Commission on Emergency Planning & Response
Minutes 
December 4, 2014

Members Present:
· Chuck Magaha, Regional Councils
· Russ Tomevi, Public Works
· Martha Gabehart, Individuals with Disabilities
· Mark Willis, Emergency Services
· Jack Taylor, Firefighters
· Angee Morgan, representing BG Lee Tafanelli, Adjutant General
· Michael McNulty, CEPR Vice-Chair / KDHE – Health
· Kent Schierkolk, representing Dr. Robert Moser, KDHE – Environment
· Darryn Gillihan, Business / Industry
· Doug Grauer, Business / Industry
· Ashley Goss, Public Health
· Capt. Eric Pippin, KHP
· Teri Smith, County Emergency Managers
· Kirk Thompson, KBI
· Doug Jorgensen, Fire Marshal’s Office
· Keith Meyers, representing Pat George, KS Dept. of Commerce
· Charlie Keeton, Hospitals
· John Sweet, Cities
· Larry Stainbrook, Agriculture, Crop, or Livestock
· Kent Cornish, Business / Industry – Broadcasters
· Sandy Johnson, representing Jackie McClaskey, KS Dept. of Agriculture

Members Not Present:
· Tim East, CEPR Chair / Energy
· Scott Briggs, Counties
· Henry Hungerbeeler, Transportation, Trucking, and Rail

Call to Order / Roll Call: Chairman 
· Meeting was called to order at 1002 am.
· Roll Call was called by Tina Fike at 1002.

Consent Agenda Review: Chairman
Consent agenda approved by commission at 1003.

Presentations:

