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EXPLANATION OF TERMS

Examples:

AAR After Action Report

CMS Centers for Medicaid/Medicare

EPP Emergency Preparedness Program

EOP Emergency Operations Plan

FSX Full Scale Exercise

HPP Hospital Preparedness Program

HSEEP Homeland Security Exercise Evaluation Program
HVA Hazard Vulnerability Assessment

IC Incident Command

ICS Incident Command System

IP Improvement Plan

MHOAC Medical Health Operational Area Coordinator
NIMS National Incident Management System

OEM Office of Emergency Management

PIO Public Information Officer

TTX Table Top Exercise
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INTRODUCTION

Include brief synopsis of incident here.

Sequence of events:

Include detailed sequence of events here, if available.

AFTER ACTION REPORT OVERVIEW

This report is a compilation of information from the different departments and staff who participated in
the response to [list incident/exercise/event here]. The information was gathered by [list departments

here and various sources of information for the report]

The recommendations in this AAR should be viewed with considerable attention to the needs for
providing safe care to residents. Each department should review the recommendations and determine

the most appropriate action and time needed for implementation.
The issues outlined in this AAR will be addressed in the Improvement Plan and will list corrective actions

to complete. This Improvement Plan will serve as a summary of the AAR and as a guide for corrective

action over the course of the following year’s training program for staff.
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Incident Overview:

[Insert incident/exercise/event location here]

Duration:

[Insert incident/exercise /event time]

Focus (Check appropriate area(s) below):
O Prevention

O Response
O Recovery
O Other

Activity or Scenario (Check appropriate area(s) below):
Fire

Severe Weather

Hazardous Material Release

Bomb Threat

Medical Emergency

Power Outage

Evacuation

Lockdown

Special Event

Exercise/Drill

OO0O0OO0O00O000ao0aO0

Other

Location:

[Insert incident/exercise/event location here]

Participating Organizations:

[Insert organizations here]
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STRENGTHS

List strengths here.

AREAS OF IMPROVEMENT

List Areas of Improvement here.

RECOMMENDATIONS

List Recommendations here.

CONCLUSION AND NEXT STEPS

Insert Conclusion here.
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SECTION 1: INTRODUCTION

Page 3 of 33



INTRODUCTION

PURPOSE

This template, written for long-term care facilities, also referred to as skilled nursing facilities or nursing care institutions,
is designed to assist providers in developing an effective continuity of operations (COOP) plan for emergency scenarios
that result in an interruption in services and/or operations. Long-term care residents are very vulnerable and rely upon
providers to be adequately prepared to safely care for them during emergency events. With appropriate emergency
planning, facilities will be able to minimize the loss of life, property and revenue and ensure that essential functions are
continued during and after an emergency. A COOP will guide facilities through actions needed to achieve a timely
resumption of their normal operations. This COOP template is intended to be used in addition to your Emergency
Operations Plan (also known as a Disaster Response or Preparedness Plan) or EOP.

This guide addresses the key elements of a COOP, which often overlap with elements of an EOP. Some key differences
between these plans are:

Continuity of Operations Plan

This plan identifies essential personnel, essential functions, key vendors and services needed to ensure that business
operations can continue, perhaps in a limited capacity. It also lays the steps for how a facility will recover should the
disaster be catastrophic. This plan includes information such as:

e Essential Personnel

Essential Functions

Critical Resources

Vital Records/IT Data Protection

Alternate Facility Identification and Location

Financial resources

Emergency Operations Plan
This plan identifies and prioritizes the key hazards that may affect operations, and outlines preparedness and mitigation
activities. This plan also includes operational procedures to respond effectively and efficiently to an incident or event.
The goal of this plan is to ensure life and safety is protected during a disaster. This plan includes, but not limited to
information such as:
e Preparedness/Response
Hazard identification and assessment
Employee education and training
Drills and exercises timelines and plans for your business
First aid kits
Disaster supply kits
Evacuation procedures
Fire and other event-specific procedures
Shelter-in-place procedures/Staff notification

O O O O O O O O

COLLABORATIVE PLAN DEVELOPMENT

The COOP plan should be shared with key staff as it is developed and revised. The most effective plans are those that are
developed collaboratively with input from all leaders in the facility, as well as in consultation with local and state level
emergency management professionals. This template is intended to help your facility to develop such a plan.
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TEMPLATE INSTRUCTIONS

In each section of the template, there are instructions, sample verbiage and worksheets that should be used in gathering
necessary information to develop your COOP plan. Sample verbiage or language is provided to assist in developing the
plan. The sample language provided in the template should be expanded, deleted or modified as necessary to fit the
needs of the facility using the template.

The worksheets were created to help identify information needed in the development of the COOP plan. They are tools
to assist in gathering raw data that should then be summarized for entry into the plan. Providers should customize the
template by utilizing appropriate logos or seals. Instructions are included in each section and should not appear in the
final plan.

CONTINUITY OF OPERATIONS PLAN DEVELOPMENT CHECKLIST
INITIAL PLANNING

XI | Assemble Planning Team (Administrators, Department Directors, Key Staff, etc.)

O

Establish mission, team responsibilities and time frame for development of plan

[0 | Gather existing emergency plans and documents for plan coordination

COOP PLAN DEVELOPMENT

Complete Facility Profile

Conduct Hazard Vulnerability Assessment

Identify Essential Functions

Identify Essential Personnel

Identify Critical Resources

Identify Key Vendors and Supplies

Identify Alternate Facility Locations

Discuss Emergency Communications Procedures within facility

Outline Alert and Notification Procedures (chain of communication)

Identify Key Contacts Notification Procedures

Discuss Information Technology Protocols within facility

Complete Computer Hardware and Software Inventory (including tablets)

Record the facilities” Information Technology Security methods

Ogigooooooooxoisd

Record all facility/organization vital records (legal documents, HR documents, etc.)
ADDITIONAL PLANNING ELEMENTS

Develop any Standard Operating Procedures that need to be addressed as a result of the COOP Plan (any new
HR policies, operations procedures, incident specific guides such as pandemic influenza, etc.)

Develop a training schedule for management and key staff on COOP Plan procedures
Include copies of vendor/supplier continuity of operations plan as an Appendix to your facility COOP Plan

o (oo O

Identify funding mechanisms in the event that billing cycles are interrupted (i.e. lines of credit, emergency petty
cash, account receivable plans with key vendors)
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SECTION 2: CONTINUITY OF
OPERATIONS PLAN
CONTENTS
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FACILITY PROFILE

The Facility Profile provides a brief description of your facility, the residents you serve and their specific vulnerabilities,
and your facility’s current level of readiness.

|:| Yes |:| No

|:| Yes |:| No
|:| Yes |:| No

Page 7 of 33



FACILITY PROFILE (continued)

FACILITY’S FOOD SUPPLIES VENDOR/CONTRACTOR(S):

Name: Name
Address: Address
Phone: Phone

FACILITY’S PHARMACY/MEDICAL SUPPLIES VENDOR/CONTRACTOR(S):

Name: Name
Address: Address
Phone: Phone

FACILITY’S EMERGENCY TRANSPORTATION CONTRACTOR(S):

Name: Name
Address: Address:
Phone: Phone:

BRIEF DESCRIPTION OF VEHICLES OWNED BY THE FACILITY: PLEASE INDICATE WHICH VEHICLES ARE EQUIPPED TO TRANSPORT
RESIDENTS

PLEASE INDICATE THE TYPES OF EMERGENCY PLANNING YOUR FACILITY HAS COMPLETED (CHECK ALL THAT APPLY):

Establishing Chain of Command and Roles for Emergencies

Setting Up Redundant Communications Systems

Back-up Staffing Plan for Emergencies

Planning for Sheltering in Place

Planning for Evacuation

Incorporating Nursing Home Incident Command System into your Emergency planning

|
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HAZARD VULNERABILITY ASSESSMENT

For each hazard listed in column 1, rate the probability of the event occurring, and the severity of the possible impact. Sum the scores from columns 2-5
and list the result in column 6. This will help you consider which hazards to use as “most likely scenarios” during the planning process to help you flesh out
strategies and details.

SEVERITY CLASSIFICATION (LOW, MODERATE, HIGH)

Flood

EVENT PROBABILITY HUMAN IMPACT PROPERTY IMPACT BUSINESS IMPACT RANK
2 3 4 5
1 6
Likelihood this will occur P055|b|I|jcy.of death or Physical losses and Interruption of services
injury damages
0=N/A 0=N/A 0=N/A 0=N/A
1=Llow 1=Llow 1=Llow 1=Llow
SCORE 2 = Moderate 2 = Moderate 2 = Moderate 2 = Moderate
3 = High 3 = High 3 = High 3 =High

National Hazards

Earthquake

Fire

Wildland/
Urban Fire

Severe Weather

Other (specify)




HAZARD VULNERABILITY ASSESSMENT (continued)

SEVERITY CLASSIFICATION (LOW, MODERATE, HIGH)

Electrical Failure

a

EVENT PROBABILITY HUMAN IMPACT PROPERTY IMPACT BUSINESS IMPACT RANK
2 3 4 5
1 6
Likelihood this will occur P055|b|I|.ty.of death or Physical losses and Interruption of services
injury damages
0=N/A 0=N/A 0=N/A 0=N/A
1=Low 1=Low 1=Low 1=Low
SCORE 2 = Moderate 2 = Moderate 2 = Moderate 2 = Moderate
3 = High 3 = High 3 = High 3 =High

Technological Hazards

Dam Failure

Heating and Cooling
Failure

Transportation Failure
and/or Incidents

Biological (Epidemic)

Hazardous Materials

Explosions

Utility Loss

Other (specify)
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HAZARD VULNERABILITY ASSESSMENT (continued)

SEVERITY CLASSIFICATION (LOW, MODERATE, HIGH)

EVENT PROBABILITY HUMAN IMPACT PROPERTY IMPACT BUSINESS IMPACT RANK
2 3 4 5
1 6
Likelihood this will occur P055|b|I|.ty.of death or Physical losses and Interruption of services
injury damages
0=N/A 0=N/A 0=N/A 0=N/A
1=Llow 1=Llow 1=Llow 1=Llow
SCORE 2 = Moderate 2 = Moderate 2 = Moderate 2 = Moderate
3 = High 3 = High 3 = High 3 =High
Human Caused Hazards ‘
Bomb Threat

Active Shooter

Other (specify)
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ESSENTIAL FUNCTIONS

By definition, the essential functions are those that must be maintained in order to fulfill the mission statement of the
organization and the specific operations of each program. Essential functions are those that provide vital services and
sustain your organization’s economic base. The Federal Emergency Management Agency defines essential functions as
“those functions that cannot be interrupted for more than 12 hours/must be resumed within 30 days”; however, given
the health status of residents in long term care facilities, many of your essential services may have a lower threshold.

In considering your most essential and time sensitive functions take into account what is required to care for your
residents and to run your facility. The essential functions you list should encompass the key activities which your
organization fulfills on a day-to-day basis.

RESTORATION TIMEFRAMES

Every essential function below is provided a priority, listed from “A” priority through “D”. The higher priority is simply a
function of the time in which it must be completed, and does not reflect a level of its importance. A sample table is
provided below. Note that you can change the timeframe to suit your organization (e. Priority “A” can be changed to
restore within 12-24 hours).

ESSENTIAL PROGRAMS/SERVICES

RESTORATION PRIORITIES

Priority Description Restoration Timeframe

Critical Impact on Health and Safety, Business These programs or services must
Operations or Client Services be restored within 0-5 hours

High Impact on Health and Safety, Business These programs or services must
Operations or Client Services be restored within 5-24 hours

Moderate Impact on Health and Safety, Business These programs and services must
Operations or Client Services be restored within 24- 72 hours

These programs or services can be
restored within 72 hours to 2
weeks

Low Impact on Health and Safety, Business
Operations or Client Services
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ESSENTIAL FUNCTIONS (continued)

LIST YOUR FACILITY’S ESSENTIAL FUNCTIONS IN THE ESSENTIAL FUNCTIONS WORKSHEET

ESSENTIAL FUNCTIONS WORKSHEET

Priority A, B, C, or D
PRIORITY PROGRAMS AND SERVICES

ADMINISTRATION

MEDICAL SERVICES

CLIENT/RESIDENT SERVICES

FACILITY OPERATIONS

DIETARY SERVICES

BUSINESS OPERATIONS

(INSERT DEPARTMENT)
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ESSENTIAL PERSONNEL

Essential personnel are staff members that are designated by the Administration, Directors and/or the Emergency Response Team to be critical to the
continuation of key operations (essential function) and services in the event of a COOP activation.

ESSENTIAL PERSONNEL
KEY POSITION BEST ALTERNATE(S)
ESSENTIAL FUNCTION PRIORITY A, B, C, or, D (Job Title) {Job Title)
ADMINISTRATION
1. Assistant Director/Assistant Administrator
Ex. Oversee Facility Operations A Director/Administrator 2. Director of Nursing
3.
1.
2.
3.

MEDICAL SERVICES

CLIENT / RESIDENT SERVICES

wn e

wnN e
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ESSENTIAL PERSONNEL (continued)

DIETARY SERVICES

FACILITY OPERATIONS

H

BUSINESS OPERATIONS

WwNRWwNRE

(INSERT DEPARTMENT)

wnN e | wnN e
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CRITICAL RESOURCES

Critical Resources are the inputs needed so your facility can carry out its essential functions.

There are two main categories of critical resources which long term and residential care facilities should be the most concerned about when developing
continuity of operations plan:

1) Human resources, including prepared, safe trained employees and facility and unit leaders.
2) Physical Resources, including vital records, essential equipment, supply chains, and financial resources to procure them (sources and delivery of
food, medicine and medical supplies.)*

CRITICAL RESOURCES- HUMAN RESOURCES

Human Resources Vital Records Equipment Supplies
Number of Staff who are
prepared and trained to perform
function

Essential Functions
Vital records necessary for Equipment necessary for this Supplies necessary for this

this function function function

Administration

Medical Services

Client/Resident Services

Facility Operations

Dietary Services

Business Operations

CASH for emergency supply and
equipment procurement and
payroll
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CRITICAL RESOURCES (continued)

Essential Functions

Physical Resources

CRITICAL RESOURCES- PHYSICAL RESOURCES

Vital Records

Equipment

Supplies

Number of Staff who are
prepared and trained to perform
function

Vital records necessary for
this function

Administration

Equipment necessary for this
function

Supplies necessary for this

function

Medical Services

Client/Resident Services

Facility Operations

Dietary Services

Business Operations

CASH for emergency supply and
equipment procurement and

payroll
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KEY VENDOR AND SUPPLIERS

Key (essential) vendors and suppliers and suppliers that provide the organizations vital resources (suppliers, equipment and services) that maintain the
safety and well-being of the clients and overall operation of the organization in an emergency or in the event of an interruption.

KEY VENDORS

Restoration Time
What Activity or Task Frame? Are there multiple
Does this Vendor vendor supporting
Support? this service?
Priority A, B, C, or D?

Have you Can this vendor
identified a back- satisfy your
up vendor for this restoration

service? timeframe?

Description of Product

Name of Vendor .
or Service

ESSENTIAL FUNCTION:

ESSENTIAL FUNCTION:

ESSENTIAL FUNCTION:
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KEY VENDOR AND SUPPLIERS (continued)

KEY VENDORS

Restoration Time
What Activity or Task Frame? Are there multiple
Does this Vendor vendor supporting
Support? this service?
Priority A, B, C, or D?

Have you Can this vendor
identified a back- satisfy your
up vendor for this restoration

service? timeframe?

Description of Product

Name of Vendor i
or Service

ESSENTIAL FUNCTION:

ESSENTIAL FUNCTION:

ESSENTIAL FUNCTION:
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ALTERNATE FACILITIES AND LOCATIONS

Determine if it is possible to set up an alternate or temporary location if your primary site is unavailable. Do you have
multiple locations in which you can condense work operations? How much work can be done virtually? Does your
facility have near and far as addressed in your relocations policy? What pre-agreements do you have for these options?
Use the form below to outline alternate facilities within the COOP plan. A form(s) should be developed for both
client/resident care and business operations.

ALTERNATE LOCATION

NAME:

STREET ADDRESS:

CITY: STATE: ZIP

TELEPHONE NUMBER IS THERE A PRE-AGREEMENT IN PLACE? [1ves [ ] Nno

POINT OF CONTACT

CONTACT NAME:

EMAIL ADDRESS:

TELEPHONE NUMBER: ALTERNATE NUMBER:

SITE ASSESSMENT

HOW MANY RESIDENTS CAN THIS FACILITY ACCOMMODATE? SUPPLIES THAT WOULD BE NEEDED?

NUMBER AND TYPE OF STAFF TO WORK HERE: SUPPLIES ALREADY IN PLACE?

REQUIRED TIME TO SET UP OPERATIONS:

OTHER CONSIDERATIONS:

=  POSSIBLE HAZARDS IN THE AREA

= POTENTIAL PERSONNEL ISSUES

= POTENTIAL TRANSPORTATION ISSUES
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ALTERNATE FACILITIES AND LOCATIONS (continued)

SECONDARY ALTERNATE LOCATION
NAME:

STREET ADDRESS:
CITY: STATE: ZIP
TELEPHONE NUMBER IS THERE A PRE-AGREEMENT IN PLACE? [1ves [] NnoO
POINT OF CONTACT
CONTACT NAME:
EMAIL ADDRESS:
TELEPHONE NUMBER: ALTERNATE NUMBER:

SITE ASSESSMENT

HOW MANY RESIDENTS CAN THIS FACILITY ACCOMMODATE? SUPPLIES THAT WOULD BE NEEDED?

NUMBER AND TYPE OF STAFF TO WORK HERE: SUPPLIES ALREADY IN PLACE?

REQUIRED TIME TO SET UP OPERATIONS:

OTHER CONSIDERATIONS:

= POSSIBLE HAZARDS IN THE AREA

=  POTENTIAL PERSONNEL ISSUES

= POTENTIAL TRANSPORTATION ISSUES
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EMERGENCY COMMUNICATIONS

A strong communications system is imperative to continuity of operations of planning and implementation. The ability
to send and receive vital information to coordinate actions with personnel, partners and emergency responders is critical
during an emergency. Long-term care facilities’” COOP plans must include strategies for communication with:

e Local emergency management authorities

e Local emergency responders (police, fire, EMTs)
e Facility staff/residents

e Residents’ families

e Otherlocal health care facilities

e Regulatory/licensing agencies

e Suppliers/vendors

e Others (parent company, media, etc.)

Long-term care facilities should also include strategies for staff recall, alert and notification.

DEVISE BACK-UP PLANS FOR COMMUNICATIONS

A communications system with back-up communications channels built into it is known as a “redundant communications
system”. In a widespread disaster, cell phone and landline circuits may be overloaded and fax and Internet may go down.
Think about your fallback options for these situations. Long-term care facilities have effectively utilized:

e Two-way radios for internal communications

e Satellite phones for the facility

e Connecting with a local amateur radio (ham radio) operator (refer to your local emergency management agency
for information on local ham operators)

With the prevalence of social media within emergency management operations, a facility should also consider including
a social media component to their communications strategies. Some issues to consider would be to:

e Develop a social media policy for your organization

e Determine who has the authority to use social media outlets such as Facebook and Twitter.

e If you have a company Facebook or Twitter account, how are they monitored for information and rumor control
during an emergency situation?
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EMERGENCY COMMUNICATIONS (continued)

ALERT AND NOTIFICATION

During an event, staff should be regularly updated on business operational status including whether or not they should
report to work, what work conditions are like, alternate work sites and plans, plan triggers, etc. “Notifying Staff” below
refers to the individuals responsible for activating the notification system. This may be more than one individual or
alternates if one person is all that is needed to manage the notifications in your facility. Attach a copy of your staff
contact roster in this section and update regularly.

STAFF WILL BE NOTIFIED BY: STAFF MEMBER RESPONSIBLE FOR NOTIFICATION :

[J PHONE TREE
[J AUTOMATIC NOTIFICATION SYSTEM
[] EMAIL BLAST

BACK-UP STAFF MEMBER RESPONSIBLE FOR NOTIFICATION:

[] OTHER:

STAFF WILL RESPOND BY: TELEPHONE NUMBER: EMAIL:

[1 CALLING IN TO LIVE PERSON CALL-IN NUMBER: AUTO-RESPONSE NUMBER:
[] CALLING AUTOMATIC RESPONSE SYSTEM

[ EMAIL IN

0 OTHER: PLAN TRIGGER/INCIDENT:

NOTIFYING STAFF NAME:

STREET ADDRESS: EMERGENCY CONTACT NAME:

CITY, STATE, ZIP CODE: RELATIONSHIP TO EMPLOYEE:

TELEPHONE NUMBER: ALTERNATE NUMBER: CONTACT TELEPHONE: ALTERNATE TELEPHONE:
EMAIL: CONTACT EMAIL:
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EMERGENCY COMMUNICATIONS (continued)

STAFF TO BE NOTIFIED (CAN INSERT YOUR FACILITY CONTACT LIST HERE)

o
Q
o
[¢]
N
B
o
=
w
w



EMERGENCY COMMUNICATIONS (continued)

STAFF TO BE NOTIFIED (Can insert your facility contact list here)

o
Q
o
[¢]
N
(%]
o
=
w
w



KEY CONTACTS

During an event and recovery, key vendors, resident relatives, stakeholders, and other key contacts should be regularly
updated on operational status such as open hours, orders in progress, etc. This may be done via your website, posting at
your organization, or contacting them individually. Add additional boxes as necessary.

KEY CONTACT NOTIFICATION

KEY CONTACTS WILL BE NOTIFIED BY: STAFF MEMBER RESPONSIBLE FOR NOTIFICATION :
[] WEBSITE
TELEPHONE NUMBER:

[ AUTOMATIC NOTIFICATION SYSTEM
[ EMAIL BLAST

SIGNAGE
L EMAIL:
[] OTHER:
KEY VENDORS (Can insert your facility contact list here)
ORGANIZATION NAME:
STREET ADDRESS: CONTACT NAME:
CITY, STATE, ZIP CODE: CONTACT TELEPHONE NUMBER:
TELEPHONE NUMBER: FAX NUMBER: CONTACT EMAIL
EMERGENCY TELEPHONE: WEBSITE: RELATIONSHIP TO OUR ORGANIZATION:
ORGANIZATION NAME:
STREET ADDRESS: CONTACT NAME:
CITY, STATE, ZIP CODE: CONTACT TELEPHONE NUMBER:
TELEPHONE NUMBER: FAX NUMBER: CONTACT EMAIL
EMERGENCY TELEPHONE: WEBSITE: RELATIONSHIP TO OUR ORGANIZATION:
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KEY CONTACTS (continued)

RESIDENT RELATIVES/CONTACT PERSON (S):

KEY STAKEHOLDERS:

h
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SECTION 3: INFORMATION TECHNOLOGY
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COMPUTER INVENTORY

Use this form to:

e Log your computer hardware serial and model numbers. Attach a copy of your vendor documentation to this
document.

e Record the name of the company from which you purchased or leased this equipment and the contact name to
notify for your computer repairs.

Make additional copies as needed. Keep one copy of this list in a secure place on your premises and another in an off-
site location.

HARDWARE INVENTORY

HARDWARE COMPANY
(CPU, MONITOR, PRINTER, VIODEL SERIALNUMBER | DATE PURCHASED | PURCHASED OR cosT
KEYBOARD, MOUSE, PLUS PURCHASED

DESCRIPTION) LEASED FROM

SOFTWARE INVENTORY

SERIAL / KEY DISC OR DATE
NAME OF SOFTWARE VERSION NUMBER DOWNLOAD PURCHASED COST
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INFORMATION TECHNOLOGY SECURITY

Data security and backup should be an ongoing process; however, it is crucial that backup is done before a business
interruption. If you use a contractor for your IT support, they should be included in this continuity of operations
planning process. Identify the records that are essential to perform your critical functions. Vital records may include
employee data, payroll, financial and insurance records, customer data, legal and lease documents. Are any impossible
to re-create? Are copies stored offsite?

DATA SECURITY AND BACK-UP

LEAD STAFF OR CONTRACTOR EMERGENCY CONTACT TELEPHONE
EMAIL ALTERNATE CONTACT TELEPHONE

BACK-UP RECORDS ARE STORED ONSITE HERE: BACK-UP RECORDS ARE STORED OFFSITE HERE:
(ROOM # OR DATA DRIVE) (LOCATION)

VIRTUAL RECORDS ARE STORED HERE: VIRTUAL BACK-UP CONTACT:

IF OUR VIRTUAL RECORDS ARE INACCESSIBLE, WE WILL PROVIDE FOR CONTINUITY IN THE FOLLOWING WAYS:

INFORMATION TECHNOLOGY ASSET SECURITY

LEAD STAFF OR CONTRACTOR EMERGENCY CONTACT TELEPHONE

EMAIL ALTERNATE CONTACT TELEPHONE

KEY COMPUTER HARDWARE TO PROTECT OUR COMPUTER HARDWARE, WE WILL:
KEY COMPUTER SOFTWARE TO PROTECT OUR COMPUTER SOFTWARE, WE WILL:

IF OUR COMPUTERS ARE DESTROYED, WE WILL USE BACK-UP COMPUTERS AT THE FOLLOWING LOCATIONS:
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VITAL RECORDS

Vital records are those records that the facility will need in order to continue operations and specify how each program will function during an emergency
or interruption in business operations. Vital records can include client information, government and legal documents, financial documents, vendor
information, databases and personnel contact lists. Identify individual vital records in the form below.

Make additional copies as needed. Keep one copy of this list in a secure place on your premises and another in an off-site location.

VITAL RECORDS
CURRENT PROTECTION
FORM OF RECORD
METHODS CONTACT TO RESTORE DATA
DATABASE OR RECORD (PAPIIE)IX f:gi‘;l:)ONlC, CURRENT LOCATION (BACKUP, OFE-SITE, R ARTT T G Y
MANUAL RECORDS)

USE ADDITIONAL SHEETS, IF NEEDED.
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AUTHORITIES AND REFERENCES

AUTHORITIES

e C(California Department of Public Health Memo AFL 07-31, External Disaster Plan Requirements for Department of
Health Services, Licensing and Certification of Long Term Care Facilities, October 2007.

e Continuity Guidance Circular 1, Continuity Guidance for Non-Federal Entities (States, Territories, Tribal, and Local
Government Jurisdictions and Private Sector Organizations), January 21, 2009.

e Continuity Guidance Circular 2, Continuity Guidance for Non-Federal Entities: Mission Essential Functions
Identification Process (States, Territories, Tribes, and Local Government Jurisdictions), July 22, 2010.

e National Fire Protection Agency, Standard 1600, Standard of Disaster/Emergency Management and Business
Continuity Programs, 2010.

REFERENCES

e National Fire Protection Agency 1600: Standard on Disaster/Emergency Management and Business
Continuity Programs, 2013 Edition

e Proposed Rule, Medicare and Medicaid Programs, Emergency Preparedness Requirements for
Medicare and Medicaid Participating Providers and Suppliers, Center for Medicare and Medicaid
Services, December 2013
https://www.federalregister.gov/articles/2013/12/27/2013-30724/medicare-and-medicaid-programs-
emergency-preparedness-requirements-for-medicare-and-medicaid

e Emergency Preparedness Checklist: Recommended Tool for Effective Healthcare Facility Planning,
December 2013, United States Department of Health and Human Services, Centers for Medicare and
Medicaid Services, Survey and Certification
http://www.cms.gov/Medicare/Provider-Enrollment-and-
certification/SurveyCertEmergPrep/Downloads/SandC_EPChecklist_Provider.pdf

e AHCA, AZ Skilled Nursing Facilities: 2012 Disaster Ready Gap Assessment Overview and Summary
http://www.azhca.org/disaster-ready/2012-gap-assessment-2/

® (California Association of Healthcare Facilities, Disaster Preparedness Program, Continuity of
Operations Plan Template for Long Term Care Facilities, 2010.

NURSING HOME INCIDENT COMMAND SYSTEM

The Incident Command System (ICS) is part of the emergency management system in many levels (federal, state, and
local). It is the basis for the National Incident Management System and Arizona’s State Emergency Management System.
Every significant incident or event, whether large or small, and whether it is even defined as an emergency, requires
certain management functions to be performed.

Building on previous ICS work, the California Association of Health Facilities (CAHF) has developed the Nursing Home
Incident Command System (NHICS) Manual and Train-the-Trainer Program as a method of organizing and coordinating
emergency efforts in the Long-Term Care community. Refer to the AHCA Disaster Ready website for detailed information
on NHICS. AHCA’s Nursing Home Incident Command System (NHICS) can be found at:
http://www.azcha.org/disaster-ready/nhics-2/

Page 33 of 33



5/18/2022

2 ey R

The Emergency Management Continuum
CMS EP Requirements- A “Team” Approach to Compliance

Stan Szpytek, Fire and Life Safety, Inc. / CAHF Consultant

Jason Belden, CAHF, Director of Emergency Preparedness and Physical Plant.-Services

Stan Szpytek,
President

Fire and Life
Safety, Inc. (FLS)
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Jason Belden,
Director of
Emergency
Preparedness &
Physical Plant
Services

CENTERS FOR MEDICARE & MEDICAID SERVICES

‘ é Key Components:
“

3 Years in Development (Not new)

C M S Em e rge n Cy Rule Issued: September 8, 2016
P re pa red n eSS Ru I e Rule Published: September 16, 2016

Rule Effective: November 16, 2016

. Implementation Required By: November 15, 2017
o E-Tag S 4 Requirements:
. Develop Emergency Plan based on a Risk Assessment
Develop Policies and Procedures
. Create Communication Plan
. Conduct Training & Plan Testing
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Acronyms Referenced in this Session
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New Areas of Survey Focus

Expanded surveyor
guidance surrounding
potential deficiencies

for alternate sources of
energy

Added risk assessment
considerations for EID

@i-’

Emergency
Prep Rule

Emergency Program
(E-001)

“All Hazards”
Emergency
Management

Added new definitions
of acceptable testing
exercises

Includes planning
considerations for surge
and staffing

Added additional
considerations for EID
planning and PPE

Expanded guidance on
reporting and
responding to bed
polling requests

E-001- Emergency Preparedness Program

Develop and maintain a comprehensive “program”
that complies with federal, state and local EP

requirements

EP program must be in writing

Program is reviewed annually (LTC requirement)

Changes to program more frequently, if required

outside of update cycle

Surveyors will interview leadership to describe the

EP program



Emergency
Prep Rule

Emergency Program
(E-001)

“All Hazards”
Emergency
Management

Emergency
Prep Rule

Develop and Maintain
Emergency Plan
(E-004)

**commonly cited in UT

“All Hazards”
Emergency Management

E-001- Emergency Preparedness Program

Addresses your residents’ unique clinical and
support need

Focuses on the facility’s High Risk Threats
Reflects local Emergency Planning capabilities

Includes:

System for Command & Control
Communications

Resources and Assets and Supply Needs
Safety and Security

Staff Responsibilities

E-004- Emergency Plan
Elements of the Emergency Plan shall include:
* Natural disasters
* Man-made disasters

* Facility-based disasters not limited to:
* Care-related emergencies
* Equipment / utility failures
* Interruption in communications; including cyber attack
* Loss of all or portion of a facility
* Supply chain disruption
« Staffing shortages

* Emerging Infectious Diseases (EID)
* Focus on Continuity of Care

** Medicare/Medicaid Certification date in front of plan (E-015)

5/18/2022
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Emergency
Prep Rule

Risk Analysis (E-006)

Hazard Vulnerability
Assessment (HVA)

- Facility-based
- Community-based

HAZARD AND VULNERABILITY ASSESSMENT TOOL
NATURALLY OCCURRING EVENTS

[SEVERITY = (MAGNITUDE - MITIGATION|
FROBABILITY [ yiiman | PROPERTY | BUSINESS | PREPAREG- | INTERNAL | GXTERNAL
IMFACT MPACT IMPACT HESS RESFONSE | RESPOMSE
Limurod tie i | Possesty of | Shyscal osses | ntssustion of - Time, afectivnss L oSO,
piroad i o iy | aret camagas Tireas LT “eaouas e

HAZARD AND VULNERABILITY ASSESSMENT TOOL
HUMAN RELATED EVENTS

Emergency T T T T
Prep Rule : e | [ e | e

tnctg | ror ot | orvseaionns | ot
s Pvriiontoll Rt epiobvrdl et

HAZARD AND VULNERABILITY ASSESSMENT TOOL
EVENTS INVOLVING HAZARDOUS MATERIALS

Risk Analysis (E-006) USSR = s

HAZARD AND VULNERABILITY ASSESSMENT TOOL

TECHNOLOGIC EVENTS

[BEVERITY = (MAGNITUDE - MITIGATION]
HUMAN | PROPERTY | BUSMESS | FRE)
IMPACT

| mTERNAL
RESPONSE

PROBAGILITY

Hazard Vulnerability e e
Assessment (HVA) | ] = -

i

FR|F(3(3/ 2322 733300330 §

P oo oo

RiSK = PRGBABILITY - SEVERITY
poo .00 0.0
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Who should participate in the HVA Process?

Risk Analysis (E-006)

Hazard Vulnerability
Assessment (HVA)

o
2

Answer...

EVERYONE

Risk Analysis (E-006)
Hazard Vulnerability
Assessment (HVA)

o




Risk Analysis (E-006)

Hazard Vulnerability
Assessment (HVA)

@i-’

Emergency
Prep Rule

Incident Management
Process

- “All Hazards” Approach

- Incident Command System

I N HICS
rsmthome

AND SYSTEM

IN

5/18/2022

How do you think non-nursing team members rated
the probability of a pandemic pre-COVID-19?

A
()

\s___4’

How would your “whole team” rank the risk
of a pandemic today?

Incident
Commander
Public Information
Officer S
Officer
Liaison
Officer

Operations Planning Logistics Finance
Section Chief Section Chief Section Chief Section Chief

Y Sl i i = ==




Emergency
Prep Rule

Incident Management
Process (E-006)

- “All Hazards” Approach

- Incident Command System)

INCIDENT
COMMANDER

LIAISON
OFFICER

SAFETY
OFFICER

PUBLIC
INFORMATION
OFFICER

OPERATIONS
SECTION

PLANNING
SECTION

LOGISTICS
SECTION

FINANCE/ADMIN.
SECTION

5/18/2022




INCIDENT ACTION PLAN (IAP) QUICK START

COMBINES NHICS FORMS 201+202+203+204+215A

Jinics3

1. INCIDENT NAME

2. OPERATIONAL PERIOD

DATE: FROM:

TIME: FROM:

3. SITUATION SUMMARY

— NHICS 201 -

B NHiCS |
Nursm,gHom
ICDNCO AND SSTEM

5/18/2022

INCIDENT ACTION PLAN (IAP) QUICK START

COMBINES NHICS FORMS 2014202+203+2044215A

6b. STRATEGIES/ TACTICS

6¢c. RESOURCES REQUIRED

desired
outcomes

11



NHICS Tools:

- Job Action Sheets
- Forms- 200, 201, etc
-IPG/IRG

Nursin H%

INCIDENT COMMAND SYSTEM

NHICS Tools:

“The Power of the Vest”

Nursi ﬁnm%’é

INCIDENT COMWAND SYSTEM

5/18/2022

Offer fasonffcer
Offcer Soecalts

[ I I 1
[operationschief | [ Planningchief | [ Logisticschief | [ Finance/adminchief |

- COMMAND

PUBLIC
HEALTH

CE

PUBLIC
HEALTH

PUBLIC

LAW UTILITIES

OPERATIONS
SECTION
CHIEF

| =
PUBLIC PUBLIC
UTILITIES

12
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% 1 Disaster Preparedness
U 4 Program
dpp

Incident Management
Process

- “All Hazards” Approach

- Incident Command System)



https://www.cahfdisasterprep.com/nhics
http://cahfdisasterprep.com/Home.aspx
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Incident Management '6\
Process
e mrl)

- “All Hazards” Approach

- Incident Command System)

NursingHama It Depends.

INCIDENT COMMAND SYSTEM

y » BS

R
:

Emergency
Prep Rule

Incident Management
Process

- “All Hazards” Approach

- Incident Command System)

IR NHICS|
NursingHome
INIDEN 7 AND SSTEM

£ i

3




Ei_'
Emergency
Prep Rule

Resident
Population &
COOP (E-007)

- Template

X

BUSINESS
CONTINUITY

Ei‘:
Emergency
Prep Rule

COOP (E-007)

=

BUSINESS
CONTINUITY

5/18/2022

E-007- Resident Population / Continuity

Address Resident Population including but not

limited to
* Persons at Risk

* Types of services the LTC has the ability to provide

q CONTINUITY OF
durlng dan emergency OPERATIONS PLAN
TEMPLATE

* Continuity of Operations

o Delegations of Authority

o Succession Plans

Service capabilities during Em

8 Essential Functions of COOP
* Essential Functions and Operations

* Lines of Succession CONTINUITY OF

OPERATIONS PLAN
TEMPLATE

* Delegation of Authority C—

* Alternate Care Sites

e g

* Communication Systems Supporting Essential

* Vital Systems and Equipment

* Vital Records

Functions

* Restoration and Recovery

15
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Eight Components of COOP

. * Essential Functions and Operations
mergency
Frep/Rule * Lines of Succession

* Delegation of Authority

* Alternate Care Sites

* Vital Systems and Equipment
* Vital Records

* Communication Systems Supporting Essential
Functions

* Restoration and Recovery

BUSINESS
CONTINUITY

E-009- Process for Collaboration

Process shall include cooperation and collaboration with

Emergency Emergency Preparedness officials:
Prep Rule
* Local
Process for
Collaboration (E-009) * Tribal Coopertive
Agreement
® Regional : Emergency
Prep Rule
« State Capabilties 2 g
* Federal

Surveyors will expect sufficient details documented to
verify the process. Will interview staff to verify process.

16
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Emergency
Prep Rule

Collaboration

- Coalition Participation
- Local First Responders

- Others

Process for
Collaboration (E-009)




Emergency
Prep Rule

Policies and Procedures
(E-013)
**commonly cited in UT

“All Hazards”
Emergency
Management

POLICIES
and
PROCEDURES

5/18/2022




5/18/2022

E-015 Provision of Subsistence Needs

Needs for staff and residents whether they evacuate or

Emergency shelter-in-place include but no limited to the following:

Prep Rule . . .
* Food, water, medical and pharmaceutical supplies

* Alternate sources of energy to maintain the following:

Develop and Maintain

Emergency Plan » Temperatures to protect patient health and safety and for the safe
(E-015) and sanitary storage of provisions
* Emergency lighting
“All Hazards” * Fire detection, extinguishing and alarm systems
Emergency » Sewage and waste disposal

Management
Should consider subsistence needs of volunteers, visitors

and others sheltering at the facility during an event

Facilities certified after 10/1/90- Temps 71 — 81 degrees F
** Medicare/Medicaid Certification date in front of plan **

* E-020- Evacuation

o Placement of signs, staff responsibilities & patients’ needs
o Protocols for non-compliant patient refusing to evacuate

Emergency * E-022- Sheltering

Prep Rule o Identification of safe & hardened areas in facility

* E-023- Medical Documentation
Other E-Tags o Maintain confidentiality, security & availability

* E-024- Volunteers / Emergency Staffing Strategies
Surge staffing- natural disasters & EID
o Interview leadership to explain use of volunteers & 4emergency
staffing strategies if volunteers aren’t utilized / Verify P&Ps

Recovery

Response

EVACUATION
\ GUIDELINES Y, SHELTER IN PLACE

19
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* E-025- Arrangement with other Facilities
o Focus on resident population
o Ensure receiving facility is appropriate for special needs
o Focus on continuity of care / services

Emergency o Agreements reviewed annuall
Prep Rule 2 Y

* E-026- 1135 Waiver

Other E-Tags o Role in the providing of care and treatment under waiver in
alternate care sites (ACS)
o Awareness of flexibilities exercised with or without waiver
o ASC Factors
o Emergency/disaster spread across a community
o Anticipated longevity of operating the ACS
o Level of the capacity the ACS can provide
o How the ACS correlates with the need for transfers and
discharge
o Planning for ACS is a proactive step to ensure continuity of
service
o Time limited- waives ONLY federal requirements; NOT state
requirements

Multiple Comms. Requirements

Emergency * E-029- Communication Plan
Prep Rule

* E-030- Names and Contact Information

Communications
Plan * E-031- Emergency Official Contact Information

* E-032- Primary/Alternate Means of Communication

20



Incident Management
Process

- Communications

LESSONS
LEARNED

Example of
Contingencies

- Charting

5/18/2022

Should the clinical leadership and IP be part of
communication planning?

Random Question...

If your facility’s EOP was developed without input
from nurse leadership, do you think resident-care
related issues and contingencies can be adequately
addressed?

21



E!E;
Emergency

Prep Rule

Other E-Tags

Recovery

Response

LESSONS
LEARNED

Review and Plan
Revision (E-039)

5/18/2022

* E- 033- Methods of Sharing Information
* E-034- Sharing Information on Occupancy/Needs
* E-035- LTC and ICF/IID Family Notification
* E-036- Emergency Prep Training and Testing
o Annual for LTC

* E-037- Emergency Prep Training Program

* E-039- Emergency Prep Testing Requirements

* E-041- LTC Emergency Power

* E-042- Integrated Health Systems

Plan Revisions

Analyze the LTC facility’s response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the LTC facility’s
emergency plan, as needed.

22
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| LESSONS
- LEARNED [Incident/

Exercise/
Real World Incidents Event Name] [Ye a r‘]
- COVID-19 — After Action
- Facility Emergency

- Disaster Re pO rt

- Drill & Exercises

[Pick the date]

[Author of the AAR] [Facility
Report Completed: [Date] Name]
yebolg cowbjereq: [pIrs] nswe]

[ynipol oy fps yygl [chm[)\

Should your entire leadership team be part of
all aspects of emergency planning and management?

Emergency Planning
and Management

o2

Planning

23
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Can a LTC effectively develop and utilize an “All
Hazards” EOP without the whole team?

Emergency Planning
and Management

Planning

CMS Memo- QS0-20-41-ALL
September 28, 2020

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

* Provided clarification on exercise definitions

o Full Scale Exercise (FSE)- multiple functions / multiple agencies

o Functional Exercise (FE)- individual functions / capabilities

o Mock Disaster Drill (Exercise of Choice)- validate specific function(s)
o Tabletop Exercise (Exercise of Choice)- discussion-based exercise

o Workshop (Exercise of Choice)- discussion focused on planning

* COVID-19 Exemption

o Facilities that activated the emergency plans are exempt from the next required full-scale
community-based or individual, facility-based functional exercise
O Must provide written documentation to verify that their emergency program was activated
o Incident Action Plans (IAP)
o IAP Meeting Minutes
o AAR or variation of an analysis of incident management

24



Review and Plan
Revision (E-039)

COVID-19 Exercise Exemption

* Additional Exemption- 6/21/21

{ESSONS
LEARNED

Review and Plan
Revision (E-039)

5/18/2022

Exercise of Choice (TTX) EXEMPT
(Conducted)

Full Scale Exercise Full Scale Exercise Workshop  Full Scale Exercise Exercise of Choice (TTX)
(Conducted) (Conducted) Emert gency (Due) (Due) (Due)

- |
RS |

November 2021

January 2019 November 2019 January 2020 November 2020  January 2021

EXEMPT

Exercise of Choice (TTX) Full Scale Exercise  Exercise of Chaice (TTX)  Full Scale Exercise
(Conducted) (Due) (Due) (Due)

Emergency
J Activation l J

X ]

November 2020 January 2021 November 2021

January 2020

25



Review and Plan
Revision (E-039)

Resource
Guidance

GUIDELINES

5/18/2022

COVID-19 Lessons
* Add resident and staff testing procedures to EOP

o Emergent Infectious Disease (EID) section

» Add visitation restriction protocols to EOP

* Development of good relationship with...
o Environmental Services
o Maintenance / Facilities Management
o Corporate support
o Health Care Coalition
o Nursing Home Association

* Emergency Bio-Hazard Waste Protocols

* Protocols for protracted emergencies & disasters

National Criteria for Evacuation
Decision-Making in Nursing Homes

AHCA. NCAL

Sample Policy for

Shelter In Place:
Planning Resource

Emergent

Infectious Diseases Guide for Nursing
for Skilled Nursing Homes

26



Commitment =
Readiness

-Time

- Human Resources
- Equipment

- Logistics

- Financial

Barriers

-Time

- Human Resources
- Equipment

- Logistics

- Financial

5/18/2022
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©

Culture

Interoperability

Continuity of
Services

5/18/2022




5/18/2022

Stan Szpytek, President

Firemarhsall0@aol.com

(708) 707-6363

FLS)

Fire and Life Safety, Ihc.

Jason Belden, EP Director

jbelden@cahf.org
(916) 432-5194
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop C2-21-16
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

Center for Clinical Standards and Quality/Quality, Safety & Oversight Group

Ref: QSO-20-41-ALL

DATE: September 28, 2020
TO: State Survey Agency Directors
FROM: Director

Quality, Safety & Oversight Group

SUBJECT: Guidance related to the Emergency Preparedness Testing Exercise
Requirements- Coronavirus Disease 2019 (COVID-19)

Memorandum Summary

o Emergency Preparedness Testing Exemption and Guidance - CMS regulations for
Emergency Preparedness require specific testing exercises be conducted to validate
the facility’s emergency program. During or after an actual emergency, the
regulations allow for an exemption to the testing requirements based on real world
actions taken by providers and suppliers.

« This worksheet presents guidance for surveyors, as well as providers and suppliers,
with relevant scenarios on meeting the testing requirements in light of many of the
response activities associated with the COVID-19 Public Health Emergency (PHE).

Background

On September 30, 2019, the Centers for Medicare & Medicaid Services (CMS) published the
Medicare and Medicaid Programs; Regulatory Provisions To Promote Program Efficiency,
Transparency, and Burden Reduction; Fire Safety Requirements for Certain Dialysis Facilities;
Hospital and Critical Access Hospital (CAH) Changes To Promote Innovation, Flexibility, and
Improvement in Patient Care Final Rule (84 FR 51732) which revised the requirements for
emergency preparedness.

Revisions in the Final Rule include:

e CMS removed the requirements for facilities to document efforts to contact local, tribal,
regional, State, and Federal emergency preparedness officials, and for facilities to
document their participation in collaborative and cooperative planning efforts;

e CMS revised cycles for review and updates requirements to the emergency preparedness
program. Specifically, all applicable providers and suppliers review their emergency
program biennially, except for Long Term Care (LTC) facilities, which will still be
required to review their emergency program annually.

e CMS revised training program requirements, specifically, that facilities develop and
maintain
a training program based on the facility’s emergency plan annually by requiring facilities
to provide training biennially (every 2 years) after facilities conduct initial training for
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their emergency program, except for LTC facilities, which will still be required to
provide training annually. However, additional training is required when the emergency
plan is significantly updated.

Additionally, the Final Rule revised the emergency preparedness testing exercise requirements.
As discussed in more detail below, the regulations allow for an exemption to the testing
requirements during or after an actual emergency. If a provider experiences an actual natural or
man-made emergency that requires activation of their emergency plan, inpatient and outpatient
providers will be exempt from their next required full-scale community-based exercise or
individual, facility-based functional exercise following the onset of the actual event. In light of
the PHE, CMS is clarifying the testing exercise requirements to ensure that surveyors, as well as
providers and suppliers, are aware of the exemption available based on activation of their
emergency plans.

Testing Exercise Definitions:

CMS defines the testing exercises required under the emergency preparedness regulations in two
categories. Specifically, 1) full-scale, functional and individual-facility based exercises as the
“required” exercises; and, 2) mock disaster drills, table-top exercises or workshops, as the
“exercises of choice”, which could also include the full-scale functional and individual-facility
based exercises. CMS further defines the exercises as follows:

Full-Scale Exercise (FSE): A full scale exercise is an operations-based exercise that typically
involves multiple agencies, jurisdictions, and disciplines performing functional (for example,
joint field office, emergency operation centers, etc.) and integration of operational elements
involved in the response to a disaster event, i.e. ““boots on the ground’” response activities (for
example, hospital staff treating mock patients).

Functional Exercise (FE): “FEs are designed to validate and evaluate capabilities, multiple
functions and/or sub-functions, or interdependent groups of functions. FEs are typically focused
on exercising plans, policies, procedures, and staff members involved in management, direction,
command, and control functions” as defined by DHS’s Homeland Security Exercise and
Evaluation Program (HSEEP).

Mock Disaster Drill (Exercise of Choice Only): A drill is a coordinated, supervised activity
usually employed to validate a specific function or capability in a single agency or organization.
Drills are commonly used to provide training on new equipment, validate procedures, or practice
and maintain current skills. For example, drills may be appropriate for establishing a community-
designated disaster-receiving center or shelter. Drills can also be used to determine if plans can
be executed as designed, to assess whether more training is required, or to reinforce best
practices. A drill is useful as a stand-alone tool, but a series of drills can be used to prepare
several organizations to collaborate in an FSE.

Table-top Exercise (TTX) (Exercise of Choice Only): A tabletop exercise involves key
personnel discussing simulated scenarios in an informal setting. TTXs can be used to assess
plans, policies, and procedures. A tabletop exercise is a discussion-based exercise that involves
senior staff, elected or appointed officials, and other key decision making personnel in a group
discussion centered on a hypothetical scenario. TTXs can be used to assess plans, policies, and
procedures without deploying resources.
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Workshop (Exercise of Choice Only): A workshop, for the purposes of this guidance, is a
planning meeting/workshop, which establishes the strategy and structure for an exercise program
as defined in HSEEP guidelines.

Changes Specific to Testing Exercise Requirements

For providers of inpatient services: The testing exercises were expanded to include workshops
as an exercise of choice. However these providers are still required to conduct two emergency
preparedness testing exercises annually.

Inpatient providers and suppliers include: Inpatient hospice facilities, Psychiatric Residential
Treatment Facilities (PRTFs), hospitals, long-term care (LTCs) facilities, Intermediate Care
Facilities for Individuals with Intellectual Disabilities (ICFs/IIDs), and Critical Access Hospitals
(CAHsS).

For providers of outpatient services: These providers must continue to test their program
annually, by participating in a community-based full-scale exercise (if available) or conduct an
individual facility-based functional exercise every other year. In the opposite years off the full-
scale exercise, the providers are required to conduct a testing exercise of their choice, which may
include either a community-based full-scale exercise (if available), an individual, facility-based
functional exercise, a drill, or a tabletop exercise or workshop that includes a group discussion
led by a facilitator.

Outpatient providers and suppliers include: Ambulatory Surgical Centers (ASCs),
freestanding/home-based hospice, Program for the All-Inclusive Care for the Elderly (PACE),
Home Health Agencies (HHAs), Comprehensive Outpatient Rehabilitation Facilities (CORFs),
Organizations (which include Clinics, Rehabilitation Agencies, and Public Health Agencies as
Providers of Outpatient Physical Therapy and Speech-Language Pathology Services),
Community Mental Health Clinics (CMHCs), Organ Procurement Organizations (OPOs), Rural
Health Clinics (RHCs), Federally Qualified Health Centers (FQHCSs), and End-Stage Renal
Disease (ESRD) facilities.

Exemption Based on Actual Natural or Man-made Emergency

The emergency preparedness regulations allow an exemption for providers or suppliers that
experience a natural or man-made event requiring activation of their emergency plan. On Friday,
March 13, 2020, the President declared a national emergency due to COVID-19 and
subsequently many providers and suppliers have activated their emergency plans in order to
address surge and coordinate response activities. Facilities that activate their emergency plans
are exempt from the next required full-scale community-based or individual, facility-based
functional exercise. Facilities must be able to demonstrate, through written documentation, that
they activated their program due to the emergency.

CMS requires facilities to conduct an exercise of choice annually for inpatient providers and
every two years for outpatient providers (opposite the year of the full-scale or facility-based
functional exercise). For the “exercise of choice,” facilities must conduct one of the testing
exercises below:
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Another full-scale exercise;
Individual-facility-based functional exercise;
Mock disaster drill; or

A tabletop exercise or workshop.

Facilities may need to conduct an exercise of choice following the current PHE if they were
required to conduct such an exercise this year and did not already do so. Facilities may choose to
conduct a table-top exercise (TTX) which could assess the facility’s response to COVID-19. This
may include but is not limited to, discussions surrounding availability of personal protective
equipment (PPE); isolation and quarantine areas for screening patients; or any other activities
implemented during the activation of the emergency plan. The emergency preparedness
provisions require that facilities assess and update their emergency program as needed.
Therefore, lessons learned and challenges identified in the TTX may allow a facility to adjust its
plans accordingly.

Conducting Assessments & Documentation

As a reminder, all providers and suppliers must continue to analyze their facility's response to
and maintain documentation of all drills, tabletop exercises, and activation of their emergency
plan. This would include documentation showing any revisions to the facility's emergency plan
as a result of the after action review process.

A future release of the State Operations Manual, Appendix Z will update the guidance.

Contact: Questions about this memorandum should be addressed to
QSOG_EmergencyPrep@cms.hhs.gov.

Effective Date: Immediately. This policy should be communicated to all survey and
certification staff, their managers and the State/Regional Office training coordinators
immediately.

Is/
David R. Wright

Attachment (s)- Emergency Preparedness Surveyor Worksheet

cc: Survey and Operations Group Management


mailto:QSOG_EmergencyPrep@cms.hhs.gov
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Emergency Preparedness Surveyor Worksheet
Requirements for Surveying for Testing Exercises Standard (d)(2)
Exemptions

Purpose: This worksheet presents guidance relevant to determining compliance with the testing
exemption following activation of emergency plans during actual emergency events. We note
that the testing requirements changed for inpatient and outpatient providers with the Medicare
and Medicaid Programs; Regulatory Provisions To Promote Program Efficiency, Transparency,
and Burden Reduction; Fire Safety Requirements for Certain Dialysis Facilities; Hospital and
Critical Access Hospital (CAH) Changes To Promote Innovation, Flexibility, and Improvement
in Patient Care Final Rule published on September 30, 2019
(https://www.govinfo.gov/content/pkg/FR-2019-09-30/pdf/2019-20736.pdf).

Requirement for Outpatient Providers

Requirement & Guidance: Outpatient providers must conduct a full-scale exercise (or
individual facility-based exercise when a full-scale is not available) every 2 years pursuant to
standard (d)(2) of their respective “Emergency Preparedness” regulation and in opposite years
conduct any one of the “exercises of choice,” which include another full-scale or individual
facility-based functional exercise, table top exercise, workshop, or mock drill.

The Exemption Clause: In the event a facility activates its emergency plan due to an actual
emergency, the outpatient provider would be exempt from engaging in its next required
community-based full-scale exercise or individual facility-based functional exercise following
the onset of the emergency event. Facilities must be able to demonstrate, through written
documentation, that they activated their emergency plan.

Outpatient Provider Scenarios

Scenario #1. Facility X conducted a full-scale exercise in January 2019 and a table-top exercise
for January 2020 (opposite year). In March 2020, Facility X activates its emergency
preparedness plan due to the COVID-19 Public Health Emergency (PHE).

When must the facility conduct its next required full-scale exercise? What is the exemption
based on the requirements?

Answer: The facility is exempt from the next scheduled exercise (January 2021 full-scale
exercise). It would then be required to complete their opposite year exercise of choice by
January 2022.

EXEMPT ) .
Exercise of Choice (TTX) Exercise of Choice (TTX)
Full Scale Exercise (Conducted) Full Scale Exercise (Bue)
{Conducted) (Due)
Emergency
} Activation J

| gl |

January 2019 January 2020 March 2020 January 2021 January 2022


https://www.govinfo.gov/content/pkg/FR-2019-09-30/pdf/2019-20736.pdf
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Scenario #2. Facility Y conducted a table top exercise in January 2019 as the exercise of choice
and conducted a full-scale exercise in January 2020. In March 2020, Facility Y activates its
emergency preparedness program due to the COVID-19 PHE.

When must the facility conduct its next required full-scale exercise? What is the exemption
based on the requirements?

Answer: The facility is exempt from the January 2022 full-scale exercise for that “annual year”.
However, the facility must conduct its exercise of choice by January 2021, and again in January
2023.

EXEMPT
Exercise of Choice (TTX) . Exercise of Choice (TTX
(Conducted) Full Scale Exercise (Due) (TTX) Full Scale Exercise
(Conducted) (Dus)
Emergency
i ‘ Activation l
January 2019 Januvary 2020 March 2020 January 2021 January 2022

Scenario #3. Facility Z conducted a table-top exercise in June 2019 (based on its annual cycle).
It is scheduled to conduct a full-scale exercise in June 2020. In March 2020, Facility Z activates
its emergency preparedness program due to the COVID-19 PHE.

When must the facility conduct its next required full-scale exercise? What is the exemption
based on the requirements?

Answer: The facility is exempt from the June 2020 scheduled full-scale exercise for that “annual
year” and is required to complete an exercise of choice in June 2021, and a following full-scale
exercise in June 2022. It is exempt from its next required full-scale or individual facility-based
exercise which would have been in June 2020.

EXEMPT
Exercise of Choice (TTX) Full Scale Exercise Exercise of Choice (TTX)  Full 5cale Exercise
(Conducted) (Due) (Due) (Due)

Emergency
l Activation J J
‘ March 2020 ‘ ‘

June 2019 June 2020 June 2021 June 2022
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Survey Steps for Determining Use of the Exemption Clause:

e Determine the facility’s annual cycle.

e For outpatient providers, ensure the facility has conducted one full-scale/functional
exercise within the 12-month period followed by an exercise of choice on opposite years,
dependent on the scenarios above.

e Ask the facility to describe the exemption to ensure understanding that exemption is
based on the scheduled next-required full-scale exercise, not the exercise of choice.

e Verify documentation evidence that the facility activated its emergency plan (in order to
determine whether the testing exemption is acceptable for use). Documentation may
include, but is not limited to, the following:

o
o
o

O 0O0Oo

Notice of activation to staff via electronic systems (alerts);

Proof of patient transfers and changes in daily operations based on the emergency;
Initiation of additional safety protocols, for example, mandate for use of personal
protective equipment (PPE) for staff, visitors and patients as applicable;
Coordination with state and local emergency officials;

Minutes of board/facility meetings;

1135 Waiver (individual or use of blanket flexibilities); or,

Incident command system related reports, such as situation reports or incident
action plans.

e Determine, based on the above examples, whether the facility is compliant with the
exemption clause and has conducted the appropriate required exercises.
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Requirement for Inpatient Providers

Requirement & Guidance: Inpatient providers must conduct a full-scale exercise (or individual
facility-based exercise when a full-scale is not available) annually pursuant to standard (d)(2) of
their respective “Emergency Preparedness” regulation, and also conduct any one exercise of the
“exercises of choice” which include another full-scale or individual facility-based exercise, table top
exercise, workshop or mock drill annually.

The Exemption Clause: In the event a facility activates its emergency program due to an actual
emergency, the inpatient provider would be exempt from engaging in its next required community-
based full-scale exercise or individual facility-based exercise following the onset of the emergency
event. Facilities must be able to demonstrate through written documentation, that they activated
their program due to the emergency.

Inpatient Provider Scenarios

Scenario #1. Facility X conducted a full-scale exercise in January 2019 and a table-top exercise as
their exercise of choice in November 2019. It also conducted another full-scale exercise in January
2020, and is scheduled to conduct its workshop in November 2020. In March 2020, Facility X
activates its emergency preparedness program due to the COVID-19 Public Health Emergency
(PHE).

When must the facility conduct its next required full-scale exercise? What is the exemption based
on the requirements?

Answer: Since the facility already conducted its full-scale requirement for 2020, it is only required
to conduct the scheduled workshop for November 2020. The facility is exempt from its next
required full-scale, in January 2021. However, the facility must still complete an exercise of choice
by November 2021.

Exercise of Choice (TTX) EXEMPT

(Conducted)

Full Scale Exercise Full Scale Exercise Workshop  Full Scale Exercise Exercise of Choice (TTX)
{Conducted) (Conducted) Emergency {Due) (Due) (Due)

| e l
R x

March 2020

January 2019 November 2019  January 2020 November 2020 January 2021 November 2021

Scenario #2. Facility Y conducted a table-top exercise in January 2020 as the exercise of choice and
is scheduled to conduct its full-scale exercise in November 2020. In March 2020, Facility Y
activates its emergency preparedness program due to the COVID-19 PHE.

When must the facility conduct its next required full-scale exercise? What is the exemption based
on the requirements?
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Answer: The facility is exempt from the November 2020 scheduled full-scale exercise for that
“annual year”. However, the facility must conduct both the full-scale and exercise of choice in 2021
based on its defined cycle (January 2021 and November 2021).

EXEMPT
Exercise odeho(ijce (TTx) Full Scale Exercise  Exercise of Choice (TTX) Full Scale Exercise
(Conducted) (Due) (Due) (Due)
Emergency
J Activation J J

X ]

January 2020 November 2020 Janvary 2021 November 2021

Survey Steps for Determining Use of the Exemption Clause:

e Determine the facility’s annual cycle.

e For inpatient providers, ensure the facility has conducted two required exercises within the
12-month period, dependent on the scenarios above.

e Ask the facility to describe the exemption to ensure understanding that exemption is based
on the scheduled next-required full-scale exercise, not the exercise of choice.

e Verify documentation evidence that the facility activated its emergency plan in order to
determine whether the testing exemption is acceptable for use. Documentation may include,
but is not limited to, the following:

o Notice of activation to staff via electronic systems (alerts);

o Proof of patient transfers and changes in daily operations based on the emergency;

o Initiation of additional safety protocols, for example, mandate for use of personal
protective equipment (PPE) for staff, visitors and patients as applicable;

Coordination with state and local emergency officials;

Minutes of board/facility meetings;

1135 Waiver (individual or use of blanket flexibilities); or,

Incident command system related reports, such as situation reports or incident action

plans.

e Determine based on the above examples, whether the facility is compliant with the
exemption clause and has conducted the appropriate required exercises.

©Oo0oo0o
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Sample Policy for Emergent Infectious
Diseases for

Skilled Nursing Care Centers

PURPOSE

To provide guidance to long term care providers on how to prepare for new or newly
evolved Infectious diseases whose incidence in humans has increased or threatens to
increase in the near future and that has the potential to pose a significant public health
threat and danger of infection to the residents, families and staff of the skilled nursing
center.

ASSUMPTIONS

This document contains general policy elements that are intentionally broad. It is
customizable depending the specific care center demographics, location, and current
disease threats. It is not comprehensive and does not constitute medical or legal advice.

Every disease is different. The local, state, and federal health authorities will be the
source of the latest information and most up to date guidance on prevention, case
definition, surveillance, treatment, and skilled nursing center response related to a
specific disease threat.

This document contains recommendations that may not be applicable to all types of
long term care facilities. Modifications should be made based upon the regulatory
requirements and the structure and staffing for the specific care setting.

GOAL

To protect our residents, families, and staff from harm resulting from exposure to an
emergent infectious disease while they are in our care center.
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1. General Preparedness for Emergent Infectious Diseases (EID)

a.

