returning from the trip, they heard about the plague outbreak on the radio and decided to come immediately to the ED.  Five of them are complaining of cough, fever, malaise and abdominal pain.  One adult has hemoptysis that began on Wednesday afternoon and one child has diarrhea.  They developed symptoms on Tuesday night and have been getting worse and require immediate medical intervention.  Five of the 13 people require hospitalization, further stressing already overwhelmed resources.
Considerations for healthcare providers:

· What isolation control precautions have been taken for providers in all settings, including the hospital ED and inpatient units, clinics and EMS/Ambulance providers?

· What type of mask is required for staff caring for infectious patients?  Is the N-95 Respirator required or can the staff be protected with standard masks?  Who could provide this information to you in your community or from within hospital resources?

· Has triage been established to immediately isolate patients presenting with suspicious symptoms from the general population in hospitals and clinics?

· Has triage, support and education been established for the “worried well” presenting to the ED, clinics, medical offices and calling EMS providers?  

Healthcare staff, ancillary staff, physicians and EMS providers are beginning to call in sick for the upcoming shifts.  While the majority of callers do not report an illness, the staff are anxious and have concerns for themselves and their family members should they be exposed to infectious patients in the course of their duties.  Staffing has become critically short and is not anticipated to improve.  

The hospital laboratory staff is asking what to do with an overwhelming number of sputum and blood specimens that they are receiving for processing.  The lab manager reports this situation as critical and it must be addressed immediately.

Considerations for healthcare providers:

· What other resources are available to your hospital lab to assist with specimen processing?

High census plans are activated and all patients assessed for possible discharge or transferred, all elective surgeries and procedures are cancelled (patients have also been calling the hospitals and outpatient surgery clinics to cancel their surgeries because of fear of coming to the hospital).  

To respond to the surge of patients, plans to augment staff and maximize current staffing resources are activated, including:

· Activation of call-back of staff

· Alteration of shift times, including implementation of 12-16-hour shifts

· Pre-scheduling staff to alternate shifts (a.m., p.m., noc) to maximize allocation of current resources and ensure 24-hour-a-day staffing



Considerations and possible actions:

· Local public health can assist with risk communication messages for the staff and the public to provide information, home care instructions and decrease public anxiety.

· Has the internal public information officer (PIO) and/or liaison officer developed media releases in collaboration with local public health and other healthcare facilities and created a PIO plan? 

· Has critical incident stress management (CISM) planning and measures been instituted within the healthcare facility?

· What is the procedure for the healthcare organization/facility to mobilize internal CISM resources to support staff and for contacting local public health and mental health providers for assistance?

· Has mass prophylaxis for healthcare organization staff (hospital, clinic, EMS) and their families been considered in-house?  

· Does your facility have the plans and resources needed to provide proper antibiotic prophylaxis for staff, their families and current patients?

· Who in the OA can be contacted to assist with healthcare staffing augmentation for the facilities?  (MHOAC can be contacted)

The decision is made within the hospitals to designate a “wing” or area within the facility to cohort the possibly infectious patients.  The following should be considered when designating an isolation area:


Considerations for healthcare providers:

· In consultation with the engineering department and infection control, where should the designated isolation area be established?

· Patient care area

· Conversion of a non-acute patient care area

· Isolating patients in alternate care site outside of the hospital facility
· How can the Heating, Ventilation and Air Conditioning (HVAC) be controlled in the designated area to ensure respiratory isolation?

· What special considerations should be taken for the designated area?

· Security

· Staff assignment and protection

· Traffic flow and restriction of personnel, families and friends

EMS has been transporting potentially infectious patients to the hospitals from homes and clinics across the community.  

Considerations for healthcare providers:

· What procedures currently exist or must be implemented to decontaminate the ambulances between transports?

· What measures have been taken to protect the ambulance staff during patient assessment and transport?

· Are alternate care sites available for EMS to transport non-acute patients to instead of the acute care facility?

· Has mass prophylaxis for ambulance staff been arranged, and how is this information provided to the staff?
· What measures have been taken to increase staffing and the numbers of available ambulance units in service to accommodate the surge of patients?
5:00 p.m.


Local public health has established mass prophylaxis clinics in the following locations:


1.  