· Ebola Outlook and Flu Update			Charlie Hunt, MPH, State Epidemiologist / Director of Bureau of Epidemiology and Public Health Informatics
· Didn’t plan on speaking too much regarding Influenza, however yesterday CDC issued a Health Alert network message concerning this season’s circulating strains of Influenza;
· Have experienced Antigenic drift – is a different antigenic than what was predicted.  Concerns are that the vaccine will not work against this strain.  Heath depts. are being told to let people know about anti-viral medications;
· Have not seen much flu activity for season in state – peak is late Feb to early March;
· KDHE has been discussing Ebola procedures for quite a while;
· Issued 1st  Preparedness Response Plan back in August 2014;
· Only been 4 cases of Ebola diagnosed in US;
· Plans are developing and are communicating what KDHE is doing and how we would respond;
· 2 Ebola outbreaks in Africa:
· West Africa - started in December 2013 and was announced by World Health Organization (WHO) in March 2014; 
· Is unusual to have Ebola emerge in this area – typical Ebola outbreaks have occurred in Central Africa; circumstances and environmental conditions contributed to the large outbreak;
· Currently there are over 17,000 cases in West Africa – more than all of the outbreaks in the last 4 years combined;
· Over 6,000 deaths have been reported – highest toll in Liberia, but the situation in Sierra Leone is worsening;
· WHO is trying to determine how the outbreak began – think it started with a 2 year old child from Guinea;
· Mali- one travel associated case several weeks ago, patient passed; thought situation was under control but a new cluster of cases reported not linked to the first case.  New cluster was another travel associated case that wasn’t recognized, resulting in 8 cases and 6 deaths;
· Nov. 13, 2014, CDC issued a Level 2 travel notice to Mali;
· Democratic Republic of the Congo: 
· Started in August 2014, and was a different strain than the West African strain;
· Total of 66 cases and 49 deaths;
· As of November 20, 2014, Democratic Republic of the Congo was declared Ebola free due to the fact that 42 days had passed since last case;
· Ebola was first discovered in 1976;	
· Causes viral hemorrhagic fever and has a very high mortality rate;
· Mortality rate reported is less than what has been reported during previous outbreaks:
· Cases are being identified aggressively;
· WHO and countries that are affected are aggressive in getting patients into treatment;
· Animals are the most common reservoir;
· There have been approximately 30 outbreaks of Ebola since discovery;
· 5 different strains of virus; the current outbreak is caused by the Ebola Zaire strain;
· 8 to 10 day incubation period but can range from 2 to 21 days depending on the level of virus that they’re exposed to, along with other factors;
· Symptoms – include fever, severe headache, muscle pain, weakness, diarrhea, vomiting, abdominal pain, unexplained hemorrhaging (bleeding or bruising);
· Not easily spread from person to person – only through exposure to contaminated bodily fluids, exposure to objects contaminated with bodily fluid, infected animals;
· Ebola is transmissible only when a person is exhibiting symptoms; if an exposed person does not become sick after 21 days, they will not develop Ebola;
· Treatment includes supportive care, balancing fluids and electrolytes, maintaining oxygen and blood pressure, and treating for complicating infections;
· Concerns for US:
· Exposed travelers; travel between US and Africa takes only a day or so, so is well within the incubation period for disease;
· Approximately 150 persons per day arrive in U.S. from three main affected countries in West Africa;
· Concerns were raised regarding medical evacuees – persons diagnosed with Ebola in West Africa and coming to U.S. for treatment – concerns have lessened due to people learning there is not much risk of a community-wide outbreak;
· First U.S. case diagnosed in Dallas, TX;
· Confirmed on September 30, 2014 and passed October 8, 2014;
· Had traveled from Liberia, and was asymptomatic during travel;
· Patient went to hospital & admitted travel to Liberia but information was not passed on to other hospital workers;
· Second and third cases were two health care workers in Dallas, TX:
· First case confirmed on October 12, 2014; the second on October 15, 2014;
· Both cared for patient in first case;
· Cases raised concerns regarding the safety protocols being adequate; CDC has subsequently revised their guidelines;
· Fourth case diagnosed in NY;
· Physician working in Guinea and returned to U.S. on October 17, 2014;
· Went through health screenings leaving Guinea and upon arrival at JFK Airport;
· Patient self-monitored, did not go to work but was not quarantined;
· Diagnosed on October 23, 2014;
· Quarantine Challenges: 
· Nurse returning from Sierra Leone had raised temperatures; person was put into isolation and State of New Jersey did issue quarantine; State of New Jersey allowed her to leave for her home in Maine on October 27, 2014 but was subjected to quarantine orders; openly challenged quarantine order in court and court overturned some parts of the quarantine order; court allowed her to leave her home, however she was required to coordinate all travel with the State Health Department, and was required to comply with the active monitoring process;
· Pre-existing resources for Ebola plan for Kansas include:
· Kansas Response Plan, Biological Incident Annex, KDHE - BEPHI Disease Investigation Guidelines; currently have a plan for viral hemorrhagic fever, was not specific to Ebola but the prevention and control measures are the same;
· Risk Assessment process:
· Entry screening being conducted in 5 US airports that are now receiving all travelers from the affected countries: Guinea, Liberia, Mali, and Sierra Leone;
· If a traveler’s destination in Kansas, basic information is relayed to KDHE the same day – traveler’s name, brief information regarding traveler’s screening process, and what the traveler’s destination is; KDHE relays that information to the local health department;
· Health department will contact traveler and conduct a risk assessment; based on information given by the traveler, they will be placed into one of two risk assessment categories:
· Active monitoring:  - high risk of exposure: experience in medical care and experienced needle stick injuries or were exposed to the bodily fluid of an infected person;
· Some risk of exposure: providing medical care but did not have a medical prevention breach, such as a needle stick or contacting bodily fluids of an infected person;
· No known exposure: simply in one of the affected countries but did not come into contact with an infected person;
· If traveler is considered high risk or have had some risk of exposure and stated so at airport, traveler is will be placed on Active monitoring and their movements will be restricted;  If have had a high risk exposure and reported it during entry screening process, traveler will not be allowed to travel to destination; will only be allowed to travel by private vehicle or a private chartered flight; if have had no known exposure, traveler will be placed on Active monitoring, but will not have any travel restrictions with the exception of travelling by commercial means – cannot use planes, buses, trains, etc.;
· Active Monitoring: requires persons to measure body temperatures and complete a fever log twice per day;
· CDC & custom border agents giving travelers a “C.A.R.E. kit" – stands for Check And Report Ebola; contains information on Ebola and has a log sheet and a thermometer;
· Local health department will make daily contact with traveler to discuss monitoring & assess symptoms;
· Restricted movement: If a person is placed under restricted movement, they must remain at their residence and have no visitors except those approved by KDHE or the local health officer for a period of 21 days following their last potential exposure, any movement outside the residence must be approved in advance by KDHE or the local health officer on a case-by-case basis;