The care center’s emergency operation program will include a response plan for
a community-wide infectious disease outbreak such as pandemic influenza. This
plan will:
i. build on the workplace practices described in the infection prevention and
control policies
ii. include administrative controls (screening, isolation, visitor policies and
employee absentee plans
iii. address environmental controls (isolation rooms, plastic barriers
sanitation stations, and special areas for contaminated wastes)
iv. Address human resource issues such as employee leave
v. Be compatible with the care center’s business continuity plan

Clinical leadership will be vigilant and stay informed about EIDs around the
world. They will keep administrative leadership briefed as needed on potential
risks of new infections in their geographic location through the changes to
existing organisms and/or immigration, tourism, or other circumstances.

As part of the emergency operations plan, the care center will maintain a supply
of personal protective equipment (PPE) including moisture-barrier gowns, face
shields, foot and head coverings, surgical masks, assorted sizes of disposable N95
respirators, and gloves. The amount that is stockpiled will minimally be enough
for several days of center-wide care, but will be determined based on storage
space and costs.

The care center will develop plans with their vendors for re-supply of food,
medications, sanitizing agents and PPE in the event of a disruption to normal
business including an EID outbreak.

The care center will regularly train employees and practice the EID response
plan through drills and exercises as part of the centers emergency preparedness
training

2. Local Threat

a.

Once notified by the public health authorities at either the federal, state and/or
local level that the EID is likely to or already has spread to the care center’s
community, the care center will activate specific surveillance and screening as
instructed by Centers for Disease Control and Prevention (CDC), state agency
and/or the local public health authorities.
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The care center’s Infection Preventionist (IP) will research the specific signs,
symptoms, incubation period, and route of infection, the risks of exposure, and
the recommendations for skilled nursing care centers as provided by the CDC,
Occupational Health and Safety Administration (OSHA), and other relevant local,
state and federal public health agencies.

Working with advice from the care center’s medical director or clinical
consultant, safety officer, human resource director, local and state public health
authorities, and others as appropriate, the IP will review and revise internal
policies and procedures, stock up on medications, environmental cleaning
agents, and personal protective equipment as indicated by the specific disease
threat.

Staff will be educated on the exposure risks, symptoms, and prevention of the
EID. Place special emphasis on reviewing the basic infection prevention and
control, use of PPE, isolation, and other infection prevention strategies such as
hand washing.

If EID is spreading through an airborne route, then the care center will activate
its respiratory protection plan to ensure that employees who may be required to
care for a resident with suspected or known case are not put at undue risk of
exposure.

Provide residents and families with education about the disease and the care
center’s response strategy at a level appropriate to their interests and need for
information.

Brief contractors and other relevant stakeholders on the care center's policies
and procedures related to minimizing exposure risks to residents.

Post signs regarding hand sanitation and respiratory etiquette and/or other
prevention strategies relevant to the route of infection at the entry of the care
center along will the instruction that anyone who sick must not enter the
building.

To ensure that staff, and/or new residents are not at risk of spreading the EID
into the care center, screening for exposure risk and signs and symptoms may be
done PRIOR to admission of a new resident and/or allowing new staff persons to
report to work.
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j. Self-screening — Staff will be educated on the care center’s plan to control
exposure to the residents. This plan will be developed with the guidance of
public health authorities and may include:

i. Reporting any suspected exposure to the EID while off duty to their

supervisor and public health.

ii. Precautionary removal of employees who report an actual or suspected
exposure to the EID.

iii. Self-screening for symptoms prior to reporting to work.

iv. Prohibiting staff from reporting to work if they are sick until cleared to do
so by appropriate medical authorities and in compliance with appropriate
labor laws.

k. Self-isolation - in the event there are confirmed cases of the EID in the local
community, the care center may consider closing the care center to new
admissions, and limiting visitors based on the advice of local public health
authorities.

|.  Environmental cleaning - the care center will follow current CDC guidelines for
environmental cleaning specific to the EID in addition to routine cleaning for the
duration of the threat.

m. Engineering controls — The care center will utilize appropriate physical plant
alterations such as use of private rooms for high-risk residents, plastic barriers,
sanitation stations, and special areas for contaminated wastes as recommended
by local, state, and federal public health authorities.

3. Suspected case in the care center

a. Place a resident or on-duty staff who exhibits symptoms of the EID in an isolation
room and notify local public health authorities.

b. Under the guidance of public health authorities, arrange a transfer of the
suspected infectious person to the appropriate acute care center via emergency
medical services as soon as possible.

c. Ifthe suspected infectious person requires care while awaiting transfer, follow
care center policies for isolation procedures, including all recommended PPE for
staff at risk of exposure.
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Keep the number of staff assigned to enter the room of the isolated person to a
minimum. Ideally, only specially trained staff and prepared (i.e. vaccinated,
medically cleared and fit tested for respiratory protection) will enter the
isolation room. Provide all assigned staff additional “just in time” training and
supervision in the mode of transmission of this EID, and the use of the
appropriate PPE.

If feasible, ask the isolated person to wear a facemask while staff is in the room.
Provide care at the level necessary to address essential needs of the isolated
individual unless it advised otherwise by public health authorities.

Conduct control activities such as management of infectious wastes, terminal
cleaning of the isolation room, contact tracing of exposure individuals, and
monitoring for additional cases under the guidance of local health authorities,
and in keeping with guidance from the CDC.

Implement the isolation protocol in the care center (isolation rooms, cohorting,
cancelation of group activities and social dining) as described in the care center’s
infection prevention and control plan and/or recommended by local, state, or
federal public health authorities.

Activate quarantine interventions for residents and staff with suspected
exposure as directed by local and state public health authorities, and in keeping
with guidance from the CDC.

4. Employer Considerations

a.

Management will consider its requirements under OSHA, (Center for Medicare and
Medicaid (CMS), state licensure, Equal Employment Opportunity Commission
(EEOC), American Disabilities Act (ADA) and other state or federal laws in
determining the precautions it will take to protect its residents. Protecting the
residents and other employees shall be of paramount concern. Management shall
take into account:

i. The degree of frailty of the residents in the care center;
ii. The likelihood of the infectious disease being transmitted to the residents
and employees;
iii. The method of spread of the disease (for example, through contact with
bodily fluids, contaminated air, contaminated surfaces)




AHCA. NCAL.

AMERICAN HEALTH CARE ASSOCIATION NATIONAL CENTIR FOR ASSISTID UWING

iv. The precautions which can be taken to prevent the spread of the
infectious disease and
v. Other relevant factors

Once these factors are considered, management will weigh its options and
determine the extent to which exposed employees, or those who are showing signs
of the infectious disease, must be precluded from contact with residents or other
employees.

Apply whatever action is taken uniformly to all staff in like circumstances.

Do not consider race, gender, marital status, country of origin, and other protected
characteristics unless they are documented as relevant to the spread of the disease.

Make reasonable accommodations for employees such as permitting employees to
work from home if their job description permits this.

Generally, accepted scientific procedures, whenever available, will be used to
determine the level of risk posed by an employee.

Permit employees to use sick leave, vacation time, and FMLA where appropriate
while they are out of work.

Permit employees to return to work when cleared by a licensed physician,
however, additional precautions may be taken to protect the residents.

Employees who refuse at any time to take the precautions set out in this and other
sections of this policy may be subject to discipline.

5. Definitions

Emerging Infectious disease -- Infectious diseases whose incidence in humans has increased in

the past two decades or threatens to increase in the near future have been defined as
"emerging." These diseases, which respect no national boundaries, include:

I. New infections resulting from changes or evolution of existing organisms
Ii. Known infections spreading to new geographic areas or populations
iii. Previously unrecognized infections appearing in areas undergoing ecologic
transformation
Iv. Old infections reemerging as a result of antimicrobial resistance in known
agents or breakdowns in public health measures
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Pandemic -- A sudden infectious disease outbreak that becomes very widespread and affects a
whole region, a continent, or the world due to a susceptible population. By definition, a true
pandemic causes a high degree of mortality.

Isolation — Separation of an individual or group who is reasonably suspected to be infected with
a communicable disease from those who are not infected to prevent the spread of the disease.
Quarantine — Separation of an individual or group reasonably suspected to have been exposed
to a communicable disease but who is not yet ill (displaying signs and symptoms) from those
who have not been so exposed to prevent the spread of the disease.

Helpful Websites

https://www.osha.gov/Publications/influenza pandemic.html
http://www.cahfdisasterprep.com/PreparednessTopics/Pandemiclnfluenza.aspx
http://emergency.cdc.gov/coca/index.asp

http://emergency.cdc.gov/health-professionals.asp
http://emergency.cdc.gov/recentincidents/
http://www.nebraskamed.com/biocontainment-unit/ebola
https://cdc.train.org/DesktopShell.aspx?tabld=62&goto=browse&browse=learningseries&lookfo
r=2177

Ebola Online Resources

CDC Ebola Resources for State and Local Public Health Partners

CDC resources include updated personal protective equipment (PPE) guidance for health care
personnel (http://www.cdc.gov/vhf/ebola/healthcare-

us/ppe/guidance.html & http://www.cdc.gov/vhf/ebola/healthcare-us/ppe/guidance-clinically-
stable-puis.html) and an Ebola Concept of Operations (ConOps) planning template
(http://www.cdc.gov/phpr/documents/ebola-concept-of-operations-planning-template-8-20-
2015.pdf

& http://www.cdc.gov/phpr/coopagreement.htm).

¢ Updated Case Counts<http://www.cdc.gov/vhf/ebola/outbreaks/2014-west-
africa/index.html> (From WHO Situation Reports) — August 28, 2015

* Frequently Asked Questions for Guidance on Personal Protective Equipment to Be Used by
Healthcare Workers During Management of Patients with Confirmed Ebola or Persons Under
Investigation (PUI) for Ebola Who are Clinically Unstable or have Bleeding, Vomiting or Diarrhea
in U.S. Hospitals, Including Procedures for Donning and
Doffing<http://www.cdc.gov/vhf/ebola/healthcare-us/ppe/fag.html> - August 27, 2015



https://www.osha.gov/Publications/influenza_pandemic.html#high_exposure_risk
http://www.cahfdisasterprep.com/PreparednessTopics/PandemicInfluenza.aspx
http://emergency.cdc.gov/coca/index.asp
https://www.osha.gov/Publications/influenza_pandemic.html
http://emergency.cdc.gov/recentincidents/
http://www.nebraskamed.com/biocontainment-unit/ebola
https://cdc.train.org/DesktopShell.aspx?tabId=62&goto=browse&browse=learningseries&lookfor=2177
https://cdc.train.org/DesktopShell.aspx?tabId=62&goto=browse&browse=learningseries&lookfor=2177
http://www.cdc.gov/vhf/ebola/healthcare-us/ppe/guidance.html
http://www.cdc.gov/vhf/ebola/healthcare-us/ppe/guidance.html
http://www.cdc.gov/vhf/ebola/healthcare-us/ppe/guidance-clinically-stable-puis.html
http://www.cdc.gov/vhf/ebola/healthcare-us/ppe/guidance-clinically-stable-puis.html
http://www.cdc.gov/phpr/documents/ebola-concept-of-operations-planning-template-8-20-2015.pdf
http://www.cdc.gov/phpr/documents/ebola-concept-of-operations-planning-template-8-20-2015.pdf
http://www.cdc.gov/phpr/coopagreement.htm
http://www.cdc.gov/vhf/ebola/outbreaks/2014-west-africa/index.html
http://www.cdc.gov/vhf/ebola/outbreaks/2014-west-africa/index.html
http://www.cdc.gov/vhf/ebola/healthcare-us/ppe/faq.html

LONG TERM CARE

EMERGENCY PREPAREDNESS WORKSHEET

1. DATE OF SURVEY

2. NAME OF FACILITY

3. PROVIDER NUMBER LTC Number

4. SURVEYOR

5. SURVEYOR ID

TAG # TITLE MET NOT MET

E -

0001 Establishment of the Emergency Program (EP)

Reg Text: The LTC facility must comply with all applicable Federal, State and local EP requirements. The LTC facility must establish and maintain a
comprehensive EP program that meets the requirements of this section.The EP program must include, but not be limited to, the following elements:

Survey Procdure: Interview facility leadership and ask them to describe the facility's EP program. Ask to see the facility's written policy and documentation on the EP

program. Pages 5-6 (also see page 3 for definitions)
TAG # TITLE MET NOT MET
E-

0004 Develop and Maintain EP Program

Reg Text: (a) Emergency Plan. The LTC facility must develop and maintain an EP plan that must be reviewed, and updated at least annually.

Survey Procedure: Verify the facility has an emergency plan by asking to see a copy of the plan; Ask facility leadership to identify the hazards that were identified in
the facility's risk assessment and how the risk assessment was conducted. Review plan to verify it contains all the required elements. Verify that the plan if reviewed

and updated annually. Page 8
TAG # TITLE MET NOT MET
E -

0006 Maintain and Annual EP Updates

Reg Text: (1) Be based on and include a documented, facility-based and community-based risk assessment, utilizing an all-hazards approach, including
missing residents. (2) Include strategies for addressing emergency events identified by the risk assessment.

Survey Process: Ask to see the written documentation of the facility's risk assessment and associated strategies; Interview the facility leadership and ask which
hazards were included in the risk assessment and why; How was the risk assessment was conducted; Verify the risk-assessment is based on an all-hazards

approach specific to the geographic location of the facility and encompasses potential hazards. Pages 10-11
TAG # TITLE MET NOT MET
E - . .
EP Program Patient Population
0007 ¢ P

Reg Text: (3) Address patient/client population, including, but not limited to, persons at-risk; the type of services the LTC facility has the ability to
provide in an emergency; and continuity of operations, including delegations of authority and succession plans.

Survey Process: Interview leadership and ask them to describe the following; The facility's patient population that would be at risk in an emergency; Strategies the
facility has put in place to address the needs of at risk or vulnerable patient populations; Services that the facility would be able to provide during an emergency; How
the facility plans to continue operations during an emergency; and Delegations of authority and succession plans. _Page 12

TAG # TITLE MET NOT MET

E -

0009 Process for EP Collaboration

Reg Text: (4) Include a process for cooperation and collaboration with local, tribal, regional, State, and Federal EP officials' efforts to maintain an
integrated response during a disaster or emergency situation, including documentation of the LTC facility's efforts to contact such officials and, when
applicable, of its participation in collaborative and cooperative planning efforts.

Survey Procedure: Interview facility leadership and ask them to describe their process for ensuring cooperation and collaboration with local, tribal, regional, state and
Federal emergency preparedness officials' efforts to ensure an intergrated response during a disaster or emergency situation. Ask for documentation of the facility's
efforts to contact such officials and, when applicable, its participation in collaborative and coooperative planning efforts. Pages 15-16

TAG # TITLE MET NOT MET

E -

Development of EP Polici nd Pr r
0013 evelopment o olicies and Procedures

Reg Text: (b) Policies and procedures. LTC facilities must develop and implement EP policies and procedures, based on the emergency plan set forth
in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, and the communication plan at paragraph (c) of this section. The
policies and procedures must be reviewed and updated at least annually.

Disclaimer: This is a work sheet to assist the survey process and is not a comprehensive listing of the requirements under the Emergency Planning requirements.



Survey Procedure: Review the written policies and procedures which address the facility's emergency plan and verify: Policies and procedures were developed
based on the facility and community based risk assessment and communitcations plan, utilizing and all-hazards approach. Ask to see documentation that verifies the

policies and procedures have been reviewed and updated on an annual basis. Pages 18-20
TAG # TITLE MET NOT MET
E -

0015 Subsistence needs for staff and patients

Reg Text: At a minimum, the policies and procedures must address the following:

(1) The provision of subsistence needs for staff and patients whether they evacuate or shelter in place, include, but are not limited to the following:
(i) Food, water, medical and pharmaceutical supplies

(i) Alternate sources of energy to maintain the following:

(A) Temperatures to protect patient health and safety and for the safe and sanitary storage of provisions.

(B) Emergency lighting.

(C) Fire detection, extinguishing, and alarm systems.

(D) Sewage and waste disposal.

Survey Procedure: Verify the emergency plan includes policies and procedures for the provision of subsistence needs including, but not limited to food, water and
pharmaceutical supplies for residents and staff by reviewing the plan. Verify the emergency plan includes policies and procedures to ensure adequate alternate
energy sources necessary to maintain: Temperatures to protect resident health and safety and for the safe and sanitary storage of provisions; emergency lighting and
fire protection, extinguishing and alarm systems. Verify the emergency plan includes policies and procedures to provide for sewage and waste disposal.

Pages 21-24

TAG # TITLE MET NOT MET
051-8 Procedures for Tracking of Staff and Patients

Reg Text: (2) A system to track the location of on-duty staff and sheltered patients in the LTC facility’s care during an emergency. If on-duty staff and
sheltered patients are relocated during the emergency, the LTC facility must document the specific name and location of the receiving facility or other
location.

Survey Process: Ask the staff to describe and/or demonstrate the tracking system used to document locations of the residents and staff. Verifiy that the tracking

system is documented as part of the facilities' emergency plan policies and procedures. Pages 26-27
TAG # TITLE MET NOT MET
E-

0020 Policies and Procedures including Evacuation

Reg Text: Safe evacuation from the LTC facility, which includes consideration of care and treatment needs of evacuees; staff responsibilities;
transportation; identification of evacuation location(s); and primary and alternate means of communication with external sources of assistance.

Survey Process: Review the emergency plan to verify it includes policies and procedures for safe evacuation from the facility and that it includes all of the required

elements. Pages 29-30
TAG # TITLE MET NOT MET
E - - .
Polici nd Pr res for Shelterin
0022 olicies and Procedures for Sheltering

Reg Text: (4) A means to shelter in place for patients, staff, and volunteers who remain in the LTC facility.

Survey Process: Verify the emergency plan includes policies and procedures for how it will provide a means to shelter in place for residents, staff and volunteers who
remain in a facility. Review the policies and procedures for sheltering in place and evaluate if they aligned with the facility's emergency plan and risk assessment.
Pages 32-33

TAG # TITLE MET NOT MET

E -

0023 Policies and Procedures for Medical Docs.

Reg Text: (5) A system of medical documentation that preserves patient information, protects confidentiality of patient information, and secures and
maintains availability of records.

Survey Process: Ask to see a copy of the policies and precedures that documents the medical record documentation system the facility has developed to preserve

patient information, protects confidentiality of patient information, and secures and maintains availibility of records. Pages 32-33
TAG # TITLE MET NOT MET
E-

0024 Policies and Procedures for Volunteers

Reg Text: (6) The use of volunteers in an emergency or other emergency staffing strategies, including the process and role for integration of State and
Federally designated health care professionals to address surge needs during an emergency.

Survey Process: Verify the facility has included policies and procedures for the use of volunteers and other staffing strategies in its emergency plans. Pages 34-35
(Use of PHS, DOD, NDMS, MRC members as well as ESAR-VHP members.)

Disclaimer: This is a work sheet to assist the survey process and is not a comprehensive listing of the requirements under the Emergency Planning requirements.




TAG # TITLE MET NOT MET

E -

0025 Arrangement with other Facilities

Reg Text: (7) The development of arrangements with other LTC facilities and other providers to receive patients in the event of limitations or cessation of operations
to maintain the continuity of services to facility patients.

Survey Process: Ask to see copies of the arrangements and/or any agreements the facilty has with other facilities to receive patients in the event the facility is not
able to care for them during an emergency. Ask facility leadership to explain the arrangements in place for transportation in the event of an evacuation.

Pages 36-37

TAG # TITLE MET NOT MET

E -

Roles under a Waiver Declared by Secretar
0026 y y

Reg Text: (8) The role of the LTC facility under a waiver declared by the Secretary, in accordance with section 1135 of the Act, in the provision of care and treatment
at an alternate care site identified by emergency management officials.

Survey Process: Verify the facility has included policies and procedures in its emergency plan describing the facility's role in providing care and treatment at alternate

sites under an 1135 wavier. Pages 36-37
TAG # TITLE MET NOT MET
E- Development of Communication Plan
0029

Reg Text: (c) The LTC facility must develop and maintain an EP communication plan that complies with Federal, State and local laws and must be reviewed and
updated at least annually.

Survey Process: Verify that the facility has a written communications plan by asking to see the plan. Ask to see evidence that the plan has been reviewed (and

updated as necessary) on an annual basis. Page 40-41
TAG # TITLE MET NOT MET
E - |Names and Contact Information
0030

Reg Text: The communication plan must include all of the following:
(1) Names and contact information for the following:

(i) Staff.

(i) Residents' physicians

(iv) Other LTC facilities.

(v) Volunteers.

Survey Process: Verify that all required contacts are included in the communications plan by asking to see a list of the contacts with their contact information. Verify

that all contact information has been reviewed and updated at least annually by asking to see evidence of the annual review. Pages 43-44
TAG # TITLE MET NOT MET
E- Emergency Officials Contact Information
0031
Reg Text: (2) Contact information for the following: 0]

Federal, State, tribal, regional, or local emergency preparedness staff.
(i) The State Licensing and Certification Agency.

(iii) The Office of the State Long-Term Care Ombudsman.

(iv) Other sources of assistance.

Survey Process: Verify that all required contacts are included in the communications plan by asking to see a list of the contacts with their contact information. Verify

that all contact information has been reviewed and updated at least annually by asking to see evidence of the annual review. Pages 44-45
TAG # TITLE MET NOT MET
E -

Primary/Alternate Means for Communication
0032 y

Reg Text: (3) Primary and alternate means for communicating with the following:
(i) LTC facility's staff.
(i) Federal, State, tribal, regional, and local emergency management agencies.

Survey Process: Verify the communications plan includes primary and alternate means for communicating with facility staff, Federal, State, tribal and local
emergency management agencies by reviewing the communications plan. Ask to see the communications equipment or communications systems listed in the plan.

Pages 45-46

g requirements.



TAG # TITLE MET NOT MET

E -

0033 Methods for Sharing Information

Reg Text: (4) A method for sharing information and medical documentation for residents under the LTC facility's care, as necessary, with other health providers to
maintain the continuity of care.

(5) A means, in the event of an evacuation, to release patient information as permitted under 45 CFR 164.510(b)(1)(ii).

(6) A means of providing information about the general condition and location of residents under the facility's care as permitted under 45 CFR 164.510(b)(4).

Survey Process: Verify the communication plan includes a method for sharing information and medical documentation for patients under the facility's care, as
necessary, with other health providers to maintain the continuity o f care by reviewing the communications plan. Verify the facility has developed policies and
procedures that addresss the means the facility will use to release patient information to include the general condition and location of patients, by reviewing the

communications plan. Pages 46-47
TAG # TITLE MET NOT MET
E-

Sharing Information on Occupancy/Needs
0034

Reg Text: (7) A means of providing information about the LTC facility’s occupancy, needs, and its ability to provide assistance, to the authority having jurisdiction, the
Incident Command Center, or designee.

Survey Process: Verify the communications plan includes a means of provicing information about the facility's needs, and its ability to provide assistance, to the
authority having jurisdication, the Incident Command Center, or designee by reviewing the communication plan. For hospitals, CAHs, RNHCls, inpatient hospices,
PRTFs, LTC facilities, and ICF/IIDs, also verify if the communication plan includes a means of providing information about their occupancy.

Pages 48-50

TAG # TITLE MET NOT MET

E -

LTC and ICF/IID Family Notifications
0035 Y

Reg Text: (8) A method for sharing information from the emergency plan, that the facility has determined is appropriate, with residents and their families or
representatives.

Survey Process: ¢ Ask staff to demonstrate the method the facility has developed for sharing the emergency plan with the residents or clients and their families or
representatives. ¢ Interview residents or clients and their families or representatives and ask them if they have been given information regarding the facility’s
emergency plan. « Verify the communication plan includes a method for sharing information from the emergency plan, and that the facility has determined it is

appropriate with residents or clients and their families or representatives by reviewing the plan. Page 50-51
TAG # TITLE MET NOT MET
E -

0036 Emergency Prep Training and Testing

Reg Text: (d) Training and testing. The LTC facility must develop and maintain an EP training and testing program that is based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, policies and procedures at paragraph (b) of this section, and the communication plan
at paragraph (c) of this section. The training and testing program must be reviewed and updated at least annually.

Survey Process: Verify that the facility has a written training and testing program that meets the requirements of the regulation. Verify the program has been
reviewed and updated on, at least, an annual basis by asking for coumentation of the annual review as well as any updates made. Verifiy that ICF/IID emergency

plans also meet the requirements for evacuaton drills and training at 483.470(i). Pages 50-51
TAG # TITLE MET NOT MET
E -

Emergency Prep Training Program
0037 gency p [¢] g

Reg Text: (1) Training program. The LTC facility must do all of the following:

(i) Initial training in emergency preparedness policies and procedures to all new and existing staff, individuals providing services under arrangement, and volunteers,
consistent with their expected roles.

(i) Provide EP training at least annually.

(iii)y Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency procedures.

Survey Process: Ask for copies of the facility's initial emergency preparedness, training and annual emergency preparedness training offerings. Interview various
staff and ask questions regarding the faccility's initial and annual training course, to verify staff knowledge of emergenccy procedures. Review a sample of staff
training files to verify staff have recieved initial and annual emergency preparednesss training. Pages 53-56

Mg TequiTenTents:



TAG # TITLE MET NOT MET

E -

Emergency Prep Testing Requirements
0039 gency Prep g Req

Reg Text: (2) Testing. The LTC facility must conduct exercises to test the emergency plan at least annually, including unannounced staff drills using the emergency
procedures. The LTC facility must do all of the following:

(i) Participate in a full-scale exercise that is community-based or when a community-based exercise is not accessible, an individual, facility-based. If the LTC facility
experiences an actual natural or man-made emergency that requires activation of the emergency plan, the LTC facility is exempt from engaging in a community-based
or individual, facility-based full-scale exercise for 1 year following the onset of the actual event.

(ii) Conduct an additional exercise that may include, but is not limited to the following:

(A) A second full-scale exercise that is community-based or individual, facility-based.

(B) A tabletop exercise that includes a group discussion led by a facilitator, using a narrated, clinically-relevant emergency scenario, and a set of problem statements,
directed messages, or prepared questions designed to challenge an emergency plan.

(iii) Analyze the LTC facility's response to and maintain documentation of all drills, tabletop exercises, and emergency events, and revise the LTC facility's emergency
plan, as needed.

Survey Process: Ask to see ddocumentation of the annual tabletop and full scale exercises (which may include, but is not limited to, the exercise plan, the AAR, and
any additional documentation used by the facility to support the exercise). Ask to see the documentation of the facility's efforts to identify a full-scale community based
exercise if they did not participate in one (i.e., date and personnel and agencies contacted and the reasons for the inability to participate in a community based
exercise). Request documentation of the facility's analysis and response and how the facility updated its emergency program based on this analysis.

Pages 59-61

TAG # TITLE MET NOT MET

E -

Hospital CAH and LTC Emergency Power
0041

Reg Text: (e) Emergency and standby power systems. The [LTC facility and the CAH] must implement emergency and standby power systems based on the
emergency plan set forth in paragraph (a) of this section.

(e)(1) Emergency generator location. The generator must be located in accordance with the location requirements found in the Health Care Facilities Code (NFPA 99),
Life Safety Code (NFPA 101), and NFPA 110, when a new structure is built or when an existing structure or building is renovated.

(e)(2) Emergency generator inspection and testing. The LTC facility must implement the emergency power system inspection, testing, and maintenance requirements
found in the Health Care Facilities Code, NFPA 110, and Life Safety Code.

(e)(3) Emergency generator fuel. LTC facilities that maintain an onsite fuel source to power emergency generators must have a plan for how it will keep emergency
power systems operational during the emergency, unless it evacuates.

Survey Process: Verify that the hospital, CAH and LTC facility has the required emergency and standby power systems to meet the requirements of the facility’s
emergency plan and corresponding policies and procedures.

» Review the emergency plan for “shelter in place” and evacuation plans. Based on those plans, does the facility have emergency power systems or plans in place to
maintain safe operations while sheltering in place?

« For hospitals, CAHs and LTC facilities which are under construction or have existing buildings being renovated, verify the facility has a written plan to relocate the
EPSS by the time construction is completed

 For new construction that takes place between November 15, 2016 and is completed by November 15, 2017, verify the generator is located and installed in
accordance with NFPA 110 and NFPA 99 when a new structure is built or when an existing structure or building is renovated. The applicability of both NFPA 110 and
NFPA 99 addresses only new, altered, renovated or modified generator locations.

« Verify that the hospitals, CAHs and LTC facilities with an onsite fuel source maintains it in accordance with NFPA 110 for their generator, and have a plan for how to

keep the generator operational during an emergency, unless they plan to evacuate. Pages 63-67
TAG # TITLE MET NOT MET
E- Integrated Health Systems
0042

Reg Text: (f) Integrated healthcare systems. If a LTC facility is part of a healthcare system consisting of multiple separately certified healthcare facilities that elects to
have a unified and integrated emergency preparedness program, the LTC facility may choose to participate in the healthcare system's coordinated emergency
preparedness program.

If elected, the unified and integrated EP program must do all of the following:

(1) Demonstrate that each separately certified facility within the system actively participated in the development of the unified and integrated EPprogram.

(2) Be developed and maintained in a manner that takes into account each separately certified facility's unique circumstances, patient populations, and services
offered.

(3) Demonstrate that each separately certified facility is capable of actively using the unified and integrated EP program and is in compliance with the program.

(4) Include a unified and integrated emergency plan that meets the requirements of paragraphs (a)(2), (3), and (4) of this section. The unified and integrated
emergency plan must also be based on and include the following:

(i) A documented community-based risk assessment, utilizing an all-hazards approach.

(i) A documented individual facility-based risk assessment for each separately certified facility within the health system, utilizing an all-hazards approach.

(5) Include integrated policies and procedures that meet the requirements set forth in paragraph (b) of this section, a coordinated communication plan, and training
and testing programs that meet the requirements of paragraphs (c) and (d) of this section, respectively.

Survey Process: « Verify whether or not the facility has opted to be part of its healthcare system’s unified and integrated emergency preparedness program. Verify
that they are by asking to see documentation of its inclusion in the program. « Ask to see documentation that verifies the facility within the system was actively involved
in the development of the unified emergency preparedness program. * Ask to see documentation that verifies the facility was actively involved in the annual reviews of
the program requirements and any program updates. * Ask to see a copy of the entire integrated and unified emergency preparedness program and all required
components (emergency plan, policies and procedures, communication plan, training and testing program). « Ask facility leadership to describe how the unified and
integrated emergency preparedness program is updated based on changes within the healthcare system such as when facilities enter or leave the system.

REASRELTE: is a work sheet to assist the survey process and is not a comprehensive listing of the requirements under the Emergency Planning requirements.
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Preface

This national guide for evacuation decision-making in nursing homes is one of several tools
developed through a two-year grant funded by the John A. Hartford Foundation to the Florida
Health Care Association Education and Development Foundation. The project’s overall goal is to
ensure the safety and quality of care of frail elders living in nursing homes during a natural disaster.
Partners in the project include the University of South Florida, the Florida Department of Health
Office of Emergency Operations and the Florida Health Care Association Disaster Preparedness
Committee. Many national experts and advisors in long-term care, emergency management, ethics,
and transportation have also contributed greatly to this work. The Hartford-funded project will
produce several additional products, which will be available in the fall of 2008, including an
emergency management software application specifically for nursing homes and a long-term care
facility translation of the national Incident Command System. Additional information about this

project is provided at the end of this guide.

Readers of this document are encouraged to use and disseminate this information widely, with
proper acknowledgement and citation of the source. In addition, we request that you complete and
return the Reader Feedback and Utilization Survey on the following page. The information you
provide will be used to develop and disseminate future updates to the guide.

Citation: Florida Health Care Education and Development Foundation, 2008, National

Criteria for Evacuation Decision-Making in Nursing Homes, developed through a project funded

by the John A. Hartford Foundation. For further information, please visit www.fhea.org.
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Florida Department of Health
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Evacuation Decision-Making
Reader Feedback and Utilization Survey

Thank you for using the National Criteria for Evacuation Decision-Making in Nursing Homes. To gather
valuable feedback and learn more about how and where the criteria are being used, we need you to
complete the following brief survey. Those who complete the survey will automatically receive updates
about the Hurricane and Disaster Preparedness for Long-Term Care project funded by the John A.
Hartford Foundation.

Please email, mail or fax your completed survey to:
Hurricane and Disaster Preparedness for Long Term Care
Florida Health Care Association
PO Box 1459, Tallahassee, FI. 32302
Telephone (850) 224-3907
Email: ahenkel@fhca.org Fax (850) 224-9155

Name: Title:

Organization:

Address:

City/State/Zip:

Tele.: Email:

How did you obtain a copy of the National Criteria for Evacuation Decision-Making in Nursing Homes?

On a scale of 1 to 4, where 1 represents “Extremely

» « » i Not ,
useful” & 4 represents Not useful at all s c1rcfle the | Extremely = Vetry | Somewhat wsefular | DOPt
response to indicate the usefulness of this guide. useful useful useful all Know
If no opinion, please circle “don’t know.”

1. As a decision-making tool for evacuation of 1 2 3 4 Don’t
Nursing Homes? know
1 2 3 4 Don’t
2. For training long-term care staff? know
1 2 3 4 Don’t
3. For training staff in other LTC organizations? know
4. To help the resident family members understand 1 2 3 4 Don’t
evacuation decision-making? know

5. To share with others outside of LTC to improve
understandir}g of evacuation decision-making? 1 2 3 4 Don’t
Please describe: know

Please describe other ways you have used or intend to use this guide:

Please provide any comments you may have about the guide in the space below and/or on an
additional page.

Thank you.
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Overview

Overview

The evacuation of a nursing home is an extremely serious undertaking with inherent risks to the
residents the facility seeks to protect. The mass movement of persons during an emergency event who
are often extremely frail, bed-ridden, comatose, cognitively impaired, and/or dependent upon
ventilators or intravenous feeding or hydration equipment has considerable health implications.
Nursing home residents have higher disaster-associated risks than other populations. Moving them
out of harm’s way may well become a community imperative. As practitioners providing care for the
frail elderly and persons with disabilities, nursing homes have a moral, legal, and professional
responsibility to plan and prepare for emergency operations, including the decision to evacuate or

shelter-in-place.

In addition to moving residents to safety, the evacuation of a nursing home also includes moving
medical records, medications, medical equipment, disposable products, and food and water. Further,
staff must also be available to move with the residents to the destination location. Evacuation of a
nursing home is time-consuming, complex, and expensive and must be thoughtfully addressed in the

facility’s emergency management plan.

Because of the unexpected nature of emergencies, there is no single evacuation formula on which
nursing home leaders may rely. Evacuation decision-making is rarely a straightforward, linear process;
but rather, simultaneously involves a myriad of factors. This first national criteria for evacuation
decision-making in nursing homes assists administrators and health care professionals to determine

whether to evacuate or shelter-in-place during disasters, with guidance on the evacuation process.



National Criteria for Evacuation Decision-Making in Nursing Homes Key Considerations

Key Considerations

The decision to evacuate or to shelter-in-place is a part of any facility’s comprehensive emergency
management plan and will be a major focus when the plan is activated. The National Criteria for
Evacuation Decision-Making in Nursing Homes identifies key decision-making markers which may
be used in any emergency event, with a special focus on tropical cyclones (i.e., hurricanes, tropical

storms or tropical depressions).

The process for evacuation decision-making for nursing homes must be framed as a flexible and

responsive cause and effect diagram:

Time
Nature of
Event Destination
Scope
Transportation
Rural Supplies
Location of EEelan:
Urban Facility External Factors ) Internal Factors J
Evacuate or
Shelter-in-Place
Metropolitan Staff
Hurricane . .
Evacuation Zone Resident Acuity
Storm Surge Zone In the Zone Physical Structure
Flood Zone




Decision-makers

Decision-makers

A nursing home’s emergency management plan must include a primary and alternate individual who

has the authority to call for an evacuation. Such persons may be, for example:

* Nursing Home Administrator or Designee

* Facility Owner

* Facility Corporate Representative

* Local or State Emergency Operations Center Representative

e Governor of the State

While the final decision to evacuate or to shelter-in-place is the responsibility of one person and their
alternate, he/she will be part of a decision-making team which includes internal and external partners,
and the county emergency operations center utilizing real-time event data and the clinical profiles of

the facility’s residents.

Incident Command System

Homeland Security Presidential Directive (HSPD) 5 called for a single, comprehensive system to
enhance the ability of the United States to manage domestic incidents. The National Incident
Management System (NIMS) was rolled out in 2004 by the Department of Homeland Security,
providing a template enabling all levels of government, the private sector, and nongovernmental

organizations to work together during an incident.

A cornerstone of NIMS is the Incident Command System (ICS). Developed in the 707, the ICS is a
standardized, all-hazard incident management concept, allowing its users to adopt an integrated
organizational structure. This common structure can be used by an organization of any size,
providing greater efficiency, better coordination, and more effective communication. The framework
of the Incident Command System supports critical decision-making by defining well-established lines

of communication and responsibilities.

The Incident Command System is structured to support five major functional areas: command,

finance, logistics, operations, and planning. These five areas comprise “Incident Command.”



National Criteria for Evacuation Decision-Making in Nursing Homes Internal Factors

Internal Factors

Internal factors influencing the decision to evacuate or shelter-in-place are unique to a specific nursing
home. Two nursing homes in the same geographic location facing the same emergency event may

make different evacuation decisions based on their internal factors, and both decisions may be valid.

Resident Acuity

Resident acuity is an internal, facility-specific condition influencing the decision to evacuate all or
some of the residents in the facility. Clinical decisions occur in conjunction with the Administrator,

Director of Nursing, Medical Director and related medical professionals.

Consideration of an acuity-based, partial evacuation may occur prior to any mandatory evacuation
orders being issued. Partial evacuation may come into play when there is the potential for a planned
evacuation related to an anticipated emergency event such as a hurricane. Partial evacuations are
considered when there are residents whose conditions are complex and could become compromised

if transport from the facility is jeopardized during or after the storm.

Residents with complex and potentially unstable conditions who are receiving special care may need to
be evacuated to a hospital:

* Radiation therapy

¢ Chemotherapy

* Dialysis

* Intravenous therapy, newly acquired parenteral or enteral nutrition, and/or blood transfusion

* Vents or unstable tracheotomies

* Unstable respiratory or cardiac conditions

¢ Unstable Infectious Conditions not responding to current aggressive treatment



Internal Factors

Residents with special care needs will be individually assessed to ensure stability of their condition(s).
Residents with the following special care needs may be managed safely in the nursing home if their
conditions are stable:

* Hospice care

* Respiratory treatment

* Receiving intermittent suctioning

* Pressure ulcer(s)

* Resolving Infections

* Stable IVs, parenteral or enteral nutrition

The nursing home will make the decision to evacuate based on these acuities as well as other internal

and external factors.

Physical Structure

The facility’s structural ability to withstand the impending event influences the decision to evacuate or
to shelter-in-place. The ability of the structure to withstand wind, debris impact, and shaking
determines the shelter-in-place capabilities of the structure during the event and the ability to remain a
safe and viable shelter after the disaster. Evacuation is necessary if it is anticipated that a structure will

be unable to withstand the event or provide protection in the aftermath.

Physical Structure Factors
* Hardening the Facility

o Structures are built to national, state, and, local codes which often take significant regional
hazards into consideration. Additional modifications may be necessary to further ensure the
integrity of the structure during and after a disaster.

o Building hardening is the process of retrofitting or remodeling existing structures and
upgrading components within so they will be stronger and more resilient in adverse
conditions. This hardening can include the use of the state’s building code standard rated
hurricane windows, shutters, and doors to protect openings (in Florida, use the Florida
Building Code High Velocity Hurricane Zone). Roof structures can be secured to the walls
using hurricane brackets and the walls can be secured to the foundation. Other locations may

require structural reinforcement to counter the impact of shaking due to earthquakes.



National Criteria for Evacuation Decision-Making in Nursing Homes Internal Factors

* The Lay-down Factor

o Hazards immediately around the facility, specifically trees which can fall onto the structure, can
cause catastrophic failure of the structure. If the property has a high “lay down” factor (e.g. a
number of trees that can fall onto the structure), trim them to mitigate the danger. If there is a
cell tower next to the facility, it will have been constructed to withstand certain winds. Obtain
the performance standards for the tower and include this factor in your plan.

* Emergency Power Capacity

o An evaluation must be made regarding the facility’s emergency power capacity. The generator
should support critical care functions and maintain lights and air temperature in at least a safe
zone where residents can be congregated. The anticipated longevity of the facility’s emergency
power system will influence the evacuation decision. Further, a local power outage usually
results in a quicker restoration time while a community-wide power outage may result in
longer restoration times and may put more strain on the facility’s emergency power.

* Security

o Security must be sufficient to protect residents, staff, and facility resources and property. Ina
community-wide emergency event, nursing homes with food, water, and emergency power,
become conspicuous beacons of normalcy in a sea of chaos. Desperate individuals may try to
forcefully take provisions. A loss of facility resources or threats to residents and/or staff may

necessitate an evacuation.



Internal Factors

Transportation
Even when a decision to evacuate has been made, it cannot occur without a means of transport.

Some emergency events such as tornadoes and earthquakes may require post-event evacuations and
other impending emergency events may necessitate a planned evacuation. Regardless, the lack of
transportation can abort the evacuation attempt. Nursing homes are advised to identify three

transportation providers.

There are many reasons why an evacuation may not occur due to a lack of ground transportation:

* Poor planning by the facility
* Incorrect assumptions regarding vehicle sources and availability
o Too great a demand for too few vehicles
* Vehicles are destroyed in the disaster
* Vehicles cannot respond into the region
o Distance too great
o Impassable roads
* Vehicle size or type
o An insufficient number of vehicles may require several trips, causing an evacuation to take
more time to complete than is available, forcing some residents to shelter-in-place
o Vehicles that are difficult to load and unload will require more time for evacuations
* Loading and travel times must be less than the time available to travel safely in
deteriorating conditions, such as the onset of tropical storm-force winds (39-73 mph)

* Fuel source and availability

If a nursing home has exhausted their organizational resources, their transportation vendors cannot
meet their obligations for whatever reason, and the facility cannot obtain transportation after a
decision to evacuate has been made, the local emergency operations center should be contacted and
made aware of the urgent situation. The local emergency operations center may be able to help secure

transportation.
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Destination

Even when a decision to evacuate has been made, it cannot occur without a place to go. Destination
locations will be identified in the facility’s emergency management plan and should include three

destination location types.

Destination Location Types
* Close Proximity — serves an unplanned, immediate evacuation
* Within Area — serves an unplanned or planned evacuation

* Outside of Area — serves a planned evacuation

The availability and structural integrity of the destination location will impact the nursing home’s
ability to carry out its evacuation decision. Nursing homes are advised to plan “three-deep”: that is,
identifying three destination locations per proximity. At least one destination should be at least 50

miles away.

The impact of the emergency event on the “home” facility may necessitate a long term stay at the
destination facility or a transfer to another more permanent care location. The public shelter is a

choice of last resort; conditions may be poor and the health of residents may be threatened.

Staff

The availability of staff to be contacted and to return to work is an important factor influencing the

decision to evacuate or shelter-in-place.

There are many reasons which may affect staft’s ability to respond when called back to work:
* Impassable roads
* Injured, ill, or deceased family members
* Availability and role of non-nursing staff to support direct care, hands-on nursing staff in the
evacuation process
e Concerns about dependent family members
¢ Concerns about pet safety
* Family members of staff

* Inability to communicate — cell towers/phone lines down.



Internal Factors

Supplies
A decision to shelter-in-place requires the ability of a facility to be self sufficient. Sheltering-in-place

requires a significant quantity of supplies: alternate energy sources, food, potable water, medications,
hygiene supplies, and other necessities. If sufficient quantities cannot be acquired prior to an event,
evacuation may be warranted. Requirements vary from state to state. Florida’s state requirements are

noted below, along with recommendations.

Florida Requirements and Recommendations

2008 Florida Requirements

Supply Type Florida Administrative Code (FAC) Recommendations

Dietary:

Non-perishable food & supplies One-week, s. 59A-4.110(4), FAC 7-10 days

3 gallons per resident per day during and
after a disaster which is defined as 72
hours, 59A-4.133 (18), FAC

Drinkable water supply 7-10 days
1 gallon per staff member per day during
and after a disaster which is defined as 72
hours, 59A-4.133 (18), FAC

72 hours, s. 59A-4.126 (2)(b), FAC and

Essential supplies AHCA Form 3110-6006, March, 1994

7-10 days

It may also be that supplies are sufficient to shelter-in-place during and immediately after the event,
but because of disrupted supply chains, re-supply after the event may not be possible. In this situation,

an evacuation, after the event is over and the threat has passed, may be required.

Projected event scope might also predict the availability of supplies post disaster (see Scope section).
A wide-spread emergency might significantly disrupt transportation and communications to such

degree that remaining in the facility is not feasible.

In considering quantities of supplies, the nursing home must assess the potential for an increase in
facility population, such as an influx of staff dependents, incoming residents, and other staff seeking

shelter.
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External Factors

External factors influencing the decision to evacuate or shelter-in-place are beyond the facility’s
control and tend to pose the same threat across a geographical area. FExternal factors are described in
terms of the nature of the event, time and scope, and the facility’s location and geographic

vulnerability.

Nature of Emergency Event

Emergency events are unpredictable and may occur in many forms. From the impending hurricane
which gives hours or even days of preparation time and impacts multiple counties, to the fire outbreak
which gives only minutes and impacts only a single nursing home, varying emergency types demand

different facility responses.

As a first step, the facility’s Incident Command will make a hazard assessment, determining the
immediacy of the threat to the residents and staff and the likely scope of the emergency. The hazard
assessment will weigh the risks of not evacuating with the possible harm the act of evacuating may

cause residents.

The nature of emergency events influences the decision to evacuate in two general ways:
1. Time — Immediate threat vs. Impending threat

2. Scope — Facility-specific vs. Community-wide

Time: Emergency events may be immediate or impending,

Immediate emergency incidents (fire, gas leak):
* Occur with little or no warning
* Allow for very little planning time for Incident Command
* Response relies more heavily on training rather than immediate direction from supervisors
* Allow for no time to conduct an off-site external evacuation, though the facility population may
evacuate from one portion of the building to another or from the building to outside

* Force a temporary shelter-in-place decision
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Impending disasters (hurricane, winter storm, wildfires)

* Are tracked for some period of time prior to impact

* Allow communication beforehand with outside stakeholders, especially local emergency
operations centers

* Allow some time for Incident Command to meet, formally activate disaster plans, weigh options
and prepare

* Allow some consideration to pinpoint a time by which a decision to evacuate must be made in
order to allow for safe evacuation by considering the following:

o Estimated time of arrival of tropical storm winds of sustained 39 mph or at the onset of

storm surge inundations, whichever occurs first
o Time required to mobilize residents, transport them, and move them into the evacuation

destination location

Scope: The scope of the emergency event refers to the geographic impact of the incident and may
be facility-specific, local, or widespread. The decision to evacuate or to shelter-in-place will be

influenced by the scope of the emergency.

Emergency events may be facility-specific or relevant to only a local neighborhood.

Characteristics of facility-specific emergencies include:
 immediacy
* evacuation decision made by the facility’s Incident Commander rather than outside direction
* short distance to the evacuation destination, often within the community
* municipal utility services will likely continue uninterrupted
* an evacuation made within the facility, a partial evacuation of residents, or complete
abandonment of the structure, depending on the damage to the structure

* an evacuation duration which is very short (hours to days) unless damage is significant

11
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Localized events will impact limited areas, including multiple city blocks or specific counties.

Characteristics of local emergencies include:

* evacuation direction will come from local officials (either voluntary or mandatory)

* immediate or impending

* evacuation destination to occur over shorter distances

o distances within 50 miles (60 miles under extenuating circumstances)

o travel duration between 45 minutes and 2 hours (not including load/unload time)

* evacuation may be partial or complete

* evacuation duration will generally be of shorter duration (days to weeks), although some
specific circumstances could be longer

o after the event, repairs to local infrastructure should occur relatively quickly and supply

chains will experience minimal disruption

Generally a widespread event impacts broad geographic regions, for example, multiple counties or
states. Widespread events will be powerful and highly disruptive. These events will often be

impending events, occurring with advance warning,

Characteristics of these widespread emergencies include:

* mandatory evacuations ordered by government authorities

* long distance travel will be required

o distances greater than 50 miles

o travel duration over 2 hours (not including load/unload time)

 complete evacuation of residents and staff

* evacuations which may be of an extended duration, possibly measured in months

o after the event, supply systems and infrastructure will be significantly damaged or destroyed
and services will not be restored quickly

o facility damage is likely to be significant

12



External Factors

Location of Facility

The location of the facility is a factor in deciding to shelter-in-place or evacuate.

e Rural
e Urban

* Metropolitan

A facility that is isolated in a rural area may have a buffer of distance from certain industrial or
commercial accidents, civil unrest, or negative impacts of destroyed infrastructure. However, the same
distance could be a liability as restoration of utility services and arrival of relief and supplies could

take a considerably longer time.

Likewise, a facility in an urban or metropolitan area would likely experience greater attention on the
restoration of utilities and supply chains during the post event recovery phase. However, these areas
may be more vulnerable to uncontrolled fire, civil unrest, and other threats associated with the
breakdown of municipal services. The ability to evacuate may be made much more difficult or even

impossible in certain municipalities.
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In the Zone

A facility’s hurricane evacuation zone, storm surge zone, and flood zone will contribute to the decision
to evacuate or to shelter-in-place. Determined in advance by local emergency operations centers, these
zone designations will influence when and where to evacuate. While knowing whether your facility is
in a designated zone is essential, real-time monitoring of the emergency event is required for

evacuation decision-making;

Hurricane Evacuation Zone

Hurricane evacuation zones are usually determined as part of a state's Hurricane Evacuation Study, a
federal program which develops tools and information that assist State and County Emergency
Management Offices decide who should evacuate during a hurricane threat and when the evacuation

order should be given to insure all evacuees have enough time to get to safety.

The Hurricane Evacuation Zone is determined by considering an area’s:
* Geologic, bathymetric, and topographic features
* Transportation and Population

* Specific hazards analyses, including the likelihood of surge

Hurricane Evacuation Zone Definitions:

* Evacuation Zone A — Highest risk of flooding from a hurricane's storm surge. Zone A includes
all low-lying coastal areas and other areas that could experience storm surge from ANY hurricane
making landfall close to a hurricane evacuation zone county.

* Evacuation Zone B — may experience storm surge flooding from a MODERATE (Category 2
and higher) hurricane.

* No Evacuation Zone areas lie outside a hurricane evacuation zone and are not expected to face a

risk of storm surge flooding from a hurricane.

External Factors



External Factors

The greatest potential for loss of life related to a hurricane is from storm surge. A Surge Zone (also
referred to as a Storm Surge Zone) is a geographic area that will be inundated by the storm surge of a
hurricane or tsunami. The surge zone is different for each category of storm, growing in size as the
intensity of the storm increases. The storm surge will consist of salt water unless occurring along a
large freshwater lake. A hurricane's predicted landfall is crucial to determining which areas will be
affected by storm surge. When not associated with a tropical system, the storm surge may also be
referred to as coastal flooding. Coastal flooding can occur from the combination of high tides and

strong on-shore winds.

The Storm Surge information informs the assignhment of hurricane evacuation zones and is impacted
by incident-specific considerations such as:
¢ Central barometric pressure at 6-hour intervals
* Latitude and longitude of storm positions at 6-hour intervals for a 72-hour tract
* Storm size measured from the center (eye) to the region of maximum winds, commonly referred
to as the radius of maximum winds.

* Height of the water surface well before the storm directly affects the area of interest

Flood Zone

A Flood Zone is an area that will be inundated by water. This excess water can come from torrential
rain, snow melt, dam breaches, water ponding in low lying areas, and failure of flood control devices.
Flooding can occur from sources hundreds of miles away; the facility does not need to be
experiencing adverse weather to experience flooding. Flood water will likely be fresh water, will carry
debris and contaminants, and might not quickly drain, thereby becoming stagnant. Flood zones are
determined by emergency management and insurance professionals (Flood Insurance Rate Maps) and

should be ascertained before a threat is imminent.
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Conclusion

Nursing homes and assisted living facilities caring for vulnerable elders and persons with disabilities
are responsible for comprehensive plans for their care and protection and, when conditions warrant,
facilities must take quick, decisive action to follow through on those plans. Emergencies can be
relatively localized events like tornadoes, or may encompass large geographic regions as in the case of
earthquakes, hurricanes, and wildfires. The speed at which events unfold can vary greatly. Hurricane
Katrina was tracked as a monster storm for two to three days prior to landfall, while other storms

intensified explosively, catching many off-guard.

While planning for every scenario is impossible, the disaster mitigation and response plans developed
and maintained by nursing homes and assisted living facilities are comprehensive by design,
incorporating extensive protocols and agreements to facilitate sheltering-in-place, or if necessary,
complete evacuation. Laws and regulations require comprehensive planning to ensure the protection
of long term care facility residents; their proper nutrition and hydration; adequate staffing before,
during, and after an event; and maintenance of essential communications with both families and
government officials. There are also requirements for the safe transportation of our most frail, least

ambulatory residents in the event conditions warrant swift relocation.

Redundancy in disaster planning is strongly encouraged as it is certain that resources will be stretched
thin by constantly changing conditions. Facilities are encouraged to implement a #hree-deep
philosophy, entering into contracts with multiple vendors for the provision of food, water, emergency

power, transportation, and emergency destinations.

Most importantly, a facility’s Incident Command must be prepared to consider and act on a facility’s

evacuation decision-making criteria.
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Hurricane and Disaster Preparedness Project Summary
In February 20006, The John A. Hartford Foundation (JAHF) funded a Nursing Home “Hurricane

Summit,” sponsored by Florida Health Care Association, of representatives from the six Gulf Coast
States affected by hurricane damage during 2005 (Louisiana, Mississippi, Alabama, Texas and Florida),
including Georgia, a receiving state for hurricane evacuees. The Summit evaluated disaster—
preparedness, response and recovery of nursing homes and identified gaps that impeded safe resident
evacuation and disaster response. The meeting identified emergency response system issues that
require improved coordination between nursing homes and State and local emergency responders. The
Hurricane and Disaster Preparedness for Long-Term Care Facilities project builds on the knowledge
gained at the Nursing Home Hurricane Summit, the experience of emergency management staff
during the four 2004 Florida hurricanes and the 2005 Hurricanes (Katrina and Rita), as well as the

Federal Government’s interest in improving disaster preparedness.

Primary Objective: This project’s primary objective is to ensure the safety and quality of care of frail
elders living in nursing homes during a natural disaster by helping nursing homes and state and local

emergency responders improve disaster preparedness, response, and recovery.

Godls: To achieve this objective, the project will:
I.  Develop a new nursing home Disaster Planning Guide and software for national use,
II. Develop and test nursing home disaster training materials, and
III. Disseminate these materials regionally at the 2007 gulf coast state Hurricane Summit, and
nationally in 2008 in partnership with American Health Care Association at their annual

meeting and other national meetings.

For more information, please contact:
LuMarie Polivka-West, Principal Investigator
Telephone (850) 224-3907 (ext. 33); Email: Ipwest@fhca.org
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop C2-21-16
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

Center for Clinical Standards and Quality/Quality, Safety & Oversight Group

Ref: QSO19-06-ALL

DATE: February 1, 2019
TO: State Survey Agency Directors
FROM: Director

Quiality, Safety & Oversight Group

SUBJECT: Emergency Preparedness- Updates to Appendix Z of the State Operations Manual
(SOM)

Memorandum Summary

®* Emergency Preparedness Requirements for Medicare and Medicaid Participating
Providers and Suppliers: On September 16, 2016, the Emergency Preparedness
Requirements for Medicare and Medicaid Participating Providers and Suppliers
(Emergency Preparedness Rule) final rule was published in the Federal Register.

® Health care providers and suppliers affected by the rule were required comply and
implement all regulations by November 15, 2017.

® \We are updating Appendix Z of the SOM to reflect changes to add emerging infectious
diseases to the definition of all-hazards approach, new Home Health Agency (HHA)
citations and clarifications under alternate source power and emergency standby systems.

Background

The Emergency Preparedness Final Rule (81 Fed. Reg. 63860, September 16, 2016) sets out
requirements for all providers and suppliers in regards to planning, preparing and training for
emergency situations. The rule includes requirements for emergency plans, policies and
procedures, communications and staff training. While there are minor variations based on the
specific provider type, the rule is applicable to all providers and suppliers. The emergency
preparedness requirement is a Condition of Participation/Condition for Coverage which covers
the requirement for facilities to have an emergency preparedness program.

Discussion

CMS is adding “emerging infectious diseases” to the current definition of all-hazards approach.
After review, CMS determined it was critical for facilities to include planning for infectious
diseases within their emergency preparedness program. In light of events such as the Ebola Virus
and Zika, we believe that facilities should consider preparedness and infection prevention within
their all-hazards approach, which covers both natural and man-made disasters.
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Additionally, since the release of the Interpretive Guidelines for Emergency Preparedness in
2017, stakeholders and providers have asked for additional clarifications related to
portable/mobile generators. CMS has added guidance under Tag E0015- Alternate Source Power
as well as clarifications under Tag E0042- Emergency Standby Power Systems. Facilities should
use the most appropriate energy source or electrical system based on their review of their
individual facility’s all-hazards risks assessment and as required by existing regulations or state
requirements. Regardless of the alternate sources of energy a facility chooses to utilize, it must
be in accordance with local and state laws, manufacturer requirements, as well as applicable Life
Safety Code (LSC) requirements.

If a facility risk assessment determines the best way to maintain temperatures, emergency
lighting, fire detection and extinguishing systems and sewage and waste disposal would be
through the use of a portable and mobile generator, rather than a permanent generator, then the
LSC provisions such as generator testing, maintenance, etc. outlined under the National Fire
Protection Association (NFPA) guidelines requirements would not be applicable, except for
NFPA 70 - National Electrical Code. However, the revisions, as the provisions under emergency
preparedness themselves, do not take away existing requirements under LSC, physical
environment or any other Conditions of Participation that a provider type is subject to (for
example to maintain safe and comfortable temperatures).

Finally, in addition to minor technical edits, CMS has also made the change to the HHA citations
from 482.22 to reflect the regulatory citation 484.102.

Contact: For questions regarding the Emergency Preparedness Rule, please contact
SCGEmergencyPrep@cms.hhs.gov.

Effective Date: Immediately. The information provided in this memorandum should be
communicated with all survey and certification staff, their managers and the State/Regional
Office training coordinators within 30 days of this memorandum.

/sl
Karen Tritz
Acting Director
Attachment- Advanced Copy- Revised Appendix Z State Operations Manual

cc: Survey and Certification Regional Office Management
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Transmittal 169 Date: Month XX, 2018

SUBJECT: Revisions to State Operations Manual (SOM) Appendix Z, Emergency
Preparedness for All Provider and Certified Supplier Types

I. SUMMARY OF CHANGES: We are making minor revisions to Appendix Z to
correct errors and changes in citation numbers as reflected in the table below.
We’ve also added areas of clarification to E-0015 related to use of alternate source
power and changes to the citations for Home Health Agencies.

NEW/REVISED MATERIAL - EFFECTIVE DATE: Upon Issuance
IMPLEMENTATION: Upon Issuance

Disclaimer for manual changes only: The revision date and transmittal number apply
to the red italicized material only. Any other material was previously published and
remains unchanged. However, if this revision contains a table of contents, you will
receive the new/revised information only, and not the entire table of contents.

I1. CHANGES IN MANUAL INSTRUCTIONS: (N/A if manual not updated.)
(R = REVISED, N = NEW, D = DELETED) - (Only One Per Row.)

a
=
O

CHAPTER/SECTION/SUBSECTION/TITLE

Appendix Z/Introduction

Appendix Z/E0001

Appendix Z/E0004

Appendix Z/E0006

Appendix Z/E0009

Appendix Z/E0010

Appendix Z/E0013

Appendix Z/E0015

Appendix Z/E0017

Appendix Z/E0018

Appendix Z/E0019

Appendix Z/E0021

Appendix Z/E0024

Appendix Z/E0029

Appendix Z/E0030

Appendix Z/E0031

Appendix Z/E0032

Appendix Z/E0033
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Appendix Z/E0034




Appendix Z/E0036

Appendix Z/E0037

Appendix Z/E0039

Appendix Z/E0041
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Appendix Z/E0042

I11. FUNDING: No additional funding will be provided by CMS; contractor
activities are to be carried out within their FY 2016 operating budgets.

IV. ATTACHMENTS:

Business Requirements

X | Manual Instruction
Confidential Requirements
One-Time Notification
Recurring Update Notification

*Unless otherwise specified, the effective date is the date of service.



State Operations Manual
Appendix Z- Emergency Preparedness for All Provider
and Certified Supplier Types

Interpretive Guidance

Table of Contents
(Rev. Issued 06-09-2017)

Introduction
(Rev.)

The “Medicare and Medicaid Programs; Emergency Preparedness Requirements for
Medicare and Medicaid Participating Providers and Suppliers” Final Rule (81 FR 63860,
Sept. 16, 2016) (“Final Rule”) establishes national emergency preparedness requirements
for participating providers and certified suppliers to plan adequately for both natural and
man-made disasters, and coordinate with Federal, state, tribal, regional and local
emergency preparedness systems. The Final Rule also assists providers and suppliers to
adequately prepare to meet the needs of patients, clients, residents, and participants
during disasters and emergency situations, striving to provide consistent requirements
across provider and supplier-types, with some variations. The new emergency
preparedness Final Rule is based primarily off of the hospital emergency preparedness
Condition of Participation (CoP) as a general guide for the remaining providers and
suppliers, then tailored based to address the differences and or unique needs of the other
providers and suppliers (e.g. inpatient versus out-patient providers). The requirements are
focused on three key essentials necessary for maintaining access to healthcare during
disasters or emergencies: safeguarding human resources, maintaining business continuity,
and protecting physical resources. The interpretive guidelines and survey procedures in
this appendix have been developed to support the adoption of a standard all- hazards
emergency preparedness program for all certified providers and suppliers while similarly
including appropriate adjustments to address the unique differences of the other providers
and suppliers and their patients. Successful adoption of these requirements will enable all
providers and suppliers wherever they are located to better anticipate and plan for needs,
rapidly respond as a facility, as well as integrate with local public health and emergency
management agencies and healthcare coalitions’ response activities and rapidly recover
following the disaster.

Because the individual regulations for each specific provider and supplier share a
majority of standard provisions, we have developed this Appendix Z to provide
consistent interpretive guidance and survey procedures located in a single document
Unless otherwise indicated, the general use of the terms “facility” or “facilities” in this
Appendix refers to all provider and suppliers addressed in the Final Rule and in this
appendix. Additionally, the term “patient(s)” within this appendix includes patients,
residents and clients unless otherwise stated. Finally, as some specific citations between
providers vary, but the language is the same, we have inserted the citation to reflect as
[(2) or (y), (X)] as the only the citation number varies by provider or supplier type.



Survey Protocol

These Conditions of Participation (CoP), Conditions for Coverage (CfC), Conditions for
Certification and Requirements follow the standard survey protocols currently in place
for each facility type and will be assessed during initial, revalidation, recertification and
complaint surveys as appropriate. Compliance with the Emergency Preparedness
requirements will be determined in conjunction with the existing survey process for
health and safety compliance surveys or Life Safety Code (LSC) surveys for each
provider and supplier type.