2.  







3.  





4.  







5.  





6.  






Public alerts are broadcasted on all media, including television, radio and neighborhood meetings to inform the public and decrease anxiety.  The local and national media are “camped out” at hospitals and the health department waiting for updates and becoming restless.  The media have obtained information that the federal Centers for Disease Control and Prevention (CDC) are enroute and this increases the reports of biological terrorism in the media.    

A press conference is scheduled for 6:30 p.m. with the public health officer, appropriate hospital and clinic representatives and local government officials.  

Considerations and decisions:
· What community or governmental agencies should participate in the press conferences?  (Public health, hospital officials, local government, physicians)
· Who is the most appropriate person(s) to represent the healthcare facility at the press conference(s) and who makes this decision?
· How often should the press conferences be scheduled?
· Where should the press conferences be convened within the community?
· Who is the “lead” agency for the press conferences?
· What steps have been taken to ensure a consistent message among the healthcare community and all levels of government agencies/officials?  
5:45 p.m.
The hospitals, clinics and EMS providers are experiencing a shortage of equipment, supplies and facilities to care for patients.  The shortages will be critical within 12 hours, including the following essential items:

N-95 Masks and other respiratory protective equipment

Ventilators

Oxygen tents to accommodate pediatric patients.

Antibiotics

Isolation facilities

Morgue facilities

Beds, gurneys, cots 

Healthcare providers and staff support personnel

Hospitals, clinics, EMS and local public health construct contingency plans to address the upcoming critical shortages.  Vendors are contacted to provide the additional supplies and equipment, but the vendors state that they will not deliver to the facility due to possible exposure of the delivery personnel.  

Many patient deaths have been reported at the hospitals and the hospital morgue resources have reached capacity.  The deaths are considered medical examiner’s (coroner’s) cases and potential evidence in a biological terrorism incident.  

Considerations and possible actions:

· Activate current processes and procedures to procure essential resources needed currently and within 12 hours?
· If no processes or procedures exist, what possible actions and plans can be taken to procure the resources?
· Can vendors be protected from exposure or provided prophylaxis to ensure delivery of needed resources?

· What resources and mechanisms are available to procure the needed supplies and equipment and who or what agency is contacted to provide those resources?

· Intra-hospital resources

· Inter-hospital resources

· Community resources, including city and county

· County resources, including the MHOAC in the EOC

· Others

· What are the proper channels of communication and who or what agency is contacted to obtain those resources

· What non-medical resources may be needed in the event?  (i.e. security, law enforcement, sanitation, water, transportation)

6:30 p.m.


The press conference begins.  

6:45 p.m.

The press conference has spurred an overwhelming number of phone calls, both landline and cellular coming into and going out of the community.  Local phone lines and cell sites are unable to accommodate the surge of calls and the phone systems go down.  The hospitals, clinics, EMS providers and public health and county EOC are unable to place or receive calls.  

Auxiliary Communication Systems (ACS) plans are activated.  Local ACS members respond to provide critical communications as per current plans and procedures.  If no plans or procedures exist, what emergency plans can be instituted to address the communication crisis?

7:00 p.m.

Local, state and federal law enforcement are arriving at the healthcare facilities and local health department.  They are requesting to immediately interview staff, patients and families and to take possession of any evidence, including medical records.

· What issues does this pose to the healthcare facility, staff, patients, local public health and others?

· What policies and procedures are in place to guide and direct staff when handling these requests?

· If no policies currently exist, what emergency planning can be done to address these issues?

· How will law enforcement personnel interviewing patients be oriented to personal protection/isolation precautions?

7:15 p.m.

Phone service has been reestablished in the area.  However, the phone company has stated that service may be intermittent due to volume.  What decisions should be made about maintaining the ACS communication functions?


7:30 p.m.

All facilities, agencies and providers report status to the OA.  The OA and EOC compile the reports, enter information into RIMS and place mission requests as appropriate.

7:45 p.m.

The Regional Emergency Operations Center (REOC) begins to receive reports from the OA and relays the information and resource requests to the Joint Emergency Operations Center (JEOC) and the State Operations Center.

8:00 p.m.
THE EXERCISE ENDS


















