· Special Consideration for Kansas Health Care Workers caring for an Ebola patient:
· KDHE has two tiers of Personal Protective Equipment:
· Tier 1: If workers are using the highest level of PPE recommended by KDHE, then they will be subjected to Active Monitoring but will be under no travel restrictions, except for commercial travel; 
· Less than Tier 1, and they are caring for an Ebola patient, worker will be placed on Active Monitoring and have movement restrictions; however, will still be allowed to continue to care for Ebola patient;
· Health Care screening criteria:
· Travel history within the last 21 days;
· Symptoms consistent with Ebola exhibited;
· Patient is to be immediately isolated and contact KDHE;
· Personal Protective Equipment:
· Tier 1: impermeable coverall, Powered Air Purifying Respirator (PAPR), double gloves, shoe covers that cover all the way to the knee;
· Tier 2: impermeable gown, N95 respirator, face shield, surgical hood, double gloves, shoe covers that cover all the way to the knee;
· CDC recommendations are the same as Kansas’ Tier 2 level of PPE;
· Restrict visitors: hospitals can restrict visitors to patients except on a case-by-case basis; logbooks are kept of everyone entering room – not just visitors;
· Patient care: hospitals are to have dedicated medical equipment for Ebola patients; limit use of needles as much as possible, and if used, handled with extreme care and disposed of in puncture-proof, sealed containers; any & all procedures and testing should be kept to a minimum for essential diagnostic evaluation and medical care;
· Lab testing:
· CDC is only lab that can confirm the Ebola virus, and must be coordinated through the Laboratory Response Network; must be approved by KDHE first;
· Detailed information in plan regarding specimen collection, packaged, stored, and shipped;
· KDHE has adopted guidelines from the American Society of Microbiology for laboratory testing; lab testing kept to a minimum & done using point of care equipment; manufacturers will not service equipment if it has been used on Ebola patients;
· Public Health Investigation: if a suspected case of Ebola were to occur in Kansas, KDHE would work with the local health department and use the VHF Disease Investigation guideline as a basis; would verify who had contact with patient and conduct risk assessments on those individuals, restricting movements if necessary and undergo public health monitoring for 21 days;
· Waste Management:
· All those involved in environmental cleaning of areas exposed to the Ebola virus are required to use the same levels of PPE that hospital workers use;
· KDOT has classified the Ebola virus as a Category A infections substance; any items transported offsite are subject to hazardous materials regulations;
· On October 6, 2014, KDHE policy defined all hemorrhagic fever viruses, including Ebola, as hazardous waste;
· Hospitals should sterilize any Ebola waste onsite; after sterilization, waste can be classified as Regulated Medical Waste – a Category B substance; if hospitals can’t sterilize waste, it should be treated as hazardous waste; is the same regulations for human bodily waste; hospitals can collect waste and treat it as hazardous waste, or they can collect it in buckets and treat it with a bleach water solution and letting it set for 10 minutes before emptying it into the sewer systems; if emptying into sewer system, toilets must be treated with bleach water solution before and after emptying the waste;
· Onsite storage of Ebola waste:	
· Department of Transportation (DOT) shipping packaging adequately satisfies hazardous waste packaging requirement for untreated Ebola waste; on October 24, 2014, DOT issued a special permit (SP-16279) that allowed transport of materials through the U.S. and classified how the material should be packaged-
· Inner packaging of 2 plastic film bags and an outer packaging of triple-walled corrugated fiberboard or poly/plastic 55 gallon container;
· Autoclave Guidelines:
· Have detailed instructions regarding autoclave in plan;
· Recommend use of a biological indicator ampule or chemical indicator strip to ensure that the time and temperature thresholds are reached; once autoclave is successful, hospital can treat waste as Category B regulated medical waste;
· Large or bulky contaminated items:
· Could involve mechanical reduction; surfaces should first be treated with an EPA registered disinfectant for non-enveloped viruses or a 1:10 bleach solution before being handled;
· Community Environment / Decontamination Issues:
· Local health departments and other local agencies should discuss and plan, and also identify resources – local and regional haz-mat response, as well as private contractors;
· Handling Human Remains: KDHE has adopted CDC guidance but have made a few changes; areas of conflict were addressed;
· Other Planning & Response Activities:
· Had state level tabletop exercise; second exercise planned for January 2015;
· There are no hospitals in Kansas that are authorized to treat an Ebola patient;
· 35 hospitals have been designated as Ebola treatment centers;
· Concentrated around areas that have large airports with high numbers of travelers from affected areas;
· Q: What is the availability of PPE, especially in rural areas?
· A: Aware that some hospitals that are suffering a shortage but will provide supply if needed;
· Q: What about training standards that are being provided to the hospitals? 
· A: In the process of putting together a training plan and identifying resources, and  will have that at a later time; currently working with KDEM on developing courses and developing a small cadre of instructors; have developed own training materials and will including those as part of training plan;
· Q: Do you have coordination with military installations in regards to those that go to the affected areas?
· A: All military are quarantined outside of the U.S. for 21 days;
· Q: What about those aviators that land for only 24 hours?
· Regarding military personnel don’t know the answer; will have to have someone else answer that question. Have had questions about plane layovers, that isn’t considered as being in the country necessarily so that personnel would not be subjected to the same level of monitoring;
· Q: The direct charter flights that come out of the affected areas, are they going directly to the designated airports or are they going to their final destination?
· A: Don’t know the answer; 
· Q: Have thoughts been done regarding pets and what about the “worried sick”?
· A: Regarding animal management: have developed guidance regarding the animals of a confirmed case before CDC & recommendations are that the pet be quarantined for 21 days at a residence & someone designated to monitor pet. No place has been designated in Kansas that would be willing to take in a pet from confirmed case of Ebola, but are working with K-State and Department of Agriculture’s Animal Health Division.  Regarding the “worried sick”, if someone was not in any of the affected countries then the person does not have to worry about it;
· Q: Is there anything in the plan if anyone is diagnosed in a residence, regarding the trash or waste water workers? Especially in the days before the person was diagnosed?
· A: Right now plan mainly speaks regarding hospitals, but transmission from the residence is very low.  There has been no evidence regarding item to person transmission as the virus does not survive outside the body for very long;
· Q: Who makes the move from a residence to a hospital?
· A: Recommendation is preferred by private vehicle but coordination would be ongoing with the local health department so hospitals should be notified of patient;
· Q: What about the pre-hospital personnel?
· A: They are aware of the PPE; local health departments should be communicating information  regarding any and all patients that are under quarantine to all responders;
· Q: What is happening in other countries, Canada, Mexico, Europe?
· A: Not sure, but think a similar process has been done in Canada, but not sure about Mexico and Europe.