IMPORTANT NOTE: Unless otherwise indicated, the general use of the terms
“facility” or “facilities” in this Appendix refers to all provider and suppliers addressed in
this appendix. This is a generic moniker used in lieu of the specific provider or supplier
noted in the regulations. For varying requirements, the specific regulation for that
provider/supplier will be noted as well. This Appendix annotates under the Interpretive
Guidelines sections for which providers or suppliers the specific standard does not apply
to, unless the standard only applies to one provider or supplier type.

Definitions

Emergency/Disaster: An event that can affect the facility internally as well as the
overall target population or the community at large or community or a geographic area.

Emergency: A hazard impact causing adverse physical, social, psychological, economic
or political effects that challenges the ability to respond rapidly and effectively. It
requires a stepped-up capacity and capability (call-back procedures, mutual aid, etc.) to
meet the expected outcome, and commonly requires change from routine management
methods to an incident command process to achieve the expected outcome (see “disaster”
for important contrast between the two terms).

Reference: Assistant Secretary for Preparedness and Response (ASPR) 2017-2022 Health
Care Preparedness and Response Capabilities Document (ICDRM/GWU Emergency
Management Glossary of Terms) (November 2016).

Disaster: A hazard impact causing adverse physical, social, psychological, economic or
political effects that challenges the ability to respond rapidly and effectively. Despite a
stepped-up capacity and capability (call-back procedures, mutual aid, etc.) and change
from routine management methods to an incident command/management process, the
outcome is lower than expected compared with a smaller scale or lower magnitude
impact (see “emergency” for important contrast between the two terms).

Reference: Assistant Secretary for Preparedness and Response (ASPR) 2017-2022 Health
Care Preparedness and Response Capabilities Document (ICDRM/GWU Emergency
Management Glossary of Terms) (November 2016).

Emergency Preparedness Program: The Emergency Preparedness Program describes a
facility’s comprehensive approach to meeting the health, safety and security needs of the




facility, its staff, their patient population and community prior to, during and after an
emergency or disaster. The program encompasses four core elements: an Emergency
Plan that is based on a Risk Assessment and incorporates an all hazards approach;
Policies and Procedures; Communication Plan; and the Training and Testing Program.

Emergency Plan: An emergency plan provides the framework for the emergency
preparedness program. The emergency plan is developed based on facility- and
community-based risk assessments that assist a facility in anticipating and addressing
facility, patient, staff and community needs and support continuity of business operations.

All-Hazards Approach: An all-hazards approach is an integrated approach to
emergency preparedness that focuses on identifying hazards and developing emergency
preparedness capacities and capabilities that can address those as well as a wide spectrum
of emergencies or disasters. This approach includes preparedness for natural, man-made,
and or facility emergencies that may include but is not limited to: care-related
emergencies; equipment and power failures; interruptions in communications, including
cyber-attacks; loss of a portion or all of a facility; and, interruptions in the normal supply
of essentials, such as water and food. Planning for using an all-hazards approach should
also include emerging infectious disease (EID) threats. Examples of EIDs include
Influenza, Ebola, Zika Virus and others. All facilities must develop an all-hazards
emergency preparedness program and plan.

Facility-Based: We consider the term “facility-based” to mean the emergency
preparedness program is specific to the facility. It includes but is not limited to hazards
specific to a facility based on its geographic location; dependent patient/resident/client
and community population; facility type and potential surrounding community assets- i.e.
rural area versus a large metropolitan area.

Risk Assessment: The term risk assessment describes a process facilities use to assess
and document potential hazards that are likely to impact their geographical region,
community, facility and patient population and identify gaps and challenges that should
be considered and addressed in developing the emergency preparedness program. The
term risk assessment is meant to be comprehensive, and may include a variety of methods
to assess and document potential hazards and their impacts. The healthcare industry has
also referred to risk assessments as a Hazard Vulnerability Assessments or Analysis
(HVA) as a type of risk assessment commonly used in the healthcare industry.

Full-Scale Exercise: A full scale exercise is an operations-based exercise that typically
involves multiple agencies, jurisdictions, and disciplines performing functional (for
example, joint field office, emergency operation centers, etc.) and integration of
operational elements involved in the response to a disaster event, i.e. “‘boots on the
ground’’ response activities (for example, hospital staff treating mock patients).

Table-top Exercise (TTX): A tabletop exercise involves key personnel discussing
simulated scenarios in an informal setting. TTXs can be used to assess plans, policies,
and procedures. A tabletop exercise is a discussion-based exercise that involves senior




staff, elected or appointed officials, and other key decision making personnel in a group
discussion centered on a hypothetical scenario. TTXs can be used to assess plans,
policies, and procedures without deploying resources.

Staff: The term "staff" refers to all individuals that are employed directly by a facility.
The phrase "individuals providing services under arrangement” means services furnished
under arrangement that are subject to a written contract conforming with the requirements
specified in section 1861(w) of the Act.

E-0001
(Rev.)

8403.748, 8416.54, 8418.113, §441.184, §460.84, 8482.15, §483.73, §8483.475, §484.102,
8485.68, §485.625, 8§485.727, 8485.920, §486.360, §491.12

The [facility, except for Transplant Center] must comply with all applicable
Federal, State and local emergency preparedness requirements. The [facility] must
establish and maintain a [comprehensive] emergency preparedness program that
meets the requirements of this section.* The emergency preparedness program
must include, but not be limited to, the following elements:

* (Unless otherwise indicated, the general use of the terms “facility” or “facilities” in this
Appendix refers to all provider and suppliers addressed in this appendix. This is a generic
moniker used in lieu of the specific provider or supplier noted in the regulations. For varying
requirements, the specific regulation for that provider/supplier will be noted as well.)

*[For hospitals at 8482.15:] The hospital must comply with all applicable Federal,
State, and local emergency preparedness requirements. The hospital must develop
and maintain a comprehensive emergency preparedness program that meets the
requirements of this section, utilizing an all-hazards approach. The emergency
preparedness program must include, but not be limited to, the following elements:

*[For CAHs at §485.625:] The CAH must comply with all applicable Federal, State,
and local emergency preparedness requirements. The CAH must develop and
maintain a comprehensive emergency preparedness program, utilizing an all-
hazards approach. The emergency preparedness program must include, but not be
limited to, the following elements:

Interpretive Guidelines applies to: §403.748, 8416.54, 8418.113, §441.184, §460.84,
8482.15, 8483.73, 8483.475, §484.102, 8485.68, §485.625, §485.727, §485.920,
8486.360, §491.12.

NOTE: This does not apply to Transplant Centers.

NOTE: The word comprehensive is not used in the language for ASCs.

Under this condition/requirement, facilities are required to develop an emergency
preparedness program that meets all of the standards specified within the
condition/requirement. The emergency preparedness program must describe a facility's



comprehensive approach to meeting the health, safety, and security needs of their staff
and patient population during an emergency or disaster situation. The program must also
address how the facility would coordinate with other healthcare facilities, as well as the
whole community during an emergency or disaster (natural, man-made, facility). The
emergency preparedness program must be reviewed annually.

A comprehensive approach to meeting the health and safety needs of a patient population
should encompass the elements for emergency preparedness planning based on the “all-
hazards” definition and specific to the location of the facility. For instance, a facility in a
large flood zone, or tornado prone region, should have included these elements in their
overall planning in order to meet the health, safety, and security needs of the staff and of
the patient population. Additionally, if the patient population has limited mobility,
facilities should have an approach to address these challenges during emergency events.
The term “comprehensive” in this requirement is to ensure that facilities do not only
choose one potential emergency that may occur in their area, but rather consider a
multitude of events and be able to demonstrate that they have considered this during their
development of the emergency preparedness plan.

Survey Procedures

e Interview the facility leadership and ask him/her/them to describe the facility’s
emergency preparedness program.

e Ask to see the facility’s written policy and documentation on the emergency
preparedness program.

e For hospitals and CAHs only: Verify the hospital’s or CAH’s program was developed
based on an all-hazards approach by asking their leadership to describe how the
facility used an all-hazards approach when developing its program.

E-0004
(Rev.)

§403.748(a), §416.54(a), §418.113(a), §441.184(a), §460.84(a), §482.15(a), §483.73(a),
§483.475(a), §484.102(a), §485.68(a), §485.625(a), §485.727(a), §485.920(a),
§486.360(a), §491.12(a), §494.62(a).

The [facility] must comply with all applicable Federal, State and local emergency
preparedness requirements. The [facility] must develop establish and maintain a
comprehensive emergency preparedness program that meets the requirements of
this section.

* [For hospitals at §482.15 and CAHs at 8485.625(a):] The [hospital or CAH] must
comply with all applicable Federal, State, and local emergency preparedness
requirements. The [hospital or CAH] must develop and maintain a comprehensive
emergency preparedness program that meets the requirements of this section,
utilizing an all-hazards approach.



The emergency preparedness program must include, but not be limited to, the
following elements:

(a) Emergency Plan. The [facility] must develop and maintain an emergency
preparedness plan that must be [reviewed], and updated at least annually. The plan
must do all of the following:

* [For ESRD Facilities at 8494.62(a):] Emergency Plan. The ESRD facility must
develop and maintain an emergency preparedness plan that must be [evaluated],
and updated at least annually.

Interpretive Guidelines applies to: §403.748(a), §416.54(a), §418.113(a), §441.184(a),
§460.84(a), §482.15(a), §483.73(a), §483.475(a), §484.102(a), §485.68(a), §485.625(a),
§485.727(a), §485.920(a), §486.360(a), §491.12(a), §494.62(a).

NOTE: This does not apply to Transplant Centers.

Facilities are required to develop and maintain an emergency preparedness plan. The
plan must include all of the required elements under the standard. The plan must be
reviewed and updated at least annually. The annual review must be documented to
include the date of the review and any updates made to the emergency plan based on the
review. The format of the emergency preparedness plan that a facility uses is at its
discretion.

An emergency plan is one part of a facility's emergency preparedness program. The plan
provides the framework, which includes conducting facility-based and community-based
risk assessments that will assist a facility in addressing the needs of their patient
populations, along with identifying the continuity of business operations which will
provide support during an actual emergency. In addition, the emergency plan supports,
guides, and ensures a facility's ability to collaborate with local emergency preparedness
officials. This approach is specific to the location of the facility and considers particular
hazards most likely to occur in the surrounding area. These include, but are not limited
to:
e Natural disasters
e Man-made disasters,
o Facility-based disasters that include but are not limited to:
o Care-related emergencies;
o0 Equipment and utility failures, including but not limited to power, water, gas, etc.;
O Interruptions in communication, including cyber-attacks;
o Loss of all or portion of a facility; and
o Interruptions to the normal supply of essential resources, such as water, food, fuel
(heating, cooking, and generators), and in some cases, medications and medical
supplies (including medical gases, if applicable).
e EIDs such as Influenza, Ebola, Zika Virus and others.
o These EIDs may require modifications to facility protocols to protect the health
and safety of patients, such as isolation and personal protective equipment (PPE)
measures.



When evaluating potential interruptions to the normal supply of essential services, the
facility should take into account the likely durations of such interruptions. Arrangements
or contracts to re-establish essential utility services during an emergency should describe
the timeframe within which the contractor is required to initiate services after the start of
the emergency, how they will be procured and delivered in the facility’s local area, and
that the contractor will continue to supply the essential items throughout and to the end of
emergencies of varying duration.

Survey Procedures

e Verify the facility has an emergency preparedness plan by asking to see a copy of the
plan.

e Ask facility leadership to identify the hazards (e.g. natural, man-made, facility,
geographic, etc.) that were identified in the facility’s risk assessment and how the risk
assessment was conducted.

e Review the plan to verify it contains all of the required elements

e Verify that the plan is reviewed and updated annually by looking for documentation
of the date of the review and updates that were made to the plan based on the review
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8403.748(a)(1)-(2), 8416.54(a)(1)-(2), 8418.113(a)(1)-(2), §441.184(a)(1)-(2),
8460.84(a)(1)-(2), 8482.15(a)(1)-(2), §483.73(a)(1)-(2), 8483.475(a)(1)-(2),
8484.102(a)(1)-(2), 8485.68(a)(1)-(2), 8485.625(a)(1)-(2), §485.727(a)(1)-(2),
8485.920(a)(1)-(2), §486.360(a)(1)-(2), 8491.12(a)(1)-(2), 8494.62(a)(1)-(2)

[(a) Emergency Plan. The [facility] must develop and maintain an emergency
preparedness plan that must be reviewed, and updated at least annually. The plan
must do the following:]

(1) Be based on and include a documented, facility-based and community-based risk
assessment, utilizing an all-hazards approach.*

*[For LTC facilities at 8483.73(a)(1):] (1) Be based on and include a documented,
facility-based and community-based risk assessment, utilizing an all-hazards
approach, including missing residents.

*[For ICF/IIDs at 8483.475(a)(1):] (1) Be based on and include a documented,
facility-based and community-based risk assessment, utilizing an all-hazards
approach, including missing clients.

(2) Include strategies for addressing emergency events identified by the risk
assessment.



* [For Hospices at 8418.113(a)(2):] (2) Include strategies for addressing emergency
events identified by the risk assessment, including the management of the
consequences of power failures, natural disasters, and other emergencies that would
affect the hospice’s ability to provide care.

Interpretive Guidelines applies to: 8403.748(a)(1)-(2), §416.54(a)(1)-(2),
§418.113(a)(1)-(2), §8441.184(a)(1)-(2), 8460.84(a)(1)-(2), §482.15(a)(1)-(2),
§483.73(a)(1)-(2), 8483.475(a)(1)-(2), §484.102(a)(1)-(2), 8485.68(a)(1)-(2),
§485.625(a)(1)-(2), 8485.727(a)(1)-(2), §485.920(a)(1)-(2), 8491.12(a)(1)-(2),
§494.62(a)(1)-(2).

NOTE: This does not apply to Transplant Centers.

Facilities are expected to develop an emergency preparedness plan that is based on the
facility-based and community-based risk assessment using an “all-hazards” approach.
Facilities must document both risk assessments. An example consideration may include,
but is not limited to, natural disasters prevalent in a facility’s geographic region such as
wildfires, tornados, flooding, etc. An all-hazards approach is an integrated approach to
emergency preparedness planning that focuses on capacities and capabilities that are
critical to preparedness for a full spectrum of emergencies or disasters. This approach is
specific to the location of the facility considering the types of hazards most likely to
occur in the area. Thus, all-hazards planning does not specifically address every possible
threat or risk but ensures the facility will have the capacity to address a broad range of
related emergencies. Facilities are encouraged to utilize the concepts outlined in the
National Preparedness System, published by the United States Department of Homeland
Security’s Federal Emergency Management Agency (FEMA), as well as guidance
provided by the Agency for Healthcare Research and Quality (AHRQ).

“Community” is not defined in order to afford facilities the flexibility in deciding which
healthcare facilities and agencies it considers to be part of its community for emergency
planning purposes. However, the term could mean entities within a state or multi-state
region. The goal of the provision is to ensure that healthcare providers collaborate with
other entities within a given community to promote an integrated response. Conducting
integrated planning with state and local entities could identify potential gaps in state and
local capabilities that can then be addressed in advance of an emergency.

Facilities may rely on a community-based risk assessment developed by other entities,
such as public health agencies, emergency management agencies, and regional health
care coalitions or in conjunction with conducting its own facility-based assessment. If
this approach is used, facilities are expected to have a copy of the community-based risk
assessment and to work with the entity that developed it to ensure that the facility’s
emergency plan is in alignment.

When developing an emergency preparedness plan, facilities are expected to consider,
among other things, the following:
¢ Identification of all business functions essential to the facility’s operations that
should be continued during an emergency;



e Identification of all risks or emergencies that the facility may reasonably expect to
confront;

e Identification of all contingencies for which the facility should plan;

e Consideration of the facility’s location;

e Assessment of the extent to which natural or man-made emergencies may cause
the facility to cease or limit operations; and,

e Determination of what arrangements may be necessary with other health care
facilities, or other entities that might be needed to ensure that essential services
could be provided during an emergency.

In situations where the facility does not own the structure(s) where care is provided, it is
the facility’s responsibility to discuss emergency preparedness concerns with the landlord
to ensure continuation of care if the structure of the building and its utilities are impacted.

For LTC facilities and ICF/I1Ds, written plans and the procedures are required to also
include missing residents and clients, respectively, within their emergency plans.

Facilities must develop strategies for addressing emergency events that were identified
during the development of the facility- and community-based risk assessments.
Examples of these strategies may include, but are not limited to, developing a staffing
strategy if staff shortages were identified during the risk assessment or developing a
surge capacity strategy if the facility has identified it would likely be requested to accept
additional patients during an emergency. Facilities will also want to consider evacuation
plans. For example, a facility in a large metropolitan city may plan to utilize the support
of other large community facilities as alternate care sites for its patients if the facility
needs to be evacuated. The facility is also expected to have a backup evacuation plan for
instances in which nearby facilities are also affected by the emergency and are unable to
receive patients

Hospices must include contingencies for managing the consequences of power failures,
natural disasters, and other emergencies that would affect the hospice’s ability to provide
care.

Survey Procedures

e Ask to see the written documentation of the facility’s risk assessments and associated
strategies.

e Interview the facility leadership and ask which hazards (e.g. natural, man-made,
facility, geographic) were included in the facility’s risk assessment, why they were
included and how the risk assessment was conducted.

e Verify the risk-assessment is based on an all-hazards approach specific to the
geographic location of the facility and encompasses potential hazards.

E-0007
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§403.748(a)(3), 8416.54(a)(3), §418.113(a)(3), §441.184(a)(3), §460.84(a)(3),
§482.15(a)(3), §483.73(a)(3), §483.475(a)(3), §484.102(a)(3), §485.68(a)(3),
§485.625(a)(3), §485.727(a)(3), §485.920(a)(3), §491.12(a)(3), §494.62(a)(3).

[(a) Emergency Plan. The [facility] must develop and maintain an emergency
preparedness plan that must be reviewed, and updated at least annually. The plan
must do the following:]

(3) Address [patient/client] population, including, but not limited to, persons at-risk;
the type of services the [facility] has the ability to provide in an emergency; and
continuity of operations, including delegations of authority and succession plans.**

*NOTE: [“Persons at risk” does not apply to: ASC, hospice, PACE, HHA, CORF,
CMCH, RHC/FQHC, or ESRD facilities.]

Interpretive Guidelines applies to: §403.748(a)(3), 8416.54(a)(3), §418.113(a)(3),
§441.184(a)(3), 8460.84(a)(3), §482.15(a)(3), §483.73(a)(3), 8§483.475(a)(3),
§484.102(a)(3), §485.68(a)(3), §485.625(a)(3), §485.727(a)(3), §485.920(a)(3),
§491.12(a)(3), §494.62(a)(3).

NOTE: This does not apply to Transplant Centers and OPOs.

The emergency plan must specify the population served within the facility, such as
inpatients and/or outpatients, and their unique vulnerabilities in the event of an
emergency or disaster. A facility’s emergency plan must also address persons at-risk,
except for plans of ASCs, hospices, PACE organizations, HHAs, CORFs, CMHCs,
RHCs/FQHCs and ESRD facilities. As defined by the Pandemic and All-Hazards
Preparedness Act (PAHPA) of 2006, members of at-risk populations may have additional
needs in one or more of the following functional areas: maintaining independence,
communication, transportation, supervision, and medical care. In addition to those
individuals specifically recognized as at-risk in the PAHPA (children, senior citizens, and
pregnant women), “at-risk populations” are also individuals who may need additional
response assistance including those who have disabilities, live in institutionalized
settings, are from diverse cultures and racial and ethnic backgrounds, have limited
English proficiency or are non-English speaking, lack transportation, have chronic
medical disorders, or have pharmacological dependency. At-risk populations would also
include, but are not limited to, the elderly, persons in hospitals and nursing homes, people
with physical and mental disabilities as well as others with access and functional needs,
and infants and children.

Mobility is an important part in effective and timely evacuations, and therefore facilities
are expected to properly plan to identify patients who would require additional assistance,
ensure that means for transport are accessible and available and that those involved in
transport, as well as the patients and residents are made aware of the procedures to
evacuate. For outpatient facilities, such as Home Health Agencies (HHAS), the
emergency plan is required to ensure that patients with limited mobility are addressed
within the plan.



The emergency plan must also address the types of services that the facility would be
able to provide in an emergency. The emergency plan must identify which staff would
assume specific roles in another’s absence through succession planning and delegations
of authority. Succession planning is a process for identifying and developing internal
people with the potential to fill key business leadership positions in the company.
Succession planning increases the availability of experienced and capable employees that
are prepared to assume these roles as they become available. During times of emergency,
facilities must have employees who are capable of assuming various critical roles in the
event that current staff and leadership are not available. At a minimum, there should be a
qualified person who "is authorized in writing to act in the absence of the administrator or
person legally responsible for the operations of the facility."

In addition to the facility- and community-based risk assessment, continuity of operations
planning generally considers elements such as: essential personnel, essential functions,
critical resources, vital records and IT data protection, alternate facility identification and
location, and financial resources. Facilities are encouraged to refer to and utilize
resources from various agencies such as FEMA and Assistant Secretary for Preparedness
and Response (ASPR) when developing strategies for ensuring continuity of operations.

Survey Procedures
Interview leadership and ask them to describe the following:

e The facility’s patient populations that would be at risk during an emergency event;

e Strategies the facility (except for an ASC, hospice, PACE organization, HHA, CORF,
CMHC, RHC/FQHC and ESRD facility) has put in place to address the needs of at-
risk or vulnerable patient populations;

e Services the facility would be able to provide during an emergency;
e How the facility plans to continue operations during an emergency;
e Delegations of authority and succession plans.

Verify that all of the above are included in the written emergency plan.

E-0009
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§403.748(a)(4), §416.54(a)(4), §418.113(a)(4), 8441.184(a)(4), §460.84(a)(4),
§482.15(a)(4), §483.73(a)(4), 8483.475(a)(4), §484.102(a)(4), §485.68(a)(4),
§485.625(a)(4), §485.727(a)(5), §485.920(a)(4), §486.360(a)(4), 8491.12(a)(4),
§494.62(a)(4)

[(a) Emergency Plan. The [facility] must develop and maintain an emergency
preparedness plan that must be reviewed, and updated at least annually. The plan
must do the following:]



(4) Include a process for cooperation and collaboration with local, tribal, regional,
State, and Federal emergency preparedness officials’ efforts to maintain an
integrated response during a disaster or emergency situation, including
documentation of the [facility's] efforts to contact such officials and, when
applicable, of its participation in collaborative and cooperative planning efforts. **

* [For ESRD facilities only at 8494.62(a)(4)]: (4) Include a process for cooperation
and collaboration with local, tribal, regional, State, and Federal emergency
preparedness officials' efforts to maintain an integrated response during a disaster
or emergency situation, including documentation of the dialysis facility's efforts to
contact such officials and, when applicable, of its participation in collaborative and
cooperative planning efforts. The dialysis facility must contact the local emergency
preparedness agency at least annually to confirm that the agency is aware of the
dialysis facility’s needs in the event of an emergency.

Interpretive Guidelines applies to: §403.748(a)(4), 8416.54(a)(4), §418.113(a)(4),
8441.184(a)(4), 8460.84(a)(4), 8482.15(a)(4), 8483.73(a)(4), §483.475(a)(4),
§484.102(a)(4), §485.68(a)(4), §485.625(a)(4), §485.727(a)(5), §485.920(a)(4),
§486.360(a)(4), §491.12(a)(4), §494.62(a)(4).

NOTE: This does not apply to Transplant Centers.

While the responsibility for ensuring a coordinated disaster preparedness response lies
upon the state and local emergency planning authorities, the facility must document its
efforts to contact these officials to engage in collaborative planning for an integrated
emergency response. The facility must include this integrated response process in its
emergency plan. Facilities are encouraged to participate in a healthcare coalition as it
may provide assistance in planning and addressing broader community needs that may
also be supported by local health department and emergency management resources.

For ESRD facilities, 8494.120(c)(2) of the ESRD Conditions for Coverage on Special
Purpose Dialysis Facilities describes the requirements for ESRD facilities that are set up
in an emergency (i.e., an emergency circumstance facility) which are issued a unique
CMS Certification Number (CCN). ESRD facilities must incorporate these specific
provisions into the coordination requirements under this standard.

Survey Procedures

Interview facility leadership and ask them to describe their process for ensuring

cooperation and collaboration with local, tribal, regional, State, and Federal emergency

preparedness officials' efforts to ensure an integrated response during a disaster or
emergency situation.

e Ask for documentation of the facility's efforts to contact such officials and, when
applicable, its participation in collaborative and cooperative planning efforts.

e For ESRD facilities, ask to see documentation that the ESRD facility contacted the
local public health and emergency management agency public official at least
annually to confirm that the agency is aware of the ESRD facility’s needs in the event
of an emergency and know how to contact the agencies in the event of an emergency.



E-0013
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8403.748(b), §416.54(b), 8418.113(b), §441.184(b), 8460.84(b), §482.15(b),
8483.73(b), 8483.475(b), 8484.102(b), §485.68(b), §485.625(b), §485.727(b),
8485.920(b), §486.360(b), 8491.12(b), 8494.62(b).

(b) Policies and procedures. [Facilities] must develop and implement emergency
preparedness policies and procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, and
the communication plan at paragraph (c) of this section. The policies and
procedures must be reviewed and updated at least annually.

*Additional Requirements for PACE and ESRD Facilities:

*[For PACE at 8460.84(b):] Policies and procedures. The PACE organization must
develop and implement emergency preparedness policies and procedures, based on
the emergency plan set forth in paragraph (a) of this section, risk assessment at
paragraph (a)(1) of this section, and the communication plan at paragraph (c) of
this section. The policies and procedures must address management of medical and
nonmedical emergencies, including, but not limited to: Fire; equipment, power, or
water failure; care-related emergencies; and natural disasters likely to threaten the
health or safety of the participants, staff, or the public. The policies and procedures
must be reviewed and updated at least annually.

*[For ESRD Facilities at 8494.62(b):] Policies and procedures. The dialysis facility
must develop and implement emergency preparedness policies and procedures,
based on the emergency plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section, and the communication plan at
paragraph (c) of this section. The policies and procedures must be reviewed and
updated at least annually. These emergencies include, but are not limited to, fire,
equipment or power failures, care-related emergencies, water supply interruption,
and natural disasters likely to occur in the facility’s geographic area.

Interpretive Guidelines applies to: §403.748(b), 8416.54(b), §418.113(b),
§441.184(b), §460.84(b), §482.15(b), §483.73(b), §483.475(b), §484.102(b),
§485.68(b), §485.625(b), §485.727(b), §485.920(b), §486.360(b), §491.12(b),
§494.62(b).

NOTE: This does not apply to Transplant Centers.

Facilities must develop and implement policies and procedures per the requirements of
this standard. The policies and procedures are expected to align with the identified
hazards within the facility’s risk assessment and the facility’s overall emergency
preparedness program.



We are not specifying where the facility must have the emergency preparedness policies
and procedures. A facility may choose whether to incorporate the emergency policies
and procedures within their emergency plan or to be part of the facility’s Standard
Operating Procedures or Operating Manual. However, the facility must be able to
demonstrate compliance upon survey, therefore we recommend that facilities have a
central place to house the emergency preparedness program documents (to include all
policies and procedures) to facilitate review.

Survey Procedures

Review the written policies and procedures which address the facility’s emergency plan

and verify the following:

e Policies and procedures were developed based on the facility- and community-based
risk assessment and communication plan, utilizing an all-hazards approach.

e Ask to see documentation that verifies the policies and procedures have been
reviewed and updated on an annual basis.
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§403.748(b)(1), 8418.113(b)(6)(iii), §441.184(b)(L), §460.84(b)(L), §482.15(b)(L),
§483.73(b)(1), §483.475(b)(L), §485.625(b)(1)

[(b) Policies and procedures. [Facilities] must develop and implement emergency
preparedness policies and procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, and
the communication plan at paragraph (c) of this section. The policies and
procedures must be reviewed and updated at least annually.] At a minimum, the
policies and procedures must address the following:

(1) The provision of subsistence needs for staff and patients whether they evacuate
or shelter in place, include, but are not limited to the following:
(i) Food, water, medical and pharmaceutical supplies
(ii) Alternate sources of energy to maintain the following:
(A) Temperatures to protect patient health and safety and for the safe
and sanitary storage of provisions.
(B) Emergency lighting.
(C) Fire detection, extinguishing, and alarm systems.
(D) Sewage and waste disposal.

*[For Inpatient Hospice at 8418.113(b)(6)(iii):] Policies and procedures.

(6) The following are additional requirements for hospice-operated inpatient care
facilities only. The policies and procedures must address the following:



(iii) The provision of subsistence needs for hospice employees and patients,
whether they evacuate or shelter in place, include, but are not limited to the
following:
(A) Food, water, medical, and pharmaceutical supplies.
(B) Alternate sources of energy to maintain the following:
(1) Temperatures to protect patient health and safety and for the safe
and sanitary storage of provisions.
(2) Emergency lighting.
(3) Fire detection, extinguishing, and alarm systems.
(C) Sewage and waste disposal.

Interpretive Guidelines applies to: 8403.748(b)(1), §418.113(b)(6)(iii),
§441.184(b)(1), §460.84(b)(1), 8482.15(b)(1), §483.73(b)(1), §483.475(b)(1),
8485.625(b)(1).

NOTE: This does not apply to ASCs, Outpatient Hospice Providers [applies to
inpatient hospices], Transplant Centers, HHA, CORFs, CMHCs, RHCs/FQHCs,
ESRD facilities.

Facilities must be able to provide for adequate subsistence for all patients and staff for the
duration of an emergency or until all its patients have been evacuated and its operations
cease. Facilities have flexibility in identifying their individual subsistence needs that
would be required during an emergency. There are no set requirements or standards for
the amount of provisions to be provided in facilities. Provisions include, but are not
limited to, food, pharmaceuticals and medical supplies. Provisions should be stored in an
area which is less likely to be affected by disaster, such as storing these resources above
ground-level to protect from possible flooding. Additionally, when inpatient facilities
determine their supply needs, they are expected to consider the possibility that volunteers,
visitors, and individuals from the community may arrive at the facility to offer assistance
or seek shelter.

It is up to each individual facility, based on its risk assessment, to determine the
most appropriate alternate energy sources to maintain temperatures to protect
patient health and safety and for the safe and sanitary storage of provisions,
emergency lighting, fire detection, extinguishing, and alarm systems, and sewage
and waste disposal.

Facilities are not required to upgrade their alternate energy source or electrical systems,
but after review of their risk assessment may find it prudent to make modifications.
Regardless of the alternate sources of energy a facility chooses to utilize, it must be in
accordance with local and state laws, manufacturer requirements, as well as applicable
LSC requirements (for example, hospitals are required to have an essential electric
system with a generator that complies with NFPA 99 — Health Care Facilities Code and
associate reference documents).



Facilities must establish policies and procedures that determine how required heating and
cooling of their facility will be maintained during an emergency situation, as necessary, if
there were a loss of the primary power source. Facilities are not required to heat and
cool the entire building evenly, but must ensure safe temperatures are maintained in
those areas deemed necessary to protect patients, other people who are in the facility,
and for provisions stored in the facility during the course of an emergency, as determined
by the facility risk assessment. If unable to meet the temperature needs, a facility should
have a relocation/evacuation plan (that may include internal relocation, relocation to
other buildings on the campus or full evacuation). The relocation/evacuation should take
place in a timely manner so as not to expose patients and residents to unsafe
temperatures.

Note: For LTC under 483.10(i)(6), there are additional requirements for facilities who
were initially certified after October 1, 1990 who must maintain a temperature range of
71 to 81 °F.

If a facility risk assessment determines the best way to maintain temperatures, emergency
lighting, fire detection and extinguishing systems and sewage and waste disposal would
be through the use of a portable and mobile generator, rather than a permanent
generator, then the LSC provisions such as generator testing, maintenance, etc. outlined
under the NFPA guidelines requirements would not be applicable, except for NFPA 70 -
National Electrical Code.

Per NFPA 70, portable and mobile generators should:

e Hauve all wiring to each unit installed in accordance with the requirements of any
of the wiring methods in Chapter 3.

e Be designed and located so as to minimize the hazards that might cause complete
failure due to flooding, fires, icing, and vandalism.

e Be located so that adequate ventilation is provided.

e Be located or protected so that sparks cannot reach adjacent combustible
material.

e Be operated, tested and maintained in accordance with manufacturer, local
and/or State requirements.

For requirements regarding permanently installed generators, please refer to existing
Life Safety Code and NFPA guidance.

Extension cords or other temporary wiring devices may not be used to connect electrical
devices in the facility to a portable and mobile generator due to the potential for shock,
fire, and tripping hazards when using such devices.

The type of protection needed for the fuel stored by the facility for use by the portable
and mobile generator will depend on the amount of fuel stored and the location of the
storage, as per the appropriate NFPA standard.

If a facility, has a permanent generator to maintain emergency power, LSC and NFPA
110 provisions such as generator location, testing, fuel storage and maintenance, etc.



will apply and the facility may be subject to LSC surveys to ensure compliance is met.
Please also refer to Tag E0041 Emergency and Standby Power Systems for additional
requirements for LTC facilities, CAHs and Hospitals.

As an example, some ESRD facilities have contracted services with companies who
maintain portable emergency generators for the facilities off-site. In the event of an
emergency where the facility is unable to reschedule patients or evacuate, the generators
are brought to the location in advance to assist in the event of loss of power. Facilities
which are not specifically required by the EP Final Rule to have a generator, but are
required to meet the provision for alternate sources of energy, may consider this approach
for their facility.

As part of the cooperation and collaboration with emergency preparedness officials
required by subsection (a), facilities should also confer with health department and
emergency management officials, as well as healthcare coalitions, where available, to
determine the types and duration of energy sources that could be available to assist them
in providing care to their patient population during an emergency. As part of the risk
assessment planning, facilities should determine the feasibility of relying on these sources
and plan accordingly.

Facilities are not required to provide onsite treatment of sewage or waste, but must make
provisions for maintaining necessary services. In addition, we are not specifying
necessary services for sewage or waste management; however, facilities are required to
follow their current facility-type requirements (e.g., CoPs/CfCs) which may address these
areas. For example, LTC facilities are already required to meet Food Receiving and
Storage provisions at 8483.35(i) Sanitary Conditions, which contain requirements for
keeping food off the floor and clear of ceiling sprinklers, sewer/waste disposal pipes, and
vents can also help maintain food quality and prevent contamination. Additionally,
ESRD facilities under current CfCs at 8494.40(a)(4) are also required to have policies
and procedures for handling, storage and disposal of potentially infectious waste.
Additionally, we would expect facilities under this requirement to ensure current
practices are followed, such as those outlined by the Environmental Protection Agency
(EPA) and under State-specific laws. Maintaining necessary services may include, but
are not limited to, access to medical gases; treatment of soiled linens; disposal of bio-
hazard materials for different infectious diseases; and may require additional assistance
from transportation companies for safe and appropriate disposal in accordance with
nationally accepted industry guidelines for emergency preparedness.

Survey Procedures

e Verify the emergency plan includes policies and procedures for the provision of
subsistence needs including, but not limited to, food, water and pharmaceutical
supplies for patients and staff.

e Verify the emergency plan includes policies and procedures to ensure adequate
alternate energy sources, including emergency power necessary to maintain:
0 Temperatures to protect patient health and safety and for the safe and sanitary

storage of provisions;



o Emergency lighting; and,
o Fire detection, extinguishing, and alarm systems.

e Verify the emergency plan includes policies and procedures to provide for sewage
and waste disposal.

E-0017
(Rev.)

8484.102(b)(1) Condition for Participation:

[(b) Policies and procedures. The HHA must develop and implement emergency
preparedness policies and procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, and
the communication plan at paragraph (c) of this section. The policies and
procedures must be reviewed and updated at least annually.]

At a minimum, the policies and procedures must address the following:]

(1) The plans for the HHA’s patients during a natural or man-made disaster.
Individual plans for each patient must be included as part of the comprehensive
patient assessment, which must be conducted according to the provisions at §484.55.

Interpretive Guidelines for 8484.102(b)(1).

HHAs must include policies and procedures in its emergency plan for ensuring all
patients have an individualized plan in the event of an emergency. That plan must be
included as part of the patient’s comprehensive assessment.

For example, discussions to develop individualized emergency preparedness plans could
include potential disasters that the patient may face within the home such as fire hazards,
flooding, and tornados; and how and when a patient is to contact local emergency
officials. Discussions may also include patient, care providers, patient representative, or
any person involved in the clinical care aspects to educate them on steps that can be taken
to improve the patient’s safety. The individualized emergency plan should be in writing
and could be as simple as a detailed emergency card to be kept with the patient. HHA
personnel should document that these discussions occurred and also keep a copy of the
individualized emergency plan in the patient’s file as well as provide a copy to the patient
and or their caregiver.

Survey Procedures
e Through record review, verify that each patient has an individualized emergency plan
documented as part of the patient’s comprehensive assessment.

E-0018
(Rev.)



§403.748(b)(2), 8416.54(b)(L), §418.113(b)(6)(ii) and (v), §441.184(b)(2),
§460.84(b)(2), §482.15(b)(2), 8483.73(b)(2), §483.475(b)(2), §485.625(b)(2),
§485.920(b)(1), 8486.360(b)(L), §494.62(b)(L).

[(b) Policies and procedures. The [facilities] must develop and implement
emergency preparedness policies and procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of this section. The policies
and procedures must be reviewed and updated at least annually.] At a minimum,
the policies and procedures must address the following:]

[(2) or (1)] A system to track the location of on-duty staff and sheltered patients in
the [facility’s] care during an emergency. If on-duty staff and sheltered patients are
relocated during the emergency, the [facility] must document the specific name and
location of the receiving facility or other location.

*[For PRTFs at §441.184(b), LTC at 8483.73(b), ICF/IIDs at 8§483.475(b), PACE at
8460.84(b):] Policies and procedures. (2) A system to track the location of on-duty
staff and sheltered residents in the [PRTF’s, LTC, ICF/IID or PACE] care during
and after an emergency. If on-duty staff and sheltered residents are relocated
during the emergency, the [PRTF’s, LTC, ICF/I11D or PACE] must document the
specific name and location of the receiving facility or other location.

*[For Inpatient Hospice at 8418.113(b)(6):] Policies and procedures.

(i) Safe evacuation from the hospice, which includes consideration of care and
treatment needs of evacuees; staff responsibilities; transportation; identification of
evacuation location(s) and primary and alternate means of communication with
external sources of assistance.

(v) A system to track the location of hospice employees’ on-duty and sheltered
patients in the hospice’s care during an emergency. If the on-duty employees or
sheltered patients are relocated during the emergency, the hospice must document
the specific name and location of the receiving facility or other location.

*[For CMHC:s at §485.920(b):] Policies and procedures. (2) Safe evacuation from the
CMHC, which includes consideration of care and treatment needs of evacuees; staff
responsibilities; transportation; identification of evacuation location(s); and

primary and alternate means of communication with external sources of assistance.

*[For OPOs at 8 486.360(b):] Policies and procedures. (2) A system of medical
documentation that preserves potential and actual donor information, protects
confidentiality of potential and actual donor information, and secures and maintains
the availability of records.

*[For ESRD at § 494.62(b):] Policies and procedures. (2) Safe evacuation from the
dialysis facility, which includes staff responsibilities, and needs of the patients.



Interpretive Guidelines applies to: 8403.748(b)(2), 8416.54(b)(1), 8418.113(b)(6)(ii)
and (v), §441.184(b)(2), 8460.84(b)(2), §482.15(b)(2), 8483.73(b)(2), §483.475(b)(2),
8485.625(b)(2), §485.920(b)(1), §486.360(b)(1), 8494.62(b)(1).

NOTE: This does not apply to Transplant Centers, HHAs, Clinics, Rehabilitation
Agencies, and Public Health Agencies as Providers of Outpatient Physical Therapy
and Speech-Language Pathology Services, RHCs/FQHCs.

Facilities must develop a means to track patients and on-duty staff in the facility’s care
during an emergency event. In the event staff and patients are relocated, the facility must
document the specific name and location of the receiving facility or other location for
sheltered patients and on-duty staff who leave the facility during the emergency.

CMHCs, PRTF’s, LTC facilities, ICF/11Ds, PACE organizations and ESRD Facilities are
required to track the location of sheltered patients and staff during and after an
emergency.

We are not specifying which type of tracking system should be used; rather, a facility has
the flexibility to determine how best to track patients and staff, whether it uses an
electronic database, hard copy documentation, or some other method. However, it is
important that the information be readily available, accurate, and shareable among
officials within and across the emergency response systems as needed in the interest of
the patient. It is recommended that a facility that is using an electronic database consider
backing up its computer system with a secondary source, such as hard copy
documentation in the event of power outages. The tracking systems set up by facilities
may want to consider who is responsible for compiling/securing patient records and what
information is needed during tracking a patient throughout an evacuation. A number of
states already have such tracking systems in place or under development and the systems
are available for use by health care providers and suppliers. Facilities are encouraged to
leverage the support and resources available to them through local and national
healthcare systems, healthcare coalitions, and healthcare organizations for resources and
tools for tracking patients.

Facilities are not required to track the location of patients who have voluntarily left on
their own, or have been appropriately discharged, since they are no longer in the facility’s
care. However, this information must be documented in the patient’s medical record
should any questions later arise as to the patient’s whereabouts.

We also recommend facilities ensure they follow their evacuation procedures as outlined
under this section during disasters and emergencies. Facilities are required follow all
state/local mandates or requirements under most CoPs/CfCs. If your local community,
region, or state declares a state of emergency and is requiring a mandatory evacuation of
the area, facilities should abide by these laws and mandates.

NOTE: If an ASC is able to cancel surgeries and close (meaning there are no patients or
staff in the ASC), this requirement of tracking patients and staff would no longer be
applicable. Similarly to ESRD standard practices, if an emergency was imminent and



able to be predicted (i.e. inclement weather conditions, etc.) we would expect that ASCs
cancel surgeries and cease operations, which would eliminate the need to track patients
and staff.

Survey Procedures

e Ask staff to describe and/or demonstrate the tracking system used to document
locations of patients and staff.

o Verify that the tracking system is documented as part of the facilities’ emergency
plan policies and procedures.

E-0019
(Rev.)

§418.113(b)(2), §460.84(b)(4), §484.102(b)(2)

[(b) Policies and procedures. The [facilities] must develop and implement
emergency preparedness policies and procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of this section. The policies
and procedures must be reviewed and updated at least annually.] At a minimum,
the policies and procedures must address the following:]

*[For homebound Hospice at §418.113(b)(2), PACE at 8460.84(b)(4), and HHAs at
8484.102(b)(2):]

The procedures to inform State and local emergency preparedness officials about
[homebound Hospice, PACE or HHA] patients in need of evacuation from their
residences at any time due to an emergency situation based on the patient’s medical
and psychiatric condition and home environment.

Interpretive Guidelines applies to: 8418.113(b)(2), 8460.84(b)(4), 8484.102(b)(2).

NOTE: The regulatory language for hospices under 8418.113(b)(2) does not include
the terms “emergency preparedness” when describing officials.

NOTE: This only applies to homebound Hospice, PACE and HHAs.

Home bound hospices, HHAs and PACE organizations are required to inform State and
local emergency preparedness officials of the need for patient evacuations. These
policies and procedures must address when and how this information is communicated to
emergency officials and also include the clinical care needed for these patients. For
instance, in the event an in-home hospice, PACE organization or HHA patient requires
evacuation, the responsible agency should provide emergency officials with the
appropriate information to facilitate the patient’s evacuation and transportation. This
should include, but is not limited to, the following:

e Whether or not the patient is mobile.
e What type of life-saving equipment does the patient require?



e s the life-saving equipment able to be transported? (E.g., Battery operated,
transportable, condition of equipment, etc.)

e Does the patient have special needs? (E.g., Communication challenges, language
barriers, intellectual disabilities, special dietary needs, etc.)

Since such policies and procedures include protected health information of patients,
facilities must also ensure they are in compliance with applicable the Health Insurance
Portability and Accountability Act (HIPAA) Rules at 45 CFR parts 160 and 164, as
appropriate. See (81 FR 63879, Sept. 16, 2016).

Survey Procedures

e Review the emergency plan to verify it includes procedures to inform State and local
emergency preparedness officials about patients in need of evacuation from their
residences at any time due to an emergency situation based on the patient’s medical
and psychiatric condition and home environment.

E-0021
(Rev.)

8484.102(b)(3) Condition of Participation:

[(b) Policies and procedures. The HHA must develop and implement emergency
preparedness policies and procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, and
the communication plan at paragraph (c) of this section. The policies and
procedures must be reviewed and updated at least annually.] At a minimum, the
policies and procedures must address the following:]

(3) The procedures to follow up with on-duty staff and patients to determine
services that are needed, in the event that there is an interruption in services during
or due to an emergency. The HHA must inform State and local officials of any on-
duty staff or patients that they are unable to contact.

Interpretive Guidelines for 8484.102(b)(3).

HHAs must include in its emergency plan, procedures required of this standard.

During an emergency, if a patient requires care that is beyond the capabilities of the
HHA, there is an expectation that care of the patient would be rearranged or suspended
for a period of time, as most HHASs in general would not necessarily transfer patients to
other HHAS during an emergency.

HHAs policies and procedures should clearly outline what surrounding facilities, such as
a hospital or a nursing home, it has a transfer arrangement with to ensure patient care is
continued. Additionally, these policies and procedures should outline timelines for
transferring patients and under what conditions patients would need to move. For
instance, if the emergency is anticipated to have one or two days of disruption and does



not pose an immediate threat to patient health or safety (in which then the HHA should
immediately transfer the patient); the HHA may rearrange services, whereas if a disaster
is anticipated to last over one week or more, the HHA may need to initiate transfer of a
patient as soon as possible. The policies and procedures should address these events.
Additionally, the HHAS’ policies and procedures must address what actions would be
required due to the inability to make contact with staff or patients and reporting
capabilities to the local and State emergency officials.

Survey Procedures

e Verify that the HHA has included in its emergency plan these procedures to follow-
up with staff and patients and to inform state and local authorities when they are
unable to contact any of them.

e Verify that the HHA has procedures in its emergency plan to follow up with on-duty
staff and patients to determine the services that are needed, in the event that there is
an interruption in services during or due to an emergency.

e Ask the HHA to describe the mechanism to inform State and local officials of any on-
duty staff or patients that they are unable to contact.

E-0023
(Rev.)

§403.748(b)(5), §416.54(b)(4), §418.113(0)(3), §441.184(b)(5), §460.84(b)(6),
§482.15(b)(5), §483.73(b)(5), 8483.475(h)(5), §484.102(b)(4), §485.68(b)(3),
§485.625(b)(5), §485.727(b)(3), §485.920(b)(4), §486.360(b)(2), §491.12(b)(3),
§494.62(b)(4).

[(b) Policies and procedures. The [facilities] must develop and implement
emergency preparedness policies and procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of this section. The policies
and procedures must be reviewed and updated at least annually.] Ata minimum,
the policies and procedures must address the following:]

[(5) or (3),(4),(6)] A system of medical documentation that preserves patient
information, protects confidentiality of patient information, and secures and
maintains availability of records.

*[For RNHClIs at §403.748(b):] Policies and procedures. (5) A system of care
documentation that does the following:

(i) Preserves patient information.

(i) Protects confidentiality of patient information.

(iii) Secures and maintains the availability of records.

*[For OPOs at §486.360(b):] Policies and procedures. (2) A system of medical
documentation that preserves potential and actual donor information, protects



confidentiality of potential and actual donor information, and secures and maintains
the availability of records.

Interpretive Guidelines applies to: §403.748(b)(5), §416.54(b)(4), 8418.113(b)(3),
8441.184(b)(5), §460.84(b)(6), 8482.15(b)(5), 8483.73(b)(5), §483.475(b)(5),
§484.102(b)(4), §485.68(b)(3), §485.625(b)(5), §485.727(b)(3), §485.920(b)(4),
§486.360 (b)(2), 8491.12(b)(3), §494.62(b)(4).

NOTE: This does not apply to Transplant Centers.

In addition to any existing requirements for patient records found in existing laws, under
this standard, facilities are required to ensure that patient records are secure and readily
available to support continuity of care during an emergency. This requirement does not
supersede or take away any requirements found under the provider/supplier’s medical
records regulations, but rather, this standard adds to such regulations. These policies and
procedures must also be in compliance with the Health Insurance Portability and
Accountability Act (HIPAA), Privacy and Security Rules at 45 CFR parts 160 and 164,
which protect the privacy and security of individual’s personal health information.

Survey Procedures

e Ask to see a copy of the policies and procedures that documents the medical record
documentation system the facility has developed to preserves patient (or potential and
actual donor for OPOs) information, protects confidentiality of patient (or potential
and actual donor for OPOs) information, and secures and maintains availability of
records.

E-0024
(Rev.)

§403.748(b)(6), §416.54(b)(5), §418.113(b)(4), §441.184(b)(6), §460.84(b)(7),
§482.15(b)(6), §483.73(b)(6), §483.475(b)(6), §484.102(b)(5), §485.68(b)(4),
§485.625(b)(6), §485.727(b)(4), §485.920(b)(5), 8491.12(b)(4), §494.62(h)(5).

[(b) Policies and procedures. The [facilities] must develop and implement
emergency preparedness policies and procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of this section. The policies
and procedures must be reviewed and updated at least annually.] At a minimum,
the policies and procedures must address the following:]

(6) [or (4), (5), or (7) as noted above] The use of volunteers in an emergency or
other emergency staffing strategies, including the process and role for integration of
State and Federally designated health care professionals to address surge needs
during an emergency.



*[For RNHCls at §403.748(b):] Policies and procedures. (6) The use of volunteers in
an emergency and other emergency staffing strategies to address surge needs during
an emergency.

*[For Hospice at 8418.113(b):] Policies and procedures. (4) The use of hospice
employees in an emergency and other emergency staffing strategies, including the
process and role for integration of State and Federally designated health care
professionals to address surge needs during an emergency.

Interpretive Guidelines applies to: 8403.748(b)(6), 8416.54(b)(5), §418.113(b)(4),
8441.184(b)(6), 8§460.84(b)(7), 8482.15(b)(6), §483.73(b)(6), §483.475(b)(6),
8484.102(b)(5), 8485.68(b)(4), §485.625(b)(6), §485.727(b)(4), 8485.920(b)(5),
8491.12(b)(4), §494.62(b)(5).

NOTE: This does not apply to Transplant Centers, or OPOs.

During an emergency, a facility may need to accept volunteer support from individuals
with varying levels of skills and training. The facility must have policies and procedures
in place to facilitate this support. In order for volunteering healthcare professionals to be
able to perform services within their scope of practice and training, facilities must include
any necessary privileging and credentialing processes in its emergency preparedness plan
policies and procedures. Non-medical volunteers would perform non-medical tasks.
Facilities have flexibility in determining how best to utilize volunteers during an
emergency as long as such utilization is in accordance with State law, State scope of
practice rules, and facility policy. These may also include federally designated health
care professionals, such as Public Health Service (PHS) staff, National Disaster Medical
System (NDMS) medical teams, Department of Defense (DOD) Nurse Corps, Medical
Reserve Corps (MRC), or personnel such as those identified in federally designated
Health Professional Shortage Areas (HPSAS) to include licensed primary care medical,
dental, and mental/behavioral health professionals. Facilities are also encouraged to
collaborate with State-established volunteer registries, and where possible, State-based
Emergency System for Advanced Registration of VVolunteer Health Professionals (ESAR-
VHP).

Facilities are expected to include in its emergency plan a method for contacting off-duty
staff during an emergency and procedures to address other contingencies in the event
staff are not able to report to duty which may include, but are not limited to, utilizing
staff from other facilities and state or federally-designated health professionals.

Survey Procedures
e Verify the facility has included policies and procedures for the use of volunteers and
other staffing strategies in its emergency plan.

E-0029
(Rev.)



§403.748(C), §416.54(c), §418.113(c), §441.184(c), §460.84(c), §482.15(c), §483.73(c),
§483.475(c), §484.102(c), §485.68(c), §485.625(c), §485.727(c), §485.920(c),
§486.360(C), §491.12(c), §494.62(c).

(c) The [facility] must develop and maintain an emergency preparedness
communication plan that complies with Federal, State and local laws and must be
reviewed and updated at least annually.

Interpretive Guidelines applies to: §403.748(c), 8416.54(c), 8418.113(c), §441.184(c),
§460.84(c), 8482.15(c), 8483.73(c), 8483.475(c), §484.102(c), 8485.68(c), §485.625(c),
8485.727(c), 8485.920(c), §486.360(c), 8491.12(c), 8494.62(c).

NOTE: This does not apply to Transplant Centers.

Facilities must have a written emergency communication plan that contains how the
facility coordinates patient care within the facility, across healthcare providers, and with
state and local public health departments. The communication plan should include how
the facility interacts and coordinates with emergency management agencies and systems
to protect patient health and safety in the event of a disaster. The development of a
communication plan will support the coordination of care. The plan must be reviewed
annually and updated as necessary. We are allowing facilities flexibility in how they
formulate and operationalize the requirements of the communication plan.

Facilities in rural or remote areas with limited connectivity to communication
methodologies such as the Internet, World Wide Web, or cellular capabilities need to
ensure their communication plan addresses how they would communicate and comply
with this requirement in the absence of these communication methodologies. For
example, if a facility is located in a rural area, which has limited or no Internet and phone
connectivity during an emergency, it must address what alternate means are available to
alert local and State emergency officials. Optional communication methods facilities
may consider include satellite phones, radios and short wave radios.

Survey Procedures

e Verify that the facility has a written communication plan by asking to see the plan.

e Ask to see evidence that the plan has been reviewed (and updated as necessary) on an
annual basis.

E-0030
(Rev.)

§403.748(c)(1), §416.54(c)(L), §418.113(c)(1), §441.184(c)(1), §460.84(c)(L),
§482.15(c)(1), §483.73(c)(L), §483.475(c)(1), §484.102(c)(1), §485.68(c)(1),
§485.625(c)(1), §485.727(c)(1), §485.920(c)(1), §486.360(c)(L), §491.12(c)(L),
§494.62(c)(1).

[(c) The [facility;except RNHCIsheospicestransplanteenters,and-HHAS] must

develop and maintain an emergency preparedness communication plan that



complies with Federal, State and local laws and must be reviewed and updated at
least annually.] The communication plan must include all of the following:]

(1) Names and contact information for the following:
(i) Staff.
(i) Entities providing services under arrangement.
(iii) Patients' physicians
(iv) Other [facilities].
(v) Volunteers.

*[For Hospitals at 8482.15(c) and CAHSs at 8485.625(c)] The communication plan must
include all of the following:
(1) Names and contact information for the following:

(i) Staff.

(i) Entities providing services under arrangement.

(iii) Patients' physicians

(iv) Other [hospitals and CAHs].

(v) Volunteers.

*[For RNHCls at §403.748(c):] The communication plan must include all of the
following:
(1) Names and contact information for the following:

(i) Staff.

(ii) Entities providing services under arrangement.

(iii) Next of kin, guardian, or custodian.

(iv) Other RNHCIs.

(v) Volunteers.

*[For ASCs at 8416.45(c):] The communication plan must include all of the
following:
(1) Names and contact information for the following:
(i) Staff.
(i) Entities providing services under arrangement.
(iii) Patients’ physicians.
(iv) Volunteers.

*[For Hospices at 8418.113(c):] The communication plan must include all of the
following:
(1) Names and contact information for the following:
(i) Hospice employees.
(i) Entities providing services under arrangement.
(iii) Patients’ physicians.
(iv) Other hospices.

*[For HHAs at §484.102(c):] The communication plan must include all of the
following:



(1) Names and contact information for the following:
(i) Staff.
(i) Entities providing services under arrangement.
(iii) Patients’ physicians.
(iv) Volunteers.

*[For OPOs at 8486.360(c):] The communication plan must include all of the
following:
(2) Names and contact information for the following:

(i) Staff.

(i) Entities providing services under arrangement.

(iii)Volunteers.

(iv)Other OPOs.

(v) Transplant and donor hospitals in the OPO’s Donation Service Area

(DSA).

Interpretive Guidelines applies to: §403.748(c)(1), 8416.54(c)(1), 8418.113(c)(1),
§441.184(c)(1), §460.84(c)(1), §482.15(c)(1), §483.73(c)(1), §483.475(c)(1),
§484.102(c)(1), 8485.68(c)(1), 8485.625(c)(1), 8485.727(c)(1), §485.920(c)(1),
§486.360(c)(1), §491.12(c)(1), §494.62(c)(1).

NOTE: This does not apply to Transplant Centers.

A facility must have the contact information for those individuals and entities outlined
within the standard. The requirement to have contact information for “other facilities”
requires a provider or supplier to have the contact information for another provider or
supplier of the same type as itself. For instance, hospitals should have contact
information for other hospitals and CORFs should have contact information for other
COREFs, etc. While not required, facilities may also find it prudent to have contact
information for other facilities not of the same type. For instance a hospital may find it
appropriate to have the contact information of LTC facilities within a reasonable
geographic area, which could assist in facilitating patient transfers. Facilities have
discretion in the formatting of this information, however it should be readily available
and accessible to leadership and staff during an emergency event. Facilities which utilize
electronic data storage should be able to provide evidence of data back-up with hard
copies or demonstrate capability to reproduce contact lists or access this data during
emergencies. All contact information must be reviewed and updated as necessary at least
annually. Contact information contained in the communication plan must be accurate
and current. Facilities must update contact information for incoming new staff and
departing staff throughout the year and any other changes to information for those
individuals and entities on the contact list.

Transplant Centers should be included in the development of the hospitals
communication plans. In the case of a Medicare-approved transplant center, a
communication plan needs to be developed and disseminated between the hospitals,
OPO, and transplant patients. For example, if the transplant program is planning to
transfer patients to another transplant center due to an emergency, the communication



plan between the hospitals, the OPO, and the patient should include the responsibilities of
each of the facility types to ensure continuity of care. During an emergency, should an
organ offer become available at the time the patient is at the “transferred hospital,” the
OPOQO’s emergency preparedness communication plan should address how this
information will be communicated to both the OPO and the patient of where their care
will be continued.

Survey Procedures

e Verify that all required contacts are included in the communication plan by asking to
see a list of the contacts with their contact information.

e Verify that all contact information has been reviewed and updated at least annually by
asking to see evidence of the annual review.

E-0031
(Rev.)

§403.748(c)(2), 8416.54(c)(2), §418.113(c)(2), §441.184(c)(2), §460.84(c)(2),
§482.15(c)(2), §483.73(c)(2), §483.475(c)(2), §484.102(c)(2), §485.68(c)(2),
§485.625(C)(2), §485.727(c)(2), §485.920(c)(2), §486.360(c)(2), §491.12(c)(2),
§494.62(c)(2).

[(c) The [facility] must develop and maintain an emergency preparedness
communication plan that complies with Federal, State and local laws and must be
reviewed and updated at least annually] The communication plan must include all
of the following:

(2) Contact information for the following:
(i) Federal, State, tribal, regional, and local emergency preparedness staff.
(i) Other sources of assistance.

*[For LTC Facilities at 8483.73(c):] (2) Contact information for the following:
(i) Federal, State, tribal, regional, and local emergency preparedness staff.
(if) The State Licensing and Certification Agency.
(iii) The Office of the State Long-Term Care Ombudsman.
(iv) Other sources of assistance.

*[For ICF/IIDs at 8483.475(c):] (2) Contact information for the following:
(i) Federal, State, tribal, regional, and local emergency preparedness staff.
(if) Other sources of assistance.
(iii) The State Licensing and Certification Agency.
(iv) The State Protection and Advocacy Agency.

Interpretive Guidelines applies to: §403.748(c)(2), 8416.54(c)(2), §418.113(c)(2),
§441.184(c)(2), §460.84(c)(2), §482.15(c)(2), §483.73(c)(2), §483.475(c)(2),
8§484.102(c)(2), §8485.68(c)(2), 8485.625(c)(2), 8§485.727(c)(2), §485.920(c)(2),
§486.360(c)(2), 8491.12(c)(2), §494.62(c)(2).



NOTE: This does not apply to Transplant Centers.

A facility must have the contact information for those individuals and entities outlined
within the standard. Facilities have discretion in the formatting of this information,
however it should be readily available and accessible to leadership during an emergency
event. Facilities are encouraged but not required to maintain these contact lists both in
electronic format and hard-copy format in the event that network systems to retrieve
electronic files are not accessible. All contact information must be reviewed and updated
at least annually.

Survey Procedures

e Verify that all required contacts are included in the communication plan by asking to
see a list of the contacts with their contact information.

e Verify that all contact information has been reviewed and updated at least annually by
asking to see evidence of the annual review.

E-0032
(Rev.)

§403.748(c)(3), §416.54(c)(3), §418.113(c)(3), §441.184(c)(3), §460.84(c)(3),
§482.15(c)(3), §483.73(c)(3), §483.475(c)(3), §484.102(c)(3), §485.68(c)(3),
§485.625(c)(3), §485.727(c)(3), §485.920(c)(3), §486.360(c)(3), §491.12(c)(3),
§494.62(c)(3).

[(c) The [facility] must develop and maintain an emergency preparedness
communication plan that complies with Federal, State and local laws and must be
reviewed and updated at least annually.] The communication plan must include all
of the following:

(3) Primary and alternate means for communicating with the following:
(i) [Facility] staff.
(i) Federal, State, tribal, regional, and local emergency management
agencies.

*[For ICF/11Ds at 8483.475(c):] (3) Primary and alternate means for communicating
with the ICF/I11D’s staff, Federal, State, tribal, regional, and local emergency
management agencies.

Interpretive Guidelines applies to: §403.748(c)(3), §416.54(c)(3), §418.113(c)(3),
8§441.184(c)(3), §460.84(c)(3), §482.15(c)(3), 8483.73(c)(3), §483.475(c)(3),
§484.102(c)(3), §485.68(c)(3), §485.625(c)(3), §485.727(c)(3), §485.920(c)(3),
8486.360(c)(3), §491.12(c)(3), §494.62(c)(3).

NOTE: This does not apply to Transplant Centers.
Facilities are required to have primary and alternate means of communicating with staff,
Federal, State, tribal, regional, and local emergency management agencies. Facilities



have the discretion to utilize alternate communication systems that best meets their needs.
However, it is expected that facilities would consider pagers, cellular telephones, radio
transceivers (that is, walkie-talkies), and various other radio devices such as the NOAA
Weather Radio and Amateur Radio Operators’ (HAM Radio) systems, as well as satellite
telephone communications systems. We recognize that some facilities, especially in
remote areas, may have difficulty using some communication systems, such as cellular
phones, even in non-emergency situations, which should be outlined within their risk
assessment and addressed within the communications plan. It is expected these facilities
would address such challenges when establishing and maintaining a well-designed
communication system that will function during an emergency.