· Fire Service Working Group Update		Karl McNorton, Fire Service Working Group Vice-Chair
· CEPR approved document group put together for recommended training standards for deployable resources within the State of Kansas;
· First part was to create a plan for implementation, second part was figure out who would be the authority;
· Document is a draft at this time, but will be a living document;
· First issue will be getting the fire service educated about what the minimum training standard means, second issue is rumor control; already seeing some complaints thinking that the document states minimum training standards for all fire responders; document ONLY relates to deployable resources and is a voluntary program;
· Firefighters would take voluntary training to meet the credentials to be a deployable resource;
· Second issue is the authority for the implementation:
· Committee doesn’t feel they have the authority to do it, but not sure who would;
· Would provide assistance on ESF 4;
· Would be up to local fire departments to enter information into system as to what deployable resources they have;
· Does not affect any mutual aid counties may have between each other, this only affects in-state and out of state deployments of equipment and personnel;
· Q: Would the entry into the system be through the county emergency managers through their system?
· A: The next presenter will explain in better detail how this works;

· CRMCS Update									Bryan Murdie, KDEM
· Would like to briefly discuss personnel credentialing,  to credential is the objective evaluation and documentation of one’s ability to meet or exceed a standard;
· Mutualaid.net doesn’t allow that to happen, does not have that capability, only CRMCS does;
· Systems are not identical, but do share the ability to help facilitate mutual aid;
· Mutualaid.net has the ability to notify through an online system to other individuals that a resource is needed, CRMCS does not.  CRMCS allows you search for resources & provides the point of contact, and then you reach out to that point of contact for that resource; looking at building the notifying capability into KSMap;
· To update mutualaid.net is about a 5 minute process once a year; CRMCS is more detailed; credentialing personnel, that only occurs in CRMCS;
· Fire service isn’t new to using CRMCS, just couldn’t identify levels of training before CRMCS;
· CRMCS is a resource management tool:
· Allows users to inventory, badge, and credential resources – personnel and equipment – and track that equipment or personnel on scene of an incident;
· Designed for use by any agency in the State of Kansas; have private sector partners using system;
· Helps facilitate mutual aid;
· Had biggest growth in number of equipment added in last year - 69% increase in # of equipment entered in system;
· Have seen growth in every aspect since initial rollout of system and continues to grow;
· 638 deployable resources had been entered into system as of 12/2013, has increased by almost 200% to 1831 as of 12/2014; most changes came from the northeast region;
· Have captured only a fraction of resources w/in the state;
· Original project for CRMCS:
· Develop a Kansas customized resource management system; provide quick visual identification on Kansas identification cards (CRMCS “talks” with KDOR, and as long as the required fields are filled in, there will be a sunflower on the back of that identification card; adopt state-wide credentialing and state resource typing standards. During December 2014 briefing, this was ongoing, it has now been completed – have 241 Tier II personnel typing definitions for the State of Kansas; ensure initial and annual training in support of CRMCS;
· Past Year:
· Increased system sustainability with new vendor agreements – electronic accountability equipment is now sustained at lower costs;
· With electronic accountability equipment, can guarantee that they will all be interoperable; updates will be provided when needed;
· Received new system upgrades in September 2104; most upgrades were asked forby users to make system more user friendly;
· Tested large scale accountability with Vigilant Guard;
· System is continually used in new ways;
· Long Term goals
· Provide visibility and tracking of all deployable resources; 
· Continued support of CRMCS;
· Ensure the system meets NIMS requirements for resource management in accordance with NIMS and Kansas Executive Order 05-03;
· Moving Forward
· Northeast region has developed a Resource Accountability and Tracking Team (RATT), state would like to mirror that guidance for the rest of the state on how to perform disaster accountability;
· Focus on ensuring the software has the capabilities to aid reimbursement and reporting processes; system can do this currently but have room for improvement;
· Increased focus on KS-Map;
· Promoting use of system / continued trainings;
· Main focus will be on promoting and educating agencies in the use and benefits of the system;
· Q: Who is the point of contact for municipalities to get their data in the system at the county level?
· A: At the county level they should contact the county emergency manager and they will know who the county administrator is for CRMCS;
· Q: In the KS-Map system, is there equipment and personnel?
· A: At this point there is only equipment in KS-Map, but are looking into building the capability to add personnel;
· Q: Out of all of the equipment in KS-Map, how much is fire resources?
· A: A large part of it is fire and law enforcement; county emergency managers are using system as well;
· Q: Who is the lead for the northeast region?
· A: There are quite of a few people, not just one person;
· CRMCS is comprised of four standalone applications:
· Resource Manager Web is a repository of data for the entire state;
· KS-Map geographically plots all of data entered;
· InterTrax Exchange provides near real time visibility of assets on scene at an incident;
· KSERV verifies the credentials of any medical responders;
· Southeast Region uses it for their Search & Rescue equipment and personnel – have uploaded approximately 1500 pieces of equipment for their task force that will be bar coded for tracking purposes;

· One Call Spill Notification Update						Jamie Schwartz, KDEM
· Working Group was established in 2009 to make spill notifications easier as the spill notification process was confusing & complicated; there are three state agencies that receive spill notifications, and spillers may need to contact numerous other state agencies depending on the type of spill;
· Data sharing was non-existent between agencies; agencies have to contact each other to get data; data was inaccurate due to agencies doing duplicate reporting;
· Solution was to create a simple spill notification and reporting process, and create a single state-wide spill database;
· Notification System:
· Named  State of Kansas Spill and All Hazard Notification system;
· Is an automated call routing menu, caller is routed to the appropriate state agency depending on the type of issue they have;
· Is not just for spills, system is for all hazards;
· One state agency will take verbal spill notification and provide the needed information to the other state agencies;
· New phone number for system, (785) 291-3333; was activated on December 1, 2014; all old numbers still work, they are routed to this number;
· Did not change anything for KCC due to their having 2500 oil & gas companies using their system & would not be easier for them;
· Q: How many calls does the number get annually?
· A: Approximately have about 1000 calls per year;
· Motion to approve new process made at 1245 by Martha Gabehart, seconded by Jack Taylor. Motion carries.
· Spills data base:
· KDE, KDHE, and KCC enter spill data into one system, eliminating duplicate spill reporting and ensuring accurate spill data; the Form A for spill reporting will also be included on the site;
· Didn’t have budget to build database from scratch, so contracted with Intermedix to create database in WebEOC;
· Was most cost effective solution available;
· Counties and state partners are already familiar with the system;
· Online database allowing users to access anywhere they can access the internet;
· Development began in June 2014; proposed launch date was December 1, 2014 but have had setbacks due to development issues;
· Training & Outreach
· Created training program:
· Had 14 training sessions totaling 193 attendees across the state;
· Trained federal, state, local, and industry partners;
· Plans to create an online training program;
· Want feedback from users to continue to improve site;
· Q: Are the callers to the new number aware that they no longer have to contact other agencies?
· A: Yes, but they still need to contact local agencies, NRC, and 911 as well.