The communication plan should include procedures regarding when and how alternate
communication methods are used, and who uses them. In addition the facility should
ensure that its selected alternative means of communication is compatible with
communication systems of other facilities, agencies and state and local officials it plans
to communicate with during emergencies. For example, if State X local emergency
officials use the SHAred RESources (SHARES) High Frequency (HF) Radio program
and facility Y is trying to communicate with RACES, it may be prudent to consider if
these two alternate communication systems can communicate on the same frequencies.

Facilities may seek information about the National Communication System (NCS), which
offers a wide range of National Security and Emergency Preparedness communications
services, the Government Emergency Telecommunications Services (GETS), the
Telecommunications Service Priority (TSP) Program, Wireless Priority Service (WPS),
and SHARES. Other communication methods could include, but are not limited to,
satellite phones, radio, and short wave radio. The Radio Amateur Civil Emergency
Services (RACES) is an integral part of emergency management operations.

Survey Procedures

e Verify the communication plan includes primary and alternate means for
communicating with facility staff, Federal, State, tribal, regional and local emergency
management agencies by reviewing the communication plan.

e Ask to see the communications equipment or communication systems listed in the
plan.

E-0033
(Rev.)

§403.748(C)(4)-(6), §416.54(C)(4)-(6), §418.113(c)(4)-(6), §441.184(c)(4)-(6),
§460.84(C)(4)-(6), §441.184(c)(4)-(6), §460.84(c)(4)-(6), §482.15(c)(4)-(6),
§483.73(C)(4)-(6), §483.475(c)(4)-(6), §484.102(c)(4)-(5), §485.68(c)(4), §485.625(c)(4)-
(6), §485.727(C)(4), §485.920(c)(4)-(6), §491.12(c)(4), §494.62(c)(4)-(6).

[(c) The [facility] must develop and maintain an emergency preparedness
communication plan that complies with Federal, State and local laws and must be



reviewed and updated at least annually.] The communication plan must include all
of the following:

(4) A method for sharing information and medical documentation for patients
under the [facility's] care, as necessary, with other health providers to maintain the
continuity of care.

(5) A means, in the event of an evacuation, to release patient information as
permitted under 45 CFR 164.510(b)(1)(ii). [This provision is not required for HHAS
under 8484.102(c), CORFs under §485.68(c)]

(6) [(4) or (5)]A means of providing information about the general condition and
location of patients under the [facility's] care as permitted under 45 CFR
164.510(b)(4).

*[For RNHCls at §403.748(c):] (4) A method for sharing information and care
documentation for patients under the RNHCI’s care, as necessary, with care
providers to maintain the continuity of care, based on the written election statement
made by the patient or his or her legal representative.

*[For RHCs/FQHCs at 8491.12(c):] (4) A means of providing information about the
general condition and location of patients under the facility’s care as permitted
under 45 CFR 164.510(b)(4).

Interpretive Guidelines applies to: §403.748(c)(4)-(6), 8416.54(c)(4)-(6),
8418.113(c)(4)-(6), 8441.184(c)(4)-(6), 8460.84(c)(4)-(6), 8482.15(c)(4)-(6),
8441.184(c)(4)-(6), 8460.84(c)(4)-(6), 8483.73(c)(4)-(6), 8483.475(c)(4)-(6),
8484.102(c)(4)-(5), 8485.68(c)(4), 8485.625(c)(4)-(6), 8485.727(c)(4), 8485.920(c)(4)-
(6), 8491.12(c)(4), §494.62(c)(4)-(6).

NOTE: For RHCs/FQHC'’s the regulatory language differs under (c)(4).
Additionally, a method for sharing information and medical documentation for
patients under the RHC/FQHC’s care, as necessary, with other health providers to
maintain the continuity of care and a means of providing information about the
general condition and location of patients does not apply.

NOTE: This does not apply to Transplant Centers.

Facilities are required to develop a method for sharing information and medical (or for
RNHCIs only, care) documentation for patients under the facility's care, as necessary,
with other health care providers to maintain continuity of care. Such a system must
ensure that information necessary to provide patient care is sent with an evacuated patient
to the next care provider and would also be readily available for patients being sheltered
in place. While the regulation does not specify timelines for delivering patient care
information, facilities are expected to provide patient care information to receiving
facilities during an evacuation, within a timeframe that allows for effective patient
treatment and continuity of care. Facilities should not delay patient transfers during an



emergency to assemble all patient reports, tests, etc. to send with the patient. Facilities
should send all necessary patient information that is readily available and should include
at least, patient name, age, DOB, allergies, current medications, medical diagnoses,
current reason for admission (if inpatient), blood type, advance directives and next of
kin/emergency contacts. There is no specified means (such as paper or electronic) for
how facilities are to share the required information.

Facilities (with the exception of HHAs, RHCs/FQHCs, and CORFs) are also required to
have a means, in the event of an evacuation, to release patient information as permitted
under 45 CFR 164.510 and a means of providing information about the general condition
and location of patients under the facility's care as permitted under 45 CFR
164.510(b)(4). Thus, facilities must have a communication system in place capable of
generating timely, accurate information that could be disseminated, as permitted under 45
CFR 164.510(b)(4), to family members and others. Facilities have the flexibility to
develop and maintain their own system in a manner that best meets its needs.

HIPAA requirements are not suspended during a national or public health emergency.
However, the HIPAA Privacy Rule specifically permits certain uses and disclosures of
protected health information in emergency circumstances and for disaster relief purposes.
Section 164.510 *“Uses and disclosures requiring an opportunity for the individual to
agree to or to object,”” is part of the ““Standards for Privacy of Individually Identifiable
Health Information,”” commonly known as ““The Privacy Rule.”” HIPAA Privacy
Regulations at 45 CFR 164.510(b)(4), ‘‘Use and disclosures for disaster relief purposes,””
establishes requirements for disclosing patient information to a public or private entity
authorized by law or by its charter to assist in disaster relief efforts for purposes of
notifying family members, personal representatives, or certain others of the patient’s
location or general condition.

Survey Procedures
e Verify the communication plan includes a method for sharing information and
medical (or for RNHCIs only, care) documentation for patients under the facility's
care, as necessary, with other health (or care for RNHCIs) providers to maintain the
continuity of care by reviewing the communication plan.
0 For RNCHlIs, verify that the method for sharing patient information is based on a
requirement for the written election statement made by the patient or his or her
legal representative.

e Verify the facility has developed policies and procedures that address the means the
facility will use to release patient information to include the general condition and
location of patients, by reviewing the communication plan

E-0034
(Rev.)

§403.748(c)(7), §416.54(c)(7), §418.113(c)(7) §441.184(c)(7), §482.15(c)(7),
§460.84(c)(7), §483.73(c)(7), §483.475(c)(7), §484.102(c)(6), §485.68(c)(5),



§485.68(c)(5), §485.727(c)(5), §485.625(c)(7), §485.920(c)(7), §491.12(c)(5),
§494.62(c)(7).

[(c) The [facility] must develop and maintain an emergency preparedness
communication plan that complies with Federal, State and local laws and must be
reviewed and updated at least annually.] The communication plan must include all
of the following:

(7) [(5) or (6)] A means of providing information about the [facility’s] occupancy,
needs, and its ability to provide assistance, to the authority having jurisdiction, the
Incident Command Center, or designee.

*[For ASCs at 416.54(c)]: (7) A means of providing information about the ASC’s
needs, and its ability to provide assistance, to the authority having jurisdiction, the
Incident Command Center, or designee.

*[For Inpatient Hospice at 8418.113(c):] (7) A means of providing information about
the hospice’s inpatient occupancy, needs, and its ability to provide assistance, to the
authority having jurisdiction, the Incident Command Center, or designee.

Interpretive Guidelines applies to: §403.748(c)(7), 8416.54(c)(7), 8418.113(c)(7),
§441.184(c)(7), §460.84(c)(7), §482.15(c)(7), §483.73(c)(7); §483.475(c)(7);
§484.102(c)(6); 8485.68(c)(5), 8485.625(c)(7); §485.727(c)(5); 8485.920(c)(7);
§491.12 (c)(5), §494.62(c)(7).

NOTE: This does not apply to outpatient hospices or Transplant Centers.

Facilities, except for transplant centers, must have a means of providing information
about the facility’s needs and its ability to provide assistance to the authority having
jurisdiction (local and State emergency management agencies, local and state public
health departments, the Incident Command Center, the Emergency Operations Center, or
designee). For hospitals, CAHs, RNHCIs, inpatient hospices, PRTFs, LTC facilities, and
ICF/1IDs, they must also have a means for providing information about their occupancy.

Occupancy reporting is considered, but not limited to, reporting the number of patients
currently at the facility receiving treatment and care or the facility’s occupancy
percentage. The facility should consider how its occupancy affects its ability to provide
assistance. For example, if the facility’s occupancy is close to 100% the facility may not
be able to accept patients from nearby facilities. The types of “needs” a facility may have
during an emergency and should communicate to the appropriate authority would include
but is not limited to, shortage of provisions such as food, water, medical supplies,
assistance with evacuation and transfers, etc.

NOTE: The authority having jurisdiction varies by local, state and federal emergency
management structures as well as the type of disaster. For example, in the event of a
multi-state wildfire, the jurisdictional authority who would take over the Incident



Command Center or state-wide coordination of the disaster would likely be a fire-related
agency.

We are not prescribing the means that facilities must use in disseminating the required
information. However, facilities should include in its communication plan, a process to
communicate the required information.

NOTE: As defined by the Federal Emergency Management Administration (FEMA), an
Incident Command System (ICS) is a management system designed to enable effective
and efficient domestic incident management by integrating a combination of facilities,
equipment, personnel, procedures, and communications operating within a common
organizational structure. (FEMA, 2016). The industry, as well as providers/suppliers, use
various terms to refer to the same function and we have used the term “*Incident
Command Center’” to mean “‘Emergency Operations Center’” or “*Incident Command
Post.”” Local, State, Tribal and Federal emergency preparedness officials, as well as
regional healthcare coalitions, can assist facilities in the identification of their Incident
Command Centers and reporting requirements dependent on an emergency.

Survey Procedures

e Verify the communication plan includes a means of providing information about the
facility’s needs, and its ability to provide assistance, to the authority having
jurisdiction, the Incident Command Center, or designee by reviewing the
communication plan.

e For hospitals, CAHs, RNHCIs, inpatient hospices, PRTFs, LTC facilities, and
ICF/1IDs, also verify if the communication plan includes a means of providing
information about their occupancy.

E-0036
(Rev.)

§403.748(d), §416.54(d), §418.113(d), §441.184(d), §460.84(d), §482.15(d),
§483.73(d), §483.475(d), §484.102(d), §485.68(d), §485.625(d), §485.727(d),
§485.920(d), §486.360(d), §491.12(d), §494.62(d).

(d) Training and testing. The [facility] must develop and maintain an emergency
preparedness training and testing program that is based on the emergency plan set
forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, policies and procedures at paragraph (b) of this section, and the
communication plan at paragraph (c) of this section. The training and testing
program must be reviewed and updated at least annually.

*[For ICF/IIDs at 8483.475(d):] Training and testing. The ICF/I1D must develop and
maintain an emergency preparedness training and testing program that is based on
the emergency plan set forth in paragraph (a) of this section, risk assessment at
paragraph (a)(1) of this section, policies and procedures at paragraph (b) of this



section, and the communication plan at paragraph (c) of this section. The training
and testing program must be reviewed and updated at least annually. The ICF/11D
must meet the requirements for evacuation drills and training at §483.470(h).

*[For ESRD Facilities at 8494.62(d):] Training, testing, and orientation. The dialysis
facility must develop and maintain an emergency preparedness training, testing and
patient orientation program that is based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section,
policies and procedures at paragraph (b) of this section, and the communication
plan at paragraph (c) of this section. The training, testing and orientation program
must be reviewed and updated at least annually.

Interpretive Guidelines applies to: §403.748(d), 8416.54(d), §418.113(d),
§441.184(d), §482.15(d), §460.84(d), §483.73(d), §483.475(d), §484.102(d),
§485.68(d), §485.625(d), §485.727(d), §485.920(d), §486.360(d), §491.12(d),
§494.62(d).

NOTE: This does not apply to Transplant Centers.

NOTE: The citation to 8483.470(h) referenced in §483.475(d) for ICF/11Ds
requirements is incorrect as this was a technical error made within the Final Rule.
An emergency preparedness training and testing program as specified in this requirement
must be documented and reviewed and updated on at least an annual basis. The training
and testing program must reflect the risks identified in the facility’s risk assessment and
be included in their emergency plan. For example, a facility that identifies flooding as a
risk should also include policies and procedures in their emergency plan for closing or
evacuating their facility and include these in their training and testing program. This
would include, but is not limited to, training and testing on how the facility will
communicate the facility closure to required individuals and agencies, testing patient
tracking systems and testing transportation procedures for safely moving patients to other
facilities. Additionally, for facilities with multiple locations, such as multi-campus or
multi-location hospitals, the facility’s training and testing program must reflect the
facility’s risk assessment for each specific location.

Training refers to a facility’s responsibility to provide education and instruction to staff,
contractors, and facility volunteers to ensure all individuals are aware of the emergency
preparedness program. Testing is the concept in which training is operationalized and the
facility is able to evaluate the effectiveness of the training as well as the overall
emergency preparedness program. Testing includes conducting drills and/or exercises to
test the emergency plan to identify gaps and areas for improvement.

Survey Procedures

e Verify that the facility has a written training and testing (and for ESRD facilities, a
patient orientation) program that meets the requirements of the regulation.

e Verify the program has been reviewed and updated on, at least, an annual basis by
asking for documentation of the annual review as well as any updates made.



e Verify that ICF/IID emergency plans also meet the requirements for evacuation drills
and training at 8483.470(i).

E-0037
(Rev.)

§403.748(d)(1), §416.54(d)(1), §418.113(d)(L), 8441.184(d)(L), §460.84(d)(1),
§482.15(d)(L), §483.73(d)(1), §483.475(d)(L), 8484.102(d)(1), §485.68(d)(L),
§485.625(d)(1), §485.727(d)(1), §485.920(d)(1), §486.360(dl)(L), §491.12(d)(L).

(1) Training program. The [facility, except Hospices, PRTFs, PACE organizations,
Hospitals, CAHs, RHCs/ FQHCs, and dialysis facilities] must do all of the following:
(1) Initial training in emergency preparedness policies and procedures to all
new and existing staff, individuals providing services under arrangement,
and volunteers, consistent with their expected role.
(if) Provide emergency preparedness training at least annually.
(iif) Maintain documentation of all emergency preparedness training.
(iv) Demonstrate staff knowledge of emergency procedures.

*[For Hospitals at 8482.15(d) and RHCs/FQHCs at §491.12:] (1) Training program.
The [Hospital or RHC/FQHC] must do all of the following:
(i) Initial training in emergency preparedness policies and procedures to all
new and existing staff, individuals providing on-site services under
arrangement, and volunteers, consistent with their expected roles.
(i1) Provide emergency preparedness training at least annually.
(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of emergency procedures.

*[For Hospices at 8418.113(d):] (1) Training. The hospice must do all of the
following:
(i) Initial training in emergency preparedness policies and procedures to all
new and existing hospice employees, and individuals providing services
under arrangement, consistent with their expected roles.
(i) Demonstrate staff knowledge of emergency procedures.
(iii) Provide emergency preparedness training at least annually.
(iv) Periodically review and rehearse its emergency preparedness plan with
hospice employees (including nonemployee staff), with special emphasis
placed on carrying out the procedures necessary to protect patients and
others.

*[For PRTFs at 8441.184(d):] (1) Training program. The PRTF must do all of the
following:
(i) Initial training in emergency preparedness policies and procedures to all
new and existing staff, individuals providing services under arrangement,
and volunteers, consistent with their expected roles.



(if) After initial training, provide emergency preparedness training at least
annually.

(iii) Demonstrate staff knowledge of emergency procedures.

(iv) Maintain documentation of all emergency preparedness training.

*[For PACE at 8460.84(d):] (1) The PACE organization must do all of the following:
(i) Initial training in emergency preparedness policies and procedures to all
new and existing staff, individuals providing on-site services under
arrangement, contractors, participants, and volunteers, consistent with their
expected roles.

(ii) Provide emergency preparedness training at least annually.

(iii) Demonstrate staff knowledge of emergency procedures, including
informing participants of what to do, where to go, and whom to contact in
case of an emergency.

(iv) Maintain documentation of all training.

*[For CORFs at 8485.68(d):](1) Training. The CORF must do all of the following:
(i) Provide initial training in emergency preparedness policies and
procedures to all new and existing staff, individuals providing services under
arrangement, and volunteers, consistent with their expected roles.

(i1) Provide emergency preparedness training at least annually.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency procedures. All new
personnel must be oriented and assigned specific responsibilities regarding
the CORF’s emergency plan within 2 weeks of their first workday. The
training program must include instruction in the location and use of alarm
systems and signals and firefighting equipment.

*[For CAHs at 8485.625(d):] (1) Training program. The CAH must do all of the
following:
(i) Initial training in emergency preparedness policies and procedures,
including prompt reporting and extinguishing of fires, protection, and where
necessary, evacuation of patients, personnel, and guests, fire prevention, and
cooperation with firefighting and disaster authorities, to all new and existing
staff, individuals providing services under arrangement, and volunteers,
consistent with their expected roles.
(if) Provide emergency preparedness training at least annually.
(iif) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of emergency procedures.

*[For CMHC:s at §485.920(d):] (1) Training. The CMHC must provide initial
training in emergency preparedness policies and procedures to all new and existing
staff, individuals providing services under arrangement, and volunteers, consistent
with their expected roles, and maintain documentation of the training. The CMHC
must demonstrate staff knowledge of emergency procedures. Thereafter, the
CMHC must provide emergency preparedness training at least annually.



Interpretive Guidelines applies to: §403.748(d)(1), §8416.54(d)(1), §418.113(d)(1),
8§441.184(d)(1), 8460.84(d)(1), 8482.15(d)(1), 8483.73(d)(1), §483.475(d)(1),
§484.102(d)(1), §485.68(d)(1), §485.625(d)(1), §485.727(d)(1), §485.920(d)(1),
§486.360(d)(1), §491.12(d)(1)

NOTE: This does not apply to Transplant Centers or ESRD facilities.

Facilities are required to provide initial training in emergency preparedness policies and
procedures that are consistent with their roles in an emergency to all new and existing
staff, individuals providing services under arrangement, and volunteers. This includes
individuals who provide services on a per diem basis such as agency nursing staff and
any other individuals who provide services on an intermittent basis and would be
expected to assist during an emergency.

PACE organizations and CAHs have additional requirements. PACE organizations must
also provide initial training to contractors and PACE participants. CAHs must also
include initial training on the following: prompt reporting and extinguishing of fires;
protection; and where necessary, evacuation of patients, personnel, and guests, fire
prevention, and cooperation with firefighting and disaster authorities.

Facilities should provide initial emergency training during orientation (or shortly
thereafter) to ensure initial training is not delayed. With the exception of CORFs which
must complete initial training within the first two weeks of employment, we recommend
initial training be completed by the time the staff has completed the facility’s new hire
orientation program. Additionally, in the case of facilities with multiple locations, such
as multi-campus hospitals, staff, individuals providing services under arrangement, or
volunteers should be provided initial training at their specific location and when they are
assigned to a new location.

Facilities have the flexibility to determine the focus of their annual training, as long as it
aligns with the emergency plan and risk assessment. Ideally, annual training should be
modified each year, incorporating any lessons learned from the most recent exercises,
real-life emergencies that occurred in the last year and during the annual review of the
facility’s emergency program. For example, annual training could include training staff
on new evacuation procedures that were identified as a best practice and documented in
the facility “After Action Report” (AAR) during the last emergency drill and were
incorporated into the emergency plan during the program’s annual review.

While facilities are required to provide annual training to all staff, it is up to the facility to
decide what level of training each staff member will be required to complete each year
based on an individual's involvement or expected role during an emergency. There may
be core topics that apply to all staff, while certain clinical staff may require additional
topics. For example, dietary staff who prepare meals may not need to complete annual
training that is focused on patient evacuation procedures. Instead, the facility may
provide training that focuses on the proper preparation and storage of food in an
emergency. In addition, depending on specific staff duties during an emergency, a



facility may determine that documented external training is sufficient to meet some or all
of the facility's annual training requirements. For example, staff who work with
radiopharmaceuticals may attend external training that teach staff how to handle
radiopharmaceutical emergencies. It is up to the facility to decide if the external training
meets the facility’s requirements.

Facilities may contract with individuals providing services who also provide services in
multiple surrounding areas. For instance, an ICF/1ID may contract a nutritionist who
also provides services in other locations. Given that these contracted individuals may
provide services at multiple facilities, it may not be feasible for them to receive formal
training for each of the facilities for emergency preparedness programs. The expectation
is that each individual knows the facility’s emergency program and their role during
emergencies, however the delivery of such training is left to the facility to determine.
Facilities in which these individuals provide services may develop some type of training
documentation- i.e. the facility’s emergency plan, important contact information, and the
facility’s expectation for those individuals during an emergency etc. which documents
that the individual received the information/training. Furthermore, if a surveyor asks one
of these individuals what their role is during a disaster, or any relevant questions, then
the expectation is that the individual can describe the emergency plans/their role.

Facilities must maintain documentation of the annual training for all staff. The
documentation must include the specific training completed as well as the methods used
for demonstrating knowledge of the training program. Facilities have flexibility in ways
to demonstrate staff knowledge of emergency procedures. The method chosen is likely
based on the training delivery method. For example: computer-based or printed self-
learning packets may contain a test to demonstrate knowledge. If facilities choose
instructor-led training, a question and answer session could follow the training.
Regardless of the method, facilities must maintain documentation that training was
completed and that staff are knowledgeable of emergency procedures.

Survey Procedures

e Ask for copies of the facility’s initial emergency preparedness training and annual
emergency preparedness training offerings.

e Interview various staff and ask questions regarding the facility’s initial and annual
training course, to verify staff knowledge of emergency procedures.

e Review a sample of staff training files to verify staff have received initial and annual
emergency preparedness training.
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(2) Testing. The [facility, except for LTC facilities, RNHCIs and OPOs] must
conduct exercises to test the emergency plan at least annually. The [facility, except
for RNHCIs and OPOs] must do all of the following:

*[For LTC Facilities at 8483.73(d):] (2) Testing. The LTC facility must conduct
exercises to test the emergency plan at least annually, including unannounced staff
drills using the emergency procedures. The LTC facility must do all of the
following:

(i) Participate in a full-scale exercise that is community-based or when a
community-based exercise is not accessible, an individual, facility-based. If the
[facility] experiences an actual natural or man-made emergency that requires
activation of the emergency plan, the [facility] is exempt from engaging in a
community-based or individual, facility-based full-scale exercise for 1 year following
the onset of the actual event:

(if) Conduct an additional exercise that may include, but is not limited to the
following:

(A) A second full-scale exercise that is community-based or individual,
facility-based.

(B) A tabletop exercise that includes a group discussion led by a
facilitator, using a narrated, clinically-relevant emergency scenario, and a
set of problem statements, directed messages, or prepared questions
designed to challenge an emergency plan.

(iii) Analyze the [facility's] response to and maintain documentation of all
drills, tabletop exercises, and emergency events, and revise the [facility's] emergency
plan, as needed.

*[For RNHCls at 8403.748 and OPOs at 8486.360] (d)(2) Testing. The [RNHCI and
OPO] must conduct exercises to test the emergency plan. The [RNHCI and OPO]
must do the following:

(i) Conduct a paper-based, tabletop exercise at least annually. A tabletop
exercise is a group discussion led by a facilitator, using a narrated, clinically
relevant emergency scenario, and a set of problem statements, directed messages, or
prepared questions designed to challenge an emergency plan.

(if) Analyze the [RNHCI’s and OPQO’s] response to and maintain
documentation of all tabletop exercises, and emergency events, and revise the
[RNHCI’s and OPQO’s] emergency plan, as needed.

Interpretive Guidelines applies to: §403.748(d)(2), 8416.54(d)(2), §418.113(d)(2),
§441.184(d)(2), §460.84(d)(2), §482.15(d)(2), §483.73(d)(2), §483.475(d)(2),
§484.102(d)(2), 8§485.68(d)(2), §485.625(d)(2), §485.727(d)(2), §485.920(d)(2),
§486.360(d)(2)§491.12(d)(2), §494.62(d)(2)

NOTE: This does not apply to Transplant Centers.



NOTE: RNHCIs and OPOs are only required to annually conduct paper-based
tabletop exercises to test the emergency plan. They are not required to conduct
individual facility based and full-scale community-based exercises.

Facilities must on an annual basis conduct exercises to test the emergency plan, which for
LTC facilities also includes unannounced staff drills using the emergency procedures.
Specifically, facilities are required to conduct a tabletop exercise and participate in a full-
scale community-based exercise or conduct an individual facility exercise if a
community-based exercise is not available. As the term full-scale exercise may vary by
sector, facilities are not required to conduct a full-scale exercise as defined by FEMA or
DHS’s Homeland Security Exercise and Evaluation Program (HSEEP). For the purposes
of this requirement, a full scale exercise is defined and accepted as any operations-based
exercise (drill, functional, or full-scale exercise) that assesses a facility’s functional
capabilities by simulating a response to an emergency that would impact the facility’s
operations and their given community. A full-scale exercise is also an operations-based
exercise that typically involves multiple agencies, jurisdictions, and disciplines
performing functional or operational elements. There is also definition for “community”
as it is subject to variation based on geographic setting, (e.g. rural, suburban, urban, etc.),
state and local agency roles and responsibilities, types of providers in a given area in
addition to other factors. In doing so, facilities have the flexibility to participate in and
conduct exercises that more realistically reflect the risks and composition of their
communities. Facilities are expected to consider their physical location, agency and other
facility responsibilities and needs of the community when planning or participating in
their exercises. The term could, however, mean entities within a state or multi-state
region.

In many areas of the country, State and local agencies (emergency management agencies
and health departments) and some regional entities, such as healthcare coalitions may
conduct an annual full-scale, community-based exercise in an effort to more broadly
assess community-wide emergency planning, potential gaps, and the integration of
response capabilities in an emergency. Facilities should actively engage these entities to
identify potential opportunities, as appropriate, as they offer the facility the opportunity to
not only assess their emergency plan but also better understand how they can contribute
to, coordinate with, and integrate into the broader community’s response during an
emergency. They also provide a collective forum for assessing their communications
plans to ensure they have the appropriate contacts and understand how best to engage and
communicate with their state and local public health and emergency management
agencies and other relevant partners, such as a local healthcare coalition, during an
emergency.

Facilities are expected to contact their local and state agencies and healthcare coalitions,
where appropriate, to determine if an opportunity exists and determine if their
participation would fulfill this requirement. In doing so, they are expected to document
the date, the personnel and the agency or healthcare coalition that they contacted. It is
also important to note that agencies and or healthcare coalitions conducting these
exercises will not have the resources to fulfill individual facility requirements and thus



will only serve as a conduit for broader community engagement and coordination prior
to, during and after the full-scale community-based exercise. Facilities are responsible
for resourcing their participation and ensuring that all requisite documentation is
developed and available to demonstrate their compliance with this requirement.

Facilities are encouraged to engage with their area Health Care Coalitions (HCC)
(partnerships between healthcare, public health, EMS, and emergency management) to
explore integrated opportunities. Health Care Coalitions (HCCs) are groups of individual
health care and response organizations who collaborate to ensure each member has what
it needs to respond to emergencies and planned events. HCCs plan and conduct
coordinated exercises to assess the health care delivery systems readiness. There is value
in participating in HCCs for participating in strategic planning, information sharing and
resource coordination. HCC’s do not coordinate individual facility exercises, but rather
serve as a conduit to provide an opportunity for other provider types to participate in an
exercise. HCCs should communicate exercise plans with local and state emergency
preparedness agencies and HCCs will benefit the entire community’s preparedness. In
addition, CMS does not regulate state and local government disaster planning agencies.
It is the sole responsibility of the facility to be in compliance.

Facilities that are not able to identify a full-scale community-based exercise, can instead
fulfill this part of their requirement by either conducting an individual facility-based
exercise, documenting an emergency that required them to fully activate their emergency
plan, or by conducting a smaller community-based exercise with other nearby facilities.
Facilities that elect to develop a small community-based exercise have the opportunity to
not only assess their own emergency preparedness plans but also better understand the
whole community’s needs, identify critical interdependencies and or gaps and potentially
minimize the financial impact of this requirement. For example, a LTC facility, a
hospital, an ESRD facility, and a home health agency, all within a given area, could
conduct a small community-based exercise to assess their individual facility plans and
identify interdependencies that may impact facility evacuations and or address potential
surge scenarios due to a prolonged disruption in dialysis and home health care services.
Those that elect to conduct a community-based exercise should make an effort to contact
their local/state emergency officials and healthcare coalitions, where appropriate, and
offer them the opportunity to attend as they can provide valuable insight into the broader
emergency planning and response activities in their given area.

Facilities that conduct an individual facility-based exercise will need to demonstrate how
it addresses any risk(s) identified in its risk assessment. For example, an inpatient facility
might test their policies and procedures for a flood that may require the evacuation of
patients to an external site or to an internal safe “shelter-in-place” location (e.g. foyer,
cafeteria, etc.) and include requirements for patients with access and functional needs and
potential dependencies on life-saving electricity-dependent medical equipment. An
outpatient facility, such as a home health provider, might test its policies and procedures
for a flood that may require it to rapidly locate its on-duty staff, assess the acuity of its
patients to determine those that may be able to shelter-in-place or require hospital



admission, communicate potential evacuation needs to local agencies, and provide
medical information to support the patient’s continuity of care.

Each facility is responsible for documenting their compliance and ensuring that this
information is available for review at any time for a period of no less than three (3) years.
Facilities should also document the lessons learned following their tabletop and full-scale
exercises and real-life emergencies and demonstrate that they have incorporated any
necessary improvements in their emergency preparedness program. Facilities may
complete an after action review process to help them develop an actionable after action
report (AAR). The process includes a roundtable discussion that includes leadership,
department leads and critical staff who can identify and document lessons learned and
necessary improvements in an official AAR. The AAR, at a minimum, should determine
1) what was supposed to happen; 2) what occurred; 3) what went well; 4) what the
facility can do differently or improve upon; and 5) a plan with timelines for incorporating
necessary improvement. Lastly, facilities that are a part of a healthcare system, can elect
to participate in their system’s integrated and unified emergency preparedness program
and exercises. However, those that do will still be responsible for documenting and
demonstrating their individual facility’s compliance with the exercise and training
requirements.

Finally, an actual emergency event or response of sufficient magnitude that requires
activation of the relevant emergency plans meets the annual exercise requirement and
exempts the facility for engaging in a community-based full-scale exercise or individual,
facility-based mock disaster drill for one year following the actual event; and facilities
must be able to demonstrate this through written documentation. If a facility activates its
emergency plan twice in one year, then the facility would be exempt from both exercises
(community-based full-scale exercise and the secondary exercise- individual, facility-
based mock disaster drill, table top exercise) for one year following the actual events.

For additional information and tools, please visit the CMS Survey & Certification
Emergency Preparedness website at: https://www.cms.gov/Medicare/Provider-
Enrollment-and-Certification/SurveyCertEmergPrep/index.html or ASPR TRACIE.

Survey Procedures

e Ask to see documentation of the annual tabletop and full scale exercises (which may
include, but is not limited to, the exercise plan, the AAR, and any additional
documentation used by the facility to support the exercise.

e Ask to see the documentation of the facility’s efforts to identify a full-scale
community based exercise if they did not participate in one (i.e. date and personnel
and agencies contacted and the reasons for the inability to participate in a community
based exercise).

e Request documentation of the facility’s analysis and response and how the facility
updated its emergency program based on this analysis.
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8482.15(e) Condition for Participation:

(e) Emergency and standby power systems. The hospital must implement
emergency and standby power systems based on the emergency plan set forth in
paragraph (a) of this section and in the policies and procedures plan set forth in
paragraphs (b)(1)(i) and (ii) of this section.

8483.73(e), 8485.625(e)

(e) Emergency and standby power systems. The [LTC facility and the CAH] must
implement emergency and standby power systems based on the emergency plan set
forth in paragraph (a) of this section.

8482.15(e)(1), 8483.73(e)(1), 8485.625(e)(1)

Emergency generator location. The generator must be located in accordance with
the location requirements found in the Health Care Facilities Code (NFPA 99 and
Tentative Interim Amendments TIA 12-2, TIA 12-3, TIA 12-4, TIA 12-5, and TIA
12-6), Life Safety Code (NFPA 101 and Tentative Interim Amendments TIA 12-1,
TIA 12-2, TIA 12-3, and TIA 12-4), and NFPA 110, when a new structure is built
or when an existing structure or building is renovated.

482.15(e)(2), §8483.73(e)(2), 8485.625(e)(2)

Emergency generator inspection and testing. The [hospital, CAH and LTC facility]
must implement the emergency power system inspection, testing, and [maintenance]
requirements found in the Health Care Facilities Code, NFPA 110, and Life Safety
Code.

482.15(e)(3), §483.73(e)(3), 8485.625(e)(3)

Emergency generator fuel. [Hospitals, CAHs and LTC facilities] that maintain an
onsite fuel source to power emergency generators must have a plan for how it will
keep emergency power systems operational during the emergency, unless it
evacuates.

*[For hospitals at 8482.15(h), LTC at 8483.73(g), and CAHs 8485.625(9):]
The standards incorporated by reference in this section are approved for
incorporation by reference by the Director of the Office of the Federal Register in
accordance with 5 U.S.C. 552(a) and 1 CFR part 51. You may obtain the material
from the sources listed below. You may inspect a copy at the CMS Information
Resource Center, 7500 Security Boulevard, Baltimore, MD or at the National
Archives and Records Administration (NARA). For information on the availability
of this material at NARA, call 202-741-6030, or go to:
http://www.archives.qov/federal register/code of federal regulations/ibr locations.
html.
If any changes in this edition of the Code are incorporated by reference, CMS will
publish a document in the Federal Register to announce the changes.

(1) National Fire Protection Association, 1 Batterymarch Park,

Quincy, MA 02169, www.nfpa.org, 1.617.770.3000.



http://www.archives.gov/federal_register/code_of_federal_regulations/ibr_locations.html
http://www.archives.gov/federal_register/code_of_federal_regulations/ibr_locations.html
http://www.nfpa.org/

(i) NFPA 99, Health Care Facilities Code, 2012 edition, issued August 11,
2011.

(if) Technical interim amendment (T1A) 12-2 to NFPA 99, issued August 11,
2011.

(i) TIA 12-3 to NFPA 99, issued August 9, 2012.

(iv) TIA 12-4 to NFPA 99, issued March 7, 2013.

(v) TIA 12-5 to NFPA 99, issued August 1, 2013.

(vi) TIA 12-6 to NFPA 99, issued March 3, 2014.

(vii) NFPA 101, Life Safety Code, 2012 edition, issued August 11, 2011.

(viii) TIA 12-1 to NFPA 101, issued August 11, 2011.

(ix) TIA 12-2 to NFPA 101, issued October 30, 2012.

(x) TIA 12-3 to NFPA 101, issued October 22, 2013.

(xi) TIA 12-4 to NFPA 101, issued October 22, 2013.

(xiii) NFPA 110, Standard for Emergency and Standby Power Systems, 2010
edition, including TI1As to chapter 7, issued August 6, 20009.

Interpretive Guidelines applies to: 482.15(e), 8485.625(¢e), §483.73(e).

NOTE: For CAHs under §485.625(e)(2) “maintenance” is not included in the
regulatory language.

NOTE: Hospitals, CAHs and LTC facilities are required to base their emergency power
and stand-by systems on their emergency plans and risk assessments, and including the
policies and procedures for hospitals. The determination of the appropriate alternate
energy source should be made through the development of the facility’s risk assessment
and emergency plan. If these facilities determine that a permanent generator is not
required to meet the emergency power and stand-by systems requirements for this
emergency preparedness regulation, then 88482.15(e)(1) and (2), 8483.73(e)(1) and (2),
8485.625(e)(1) and (2), would not apply. However, these facility types must continue
to meet the existing emergency power provisions and requirements for their
provider/supplier types under physical environment CoPs or any existing LSC
guidance.

Emergency and standby power systems

CMS requires Hospitals, CAHs and LTC facilities to comply with the 2012 edition of the
National Fire Protection Association (NFPA) 101 — Life Safety Code (LSC) and the 2012
edition of the NFPA 99 — Health Care Facilities Code in accordance with the Final Rule
(CMS-3277-F). NFPA 99 requires Hospitals, CAHs and certain LTC facilities to install,
maintain, inspect and test an Essential Electric System (EES) in areas of a building where
the failure of equipment or systems is likely to cause the injury or death of patients or
caregivers. An EES is a system which includes an alternate source of power, distribution
system, and associated equipment that is designed to ensure continuity of electricity to
elected areas and functions during the interruption of normal electrical service. The EES
alternate source of power for these facility types is typically a generator. (NOTE: LTC
facilities are also expected to meet the requirements under Life Safety Code and NFPA



99 as outlined within the LTC Appendix of the SOM). In addition, NFPA 99 identifies
the 2010 edition of NFPA 110 — Standard for Emergency and Standby Power Systems as
a mandatory reference, which addresses the performance requirements for emergency and
standby power systems and includes installation, maintenance, operation, and testing
requirements.

NFPA 99 contains emergency power requirements for emergency lighting, fire detection
systems, extinguishing systems, and alarm systems. But, NFPA 99 does not specify
emergency power requirements for maintaining supplies, and facility temperature
requirements are limited to heating equipment for operating, delivery, labor, recovery,
intensive care, coronary care, nurseries, infection/isolation rooms, emergency treatment
spaces, and general patient/resident rooms. In addition, NFPA 99 does not require
heating in general patient rooms during the disruption of normal power where the outside
design temperature is higher than 20 degrees Fahrenheit or where a selected room(s) is
provided for the needs of all patients (where patients would be internally relocated), then
only that room(s) needs to be heated. Therefore, EES in Hospitals, CAHs and LTC
facilities should include consideration for design to accommodate any additional
electrical loads the facility determines to be necessary to meet all subsistence needs
required by emergency preparedness plans, policies and procedures, unless the facility’s
emergency plans, policies and procedures required under paragraph (a) and paragraph
(b)(1)(i) and (ii) of this section determine that the hospital, CAH or LTC facility will
relocate patients internally or evacuate in the event of an emergency. Facilities may plan
to evacuate all patients, or choose to relocate internally only patients located in certain
locations of the facility based on the ability to meet emergency power requirements in
certain locations. For example, a hospital that has the ability to maintain temperature
requirements in 50 percent of the inpatient locations during a power outage, may develop
an emergency plan that includes bringing in alternate power, heating and/or cooling
capabilities, and the partial relocation or evacuation of patients during a power outage
instead of installing additional power sources to maintain temperatures in all inpatient
locations. Or a LTC facility may decide to relocate residents to a part of the facility, such
as a dining or activities room, where the facility can maintain the proper temperature
requirements rather than the maintaining temperature within the entire facility. It is up to
each facility to make emergency power system decisions based on its risk assessment and
emergency plan.

If a Hospital, CAH or LTC facility determines that the use of a portable and mobile
generator would be the best way to accommodate for additional electrical loads
necessary to meet subsistence needs required by emergency preparedness plans, policies
and procedures, then NFPA requirements on emergency and standby power systems such
as generator installation, location, inspection and testing, and fuel would not be
applicable to the portable generator and associated distribution system, except for NFPA
70 - National Electrical Code. (See E-0015 for Interpretive Guidance on portable
generators.)

Emergency generator location




NFPA 110 contains minimum requirements and considerations for the installation and
environmental conditions that may have an effect on Emergency Power Supply System
(EPSS) equipment, including, building type, classification of occupancy, hazard of
contents, and geographic location. NFPA 110 requires that EPSS equipment, including
generators, to be designed and located to minimize damage (e.g., flooding). The NFPA
110 generator location requirements apply to EPSS (e.g. generators) that are
permanently attached and do not apply to portable and mobile generators used to
provide or supplement emergency power to Hospitals, CAHs and LTC facilities. (See E-
0015 for Interpretive Guidance on portable generators.)

Under emergency preparedness, the regulations require that the generator and its
associated equipment be located in accordance with the LSC, NFPA 99, and NFPA 110
when a new structure is built or an existing structure or building is renovated. Therefore,
new structures or building renovations that occur after November 15, 2016, (the effective
date of the Emergency Preparedness Final Rule) must be in compliance with NFPA 110
generator location requirements to be determined as being in compliance with the
Emergency Preparedness regulations.

Emergency generator inspection and testing

NFPA 110 contains routine maintenance and operational testing requirements for
emergency and standby power systems, including generators. Emergency generators
required by NFPA 99 and the Emergency Preparedness Final Rule must be maintained
and tested in accordance with NFPA 110 requirements, which are based on manufacturer
recommendations, instruction manuals, and the minimum requirements of NFPA 110,
Chapter 8.

Emergency generator fuel

NFPA 110 permits fuel sources for generators to be liquid petroleum products (e.g., gas,
diesel), liquefied petroleum gas (e.g., propane) and natural or synthetic gas (e.g., natural
gas). Generators required by NFPA 99 are designated by Class, which defines the
minimum time, in hours, that an EES is designed to operate at its rated load without
having to be refueled. Generators required by NFPA 99 for Hospitals, CAHs and LTC
facilities are designated Class X, which defines the minimum run time as being “other
time, in hours, as required by application, code or user.” The 2010 edition of NFPA 110
also requires that generator installations in locations where the probability of interruption
of off-site (e.g., natural gas) fuel supplies is high to maintain onsite storage of an alternate
fuel source sufficient to allow full output of the ESS for the specified class.

The Emergency Preparedness Final Rule requires Hospitals, CAHs and LTC facilities
that maintain onsite fuel sources (e.g., gas, diesel, propane) to have a plan to keep the
EES operational for the duration of emergencies as defined by the facilities emergency
plan, policy and procedures, unless it evacuates. This would include maintaining fuel
onsite to maintain generator operation or it could include making arrangements for fuel
delivery for an emergency event. If fuel is to be delivered during an emergency event,



planning should consider limitations and delays that may impact fuel delivery during an
event. In addition, planning should ensure that arranged fuel supply sources will not be
limited by other community demands during the same emergency event. In instances
when a facility maintains onsite fuel sources and plans to evacuate during an emergency,
a sufficient amount of onsite fuel should be maintained to keep the EES operational until
such time the building is evacuated.

Survey Procedures

o Verify that the hospital, CAH and LTC facility has the required emergency and
standby power systems to meet the requirements of the facility’s emergency plan and
corresponding policies and procedures

e Review the emergency plan for “shelter in place” and evacuation plans. Based on
those plans, does the facility have emergency power systems or plans in place to
maintain safe operations while sheltering in place?

e For hospitals, CAHs and LTC facilities which are under construction or have existing
buildings being renovated, verify the facility has a written plan to relocate the EPSS
by the time construction is completed

For hospitals, CAHs and LTC facilities with permanently attached generators:

e For new construction that takes place between November 15, 2016 and is completed
by November 15, 2017, verify the generator is located and installed in accordance
with NFPA 110 and NFPA 99 when a new structure is built or when an existing
structure or building is renovated. The applicability of both NFPA 110 and NFPA 99
addresses only new, altered, renovated or modified generator locations.

e Verify that the hospitals, CAHs and LTC facilities with an onsite fuel source
maintains it in accordance with NFPA 110 for their generator, and have a plan for
how to keep the generator operational during an emergency, unless they plan to
evacuate.
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§416.54(¢), §418.113(e), §441.184(e), §460.84(e), §482.15(f), §483.73(F), §483.475(e),
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(e) [or ()]Integrated healthcare systems. If a [facility] is part of a healthcare system
consisting of multiple separately certified healthcare facilities that elects to have a
unified and integrated emergency preparedness program, the [facility] may choose
to participate in the healthcare system's coordinated emergency preparedness
program.

If elected, the unified and integrated emergency preparedness program must- [do all
of the following:]



(1) Demonstrate that each separately certified facility within the system actively
participated in the development of the unified and integrated emergency
preparedness program.

(2) Be developed and maintained in a manner that takes into account each
separately certified facility's unique circumstances, patient populations, and services
offered.

(3) Demonstrate that each separately certified facility is capable of actively using
the unified and integrated emergency preparedness program and is in compliance
[with the program].

(4) Include a unified and integrated emergency plan that meets the requirements of
paragraphs (a)(2), (3), and (4) of this section. The unified and integrated emergency
plan must also be based on and include the following:
(i) A documented community-based risk assessment, utilizing an all-hazards
approach.
(i) A documented individual facility-based risk assessment for each
separately certified facility within the health system, utilizing an all-hazards
approach.

(5) Include integrated policies and procedures that meet the requirements set forth
in paragraph (b) of this section, a coordinated communication plan, and training
and testing programs that meet the requirements of paragraphs (c) and (d) of this
section, respectively.

Interpretive Guidelines Applies to: 8§482.15(f), 8416.54(e), §418.113(e), §441.184(e),
§460.84(e), §482.78(f), §483.73(f), §483.475(e), §484.102(e), §485.68(€), §485.625(F),
§485.727(e), §485.920(¢), §486.360(f), §491.12(e), §494.62(e).

* [For ASCs at §416.54, PRTFs at 8418.113, PACE organizations at §460.84, ICF/11Ds
at 8483.475, HHAs at 8484.102, CORFs at §485.68, Clinics and Rehab facilities at
8485.727, CMHCs at 8485.920, RHCs/FQHCs at §491.12, and ESRD facilities at
8494.62], the requirements for Integrated health systems are cited as substandard (e),
not ().

NOTE: This does not apply to Transplant Centers.

Healthcare systems that include multiple facilities that are each separately certified as a
Medicare-participating provider or supplier have the option of developing a unified and
integrated emergency preparedness program that includes all of the facilities within the
healthcare system instead of each facility developing a separate emergency preparedness
program. If an integrated healthcare system chooses this option, each certified facility in
the system may elect to participate in the system’s unified and integrated emergency
program or develop its own separate emergency preparedness program. It is important to
understand that healthcare systems are not required to develop a unified and integrated
emergency program. Rather it is a permissible option. In addition, the separately
certified facilities within the healthcare system are not required to participate in the



unified and integrated emergency preparedness program. It is simply an option for each
facility. If this option is taken, the healthcare system’s unified emergency preparedness
program should be updated each time a facility enters or leaves the healthcare system’s

program.

If a healthcare system elects to have a unified emergency preparedness program, the
integrated program must demonstrate that each separately certified facility within the
system that elected to participate in the system’s integrated program actively participated
in the development of the program. Therefore, each facility should designate personnel
who will collaborate with the healthcare system to develop the plan. The unified and
integrated plan should include documentation that verifies each facility participated in the
development of the plan. This could include the names of personnel at each facility who
assisted in the development of the plan and the minutes from planning meetings. All
components of the emergency preparedness program that are required to be reviewed and
updated at least annually must include all participating facilities. Again, each facility
must be able to prove that it was involved in the annual reviews and updates of the
program. The healthcare system and each facility must document each facility’s active
involvement with the reviews and updates, as applicable.

A unified program must be developed and maintained in a manner that takes into account
the unique circumstances, patient populations, and services offered at each facility
participating in the integrated program. For example, for a unified plan covering both a
hospital and a LTC facility, the emergency plan must account for the residents in the LTC
facility as well as those patients within a hospital, while taking into consideration the
difference in services that are provided at a LTC facility and a hospital. The unique
circumstances that should be addressed at each facility would include anything that
would impact operations during an emergency, such as the location of the facility,
resources such as the availability of staffing, medical supplies, subsistence, patients' and
residents’ varying acuity and mobility at the different types of facilities in a unified
healthcare system, etc.

Each separately certified facility must be capable of demonstrating during a survey that it
can effectively implement the emergency preparedness program and demonstrate
compliance with all emergency preparedness requirements at the individual facility level.
Compliance with the emergency preparedness requirements is the individual
responsibility of each separately certified facility.

The unified emergency preparedness program must include a documented community—
based risk assessment and an individual facility-based risk assessment for each separately
certified facility within the health system, utilizing an all-hazards approach. This is
especially important if the facilities in a healthcare system are located across a large
geographic area with differing weather conditions.

Lastly, the unified program must have a coordinated communication plan and training
and testing program. For example, if the unified emergency program incorporates a
central point of contact at the *“system” level who assists in coordination and



communication, such as during an evacuation, each facility must have this information
outlined within its individual plan.

This type of integrated healthcare system emergency program should focus the training
and exercises to ensure communication plans and reporting mechanisms are seamless to
the emergency management officials at state and local levels to avoid potential
miscommunications between the system and the multiple facilities under its control.

The training and testing program in a unified emergency preparedness program must be
developed considering all of the requirements of each facility type. For example, if a
healthcare system includes, hospitals, LTC facilities, ESRD facilities and ASCs, then the
unified training and testing programs must meet all of the specific regulatory
requirements for each of these facility types.

Because of the many different configurations of healthcare systems, from the different
types of facilities in the system, to the varied locations of the facilities, it is not possible
to specify how unified training and testing programs should be developed. There is no
“one size fits all” model that can be prescribed. However, if the system decides to
develop a unified and integrated training and testing program, the training and testing
must be developed based on the community and facility based hazards assessments at
each facility that is participating in the unified emergency preparedness program. Each
facility must maintain individual training records of staff and records of all required
training exercises.

Survey Procedures

e Verify whether or not the facility has opted to be part of its healthcare system’s
unified and integrated emergency preparedness program. Verify that they are by
asking to see documentation of its inclusion in the program.

e Ask to see documentation that verifies the facility within the system was actively
involved in the development of the unified emergency preparedness program.

e Ask to see documentation that verifies the facility was actively involved in the annual
reviews of the program requirements and any program updates.

e Ask to see a copy of the entire integrated and unified emergency preparedness
program and all required components (emergency plan, policies and procedures,
communication plan, training and testing program).

e Ask facility leadership to describe how the unified and integrated emergency
preparedness program is updated based on changes within the healthcare system such
as when facilities enter or leave the system.
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**% Revised to provide additional guidance and clarifications due to the continued
public health emergency (PHE) ***

Memorandum Summary

o Emergency Preparedness Training and Testing Program Exemption - CMS
regulations for Emergency Preparedness (EP) require facilities to conduct exercises to
test the facility’s EP plan to ensure that it works and that staff are trained
appropriately about their roles and the facility’s processes. During or after an actual
emergency, the regulations allow for a one-year exemption from the requirement that
the facility perform testing exercises.

o This worksheet presents guidance for surveyors, as well as providers and suppliers,
with assessing a facility’s compliance with the £P requirements, in light of many of
the response activities associated with the COVID-19 Public Health Emergency
(PHE).

e As the PHE continues, many facilities continue to operate under their respective
activated emergency plans. Therefore, CMS is providing additional guidance related
to the exercise requirements (full-scale/functional drills and exercises) for inpatient
providers/suppliers.

o This exemption only applies to the next required full-scale exercise (not the exercise of
choice), based on the facility’s 12-month exercise cycle. The cycle is determined by
the facility (e.g. calendar, fiscal or another 12-month timeframe).

Background

On September 30, 2019, the Centers for Medicare & Medicaid Services (CMS) published the
Medicare and Medicaid Programs, Regulatory Provisions To Promote Program Efficiency,
Transparency, and Burden Reduction; Fire Safety Requirements for Certain Dialysis
Facilities;, Hospital and Critical Access Hospital (CAH) Changes To Promote Innovation,

CENTERS FOR MEDICARE & MEDICAID SERVICES



Page 2- State Survey Agency Directors

Flexibility, and Improvement in Patient Care Final Rule (84 FR 51732) which revised the
requirements for emergency preparedness.
Revisions in the Final Rule include:
e (CMS removed the requirements for facilities to document efforts to contact local,
tribal, regional, State, and Federal emergency preparedness officials, and for facilities
to document their participation in collaborative and cooperative planning efforts;

e (CMS revised cycles for review and updates requirements to the emergency
preparedness program. Specifically, all applicable providers and suppliers review their
emergency program biennially, except for Long Term Care (LTC) facilities, which
will still be required to review their emergency program annually.

e (CMS revised training program requirements, specifically, that facilities develop and
maintain a training program based on the facility’s emergency plan annually by
requiring facilities to provide training biennially (every 2 years) after facilities
conduct initial training for their emergency program, except for LTC facilities, which
will still be required to provide training annually. However, additional training is
required when the emergency plan is significantly updated.

Additionally, the Final Rule revised the emergency preparedness testing exercise
requirements. As discussed in more detail below, the regulations allow for an exemption to
the testing requirements during or after an actual emergency. If a provider experiences an
actual natural or man-made emergency that requires activation of their emergency plan,
inpatient and outpatient providers will be exempt from their next required full-scale
community-based exercise or individual, facility-based functional exercise following the
onset of the actual event. In light of the PHE, CMS is clarifying the testing exercise
requirements to ensure that surveyors, as well as providers and suppliers, are aware of the
exemption available based on activation of their emergency plans.

Testing Exercise Definitions:

CMS defines the testing exercises required under the emergency preparedness regulations in two
categories. Specifically, 1) full-scale, functional and individual-facility based exercises as the
“required” exercises; and, 2) mock disaster drills, table-top exercises or workshops, as the
“exercises of choice”, which could also include the full-scale functional and individual-facility
based exercises. CMS further defines the exercises as follows:

Full-Scale Exercise (FSE): A full scale exercise is an operations-based exercise that
typically involves multiple agencies, jurisdictions, and disciplines performing functional
(for example, joint field office, emergency operation centers, etc.) and integration of
operational elements involved in the response to a disaster event, i.e. ‘‘boots on the
ground’’ response activities (for example, hospital staff treating mock patients).

Functional Exercise (FE): “FEs are designed to validate and evaluate capabilities, multiple
functions and/or sub-functions, or interdependent groups of functions. FEs are typically
focused on exercising plans, policies, procedures, and staff members involved in
management, direction, command, and control functions” as defined by DHS’s Homeland
Security Exercise and Evaluation Program (HSEEP).
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Mock Disaster Drill (Exercise of Choice Only): A drill is a coordinated, supervised activity
usually employed to validate a specific function or capability in a single agency or
organization. Drills are commonly used to provide training on new equipment, validate
procedures, or practice and maintain current skills. For example, drills may be appropriate for
establishing a community- designated disaster-receiving center or shelter. Drills can also be
used to determine if plans can be executed as designed, to assess whether more training is
required, or to reinforce best practices. A drill is useful as a stand-alone tool, but a series of
drills can be used to prepare several organizations to collaborate in an FSE.

Table-top Exercise (TTX) (Exercise of Choice Only): A tabletop exercise involves key
personnel discussing simulated scenarios in an informal setting. TTXs can be used to assess
plans, policies, and procedures. A tabletop exercise is a discussion-based exercise that
involves senior staff, elected or appointed officials, and other key decision making
personnel in a group discussion centered on a hypothetical scenario. TTXs can be used to
assess plans, policies, and procedures without deploying resources.

Workshop (Exercise of Choice Only): A workshop, for the purposes of this guidance, is a
planning meeting/workshop, which establishes the strategy and structure for an exercise

program as defined in HSEEP guidelines.

Changes Specific to Testing Exercise Requirements

For providers of inpatient services: The testing exercises were expanded to include
workshops as an exercise of choice. However these providers are still required to conduct two
emergency preparedness testing exercises annually.

Inpatient providers and suppliers include: Inpatient hospice facilities, Psychiatric Residential
Treatment Facilities (PRTFs), hospitals, long-term care (LTCs) facilities, Intermediate Care
Facilities for Individuals with Intellectual Disabilities (ICFs/IIDs), and Critical Access
Hospitals (CAHs).

For providers of outpatient services: These providers must continue to test their program
annually, by participating in a community-based full-scale exercise (if available) or conduct
an individual facility-based functional exercise every other year. In the opposite years off the
full- scale exercise, the providers are required to conduct a testing exercise of their choice,
which may include either a community-based full-scale exercise (if available), an individual,
facility-based functional exercise, a drill, or a tabletop exercise or workshop that includes a
group discussion led by a facilitator.

Outpatient providers and suppliers include: Ambulatory Surgical Centers (ASCs),
freestanding/home-based hospice, Program for the All-Inclusive Care for the Elderly
(PACE), Home Health Agencies (HHAs), Comprehensive Outpatient Rehabilitation
Facilities (CORFs), Organizations (which include Clinics, Rehabilitation Agencies, and
Public Health Agencies as Providers of Outpatient Physical Therapy and Speech-Language
Pathology Services), Community Mental Health Clinics (CMHCs), Organ Procurement
Organizations (OPOs), Rural Health Clinics (RHCs), Federally Qualified Health Centers
(FQHC:s), and End-Stage Renal Disease (ESRD) facilities.
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Exemption Based on Actual Natural or Man-made Emergency

The emergency preparedness regulations allow an exemption for providers or suppliers that
experience a natural or man-made event requiring activation of their emergency plan. On
Friday, March 13, 2020, the President declared a national emergency due to COVID-19 and
subsequently many providers and suppliers have activated their emergency plans in order to
address surge and coordinate response activities. Facilities that activate their emergency
plans are exempt from the next required full-scale community-based or individual,
facility-based functional exercise. Facilities must be able to demonstrate, through written
documentation, that they activated their program due to the emergency.

CMS requires facilities to conduct an exercise of choice annually for inpatient providers
and every two years for outpatient providers (opposite the year of the full-scale or
facility-based functional exercise). For the “exercise of choice,” facilities must conduct
one of the testing exercises below:

Another full-scale exercise;
Individual-facility-based functional exercise;
Mock disaster drill; or

A tabletop exercise or workshop.

Facilities may need to conduct an exercise of choice following the current PHE if they were
required to conduct such an exercise this year and did not already do so. Facilities may choose
to conduct a table-top exercise (TTX) which could assess the facility’s response to COVID-19.
This may include but is not limited to, discussions surrounding availability of personal
protective equipment (PPE); isolation and quarantine areas for screening patients; or any other
activities implemented during the activation of the emergency plan. The emergency
preparedness provisions require that facilities assess and update their emergency program as
needed.

Therefore, lessons learned and challenges identified in the TTX may allow a facility to adjust
its plans accordingly.

CMS recognizes many facilities are still operating under disaster/emergency conditions
during the PHE, i.e., under an activated emergency plan. We are therefore providing
additional guidance for inpatient providers/suppliers, consistent with the exemption
authorized by the EP regulations. This exemption applies to the next required full-scale
exercise only, not the exercise of choice, based on the facility’s 12-month exercise cycle. The
exercise cycle is determined by the facility (e.g. calendar year, fiscal year or another 12-
month timeframe).

The updated guidance only applies if a facility is still currently operating under its activated
emergency plan. Facilities which have resumed normal operating status (not under their
activated emergency plans) and were exempted from a full-scale exercise for its 2020 cycle,
must conduct a full-scale exercise or an individual facility-based exercise for its next cycle.
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For Inpatient Providers and Suppliers (§418.113(d)(2)(inpatient hospice); §441.184(d)
(PRTFs), §482.15(d)(2) (hospitals); §483.73(d)(2)(LTC facilities),
§483.475(d)(2)(ICFs/IID),; §484.102 (HHAs), and §485.625(d)(2)(CAHs): If the facility is
still operating under its currently activated emergency plan, any currently-activated
emergency plan will be recognized by surveyors as having met the full-scale exercise
requirement for 2021 (even if it claimed the exemption for the 2020 full-scale exercise).

If the facility claimed the full-scale exercise exemption in 2020 based on its activated
emergency plan and has since resumed normal operating status, the inpatient
provider/supplier is expected to complete its required full-scale exercise in 2021, unless it

has reactivated its emergency plan for an actual emergency during its 12-month cycle for
2021.

For Outpatient Providers (Required 1 Annual Exercise- Alternating Full-Scale & Exercise of
Choice): The outpatient providers will continue to follow the guidance issued, as the facility
was either exempt from the full-scale exercise in 2020 or in 2021, depending on its cycle of
testing exercises.

For Organ Procurement Organizations (OPOs) at §486.360 and Religious Nonmedical
Healthcare Institutions (RNHCIs) at §403.748, we expect these organizations to continue to

conduct the required paper-based, tabletop exercise or workshop at least annually.

Conducting Assessments & Documentation

As a reminder, all providers and suppliers must continue to analyze their facility's response
to and maintain documentation of all drills, tabletop exercises, and activation of their
emergency plan. This would include documentation showing any revisions to the facility's
emergency plan as a result of the affer-action review process.

Further, we note, CMS released the revised State Operations Manual, Appendix Z on March 26,
2021, which is located at https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/som107ap_z_emergprep.pdf

Contact: Questions about this memorandum should be addressed to
QSOG_EmergencyPrep@cms.hhs.gov.

Effective Date: Immediately. This policy should be communicated to all survey and
certification staff, their managers and the State/Regional Office training coordinators
immediately.

/s/
David R. Wright

Attachment (s)- Revised Emergency Preparedness Surveyor Worksheet

cc: Survey and Operations Group Management


https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_z_emergprep.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_z_emergprep.pdf
mailto:QSOG_EmergencyPrep@cms.hhs.gov
mailto:QSOG_EmergencyPrep@cms.hhs.gov
https://www.cms.gov/Regulations-and
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Emergency Preparedness Surveyor Worksheet
Requirements for Surveying for Testing Exercises Standard (d)(2)
Exemptions

Purpose: This worksheet presents guidance relevant to determining compliance with the testing
exemption following activation of emergency plans during actual emergency events. We note
that the testing requirements changed for inpatient and outpatient providers with the Medicare
and Medicaid Programs, Regulatory Provisions To Promote Program Efficiency, Transparency,
and Burden Reduction; Fire Safety Requirements for Certain Dialysis Facilities;, Hospital and
Critical Access Hospital (CAH) Changes To Promote Innovation, Flexibility, and Improvement
in Patient Care Final Rule published on September 30, 2019
(https://www.govinfo.gov/content/pkg/FR-2019-09-30/pdf/2019-20736.pdf).

Requirement for Qutpatient Providers

Requirement & Guidance: Outpatient providers must conduct a full-scale exercise (or
individual facility-based exercise when a full-scale is not available) every 2 years pursuant to
standard (d)(2) of their respective “Emergency Preparedness” regulation and in opposite years
conduct any one of the “exercises of choice,” which include another full-scale or individual
facility-based functional exercise, table top exercise, workshop, or mock drill.

The Exemption Clause: In the event a facility activates its emergency plan due to an actual
emergency, the outpatient provider would be exempt from engaging in its next required
community-based full-scale exercise or individual facility-based functional exercise following
the onset of the emergency event. Facilities must be able to demonstrate, through written
documentation, that they activated their emergency plan.

Outpatient Provider Scenarios

Scenario #1. Facility X conducted a full-scale exercise in January 2019 and a table-top exercise
for January 2020 (opposite year). In March 2020, Facility X activates its emergency
preparedness plan due to the COVID-19 Public Health Emergency (PHE).

When must the facility conduct its next required full-scale exercise? What is the exemption
based on the requirements?