· Federal Medical Station (FMS) Surveys		Chris Kates, US Dept. of Health and Human Services
· What is an FMS:
· Is a cache of equipment and supplies to enable care for 50 – 250 patients;
· Is a temporary medical facility for non-acute illness when access to home health or local care providers is disrupted;
· Staffed with a small Emergency Care Element – a DMAT TF or other ACLS (critical care) capability;
· Q: There are no provisions for those with functional disabilities?
· A: No, this only is a medical facility; used mainly during hurricanes for those that need care;
· FMS Sizes:
· When first designed, only size was 250 beds;
· In 2014, created a smaller cache of 50 beds;
· Q: Have you used this within Region VII during a disaster?
· A: Not in the 6 years I’ve been here, closest was Joplin Tornado, but the other hospitals stepped up;
· Q: Do you have a chart that shows how much square footage needed for this?
· Yes, it’s coming up in a later slide, but a 50 bed cache would need approximately 15,000, and the 250 bed cache would need approximately 40,000;
· Also has basic lab equipment included in FMS;
· FMS Caches:
· Equipment is packed in Tri-Wall containers that are stackable, and can be used as walls, but are not very heavy so can be moved easily;
· Building of Opportunity:
· Would need space for cache (regardless of size) that is ADA accessible, has parking, docks and/or ramps that can handle a 53’ long tractor trailer, has adequate entry clearance as the Tri-Walls will not fir through standard doors, equipment to unload trailer, working HVAC, working utilities and facilities, an interior space that can lock for use as a pharmacy, perimeter lighting, kitchen area, and a fire suppression system;
· Will send a team out to help locals set up FMS;
· Have looked at college campuses, and places that have large indoor spaces;
· Q: Can FEMA mission assign GSA help us locate facilities?
· A: That is an option, is a last resort;
· Q: Is there a 25% cost share?
· A: Yes;
· Wrap Around Services:
· Worked with Public Assistance to identify local partners to participate in program;
· Agreements with companies need to be spelled out in SOP, along with naming company so that once the incident is over, reimbursement process is relatively painless;
· MOUs/MOAs need to be highlighted in SOP as well;
· FMS Staffing:
· Can be requested to staff FMS;
· Working an agreements with DoD to have their staff help out if needed;
· State can staff FMS themselves using volunteers, MRC units, etc.;
· Next Steps for Kansas:
· Coordinate with local and state partners to identify any potential locations;
· Continue to provide FMS information to local community partners;
· Identify wrap around services for each location and determine the partner/organization that will coordinate each issue;
· Schedule HHS logistics site visits for FMS locations; reports are generated and shared with all partners;
· Just did first site survey in Kansas through MARC, was in Johnson County;
· Site visit (survey) is free;

Remarks from Committee Members:
· Michael McNulty: As of this week, Dr. Bob Moser has taken a new position, and the new interim secretary is Dr. Susan Mosier;
· Martha Gabehart: if anyone needs ADA help, they can contact Anthony Fadale;
· If anyone has any connections with Project 17 within the southeast region, getting ready to roll out an initiative called Circles in several communities: Ottawa, Chanute, and Pittsburg; program involves those matching up volunteers that are middle class and above with someone is impoverished;
· John Sweet: If there is any information that needs to get out to the municipalities within a 24-48 hour timeframe, please let me know I can get it out to them;
· Sandy Johnson: Need commission contact information so can directly contact commission members;
· Kirk Thompson: New facility will be open in October 2015; would be open to hosting a CEPR meeting sometime after that;

Remarks from Public:
· Dave Martak: Am the Region VII director for a couple of initiatives that are ongoing. One is the CFATS program which has been established for 5-7 years and the other is the Ammonia Nitrate Security program;
· CFATS stands for Chemical Facility Anti-Terrorism Standards;
· A program that requires certain facilities that have a list of chemicals with certain quantities to maintain their chemicals to standards;
· 18 standards that have to be complied with and are related to security;
· Ammonium nitrate security program is a tracking system related to sale and purchase of ammonium nitrate;
· Not a law enforcement agency, but a compliance and regulatory agency; help high-risk facilities develop and regulate security plans;
· Presidential Executive Order 13650:
· Refers to chemical facility safety and security;
· An initiative from DHS, OSHA, and EPA in response to West Texas explosion;
· Establishing regional working groups;
· Q: Do you issue fines?
· A: We impose civil penalties. 
· Q: Does the ammonium nitrate program have a reportable quantity?
· A: For theft yes and so does CFATS.  

ANNOUNCEMENTS AND ADJOURNMENT 
· [bookmark: _GoBack]Doug Grauer / KDHE will sponsor lunches for upcoming meetings.

Next Meeting: March 5, 2015; Eisenhower Center, Topeka, KS