Answer: The facility is exempt from the next scheduled exercise (January 2021 full-scale
exercise). It would then be required to complete their opposite year exercise of choice by
January 2022.


https://www.govinfo.gov/content/pkg/FR-2019-09-30/pdf/2019-20736.pdf
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EXEMPT ) ,
Exercise of Choice (TTX) Exercise of Choice (TTX)
Full Scale Exercise (Conducted) Full Scale Exercise (Bue)
{Conducted) (Due)
Emergency
J Activation J
January 2019 January 2020 March 2020 January 2021 January 2022

Scenario #2. Facility Y conducted a table top exercise in January 2019 as the exercise of choice
and conducted a full-scale exercise in January 2020. In March 2020, Facility Y activates its
emergency preparedness program due to the COVID-19 PHE.

When must the facility conduct its next required full-scale exercise? What is the exemption
based on the requirements?

Answer: The facility is exempt from the January 2022 full-scale exercise for that “annual year”.
However, the facility must conduct its exercise of choice by January 2021, and again in January
2023.

EXEMPT
Exercise of Choice (TTX) . Exercise of Choice (TTX
(Conducted) Full Scale Exercise (Due) (TTX) Full Scale Exercise
(Conducted) (Dug)
Emergency
J' ‘ Activation i
January 2019 January 2020 March 2020 January 2021 January 2022

Scenario #3. Facility Z conducted a table-top exercise in June 2019 (based on its annual cycle).
It is scheduled to conduct a full-scale exercise in June 2020. In March 2020, Facility Z activates
its emergency preparedness program due to the COVID-19 PHE.

When must the facility conduct its next required full-scale exercise? What is the exemption
based on the requirements?

Answer: The facility is exempt from the June 2020 scheduled full-scale exercise for that “annual
year” and is required to complete an exercise of choice in June 2021, and a following full-scale
exercise in June 2022. It is exempt from its next required full-scale or individual facility-based
exercise which would have been in June 2020.
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EXEMPT
Exercise of Choice (TTX) Full Scale Exercise Exercise of Choice (TTX)  Full 5cale Exercise
(Conducted) (Due) (Due) (Due)
Emergency
l Activation J J
‘ March 2020 ‘ ‘
June 2019 June 2020 June 2021 June 2022

Survey Steps for Determining Use of the Exemption Clause:

e Determine the facility’s annual cycle.

e For outpatient providers, ensure the facility has conducted one full-scale/functional
exercise within the 12-month period followed by an exercise of choice on opposite years,
dependent on the scenarios above.

e Ask the facility to describe the exemption to ensure understanding that exemption is
based on the scheduled next-required full-scale exercise, not the exercise of choice.

e Verify documentation evidence that the facility activated its emergency plan (in order to
determine whether the testing exemption is acceptable for use). Documentation may
include, but is not limited to, the following:

O
o
O

0 O O O

Notice of activation to staff via electronic systems (alerts);

Proof of patient transfers and changes in daily operations based on the emergency;
Initiation of additional safety protocols, for example, mandate for use of personal
protective equipment (PPE) for staff, visitors and patients as applicable;
Coordination with state and local emergency officials;

Minutes of board/facility meetings;

1135 Waiver (individual or use of blanket flexibilities); or,

Incident command system related reports, such as situation reports or incident
action plans.

e Determine, based on the above examples, whether the facility is compliant with the
exemption clause and has conducted the appropriate required exercises.
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Requirement for Inpatient Providers

Requirement & Guidance: Inpatient providers must conduct a full-scale exercise (or individual
facility-based exercise when a full-scale is not available) annually pursuant to standard (d)(2) of
their respective “Emergency Preparedness” regulation, and also conduct any one exercise of the
“exercises of choice” which include another full-scale or individual facility-based exercise, table top
exercise, workshop or mock drill annually.

The Exemption Clause: In the event a facility activates its emergency program due to an actual
emergency, the inpatient provider would be exempt from engaging in its next required community-
based full-scale exercise or individual facility-based exercise following the onset of the emergency
event. Facilities must be able to demonstrate through written documentation, that they activated
their program due to the emergency.

Inpatient Provider Scenarios

Scenario #1. Facility X conducted a full-scale exercise in January 2019 and a table-top exercise as
their exercise of choice in November 2019. It also conducted another full-scale exercise in January
2020, and is scheduled to conduct its workshop in November 2020. In March 2020, Facility X
activates its emergency preparedness program due to the COVID-19 Public Health Emergency
(PHE).

When must the facility conduct its next required full-scale exercise? What is the exemption based
on the requirements?

Answer: Since the facility already conducted its full-scale requirement for 2020, it is only required
to conduct the scheduled workshop for November 2020. The facility is exempt from its next
required full-scale, in January 2021. However, the facility must still complete an exercise of choice
by November 2021.

Exercise of Choice (TTX) EXEMPT

(Conducted)

Full Scale Exercise Full Scale Exercise Workshop  Full Scale Exercise Exercise of Choice (TTX)
{Conducted) (Conducted) Emergency {Due) (Due) (Due)

J L J
R |

March 2020

January 2019 November 2019  January 2020 November 2020  January 2021 November 2021

Scenario #2. Facility Y conducted a table-top exercise in January 2020 as the exercise of choice and
is scheduled to conduct its full-scale exercise in November 2020. In March 2020, Facility Y
activates its emergency preparedness program due to the COVID-19 PHE.

When must the facility conduct its next required full-scale exercise? What is the exemption based
on the requirements?
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Answer: The facility is exempt from the November 2020 scheduled full-scale exercise for that
“annual year”. However, the facility must conduct both the full-scale and exercise of choice in 2021
based on its defined cycle (January 2021 and November 2021).

EXEMPT
Exercise of Choice (TTX)

Full Scale Exercise  Exercise of Choice (TTX) Full Scale Exercise
{Conducted)
(Due) (Due) (Due)

]
e ]

January 2020 November 2020 Janvary 2021

Activation

l Emergency

November 2021

Scenario #3. Facility Y conducted a table-top exercise in January 2020 as the exercise of choice
and was exempt from its scheduled full-scale exercise in November 2020 due to the COVID-19
PHE (that began in March 2020) and activation of its emergency plan. The facility continues to

operate under activation of its emergency plan during its 2021 exercise cycle (due to continued
surge of COVID-19 in their local area).

When must the facility conduct its next required full-scale exercise?

EXEMPT Deemed to have met
) . reauirements
Exerasg Odehi'cde (TTX) Full Scale Exercise Exercise of Choice (TTX) Full Scale Exercise
(Conducted) (Due) (Due) (Due)
Emergency
Activation
March 2020
January 2020 November 2020 January 2021 November 2021

Answer: If the facility is still operating under its activated emergency plan, any currently-

activated emergency plan will be recognized by surveyors as having met the full-scale exercise
requirement for 2021.

Scenario #4. Facility Y conducted a table-top exercise in January 2020 as the exercise of choice
and was exempt from its scheduled full-scale exercise in November 2020 due to the COVID-19
PHE (that began in March 2020) and activation of its emergency plan. The facility in March

2021 resumed normal operations and is no longer operating under activation of its emergency
plan.

When must the facility conduct its next required full-scale exercise?
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EXEMPT Required to conduct
) . exercise
Exerasg Odeh:'cde (TTX) Full Scale Exercise Exercise of Choice (TTX) Full Scale Exercise
(Conducted) (Due) (Due) (Due)
Emergency
Activation
March 2020
January 2020 November 2020 January 2021 November 2021

Answer: Since the facility is no longer under its activated emergency plan, the facility is
required to conduct its full-scale exercise or individual facility-based exercise.

Survey Steps for Determining Use of the Exemption Clause:

e Determine the facility’s annual cycle.

e For inpatient providers, ensure the facility has conducted two required exercises within the
12-month period, dependent on the scenarios above. Since the current PHE is ongoing (over
a 12-month period), CMS is clarifying that the inpatient provider/supplier is exempt from the
2021 full-scale exercise so long as it is still currently operating under an activated
emergency plan at the onset of its 12-month cycle period (exercise cycle).

e Ask the facility to describe the exemption to ensure understanding that exemption is based
on the scheduled next-required full-scale exercise, not the exercise of choice.

e Verify documentation evidence that the facility activated its emergency plan in order to
determine whether the testing exemption is acceptable for use. Documentation may include,
but is not limited to, the following:

o Notice of activation to staff via electronic systems (alerts);

Proof of patient transfers and changes in daily operations based on the emergency;

Initiation of additional safety protocols, for example, mandate for use of personal

protective equipment (PPE) for staff, visitors and patients as applicable;

Coordination with state and local emergency officials;

Minutes of board/facility meetings;

1135 Waiver (individual or use of blanket flexibilities); or,

Incident command system related reports, such as situation reports or incident action

plans.

e Determine based on the above examples, whether the facility is compliant with the
exemption clause and has conducted the appropriate required exercises.

O O

O O O O
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Updated Guidancefor Emergency Preparedness Regulations

CMS has posted a QSO memo updating the State Operations Manual (SOM) Appendix
Z that outlines emergency preparedness (EP) requirements. It now reflects the revisions
made within the 2019 final rule, Medicare and Medicaid Programs: Regulatory
Provisions to Promote Program Efficiency, Transparency, and Burden Reduction
(CoPs) (CMS 3346-F). CMS has also added new guidance related to Emerging
Infectious Disease (EIDs) outbreaks, including best practices, lessons learned, and
general recommendations for planning and preparedness.

This guidance is effective immediately. CMS is currently working on relevant updates to
the Emergency Preparedness Basic Surveyor Training Course, which will be available
at a later date.

The changes are extensive, and members are encouraged to review the complete
QSO memo. Below is a high-level summary from AHCA/NCAL.

General Changes

e For surveys of LTC facilities, health surveyors should consult with Life Safety
Code (LSC) surveyors when concerns related to emergency power are identified
to determine if a deficiency should be cited under EP standards or LSC
standards.

e Definitions for Community Partners, Functional Exercise, Mock Disaster Drill, and
Workshop have been added. The definition for Full-Scale Exercise has been
revised.

¢ Reminders have been added where specific citations for LTC facilities differ from
other providers in the guidance.

Emergency Preparedness Program
e The EP program and its elements must be reviewed and updated annually for
LTC facilities.
e The EP program must be in writing.
o There is no specific format or system required for documenting the EP
program.
o CMS also recommends, but is not requiring, facilities to develop a
crosswalk as applicable for where their documents are located.
o Facilities should include their Medicare [and Medicaid, as applicable]
certification date[s] in the front of their plan.
o Inpatient providers should maintain documentation and records for at least
two years.

Pagel


https://www.cms.gov/medicareprovider-enrollment-and-certificationsurveycertificationgeninfopolicy-and-memos-states-and/updated-guidance-emergency-preparedness-appendix-z-state-operations-manual-som
https://www.federalregister.gov/documents/2019/09/30/2019-20736/medicare-and-medicaid-programs-regulatory-provisions-to-promote-program-efficiency-transparency-and
https://www.federalregister.gov/documents/2019/09/30/2019-20736/medicare-and-medicaid-programs-regulatory-provisions-to-promote-program-efficiency-transparency-and
https://www.federalregister.gov/documents/2019/09/30/2019-20736/medicare-and-medicaid-programs-regulatory-provisions-to-promote-program-efficiency-transparency-and
https://www.cms.gov/files/document/qso-21-15-all.pdf
https://www.cms.gov/files/document/qso-21-15-all.pdf

CMS is not requiring approval of the EP program or official “signoff,” but
recommends facilities check with their State Agencies and local emergency
planning coordinators as some states require approval of the EP plans as part of
state licensure.

The EP program should include EIDs and pandemics during a public health
emergency (PHE). EID planning should encompass how facilities will plan,
coordinate, and respond to a localized and widespread pandemic.

o Facilities should consider having infection prevention personnel involved
in the planning, development, and revisions to the EP program.

CMS explains the concept of continuity as the facility’s ability to continue
operations or services related to patient care and to ensure patient safety and
quality of care is continued in an emergency event.

o The delegations of authority and succession plans, which are different
from the “continuity” plans, are documented plans which outline the
specific individuals and alternate/successors who can activate the
facilities’ emergency plans to ensure patient safety.

o Surveyors will interview individuals identified in delegation and succession
plans for understanding their role in an emergency.

The emergency plan should incorporate contingency planning, such as
evacuation triggers, in the event essential resources provided by the contractor
cannot be fulfilled.

Facilities should also include in their planning and revisions of existing plans
contracts and inventory of supply needs; availability of personal protective
equipment (PPE); critical care equipment; and transportation options/needs to be
prepared for surge events.

o Facilities should also consider updates to their EP policies and procedures
during a disaster, including planning for an emergency event with a
duration longer than expected.

The guidance explains that Surveyors are not expected to analyze a facility’s risk
assessment to determine whether the identified risks are appropriate. Rather, the
intent is that Surveyors review the risk assessments to determine if the facility
has a risk assessment which is facility-based and also community-based.

o Facilities must address each type of hazard within the EP program but can
consolidate these policies and procedures based on the designated
response without duplication within their program.

o CMS also recommends in the risk assessment to consider implications or
evaluation of staffing needs, such as delegation of authority and
succession plans.

Surge & Staffing

The guidance expands on surge and staffing requirements. Facilities must have
policies which address their ability to respond to a surge in patients.
o The emergency plan should include ways the facility will respond to
identified patient needs that cannot be addressed by in-house services in
an emergency.
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o While use of volunteers is not required, the facility must have policies and
procedures to address plans for emergency staffing needs.

o If facilities use volunteers as part of their emergency staffing strategy,
policies and procedures should clearly outline what type of volunteers
would be accepted during an emergency and what role these volunteers
might play.

o Emergency staffing strategy policies and procedures should outline how
the facility would ensure that healthcare professionals used for emergency
staffing are credentialed, licensed (as applicable), or able to provide
medical support within the facility in accordance with any state and federal
laws.

Cooperation and Collaboration

Facility awareness of the state’s EP programs and pandemic plan ensures
coordination occurs with the community. Facilities are expected to engage and
coordinate with their local healthcare systems (including any emergency-related
Alternate Care Sites), their local and state health departments, federal agency
staff. They are also encouraged to engage with their healthcare coalitions, as
applicable.

Alternate Energy Sources & Temperatures

If used, portable generators should be connected to a facility’s electrical circuits
via a power transfer system, as recommended by the generators’ manufacturer.
A power transfer system typically consists of a transfer switch, generator power
cord, and power inlet box in accordance with manufacturer instructions and
NFPA 70, Article 400.8. Individual extension cords should not be run from
portable generator outlet receptacles to electrical appliances.

Triaging Considerations

It would be prudent for facilities to consider how they would address a situation

where a patient/resident refuses to evacuate. Therefore, leaving a patient in an
unsafe environment is not acceptable.

Triage and coordination of evacuation requires planning and communication of
plans within the facility and with entities that assist in providing services such as
transportation and life-saving equipment.

Alternate Care Site (ACS)

The requirement under the emergency program is that facilities must develop
and implement policies and procedures which describe the facility’s role in
providing care at an ACS during emergencies.

1135 Emergency Waiver

In the event a facility is operating under a Section 1135 Waiver, including a
blanket waiver, facilities should consider their policies and procedures related to
the use of the waiver flexibility and timeframe. While facilities are authorized to
use a Section 1135 waiver over the duration of the PHE, in accordance with state
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emergency and pandemic plans, it may be prudent for facilities to consider how
to continue operations when the 1135 waiver has expired (end of the declared
PHE) as faclilities are expected to come back into full compliance at the end of
the declared emergency.

Facility Reporting

Expanded guidance and best practices related to reporting of facility needs,
facility’s ability to provide assistance and occupancy reporting.

The facility’s process should include monitoring by the facility’s emergency
management coordinator or designee of reporting requirements issued by CMS
or other agencies with jurisdiction.

Training and Testing Components

Surveyors are to assess whether or not the facility has a training and testing
program based on the facility’s risk assessment and has incorporated its policies
and procedures, as well as its communication plan within training required for
staff and its testing exercises.

Facilities should establish a process which includes participation of all staff in
testing exercises over a period of time. Facilities are encouraged to consider their
scheduled exercises and the appropriate departments to be included.

Facilities must also be able to demonstrate additional training when the
emergency plan is significantly updated. Facilities are not required to retrain staff
on the entire emergency plan but can choose to train staff on the new or revised
element of the EP program.

While the regulations do not specify a minimum number of staff or the roles of
staff in the exercises, it is strongly encouraged that facility leadership and
department heads participate in exercises. If an exercise is conducted at the
individual facility-based level and is testing a particular clinical area, staff who
work in this clinical area should participate in the exercise for a clear
understanding of their roles and responsibilities.
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7500 Security Boulevard, Mail Stop C2-21-16
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DATE: March 26, 2021
TO: State Survey Agency Directors
FROM: Director

Quiality, Safety & Oversight Group

SUBJECT: Updated Guidance for Emergency Preparedness-Appendix Z of the State
Operations Manual (SOM)

Memorandum Summary

® Burden Reduction Final Rule Interpretive Guidelines: The Centers for Medicare &
Medicaid Services (CMS) is releasing interpretive guidelines and updates to Appendix Z of
the State Operations Manual (SOM) as a result of the revisions of the Medicare and
Medicaid Programs; Regulatory Provisions to Promote Program Efficiency, Transparency,
and Burden Reduction (CoPs) (CMS 3346-F) Final Rule.

o Expanded Guidance related to Emerging Infectious Diseases (EIDs): CMS is also
providing additional guidance based on best practices, lessons learned and general
recommendations for planning and preparedness for EID outbreaks.

Background
On September 30, 2019, the Centers for Medicare & Medicaid Services (CMS) published two

final rules with certain provisions effective November 29, 2019. The first rule was the Medicare
and Medicaid Programs; Regulatory Provisions to Promote Program Efficiency, Transparency,
and Burden Reduction (CoPs) (CMS 3346-F) (referenced to as the Burden Reduction Final Rule
84 FR 51732) which revised requirements all providers and suppliers for Emergency
Preparedness. The guidance within the SOM Appendix Z has now been updated to reflect the
revisions made within this Final Rule.

Additionally, in February 2019, CMS added “emerging infectious diseases” to the definition of
all-hazards approach in Appendix Z as CMS determined it was critical for facilities to include
planning for infectious diseases within their emergency preparedness program. In light of events
such as the Ebola Virus and Zika, we believe that facilities should consider preparedness and
infection prevention within their all-hazards approach, which covers both natural and man-made
disasters.
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In light of the coronavirus disease 2019 (COVID-19) public health emergency (PHE), CMS is
expanding the Emergency Preparedness Interpretive Guidelines to further expand on best
practices, lessons learned, and planning considerations for EIDs.

Discussion

While the primary changes to Appendix Z focused on the changes as a result of the Burden
Reduction Final Rule, specifically adjustment of cycles of updates required for non-long term
care providers and changes to the training and testing program; CMS has also updated the
guidance to reflect some of the following changes:

Expanded surveyor guidance to ensure Life Safety Code and health surveyors
communicate/collaborate surrounding potential deficiencies for alternate source
energy.

Added new definitions based on Burden Reduction Final Rule expansion of
acceptable testing exercises.

Clarified expectations surrounding documentation of the emergency program.
Added additional guidance/considerations for EID planning stages, to include
personal protective equipment (PPE).

Added additional guidance on risk assessment considerations, to include EIDs.
Included planning considerations for surge and staffing.

Expanded guidance for surge planning- to include recommendations for natural
disaster surge planning and EID surge planning.

Included recommendations during PHE’s for facilities to monitor Centers for Disease
Control and Prevention (CDC) and other public health agencies which may issue
event-specific guidance and recommendations to healthcare workers.

Clarified existing guidance surrounding use of portable generators and maintaining
temperature controls.

Added additional planning considerations for hospices during EIDs outbreaks.
Expanded guidance and added clarifications related to alternate care sites and 1135
Waivers.

Expanded guidance and best practices related to reporting of facility needs, facility’s
ability to provide assistance and occupancy reporting.

Revised guidance related to training and testing program as the Burden Reduction
Rule extensively changed these requirements, especially for outpatient providers.
Provided clarifications related to testing exercise exemptions when a
provider/supplier experiences an actual emergency event.

Training: CMS is currently working on updates to the Emergency Preparedness Basic Surveyor
Training Course to reflect the new changes. We will communicate the updated course
availability at a later time.

Contact: For questions or concerns, please contact QSOG_EmergencyPrep@cms.hhs.gov.

Effective Date: Immediately. This policy should be communicated with all survey and
certification staff, their managers and the State/CMS Location training coordinators within 30
days of this memorandum.
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SUBJECT: Revisions to the State Operations Manual (SOM) Appendix Z
Emergency Preparedness.

I. SUMMARY OF CHANGES: This Transmittal includes revisions based on recent
federal regulation changes via (CMS-3346-F) and is a follow up to memo QSO 20-07
released on December 20, 2019. In addition to updates on the interpretive guidelines, this
update also provides additional guidance on emerging infectious diseases.

NEW/REVISED MATERIAL - EFFECTIVE DATE: Upon Issuance
IMPLEMENTATION DATE: Upon Issuance

Disclaimer for manual changes only: The revision date and transmittal number apply
to the red italicized material only. Any other material was previously published and
remains unchanged. However, if this revision contains a table of contents, you will
receive the new/revised information only, and not the entire table of contents.
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Introduction
(Rev.)

The “Medicare and Medicaid Programs; Emergency Preparedness Requirements for
Medicare and Medicaid Participating Providers and Suppliers” Final Rule (81 FR 63860,
Sept. 16, 2016) (“Final Rule”) establishes national emergency preparedness requirements
for participating providers and certified suppliers to plan adequately for both natural and
man-made disasters, and coordinate with Federal, state, tribal, regional and local
emergency preparedness systems. The Final Rule also assists providers and suppliers to
adequately prepare to meet the needs of patients, clients, residents, and participants
during disasters and emergency situations, striving to provide consistent requirements
across provider and supplier-types, with some variations. The emergency preparedness
Final Rule is based primarily off of the hospital emergency preparedness Condition of
Participation (CoP) as a general guide for the remaining providers and suppliers, then
tailored based to address the differences and or unique needs of the other providers and
suppliers (e.g. inpatient versus out-patient providers). The requirements are focused on
three key essentials necessary for maintaining access to healthcare during disasters or
emergencies: safeguarding human resources, maintaining business continuity, and
protecting physical resources. The interpretive guidelines and survey procedures in this
appendix have been developed to support the adoption of a standard all- hazards
emergency preparedness program for all certified providers and suppliers while similarly
including appropriate adjustments to address the unique differences of the other providers
and suppliers and their patients. Successful adoption of these emergency preparedness
requirements will enable all providers and suppliers wherever they are located to better
anticipate and plan for needs, rapidly respond as a facility, as well as integrate with local
public health and emergency management agencies and healthcare coalitions’ response
activities and rapidly recover following the disaster.

While the use of healthcare coalitions are encouraged, this may not always be feasible
for all providers and suppliers. For facilities participating in coalitions, the *““level’” of
participation is not specified. However, if facilities use healthcare coalitions to conduct
exercises or assist in their efforts for compliance, these efforts should be documented.
The 2016 Emergency Preparedness Final Rule emphasized that healthcare facilities
should continue to engage their healthcare coalitions and state hospital preparedness
program (HPP) coordinators for training and guidance. We encourage healthcare
facilities, particularly those in neighboring geographic areas, to build relationships that
will allow facilities to share and leverage resources. For additional information, please
visit https://www.cms.gov/About-CMS/Agency-
Information/Emergency/EPRO/Resources/State-resources.

Applicability and Format of this Appendix

Because the individual regulations for each specific provider and supplier share a
majority of standard provisions, we have developed this Appendix Z to provide
consistent interpretive guidance and survey procedures located in a single document
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Unless otherwise indicated, the general use of the terms “facility” or “facilities” in this
Appendix refers to all 17 provider and suppliers, specifically Ambulatory Surgical
Centers (ASCs); Critical Access Hospitals (CAHSs); Clinics, Rehabilitation Agencies, and
Public Health Agencies as Providers of Outpatient Physical Therapy and Speech
Language Pathology Services (OPT/OSP); Community Mental Health Centers (CMHCs);
Comprehensive Outpatient Rehabilitation Facilities (CORFs); End-Stage Renal Disease
(ESRD) Facilities; Home Health Agencies (HHAS); Hospices; Hospitals; Intermediate
Care Facilities for Individuals with Intellectual Disabilities (ICF/IID); Long-Term Care
(LTC) Facilities; Organ Procurement Organizations (OPOs); Psychiatric Residential
Treatment Facilities (PRTFs);Programs of All-Inclusive Care for the Elderly (PACE);
Religious Nonmedical Health Care Institutions (RNHCIs); Rural Health Clinics (RHCs)
and Federally Qualified Health Centers (FQHCSs); and, Transplant Programs.

Additionally, the term “patient(s)” within this appendix includes patients, residents and
clients unless otherwise stated.

Finally, as some specific citations between providers vary, we have specified changes in
regulatory language with an asterisks and the specific language, for example:

* [For LTC Facilities at 8483.73(a):] Emergency Plan. The LTC facility must develop
and maintain an emergency preparedness plan that must be reviewed, and updated at
least annually

Resources

Facilities can consider using the checklists developed by Assistant Secretary for
Preparedness and Response’s (ASPR’s) Technical Resources and Assistance Center and
Information Exchange (TRACIE) and identify the location for each of their requirements.
ASPR TRACIE developed resources and checklists created from our guidance, under
https://asprtracie.s3.amazonaws.com/documents/aspr-tracie-cms-ep-rule-long-term-
care.pdf, or see all checklists under Facility-Specific Requirement Overviews at
https://asprtracie.hhs.gov/cmsrule. These checklists can be used by providers and
suppliers, as well as the surveyors in order to have a provider-specific checklist.

Survey Protocol

These Conditions of Participation (CoP), Conditions for Coverage (CfC), Conditions for
Certification and Requirements follow the standard survey protocols currently in place
for each facility type and will be assessed during initial, revalidation, recertification and
complaint surveys as appropriate. Compliance with the Emergency Preparedness (EP)
requirements will be determined in conjunction with the existing survey process for
health and safety compliance surveys or Life Safety Code (LSC) surveys for each
provider and supplier type.

Additionally, Hospitals, CAHs, LTC Facilities, Inpatient Hospices, ASCs, ICF-11Ds,
RNHCIs, and ESRD facilities all have life safety from fire protection regulations that
require compliance with the LSC. The LSC typically requires an emergency power


https://asprtracie.s3.amazonaws.com/documents/aspr-tracie-cms-ep-rule-long-term-care.pdf
https://asprtracie.s3.amazonaws.com/documents/aspr-tracie-cms-ep-rule-long-term-care.pdf
https://asprtracie.hhs.gov/cmsrule

system/generator to provide limited emergency power in Hospitals, CAHs, LTC
Facilities, Inpatient Hospice facilities, ESRD facilities and ASCs. For surveys of
Hospitals, CAHs, LTC Facilities, Inpatient Hospice facilities, ESRD facilities and ASCs,
health surveyors should consult with LSC surveyors when concerns related to emergency
power are identified to determine if a deficiency should be cited under EP standards or
LSC standards. We note, there may be instances of overlap as emergency preparedness
regulations require alternate source power (E-0015) for inpatient facilities and also
requires emergency standby power systems for Hospitals, CAHs and LTC facilities (E-
0041).

Please note, there may be instances in which the facility chooses, as part of their risk
assessment and program, to install an emergency standby power systems with a
generator that is not subject to LSC or Physical Environment regulations under their
provider/supplier type. In this instance, the facility should consider the requirements
under standard (e) (tag E-0041) of the EP regulations related to testing, inspection,
fuel and generator location.

It is critical to understand that the response process to emergency incidents may be the
same for multiple hazards or risks. Facilities have the flexibility to determine how to
format the documentation of their program and are not required to have a separate
policy and procedure for each type of hazard. As the EP program should be
comprehensive and include all potential natural or man-made disasters or EIDs, it is not
unusual for surveyors to find facilities with a large volume of documentation needing
review. Facilities must address each type of hazard within the emergency preparedness
program, but can consolidate these policies and procedures based on the designated
response without duplication within their program.

The facility should identify within their policies and procedures under what
circumstances the facility would invoke particular procedures (e.g. evacuate or shelter),
and actions that may vary based on the type of hazard. Also, procedures should include

who would initiate the emergency preparedness response. while the documentation formatting is left to
the discretion of the facility, the facility should be prepared to provide CMS with written evidence of its emergency preparedness

program at the time of the survey. we alS0 note there is no particular method in which the facility
must document its review and updates (refer to more information under E-0013).

We would recommend the surveyor review the program with the responsible facility
representative and ask this representative to facilitate this review by referring the
surveyor to the specific documentation requested.

IMPORTANT NOTE: Unless otherwise indicated, the general use of the terms
“facility” or “facilities” in this Appendix refers to all provider and suppliers addressed in
this appendix. This is a generic moniker used in lieu of the specific provider or supplier
noted in the regulations. For varying requirements, the specific regulation for that
provider/supplier will be noted as well. This Appendix annotates under the Interpretive
Guidelines sections for which providers or suppliers the specific standard does not apply
to, unless the standard only applies to one provider or supplier type.
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Definitions

All-Hazards Approach: An all-hazards approach is an integrated approach to
emergency preparedness that focuses on identifying hazards and developing emergency
preparedness capacities and capabilities that can address those as well as a wide spectrum
of emergencies or disasters. This approach includes preparedness for natural, man-made,
and or facility emergencies that may include but is not limited to: care-related
emergencies; equipment and power failures; interruptions in communications, including
cyber-attacks; loss of a portion or all of a facility; and, interruptions in the normal supply
of essentials, such as water and food. Planning for using an all-hazards approach should
also include emerging infectious disease (EID) threats. Examples of EIDs include
Influenza, Ebola, Zika Virus and others. All facilities must develop an all-hazards
emergency preparedness program and plan.

Community Partners: Community partners are considered any emergency management
officials (fire, police, emergency medical services, etc.) for full-scale and community-
based exercises, however can also include community partners that assist in an
emergency, such as surrounding providers and suppliers.

Disaster: A hazard impact causing adverse physical, social, psychological, economic or
political effects that challenges the ability to respond rapidly and effectively. Despite a
stepped-up capacity and capability (call-back procedures, mutual aid, etc.) and change
from routine management methods to an incident command/management process, the
outcome is lower than expected compared with a smaller scale or lower magnitude
impact (see “emergency” for important contrast between the two terms).

Reference: Assistant Secretary for Preparedness and Response (ASPR) 2017-2022 Health
Care Preparedness and Response Capabilities Document (ICDRM/GWU Emergency
Management Glossary of Terms) (November 2016).

Emergency/Disaster: An event that can affect the facility internally as well as the
overall target population or the community at large or community or a geographic area.

Emergency: A hazard impact causing adverse physical, social, psychological, economic
or political effects that challenges the ability to respond rapidly and effectively. It
requires a stepped-up capacity and capability (call-back procedures, mutual aid, etc.) to
meet the expected outcome, and commonly requires change from routine management
methods to an incident command process to achieve the expected outcome (see “disaster”
for important contrast between the two terms).

Reference: Assistant Secretary for Preparedness and Response (ASPR) 2017-2022 Health
Care Preparedness and Response Capabilities Document (ICDRM/GWU Emergency
Management Glossary of Terms) (November 2016).

Emergency Preparedness Program: The Emergency Preparedness Program describes a
facility’s comprehensive approach to meeting the health, safety and security needs of the
facility, its staff, their patient population and community prior to, during and after an
emergency or disaster. The program encompasses four core elements: an Emergency
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Plan that is based on a Risk Assessment and incorporates an all hazards approach;
Policies and Procedures; Communication Plan; and the Training and Testing Program.

Emergency Plan: An emergency plan provides the framework for the emergency
preparedness program. The emergency plan is developed based on facility- and
community-based risk assessments that assist a facility in anticipating and addressing
facility, patient, staff and community needs and support continuity of business operations.

Facility-Based: We consider the term “facility-based” to mean the emergency
preparedness program is specific to the facility. It includes but is not limited to hazards
specific to a facility based on its geographic location; dependent patient/resident/client
and community population; facility type and potential surrounding community assets- i.e.
rural area versus a large metropolitan area.

Full-Scale Exercise: A full scale exercise is an operations-based exercise that typically
involves multiple agencies, jurisdictions, and disciplines performing functional (for
example, joint field office, emergency operation centers, etc.) and integration of
operational elements involved in the response to a disaster event, i.e. “‘boots on the
ground’’ response activities (for example, hospital staff treating mock patients). Though
there is no specific number of entities required to participate in a full-scale community-
based exercise, it is recommended that it be a collaborative exercise which involves, at a
minimum, local or state emergency officials to develop community-based responses to
potential threats.

Functional Exercise (FE): The Department of Homeland Security’s (DHS’s) Homeland
Security Exercise and Evaluation Program (HSEEP) explains that FEs are an
operations-based exercise that is designed to validate and evaluate capabilities, multiple
functions and/or sub-functions, or interdependent groups of functions. FEs are typically
focused on exercising plans, policies, procedures, and staff members involved in
management, direction, command, and control functions. For additional details, please
visit HSEEP guidelines located at
https://preptoolkit.fema.gov/documents/1269813/1269861/HSEEP _Revision_Aprl3 Fina
|.pdf/65bc7843-1d10-47b7-bc0d-45118a4d21da

Mock Disaster Drill: A mock disaster drill is a coordinated, supervised activity usually
employed to validate a specific function or capability in a single agency or organization.
Mock disaster drills are commonly used to provide training on new equipment, validate
procedures, or practice and maintain current skills. For example, mock disaster drills
may be appropriate for establishing a community-designated disaster receiving center or
shelter. Mock disaster drills can also be used to determine if plans can be executed as
designed, to assess whether more training is required, or to reinforce best practices. A
mock disaster drill is useful as a stand-alone tool, but a series of drills can be used to
prepare several organizations to collaborate in an FSE.

Risk Assessment: The term risk assessment describes a process facilities use to assess
and document potential hazards that are likely to impact their geographical region,
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community, facility and patient population and identify gaps and challenges that should
be considered and addressed in developing the emergency preparedness program. The
term risk assessment is meant to be comprehensive, and may include a variety of methods
to assess and document potential hazards and their impacts. The healthcare industry has
also referred to risk assessments as a Hazard Vulnerability Assessments or Analysis
(HVA) as a type of risk assessment commonly used in the healthcare industry.

Staff: The term "staff" refers to all individuals that are employed directly by a facility.
The phrase "individuals providing services under arrangement” means services furnished
under arrangement that are subject to a written contract conforming with the requirements
specified in section 1861(w) of the Act.

Table-top Exercise (TTX): A tabletop exercise involves key personnel discussing
simulated scenarios in an informal setting. TTXs can be used to assess plans, policies,
and procedures. A tabletop exercise is a discussion-based exercise that involves senior
staff, elected or appointed officials, and other key decision making personnel in a group
discussion centered on a hypothetical scenario. TTXs can be used to assess plans,
policies, and procedures without deploying resources.

Workshop: A workshop, for the purposes of this guidance, is a planning meeting,
seminar or practice session, which establishes the strategy and structure for an exercise
program. We are aligning our definitions with the HSEEP guidelines. For additional
details, see HSEEP guidelines at
https://preptoolkit.fema.gov/documents/1269813/1269861/HSEEP_Revision_Aprl3 Fina
|.pdf/65bc7843-1d10-47b7-bc0d-45118a4d21da.

E-0001
(Rev.)

8403.748, 8416.54, 8418.113, 8441.184, §460.84, 8482.15, §483.73, 8483.475, §484.102,
8485.68, §485.625, 8485.727, 8485.920, §486.360, §491.12

The [facility, except for Transplant Programs] must comply with all applicable
Federal, State and local emergency preparedness requirements. The [facility, except
for Transplant Programs] must establish and maintain a [comprehensive] emergency
preparedness program that meets the requirements of this section.* The emergency
preparedness program must include, but not be limited to, the following elements:

*(Unless otherwise indicated, the general use of the terms “facility” or “facilities” in this
Appendix refers to all provider and suppliers addressed in this appendix. This is a
generic moniker used in lieu of the specific provider or supplier noted in the regulations.
For varying requirements, the specific regulation for that provider/supplier will be noted
as well.)
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*[For hospitals at 8482.15:] The hospital must comply with all applicable Federal,
State, and local emergency preparedness requirements. The hospital must develop
and maintain a comprehensive emergency preparedness program that meets the
requirements of this section, utilizing an all-hazards approach. The emergency
preparedness program must include, but not be limited to, the following elements:

*[For CAHs at §485.625:] The CAH must comply with all applicable Federal, State,
and local emergency preparedness requirements. The CAH must develop and
maintain a comprehensive emergency preparedness program, utilizing an all-
hazards approach. The emergency preparedness program must include, but not be
limited to, the following elements:

Interpretive Guidelines applies to: §403.748, §416.54, §418.113, §441.184, §460.84,
8482.15, 8483.73, 8§483.475, 8484.102, §485.68, §485.625, 8485.727, §485.920,
8486.360, §491.12.

NOTE: This does not apply to Transplant Programs.
NOTE: The word comprehensive is not used in the language for ASCs.

NOTE: The emergency preparedness program and its elements must be reviewed and
updated annually for LTC facilities at §483.73(a) . We’ve identified the differences in
regulatory text for LTC facilities.

Under this condition/requirement, facilities are required to develop an emergency
preparedness program that meets all of the standards specified within the
condition/requirement. The emergency preparedness program must describe a facility's
comprehensive approach to meeting the health, safety, and security needs of their staff
and patient population during an emergency or disaster situation. The program must also
address how the facility would coordinate with other healthcare facilities, as well as the
whole community during an emergency or disaster (natural, man-made, facility). The
emergency preparedness program must be reviewed every two years for all providers and
suppliers, with the exception of LTC providers who must review their emergency
program annually. All facilities are expected to make the appropriate changes to their
emergency program in the event changes are required more frequently outside of their
update cycles. (““Medicare and Medicaid Programs; Regulatory Provisions To Promote
Program Efficiency, Transparency, and Burden Reduction; Fire Safety Requirements for
Certain Dialysis Facilities; Hospital and Critical Access Hospital (CAH) Changes To
Promote Innovation, Flexibility, and Improvement in Patient Care” Final Rule, 84 FR
51732, 51735, Sept. 30, 2019) (“Burden Reduction Rule™).

A comprehensive approach to meeting the health and safety needs of a patient population
should encompass the elements for emergency preparedness planning based on the “all-
hazards” definition and specific to the location of the facility. For instance, a facility in a
large flood zone, or tornado prone region, should have included these elements in their
overall planning in order to meet the health, safety, and security needs of the staff and of
the patient population. Additionally, if the patient population has limited mobility,
facilities should have an approach to address these challenges during emergency events.
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The term “comprehensive” in this requirement is to ensure that facilities do not only
choose one potential emergency that may occur in their area, but rather consider a
multitude of events and be able to demonstrate that they have considered this during their
development of the emergency preparedness plan. As emerging infectious disease
outbreaks may affect any facility in any location across the country, a comprehensive
emergency preparedness program should include emerging infectious diseases and
pandemics during a public health emergency (PHE). The comprehensive emergency
preparedness program emerging infectious disease planning should encompass how
facilities will plan, coordinate and respond to a localized and widespread pandemic,
similar to what is occurring with the 2019 Novel Coronavirus (COVID-19) PHE.
Facilities should ensure their emergency preparedness programs are aligned with their
State and local emergency plans/pandemic plans.

Documentation and Requirements

The emergency preparedness program must be in writing. The requirements under the
emergency preparedness Final Rule allow for documentation flexibility. While facilities
are required to meet all of the provisions applicable to their provider/supplier type, how
they document their efforts is subject to their discretion. We are not requiring a hard
copy/paper, electronic or any particular system for meeting the requirements. It is up to
each individual facility to be able to demonstrate in writing their emergency
preparedness program. We would also recommend, but are not requiring, facilities to
develop a crosswalk as applicable for where their documents are located. For instance, if
their emergency plan is located in a binder, specify this for surveyors. If there are
policies and procedures to specific standards/requirements, identify where these are
located.

Providers and suppliers are encouraged to keep documentation and their written
emergency preparedness program based on the requirements for their provider type.
Inpatient providers should maintain documentation and records for at least 2 years.
Outpatient providers for at least four years. We are recommending this process due to
the requirements related to training and testing exercises. Inpatient providers are
required to have 2 exercises per year, therefore surveyors will review most recent two-
years of documentation to determine compliance. For outpatient providers, testing
exercises are required annually, alternating full-scale exercises every other year, with
the opposite years allowing for the exercise of choice. In order to determine compliance,
surveyors will be required to review at least the past 2 cycles (generally 4 years) of
emergency testing exercises.

Additionally, we are not requiring approval of the Emergency Program or official **sign-
off,”” however, we do recommend facilities check with their State Agencies and local
emergency planning coordinators (LEPCs) as some states require approval of the
emergency preparedness plans as part of state licensure.

Survey Procedures
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e Interview the facility leadership and ask him/her/them to describe the facility’s
emergency preparedness program.

e Ask to see the facility’s written policy and documentation on the emergency
preparedness program.

e For hospitals and CAHs only: Verify the hospital’s or CAH’s program was developed
based on an all-hazards approach by asking their leadership to describe how the
facility used an all-hazards approach when developing its program.

E-0002
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20)

8482.78 Condition of participation: Emergency preparedness for transplant
programs. A transplant program must be included in the emergency preparedness
planning and the emergency preparedness program as set forth in § 482.15 for the
hospital in which it is located. However, a transplant program is not individually
responsible for the emergency preparedness requirements set forth in § 482.15.

Interpretive Guidelines for §482.78.

A representative from each transplant program must be actively involved in the
development and maintenance of the hospital’s emergency preparedness program, as
required under §482.15(g)(1).

Transplant programs would still be required to have their own emergency preparedness
policies and procedures as required under §482.78(a), as well as participate in mutually-
agreed upon protocols that address the transplant program, hospital, and OPO’s duties
and responsibilities during an emergency.

Survey Procedures

e Verify that a representative from the transplant program was included in the planning
of the emergency preparedness program of the hospital in which the transplant
program is located.

E-0003
(Rev.)

8494.62 Condition for Coverage: The dialysis facility must comply with all
applicable Federal, State, and local emergency preparedness requirements. These
emergencies include, but are not limited to, fire, equipment or power failures, care
related emergencies, water supply interruption, and natural disasters likely to occur
in the facility’s geographic area.
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The dialysis facility must establish and maintain an emergency preparedness
program that meets the requirements of this section. The emergency preparedness
program must include, but not be limited to, the following elements:

Interpretive Guidelines for §494.62.

Under this condition, the ESRD facility is required to develop and update an emergency
preparedness program that meets all of the standards contained within the condition. The
emergency preparedness program must describe a facility's comprehensive approach to
meeting the health and safety needs of their patient population during an emergency; as
well as the whole community during and surrounding an emergency event (natural or
man-made).

Survey Procedures

e Ask to see written or electronic documentation of the program.

e Verify that the ESRD facility emergency preparedness program measures plan for
emergencies including, but not limited to, emergencies of fire, equipment, or power
failures, care-related emergencies, including emerging infectious diseases, water
supply interruption, and natural disasters likely to occur in the facility's geographic
area.

E-0004
(Rev.)

§403.748(a), §416.54(a), §418.113(a), 8441.184(a), §460.84(a), 8482.15(a), 8483.73(a),
§483.475(a), §484.102(a), §485.68(a), §485.625(a), §485.727(a), §485.920(a),
§486.360(a), §491.12(a), §494.62(a).

The [facility] must comply with all applicable Federal, State and local emergency
preparedness requirements. The [facility] must develop establish and maintain a
comprehensive emergency preparedness program that meets the requirements of
this section. The emergency preparedness program must include, but not be limited
to, the following elements:

(a) Emergency Plan. The [facility] must develop and maintain an emergency
preparedness plan that must be [reviewed], and updated at least every 2 years. The
plan must do all of the following:

*[For hospitals at 8482.15 and CAHs at §485.625(a):] Emergency Plan. The [hospital
or CAH] must comply with all applicable Federal, State, and local emergency
preparedness requirements. The [hospital or CAH] must develop and maintain a
comprehensive emergency preparedness program that meets the requirements of
this section, utilizing an all-hazards approach.
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*[For LTC Facilities at 8483.73(a):] Emergency Plan. The LTC facility must develop
and maintain an emergency preparedness plan that must be reviewed, and updated
at least annually.

* [For ESRD Facilities at 8494.62(a):] Emergency Plan. The ESRD facility must
develop and maintain an emergency preparedness plan that must be [evaluated],
and updated at least every 2 years.

Interpretive Guidelines applies to: §403.748(a), §416.54(a), §418.113(a), §441.184(a),
8460.84(a), §482.15(a), §483.73(a), 8483.475(a), §484.102(a), §485.68(a), §485.625(a),
§485.727(a), 8485.920(a), §486.360(a), 8491.12(a), 8494.62(a).

NOTE: This does not apply to Transplant Programs.

Emergency Plan- General

Facilities are required to develop and maintain an emergency preparedness plan. The
plan must include all of the required elements under the standard. The plan must be
reviewed and updated at least every 2 years, with the exception for LTC facilities which
must review and update their plan on an annual basis. This periodic review must be
documented to include the date of the review and any updates made to the emergency
plan based on the review. The format of the emergency preparedness plan that a facility
uses is at its discretion. While this 2-year review process (except for LTC facilities)
provides more flexibilities for providers to update their program as they see fit, facilities
are encouraged to continue to review and update their emergency preparedness plans
and train their staff accordingly as the plan may change on a more frequent basis (84 FR
at 51756).

An emergency plan is one part of a facility's emergency preparedness program. The
plan provides the framework, which includes conducting facility-based and community-
based risk assessments that will assist a facility in addressing the needs of their patient
populations, along with identifying the continuity of business operations which will
provide support during an actual emergency.

Elements of the Emergency Plan

In addition, the emergency plan supports, guides, and ensures a facility's ability to
collaborate with local emergency preparedness officials. This approach is specific to the
location of the facility and considers particular hazards most likely to occur in the
surrounding area. These include, but are not limited to:
e Natural disasters
e Man-made disasters,
e Facility-based disasters that include but are not limited to:
0 Care-related emergencies;
0 Equipment and utility failures, including but not limited to power, water, gas,
etc.;
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0 Interruptions in communication, including cyber-attacks;

0 Loss of all or portion of a facility; and

0 Interruptions to the normal supply of essential resources, such as water, food,

fuel (heating, cooking, and generators), and in some cases, medications and medical

supplies (including medical gases, if applicable).

e Emerging infectious diseases (EIDs) such as Influenza, Ebola, Zika Virus and others.

0 These EIDs may require modifications to facility protocols to protect the health
and safety of patients, such as isolation and personal protective equipment (PPE)
measures.

Emerging Infectious Diseases (EIDs)

As facilities develop or make revisions to their emergency preparedness plans, EID’s are
a potential threat which can impact the operations and continuity of care within a
healthcare setting and should be considered. The type of infectious diseases to consider
or the care-related emergencies that are a result of infectious diseases are not specified.
Adding EID’s within a facility’s risk assessment ensures that facilities consider having
infection prevention personnel involved in the planning, development and revisions to the
emergency preparedness program, as these individuals would likely be coordinating
activities within the facility during a potential surge of patients.

Some examples of EID’s may include, but are not limited to:
0 Potentially infectious Bio-Hazardous Waste
O Bioterrorism
0 Pandemic Flu
0 Highly Communicable Diseases (such as Ebola, Zika Virus, SARS, or novel
COVID-19 or SARS-CoV-2)

EID’s may be localized to a certain community or be widespread (as seen with the
COVID-19 PHE) and therefore plans for coordination with local, state, and federal
officials are essential. Facilities should engage and coordinate with their local
healthcare systems and healthcare coalitions, and their state and local health
departments when deciding on ways to meet surge needs in their community.

Understanding the Terminology

CMS recognizes that there are differences in terminology used within the emergency
preparedness industry pertaining to “continuity of operations” and “business continuity.”
We consider “continuity of business” to incorporate all continuity operations and
business continuity, which involves planning to ensure business operations will continue
even during a disaster. The concept of continuity is the facility’s ability to continue
operations or services related to patient care and to ensure patient safety and quality of
care is continued in an emergency event. The emergency plan provides the framework,
which includes conducting facility-based and community-based risk assessments that will
assist a facility in addressing the needs of their patient populations, along with
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identifying the continuity of business operations which will provide support to services
that are necessary during an actual emergency (81 FR 63875-63876). For additional
information related to continuity of operations, please visit the Federal Emergency
Management Agency’s (FEMA’s) Continuity Guidance Circular at
https.//www.fema.qov/sites/default/files/2020-07/Continuity-Guidance-

Circular 031218.pdf.

Essential Services and Continuity of Care

When evaluating potential interruptions to the normal supply of essential services, the
facility should take into account the likely durations of such interruptions. Arrangements
or contracts to re-establish essential utility services during an emergency should describe
the timeframe within which the contractor is required to initiate services after the start of
the emergency, how they will be procured and delivered in the facility’s local area, and
that the contractor will continue to supply the essential items throughout and to the end of
emergencies of varying duration. However, we recognize that contractors may be subject
to the same hardships as the community they serve, and there are no guarantees in the
event of a disaster that the contractor would be able to fulfill their duties.

The emergency plan should take into account contingency planning, such as evacuation
triggers in the event essential resources provided by the contractor cannot be fulfilled.

Finally, facilities should also include in their planning and revisions of existing plans,
contracts and inventory of supply needs; availability of personal protective equipment
(PPE); critical care equipment; and transportation options/needs to be prepared for
surge events. NOTE: This is also further delineated under the facility policies and
procedures required by facilities under the emergency preparedness program.

Survey Procedures

e Verify the facility has an emergency preparedness plan by asking to see a copy of the
plan.

e Ask facility leadership to identify the hazards (e.g. natural, man-made, facility,
geographic, etc.) that were identified in the facility’s risk assessment and how the risk
assessment was conducted.

e Review the plan to verify it contains all of the required elements.

e Verify that the plan is reviewed and updated every 2 years (annually for LTC
facilities) by looking for documentation of the date of the review and updates that
were made to the plan based on the review

E-0005
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20)
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8482.78(a) Standard: Policies and procedures. A transplant program must have
policies and procedures that address emergency preparedness. These policies and
procedures must be included in the hospital’s emergency preparedness program.

Interpretive Guidelines for §482.78(a).

Transplant programs must be actively involved in their hospital’s emergency planning
and programming under 8482.15(g). The transplant program’s emergency preparedness
plans must be included in the hospital’s emergency plans. All of the Medicare-approved
transplant programs are located within certified hospitals and, as part of the hospital,
must be included in the hospital’s emergency preparedness plans. The transplant
program needs to be involved in the hospital’s risk assessment because there may be risks
to the transplant program that others in the hospital may not be aware of or appreciate.
However, most of the risk assessment of the hospital and transplant program would be
the same since the transplant program is located within the hospital. Therefore a separate
risk assessment would be unnecessary and overly burdensome.

Survey Procedures

e Verify the transplant program has emergency preparedness policies and procedures.

e Verify that the transplant program’s emergency preparedness policies and procedures
are included in the hospital’s emergency preparedness program.

E-0006
(Rev.)

§403.748(a)(1)-(2), 8416.54(a)(1)-(2), §418.113(a)(1)-(2), §441.184(a)(1)-(2),
§460.84(a)(1)-(2), §482.15(a)(1)-(2), §483.73(a)(1)-(2), §483.475(a)(1)-(2),
§484.102(a)(1)-(2), 8485.68(a)(1)-(2), §485.625(a)(1)-(2), §485.727(a)(1)-(2),
§485.920(a)(1)-(2), §486.360(a)(1)-(2), §491.12(a)(1)-(2), §494.62(a)(1)-(2)

[(a) Emergency Plan. The [facility] must develop and maintain an emergency
preparedness plan that must be reviewed, and updated at least every 2 years. The
plan must do the following:]

(1) Be based on and include a documented, facility-based and community-based risk
assessment, utilizing an all-hazards approach.*

(2) Include strategies for addressing emergency events identified by the risk
assessment.

* [For Hospices at 8418.113(a):] Emergency Plan. The Hospice must develop and
maintain an emergency preparedness plan that must be reviewed, and updated at
least every 2 years. The plan must do the following:

(1) Be based on and include a documented, facility-based and community-based risk
assessment, utilizing an all-hazards approach.
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(2) Include strategies for addressing emergency events identified by the risk
assessment, including the management of the consequences of power failures,
natural disasters, and other emergencies that would affect the hospice’s ability to
provide care.

*[For LTC facilities at 8483.73(a):] Emergency Plan. The LTC facility must develop
and maintain an emergency preparedness plan that must be reviewed, and updated
at least annually. The plan must do the following:

(1) Be based on and include a documented, facility-based and community-based risk
assessment, utilizing an all-hazards approach, including missing residents.

(2) Include strategies for addressing emergency events identified by the risk
assessment.

*[For ICF/IIDs at 8483.475(a):] Emergency Plan. The ICF/11D must develop and
maintain an emergency preparedness plan that must be reviewed, and updated at
least every 2 years. The plan must do the following:

(1) Be based on and include a documented, facility-based and community-based risk
assessment, utilizing an all-hazards approach, including missing clients.

(2) Include strategies for addressing emergency events identified by the risk
assessment.

Interpretive Guidelines applies to: 8403.748(a)(1)-(2), §8416.54(a)(1)-(2),
§418.113(a)(1)-(2), 8441.184(a)(1)-(2), 8460.84(a)(1)-(2), 8482.15(a)(1)-(2),
§483.73(a)(1)-(2), §483.475(a)(1)-(2), §484.102(a)(1)-(2), §485.68(a)(1)-(2),
§485.625(a)(1)-(2), 8§485.727(a)(1)-(2), §485.920(a)(1)-(2), 8491.12(a)(1)-(2),
§494.62(a)(1)-(2).

NOTE: This does not apply to Transplant Programs.

Risk Assessments Using All-Hazards Approach

Facilities are expected to develop an emergency preparedness plan that is based on the
facility-based and community-based risk assessment using an “all-hazards” approach.
Though a format is not specified, facilities must document the risk assessment. An
example consideration may include, but is not limited to, natural disasters prevalent in a
facility’s geographic region such as wildfires, tornados, flooding, etc. An all-hazards
approach is an integrated approach to emergency preparedness planning that focuses on
capacities and capabilities that are critical to preparedness for a full spectrum of
emergencies or disasters, including pandemics and EIDs as noted under E-0004. This
approach is specific to the location of the facility considering the types of hazards most
likely to occur in the area, but should also include unforeseen widespread communicable
diseases. Thus, all-hazards planning does not specifically address every possible threat
or risk but ensures the facility will have the capacity to address a broad range of related
emergencies.
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Also, a risk assessment is facility-based, which, among other things, considers a facility’s
patient population and vulnerabilities. Facility-based and community-based risk
assessments are intended to assist a facility in addressing the needs of their patient
populations, along with identifying the continuity of business operations which will
provide support during an actual emergency (81 FR 63876). For instance, if a facility
has a population which is primarily dependent on medical equipment the risk assessment
would identify a higher impact for emergencies that lead to power failures. Facilities are
encouraged to utilize the concepts outlined in the National Preparedness System,
published by the United States Department of Homeland Security’s Federal Emergency
Management Agency (FEMA), as well as guidance provided by the Agency for
Healthcare Research and Quality (AHRQ).

Understanding Community-Based

“Community” is not defined in order to afford facilities the flexibility in deciding which
healthcare facilities and agencies it considers to be part of its community for emergency
planning purposes. However, the term could mean entities within a state or multi-state
region. The goal of the provision is to ensure that healthcare providers collaborate with
other entities within a given community to promote an integrated response. Conducting
integrated planning with state and local entities could identify potential gaps in state and
local capabilities that can then be addressed in advance of an emergency.

Facilities may rely on a community-based risk assessment developed by other entities,
such as public health agencies, emergency management agencies, and regional health
care coalitions or in conjunction with conducting its own facility-based assessment. If
this approach is used, facilities are expected to have a copy of the community-based risk
assessment and to work with the entity that developed it to ensure that the facility’s
emergency plan is in alignment.

Development of Risk Assessments based on the Plan

When developing an emergency preparedness plan, facilities are expected to consider,
among other things, the following:
e Identification of all business functions essential to the facility’s operations that
should be continued during an emergency;
e Identification of all risks or emergencies that the facility may reasonably expect to
confront;
e |dentification of all contingencies for which the facility should plan;
e Consideration of the facility’s location;
e Assessment of the extent to which natural or man-made emergencies may cause
the facility to cease or limit operations; and,
e Determination of what arrangements may be necessary with other health care
facilities, or other entities that might be needed to ensure that essential services
could be provided during an emergency.

Risk Assessment Considerations:
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Based on the community threat and hazard identification process, facilities should select
a comprehensive risk assessment tool that evaluates their risk and potential for hazards..
The comprehensive risk assessment should include all risks that could disrupt the
facility’s operations and necessitate emergency response planning to address the risk
mitigation requirements and ensure continuity of care.

Using an all-hazards approach helps facilities consider and prepare for a variety of risks
which may impact their healthcare settings. Facilities should categorize the various
probable risks and hazards identified by likelihood of occurrence and further create
supplemental risk assessments based on the disaster or public health emergency. For
example:

e For power loss and potential disruptions of services: Facilities can consider using
a heat index or heat risk assessment to identify situations which present concerns
related to patient care and safety. Facilities are required to maintain safe
temperatures under (b) policies and procedures (see Tag E-0015), therefore a
heat risk assessment can be considered as an additional risk assessment, but is
not required. Facilities may find it helpful to refer to ASPR TRACIE for the Natural
Disasters Topic Collection at https.//asprtracie.hhs.gov/technical-
resources/36/natural-disasters/27.

NOTE: In situations where the facility does not own the structure(s) where care is
provided, it is the facility’s responsibility to discuss emergency preparedness
concerns with the landlord to ensure continuation of care if the structure of the
building and its utilities are impacted.

e For public health emergencies, such as EIDs or pandemics: Facilities should
consider risk assessments to include the needs of the patient population they
serve in relation to a communicable or emerging infectious disease outbreak.
Planning should include a process to evaluate the facility’s needs based on the
specific characteristics of an EID that includes, but is not limited to:

0 Influx in need for PPE;

0 Considerations for screening patients and visitors; which may also include
testing considerations for staff, visitors and patients for infectious
diseases;

O Transfers and discharges of patients;

0 Home-based healthcare settings;

O Physical Environment, including but not limited to changes needed for
distancing, isolation, or capacity/surge.

Planning for Staffing in Emergencies:

Facilities must develop strategies for addressing emergency events that were identified
during the development of the facility- and community-based risk assessments.
Examples of these strategies may include, but are not limited to, developing a staffing
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strategy if staff shortages were identified during the risk assessment or developing a
surge capacity strategy if the facility has identified it would likely be requested to accept
additional patients during an emergency. Facilities will also want to consider evacuation
plans. For example, a facility in a large metropolitan city may plan to utilize the support
of other large community facilities as alternate care sites for its patients if the facility
needs to be evacuated. The facility is also expected to have a backup evacuation plan for
instances in which nearby facilities are also affected by the emergency and are unable to
receive patients

Additional Specific Requirements for LTC, ICF/IIDs and Hospice:

e For LTC facilities and ICF/IIDs, written plans and the procedures are required to
also include missing residents and clients, respectively, within their emergency
plans.

e Hospices must include contingencies for managing the consequences of power
failures, natural disasters, and other emergencies that would affect the hospice’s
ability to provide care.

Survey Procedures

e Ask to see the written documentation of the facility’s risk assessments and associated
strategies.

e Interview the facility leadership and ask which hazards (e.g. natural, man-made,
facility, geographic) were included in the facility’s risk assessment, why they were
included and how the risk assessment was conducted.

e Verify the risk-assessment is facility-based and community-based, and based on an
all-hazards approach specific to the geographic location of the facility and
encompasses potential hazards, such as EIDs.

NOTE: Surveyors are not expected to analyze a facility’s risk assessment to determine
whether the identified risks are appropriate. Surveyors may take into consideration the
geographic location and review the remaining standards to determine that the facility has
addressed the hazards within their risk assessment through their policies and procedures.
However, the intent is that surveyors review the risk assessments to determine if the
facility has a risk assessment which is facility-based and also community-based. The
facility’s risk assessment should describe a process facilities use to assess and document
potential hazards that are likely to impact their geographical region, community, facility
and patient population. The ranking of priority of the hazards and the format of the risk
assessment is at the discretion and expertise of the facility.

E-0007
(Rev.)

§403.748(a)(3), §416.54(a)(3), §418.113(a)(3), §441.184(a)(3), §460.84(a)(3),
§482.15(a)(3), §483.73(a)(3), §483.475(a)(3), §484.102(a)(3), §485.68(a)(3),
§485.625(a)(3), §485.727(a)(3), §485.920(a)(3), §491.12(a)(3), §494.62(a)(3).
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[(a) Emergency Plan. The [facility] must develop and maintain an emergency
preparedness plan that must be reviewed, and updated at least every 2 years. The
plan must do the following:]

(3) Address [patient/client] population, including, but not limited to, persons at-risk;
the type of services the [facility] has the ability to provide in an emergency; and
continuity of operations, including delegations of authority and succession plans.**

*[For LTC facilities at 8483.73(a):] Emergency Plan. The LTC facility must develop
and maintain an emergency preparedness plan that must be reviewed, and updated
at least annually. The plan must do all of the following:

(3) Address resident population, including, but not limited to, persons at-risk; the
type of services the LTC facility has the ability to provide in an emergency; and
continuity of operations, including delegations of authority and succession plans.

*NOTE: [“Persons at risk” does not apply to: ASC, hospice, PACE, HHA, CORF,
CMCH, RHC/FQHC, or ESRD facilities.]

Interpretive Guidelines applies to: §403.748(a)(3), 8416.54(a)(3), §418.113(a)(3),
8441.184(a)(3), 8460.84(a)(3), §482.15(a)(3), §483.73(a)(3), §483.475(a)(3),
§484.102(a)(3), §485.68(a)(3), §485.625(a)(3), §485.727(a)(3), §485.920(a)(3),
§491.12(a)(3), §494.62(a)(3).

NOTE: This does not apply to Transplant Programs and OPOs.

Patient Population

The emergency plan must specify the population served within the facility, such as
inpatients and/or outpatients, and their unique vulnerabilities in the event of an
emergency or disaster. A facility’s emergency plan must also address persons at-risk,
except for plans of ASCs, hospices, PACE organizations, HHAs, CORFs, CMHCs,
RHCs/FQHCs and ESRD facilities. As defined by the Pandemic and All-Hazards
Preparedness Act (PAHPA) of 2006, members of at-risk populations may have additional
needs in one or more of the following functional areas: maintaining independence,
communication, transportation, supervision, and medical care. In addition to those
individuals specifically recognized as at-risk in the PAHPA (children, senior citizens, and
pregnant women), “at-risk populations” are also individuals who may need additional
response assistance including those who have disabilities, live in institutionalized
settings, are from diverse cultures and racial and ethnic backgrounds, have limited
English proficiency or are non-English speaking, lack transportation, have chronic
medical disorders, or have pharmacological dependency. At-risk populations would also
include, but are not limited to, the elderly, persons in hospitals and nursing homes, people
with physical and mental disabilities as well as others with access and functional needs,
and infants and children. At-risk populations, in the event of emerging infectious diseases
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and communicable diseases, may also include older adults and people of any age with
underlying medical conditions or who are immunocompromised, in which exposure may
place them at higher risk for severe illnesses.

Mobility & Transfers

Mobility is an important part in effective and timely evacuations, and therefore facilities
are expected to properly plan to identify patients who would require additional assistance,
ensure that means for transport are accessible and available and that those involved in
transport, as well as the patients and residents are made aware of the procedures to
evacuate. For outpatient facilities, such as Home Health Agencies (HHAS), the
emergency plan is required to ensure that patients with limited mobility are addressed
within the plan.

The plan should also address ways the facility will address identified patient needs that
can’t be addressed by in house services in an emergency, such as just in time contracts or
emergency transfers. Ultimately, the delegations of authority and succession plans need
to include plans on how the facility ensures patient safety is protected and patients will
receive care at the facility or if transferred, under what circumstances transfers will occur.

Surge & Staffing

The emergency plan must also address the types of services that the facility would be
able to provide in an emergency. The emergency plan must identify which staff would
assume specific roles in another’s absence through succession planning and delegations
of authority. Succession planning is a process for identifying and developing internal
people with the potential to fill key business leadership positions in the company.
Succession planning increases the availability of experienced and capable employees that
are prepared to assume these roles as they become available. During times of emergency,
facilities must have employees who are capable of assuming various critical roles in the
event that current staff and leadership are not available. Ata minimum, there should be a
qualified person who "is authorized in writing to act in the absence of the administrator or
person legally responsible for the operations of the facility.” This does not mean that the
facility must have documentation which lists each role and the designee for those roles
within the same policy. Facilities may have a general plan which outlines the roles and
responsibilities of the different individuals (e.g. incident commander, public information
officer, patient liaison, etc.) and refers to those individuals by their titles. For example, a
Facility Incident Commander may be the Facility Administrator. Also, an Emergency
Department Charge Nurse of the Day may be the facility’s identified person as the Safety
Officer. However, if the facility chooses to follow this process without individual name
identification, the individual serving in the role during the time of the survey should be
able to adequately describe their role and responsibility during an emergency.

The emergency plan should also include ways the facility will respond to identified

patient needs that cannot be addressed by in-house services in an emergency, such as use
of just-in-time contracts or emergency transfers. As discussed under E-0001, CMS
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recognizes the variability in terminology in continuity of operations, business continuity,
and other terms used by the emergency management industry. The intent behind this
requirement is to ensure continuity of operations, including emergency preparedness
succession planning, ultimately to ensure the facility has plans in place to continue
functioning during an emergency and provide care in a safe setting, which may require
some/all evacuations.

Ultimately, the delegations of authority and succession plans, which are different from
the *“continuity” plans, are documented plans which outline the specific individuals and
alternate/successors who can activate the facilities emergency plans to ensure patient
safety is protected and patients will receive care at the facility or if transferred, under
what circumstances transfers will occur.

General Considerations

In addition to the facility- and community-based risk assessment, continuity of operations
planning generally considers elements such as: essential personnel, essential functions,
critical resources, vital records and IT data protection, alternate facility identification and
location, and financial resources. Facilities are encouraged to refer to and utilize
resources from various agencies such as FEMA and Assistant Secretary for Preparedness
and Response (ASPR) when developing strategies for ensuring continuity of operations.

Survey Procedures
Interview leadership and ask them to describe the following:

e The facility’s patient populations that would be at risk during an emergency event;
e Strategies the facility (except for an ASC, hospice, PACE organization, HHA, CORF,

CMHC, RHC/FQHC and ESRD facility) has put in place to address the needs of at-
risk or vulnerable patient populations;

e Services that the facility would be able to provide during an emergency and any plans
to address services needed that cannot be provided by the facility during an
emergency as part of continuity of operations and services.

e How the facility plans to continue operations during an emergency;
e Delegations of authority and succession plans.

Verify that all of the above are included in the written emergency plan.

e If the facility has delegations and succession plans which identifies roles and
responsibilities over individual facility staff names (e.qg. Safety Officer =
Emergency Department Charge Nurse or Pharmacy Department Lead), identify
the individual who would be designated in one of the roles and interview the
individual asking them to describe their role based on the facility’s emergency
program.
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E-0008
(Rev.)

8486.360(a)(3) Condition for Participation:

[(@) Emergency Plan. The OPO must develop and maintain an emergency
preparedness plan that must be reviewed, and updated at least every 2 years. The
plan must do the following:]

(3) Address the type of hospitals with which the OPO has agreements; the type of
services the OPO has the capacity to provide in an emergency; and continuity of
operations, including delegations of authority and succession plans.

Interpretive Guidelines for §486.360(a)(3).

The emergency plan must address the type of hospitals with which the OPO has
agreements and the types of services that the OPO would be able to provide in an
emergency. However, the emergency preparedness plan is not required to be included as
a part of each agreement that the OPO has with their hospitals. The emergency plan
must also identify which staff would assume specific roles in another’s absence through
succession planning and delegations of authority. Succession planning is a process for
identifying and developing staff with the potential to fill key business leadership
positions in the company. Succession planning increases the availability of experienced
and capable employees that are prepared to assume these roles as they become necessary.
During times of emergency, facilities must have internal employees who are capable of
assuming various critical roles in the event that current staff and leaders are not available.
At a minimum, facilities should designate a qualified person who is authorized in writing
to act in the absence of the administrator or person legally responsible for the operations
of the facility.

In addition to the facility- and community-based risk assessment, continuity of operations
planning generally considers elements such as: essential personnel, essential functions,
critical resources, vital records and IT data protection, alternate facility identification and
location, and financial resources. Facilities are encouraged to refer to and utilize
resources from various agencies such as FEMA and ASPR when developing strategies
for ensuring continuity of operations.

Survey Procedures
Interview leadership and ask them to describe the following:

e Services the OPO would be able to provide during an emergency;
e How the OPO plans to continue operations during an emergency;
e Delegations of authority and succession plans.
[ J

How the OPO has included/addressed all of the hospitals with which it has
agreements into its emergency plan.

Verify that all of the above are included in the written emergency plan.
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E-0009
(Rev.)

§403.748(a)(4), §416.54(a)(4), §418.113(a)(4), §441.184(a)(4), §460.84(a)(4),
§482.15(a)(4), §483.73(a)(4), 8483.475(a)(4), §484.102(a)(4), §485.68(a)(4),
§485.625(a)(4), §485.727(a)(5), §485.920(a)(4), §486.360(a)(4), §491.12(a)(4),
§494.62(a)(4)

[(@) Emergency Plan. The [facility] must develop and maintain an emergency
preparedness plan that must be reviewed, and updated at least every 2 years
[annually for LTC facilities]. The plan must do the following:]

(4) Include a process for cooperation and collaboration with local, tribal, regional,
State, and Federal emergency preparedness officials’ efforts to maintain an
integrated response during a disaster or emergency situation. *

*[For ESRD facilities only at 8494.62(a)(4)]: (4) Include a process for cooperation and
collaboration with local, tribal, regional, State, and Federal emergency
preparedness officials’ efforts to maintain an integrated response during a disaster
or emergency situation. The dialysis facility must contact the local emergency
preparedness agency at least annually to confirm that the agency is aware of the
dialysis facility’s needs in the event of an emergency.

Interpretive Guidelines applies to: §403.748(a)(4), 8416.54(a)(4), §418.113(a)(4),
8441.184(a)(4), 8460.84(a)(4), 8482.15(a)(4), 8483.73(a)(4), 8483.475(a)(4),
8484.102(a)(4), 8485.68(a)(4), 8485.625(a)(4), 8485.727(a)(5), 8485.920(a)(4),
8486.360(a)(4), §491.12(a)(4), 8494.62(a)(4).

NOTE: This does not apply to Transplant Programs.

Cooperation and Collaboration

While the responsibility for ensuring a coordinated disaster preparedness response lies
upon the state and local emergency planning authorities, the facility must have a process
to engage in collaborative planning for an integrated emergency response. The facility
must include this integrated response process in its emergency plan. Facilities are
encouraged to participate in a healthcare coalition as it may provide assistance in
planning and addressing broader community needs that may also be supported by local
health department and emergency management resources. While every detail of the
cooperation and collaboration process is not required to be documented in writing, it is
expected that the facility has documented sufficient details to support verification of the
process.
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When deciding on ways to meet public health emergency needs in their community,
facilities are expected to engage and coordinate with their local healthcare systems
(including any emergency-related Alternate Care Sites), and their local and state health
departments, and federal agency staff and also encouraged to engage with their
healthcare coalitions, as applicable. Facility awareness of the state’s emergency
preparedness programs and pandemic plan ensures coordination occurs with the
community. Coordination should be pre-planned and facility management should know
the state and local emergency contacts (further defined within a facilities communication
plan).

We also note that under state licensure or their accreditation requirements, facilities may
still be required to document their collaboration with local, tribal, regional, State, and
Federal emergency preparedness officials. We recommend facilities contact their State
Survey Agency (SA) and/or accrediting organizations (AO) to determine if any additional
requirements exist.

Additional Requirement for ESRD

For ESRD facilities, 8494.120(c)(2) of the ESRD Conditions for Coverage on Special
Purpose Dialysis Facilities describes the requirements for ESRD facilities that are set up
in an emergency (i.e., an emergency circumstance facility) which are issued a unique
CMS Certification Number (CCN). ESRD facilities must incorporate these specific
provisions into the coordination requirements under this standard.

Survey Procedures

e Interview facility leadership and ask them to describe their process for ensuring
cooperation and collaboration with local, tribal, regional, State, and Federal
emergency preparedness officials’ efforts to ensure an integrated response during a
disaster or emergency situation.

e For ESRD facilities, ask facility leadership to describe their process for contacting
the local public health and emergency management agency public official at least to
confirm that the agency is aware of the ESRD facility’s needs in the event of an
emergency and know how to contact the agencies in the event of an emergency.

E-0010
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20)

8485.727(a)(4) Condition for Participation:

[(a) Emergency Plan. The Clinics, Rehabilitation Agencies, and Public Health
Agencies as Providers of Outpatient Physical Therapy and Speech-Language
Pathology Services (“Organizations”) must develop and maintain an emergency
preparedness plan that must be reviewed, and updated at least every 2 years. The
plan must do the following:]
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(4) Address the location and use of alarm systems and signals; and methods of
containing fire.

Interpretive Guidelines for 8485.727(a)(4).

The Organizations’ emergency plan must address the location and use of alarm systems
and signals. The plan must also include the methods used for containing fires, such as fire
extinguishers, sprinkler systems and other current methods used. The National Fire
Protection Association (NFPA) at section A.20.1.1.1.6, recognizes that certain functions
necessary for the life safety of building occupants, such as the closing of corridor doors,
the operation of manual fire alarm devices, and the removal of patients from the room of
fire origin, require the intervention of facility staff. Therefore, the plan should follow
guidelines set forth by the NFPA.

Survey Procedures

e Ask facility leadership to show the section of the plan which addresses location(s)
and use of fire alarms.

e Ask facility staff to describe the facility’s current procedure for containing fires.

E-0011
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20)

8485.68(a)(5) Condition for Participation:

[(a) Emergency Plan. The Comprehensive Outpatient Rehabilitation Facility
(CORF) must develop and maintain an emergency preparedness plan that must be
reviewed, and updated at least every 2 years. The plan must do the following:]

(a)(5) Be developed and maintained with assistance from fire, safety, and other
appropriate experts.

8485.727(a)(6) Condition for Participation:

[(a) Emergency Plan. The Clinics, Rehabilitation Agencies, and Public Health
Agencies as Providers of Outpatient Physical Therapy and Speech-Language
Pathology Services (“Organizations”) must develop and maintain an emergency
preparedness plan that must be reviewed, and updated at least every 2 years. The
plan must do the following:]

(a)(6) Be developed and maintained with assistance from fire, safety, and other
appropriate experts.

Interpretive Guidelines applies to: 8485.68(a)(5), 8485.727(a)(6).

The CORF and Clinics, Rehabilitation Agencies, and Public Health Agencies as
Providers of Outpatient Physical Therapy and Speech-Language Pathology Services must
collaborate with fire, safety and other appropriate experts to develop and maintain its
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emergency plan. They must document their collaboration with these experts and include
them in the 2-year review of the plan.

Survey Procedures
e Ask for a list of/documentation for which experts were collaborated with to develop
and maintain its plan.

E-0012
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20)

8§ 482.78 Condition of participation: Emergency preparedness for transplant
programs. A transplant program must be included in the emergency preparedness
planning and the emergency preparedness program as set forth in § 482.15 for the
hospital in which it is located. However, a transplant program is not individually
responsible for the emergency preparedness requirements set forth in § 482.15.

(a) Standard: Policies and procedures.

A transplant program must have policies and procedures that address emergency
preparedness. These policies and procedures must be included in the hospital’s
emergency preparedness program.

(b) Standard: Protocols with hospital and OPO. A transplant program must
develop and maintain mutually agreed upon protocols that address the duties and
responsibilities of the transplant program, the hospital in which the transplant
program is operated, and the OPO designated by the Secretary, unless the hospital
has an approved waiver to work with another OPO, during an emergency.

Interpretive Guidelines applies to: 8482.78(a), and §482.78(b).

Hospitals which have transplant programs must include within their emergency planning
and preparedness process one representative, at minimum, from the transplant program.
If a hospital has multiple transplant programs, each program must have at least one
representative who is involved in the development and maintenance of the hospital’s
emergency preparedness process. The hospital must include the transplant programs in
its emergency preparedness plan policies and procedures, communication plans, as well
is the training and testing programs.

Both the hospital and the transplant programs are required to demonstrate during a survey
that they have coordinated in planning and the development of the emergency program.
Both are required to have written documentation of the emergency preparedness plans.
However, the transplant programs is not individually responsible for the emergency
preparedness requirements under 8482.15.

Survey Procedures
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e Verify the hospital has written documentation to demonstrate that a representative of
each transplant programs participated in the development of the emergency program.

e Ask to see documentation of emergency protocols that address transplant protocols
that include the hospital, the transplant programs and the associated OPOs.

E-0013
(Rev.)

§403.748(b), §416.54(b), §418.113(b), §441.184(b), §460.84(b), §482.15(b),
§483.73(b), §483.475(b), §484.102(b), §485.68(b), §485.625(b), §485.727(b),
§485.920(b), §486.360(b), §491.12(b), §494.62(b).

(b) Policies and procedures. [Facilities] must develop and implement emergency
preparedness policies and procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, and
the communication plan at paragraph (c) of this section. The policies and
procedures must be reviewed and updated at least every 2 years.

*[For LTC facilities at 8483.73(b):] Policies and procedures. The LTC facility must
develop and implement emergency preparedness policies and procedures, based on
the emergency plan set forth in paragraph (a) of this section, risk assessment at
paragraph (a)(1) of this section, and the communication plan at paragraph (c) of
this section. The policies and procedures must be reviewed and updated at least
annually.

*Additional Requirements for PACE and ESRD Facilities:

*[For PACE at §460.84(b):] Policies and procedures. The PACE organization must
develop and implement emergency preparedness policies and procedures, based on
the emergency plan set forth in paragraph (a) of this section, risk assessment at
paragraph (a)(1) of this section, and the communication plan at paragraph (c) of
this section. The policies and procedures must address management of medical and
nonmedical emergencies, including, but not limited to: Fire; equipment, power, or
water failure; care-related emergencies; and natural disasters likely to threaten the
health or safety of the participants, staff, or the public. The policies and procedures
must be reviewed and updated at least every 2 years.

*[For ESRD Facilities at 8494.62(b):] Policies and procedures. The dialysis facility
must develop and implement emergency preparedness policies and procedures,
based on the emergency plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section, and the communication plan at
paragraph (c) of this section. The policies and procedures must be reviewed and
updated at least every 2 years. These emergencies include, but are not limited to,
fire, equipment or power failures, care-related emergencies, water supply
interruption, and natural disasters likely to occur in the facility’s geographic area.
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Interpretive Guidelines applies to: 8403.748(b), 8416.54(b), 8418.113(b),
8441.184(b), §460.84(b), 8482.15(b), 8483.73(b), §483.475(b), 8§484.102(b),
8485.68(b), 8485.625(b), 8§485.727(b), §485.920(b), 8486.360(b), §491.12(b),
8494.62(b).

NOTE: This does not apply to Transplant Programs.

Facilities must develop and implement policies and procedures per the requirements of
this standard. The policies and procedures are expected to align with the identified
hazards within the facility’s risk assessment and the facility’s overall emergency
preparedness program. We also recommend that facilities include strategies and
succession planning, as well as contingencies which support their response to any
disaster or public health emergency (also see requirements at E-0024).

Facilities should also consider updates to their emergency preparedness policies and
procedures during a disaster, including planning for an emergency event with a duration
longer than expected. For instance, during public health emergencies such as pandemics,
the Centers for Disease Control and Prevention (CDC) and other public health agencies
may issue event-specific guidance and recommendations to healthcare workers. Facilities
should ensure their programs have policies in place to update or provide additional
emergency preparedness procedures to staff. This may include a policy delegating an
individual to monitor guidance by public health agencies and issuing directives and
recommendations to staff such as use of PPE when entering the building; isolation of
patients under investigation (PUIs); and, any other applicable guidance in a public
health emergency.

We are not specifying where the facility must have the emergency preparedness policies
and procedures. A facility may choose whether to incorporate the emergency policies
and procedures within their emergency plan or to be part of the facility’s Standard
Operating Procedures or Operating Manual. We are also not specifying the type of
documentation- i.e. hard copy, electronic or other system-based emergency plans.
However, the facility must be able to demonstrate compliance upon survey, therefore we
recommend that facilities have a central place to house the emergency preparedness
program documents (to include all policies and procedures) to facilitate review.
Furthermore, since the format of the documentation is at the discretion of the facility,
surveyors can identify a facility’s reviews and updates of the emergency program through
meeting minutes ( facilities need to be clear if the entire program or any specific policy
was reviewed and updated); through electronic or hard copy signatures on the table of
contents of the emergency program documentation; or another manner. Facilities should
clearly document the date of review and update and what the update entailed.

For ESRD and PACE Organizations, the policies and procedures must align with the risk
assessment and also include specific policies related to fire, equipment or power failures,
care-related emergencies, water supply interruption, and natural disasters likely to occur
in the facility’s geographic area. Care related emergencies may be specific to the patient
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population served within these healthcare entities; as a result, the facility should ensure
that in the event of any EID, there are policies and procedures in place which protect the
health and safety of patients, to include but not limited to disinfection of patient stations
for ESRDs and notification of transportation considerations with local government and
community providers. We would expect ESRD and PACE Organizations to encompass
care related emergencies within their policies and procedures.

Survey Procedures

Review the written policies and procedures which address the facility’s emergency plan

and verify the following:

e Policies and procedures were developed based on the facility- and community-based
risk assessment and communication plan, utilizing an all-hazards approach.

e Ask to see documentation that verifies the policies and procedures have been
reviewed and updated at least every 2 years (annually for LTC facilities). Format is
at the discretion of the facility.

E-0014
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20)

482.78(b) Standard: Protocols with hospital and OPO. A transplant program must
develop and maintain mutually agreed upon protocols that address the duties and
responsibilities of the transplant program, the hospital in which the transplant
program is operated, and the OPO designated by the Secretary, unless the hospital
has an approved waiver to work with another OPO, during an emergency.

Interpretive Guidelines for §482.78(b).

Transplant programs must be involved in the development of mutually agreed upon
protocols that address the duties and responsibilities of the hospital, transplant program
and the designated OPO during emergencies.

All transplant programs are located within Medicare participating hospitals. Any hospital
that furnishes organ transplants and other medical and surgical specialty services for the
care of transplant patients is defined as a transplant hospital (42 CFR 482.70). Therefore,
transplant programs must meet all hospital CoPs at §8482.1 through 482.57 (as set forth
at 8482.68(b)), and the hospitals in which they are located must meet the provisions of §
482.15, however, a transplant program is not individually responsible for the emergency
preparedness requirements in §482.15.

The hospital in which a transplant program is located (i.e., a transplant hospital) would be
responsible for ensuring that the transplant program is involved in the development of an
emergency preparedness program. This requirement does not oblige a transplant program
that agrees to care for another transplant program’s patients during an emergency to put
those patients on its waiting lists. We anticipate that most emergencies would be of short
duration and that the transplant program that is affected by an emergency will resume its
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normal operations within a short period of time. However, if a transplant program does
arrange for its patients to be transferred to another transplant program during an
emergency, both transplant program would need to determine what care would be
provided to the transferring patients, including whether and under what circumstances the
patients from the transferring transplant program would be added to the receiving
transplant program’s waiting lists.

Survey Procedures

e Verify the transplant program has developed mutually agreed upon protocols that
address the duties and responsibilities of the transplant program, the hospital in which
the transplant program is operated, and the designated OPO.

e Ask to see documentation of the protocols.

E-0015
(Rev.)

§403.748(b)(L), §418.113(b)(6)(iii), §441.184(b)(1), §460.84(b)(L), §482.15(b)(1),
§483.73(b)(L), §483.475(b)(1), §485.625(b)(1)

[(b) Policies and procedures. [Facilities] must develop and implement emergency
preparedness policies and procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, and
the communication plan at paragraph (c) of this section. The policies and
procedures must be reviewed and updated every 2 years [annually for LTC
facilities]. At a minimum, the policies and procedures must address the following:

(1) The provision of subsistence needs for staff and patients whether they evacuate
or shelter in place, include, but are not limited to the following:
(i) Food, water, medical and pharmaceutical supplies
(ii) Alternate sources of energy to maintain the following:
(A) Temperatures to protect patient health and safety and for the safe
and sanitary storage of provisions.
(B) Emergency lighting.
(C) Fire detection, extinguishing, and alarm systems.
(D) Sewage and waste disposal.

*[For Inpatient Hospice at 8418.113(b)(6)(iii):] Policies and procedures.
(6) The following are additional requirements for hospice-operated inpatient care
facilities only. The policies and procedures must address the following:
(iii) The provision of subsistence needs for hospice employees and patients,
whether they evacuate or shelter in place, include, but are not limited to the
following:
(A) Food, water, medical, and pharmaceutical supplies.
(B) Alternate sources of energy to maintain the following:
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(1) Temperatures to protect patient health and safety and for the safe
and sanitary storage of provisions.
(2) Emergency lighting.
(3) Fire detection, extinguishing, and alarm systems.
(C) Sewage and waste disposal.

Interpretive Guidelines applies to: §403.748(b)(1), 8418.113(b)(6)(iii),
8441.184(b)(1), 8460.84(b)(1), §482.15(b)(1), §483.73(b)(1), 8483.475(b)(1),
8485.625(b)(1).

NOTE: This does not apply to ASCs, Outpatient Hospice Providers [applies to
inpatient hospices], Transplant Programs, HHA, CORFs, CMHCs, RHCs/FQHCs,
ESRD facilities.

Facilities must be able to provide for adequate subsistence for all patients and staff for the
duration of an emergency or until all its patients have been evacuated and its operations
cease. Facilities have flexibility in identifying their individual subsistence needs that
would be required during an emergency.

Provisions

There are no requirements or standards establishing a set amount of provisions to be
provided in facilities. However, some states laws or accrediting organization
requirements do specify a set amount or duration of subsistence items to have on hand,
therefore facilities should check with their state agencies and accrediting organizations
to determine if any additional requirements exist. Facilities also are required to continue
to meet existing health and safety standards, such as physical environment at
8482.41(a)(1) for hospitals, which address requirements like the emergency power and
lighting in at least the operating, recovery, intensive care, and emergency rooms, and
stairwells. In all other areas not serviced by the emergency supply source, battery lamps
and flashlights must be available.. Provisions include, but are not limited to, food,
pharmaceuticals and medical supplies. Provisions should be stored in an area which is
less likely to be affected by disaster, such as storing these resources above ground-level
to protect from possible flooding. Additionally, when inpatient facilities determine their
supply needs, they are expected to consider the possibility that volunteers, visitors, and
individuals from the community may arrive at the facility to offer assistance or seek
shelter. Inpatient providers must ensure that they have policies and procedures that
address food, water, medical/pharmaceutical needs for both staff and patients during an
emergency, regardless of whether they evacuate or not. Evacuation efforts may be
delayed, therefore facilities affected by this provision should account for patient and staff
needs leading up to or during an evacuation.

This standard does not apply to outpatient facilities such as ASCs, Outpatient Hospice
providers, transplant programs, HHAs, CORFs, CMHCs, RHCs/FQHCs, and ESRD
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facilities as it is expected that such outpatient providers would close and evacuate their
patients to a safer setting during the emergency.

Alternate Enerqgy Sources & Temperatures

It is up to each individual facility, based on its risk assessment, to determine the
most appropriate alternate energy sources to maintain temperatures to protect
patient health and safety and for the safe and sanitary storage of provisions,
emergency lighting, fire detection, extinguishing, and alarm systems, and sewage
and waste disposal and continuity of treatments.

Facilities are not required to upgrade their alternate energy source or electrical systems,
but after review of their risk assessment may find it prudent to make modifications.
Regardless of the alternate sources of energy a facility chooses to utilize, it must be in
accordance with local and state laws, manufacturer requirements, as well as applicable
LSC requirements (for example, hospitals are required to have an essential electric
system with a generator that complies with NFPA 99 — Health Care Facilities Code and
associate reference documents).

Facilities must establish policies and procedures that determine how required heating and
cooling of their facility will be maintained during an emergency situation, as necessary, if
there were a loss of the primary power source. Facilities are not required to heat and cool
the entire building evenly, but must ensure safe temperatures are maintained in those
areas deemed necessary to protect patients, other people who are in the facility, and for
provisions stored in the facility during the course of an emergency, as determined by the
facility risk assessment. If unable to meet the temperature needs, a facility should have a
relocation/evacuation plan (that may include internal relocation, relocation to other
buildings on the campus or full evacuation). The relocation/evacuation should take place
in a timely manner so as not to expose patients and residents to unsafe temperatures.

NOTE: For LTC facilities under 483.10(i)(6), there are additional requirements for
facilities who were initially certified after October 1, 1990 who must maintain a
temperature range of 71 (min) to 81 °F (max). Facilities should include their Medicare
[and Medicaid, as applicable] certification date[s] in the front of their plan.

If used, portable generators should be connected to a facility’s electrical circuits via a
power transfer system, as recommended by the generators’ manufacturer. A power
transfer system typically consists of a transfer switch, generator power cord and power
inlet box In accordance with manufacturer instructions and NFPA 70, Article 400.8,
individual extension cords should not to be run from portable generator outlet
receptacles to electrical appliances . If a facility’s risk assessment determines the best
way to maintain temperatures, emergency lighting, fire detection and extinguishing
systems and sewage and waste disposal would be through the use of a portable and
mobile generator, rather than a permanent generator, then the LSC provisions such as
generator testing, maintenance, etc. outlined under the NFPA guidelines requirements
would not be applicable, except for NFPA 70 - National Electrical Code.

39



Per NFPA 70, portable and mobile generators should:

e Have all wiring to each unit installed in accordance with the requirements of any
of the wiring methods in Chapter 3.

e Be designed and located to minimize the hazards that might cause complete
failure due to flooding, fires, icing, and vandalism.

e Be located so that adequate ventilation is provided. Typically, this may be
accomplished by locating a portable or mobile generator outside of the building.

e Be located or protected so that sparks cannot reach adjacent combustible
material.

e Be operated, tested and maintained in accordance with manufacturer, local
and/or State requirements.

For requirements regarding permanently installed generators, please refer to applicable
NFPA Codes and Standards. If a health surveyor is unclear whether the facility is
complying with the alternate sources of energy and temperature requirements, the health
surveyor must consult with their LSC surveyors.

Extension cords or other temporary wiring devices may not be used to connect electrical
equipment in the facility to a portable and mobile generator due to the potential for shock,
fire, and tripping hazards when using such devices. For portable generators, they must be
connected and provide emergency power to a facility’s electrical system circuits via a
power transfer system as recommended by the generator manufacturer. A power transfer
system typically consists of a generator power supply cord, power inlet box mounted
outside, and transfer switch connected to the facility electrical panel.

The type of protection needed for the fuel stored by the facility for use by the portable
and mobile generator will depend on the amount of fuel stored and the location of the
storage, as per the appropriate NFPA standard.

If a facility has a permanent generator to maintain emergency power, LSC and NFPA 110
provisions such as generator location, testing, fuel storage and maintenance, etc. will
apply and the facility may be subject to LSC surveys to ensure compliance is met. Please
also refer to Tag E0041 Emergency and Standby Power Systems for additional
requirements for LTC facilities, CAHs and Hospitals.

As an example, some facilities have contracted services with companies who maintain
portable emergency generators for the facilities off-site. In the event of an emergency
where the facility is unable to reschedule patients or evacuate, the generators are brought
to the location in advance to assist in the event of loss of power. Facilities which are not
specifically required by the EP Final Rule to have a generator, but are required to meet
the provision for alternate sources of energy, may consider this approach for their facility.

Sewage & Waste Disposal
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Facilities are not required to provide onsite treatment of sewage or waste, but must make
provisions for maintaining necessary services. In addition, we are not specifying
necessary services for sewage or waste management; however, facilities are required to
follow their current facility-type requirements (e.g., CoPs/CfCs) which may address these
areas. For example, LTC facilities are already required to meet Food Receiving and
Storage provisions at 8483.35(i) Sanitary Conditions, which contain requirements for
keeping food off the floor and clear of ceiling sprinklers, sewer/waste disposal pipes, and
vents can also help maintain food quality and prevent contamination. Additionally,
ESRD facilities under current CfCs at 8494.40(a)(4) are also required to have policies
and procedures for handling, storage and disposal of potentially infectious waste.
Additionally, we would expect facilities under this requirement to ensure current
practices are followed, such as those outlined by the Environmental Protection Agency
(EPA) and under State-specific laws. Maintaining necessary services may include, but
are not limited to, access to medical gases; treatment of soiled linens; disposal of bio-
hazard materials for different infectious diseases; and may require additional assistance
from transportation companies for safe and appropriate disposal in accordance with
nationally accepted industry guidelines for emergency preparedness.

Additional General Guidance

As part of the cooperation and collaboration with emergency preparedness officials
required under subsection (a) (for example, §482.15(a)(4), facilities should also confer
with health department and emergency management officials, to determine the types and
duration of energy sources that could be available to assist them in providing care to their
patient population during an emergency. As part of the risk assessment planning,
facilities should determine the feasibility of relying on these sources and plan
accordingly.

Survey Procedures

e Verify the emergency plan includes policies and procedures for the provision of
subsistence needs including, but not limited to, food, water and pharmaceutical
supplies for patients and staff.

e Verify the emergency plan includes policies and procedures to ensure adequate
alternate energy sources, including emergency power necessary to maintain:
0 Temperatures to protect patient health and safety and for the safe and sanitary

storage of provisions;

o Emergency lighting; and,
o0 Fire detection, extinguishing, and alarm systems.

o Verify the emergency plan includes policies and procedures to provide for sewage
and waste disposal.

E-0016
(Rev.)

8418.113(b)(1): Condition for Participation:
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[(b) Policies and procedures. The hospice must develop and implement emergency
preparedness policies and procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, and
the communication plan at paragraph (c) of this section. The policies and
procedures must be reviewed and updated at least every 2 years. At a minimum, the
policies and procedures must address the following:

(1) Procedures to follow up with on duty staff and patients to determine services
that are needed, in the event that there is an interruption in services during or due
to an emergency. The hospice must inform State and local officials of any on-duty
staff or patients that they are unable to contact.

Interpretive Guidelines for §418.113(b)(1).

Hospices have the flexibility to determine how best to develop these policies and
procedures. For administrative purposes, all hospices should already have some
mechanism in place to keep track of patients and staff contact information. However, the
information regarding patient services that are needed during or after an interruption in
their services and on-duty staff and patients that were not able to be contacted must be
readily available, accurate, and shareable among officials within and across the
emergency response system, as needed, in the interest of the patient.

Hospices must develop policies and procedures that address the use of hospice employees
in an emergency and the hospices’ potential surge needs; accordingly, hospices should
give consideration to their roles during a natural disasters and emerging infectious
diseases outbreaks or pandemics. Depending on the type of emergency, hospice staff must
develop policies and procedures to maintain the continuity of services to hospice patients
and should account for variability in the services which they provide- including planning
considerations for inpatient versus outpatient hospices and that in a given emergency
either setting may need to transfer patients to different healthcare settings based on
needs.

Hospices must develop policies and procedures which address the requirement to follow
up with on duty staff and patients to determine services that are needed, in the event that
there is an interruption in services during or due to an emergency. These policies and
procedures should include considerations such as but not limited to:
e Staffing shortages;
e Staff ability to provide safe care, to include any potential needs such as PPE;
e (Care needs of the patients- inpatient or in home-based settings and potential
equipment needs;
e Screening phone calls prior to arrival and screening questions prior to entry into a
home
e Ways to decontaminate equipment and procedures to limit equipment taken into
homes
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Additionally, since hospices must inform local and state officials of any on-duty staff or
patients that they are unable to contact, the policies and procedures should align with the
facility’s communication plans outlined under §418.113(c). These policies and
procedures should outline the timeframes for check-in with the facility’s designated
individual (e.g. staff check-in’s every 2 or 4 hours while on shift, and every 8 while off-
duty).

A level of pre-coordination activities with state and local emergency officials may be
needed. Hospices should work with their state and local officials to determine how to
coordinate the reporting of staff or patients who cannot be contacted. Hospices should
also account for contingency planning in the event that some staff are unaccounted for
and how this relates to providing patient care.

Survey Procedures

e Review the emergency plan to verify it includes policies and procedures for following
up with staff and patients.

e Interview a staff member or leadership and ask them to explain the procedures in
place in the event they are unable to contact a staff member or patient.

E-0017
(Rev.)

8484.102(b)(1) Condition for Participation:

[(b) Policies and procedures. The HHA must develop and implement emergency
preparedness policies and procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, and
the communication plan at paragraph (c) of this section. The policies and
procedures must be reviewed and updated at least every 2 years.

At a minimum, the policies and procedures must address the following:]

(1) The plans for the HHA'’s patients during a natural or man-made disaster.
Individual plans for each patient must be included as part of the comprehensive
patient assessment, which must be conducted according to the provisions at §484.55.

Interpretive Guidelines for §484.102(b)(1).

HHAs must include policies and procedures in its emergency plan for ensuring all
patients have an individualized plan in the event of an emergency. That plan must be
included as part of the patient’s comprehensive assessment.

For example, discussions to develop individualized emergency preparedness plans could
include potential disasters that the patient may face within the home such as fire hazards,
flooding, tornados, and EIDs; and how and when a patient is to contact local emergency
officials. Discussions may also include patient, care providers, patient representative, or
any person involved in the clinical care aspects to educate them on steps that can be taken
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to improve the patient’s safety. The individualized emergency plan should be in writing
and could be as simple as a detailed emergency card to be kept with the patient. HHA
personnel should document that these discussions occurred and also keep a copy of the
individualized emergency plan in the patient’s file as well as provide a copy to the patient
and or their caregiver.

Additionally, HHAs should consider potential contingency operations within their
policies. For example, how will the HHA ensure the appropriate discipline/staff perform
the required initial and comprehensive assessments when access to residences may be
hindered due to an emergency? While some contingency plans may include requests for
Section 1135(b) emergency waiver flexibility during a declared public health emergency
(requiring CMS pre-approval prior to use), HHAs are encouraged to plan ahead for the
potential use of alternative staffing options/professions, acting in accordance with their
state scope of practice laws.

For additional information on 1135 Waivers, please visit: https://www.cms.gov/About-
CMS/Agency-Information/Emergency/EPRO/Resources/Waivers-and-flexibilities and
also the CMS Frequently Asked Questions, Emergency-Related Policies and Procedures
That May Be Implemented Without § 1135 Waivers, at https://www.cms.gov/about-

cms/agency-
information/emergency/downloads/consolidated medicare ffs emergency gsas.pdf

Survey Procedures

e Through record review, verify that each patient has an individualized emergency plan
documented as part of the patient’s comprehensive assessment.

e Does the HHA have a process related to how to continue to meet the requirements for
individualized care plans?

E-0018
(Rev.)

§403.748(b)(2), 8416.54(b)(L), §418.113(b)(6)(ii) and (v), §441.184(b)(2),
§460.84(b)(2), §482.15(b)(2), §483.73(b)(2), §483.475(b)(2), §485.625(0)(2),
§485.920(b)(1), §486.360(b)(L), §494.62(b)(L).

[(b) Policies and procedures. The [facilities] must develop and implement
emergency preparedness policies and procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of this section. The policies
and procedures must be reviewed and updated at least every 2 years [annually for
LTC facilities]. At a minimum, the policies and procedures must address the
following:]
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[(2) or (1)] A system to track the location of on-duty staff and sheltered patients in
the [facility’s] care during an emergency. If on-duty staff and sheltered patients are
relocated during the emergency, the [facility] must document the specific name and
location of the receiving facility or other location.

*[For PRTFs at §441.184(b), LTC at 8483.73(b), ICF/IIDs at §483.475(b), PACE at
8460.84(b):] Policies and procedures. (2) A system to track the location of on-duty
staff and sheltered residents in the [PRTF’s, LTC, ICF/IID or PACE] care during
and after an emergency. If on-duty staff and sheltered residents are relocated
during the emergency, the [PRTF’s, LTC, ICF/11D or PACE] must document the
specific name and location of the receiving facility or other location.

*[For Inpatient Hospice at 8418.113(b)(6):] Policies and procedures.

(i) Safe evacuation from the hospice, which includes consideration of care and
treatment needs of evacuees; staff responsibilities; transportation; identification of
evacuation location(s) and primary and alternate means of communication with
external sources of assistance.

(v) A system to track the location of hospice employees’ on-duty and sheltered
patients in the hospice’s care during an emergency. If the on-duty employees or
sheltered patients are relocated during the emergency, the hospice must document
the specific name and location of the receiving facility or other location.

*[For CMHC:s at §485.920(b):] Policies and procedures. (2) Safe evacuation from the
CMHC, which includes consideration of care and treatment needs of evacuees; staff
responsibilities; transportation; identification of evacuation location(s); and

primary and alternate means of communication with external sources of assistance.

*[For OPOs at § 486.360(b):] Policies and procedures. (2) A system of medical
documentation that preserves potential and actual donor information, protects
confidentiality of potential and actual donor information, and secures and maintains
the availability of records.

*[For ESRD at § 494.62(b):] Policies and procedures. (2) Safe evacuation from the
dialysis facility, which includes staff responsibilities, and needs of the patients.

Interpretive Guidelines applies to: 8§403.748(b)(2), 8416.54(b)(1), 8418.113(b)(6)(ii)
and (v), §441.184(b)(2), 8460.84(b)(2), §482.15(b)(2), 8483.73(b)(2), §483.475(b)(2),
8485.625(b)(2), §485.920(b)(1), §486.360(b)(1), 8494.62(b)(1).

NOTE: This does not apply to Transplant Programs, HHAs, Clinics, Rehabilitation
Agencies, and Public Health Agencies as Providers of Outpatient Physical Therapy
and Speech-Language Pathology Services, RHCs/FQHC:s.

Facilities must develop a means to track patients and on-duty staff in the facility’s care
during an emergency event. In the event staff and patients are relocated, the facility must
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document the specific name and location of the receiving facility or other location for
sheltered patients and on-duty staff who leave the facility during the emergency.

CMHCs, PRTF’s, LTC facilities, ICF/1IDs, PACE organizations and ESRD Facilities are
required to track the location of sheltered patients and staff during and after an
emergency.

We are not specifying which type of tracking system should be used; rather, a facility has
the flexibility to determine how best to track patients and staff, whether it uses an
electronic database, hard copy documentation, or some other method. However, it is
important that the information be readily available, accurate, and shareable among
officials within and across the emergency response systems as needed in the interest of
the patient. It is recommended that a facility that is using an electronic database consider
backing up its computer system with a secondary source, such as hard copy
documentation in the event of power outages. The tracking systems set up by facilities
may want to consider who is responsible for compiling/securing patient records and what
information is needed during tracking a patient throughout an evacuation. A number of
states already have such tracking systems in place or under development and the systems
are available for use by health care providers and suppliers. Additionally, tracking of
staff can often be more challenging based on the mechanism used for signing in and out
for payment of staff based on hours worked, especially in the event of a power failure.
Facilities can consider implementing a staff tracking system such as designating an area
or protocol to check in with a designated person(s) during the emergency.

Facilities are encouraged to leverage the support and resources available to them through
local and national healthcare systems, healthcare coalitions, and healthcare organizations
for resources and tools for tracking patients. While collaboration with healthcare
coalitions is encouraged, it is not a requirement. Though the precise details of the actual
collaboration with state and local emergency officials is not required to be documented,
it is expected that sufficient information is documented to support verification of the
process as part of the investigation.

Facilities are not required to track the location of patients who have voluntarily left on
their own, or have been appropriately discharged, since they are no longer in the facility’s
care. However, this information must be documented in the patient’s medical record
should any questions later arise as to the patient’s whereabouts.

We also recommend facilities ensure they follow their evacuation procedures as outlined
under this section during disasters and emergencies. Facilities are required follow all
state/local mandates or requirements under most CoPs/CfCs. If your local community,
region, or state declares a state of emergency and is requiring a mandatory evacuation of
the area, facilities should abide by these laws and mandates.

NOTE: If an ASC is able to cancel surgeries and close (meaning there are no patients or

staff in the ASC), this requirement of tracking patients and staff would no longer be
applicable. Similarly to ESRD standard practices, if an emergency was imminent and
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able to be predicted (i.e. inclement weather conditions, etc.) we would expect that ASCs
cancel surgeries and cease operations, which would eliminate the need to track patients
and staff.

Survey Procedures

e Ask staff to describe and/or demonstrate the tracking system used to document
locations of patients and staff.

e Verify that the tracking system is documented as part of the facilities’ emergency
plan policies and procedures.

E-0019
(Rev.)

§418.113(b)(2), §460.84(b)(4), §484.102(b)(2)

[(b) Policies and procedures. The [facilities] must develop and implement
emergency preparedness policies and procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of this section. The policies
and procedures must be reviewed and updated at least every 2 years. At a
minimum, the policies and procedures must address the following:]

*[For homebound Hospice at 8418.113(b)(2), PACE at 8460.84(b)(4), and HHAs at
8484.102(b)(2):] The procedures to inform State and local emergency preparedness
officials about [homebound Hospice, PACE or HHA] patients in need of evacuation
from their residences at any time due to an emergency situation based on the
patient’s medical and psychiatric condition and home environment.

Interpretive Guidelines applies to: §418.113(b)(2), §460.84(b)(4), §484.102(b)(2).

NOTE: The regulatory language for hospices under 8418.113(b)(2) does not include
the terms “emergency preparedness” when describing officials.

NOTE: This only applies to homebound Hospice, PACE and HHAs.

Home bound hospices, HHAs and PACE organizations are required to inform State and
local emergency preparedness officials of the need for patient evacuations. These
policies and procedures must address when and how this information is communicated to
emergency officials and also include the clinical care needed for these patients. For
instance, in the event an in-home hospice, PACE organization or HHA patient requires
evacuation, the responsible agency should provide emergency officials with the
appropriate information to facilitate the patient’s evacuation and transportation. This
should include, but is not limited to, the following:

® Whether or not the patient is mobile.
® What type of life-saving equipment does the patient require?
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® |sthe life-saving equipment able to be transported? (E.g., Battery operated,
transportable, condition of equipment, etc.)

® Does the patient have special needs? (E.g., electricity-dependent, communication
challenges, language barriers, intellectual disabilities, special dietary needs, etc.)

® s the patient a person under investigation (PUI), suspected exposure to or a
confirmed case for any communicable diseases?

Since such policies and procedures include protected health information of patients,
facilities must also ensure they are in compliance with, as applicable, the Health
Insurance Portability and Accountability Act (HIPAA) Rules at 45 CFR parts 160 and 164,
as appropriate. See (81 FR 63879, Sept. 16, 2016).

A level of pre-coordination activity with state and local emergency officials may be
needed. Facilities should work with their state and local officials to determine how to
coordinate the reporting of staff or patients who cannot be contacted. Emergency
officials may include but are not limited to, emergency management
departments/agencies (such as local FEMA or ASPR representatives), the state health
department, CMS State Survey Agency or local response public emergency officials. (For
additional information, please see standard (c)(2) [Tag E-0031] under the
Communications Plan).

Facilities should also account for contingency planning in the event that some staff are
unaccounted for and how this relates to providing patient care.

Finally, a facility’s policies and procedures should outline a contingency plan in the
event patients require evacuation but are unable to be transferred due to a community-
wide impacted emergency. See also, tag E-0022 for policy and procedure requirements
addressing shelter in place.

Survey Procedures

e Review the emergency plan to verify it includes procedures to inform State and local
emergency preparedness officials about patients in need of evacuation from their
residences at any time due to an emergency situation based on the patient’s medical
and psychiatric condition and home environment.

E-0020
(Rev.)

§403.748(b)(3), §416.54(b)(2), §418.113(b)(6)(ii), 8441.184(b)(3), §460.84(b)(3),
§482.15(b)(3), §483.73(b)(3), §483.475(b)(3), §485.68(b)(1), §485.625(b)(3),
§485.727(b)(L), §485.920(b)(2), §491.12(b)(1), §494.62(b)(2)

[(b) Policies and procedures. The [facilities] must develop and implement
emergency preparedness policies and procedures, based on the emergency plan set
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forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of this section. The policies
and procedures must be reviewed and updated at least every 2 years [annually for
LTC facilities]. Ata minimum, the policies and procedures must address the
following:]

[(3) or (1), (2), (6)] Safe evacuation from the [facility], which includes consideration
of care and treatment needs of evacuees; staff responsibilities; transportation;
identification of evacuation location(s); and primary and alternate means of
communication with external sources of assistance.

*[For RNHCls at 8403.748(b)(3) and ASCs at §416.54(b)(2):]
Safe evacuation from the [RNHCI or ASC] which includes the following:
(i) Consideration of care needs of evacuees.
(ii) Staff responsibilities.
(iif) Transportation.
(iv) Identification of evacuation location(s).
(v) Primary and alternate means of communication with external sources of
assistance.

* [For CORFs at §485.68(b)(1), Clinics, Rehabilitation Agencies, OPT/Speech at
8485.727(b)(1), and ESRD Facilities at 8494.62(b)(2):]

Safe evacuation from the [CORF; Clinics, Rehabilitation Agencies, and Public
Health Agencies as Providers of Outpatient Physical Therapy and Speech-Language
Pathology Services; and ESRD Facilities], which includes staff responsibilities, and
needs of the patients.

* [For RHCs/FQHCs at 8491.12(b)(1):] Safe evacuation from the RHC/FQHC, which
includes appropriate placement of exit signs; staff responsibilities and needs of the
patients.

Interpretive Guidelines applies to: 8§403.748(b)(3), 8416.54(b)(2), 8418.113(b)(6)(ii),
§441.184(b)(3), §460.84(b)(3), §482.15(b)(3), §483.73(b)(3), §483.475(b)(3),
§485.68(b)(1), 8485.625(b)(3), §485.727(b)(1), §485.920(b)(2), §491.12(b)(1),
§494.62(b)(2)

NOTE: This does not apply to HHAs, OPOs, and Transplant Programs.
NOTE: The requirements under 8418.113(b)(6)(ii) is not a requirement for
outpatient hospice providers.

Evacuations & Patient Population Considerations

Facilities must develop policies and procedures that provide for the safe evacuation of
patients from the facility and include all of the requirements of this standard. RHCs and
FQHCs must also place exit signs to guide patients and staff in the event of an evacuation
from the facility.
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Facilities must have policies and procedures which address the needs of evacuees. The
facility should also consider in development of the policies and procedures, the
evacuation protocols for not only the evacuees, but also staff members and
families/patient representatives or other personnel who sought potential refuge at the
facility. Additionally, the policies and procedures must address staff responsibilities
during evacuations. Facilities must consider the patient population needs as well as their
care and treatment. For example, if an evacuation is in progress and the facility must
evacuate, leadership should consider the needs for critically ill patients to be evacuated
and accompanied by staff who could provide care and treatment enroute to the designated
relocation site, in the event trained medical professionals are unavailable by the
transportation services.

Facilities must consider in their development of policies and procedures, the needs of
their patient population and what designated transportation services would be most
appropriate. For instance, if a facility primarily cares for critically ill patients with
ventilation needs and life-saving equipment, the transportation services should be able to
assist in evacuation of this special population and be equipped to do so. Additionally,
facilities may also find it prudent to consider alternative methods for evacuation and
patient care and treatment, such as mentioned above to have staff members evacuate with
patients in given situations.

Triaging Considerations

Additionally, facilities should consider their triaging system when coordinating the
tracking and potential evacuation of patient/residents/clients. For instance, a triaging
system for evacuation may consider the most critical patients first followed by those less
critical and not dependent on life-saving equipment. Considerations for prioritization
may be based on, among other things, acuity, mobility status (stretch-
bound/wheelchair/ambulatory), and location of the unit, availability of a known transfer
destination or some combination thereof. Included within this system should be who
(specifically) will be tasked with making triage decisions.

Following the triaging system, staff should consider the communication of patient care
requirements to the in-taking facility, such as attaching a hard copy of a standard
abbreviated patient health condition/history, injuries, allergies, and treatment rendered.
Another method for communicating this information, a facility could consider color
coordination of triage levels (i.e. green folder with this information is for less critical
patients; red folders for critical and urgent evacuated patients, etc.). Additionally, this
hard copy could include family member/representative contact information.

Patient safety should be the number one priority and it is expected that facilities provide
care in a safe setting, therefore any existing guidance on patient rights and safe setting
(e.g. 8482.13(c)(2) for hospitals) should be continued. It would be prudent for facilities
to consider how they would address a situation where a patient/resident refuses to
evacuate, therefore leaving a patient in an unsafe environment is not acceptable.
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The facilities policies and procedures must outline primary and alternate means for
communication with external sources for assistance. For instance, primary methods may
be via regular telephone services to contact transportation companies for evacuation or
reporting evacuation needs to emergency officials; whereas alternate means account for
loss of power or telephone services in the local area. In this event, alternate means may
include satellite phones for contacting evacuation assistance.

Triage and coordination of evacuation requires planning and communication of plans
within the facility and with entities that assist in providing services such as
transportation and life-saving equipment.

Survey Procedures

e Review the emergency plan to verify it includes policies and procedures for safe
evacuation from the facility and that it includes all of the required elements.

e When surveying an RHC or FQHC, verify that exit signs are placed in the appropriate
locations to facilitate a safe evacuation.

e Ask staff to describe how they would handle a situation in which a patient refused to
evacuate.

E-0021
(Rev.)

8484.102(b)(3) Condition of Participation:

[(b) Policies and procedures. The HHA must develop and implement emergency
preparedness policies and procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, and
the communication plan at paragraph (c) of this section. The policies and
procedures must be reviewed and updated at least every 2 years. At a minimum, the
policies and procedures must address the following:]

(3) The procedures to follow up with on-duty staff and patients to determine
services that are needed, in the event that there is an interruption in services during
or due to an emergency. The HHA must inform State and local officials of any on-
duty staff or patients that they are unable to contact.

Interpretive Guidelines for §484.102(b)(3).

HHAs must include in its emergency plan, procedures required of this standard.

During an emergency, if a patient requires care that is beyond the capabilities of the
HHA, there is an expectation that care of the patient would be rearranged or suspended
for a period of time, as most HHASs in general would not necessarily transfer patients to
other HHAS during an emergency.
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HHASs policies and procedures should clearly outline what surrounding facilities, such as
a hospital or a nursing home, it has a transfer arrangement with to ensure patient care is
continued. Additionally, these policies and procedures should outline timelines for
transferring patients and under what conditions patients would need to move. For
instance, if the emergency is anticipated to have one or two days of disruption and does
not pose an immediate threat to patient health or safety (in which then the HHA should
immediately transfer the patient); the HHA may rearrange services, whereas if a disaster
IS anticipated to last over one week or more, the HHA may need to initiate transfer of a
patient as soon as possible. The policies and procedures should address these events.
Additionally, the HHAS’ policies and procedures must address what actions would be
required due to the inability to make contact with staff or patients and reporting
capabilities to the local and State emergency officials.

Since HHAs must inform local and state officials of any on-duty staff or patients that they
are unable to contact, the policies and procedures should align with the facility’s
communication plans outlined under 8418.113(c). These policies and procedures should
outline the timeframes for check-in with the facility’s designated individual (e.g. staff
check-in’s every 2 or 4 hours while on shift, and every 8 while off-duty).

A level of pre-coordination activity with state and local emergency officials may be
needed. HHAs should work with their state and local officials to determine how to
coordinate the reporting of staff or patients who cannot be contacted. HHAs should also
accordingly account for contingency planning in the event that some staff are
unaccounted for and how this relates to providing patient care.

Survey Procedures

o Verify that the HHA has included in its emergency plan procedures to follow-up with
staff and patients and to inform state and local authorities when they are unable to
contact any of them.

e Verify that the HHA has procedures in its emergency plan to follow up with on-duty
staff and patients to determine the services that are needed, in the event that there
is an interruption in services during or due to an emergency.

e Ask the HHA to describe the mechanism to inform State and local officials of any on-
duty staff or patients that they are unable to contact.

E-0022
(Rev.)

§403.748(b)(4), §416.54(b)(3), §418.113(b)(6)(i), §441.184(b)(4), §460.84(b)(5),
§482.15(b)(4), §483.73(b)(4), §483.475(b)(4), §485.68(b)(2), §485.625(b)(4),
§485.727(b)(2), §485.920(b)(3), §491.12(b)(2), 8494.62(b)(3).

(b) Policies and procedures. The [facilities] must develop and implement emergency
preparedness policies and procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, and
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the communication plan at paragraph (c) of this section. The policies and
procedures must be reviewed and updated at least every 2 years [annually for LTC
facilities]. At a minimum, the policies and procedures must address the following:]

[(4) or (2),(3),(5),(6)] A means to shelter in place for patients, staff, and volunteers
who remain in the [facility].

*[For Inpatient Hospices at 8418.113(b):] Policies and procedures.
(6) The following are additional requirements for hospice-operated inpatient care
facilities only. The policies and procedures must address the following:
(i) A means to shelter in place for patients, hospice employees who remain in
the hospice.

Interpretive Guidelines applies to: §403.748(b)(4), 8416.54(b)(3), 8418.113(b)(6)(i),
8441.184(b)(4), 8460.84(b)(5), §482.15(b)(4), §483.73(b)(4), §483.475(b)(4),
8485.68(b)(2), §485.625(b)(4), §485.727(b)(2), 8485.920(b)(3), 8491.12(b)(2),
8494.62(b)(3).

NOTE: This does not apply to Transplant Programs, HHAs or OPOs.

Emergency plans must include a means for sheltering all patients, staff, and volunteers
who remain in the facility in the event that an evacuation cannot be executed. In certain
disaster situations (such as tornadoes) , sheltering in place may be more appropriate as
opposed to evacuation and would require a facility to have a means to shelter in place for
such emergencies. Therefore, facilities are required to have policies and procedures for
sheltering in place which align with the facility’s risk assessment.

Facilities are expected to include in their policies and procedures the criteria for
determining which patients and staff would be sheltered in place. When developing
policies and procedures for sheltering in place, facilities should consider the ability of
their building(s) to survive a disaster and what proactive steps they could take prior to an
emergency to facilitate sheltering in place or transferring of patients to alternate settings
if their facilities were affected by the emergency. For example, if it is dangerous to
evacuate or the emergency affects available sites for transfer or discharge, then the
patients would remain in the facility until it was safe to effectuate transfers or discharges.
The plan should take into account the appropriate facilities in the community to which
patients could be transferred in the event of an emergency. Facilities must determine
their policies based on the type of emergency and the types of patients, staff, volunteers
and visitors that may be present during an emergency. Based on its emergency plan, a
facility could decide to have various approaches to sheltering some or all of its patients
and staff.

Survey Procedures

e Verify the emergency plan includes policies and procedures for how it will provide a
means to shelter in place for patients, staff and volunteers who remain in a facility.

e Review the policies and procedures for sheltering in place and evaluate if they
aligned with the facility’s emergency plan and risk assessment.
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E-0023
(Rev.)

§403.748(b)(5), §416.54(b)(4), §418.113(b)(3), §441.184(b)(5), §460.84(b)(6),
§482.15(b)(5), §483.73(b)(5), 8483.475(h)(5), §484.102(b)(4), §485.68(b)(3),
§485.625(b)(5), §485.727(b)(3), §485.920(b)(4), §486.360(b)(2), §491.12(b)(3),
§494.62(b)(4).

[(b) Policies and procedures. The [facilities] must develop and implement
emergency preparedness policies and procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of this section. The policies
and procedures must be reviewed and updated at least every 2 years [annually for
LTC facilities]. Ata minimum, the policies and procedures must address the
following:]

[(5) or (3),(4),(6)] A system of medical documentation that preserves patient
information, protects confidentiality of patient information, and secures and
maintains availability of records.

*[For RNHCls at 8§403.748(b):] Policies and procedures. (5) A system of care
documentation that does the following:

() Preserves patient information.

(i) Protects confidentiality of patient information.

(iii) Secures and maintains the availability of records.

*[For OPOs at 8486.360(b):] Policies and procedures. (2) A system of medical
documentation that preserves potential and actual donor information, protects
confidentiality of potential and actual donor information, and secures and maintains
the availability of records.

Interpretive Guidelines applies to: §403.748(b)(5), §416.54(b)(4), 8418.113(b)(3),
8441.184(b)(5), §460.84(b)(6), 8482.15(b)(5), §8483.73(b)(5), §483.475(b)(5),
§484.102(b)(4), §485.68(b)(3), §485.625(b)(5), §485.727(b)(3), §485.920(b)(4),
§486.360 (b)(2), 8491.12(b)(3), §494.62(b)(4).

NOTE: This does not apply to Transplant Programs.

In addition to any existing requirements for patient records found in existing laws, under
this standard, facilities are required to ensure that patient records are secure and readily
available to support continuity of care during an emergency. This requirement does not
supersede or take away any requirements found under the provider/supplier’s medical
records regulations, but rather, this standard adds to such regulations. These policies and
procedures must also be in compliance with the Health Insurance Portability and
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Accountability Act (HIPAA), Privacy and Security Rules at 45 CFR parts 160 and 164,
which protect the privacy and security of individual’s personal health information.

Survey Procedures

e Ask to see a copy of the policies and procedures that documents the medical record
documentation system the facility has developed to preserves patient (or potential and
actual donor for OPOs) information, protects confidentiality of patient (or potential
and actual donor for OPOs) information, and secures and maintains availability of
records.

E-0024
(Rev.)

§403.748(b)(6), 8416.54(b)(5), §418.113(b)(4), §441.184(b)(6), §460.84(b)(7),
§482.15(b)(6), §483.73(b)(6), §483.475(b)(6), §484.102(b)(5), §485.68(b)(4),
§485.625(b)(6), §485.727(b)(4), §485.920(b)(5), §491.12(b)(4), §494.62(b)(5).

[(b) Policies and procedures. The [facilities] must develop and implement
emergency preparedness policies and procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of this section. The policies
and procedures must be reviewed and updated at least every 2 years [annually for
LTC facilities]. At a minimum, the policies and procedures must address the
following:]

(6) [or (4), (5), or (7) as noted above] The use of volunteers in an emergency or other
emergency staffing strategies, including the process and role for integration of State
and Federally designated health care professionals to address surge needs during an
emergency.

*[For RNHCls at §403.748(b):] Policies and procedures. (6) The use of volunteers in
an emergency and other emergency staffing strategies to address surge needs during
an emergency.

*[For Hospice at 8418.113(b):] Policies and procedures. (4) The use of hospice
employees in an emergency and other emergency staffing strategies, including the
process and role for integration of State and Federally designated health care
professionals to address surge needs during an emergency.

Interpretive Guidelines applies to: §403.748(b)(6), §8416.54(b)(5), §418.113(b)(4),
8§441.184(b)(6), §460.84(b)(7), 8482.15(b)(6), 8483.73(b)(6), §483.475(b)(6),
§484.102(b)(5), §485.68(b)(4), §485.625(b)(6), §485.727(b)(4), §485.920(b)(5),
§491.12(b)(4), 8494.62(b)(5).

NOTE: This does not apply to Transplant Programs, or OPOs.
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Surge Planning

Emergencies, whether natural disasters, man-made disasters or infectious disease
outbreaks, stress our healthcare systems through challenges with capacity and capability.
While it is not possible to predict every scenario which could result in surge situations,
healthcare facilities must have policies and procedures which include emergency staffing
strategies and plan for emergencies. These strategies encompass procedures to preserve
the healthcare system while continuing to provide care for all patients, at the appropriate
level (e.g., home-based care, outpatient, urgent care, emergency room, or
hospitalization).

Facilities must have policies which address their ability to respond to a surge in patients.
As required, these policies and procedures must be aligned with a facility’s risk
assessment, and should include planning for EIDs. Concentrated efforts will be required
to mobilize all aspects of the healthcare system to reduce transmission of disease, direct
people to the right level of care, and decrease the burden on the healthcare system.

Surge Planning During Natural Disasters

In most circumstances, staffing strategies and surge planning surrounding natural
disasters, such as hurricanes, are generally event-specific and focus on evacuations,
transfers, and staffing assistance from areas which are not impacted by the emergency.

Surge Planning for Infectious Diseases/Pandemics

Infectious diseases may rise to the level of pandemic, causing severe impact on response
and staffing strategies within the healthcare system. The primary goals in planning for
infectious disease pandemics are to:

e Reduce morbidity and mortality

e Minimize disease transmission

e Protect healthcare personnel

e Preserve healthcare system functioning

Surge Planning Considerations

Facilities are encouraged to consider development of policies and procedures that could
be implemented during an emergency to reduce non-essential healthcare visits and slow
surge within the facility, such as:
e Instructing patients to use available advice lines, patient portals, and/or on-line
self-assessment tools;
e Call options to speak to an office/clinic staff and identification of staff to conduct
telephonic interactions with patients;
e Development of protocols so that staff can triage and assess patients quickly;
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e Determine algorithms to identify which patients can be managed by telephone
and advised to stay home, and which patients will need to be sent for emergency
care or come to your facility.

NOTE: Facilities are required to have a risk assessment in accordance with E-0004,
however we recommend that facilities also consider implications or evaluation of staffing
needs. For instance, if a facility identifies a particular hazard, the facility should
consider what staffing needs are required to ensure patients continue to receive care.

Volunteers- Medical and Non-Medical

During an emergency, a facility may also need to accept volunteer support from
individuals with varying levels of skills and training. The facility must have policies and
procedures in place to facilitate this support. In order for volunteering healthcare
professionals to be able to perform services within their scope of practice and training,
facilities must include any necessary privileging and credentialing processes in its
emergency preparedness plan policies and procedures. Non-medical volunteers would
perform non-medical tasks. Facilities have flexibility in determining how best to utilize
volunteers during an emergency as long as such utilization is in accordance with state
law, state scope of practice rules, and facility policy. These may also include federally
designated health care professionals, such as Public Health Service (PHS) staff, National
Disaster Medical System (NDMS) medical teams, Department of Defense (DOD) Nurse
Corps, Medical Reserve Corps (MRC), or personnel such as those identified in federally
designated Health Professional Shortage Areas (HPSAS) to include licensed primary care
medical, dental, and mental/behavioral health professionals. Facilities are also
encouraged to collaborate with State-established volunteer registries, and where possible,
State-based Emergency System for Advanced Registration of VVolunteer Health
Professionals (ESAR-VHP).

Facilities are expected to include in its emergency plan a method for contacting off-duty
staff during an emergency and procedures to address other contingencies in the event
staff are not able to report to duty which may include, but are not limited to, utilizing
staff from other facilities and state or federally-designated health professionals.

While not required to use volunteers as part of their plans to supplement or increase
staffing during an emergency, the facility must have policies and procedures to address
plans for emergency staffing needs. This could include the types of healthcare
professionals they would use to assist during an emergency.

If facilities use volunteers as part of their emergency staffing strategy, policies and
procedures should clearly outline what type of volunteers would be accepted during an
emergency and what role these volunteers might play. For example, a facility might
decide to use Red Cross Volunteers to assist in directing incoming patients during a
surge situation.
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Emergency staffing strategy policies and procedures should outline how the facility
would ensure healthcare professionals used for emergency staffing are credentialed,
licensed (as applicable) or able to provide medical support within the facility in
accordance with any state and federal laws.

Resources

Facilities are recommended to review the tools available related to planning for surge.
ASPR TRACIE has developed multiple documents which could provide additional
assistance during the development of policies and procedures, which include but are not
limited to https://asprtracie.s3.amazonaws.com/documents/aspr-tracie-considerations-
for-the-use-of-temporary-care-locations-for-managing-seasonal-patient-surge.pdf

Survey Procedures

e Ask facility leadership to explain their staffing strategies. Do they use volunteers? If,
no volunteers are used, does the facility have other emergency staffing strategies?

e Verify the facility has included policies and procedures for the use of volunteers and
other emergency staffing strategies in its emergency plan.

e Verify that the facility’s program includes a policy and procedure which addresses
surge needs during an emergency.

E-0025
(Rev.)

§403.748(b)(7), 8418.113(b)(5), §441.184(b)(7), §460.84(b)(8), §482.15(b)(7),
§483.73(b)(7), §483.475(b)(7), §485.625(b)(7), §485.920(b)(6), §494.62(b)(6).

[(b) Policies and procedures. The [facilities] must develop and implement
emergency preparedness policies and procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of this section. The policies
and procedures must be reviewed and updated at least every 2 years [annually for
LTC facilities]. At a minimum, the policies and procedures must address the
following:]

*[For Hospices at §418.113(b), PRFTs at 8441.184,(b) Hospitals at §482.15(b), and LTC
Facilities at 8483.73(b):] Policies and procedures. (7) [or (5)] The development of
arrangements with other [facilities] [and] other providers to receive patients in the
event of limitations or cessation of operations to maintain the continuity of services
to facility patients.

*[For PACE at §460.84(b), ICF/1IDs at §483.475(b), CAHs at §486.625(b), CMHCs at

8485.920(b) and ESRD Facilities at §494.62(b):] Policies and procedures. (7) [or (6),
(8)] The development of arrangements with other [facilities] [or] other providers to
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receive patients in the event of limitations or cessation of operations to maintain the
continuity of services to facility patients.

*[For RNHCls at §403.748(b):] Policies and procedures. (7) The development of
arrangements with other RNHCIs and other providers to receive patients in the
event of limitations or cessation of operations to maintain the continuity of non-
medical services to RNHCI patients.

Interpretive Guidelines applies to: 8§403.748(b)(7), §418.113(b)(5), §441.184(b)(7),
8460.84(b)(8), §482.15(b)(7), 8483.73(b)(7), §483.475(b)(7), §485.625(b)(7),
§485.920(b)(6), §494.62(b)(6).

NOTE: The differences for some providers and suppliers between “and” and *“or”
are referenced above. Additionally, the there are differences between continuity of
“operations” and “services” within the regulatory language.

NOTE: This does not apply to ASCs, Transplant Programs, HHAs, CORFs, Clinics,
Rehabilitation Agencies and Public Health Agencies as Providers of Outpatient
Physical Therapy and Speech-Language Pathology Services, OPOs, RHCs/FQHCs.

Facilities are required to have policies and procedures which include prearranged transfer
agreements, which may include written agreements or contracted arrangements with
other facilities and other providers to receive patients in the event of limitations or
cessation of operations to maintain the continuity of services to facility patients.
Facilities should consider all needed arrangements for the transfer of patients during an
evacuation. For example, if a CAH is required to evacuate, policies and procedures
should address what facilities are nearby and outside the area of disaster which could
accept the CAH’s patients. Additionally, the policies and procedures and facility
agreements should include pre-arranged agreements for transportation between the
facilities. The arrangements should be in writing, such as Memorandums of
Understanding (MOUSs) and Transfer Agreements, in order to demonstrate compliance.

When developing transfer agreements, facilities should take into account the patient
population and the ability for the receiving facility to provide continuity of services. For
example, if facility X has a transfer arrangement with facility Y, however facility Y is not
able to accommodate and provide continuity of care due to the nature of the emergency,
lack of resources, etc., contingency plans should be implemented. Facility X should have
to plan accordingly to have the patient receive services at another facility, not facility Y.
For ICFs/1ID and LTC facilities, the facility is also responsible for the tracking of
residents, therefore any written arrangements should account for the patient population,
number of patients and the ability for the receiving facility or facilities to continue care
to the residents/patients.

Finally, as the regulation requires policies and procedures to be reviewed every 2 years

(annually for LTC), facilities should also consider reviewing their developed
arrangements on the same scheduled review timeframe to ensure the
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contract/agreement/MOU is still applicable and able to be fulfilled to provide continuity
of care.

For RNHCls, at § 403.748(b)(7), the term “non-medical” is added in order to
accommodate the uniqueness of the RNHCI non-medical care.

Survey Procedures

e Ask to see copies of the arrangements and/or any agreements the facility has with
other facilities to receive patients in the event the facility is not able to care for them
during an emergency.

e Ask facility leadership to explain the arrangements in place for transportation in the
event of an evacuation.

E-0026
(Rev.)

§403.748(b)(8), §416.54(b)(6), §418.113(b)(6)(C)(iv), §441.184(b)(8), §460.84(b)(9),
§482.15(b)(8), §483.73(b)(8), §483.475(b)(8), §485.625(b)(8), §485.920(b)(7)
§494.62(b)(7).

[(b) Policies and procedures. The [facilities] must develop and implement
emergency preparedness policies and procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of this section. The policies
and procedures must be reviewed and updated at least every 2 years [annually for
LTC facilities]. At a minimum, the policies and procedures must address the
following:]

(8) [(6), (6)(C)(iv), (7), or (9)] The role of the [facility] under a waiver declared by
the Secretary, in accordance with section 1135 of the Act, in the provision of care
and treatment at an alternate care site identified by emergency management
officials.

*[For RNHCls at §403.748(b):] Policies and procedures. (8) The role of the RNHCI
under a waiver declared by the Secretary, in accordance with section 1135 of Act, in
the provision of care at an alternative care site identified by emergency management
officials.

Interpretive Guidelines applies to: §403.748(b)(8), §416.54(b)(6),
§418.113(b)(6)(C)(iv), §441.184(b)(8), §460.84(b)(9), §482.15(b)(8), §483.73(b)(8),
§483.475(b)(8), §485.625(b)(8), §485.920(b)(7), §494.62(b)(7)

NOTE: This does not apply to Transplant Programs, HHAs, CORFs, Clinics,

Rehabilitation Agencies and Public Health Agencies as Providers of Outpatient
Physical Therapy and Speech-Language Pathology Services, OPOs, RHCs/FQHCs.
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General

The facility’s emergency preparedness program must include policies and procedures
which outline the facility’s role in the provision of care and treatment under section 1135
waivers during a declared public health emergency in alternate care sites. Facilities
should also be aware of what flexibilities are available with or without an 1135 waiver.

Alternate Care Site (ACS)

ACS is a broad term for any building or structure that is temporarily converted for
healthcare use. An ACS is one of several alternate care strategies that can be used in a
disaster. A facility’s individual ACS structure and process may include several different
models and require different planning considerations based on the type of emergency.
Models for a facility’s ACS may be dependent on factors such as: emergency/disaster
spread across a community; anticipated longevity of operating in the ACS setting; level
of capacity the ACS can provide and how this correlates with the need for transfers and
discharge, among many other considerations.

The requirement under the emergency program is that facilities must develop and
implement policies and procedures which describe the facility’s role in providing care at
an ACS during emergencies. It is expected that state or local emergency management
officials might designate such ACS’s, and would plan jointly with local facilities on
issues related to staffing, equipment and supplies at such alternate sites. This
requirement encourages providers to collaborate with their local emergency officials in
such proactive planning to allow an organized and systematic response to assure
continuity of care even when services at their facilities have been severely disrupted.

Planning related to the development of an ACS is a proactive step to ensuring continuity
of services. While the establishment and use of an ACS are generally acceptable only
during an emergency and require CMS approval, the facility’s program must address the
facility’s ability to provide care in an alternate setting. Considerations may include
patient population, supplies, equipment, and staffing as well as physical environment.
Planning considerations also include the capabilities of an ACS if authorized during a
declared public health emergency.

Section 1135 Emergency Waiver

Policies and procedures must specifically address the facility’s role in emergencies where
the Secretary waives or modifies certain statutory and regulatory requirements for
healthcare facilities in response to emergencies under section 1135 of the Act related to
the provision of care at an alternate care site identified by emergency officials. The
Secretary is authorized to issue a section 1135 waiver only when both the President
declares a disaster or emergency under the Stafford Act or the National Emergencies Act,
and the HHS Secretary declares a Public Health Emergency under section 319 of the
Public Health Services Act. Examples of 1135 waivers issued during prior emergencies
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have included waivers of various CoPs and CfCs; Licensure for Physicians or others to
provide services in the affected State; EMTALA requirements; and Medicare Advantage
out of network providers and HIPAA.

Facilities’ policies and procedures should address what coordination efforts are required
during a declared emergency in which a waiver of federal requirements under section
1135 of the Act has been issued by the Secretary related to alternate care sites. For
example, due to a mass casualty incident in a geographic location, the Secretary may
waive federal licensure requirements for physicians in order for these individuals to assist
at a specific facility where they do not normally practice. In such cases, the provider or
supplier should have policies and procedures which address the responsibilities of these
physicians during this waiver period. The policies may establish, for example, a lead
person in charge for accountability and oversight of assisting physicians not usually
under contract with the facility.

Waivers issued under section 1135 of the Act are time-limited, and only waive federal
requirements, not state requirements under their licensure authority The purpose of
section 1135 waivers are to ensure that sufficient health care items and services are
available to meet the needs of the individuals in such areas. They are also intended to
ensure healthcare providers (defined in section 1135(g)(2) of the Act) that can furnish
such items or services in good faith, but are unable to comply with federal requirements,
are allowed reimbursement during an emergency or disaster even if providers can’t
comply with certain requirements that would under normal circumstances bar Medicare,
Medicaid or CHIP payment. Section 1135 waivers typically end no later than the
termination of the emergency period, or 60 days from the date the waiver or modification
is first published unless the Secretary of HHS extends the waiver by notice for additional
periods of up to 60 days, up to the end of the emergency period.

Facilities should also have in place policies and procedures which address emergency
situations in which a declaration was not made and where an 1135 waiver may not be
applicable, such as during a disaster affecting the single facility. In this case, policies and
procedures should address potential transfers of patients; timelines of patients at alternate
facilities, etc. We would expect that state or local emergency management officials might
designate such alternate sites, and would plan jointly with local facilities on issues
related to staffing, equipment and supplies. This requirement encourages providers to
collaborate with their local emergency officials in proactive planning to allow an
organized and systematic response to assure continuity of care even when services at
their facilities have been severely disrupted. Health department and emergency
management officials, in collaboration with facility staff, would be responsible for
determining the need to establish an alternate care site as part of the delivery of care
during an emergency. The alternate care site staff would be expected to function in the
capacity of their individual licensure and best practice requirements and laws. Decisions
regarding staff responsibilities would be determined based on the facility- and
community based assessments and the type of services staff could provide (81 FR at
63882). These elements should be included in the facilities policy and procedure under
this standard.
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During emergencies such as a widespread pandemic, a PHE may continue for a longer
period of time than initially anticipated. In the event a facility is operating under a
Section 1135 Waiver, including a potential blanket waiver, facilities should also consider
their policies and procedures related to the use of the waiver flexibility and timeframe.
While facilities are authorized to use a Section 1135 waiver during the duration of the
PHE, in accordance with state emergency and pandemic plans, it may be prudent for
facilities to consider how to continue operations when the 1135 Waiver has expired (end
of the declared PHE) as facilities are expected to come back into full compliance at the
end of the declared emergency. For instance, in the event a pandemic PHE or EID has
decreased in a specific community (as generally outlined by CDC), the facility may no
longer need the flexibility provided in an 1135 waiver. Therefore, the facility should
consider not using or forgoing the waiver and ensuring it is back in substantial
compliance with the specific requirement(s) waived even while the PHE may continue.
The intent behind an 1135 waiver is to provide relief and flexibilities while the facility is
directly impacted or challenged with meeting the Medicare requirement(s).

For additional information on 1135 waivers and process for submission please visit the
Quality, Safety & Oversight Group Emergency Preparedness Website
https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/SurveyCertEmergPrep/1135-Waivers . We also recommend providers and
suppliers review the ACS Toolkit developed by ASPR which can be found at:
https://files.asprtracie.hhs.gov/documents/acs-toolkit-ed1-20200330-1022.pdf.

Survey Procedures

o Verify the facility has included policies and procedures in its emergency plan
describing the facility’s role in providing care and treatment (except for RNHCI, for
care only) at alternate care sites under an 1135 waiver.

NOTE: This policy and procedure requirement does not require a facility to have an
1135 waiver on hand at the time of the survey as such waivers are established or granted
by CMS only during a declared emergency period. Section 1135 waivers by nature are
time limited.

E-0027
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20)

8§494.62(b)(8) Condition for Coverage:

[(b) Policies and procedures. The dialysis facility must develop and implement
emergency preparedness policies and procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of this section. The policies
and procedures must be reviewed and updated at least every 2 years. At a
minimum, the policies and procedures must address the following:]
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(8) How emergency medical system assistance can be obtained when needed.
Interpretive Guidelines for §494.62(b)(8).

ESRD facilities must include in its emergency plan, policies and procedures for obtaining
emergency medical assistance when needed. Medical system assistance can be
considered but not limited to, outside assistance such as from a nearby hospital.
Additionally, this can mean assistance from other ESRD facilities including personnel to
assist during a single-facility disaster.

Survey Procedures
e Verify the ESRD facility has included in its emergency plan, policies and procedures
for obtaining emergency medical assistance when needed.

E-0028
(Rev.)

8494.62(b)(9) Condition for Coverage:

[(b) Policies and procedures. The dialysis facility must develop and implement
emergency preparedness policies and procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of this section. The policies
and procedures must be reviewed and updated at least every 2 years. Ata
minimum, the policies and procedures must address the following:]

(9) A process by which the staff can confirm that emergency equipment, including,
but not limited to, oxygen, airways, suction, defibrillator or automated external
defibrillator, artificial resuscitator, and emergency drugs, are on the premises at all
times and immediately available.

Interpretive Guidelines for §494.62(b)(9).

ESRD facilities must include policies and procedures in its emergency plan that address a
process that confirms that the specific requirements listed under this standard are on the
premises at all times and immediately available in the event of an emergency. The
process must be in writing. It is the facilities’ responsibility to determine what equipment
in addition to oxygen, airways, suction, defibrillator or automated external defibrillators,
artificial resuscitators, and emergency drugs should be on the premises and available
during an emergency to assist patients in an emergency. ESRD facilities may find that
additional emergency equipment should be maintained on the premises as well, such as
additional potable water for treatment; water treatment equipment (carbon filtration and
either reverse osmosis or deionization); or supplies (dialyzers, blood lines, saline,
medications, etc.) Additionally, it is the responsibility of the facility to ensure that all
necessary equipment identified in this standard should-be in working order at all times in
accordance with the manufacturer instructions. Emergency drugs should not be out of
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date and should be stored and maintained based on the manufacturer instructions,
however, in certain emergencies which may present shortages, such as during a
pandemic, the facility should monitor FDA’s website for Emergency Use Authorizations
which may include extensions on shelf life for medications and other equipment and
supplies to help address shortages. The facility is in the best position to determine what
emergency equipment it needs to have available. In addition, dialysis facilities need to be
able to manage care-related emergencies during an emergency when other assistance,
emergency medical services systems, may not be immediately available to them.

ESRD facilities should also consider supply chain challenges and other planning
considerations in the event of large-scale emergencies, such as pandemics. During these
emergencies, timely and immediately available additional equipment may be dependent
on receipt through an agreement with a vendor, an alternate arrangement, or the state.
In the event of supply shortages, we recommend facilities have policies and procedures in
place for reviewing recommendations provided by the state and federal government to
procure supplies, or transfer patients to different care settings to provide continuity of
care based on the patient’s needs.

ESRD facilities experiencing a shortage should have a set process on how to engage their
local and state health and emergency management departments for assistance,
including processes on how to engage with the ESRD Networks. For additional
information on local health departments supporting preparedness and response
activities, visit the National Association for County and City Health Officials Directory of
Local Health Departments. ESRD facilities should also monitor the Food and Drug
Administration Emergency Use Authorization website (https://www.fda.gov/medical-
devices/emergency-situations-medical-devices/emergency-use-authorizations) that may
list current and terminated Emergency Use Authorizations that make available
diagnostic and therapeutic medical devices to diagnose and respond during declared
public health emergencies.

Survey Procedures

e Verify the dialysis facility has a process in place by which its staff can confirm that
emergency equipment is on the premises and immediately available.

o Verify that the process includes at least the listed emergency equipment within its
emergency plan by asking to see a copy of the written processes/ policy on
emergency equipment and medications.

e Check to see that all of the above equipment is available and in working order. Ask to
see procedures/checklist for ensuring equipment is checked

e Check to see that all emergency drugs are not out of date and request to see a
facility’s policy on emergency drugs in the event of shortages.

PACE - NON-CITABLE (No assigned tags)
Reference Only (PACE)
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20)
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8460.84(b)(10) Requirement:

[(b) Policies and procedures. The PACE organization must develop and implement
emergency preparedness policies and procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of this section. The policies
and procedures must be reviewed and updated at least every 2 years.]

The policies and procedures must address management of medical and non-medical
emergencies, including, but not limited to: Fire; equipment, power, or water failure;
care-related emergencies; and natural disasters likely to threaten the health or
safety of the participants, staff, or the public. Policies and procedures must be
reviewed and updated at every 2 years. At a minimum, the policies and procedures
must address the following:

(10)(i) Emergency equipment, including easily portable oxygen, airways, suction,
and emergency drugs.

(i) Staff who know how to use the equipment must be on the premises of every
center at all times and be immediately available.

(iii) A documented plan to obtain emergency medical assistance from outside
sources when needed.

Interpretive Guidelines for §460.84(b)(10).

PACE organizations must include policies and procedures in its emergency plan to
address the requirements of this standard.

E-0029
(Rev.)

§403.748(c), §416.54(c), §418.113(C), §441.184(c), §460.84(c), §482.15(c), §483.73(c),
§483.475(c), §484.102(c), §485.68(c), §485.625(c), §485.727(c), §485.920(c),
§486.360(C), §491.12(c), §494.62(c).

(c) The [facility] must develop and maintain an emergency preparedness
communication plan that complies with Federal, State and local laws and must be
reviewed and updated at least every 2 years [annually for LTC facilities].
Interpretive Guidelines applies to: §403.748(c), 8416.54(c), 8418.113(c), §441.184(c),
8460.84(c), 8482.15(c), 8483.73(c), 8483.475(c), §484.102(c), 8485.68(c), 8485.625(c),
8485.727(c), §485.920(c), 8486.360(c), 8491.12(c), §494.62(c).

NOTE: This does not apply to Transplant Programs.

Facilities must have a written emergency communication plan that contains how the
facility coordinates patient care within the facility, across healthcare providers, and with
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state and local public health departments. The communication plan should include how
the facility interacts and coordinates with emergency management agencies and systems
to protect patient health and safety in the event of a disaster. The development of a
communication plan will support the coordination of care. The plan must be reviewed
annually and updated as necessary. We are allowing facilities flexibility in how they
formulate and operationalize the requirements of the communication plan. Although the
requirement for documentation of collaboration with state and local officials was
removed (see 84 FR 51817, Sept. 30, 2019), facilities should continue to collaborate with
state and local emergency officials. During the creation process for communication
plans, facilities should also consult their applicable state and local emergency and
pandemic plans.

Facilities in rural or remote areas with limited connectivity to communication
methodologies such as the Internet, World Wide Web, or cellular capabilities need to
ensure their communication plan addresses how they would communicate and comply
with this requirement in the absence of these communication methodologies. For
example, if a facility is located in a rural area, which has limited or no Internet and phone
connectivity during an emergency, it should address what alternate means are available to
alert local and State emergency officials. Optional communication methods facilities
may consider include satellite phones, radios and short wave radios.

Survey Procedures

e Verify that the facility has a written communication plan by asking to see the plan.

e Ask to see evidence that the plan has been reviewed (and updated as necessary) at
least every 2 years (annually for LTC facilities).

e Ask facility leadership or the designee responsible for the emergency program to
verbally explain how they are to collaborate with Federal, State and local officials to
ensure their communication plan complies with the Federal, State and local
requirements.

E-0030
(Rev.)

§403.748(c)(1), 8416.54(c)(L), §418.113(c)(1), §441.184(c)(1), §460.84(c)(L),
§482.15(c)(1), §483.73(c)(L), §483.475(c)(1), §484.102(c)(1), §485.68(c)(L),
§485.625(c)(1), §485.727(c)(1), §485.920(c)(1), §486.360(c)(L), §491.12(c)(L),
§494.62(c)(1).

[(c) The [facility must develop and maintain an emergency preparedness
communication plan that complies with Federal, State and local laws and must be
reviewed and updated at least every 2 years [annually for LTC facilities]. The
communication plan must include all of the following:]

(1) Names and contact information for the following:
(i) Staff.
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(ii) Entities providing services under arrangement.
(iii) Patients' physicians

(iv) Other [facilities].

(v) Volunteers.

*[For Hospitals at 8482.15(c) and CAHSs at 8485.625(c)] The communication plan must
include all of the following:
(1) Names and contact information for the following:

(i) Staff.

(i) Entities providing services under arrangement.

(iii) Patients' physicians

(iv) Other [hospitals and CAHs].

(v) Volunteers.

*[For RNHCls at §403.748(c):] The communication plan must include all of the
following:
(1) Names and contact information for the following:

(i) Staff.

(i) Entities providing services under arrangement.

(iii) Next of kin, guardian, or custodian.

(iv) Other RNHCIs.

(v) Volunteers.

*[For ASCs at 8416.45(c):] The communication plan must include all of the
following:
(1) Names and contact information for the following:
(i) Staff.
(ii) Entities providing services under arrangement.
(iii) Patients’ physicians.
(iv) Volunteers.

*[For Hospices at 8418.113(c):] The communication plan must include all of the
following:
(1) Names and contact information for the following:
(i) Hospice employees.
(i) Entities providing services under arrangement.
(iii) Patients’ physicians.
(iv) Other hospices.

*[For HHAs at 8484.102(c):] The communication plan must include all of the
following:
(1) Names and contact information for the following:
(i) Staff.
(i) Entities providing services under arrangement.
(iii) Patients’ physicians.
(iv) Volunteers.
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*[For OPOs at 8486.360(c):] The communication plan must include all of the
following:
1) Names and contact information for the following:

(i) Staff.

(i) Entities providing services under arrangement.

(iii)Volunteers.

(iv)Other OPOs.

(v) Transplant and donor hospitals in the OPO’s Donation Service Area

(DSA).

Interpretive Guidelines applies to: §403.748(c)(1), 8416.54(c)(1), 8418.113(c)(1),
§441.184(c)(1), §460.84(c)(1), §482.15(c)(1), §483.73(c)(1), §483.475(c)(1),
§484.102(c)(1), 8485.68(c)(1), 8§485.625(c)(1), 8485.727(c)(1), 8485.920(c)(1),
§486.360(c)(1), §491.12(c)(1), §494.62(c)(1).

NOTE: This does not apply to Transplant Programs.

A facility must have the contact information for those individuals and entities outlined
within the standard. The requirement to have contact information for “other facilities”
requires a provider or supplier to have the contact information for another provider or
supplier of the same type as itself. For instance, hospitals should have contact
information for other hospitals and CORFs should have contact information for other
COREFs, etc. While not required, facilities may also find it prudent to have contact
information for other facilities not of the same type. For instance a hospital may find it
appropriate to have the contact information of LTC facilities within a reasonable
geographic area, which could assist in facilitating patient transfers. Facilities have
discretion in the formatting of this information, however it should be readily available
and accessible to leadership, at a minimum, to the individual(s) designated as the
emergency preparedness coordinator or person(s) responsible for the facility’s
emergency preparedness program and management during an emergency event, during
an emergency event.

Facilities which utilize electronic data storage should be able to provide evidence of data
back-up with hard copies or demonstrate capability to reproduce contact lists or access
this data during emergencies. All contact information must be reviewed and updated as
necessary at least every 2 years, annually for LTC facilities. Contact information
contained in the communication plan must be accurate and current. Facilities must
update contact information for incoming new staff and departing staff throughout the year
and any other changes to information for those individuals and entities on the contact list.

Transplant programs should be included in the development of the hospitals
communication plans. In the case of a Medicare-approved transplant program, a
communication plan needs to be developed and disseminated between the hospitals,
OPO, and transplant patients. For example, if the transplant program is planning to
transfer patients to another transplant program due to an emergency, the communication
plan between the hospitals, the OPO, and the patient should include the responsibilities of
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each of the facility types to ensure continuity of care. During an emergency, should an
organ offer become available at the time the patient is at the “transferred hospital,” the
OPOQO’s emergency preparedness communication plan should address how this
information will be communicated to both the OPO and the patient of where their care
will be continued.

NOTE: For Home Health Agencies, contact information should also include patient’s
physicians or allowed practitioners. Section 484.60 requires that each patient’s written
plan of care specify the care and services necessary to meet the patient specific needs
identified in the comprehensive assessment. Accordingly, additional practitioners at
HHAs should also be notified to reflect the interdisciplinary, coordinated approach to
home health care delivery consistent with the HHA regulations.

Survey Procedures

e Verify that all required contacts are included in the communication plan by asking to
see a list of the contacts with their contact information.

e Verify that all contact information has been reviewed and updated at least every 2
years (annually for LTC facilities) by asking to see evidence of the review.

E-0031
(Rev.)

§403.748(c)(2), §416.54(c)(2), §418.113(c)(2), §441.184(c)(2), §460.84(c)(2),
§482.15(c)(2), §483.73(c)(2), §483.475(c)(2), §484.102(c)(2), §485.68(c)(2),
§485.625(C)(2), §485.727(c)(2), §485.920(c)(2), §486.360(c)(2), §491.12(c)(2),
§494.62(c)(2).

[(c) The [facility] must develop and maintain an emergency preparedness
communication plan that complies with Federal, State and local laws and must be
reviewed and updated at least every 2 years [annually for LTC facilities]. The
communication plan must include all of the following:

(2) Contact information for the following:
(i) Federal, State, tribal, regional, and local emergency preparedness staff.
(ii) Other sources of assistance.

*[For LTC Facilities at 8483.73(c):] (2) Contact information for the following:
(i) Federal, State, tribal, regional, and local emergency preparedness staff.
(if) The State Licensing and Certification Agency.
(iii) The Office of the State Long-Term Care Ombudsman.
(iv) Other sources of assistance.

*[For ICF/1IDs at §483.475(c):] (2) Contact information for the following:

(i) Federal, State, tribal, regional, and local emergency preparedness staff.
(ii) Other sources of assistance.
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(iii) The State Licensing and Certification Agency.
(iv) The State Protection and Advocacy Agency.

Interpretive Guidelines applies to: §403.748(c)(2), §416.54(c)(2), §418.113(c)(2),
§441.184(c)(2), §460.84(c)(2), §482.15(c)(2), §483.73(c)(2), §483.475(c)(2),
§484.102(c)(2), §8485.68(c)(2), 8485.625(c)(2), 8485.727(c)(2), 8485.920(c)(2),
§486.360(c)(2), §491.12(c)(2), §494.62(c)(2).

NOTE: This does not apply to Transplant Programs.

A facility must have the contact information for those individuals and entities outlined
within the standard. Emergency management officials may include, but are not limited to,
emergency management agencies which may be local to the community as well as local
officials who support the Incident Command System depending on the nature of the
disaster (e.qg. fire, police, public health, etc.). Additionally, emergency management
officials also include the state public health departments and State Survey Agencies as
well as federal emergency preparedness officials (FEMA, ASPR, DHS, CMS, etc.) and
tribal emergency officials, as applicable.

Facilities have discretion in the formatting of this information, however it should be
readily available and accessible to leadership during an emergency event. Facilities are
encouraged but not required to maintain these contact lists both in electronic format and
hard-copy format in the event that network systems to retrieve electronic files are not
accessible. All contact information must be reviewed and updated at least every 2 years
(annually, for LTC facilities).

Survey Procedures

e Verify that all required contacts are included in the communication plan by asking to
see a list of the contacts with their contact information.

e Verify that the facility has contact information for the State Survey Agency and/or
public health departments.

e Verify that all contact information has been reviewed and updated at least in the past
2 years (annually for LTC facilities) by asking to see evidence of the review.

NOTE: Even though the communications plan must include contact information, it does
not specifically require the facility to have an individual contact for emergency
management agencies. For instance, a state emergency management agency may have a
specific phone line or contact method and not a specific individual person.

E-0032
(Rev.)

§403.748(c)(3), §416.54(c)(3), §418.113(c)(3), §441.184(c)(3), §460.84(c)(3),
§482.15(c)(3), §483.73()(3), §483.475(c)(3), §484.102(c)(3), §485.68(c)(3),
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§485.625(c)(3), §485.727(c)(3), §485.920(c)(3), §486.360(c)(3), §491.12(c)(3),
§494.62(c)(3).

[(c) The [facility] must develop and maintain an emergency preparedness
communication plan that complies with Federal, State and local laws and must be
reviewed and updated at least every 2 years [annually for LTC facilities]. The
communication plan must include all of the following:

(3) Primary and alternate means for communicating with the following:
(1) [Facility] staff.
(ii) Federal, State, tribal, regional, and local emergency management
agencies.

*[For ICF/IIDs at 8483.475(c):] (3) Primary and alternate means for communicating
with the ICF/11D’s staff, Federal, State, tribal, regional, and local emergency
management agencies.

Interpretive Guidelines applies to: 8403.748(c)(3), 8416.54(c)(3), 8418.113(c)(3),
8441.184(c)(3), 8460.84(c)(3), 8482.15(¢c)(3), 8483.73(c)(3), §483.475(¢c)(3),
8484.102(c)(3), §485.68(c)(3), 8485.625(c)(3), 8485.727(c)(3), 8485.920(c)(3),
8486.360(c)(3), 8491.12(c)(3), 8494.62(c)(3).

NOTE: This does not apply to Transplant Programs.

Facilities are required to have primary and alternate means of communicating with staff,
Federal, State, tribal, regional, and local emergency management agencies. Facilities
have the discretion to utilize alternate communication systems that best meets their needs.
However, it is expected that facilities would consider pagers, cellular telephones, radio
transceivers (that is, walkie-talkies), and various other radio devices such as the NOAA
Weather Radio and Amateur Radio Operators’ (HAM Radio) systems, as well as satellite
telephone communications systems. We recognize that some facilities, especially in
remote areas, may have difficulty using some communication systems, such as cellular
phones, even in non-emergency situations, which should be outlined within their risk
assessment and addressed within the communications plan. It is expected these facilities
would address such challenges when establishing and maintaining a well-designed
communication system that will function during an emergency.

The communication plan should include procedures regarding when and how alternate
communication methods are used, and who uses them. In addition the facility should
ensure that its selected alternative means of communication is compatible with
communication systems of other facilities, agencies and state and local officials it plans
to communicate with during emergencies. For example, if State X local emergency
officials use the SHAred RESources (SHARES) High Frequency (HF) Radio program
and facility Y is trying to communicate with RACES, it may be prudent to consider if
these two alternate communication systems can communicate on the same frequencies.
Facilities should identify their primary and alternate means of communication in their
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emergency preparedness communication plan. For instance, a primary means of
communication may be cellular phones, hard wire lines and the facilities intercom
system, whereas the facilities alternate means (given interruption of primary means) may
be the SHAred RESources.

Facilities may seek information about the National Communication System (NCS), which
offers a wide range of National Security and Emergency Preparedness communications
services, the Government Emergency Telecommunications Services (GETS), the
Telecommunications Service Priority (TSP) Program, Wireless Priority Service (WPS),
and SHARES. Other communication methods could include, but are not limited to,
satellite phones, radio, and short wave radio. The Radio Amateur Civil Emergency
Services (RACES) is an integral part of emergency management operations.

Survey Procedures

e Verify the communication plan includes primary and alternate means for
communicating with facility staff, Federal, State, tribal, regional and local emergency
management agencies by reviewing the communication plan.

e Ask to see the communications equipment or communication systems listed in the
plan.

E-0033
(Rev.)

§403.748(C)(4)-(6), §416.54(C)(4)-(6), §418.113(c)(4)-(6), §441.184(c)(4)-(6),
§460.84(c)(4)-(6), §441.184(c)(4)-(6), §460.84(c)(4)-(6), §482.15(c)(4)-(6),
§483.73()(4)-(6), §483.475(c)(4)-(6), §484.102(c)(4)-(5), §485.68(c)(4), §485.625(C)(4)-
(6), §485.727(C)(4), §485.920(c)(4)-(6), §491.12(c)(4), §494.62(c)(4)-(6).

[(c) The [facility] must develop and maintain an emergency preparedness
communication plan that complies with Federal, State and local laws and must be
reviewed and updated at least every 2 years [annually for LTC facilities]. The
communication plan must include all of the following:

(4) A method for sharing information and medical documentation for patients
under the [facility's] care, as necessary, with other health providers to maintain the
continuity of care.

(5) A means, in the event of an evacuation, to release patient information as
permitted under 45 CFR 164.510(b)(1)(ii). [This provision is not required for HHAS
under 8484.102(c), CORFs under §485.68(c)]

(6) [(4) or (5)]A means of providing information about the general condition and

location of patients under the [facility's] care as permitted under 45 CFR
164.510(b)(4).
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*[For RNHCls at §403.748(c):] (4) A method for sharing information and care
documentation for patients under the RNHCI’s care, as necessary, with care
providers to maintain the continuity of care, based on the written election statement
made by the patient or his or her legal representative.

*[For RHCs/FQHCs at 8491.12(c):] (4) A means of providing information about the
general condition and location of patients under the facility’s care as permitted
under 45 CFR 164.510(b)(4).

Interpretive Guidelines applies to: §403.748(c)(4)-(6), 8416.54(c)(4)-(6),
8418.113(c)(4)-(6), 8441.184(c)(4)-(6), 8460.84(c)(4)-(6), 8482.15(c)(4)-(6),
8441.184(c)(4)-(6), 8460.84(c)(4)-(6), 8483.73(c)(4)-(6), 8483.475(c)(4)-(6),
8484.102(c)(4)-(5), 8485.68(c)(4), 8485.625(c)(4)-(6), 8485.727(c)(4), 8485.920(c)(4)-
(6), 8491.12(c)(4), §494.62(c)(4)-(6).

NOTE: For RHCs/FQHC'’s the regulatory language differs under (c)(4).
Additionally, a method for sharing information and medical documentation for
patients under the RHC/FQHC’s care, as necessary, with other health providers to
maintain the continuity of care and a means of providing information about the
general condition and location of patients does not apply.

NOTE: This does not apply to Transplant Programs.

Facilities are required to develop a method for sharing information and medical (or for
RNHCIs only, care) documentation for patients under the facility's care, as necessary,
with other health care providers to maintain continuity of care. Such a system must
ensure that information necessary to provide patient care is sent with an evacuated patient
to the next care provider and would also be readily available for patients being sheltered
in place. While the regulation does not specify timelines for delivering patient care
information, facilities are expected to provide patient care information to receiving
facilities during an evacuation, within a timeframe that allows for effective patient
treatment and continuity of care. Facilities should not delay patient transfers during an
emergency to assemble all patient reports, tests, etc. to send with the patient. Facilities
should send all necessary patient information that is readily available and should include
at least, patient name, age, DOB, allergies, current medications, medical diagnoses,
current reason for admission (if inpatient), blood type, advance directives and next of
kin/emergency contacts. There is no specified means (such as paper or electronic) for
how facilities are to share the required information.

Facilities (with the exception of HHAs, RHCs/FQHCs, and CORFs) are also required to
have a means, in the event of an evacuation, to release patient information as permitted
under 45 CFR 164.510 and a means of providing information about the general condition
and location of patients under the facility's care as permitted under 45 CFR
164.510(b)(4). Thus, facilities must have a communication system in place capable of
generating timely, accurate information that could be disseminated, as permitted under 45
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CFR 164.510(b)(4), to family members and others. Facilities have the flexibility to
develop and maintain their own system in a manner that best meets its needs.

HIPAA requirements are not suspended during a national or public health emergency.
However, the HIPAA Privacy Rule specifically permits certain uses and disclosures of
protected health information in emergency circumstances and for disaster relief purposes.
Section 164.510 *“Uses and disclosures requiring an opportunity for the individual to
agree to or to object,”” is part of the ““Standards for Privacy of Individually Identifiable
Health Information,”” commonly known as ““The Privacy Rule.”” HIPAA Privacy
Regulations at 45 CFR 164.510(b)(4), ‘‘Use and disclosures for disaster relief purposes,””
establishes requirements for disclosing patient information to a public or private entity
authorized by law or by its charter to assist in disaster relief efforts for purposes of
notifying family members, personal representatives, or certain others of the patient’s
location or general condition.

Survey Procedures
e Verify the communication plan includes a method for sharing information and
medical (or for RNHCIs only, care) documentation for patients under the facility's
care, as necessary, with other health (or care for RNHCIs) providers to maintain the
continuity of care by reviewing the communication plan.
o0 For RNCHlIs, verify that the method for sharing patient information is based on a
requirement for the written election statement made by the patient or his or her
legal representative.

e Verify the facility has developed policies and procedures that address the means the
facility will use to release patient information to include the general condition and
location of patients, by reviewing the communication plan

E-0034
(Rev.)

§403.748(c)(7), 8416.54(c)(7), §418.113(c)(7) §441.184(c)(7), 8482.15(c)(7),
§460.84(c)(7), 8483.73(c)(7), §483.475(c)(7), §484.102(c)(6), §485.68(c)(5),
§485.68(c)(5), §485.727(c)(5), §485.625(c)(7), §485.920(c)(7), §491.12(c)(5),
§494.62(c)(7).

[(c) The [facility] must develop and maintain an emergency preparedness
communication plan that complies with Federal, State and local laws and must be
reviewed and updated at least every 2 years [annually for LTC facilities]. The
communication plan must include all of the following:

(7) [(5) or (6)] A means of providing information about the [facility’s] occupancy,

needs, and its ability to provide assistance, to the authority having jurisdiction, the
Incident Command Center, or designee.
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*[For ASCs at 416.54(c)]: (7) A means of providing information about the ASC’s
needs, and its ability to provide assistance, to the authority having jurisdiction, the
Incident Command Center, or designee.

*[For Inpatient Hospice at 8418.113(c):] (7) A means of providing information about
the hospice’s inpatient occupancy, needs, and its ability to provide assistance, to the
authority having jurisdiction, the Incident Command Center, or designee.

Interpretive Guidelines applies to: §403.748(c)(7), 8416.54(c)(7), §418.113(c)(7),
8§441.184(c)(7), §460.84(c)(7), 8482.15(c)(7), 8483.73(c)(7); 8483.475(c)(7);
§484.102(c)(6); §485.68(c)(5), §485.625(c)(7); §485.727(c)(5); §485.920(c)(7);
§491.12 (c)(5), §494.62(c)(7).

NOTE: This does not apply to outpatient hospices or Transplant Programs.

Facilities, except for transplant programs, must have a means of providing information
about the facility’s needs and its ability to provide assistance to the authority having
jurisdiction (local and State emergency management agencies, local and state public
health departments, the Incident Command Center, the Emergency Operations Center, or
designee).

Reporting of a Facility’s Needs

Generally, in small community emergency disasters, reporting the facility’s needs will be
coordinated through established processes to report directly to local and state emergency
officials. Reporting needs may include but are not limited to: shortages in PPE; need to
evacuate or transfer patients; requests for assistance in transport; temporarily loss of
part or all facility function; and, staffing shortages.

In large scale emergency disasters or pandemics, reporting of needs specific to a facility
may be altered by local, state and federal public health and emergency management
officials due to the potential volume of requests. Some emergency management officials
at all levels of governance may require facilities to report specific data or slow reporting
to manage volume. It is recommended that facilities verify their reporting requirements
with their local Incident Command Structures or State Agencies.

Dependent on the emergency event and the anticipated longevity, facilities may need to
report select criteria such as in an EID outbreak or the number of patients’ positive or
persons under investigation (PUI). The facility’s process should include monitoring by
the facility’s emergency management coordinator or designee of reporting requirements
issued by CMS or other agencies with jurisdiction. Additional monitoring and reporting
may be required by local and state public health agencies due to contact tracing
requirements for extended periods of time or for time specific intervals. Facilities should
identify local and state policies for reporting and contract tracing to ensure they have
appropriate information to address requirements.
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Facilities should actively engage with their healthcare coalitions, associations,
accrediting organizations and other stakeholders during the onset of any wide-spread
emergency. As state and federal emergency organizations may become overwhelmed with
requests, these stakeholders may be able to reconcile needs-requests for specific
providers and suppliers. In situations in which a Presidential Declaration and a Public
Health Emergency (PHE) have been declared, and Section 1135 Waivers may be
granted, these stakeholders (healthcare coalitions, associations, accrediting
organizations and others) may have the ability to request and streamline 1135 waiver
requests for their members, dependent on the severity of the emergency.

Reporting of a Facility’s Ability to Provide Assistance

During widespread disasters, reporting a facility’s ability to provide assistance is critical
within a community. Pre-planning and collaborating with emergency officials before an
emergency to determine what assistance may be necessary directly supports surge
planning within a community. For instance, in preparation for a natural disaster such as
a hurricane, pre-planning reporting criteria such as the facility’s response-- e.g. closing
the outpatient services in a forecasted natural disaster-- may facilitate the Incident
Command as they would be aware of the operating status of the facility. Reporting the
ability to provide assistance would also include pre-planning with public health and
emergency officials in the local community to make them aware of what capabilities are
available within the specific facility, e.g. number of beds, critical care equipment,
staffing, etc.

During widespread disasters, facilities may be required to report the following to local
officials:

e Ability to care for patients requiring transfer from different healthcare settings;

e Availability of PPE;

e Availability of staff who may be able to assist in a mass casualty incident;

e Availability of electricity-dependent medical and assistive equipment, such as
ventilators and other oxygen equipment (BiPAP, CPAP, etc.), renal replacement
therapy machines (e.g., home and facility-based hemodialysis, peritoneal
dialysis, continuous renal replacement therapy and other machines, etc.), and
wheelchairs and beds.

Occupancy Reporting

For hospitals, CAHs, RNHClIs, inpatient hospices, PRTFs, LTC facilities, and ICF/1IDs,
they must also have a means for providing information about their occupancy.

Occupancy reporting is considered, but not limited to, reporting the number of patients
currently at the facility receiving treatment and care or the facility’s occupancy
percentage. The facility should consider how its occupancy affects its ability to provide
assistance. For example, if the facility’s occupancy is close to 100% the facility may not
be able to accept patients from nearby facilities. The types of “needs” a facility may have
during an emergency and should communicate to the appropriate authority would include
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but is not limited to, shortage of provisions such as food, water, medical supplies,
assistance with evacuation and transfers, etc.

NOTE: The authority having jurisdiction varies by local, state and federal emergency
management structures as well as the type of disaster. For example, in the event of a
multi-state wildfire, the jurisdictional authority who would take over the Incident
Command Center or state-wide coordination of the disaster would likely be a fire-related
agency.

We are not prescribing the means that facilities must use in disseminating the required
information. However, facilities should include in its communication plan, a process to
communicate the required information.

NOTE: As defined by the Federal Emergency Management Administration (FEMA), an
Incident Command System (ICS) is a management system designed to enable effective
and efficient domestic incident management by integrating a combination of facilities,
equipment, personnel, procedures, and communications operating within a common
organizational structure. (FEMA, 2016). The industry, as well as providers/suppliers, use
various terms to refer to the same function and we have used the term *‘Incident
Command Center’’ to mean ‘*Emergency Operations Center’” or ““Incident Command
Post.”” Local, State, Tribal and Federal emergency preparedness officials, as well as
regional healthcare coalitions, can assist facilities in the identification of their Incident
Command Centers and reporting requirements dependent on an emergency.

Survey Procedures

e Verify the communication plan includes a means of providing information about the
facility’s needs, and its ability to provide assistance, to the authority having
jurisdiction, the Incident Command Center, or designee by reviewing the
communication plan.

e For hospitals, CAHs, RNHCIs, inpatient hospices, PRTFs, LTC facilities, and
ICF/1IDs, also verify if the communication plan includes a means of providing
information about their occupancy.

E-0035
(Rev.)

§483.73(c)(8); §483.475(c)(8)

*[For LTC Facilities at 8483.73(c):]

[(c) The LTC facility must develop and maintain an emergency preparedness
communication plan that complies with Federal, State and local laws and must be
reviewed and updated at least annually. The communication plan must include all
of the following:]

*[For ICF/1IDs at §483.475(c):]
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[(c) The ICF/11D must develop and maintain an emergency preparedness
communication plan that complies with Federal, State and local laws and must be
reviewed and updated at least every 2 years. The communication plan must include
all of the following:]

(8) A method for sharing information from the emergency plan, that the facility has
determined is appropriate, with residents [or clients] and their families or
representatives.

Interpretive Guidelines for §483.73(c)(8) and §483.475(c)(8).
NOTE: This ONLY applies to LTC Facilities and ICF/I1Ds.

LTC facilities and ICF/11Ds are required to share emergency preparedness plans and
policies with their residents/clients, family members, and resident representatives or
client representatives, respectively. Facilities have flexibility in deciding what
information from the emergency plan should be shared, as well as the timing and manner
in which it should be disseminated. While we are not requiring facilities take specific
steps or utilize specific strategies to share this information with residents or clients and
their families or representatives, we would recommend that facilities provide a quick
“Fact Sheet” or informational brochure to the family members and resident or client
representatives which may highlight the major sections of the emergency plan and
policies and procedures deemed appropriate by the facility. Other options include
providing instructions on how to contact the facility in the event of an emergency on the
public website or to include the information as part of the facility’s check-in procedures.
The facility may provide this information to the surveyor during the survey to
demonstrate compliance with the requirement.

Survey Procedures

e Ask staff to demonstrate the method the facility has developed for sharing the
emergency plan with residents or clients and their families or representatives.

e Interview residents or clients and their families or representatives and ask them if
they have been given information regarding the facility’s emergency plan.

e Verify the communication plan includes a method for sharing information from the
emergency plan, with residents or clients and their families or representatives by
reviewing the plan.

E-0036
(Rev.)

§403.748(d), §416.54(d), §418.113(d), §441.184(d), §460.84(d), §482.15(d),
§483.73(d), §483.475(d), §484.102(d), §485.68(d), §485.625(d), §485.727(d),
§485.920(d), §486.360(d), §491.12(d), §494.62(d).

*[For RNCHls at 8403.748, ASCs at 8416.54, Hospice at 8418.113, PRTFs at §441.184,
PACE at 8460.84, Hospitals at §482.15, HHAs at §484.102, CORFs at §485.68, CAHSs at
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8486.625, “Organizations” under 485.727, CMHCs at 8485.920, OPOs at §486.360, and
RHC/FHQs at 8491.12:] (d) Training and testing. The [facility] must develop and
maintain an emergency preparedness training and testing program that is based on
the emergency plan set forth in paragraph (a) of this section, risk assessment at
paragraph (a)(1) of this section, policies and procedures at paragraph (b) of this
section, and the communication plan at paragraph (c) of this section. The training
and testing program must be reviewed and updated at least every 2 years.

*[For LTC facilities at §483.73(d):] (d) Training and testing. The LTC facility must
develop and maintain an emergency preparedness training and testing program that
is based on the emergency plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section, policies and procedures at paragraph
(b) of this section, and the communication plan at paragraph (c) of this section. The
training and testing program must be reviewed and updated at least annually.

*[For ICF/IIDs at 8483.475(d):] Training and testing. The ICF/I1D must develop and
maintain an emergency preparedness training and testing program that is based on
the emergency plan set forth in paragraph (a) of this section, risk assessment at
paragraph (a)(1) of this section, policies and procedures at paragraph (b) of this
section, and the communication plan at paragraph (c) of this section. The training
and testing program must be reviewed and updated at least every 2 years. The
ICF/11D must meet the requirements for evacuation drills and training at
8483.470(i).

*[For ESRD Facilities at 8494.62(d):] Training, testing, and orientation. The dialysis
facility must develop and maintain an emergency preparedness training, testing and
patient orientation program that is based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section,
policies and procedures at paragraph (b) of this section, and the communication
plan at paragraph (c) of this section. The training, testing and orientation program
must be evaluated and updated at every 2 years.

Interpretive Guidelines applies to: §403.748(d), 8416.54(d), §418.113(d),
8441.184(d), §482.15(d), 8460.84(d), 8483.73(d), §483.475(d), §484.102(d),
8485.68(d), §485.625(d), 8485.727(d), §485.920(d), §486.360(d), §491.12(d),
8494.62(d).

NOTE: This does not apply to Transplant Programs.

Training and Testing Program- General

An emergency preparedness training and testing program as specified in this requirement
must be documented, reviewed and updated. The training and testing program must
reflect the risks identified in the facility’s risk assessment and be included in their
emergency plan. For example, a facility that identifies flooding as a risk should also
include policies and procedures in their emergency plan for closing or evacuating their
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facility and include these in their training and testing program. This would include, but is
not limited to, training and testing on how the facility will communicate the facility
closure to required individuals and agencies, testing patient tracking systems and testing
transportation procedures for safely moving patients to other facilities. Additionally, for
facilities with multiple locations, such as multi-campus or multi-location hospitals, the
facility’s training and testing program must reflect the facility’s risk assessment for each
specific location.

Training Component

Training refers to a facility’s responsibility to provide education and instruction to staff,
contractors, and facility volunteers to ensure all individuals are aware of the emergency
preparedness program. For training requirements, the facility must have a process
outlined within its emergency preparedness program which encompasses staff and
volunteer training complementing the risk assessment. The training for staff should at a
minimum include training related to the facility’s policies and procedures. Facilities must
maintain documentation of the training so that surveyors are able to clearly identify staff
training and testing conducted. For example, facilities may have a sign-in roster of
training conducted within their training files or inclusion of this training in their training
program, or individual training certificates of completion within personnel records. A
surveyor should be able to ask for a list of employees and to verify training on the
emergency preparedness requirements as required under E-0037 (subsection (d)(2)(iii).

Testing Component

Testing requirements vary based on the provider type. Inpatient providers are required to
conduct two testing exercises annually. Outpatient providers are required to conduct one
testing exercise annually (that at least every two years their exercise must be a full-scale

exercise)- Refer to E-0039 (subsection (d)(2)).

Testing is the concept in which training is operationalized and the facility is able to
evaluate the effectiveness of the training as well as the overall emergency preparedness
program. Testing includes conducting drills and/or exercises to test the emergency plan
to identify gaps and areas for improvement. Additionally, facilities should establish a
process which includes participation of all staff in testing exercises over a period of time.
Facilities are encouraged to consider their scheduled exercises and the appropriate
departments to be included. For instance, if a clinically-relevant testing exercise is not
necessarily applicable to some other departments or staff, then the staff which did not
participate in one year should participate in the next testing exercise to ensure that over
a period of time all shifts are incorporated. Additionally, we are not specifying a facility
to utilize all required equipment in the testing (drills) or a percentage of the
patients/residents that would be included in these drills, however facilities should test
their exercises according to how they would respond to the emergency would it be an
actual real emergency.
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Under this standard, surveyors are to assess whether or not the facility has a training
and testing program based on the facility’s risk assessment and has incorporated its
policies and procedures, as well as its communication plan within training required for
staff and its testing exercises.

Survey Procedures

e Verify that the facility has a written training and testing (and for ESRD facilities, a
patient orientation) program that meets the requirements of the regulation.

e Refer back to the facility’s risk assessment to determine if the training and testing
program is reflecting risks and hazards identified within the facility’s program.

e Verify the program has been reviewed and updated at least every 2 years (annually
for LTC facilities) by asking for documentation of the annual review as well as any
updates made.

e Verify that ICF/IID emergency plans also meet the requirements for evacuation drills
and training at 8483.470(i).

E-0037
(Rev.)

§403.748(d)(1), 8416.54(d)(L), §418.113(d)(1), §441.184(d)(1), §460.84(d)(1),
§482.15(d)(1), §483.73(d)(1), §483.475(d)(1), §484.102(d)(1), §485.68(d)(1),
§485.625(d)(1), §485.727(d)(L), §485.920(d)(1), §486.360(d)(1), §491.12(d)(L).

*[For RNCHlIs at §403.748, ASCs at 8416.54, Hospitals at 8482.15, ICF/1IDs at
8483.475, HHAs at 8484.102, “Organizations” under 8485.727, OPOs at 8486.360,
RHC/FQHCs at §491.12:]
(1) Training program. The [facility] must do all of the following:
(i) Initial training in emergency preparedness policies and procedures to all
new and existing staff, individuals providing services under arrangement,
and volunteers, consistent with their expected roles.
(if) Provide emergency preparedness training at least every 2 years.
(iii) Maintain documentation of all emergency preparedness training.
(iv) Demonstrate staff knowledge of emergency procedures.
(v) If the emergency preparedness policies and procedures are significantly
updated, the [facility] must conduct training on the updated policies and
procedures.

*[For Hospices at 8418.113(d):] (1) Training. The hospice must do all of the
following:
(i) Initial training in emergency preparedness policies and procedures to all
new and existing hospice employees, and individuals providing services
under arrangement, consistent with their expected roles.
(i) Demonstrate staff knowledge of emergency procedures.
(iii) Provide emergency preparedness training at least every 2 years.
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(iv) Periodically review and rehearse its emergency preparedness plan with
hospice employees (including nonemployee staff), with special emphasis
placed on carrying out the procedures necessary to protect patients and
others.

(v) Maintain documentation of all emergency preparedness training.

(vi) If the emergency preparedness policies and procedures are significantly
updated, the hospice must conduct training on the updated policies and
procedures.

*[For PRTFs at 8441.184(d):] (1) Training program. The PRTF must do all of the
following:
(i) Initial training in emergency preparedness policies and procedures to all
new and existing staff, individuals providing services under arrangement,
and volunteers, consistent with their expected roles.
(if) After initial training, provide emergency preparedness training every 2
years.
(iii) Demonstrate staff knowledge of emergency procedures.
(iv) Maintain documentation of all emergency preparedness training.
(v) If the emergency preparedness policies and procedures are significantly
updated, the PRTF must conduct training on the updated policies and
procedures.

*[For PACE at 8460.84(d):] (1) The PACE organization must do all of the following:
(i) Initial training in emergency preparedness policies and procedures to all
new and existing staff, individuals providing on-site services under
arrangement, contractors, participants, and volunteers, consistent with their
expected roles.

(if) Provide emergency preparedness training at least every 2 years.

(iii) Demonstrate staff knowledge of emergency procedures, including
informing participants of what to do, where to go, and whom to contact in
case of an emergency.

(iv) Maintain documentation of all training.

(v) If the emergency preparedness policies and procedures are significantly
updated, the PACE must conduct training on the updated policies and
procedures.

*[For LTC Facilities at 8483.73(d):] (1) Training Program. The LTC facility must do
all of the following:
(i) Initial training in emergency preparedness policies and procedures to all
new and existing staff, individuals providing services under arrangement,
and volunteers, consistent with their expected role.
(ii) Provide emergency preparedness training at least annually.
(iif) Maintain documentation of all emergency preparedness training.
(iv) Demonstrate staff knowledge of emergency procedures.

*[For CORFs at §485.68(d):](1) Training. The CORF must do all of the following:
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(i) Provide initial training in emergency preparedness policies and
procedures to all new and existing staff, individuals providing services under
arrangement, and volunteers, consistent with their expected roles.

(if) Provide emergency preparedness training at least every 2 years.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency procedures. All new
personnel must be oriented and assigned specific responsibilities regarding
the CORF’s emergency plan within 2 weeks of their first workday. The
training program must include instruction in the location and use of alarm
systems and signals and firefighting equipment.

(v) If the emergency preparedness policies and procedures are significantly
updated, the CORF must conduct training on the updated policies and
procedures.

*[For CAHs at §485.625(d):] (1) Training program. The CAH must do all of the
following:
(1) Initial training in emergency preparedness policies and procedures,
including prompt reporting and extinguishing of fires, protection, and where
necessary, evacuation of patients, personnel, and guests, fire prevention, and
cooperation with firefighting and disaster authorities, to all new and existing
staff, individuals providing services under arrangement, and volunteers,
consistent with their expected roles.
(if) Provide emergency preparedness training at least every 2 years.
(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of emergency procedures.
(v) If the emergency preparedness policies and procedures are significantly
updated, the CAH must conduct training on the updated policies and
procedures.

*[For CMHC:s at §485.920(d):] (1) Training. The CMHC must provide initial
training in emergency preparedness policies and procedures to all new and existing
staff, individuals providing services under arrangement, and volunteers, consistent
with their expected roles, and maintain documentation of the training. The CMHC
must demonstrate staff knowledge of emergency procedures. Thereafter, the
CMHC must provide emergency preparedness training at least every 2 years.

Interpretive Guidelines applies to: §403.748(d)(1), §416.54(d)(1), §418.113(d)(1),
8441.184(d)(1), 8460.84(d)(1), 8482.15(d)(1), §483.73(d)(1), §483.475(d)(1),
8484.102(d)(1), 8485.68(d)(1), §485.625(d)(1), §485.727(d)(1), 8485.920(d)(1),
8486.360(d)(1), 8491.12(d)(1)

NOTE: This does not apply to Transplant Programs or ESRD facilities.

Training Program- General
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Facilities are required to provide initial training in emergency preparedness policies and
procedures that are consistent with their roles in an emergency to all new and existing
staff, individuals providing services under arrangement, and volunteers. This includes
individuals who provide services on a per diem basis such as agency nursing staff and
any other individuals who provide services on an intermittent basis and would be
expected to assist during an emergency.

The training provided by the facility must be based on the facility’s risk assessment
policies and procedures as well as the communication plan. The intent is that staff,
volunteers and individuals providing services at the facility are familiar and trained on
the facility’s processes for responding to an emergency. Training should include
individual-based response activities in the event of a natural disasters, such as what the
process is for staff in the event of a forecasted hurricane. It should also include the
policies and procedures on how to shelter-in-place or evacuate. Training should include
how the facility manages the continuity of care to its patient population, such as triage
processes and transfer/discharge during mass casualty or surge events.

Furthermore, the facility must train staff based on the facility’s risk assessment. Training
for staff should mirror the facility’s emergency plan and should include training staff on
procedures that are relevant to the hazards identified. For example, for EID’s this may
include proper use of PPE, assessing needs of patients and how to screen patients and
provide care based on the facility’s capacity and capabilities and communications
regarding reporting and providing information on patient status with caregiver and
family members.

Facilities should provide initial emergency training during orientation (or shortly
thereafter) to ensure initial training is not delayed.

Continued Training

After the initial training has been conducted for staff, facilities must provide training on
their facility’s emergency plan at least every 2 years (except for LTC facilities which will
still be required to provide training annually). Facilities have the flexibility to determine
the focus of their initial and 2-year training, as long as it aligns with the emergency plan
and risk assessment. Initial and subsequent training should be modified as needed and if
the facility updates the policies and procedures to include but not limited to incorporating
any lessons learned from the most recent exercises and real-life emergencies that
occurred in and during the review of the facility’s emergency program, we would expect
the facility be able to demonstrate how they have updated the training as well. For
example, the 2 year subsequent training could include training staff on new evacuation
procedures that were identified as a best practice and documented in the facility “After
Action Report” (AAR) during the last emergency drill and were incorporated into the
emergency plan during the program’s review.

While facilities are required to provide initial and subsequent (at least every 2 years
except for LTC facilities which will still be required to provide training annually) training
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to all staff, it is up to the facility to decide what level of training each staff member will
be required to complete based on an individual's involvement or expected role during an
emergency. There may be core topics that apply to all staff, while certain clinical staff
may require additional topics. For example, dietary staff who prepare meals may not need
to complete annual training that is focused on patient evacuation procedures. Instead, the
facility may provide training that focuses on the proper preparation and storage of food in
an emergency. In addition, depending on specific staff duties during an emergency, a
facility may determine that documented external training is sufficient to meet some or all
of the facility's training requirements. For example, staff who work with
radiopharmaceuticals may attend external training that teach staff how to handle
radiopharmaceutical emergencies. It is up to the facility to decide if the external training
meets the facility’s requirements.

Facilities must also be able to demonstrate additional training when the emergency plan
is significantly updated. Facilities which may have changed their emergency plan should
plan to conduct initial training to all staff on the new or revised sections of the plan. If a
facility determines the need to add additional policies and procedures based on a new
risk identified in the facility’s risk assessment, the facility must train all staff on the new
policies and procedures and the staff responsibilities. Facilities are not required to re-
train staff on the entire emergency plan, but can choose to train staff on the new or
revised element of the emergency preparedness program. For example, a facility
identifies during an influenza outbreak that additional policies and procedures and
adjustments to the risk assessment are needed to address a significant influx of
patients/clients/residents. The facility identifies clinical locations in which contagious
patients can be triaged in a manner to minimize exposure to non-infected individuals. The
training for this new or revised policy can be done without needing to re-train staff on the
entire program.

Variance by Provider/Supplier Type

PACE organizations and CAHs have additional requirements. PACE organizations must
also provide initial training to contractors and PACE participants. CAHs must also
include initial training on the following: prompt reporting and extinguishing of fires;
protection; and where necessary, evacuation of patients, personnel, and guests, fire
prevention, and cooperation with firefighting and disaster authorities.

With the exception of CORFs which must complete initial training within the first two
weeks of employment, we recommend initial training be completed by the time the staff
has completed the facility’s new hire orientation program. Additionally, in the case of
facilities with multiple locations, such as multi-campus hospitals, staff, individuals
providing services under arrangement, or volunteers should be provided initial training at
their specific location and when they are assigned to a new location.

LTC facilities must continue to provide initial and continued training on an annual basis.

Training of Volunteers and Contracted Staff
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Facilities may contract with individuals providing services who also provide services in
multiple surrounding areas. For instance, an ICF/IID may contract a nutritionist who also
provides services in other locations. Given that these contracted individuals may provide
services at multiple facilities, it may not be feasible for them to receive formal training
for each of the facilities for emergency preparedness programs. The expectation is that
each individual knows the facility’s emergency program and their role during
emergencies, however the delivery of such training is left to the facility to determine.
Facilities in which these individuals provide services may develop some type of training
documentation- i.e. the facility’s emergency plan, important contact information, and the
facility’s expectation for those individuals during an emergency etc. which documents
that the individual received the information/training. Furthermore, if a surveyor asks one
of these individuals what their role is during a disaster, or any relevant questions, then the
expectation is that the individual can describe the emergency plans/their role.

Documentation Requirements

Facilities must maintain documentation of the initial and subsequent (at least every 2
years except for LTC facilities which will still be required to provide training annually)
training for all staff. The documentation must include the specific training completed as
well as the methods used for demonstrating knowledge of the training program. Facilities
have flexibility in ways to demonstrate staff knowledge of emergency procedures. The
method chosen is likely based on the training delivery method. For example: computer-
based or printed self-learning packets may contain a test to demonstrate knowledge. If
facilities choose instructor-led training, a question and answer session could follow the
training. Regardless of the method, facilities must maintain documentation that training
was completed and that staff are knowledgeable of emergency procedures.

Survey Procedures

e Ask for copies of the facility’s initial and subsequent (at least every 2 years or annual
for LTC) emergency preparedness trainings and annual emergency preparedness
training offerings.

e Interview various staff and ask questions regarding the facility’s initial and
subsequent (at least every 2 years or annual for LTC) training course to verify staff
knowledge of emergency procedures.

e Review a sample of staff training files to verify staff have received initial and
subsequent (at least every 2 years or annual for LTC), emergency preparedness
training.

NOTE: For ease of demonstrating compliance that the facility has updated its training
program at least every 2 years, we recommend that facilities retain at a minimum, the

past 2 cycles (generally 4 years) of emergency training documentation for both training
and exercises for surveyor verification.

E-0038
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(Rev.)

8494.62(d)(1): Condition for Coverage:
(d)(1) Training program. The dialysis facility must do all of the following:
(i) Provide initial training in emergency preparedness policies and
procedures to all new and existing staff, individuals providing services under
arrangement, and volunteers, consistent with their expected roles.
(if) Provide emergency preparedness training at least every 2 years.
Staff training must:
(ii1) Demonstrate staff knowledge of emergency procedures, including
informing patients of—
(A) What to do;
(B) Where to go, including instructions for occasions when the geographic
area of the dialysis facility must be evacuated;
(C) Whom to contact if an emergency occurs while the patient is not in
the dialysis facility. This contact information must include an alternate
emergency phone number for the facility for instances when the dialysis
facility is unable to receive phone calls due to an emergency situation
(unless the facility has the ability to forward calls to a working phone
number under such emergency conditions); and
(D) How to disconnect themselves from the dialysis machine if an
emergency occurs.
(iv) Demonstrate that, at a minimum, its patient care staff maintains current
CPR certification; and
(v) Properly train its nursing staff in the use of emergency equipment and
emergency drugs.
(vi) Maintain documentation of the training.
(vii) If the emergency preparedness policies and procedures are significantly
updated, the dialysis facility must conduct training on the updated policies
and procedures.

Interpretive Guidelines for §494.62(d)(1).

Training Program- General

ESRD facilities are required to provide initial training in emergency preparedness
policies and procedures that are consistent with their roles in an emergency to all new
and existing staff, individuals providing services under arrangement, and volunteers.
This includes individuals who provide services on a per diem basis such as agency
nursing staff and any other individuals who provide services on an intermittent basis and
would be expected to assist during an emergency.

The training provided by the facility must be based on the facility’s risk assessment,
policies and procedures as well as the communication plan. The intent is that staff,
volunteers and individuals providing services at the facility are familiar and trained on
the facility’s processes for responding to an emergency. Training should include
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individual-based response activities in the event of a natural disaster, such as what the
process is for staff in the event of a forecasted hurricane. It should also include the
policies and procedures on how to shelter-in-place or evacuate if the natural disaster
was not able to be forecasted. Training should include how the facility manages the
continuity of care to its patient population, such as triage processes and
transfer/discharge during mass casualty or surge events.

Furthermore, the ESRD facility must train staff based on the facility’s risk assessment.
Training for staff should mirror the facility’s emergency plan and should include training
staff and focus on procedures are relevant to the hazards identified. For example, for
EIDs, this may include proper use of PPE, assessing needs of patients and how to screen
patients and provide care based on the facility’s capacity and capabilities.

Many large ESRD Networks already implement trainings for staff regarding evacuation
procedures of the facilities. Through this requirement, all facilities are required to
demonstrate upon survey that that staff know the current evacuation plans, alternate
locations as well as their emergency contacts. Among the training, ESRD staff must be
able to demonstrate knowledge on procedures for informing patients on how to
disconnect themselves from a dialysis machine in the event of a disaster/emergency.

The ESRD facility must train staff on informing patients on whom to contact if the
facility is closed and cannot provide treatment due to an emergency situation and how
they can locate an alternate dialysis facility (e.g. Kidney Community Emergency
Response Program (KCER)) or hospital that can assist them.

The ESRD facilities are expected to rearrange patient appointments if a disaster or
emergency is forecasted through emergency notification channels, such as national
weather forecasts. For instance, for inclement weather such as a snow storm which could
cause community-wide closures and dangerous road conditions, we would expect the
facility to make the appropriate arrangements for patients to receive their dialysis or be
transferred into an inpatient setting to be provided with the appropriate care. Therefore,
ESRD facilities may gear their training and testing program to include evacuation
procedures in the event the facility is unable to close prior to an emergency.

All ESRD facility patient care staff are required to maintain current CPR certifications
and all nursing staff are required to be properly trained in clinical emergency protocols
that include the use of emergency equipment and emergency drugs. The training and
CPR certifications must be documented and maintained on file.

Survey Procedures

e Verify the facility has an emergency preparedness training program and that it is
updated at least every 2 years.

e Interview staff and ask them to describe the evacuation procedures and plan.

e Verify current copies of CPR certifications for all patient care staff are on file.
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E-0039
(Rev.)

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2), §460.84(d)(2), §482.15(d)(2),
§483.73(d)(2), §483.475(d)(2), §484.102(d)(2), §485.68(d)(2), §485.625(d)(2),
§485.727(d)(2), §485.920(d)(2), §491.12(d)(2), §494.62(d)(2).

*[For ASCs at 8416.54, CORFs at §485.68, OPO, “Organizations” under §485.727,
CMHCs at 8485.920, RHCs/FQHCs at §491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct exercises to test the emergency plan
annually. The [facility] must do all of the following:

(i) Participate in a full-scale exercise that is community-based every 2 years;
or
(A) When a community-based exercise is not accessible, conduct a
facility-based functional exercise every 2 years; or
(B) If the [facility] experiences an actual natural or man-made
emergency that requires activation of the emergency plan, the [facility]
is exempt from engaging in its next required community-based or
individual, facility-based functional exercise following the onset of the
actual event.

(i) Conduct an additional exercise at least every 2 years, opposite the year
the full-scale or functional exercise under paragraph (d)(2)(i) of this section is
conducted, that may include, but is not limited to the following:

(A) A second full-scale exercise that is community-based or individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by a facilitator and
includes a group discussion using a narrated, clinically-relevant
emergency scenario, and a set of problem statements, directed messages,
or prepared questions designed to challenge an emergency plan.

(iii) Analyze the [facility's] response to and maintain documentation of all
drills, tabletop exercises, and emergency events, and revise the [facility's] emergency
plan, as needed.

*[For Hospices at 418.113(d):]
(2) Testing for hospices that provide care in the patient’s home. The hospice must
conduct exercises to test the emergency plan at least annually. The hospice must do
the following:
(i) Participate in a full-scale exercise that is community based every 2 years;
or
(A) When a community based exercise is not accessible, conduct an
individual facility based functional exercise every 2 years; or
(B) If the hospice experiences a natural or man-made emergency that
requires activation of the emergency plan, the hospital is exempt from

90



engaging in its next required full scale community-based exercise or
individual facility-based functional exercise following the onset of the
emergency event.
(i) Conduct an additional exercise every 2 years, opposite the year the full-
scale or functional exercise under paragraph (d)(2)(i) of this section is
conducted, that may include, but is not limited to the following:
(A) A second full-scale exercise that is community-based or a facility
based functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by a facilitator and
includes a group discussion using a narrated, clinically-relevant
emergency scenario, and a set of problem statements, directed
messages, or prepared questions designed to challenge an emergency
plan.

(3) Testing for hospices that provide inpatient care directly. The hospice must
conduct exercises to test the emergency plan twice per year. The hospice must do
the following:
(i) Participate in an annual full-scale exercise that is community-based; or
(A) When a community-based exercise is not accessible, conduct an
annual individual facility-based functional exercise; or
(B) If the hospice experiences a natural or man-made emergency that
requires activation of the emergency plan, the hospice is exempt from
engaging in its next required full-scale community based or facility-
based functional exercise following the onset of the emergency event.
(i) Conduct an additional annual exercise that may include, but is not
limited to the following:
(A) A second full-scale exercise that is community-based or a facility
based functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop led by a facilitator that includes
a group discussion using a narrated, clinically-relevant emergency
scenario, and a set of problem statements, directed messages, or
prepared questions designed to challenge an emergency plan.
(iii) Analyze the hospice’s response to and maintain documentation of all
drills, tabletop exercises, and emergency events and revise the hospice's
emergency plan, as needed.

*[For PRFTSs at §441.184(d), Hospitals at 8482.15(d), CAHs at 8485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must conduct exercises to test the

emergency plan twice per year. The [PRTF, Hospital, CAH] must do the following:

(i) Participate in an annual full-scale exercise that is community-based; or

(A) When a community-based exercise is not accessible, conduct an
annual individual, facility-based functional exercise; or
(B) If the [PRTF, Hospital, CAH] experiences an actual natural or
man-made emergency that requires activation of the emergency plan,
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the [facility] is exempt from engaging in its next required full-scale
community based or individual, facility-based functional exercise
following the onset of the emergency event.
(if) Conduct an [additional] annual exercise or and that may include, but is
not limited to the following:
(A) A second full-scale exercise that is community-based or
individual, a facility-based functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by a facilitator and
includes a group discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem statements, directed
messages, or prepared questions designed to challenge an emergency
plan.
(iii) Analyze the [facility’s] response to and maintain documentation of all
drills, tabletop exercises, and emergency events and revise the [facility’s] emergency
plan, as needed.

*[For PACE at 8460.84(d):]
(2) Testing. The PACE organization must conduct exercises to test the emergency
plan at least annually. The PACE organization must do the following:

(i) Participate in an annual full-scale exercise that is community-based; or

(A) When a community-based exercise is not accessible, conduct an
annual individual, facility-based functional exercise; or

(B) If the PACE experiences an actual natural or man-made
emergency that requires activation of the emergency plan, the PACE
is exempt from engaging in its next required full-scale community
based or individual, facility-based functional exercise following the
onset of the emergency event.

(if) Conduct an additional exercise every 2 years opposite the year the full-
scale or functional exercise under paragraph (d)(2)(i) of this section is conducted
that may include, but is not limited to the following:

(A) A second full-scale exercise that is community-based or
individual, a facility based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by a facilitator and
includes a group discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem statements, directed
messages, or prepared questions designed to challenge an emergency
plan.

(iii) Analyze the PACE’s response to and maintain documentation of all

drills, tabletop exercises, and emergency events and revise the PACE’s

emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]
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(2) The [LTC facility] must conduct exercises to test the emergency plan at least
twice per year, including unannounced staff drills using the emergency procedures.
The [LTC facility, ICF/11D] must do the following:
(i) Participate in an annual full-scale exercise that is community-based; or
(A) When a community-based exercise is not accessible, conduct an
annual individual, facility-based functional exercise.
(B) If the [LTC facility] facility experiences an actual natural or man-
made emergency that requires activation of the emergency plan, the
LTC facility is exempt from engaging its next required a full-scale
community-based or individual, facility-based functional exercise
following the onset of the emergency event.
(i) Conduct an additional annual exercise that may include, but is not
limited to the following:
(A) A second full-scale exercise that is community-based or an
individual, facility based functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by a facilitator
includes a group discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem statements, directed
messages, or prepared questions designed to challenge an emergency
plan.
(iii) Analyze the [LTC facility] facility’s response to and maintain
documentation of all drills, tabletop exercises, and emergency events, and
revise the [LTC facility] facility's emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]:
(2) Testing. The ICK/11D must conduct exercises to test the emergency plan at least
twice per year. The ICF/11D must do the following:
(i) Participate in an annual full-scale exercise that is community-based; or
(A) When a community-based exercise is not accessible, conduct an
annual individual, facility-based functional exercise; or.
(B) If the ICF/IID experiences an actual natural or man-made
emergency that requires activation of the emergency plan, the
ICF/1ID is exempt from engaging in its next required full-scale
community-based or individual, facility-based functional exercise
following the onset of the emergency event.
(if) Conduct an additional annual exercise that may include, but is not
limited to the following:
(A) A second full-scale exercise that is community-based or an
individual, facility-based functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by a facilitator and
includes a group discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem statements, directed
messages, or prepared questions designed to challenge an emergency
plan.
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(iii) Analyze the ICF/11D’s response to and maintain documentation of all
drills, tabletop exercises, and emergency events, and revise the ICF/11D’s
emergency plan, as needed.

*[For HHAs at 8484.102]
(d)(2) Testing. The HHA must conduct exercises to test the emergency plan at
least annually. The HHA must do the following:
(i) Participate in a full-scale exercise that is community-based; or
(A) When a community-based exercise is not accessible, conduct an
annual individual, facility-based functional exercise every 2 years; or.
(B) If the HHA experiences an actual natural or man-made emergency
that requires activation of the emergency plan, the HHA is exempt from
engaging in its next required full-scale community-based or individual,
facility based functional exercise following the onset of the emergency
event.
(i1) Conduct an additional exercise every 2 years, opposite the year the full-scale
or functional exercise under paragraph (d)(2)(i) of this section is conducted,
that may include, but is not limited to the following:
(A) A second full-scale exercise that is community-based or an
individual, facility-based functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by a facilitator and
includes a group discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem statements, directed messages,
or prepared questions designed to challenge an emergency plan.
(iii) Analyze the HHA’s response to and maintain documentation of all drills,
tabletop exercises, and emergency events, and revise the HHA’s emergency
plan, as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct exercises to test the emergency plan. The

OPO must do the following:
(i) Conduct a paper-based, tabletop exercise or workshop at least annually. A
tabletop exercise is led by a facilitator and includes a group discussion, using
a narrated, clinically relevant emergency scenario, and a set of problem
statements, directed messages, or prepared questions designed to challenge
an emergency plan. If the OPO experiences an actual natural or man-made
emergency that requires activation of the emergency plan, the OPO is
exempt from engaging in its next required testing exercise following the onset
of the emergency event.
(if) Analyze the OPO’s response to and maintain documentation of all
tabletop exercises, and emergency events, and revise the [RNHCI’s and
OPOQO’s] emergency plan, as needed.

*[ RNCHIs at §403.748]:
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(d)(2) Testing. The RNHCI must conduct exercises to test the emergency plan. The
RNHCI must do the following:
(i) Conduct a paper-based, tabletop exercise at least annually. A tabletop
exercise is a group discussion led by a facilitator, using a narrated, clinically-
relevant emergency scenario, and a set of problem statements, directed
messages, or prepared questions designed to challenge an emergency plan.
(ii) Analyze the RNHCI's response to and maintain documentation of all
tabletop exercises, and emergency events, and revise the RNHCI's emergency
plan, as needed.

Interpretive Guidelines applies to: §403.748(d)(2), §416.54(d)(2), §418.113(d)(2),
8441.184(d)(2), §460.84(d)(2), 8482.15(d)(2), §483.73(d)(2), §483.475(d)(2),
8484.102(d)(2), 8485.68(d)(2), §485.625(d)(2), §485.727(d)(2), 8485.920(d)(2),
8486.360(d)(2)8491.12(d)(2), §494.62(d)(2)

NOTE: This does not apply to Transplant Programs.

Variability in Requirements

For inpatient providers (inpatient hospice facilities, PRTFs, hospitals, LTC facilities*,
ICFs/11D, and CAHSs): The types of acceptable testing exercises are expanded. Inpatient
providers can choose one of the two annually required testing exercises to be an exercise
of their choice, which may include one community-based full-scale exercise (if available),
an individual facility-based functional exercise, a mock disaster drill, or a tabletop
exercise or workshop that includes a group discussion led by a facilitator.

*NOTE: For LTC facilities, while the types of acceptable testing exercises was
expanded, LTC facilities must continue to conduct their exercises on an annual basis.
Facilities must conduct exercises to test the emergency plan, which for LTC facilities also
includes unannounced staff drills using the emergency procedures

For outpatient providers (ASCs, freestanding/home-based hospice, PACE, HHAs,
COREFs, Organizations (which include Clinics, Rehabilitation Agencies, and Public
Health Agencies as Providers of Outpatient Physical Therapy and Speech-Language
Pathology Services), CMHCs, OPOs, RHCs, FQHCs, and ESRD facilities): Facilities are
required to only conduct one testing exercise on an annual basis, which may be either
one community-based full-scale exercise, if available, or an individual facility-based
functional exercise. The opposite years (every other year opposite of the full-scale
exercises), these providers may choose the testing exercise of their choice, which can
include either another full-scale, individual facility-based, a mock disaster drill (using
mock patients), tabletop exercise or workshop which includes a facilitator.

For OPOs and RNCHls, these providers must at a minimum conduct either a paper-

based, tabletop exercise or workshop every year, however can elect to also participate in
full-scale, individual facility-based exercise.
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Understanding Exercises and Terminology

Similar to the training expectations outlined under E-0037 or (d)(1), such as hospitals at
482.15(d)(1), a facility’s testing exercises require they be based on the individual
facility’s risk assessment, policies and procedures, and communication plan and support
the patient population it serves. Testing exercises should vary, based on the facility’s
requirements, by cycles and frequency of testing. The intent is that testing exercise
provide a comprehensive testing and training for staff, volunteers, and individuals
providing services under arrangement as well community partners. Testing exercises
must be based on the facility’s identified hazards, to include natural or man-made
disasters. This should include EID outbreaks.

Facilities are expected to test their response to emergency events as outlined within their
comprehensive emergency preparedness program. Testing exercises should not test the
same scenario year after year or the same response processes. The intent is to identify
gaps in the facility’s emergency program as it relates to responding to various
emergencies and ensure staff are knowledgeable on the facility’s program. In the event
gaps are identified, facilities should update their emergency programs as outlined within
the requirements for After-Action Report (AAR).

Full-Scale and Community Based Exercises

As the term full-scale exercise may vary by sector, facilities are not required to conduct a
full-scale exercise as defined by FEMA or DHS’s Homeland Security Exercise and
Evaluation Program (HSEEP). For the purposes of this requirement, a full scale exercise
is defined and accepted as any operations-based exercise (drill, functional, or full-scale
exercise) that assesses a facility’s functional capabilities by simulating a response to an
emergency that would impact the facility’s operations and their given community. Full-
scale exercises in the industry setting are large exercises in which multiple agencies
participate and may only be available every three to five years; while functional
exercises are similar in nature, but may not involve as many participants and in which
each agency can choose its priorities to test within the confines of the exercise.
Therefore, full-scale can include what is known as a ““functional’ exercise or drill in the
industry and according to HSEEP. A full-scale exercise is also an operations-based
exercise that typically involves multiple agencies, jurisdictions, and disciplines
performing functional or operational elements. There is also definition for “community”
as it is subject to variation based on geographic setting, (e.g. rural, suburban, urban, etc.),
state and local agency roles and responsibilities, types of providers in a given area in
addition to other factors. In doing so, facilities have the flexibility to participate in and
conduct exercises that more realistically reflect the risks and composition of their
communities. Facilities are expected to consider their physical location, agency and other
facility responsibilities and needs of the community when planning or participating in
their exercises. The term could, however, mean entities within a state or multi-state
region.
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In many areas of the country, State and local agencies (emergency management agencies
and health departments) and some regional entities, such as healthcare coalitions may
conduct an annual full-scale, community-based exercise in an effort to more broadly
assess community-wide emergency planning, potential gaps, and the integration of
response capabilities in an emergency. Facilities should actively engage these entities to
identify potential opportunities, as appropriate, as they offer the facility the opportunity to
not only assess their emergency plan but also better understand how they can contribute
to, coordinate with, and integrate into the broader community’s response during an
emergency. They also provide a collective forum for assessing their communications
plans to ensure they have the appropriate contacts and understand how best to engage and
communicate with their state and local public health and emergency management
agencies and other relevant partners, such as a local healthcare coalition, during an
emergency.

Facilities are expected to contact their local and state agencies and healthcare coalitions,
where appropriate, to determine if an opportunity exists and determine if their
participation would fulfill this requirement. It is also important to note that agencies and
or healthcare coalitions conducting these exercises will not have the resources to fulfill
individual facility requirements and thus will only serve as a conduit for broader
community engagement and coordination prior to, during and after the full-scale
community-based exercise. Facilities are responsible for resourcing their participation
and ensuring that all requisite documentation is developed and available to demonstrate
their compliance with this requirement.

Facilities are encouraged to engage with their area Health Care Coalitions (HCC)
(partnerships between healthcare, public health, EMS, and emergency management) to
explore integrated opportunities. Health Care Coalitions (HCCs) are groups of individual
health care and response organizations who collaborate to ensure each member has what
it needs to respond to emergencies and planned events. HCCs plan and conduct
coordinated exercises to assess the health care delivery systems readiness. There is value
in participating in HCCs for participating in strategic planning, information sharing and
resource coordination. HCC’s do not coordinate individual facility exercises, but rather
serve as a conduit to provide an opportunity for other provider types to participate in an
exercise. HCCs should communicate exercise plans with local and state emergency
preparedness agencies and HCCs will benefit the entire community’s preparedness. In
addition, CMS does not regulate state and local government disaster planning agencies.
It is the sole responsibility of the facility to be in compliance.

Facilities which determine that a full-scale community-based exercise will be planned for
the facility’s exercise requirement must also ensure that the exercise scenario developed
is identified within the facility’s risk assessment. While generally local and state
emergency officials plan emergency exercises which could occur within the geographic
location or community, facilities must ensure that participation in the exercise would
adequately test the facility’s emergency program (specifically its policies and procedures
and communication plan). For instance, in the event the local or state full-scale exercise
is testing the response to a major multiple car accident requiring airlift transfers of
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patients, a LTC facility or ESRD facility may not be impacted by this type of disaster or
require activation of its emergency program, therefore the exercise may not be as
appropriate. In this case, the facility could document that the scenario offered in this full-
scale community based exercise and that the facility conducted an individual facility-
based exercise to test its emergency program instead. However, if the state or local
exercise is testing an EID outbreak, all facilities in the community may be impacted,
therefore participation would be strongly recommended.

The intent behind full-scale and community based exercises is to ensure the facility’s
emergency program and response capabilities complement the local and state emergency
plans and support an integrated response while protecting the health and safety of
patients.

Individual Facility-Based Exercises

Facilities that are not able to identify a full-scale community-based exercise, can instead
fulfill this part of their requirement by either conducting an individual facility-based
exercise, documenting an emergency that required them to fully activate their emergency
plan, or by conducting a smaller community-based exercise with other nearby facilities.
Facilities that elect to develop a small community-based exercise have the opportunity to
not only assess their own emergency preparedness plans but also better understand the
whole community’s needs, identify critical interdependencies and or gaps and potentially
minimize the financial impact of this requirement. For example, a LTC facility, a
hospital, an ESRD facility, and a home health agency, all within a given area, could
conduct a small community-based exercise to assess their individual facility plans and
identify interdependencies that may impact facility evacuations and or address potential
surge scenarios due to a prolonged disruption in dialysis and home health care services.
Those that elect to conduct a community-based exercise should make an effort to contact
their local/state emergency officials and healthcare coalitions, where appropriate, and
offer them the opportunity to attend as they can provide valuable insight into the broader
emergency planning and response activities in their given area. Community partners are
considered any emergency management officials (fire, police, emergency medical
services, etc.) for full-scale and community-based exercises, however can also mean
community partners that assist in an emergency, such as surrounding providers and
suppliers.

Participation

While the regulations do not specify a minimum number of staff, or the roles of staff in
the exercises, it is strongly encouraged that facility leadership and department heads
participate in exercises. If an exercise is conducted at the individual facility-based level
and is testing a particular clinical area, staff who work in this clinical area should
participate in the exercise for a clear understanding of their roles and responsibilities.
Additionally, facilities can review which members of staff participated in the previous
exercise, and include those who did not participate in the subsequent exercises to ensure
all staff members have an opportunity to participate and gain insight and knowledge.
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Facilities can use a sign-in roster for the exercise to substantiate staff participation. A
sufficient number of staff should participate in the exercise to test the scenario and
thoroughly assess the risk, policy, procedure, or plan being tested.

Facilities that conduct an individual facility-based exercise will need to demonstrate how
it addresses any risk(s) identified in its risk assessment. For example, an inpatient facility
might test their policies and procedures for a flood that may require the evacuation of
patients to an external site or to an internal safe “shelter-in-place” location (e.g. foyer,
cafeteria, etc.) and include requirements for patients with access and functional needs and
potential dependencies on life-saving electricity-dependent medical equipment. An
outpatient facility, such as a home health provider, might test its policies and procedures
for a flood that may require it to rapidly locate its on-duty staff, assess the acuity of its
patients to determine those that may be able to shelter-in-place or require hospital
admission, communicate potential evacuation needs to local agencies, and provide
medical information to support the patient’s continuity of care. If the facility uses fire
drills based on their risk assessment (e.g. wild fires) as a full-scale community based
exercise in one given year (which is also a requirement for some providers/suppliers
under Life Safety Code), the facility is encouraged to choose in the following year a
different hazard in their risk assessment to conduct an exercise in order to ensure
variability in the training and testing program. The intent of the requirements under the
emergency preparedness condition for participation/condition for coverage, or
requirement for LTC, is to test the facility’s ability to respond to any emergency outlined
within their risk assessment. The purpose of testing the facility’s emergency program is to
identify gaps in response which could result in adverse events for patients and staff and
to adjust plans, policies and procedures to ensure patient and staff safety is maintained
regardless of the type of emergency which occurs.

Table-Top Exercise and Workshops

Facilities are also required to conduct an “exercise of choice” or, for some, only conduct
a table-top exercise (TTX) or workshop. Please refer back to the definition section above.
TTX’s or workshops are expected to be group discussions led by a facilitator. We are not
defining whether or not the facilitator must be a staff member or contracted service.
Some facilities may find that a specific department lead may be best suited dependent on
the scenario being tested, while other facilities may find an outside facilitator may be
more appropriate to facilitate.

The intent behind TTX’s or workshops is to test an exercise based on the facility’s risk
assessment. Some facilities may find it prudent to conduct a TTX or workshop prior to a
full-scale or individual-facility based exercise in order to identify potential gaps or
challenges and then update the policies and procedures accordingly to resolve the
potential issue. This would allow for facilities to test their adjustments during a full-scale
or individual facility-based exercise to determine if the corrective action was
appropriate.

After-Action Reviews
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Each facility is responsible for documenting their compliance and ensuring that this
information is available for review at any time for a period of no less than three (3) years.
Facilities should also document the lessons learned following their tabletop and full-scale
exercises and real-life emergencies and demonstrate that they have incorporated any
necessary improvements in their emergency preparedness program. Facilities may
complete an after action review process to help them develop an actionable after action
report (AAR). The process includes a roundtable discussion that includes leadership,
department leads and critical staff who can identify and document lessons learned and
necessary improvements in an official AAR. The AAR, at a minimum, should determine
1) what was supposed to happen; 2) what occurred; 3) what went well; 4) what the
facility can do differently or improve upon; and 5) a plan with timelines for incorporating
necessary improvement. Lastly, facilities that are a part of a healthcare system, can elect
to participate in their system’s integrated and unified emergency preparedness program
and exercises. However, those that do will still be responsible for documenting and
demonstrating their individual facility’s compliance with the exercise and training
requirements.

Exemption based on Actual Emergency

Finally, an actual emergency event or response of sufficient magnitude that requires
activation of the relevant emergency plans meets the full-scale exercise requirement and
exempts the facility for engaging in their next required community-based full-scale
exercise or individual, facility-based exercise for following the actual event; and facilities
must be able to demonstrate this through written documentation. With the changed
requirements as a result of the 2019 Burden Reduction final rule (81 FR 63859) for
outpatient providers required to conduct full-scale exercises only every other year,
opposite of their exercises of choice, these facilities are exempt from their next required
full-scale or individual facility-based exercise. For inpatient providers, the full-scale
exercise would be annually. The intent is to ensure that facilities conduct at least one
exercise per year.

For example, in the event an outpatient provider conducts a required full-scale
community based exercise in January 2019, and completed the optional exercise of its
choice in January 2020, and experiences an actual emergency in March 2020, the
outpatient provider is exempt from next required full-scale community based or
individual facility based exercise in January 2021. If the outpatient provider conducts a
required full-scale community based exercise in January 2020, and has the optional
exercise of its choice scheduled for January 2021, and experiences an actual emergency
in March 2020, the outpatient provider is exempt from next required full-scale
community based or individual facility based exercise in January 2022, but must still
conduct the required exercise of choice in January 2021. The exemption is based on the
facility’s required full-scale exercise, not the exercise of choice, therefore the exemption
may not be applicable until two years following the activation of the emergency plan,
dependent on the cycle the facility has determined and the actual emergency event.
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For inpatient providers, the exemption would apply for the next required full-scale
exercise as well, however, it may be the same year or following year, as inpatient
providers are required to perform two exercises per year. If an inpatient provider
completed the full-scale exercise in January 2020 and is scheduled to conduct an
exercise of choice in November 2020, but experiences an actual emergency in March
2020 which required activation of its emergency plan, the inpatient provider is exempt
from the next required full-scale exercise in January 2021, but must complete the
exercise of choice. If the inpatient provider conducted an exercise of choice prior to the
actual emergency and had a full-scale exercise scheduled for November 2020, then the
inpatient provider would be exempt from that full-scale exercise as it would not be the
exercise of choice.

The exercises of choice, which allow facilities to choose one (e.g., another full-
scale/individual facility based; mock disaster drill; or table top exercises) are not
considered as the required full-scale community based or individual facility based
exercises. Facilities which may have schedule full-scale exercises annually as part of
their licensure or accrediting organizations requirements, would be exempt from their
next required annual full-scale exercise. Facilities which have a full-scale exercise
scheduled as part of their exercise of choice for the opposite years would be exempt from
their next scheduled exercise following an emergency, which would still be July 2021
(using the above example).

Facilities must document that they had activated their emergency program based on an
actual emergency. Documentation may include, but is not limited to: a section 1135
waiver issued to the facility (time limited and event-specific); documentation alerting
staff of the emergency; documentation of facility closures; meeting minutes which
addressed the time and event specific information. The facility must also complete an
after action review and integrated corrective actions into their emergency preparedness
program.

Resources
For additional information and tools, please visit the CMS Quality, Safety & Oversight

Group Emergency Preparedness website at: https://www.cms.gov/Medicare/Provider-
Enrollment-and-Certification/SurveyCertEmergPrep/index.html or ASPR TRACIE.

Survey Procedures

o Ask facility leadership to explain the participation of management and staff during
scheduled exercises.

e Ask to see documentation of the exercises (which may include, but is not limited to,
the exercise plan, the AAR, and any additional documentation used by the facility to
support the exercise). Documentation must demonstrate the facility has conducted the
exercises described in the standard.

e Ask to see the documentation of the facility’s efforts to identify a full-scale
community based exercise if they did not participate in one (i.e. date and personnel
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and agencies contacted and the reasons for the inability to participate in a community
based exercise).

e Request documentation of the facility’s analysis and response and how the facility
updated its emergency program based on this analysis.

NOTE: We recommend facilities to retain, at a minimum, the past 2 cycles (generally 2
years for inpatient providers and 4 years for outpatient providers of emergency testing
exercise documentation. This would allow surveyors to assess compliance on the cycle of
testing required for outpatient providers.

E-0040
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20)

8494.62(d)(3) Condition for Coverage:

Patient orientation: Emergency preparedness patient training. The dialysis facility
must provide appropriate orientation and training to patients, including the areas
specified in paragraph (d)(1) of this section.

Interpretive Guidelines for §494.62(d)(3).

ESRD facilities are required to implement an orientation and training program which
educates patients on the emergency preparedness policies and procedures of the facility,
including the requirements of the ESRD facility’s emergency preparedness training
program under 8494.62(d)(1). For instance, the orientation and training program should
include how patients would be notified of an emergency; what particular procedures they
are expected to follow; communication protocols for contacting the ESRD facility and
identifying an alternate location for their treatment in the event of a facility closure as
well as shelter-in place.

Additionally, patients should be oriented to how they would evacuate the facility (if
required) and the location of potential transfer sites or services. For instance, if an
emergency situation required evacuation during a dialysis treatment, the facility must
train the patient on how to safely disconnect from the machine. Additionally, in this
example, if the patient was disconnected, the patient should be informed that he or she
will be transferred to another facility or hospital to complete the dialysis (if required).

Ultimately, the emergency preparedness orientation and training for patients should
adequately address scenarios which were identified in the ESRD facility’s risk
assessment and address specific actions required for the emergency situation. The
orientation and training program is intended to ensure patients are informed, ready to
assist themselves, and are aware of the facility procedures and resources (e.g. KCER) that
can provide up to date information during and after an emergency.

Survey Procedures
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e Verify the ESRD facility has implemented their policies and procedures and are
actively providing orientation and training of all their patients for the emergency
preparedness program.

e Interview a patient and ask them to describe their orientation to the facility in terms of
emergency protocols and procedures.

E-0041
(Rev.)

8482.15(e) Condition for Participation:

(e) Emergency and standby power systems. The hospital must implement
emergency and standby power systems based on the emergency plan set forth in
paragraph (a) of this section and in the policies and procedures plan set forth in
paragraphs (b)(1)(i) and (ii) of this section.

8483.73(e), 8485.625(e)

(e) Emergency and standby power systems. The [LTC facility and the CAH] must
implement emergency and standby power systems based on the emergency plan set
forth in paragraph (a) of this section.

8482.15(e)(1), 8483.73(e)(1), §485.625(e)(1)

Emergency generator location. The generator must be located in accordance with
the location requirements found in the Health Care Facilities Code (NFPA 99 and
Tentative Interim Amendments TIA 12-2, TIA 12-3, TIA 12-4, TIA 12-5, and TIA
12-6), Life Safety Code (NFPA 101 and Tentative Interim Amendments TIA 12-1,
TIA 12-2, TIA 12-3, and TIA 12-4), and NFPA 110, when a new structure is built
or when an existing structure or building is renovated.

482.15(e)(2), §8483.73(e)(2), 8485.625(e)(2)

Emergency generator inspection and testing. The [hospital, CAH and LTC facility]
must implement the emergency power system inspection, testing, and [maintenance]
requirements found in the Health Care Facilities Code, NFPA 110, and Life Safety
Code.

482.15(e)(3), §8483.73(e)(3), §485.625(¢)(3)

Emergency generator fuel. [Hospitals, CAHs and LTC facilities] that maintain an
onsite fuel source to power emergency generators must have a plan for how it will
keep emergency power systems operational during the emergency, unless it
evacuates.

*[For hospitals at §482.15(h), LTC at 8483.73(g), and CAHs §485.625(9):]

The standards incorporated by reference in this section are approved for
incorporation by reference by the Director of the Office of the Federal Register in
accordance with 5 U.S.C. 552(a) and 1 CFR part 51. You may obtain the material
from the sources listed below. You may inspect a copy at the CMS Information
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Resource Center, 7500 Security Boulevard, Baltimore, MD or at the National
Archives and Records Administration (NARA). For information on the availability
of this material at NARA, call 202-741-6030, or go to:
http://www.archives.qov/federal register/code of federal requlations/ibr_locations.
html.
If any changes in this edition of the Code are incorporated by reference, CMS will
publish a document in the Federal Register to announce the changes.
(1) National Fire Protection Association, 1 Batterymarch Park,
Quincy, MA 02169, www.nfpa.org, 1.617.770.3000.
(i) NFPA 99, Health Care Facilities Code, 2012 edition, issued August 11,
2011.
(if) Technical interim amendment (T1A) 12-2 to NFPA 99, issued August 11,
2011.
(i) TIA 12-3 to NFPA 99, issued August 9, 2012.
(iv) TIA 12-4 to NFPA 99, issued March 7, 2013.
(v) TIA 12-5 to NFPA 99, issued August 1, 2013.
(vi) TIA 12-6 to NFPA 99, issued March 3, 2014.
(vii) NFPA 101, Life Safety Code, 2012 edition, issued August 11, 2011.
(viii) TIA 12-1 to NFPA 101, issued August 11, 2011.
(ix) TIA 12-2 to NFPA 101, issued October 30, 2012.
(x) TIA 12-3 to NFPA 101, issued October 22, 2013.
(xi) TIA 12-4 to NFPA 101, issued October 22, 2013.
(xiii) NFPA 110, Standard for Emergency and Standby Power Systems, 2010
edition, including TI1As to chapter 7, issued August 6, 20009.

Interpretive Guidelines applies to: 482.15(e), 8485.625(e), 8483.73(e).

NOTE: For CAHs under 8485.625(e)(2) “maintenance” is not included in the
regulatory language.

NOTE: Hospitals, CAHs and LTC facilities are required to base their emergency power
and stand-by systems on their emergency plans and risk assessments, and including the
policies and procedures for hospitals. The determination of the appropriate alternate
energy source should be made through the development of the facility’s risk assessment
and emergency plan. If these facilities determine that a permanent generator is not
required to meet the emergency power and stand-by systems requirements for this
emergency preparedness regulation, then 88482.15(e)(1) and (2), §483.73(e)(1) and (2),
8485.625(e)(1) and (2), would not apply. However, these facility types must continue
to meet the existing emergency power provisions and requirements for their
provider/supplier types under physical environment CoPs or any existing LSC
guidance.

Emergency and standby power systems

CMS requires Hospitals, CAHs and LTC facilities to comply with the 2012 edition of the
National Fire Protection Association (NFPA) 101 — Life Safety Code (LSC) and the 2012
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edition of the NFPA 99 — Health Care Facilities Code in accordance with the Final Rule
(CMS-3277-F). NFPA 99 requires Hospitals, CAHs and certain LTC facilities to install,
maintain, inspect and test an Essential Electric System (EES) in areas of a building where
the failure of equipment or systems is likely to cause the injury or death of patients or
caregivers. An EES is a system which includes an alternate source of power, distribution
system, and associated equipment that is designed to ensure continuity of electricity to
elected areas and functions during the interruption of normal electrical service. The EES
alternate source of power for these facility types is typically a generator. (NOTE: LTC
facilities are also expected to meet the requirements under Life Safety Code and NFPA
99 as outlined within the LTC Appendix of the SOM). In addition, NFPA 99 identifies
the 2010 edition of NFPA 110 — Standard for Emergency and Standby Power Systems as
a mandatory reference, which addresses the performance requirements for emergency and
standby power systems and includes installation, maintenance, operation, and testing
requirements.

NFPA 99 contains emergency power requirements for emergency lighting, fire detection
systems, extinguishing systems, and alarm systems. But, NFPA 99 does not specify
emergency power requirements for maintaining supplies, and facility temperature
requirements are limited to heating equipment for operating, delivery, labor, recovery,
intensive care, coronary care, nurseries, infection/isolation rooms, emergency treatment
spaces, and general patient/resident rooms. In addition, NFPA 99 does not require
heating in general patient rooms during the disruption of normal power where the outside
design temperature is higher than 20 degrees Fahrenheit or where a selected room(s) is
provided for the needs of all patients (where patients would be internally relocated), then
only that room(s) needs to be heated. Therefore, EES in Hospitals, CAHs and LTC
facilities should include consideration for design to accommodate any additional
electrical loads the facility determines to be necessary to meet all subsistence needs
required by emergency preparedness plans, policies and procedures, unless the facility’s
emergency plans, policies and procedures required under paragraph (a) and paragraph
(b)(1)(i) and (ii) of this section determine that the hospital, CAH or LTC facility will
relocate patients internally or evacuate in the event of an emergency. Facilities may plan
to evacuate all patients, or choose to relocate internally only patients located in certain
locations of the facility based on the ability to meet emergency power requirements in
certain locations. For example, a hospital that has the ability to maintain temperature
requirements in 50 percent of the inpatient locations during a power outage, may develop
an emergency plan that includes bringing in alternate power, heating and/or cooling
capabilities, and the partial relocation or evacuation of patients during a power outage
instead of installing additional power sources to maintain temperatures in all inpatient
locations. Or a LTC facility may decide to relocate residents to a part of the facility, such
as a dining or activities room, where the facility can maintain the proper temperature
requirements rather than the maintaining temperature within the entire facility. It is up to
each facility to make emergency power system decisions based on its risk assessment and
emergency plan.

If a Hospital, CAH or LTC facility determines that the use of a portable and mobile
generator would be the best way to accommodate for additional electrical loads necessary
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to meet subsistence needs required by emergency preparedness plans, policies and
procedures, then NFPA requirements on emergency and standby power systems such as
generator installation, location, inspection and testing, and fuel would not be applicable
to the portable generator and associated distribution system, except for NFPA 70 -
National Electrical Code. (See E-0015 for Interpretive Guidance on portable generators.)

Emergency generator location

NFPA 110 contains minimum requirements and considerations for the installation and
environmental conditions that may have an effect on Emergency Power Supply System
(EPSS) equipment, including, building type, classification of occupancy, hazard of
contents, and geographic location. NFPA 110 requires that EPSS equipment, including
generators, to be designed and located to minimize damage (e.g., flooding). The NFPA
110 generator location requirements apply to EPSS (e.g. generators) that are permanently
attached and do not apply to portable and mobile generators used to provide or
supplement emergency power to Hospitals, CAHs and LTC facilities. (See E-0015 for
Interpretive Guidance on portable generators.)

Under emergency preparedness, the regulations require that the generator and its
associated equipment be located in accordance with the LSC, NFPA 99, and NFPA 110
when a new structure is built or an existing structure or building is renovated. Therefore,
new structures or building renovations that occur after November 15, 2016, (the effective
date of the Emergency Preparedness Final Rule) must be in compliance with NFPA 110
generator location requirements to be determined as being in compliance with the
Emergency Preparedness regulations.

Emergency generator inspection and testing

NFPA 110 contains routine maintenance and operational testing requirements for
emergency and standby power systems, including generators. Emergency generators
required by NFPA 99 and the Emergency Preparedness Final Rule must be maintained
and tested in accordance with NFPA 110 requirements, which are based on manufacturer
recommendations, instruction manuals, and the minimum requirements of NFPA 110,
Chapter 8.

Emergency generator fuel

NFPA 110 permits fuel sources for generators to be liquid petroleum products (e.g., gas,
diesel), liquefied petroleum gas (e.g., propane) and natural or synthetic gas (e.g., natural
gas). Generators required by NFPA 99 are designated by Class, which defines the
minimum time, in hours, that an EES is designed to operate at its rated load without
having to be refueled. Generators required by NFPA 99 for Hospitals, CAHs and LTC
facilities are designated Class X, which defines the minimum run time as being “other
time, in hours, as required by application, code or user.” The 2010 edition of NFPA 110
also requires that generator installations in locations where the probability of interruption
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of off-site (e.g., natural gas) fuel supplies is high to maintain onsite storage of an alternate
fuel source sufficient to allow full output of the ESS for the specified class.

The Emergency Preparedness Final Rule requires Hospitals, CAHs and LTC facilities
that maintain onsite fuel sources (e.g., gas, diesel, propane) to have a plan to keep the
EES operational for the duration of emergencies as defined by the facilities emergency
plan, policy and procedures, unless it evacuates. This would include maintaining fuel
onsite to maintain generator operation or it could include making arrangements for fuel
delivery for an emergency event. If fuel is to be delivered during an emergency event,
planning should consider limitations and delays that may impact fuel delivery during an
event. In addition, planning should ensure that arranged fuel supply sources will not be
limited by other community demands during the same emergency event. In instances
when a facility maintains onsite fuel sources and plans to evacuate during an emergency,
a sufficient amount of onsite fuel should be maintained to keep the EES operational until
such time the building is evacuated.

For information regarding permanently installed generators, please refer to applicable
NFPA Codes and Standards as discussed under Tag E-0015. In the event a health
surveyor is unclear whether the facility is complying with these requirements, the health
surveyor must consult with their LSC surveyors. Generally, tag E-0041 should be
reviewed by a LSC surveyor.

Survey Procedures

e Verify that the hospital, CAH and LTC facility has the required emergency and
standby power systems to meet the requirements of the facility’s emergency plan and
corresponding policies and procedures

e Review the emergency plan for “shelter in place” and evacuation plans. Based on
those plans, does the facility have emergency power systems or plans in place to
maintain safe operations while sheltering in place?

e For hospitals, CAHs and LTC facilities which are under construction or have existing
buildings being renovated, verify the facility has a written plan to relocate the EPSS
by the time construction is completed

For hospitals, CAHs and LTC facilities with permanently attached generators:

e For new construction that takes place between November 15, 2016 and is completed
by November 15, 2017, verify the generator is located and installed in accordance
with NFPA 110 and NFPA 99 when a new structure is built or when an existing
structure or building is renovated. The applicability of both NFPA 110 and NFPA 99
addresses only new, altered, renovated or modified generator locations.

e Verify that the hospitals, CAHs and LTC facilities with an onsite fuel source
maintains it in accordance with NFPA 110 for their generator, and have a plan for
how to keep the generator operational during an emergency, unless they plan to
evacuate.
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E-0042
(Rev.)

§416.54(¢), §418.113(e), §441.184(e), §460.84(e), §482.15(f), §483.73(), §483.475(e),
§484.102(e), §485.68(e), §485.625(f), §485.727(¢), §485.920(e), §486.360(f),
§491.12(e), §494.62(e).

(e) [or (f)]Integrated healthcare systems. If a [facility] is part of a healthcare system
consisting of multiple separately certified healthcare facilities that elects to have a
unified and integrated emergency preparedness program, the [facility] may choose
to participate in the healthcare system's coordinated emergency preparedness
program.

If elected, the unified and integrated emergency preparedness program must- [do all
of the following:]

(1) Demonstrate that each separately certified facility within the system actively
participated in the development of the unified and integrated emergency
preparedness program.

(2) Be developed and maintained in a manner that takes into account each
separately certified facility's unique circumstances, patient populations, and services
offered.

(3) Demonstrate that each separately certified facility is capable of actively using
the unified and integrated emergency preparedness program and is in compliance
[with the program].

(4) Include a unified and integrated emergency plan that meets the requirements of
paragraphs (a)(2), (3), and (4) of this section. The unified and integrated emergency
plan must also be based on and include the following:
(i) A documented community-based risk assessment, utilizing an all-hazards
approach.
(i) A documented individual facility-based risk assessment for each
separately certified facility within the health system, utilizing an all-hazards
approach.

(5) Include integrated policies and procedures that meet the requirements set forth
in paragraph (b) of this section, a coordinated communication plan, and training
and testing programs that meet the requirements of paragraphs (c) and (d) of this
section, respectively.

Interpretive Guidelines Applies to: 8482.15(f), 8416.54(e), 8418.113(e), 8441.184(e),

§460.84(¢), §482.78(f), §483.73(f), §483.475(¢), §484.102(e), §485.68(¢), §485.625(f),
§485.727(e), §485.920(¢), §486.360(f), §491.12(e), §494.62(e).
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*[For ASCs at §416.54, PRTFs at §418.113, PACE organizations at 8460.84, ICF/IIDs at
8483.475, HHAs at 8484.102, CORFs at §485.68, Clinics and Rehab facilities at
§485.727, CMHCs at 8485.920, RHCs/FQHCs at §491.12, and ESRD facilities at
8494.62], the requirements for Integrated health systems are cited as substandard (e),
not ().

NOTE: This does not apply to Transplant Programs.

Healthcare systems that include multiple facilities that are each separately certified as a
Medicare-participating provider or supplier have the option of developing a unified and
integrated emergency preparedness program that includes all of the facilities within the
healthcare system instead of each facility developing a separate emergency preparedness
program. If an integrated healthcare system chooses this option, each certified facility in
the system may elect to participate in the system’s unified and integrated emergency
program or develop its own separate emergency preparedness program. It is important to
understand that healthcare systems are not required to develop a unified and integrated
emergency program. Rather it is a permissible option. In addition, the separately
certified facilities within the healthcare system are not required to participate in the
unified and integrated emergency preparedness program. It is simply an option for each
facility. If this option is taken, the healthcare system’s unified emergency preparedness
program should be updated each time a facility enters or leaves the healthcare system’s
program.

If a healthcare system elects to have a unified emergency preparedness program, the
integrated program must demonstrate that each separately certified facility within the
system that elected to participate in the system’s integrated program actively participated
in the development of the program. Therefore, each facility should designate personnel
who will collaborate with the healthcare system to develop the plan. The unified and
integrated plan should include documentation that verifies each facility participated in the
development of the plan. This could include the names of personnel at each facility who
assisted in the development of the plan and the minutes from planning meetings. All
components of the emergency preparedness program that are required to be reviewed and
updated at least every 2 years (annually for LTC facilities) must include all participating
facilities. Again, each facility must be able to prove that it was involved in the annual
reviews and updates of the program. The healthcare system and each facility must
document each facility’s active involvement with the reviews and updates, as applicable.

A unified program must be developed and maintained in a manner that takes into account
the unique circumstances, patient populations, and services offered at each facility
participating in the integrated program. For example, for a unified plan covering both a
hospital and a LTC facility, the emergency plan must account for the residents in the LTC
facility as well as those patients within a hospital, while taking into consideration the
difference in services that are provided at a LTC facility and a hospital. The unique
circumstances that should be addressed at each facility would include anything that
would impact operations during an emergency, such as the location of the facility,
resources such as the availability of staffing, medical supplies, subsistence, patients' and
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residents’ varying acuity and mobility at the different types of facilities in a unified
healthcare system, etc.

Each separately certified facility must be capable of demonstrating during a survey that it
can effectively implement the emergency preparedness program and demonstrate
compliance with all emergency preparedness requirements at the individual facility level.
Compliance with the emergency preparedness requirements is the individual
responsibility of each separately certified facility.

The unified emergency preparedness program must include a documented community—
based risk assessment and an individual facility-based risk assessment for each separately
certified facility within the health system, utilizing an all-hazards approach. This is
especially important if the facilities in a healthcare system are located across a large
geographic area with differing weather conditions.

Lastly, the unified program must have a coordinated communication plan and training
and testing program. For example, if the unified emergency program incorporates a
central point of contact at the “system” level who assists in coordination and
communication, such as during an evacuation, each facility must have this information
outlined within its individual plan.

This type of integrated healthcare system emergency program should focus the training
and exercises to ensure communication plans and reporting mechanisms are seamless to
the emergency management officials at state and local levels to avoid potential
miscommunications between the system and the multiple facilities under its control.

The training and testing program in a unified emergency preparedness program must be
developed considering all of the requirements of each facility type. For example, if a
healthcare system includes, hospitals, LTC facilities, ESRD facilities and ASCs, then the
unified training and testing programs must meet all of the specific regulatory
requirements for each of these facility types.

Because of the many different configurations of healthcare systems, from the different
types of facilities in the system, to the varied locations of the facilities, it is not possible
to specify how unified training and testing programs should be developed. There is no
“one size fits all” model that can be prescribed. However, if the system decides to
develop a unified and integrated training and testing program, the training and testing
must be developed based on the community and facility based hazards assessments at
each facility that is participating in the unified emergency preparedness program. Each
facility must maintain individual training records of staff and records of all required
training exercises.

Survey Procedures

e Verify whether or not the facility has opted to be part of its healthcare system’s
unified and integrated emergency preparedness program. Verify that they are by
asking to see documentation of its inclusion in the program.
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e Ask to see documentation that verifies the facility within the system was actively
involved in the development of the unified emergency preparedness program.

e Ask to see documentation that verifies the facility was actively involved in the
reviews of the program requirements and any program updates.

e Ask to see a copy of the entire integrated and unified emergency preparedness
program and all required components (emergency plan, policies and procedures,
communication plan, training and testing program).

e Ask facility leadership to describe how the unified and integrated emergency
preparedness program is updated based on changes within the healthcare system such
as when facilities enter or leave the system.

E-0043
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20)

8482.15(g)

(9) Transplant hospitals. If a hospital has one or more transplant programs (as
defined in § 482.70)—

(1) A representative from each transplant program must be included in the
development and maintenance of the hospital’s emergency preparedness program;
and

(2) The hospital must develop and maintain mutually agreed upon protocols that
address the duties and responsibilities of the hospital, each transplant program, and
the OPO for the DSA where the hospital is situated, unless the hospital has been
granted a waiver to work with another OPO, during an emergency.

Interpretive Guidelines for §482.15(Q).

Hospitals which have transplant programs must include within their emergency planning
and preparedness process one representative, at minimum, from the transplant program.
If a hospital has multiple transplant programs, each center must have at least one
representative who is involved in the development and maintenance of the hospital’s
emergency preparedness process. The hospital must include the transplant program in its
emergency plan’s policies and procedures, communication plans, as well is the training
and testing programs.

The hospital must also collaborate with each OPO in its designated service area (DSA) or
other OPO if the hospital was granted a waiver to develop policies and procedures
(protocols) that address the duties and responsibilities of each entity during an
emergency.

Both the hospital and the transplant program are required to demonstrate during a survey
that they have collaborated in the planning and development of the emergency program.
Both are required to have written documentation of the emergency preparedness plans.
However, the transplant program is not individually responsible for the emergency
preparedness requirements under 8482.15 (see Tag E-005 at §482.78).
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Survey Procedures
e Verify the hospital has written documentation to demonstrate that a representative
of each transplant program participated in the development of the emergency
program.
e Ask to see documentation of emergency protocols that address transplant
protocols that include the hospital, the transplant program and the associated
OPOs.

E-044
(Rev. 169, Issued: 06-09-17, Effective: 06-09-17, Implementation: 06-09-17)

8486.360(e)
(e) Continuity of OPO operations during an emergency. Each OPO must have a
plan to continue operations during an emergency.

(1) The OPO must develop and maintain in the protocols with transplant programs
required under § 486.344(d), mutually agreed upon protocols that address the duties
and responsibilities of the transplant program, the hospital in which the transplant
program is operated, and the OPO during an emergency.

(2) The OPO must have the capability to continue its operation from an alternate
location during an emergency. The OPO could either have:

(i) An agreement with one or more other OPOs to provide essential organ
procurement services to all or a portion of its DSA in the event the OPO cannot
provide those services during an emergency;

(i) If the OPO has more than one location, an alternate location from which the
OPO could conduct its operation; or

(iii) A plan to relocate to another location as part of its emergency plan as required
by paragraph (a) of this section.

Interpretive Guidelines for §486.360(e).

An OPO may choose to relocate to an alternate location within its DSA. For instance, if
a tornado threat or major flooding was anticipated within one area, however there is
another location 20 miles away for the OPO to relocate to, we would anticipate the OPO
would address this within its emergency plan. Additionally, OPOs must develop
mutually-agreed upon protocols that address the duties and responsibilities of the
hospital, transplant programs and OPO during emergencies as previously outlined
(Reference Tags: 0002, 0012, 0014, 0042). Therefore, these three facility types must
work together to develop and maintain policies and programs which address emergency
preparedness.
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Survey Procedures

e Verify that the OPO has mutually-agreed upon protocols with every certified
transplant program it is associated with which includes the duties and responsibilities
of the hospital, transplant program and OPO during emergencies.

e Verify that the OPO has a plan in place to ensure continuity of its operation from an
alternate location during an emergency.
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FACT SHEET

CMS Releases Updated Emergency Preparedness Guidance
Overview

Today, March 26, 2021, the Centers for Medicare & Medicaid Services (CMS) is releasing
revised guidance to surveyors related to the emergency preparedness Medicare-condition. The
Burden Reduction rule (84 FR 51732) released on September 30, 2019, in part, made revisions to
the emergency preparedness requirements to reduce the frequency of certain required activities
and, where appropriate, revised timelines for certain requirements for providers and suppliers.

In general, the regulatory requirement revisions are as follows:

e FEmergency program: Decreasing the requirements for facilities to conduct an annual
review of their emergency program to a biennial review. However, based on industry
feedback, long term care (LTC) facilities will continue to review their emergency
program annually.

o Emergency plan: Eliminating the requirement that the emergency plan include
documentation of efforts to contact local, tribal, regional, state, and federal emergency
preparedness officials and a facility’s participation in collaborative and cooperative
planning efforts.

e Training: Decreasing the training requirement from annually to every two years. Nursing
homes will still be required to provide annual training.

o Testing (for inpatient providers/suppliers).: Increasing the flexibility for the testing
requirement so that one of the two annually-required testing exercises may be an exercise
of the facility’s choice; and

o Testing (for outpatient providers/suppliers): Decreasing the requirement for facilities to
conduct two testing exercises to one testing exercise annually.

Additionally, since CMS had revised Appendix Z in February 2019 to add “emerging infectious
diseases” (EIDs) to the definition of all-hazards approach, we are taking the opportunity to
further expand upon the interpretive guidelines where applicable to include best practices and
planning considerations for preventing and managing EIDs in light of lessons learned during the
onset of the COVID-19 public health emergency (PHE). Several of the expanded guidance
surrounding EIDs is considered recommendations and best practices, not requirements, and
includes the below:

e C(larified expectations surrounding documentation of the emergency program.

¢ Added additional guidance/considerations for EID planning to include personal
protective equipment (PPE).

e Added additional guidance on risk assessment considerations, to include EIDs.

e Included planning considerations for potential patient surges and staffing needs.

e Expanded guidance for surge planning due to natural disasters and EIDs.
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e Included recommendations during PHE’s for facilities to monitor Centers for Disease
Control and Prevention (CDC) and other public health agencies, which may issue event-
specific guidance and recommendations to healthcare workers.

e Added additional planning considerations for hospices during EIDs outbreaks.

e Expanded guidance and added clarifications related to alternate care sites and 1135
Waivers.

e Expanded guidance on the identification and use of best practices related to reporting of
facility needs, the facility’s ability to provide assistance and occupancy reporting.

e Revised guidance related to training and testing program as the Burden Reduction Rule
extensively changed these requirements, especially for outpatient providers.

e Provided clarifications related to testing exercise exemptions when a provider/supplier
experiences an actual emergency event.

Training Resources:

CMS is working on revisions to the current Emergency Preparedness Online Basic Surveyor
Training Course which can be accessed 24/7 by the public, free of charge on the CMS Quality,
Safety and Education Portal.

Additionally in 2017, CMS released training for surveyors and health care professionals related
to infection prevention. This free course also contains a module relevant to EIDs. You may
access the Universal Infection Prevention Training course here:
https://gsep.cms.gov/pubs/CourseMenu.aspx?cid=0CMSUIPC_ONL. While the course does not
incorporate COVID-19 specific information, it does speak to infections with high mortality rates
(Ebola, Flu, C-diff and MRSA), which can be found under module 2.

CMS also refers all provider types to the Assistant Secretary for Preparedness and Response’s
(ASPR’s) Technical Resources Assistance Center & Information Exchange (TRACIE) for
additional resources, how-to guides and tools. ASPR TRACIE is a public resource for all
healthcare preparedness and contains current tools and resources relevant for infectious diseases.
See: https://asprtracie.hhs.gov/infectious-disease.

The revised guidance (Appendix Z) is available at: https:// www.cms.gov/files/document/qso-
21-15-all.pdf



https://qsep.cms.gov/ProvidersAndOthers/publictraining.aspx
https://qsep.cms.gov/ProvidersAndOthers/publictraining.aspx
https://qsep.cms.gov/pubs/CourseMenu.aspx?cid=0CMSUIPC_ONL
https://asprtracie.hhs.gov/infectious-disease
https://www.cms.gov/files/document/qso-21-15-all.pdf
https://www.cms.gov/files/document/qso-21-15-all.pdf

AHCA. NCAL.

AMERICAN HEALTH CARE ASSOCIATION

NATIONAL CENTER FOR ASSISTED LIVING

Shelter In Place:
Planning Resource
Guide for Nursing

Homes

Compiled and Prepared by

AHCA/NCAL Emergency
Preparedness Committee

Jocelyn Montgomery,
hair

eggy Connorton,
taff Liaison

A/NCAL 1201 L St NW
hington, D.C. 20005

Purpose of this Document

When faced with the difficult decision of having to evacua
or stay in the long term care center, many factors need to
be considered. Sheltering in Place (SIP) is the preferred
option, yet implementing this option calls for a complex
chain of decisions and actions that requires these pre-event
activities: Planning, Training, Preparation, Collaboration,
Continual Vigilance, and Communication with Local
Authorities. This guide will provide examples, references,

and comparisons to what a care center has already built

into its existing Emergency Management Program. Use of
these materials is no guarantee that a care center is able t
manage successfully an SIP event.
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Document Purpose and Intent

For the purposes of this resource guide, shelter in place (SIP) is defined as: A protective action strategy
taken to maintain resident care in the facility and to limit the movement of residents, staff and visitors
in order to protect people and property from a hazard.

When a mandatory evacuation order is issued, the choice of the center is made. But in the
absence of a mandatory order but faced with a threat such as flooding, wild fire or prolonged
loss of power, to stay or go is not always clear which is the best course to take for the residents
and the business. While SIP is clearly a first option, it is a complex decision and a strategy that
requires these steps in preparation:

e Planning
e Training
e Preparation
e Collaboration
e Continual Vigilance
e Robust Communication with Local Authorities
The list of possible considerations and exposures includes but is not limited to:

e External/internal risks/threats/exposures for patients, staff, visitors & physical plant
e Likelihood of community and area-wide infrastructure damage
e Availability of evacuation support resources

Disclaimer:

The enclosed documents should be considered as examples, references and comparisons to
what a facility has already built into their existing Emergency Management Program (EMP).
Although the facility has the responsibility to make the decision to SIP it might be overridden by
the local/state/federal authorities.

This document is a resource for preparation purposes only; use of these materials is no
guarantee on the facilities ability to shelter-in-place.

Decision Trees: The purpose of this sampling of decision trees (matrixes) is educational in
nature and is provided to assist care providers to:

e Review current SIP plans

e Review/update risk assessments

e |dentify critical criteria and decision-making factors

e Develop/update SIP plans to address mitigation, preparation, response & recovery

Unless otherwise cited, the materials within are a collective work of the AHCA Emergency
Preparedness Committee 2015.

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) represent more than 12,000 non-profit and
proprietary skilled nursing and post-acute care centers, assisted living communities, and homes for individuals with intellectual and
developmental disabilities. By delivering solutions for quality care, AHCA/NCAL aims to improve the lives of the millions of individuals who
receive care and services in AHCA/NCAL member facilities each day.



Shelter in Place Planning Worksheet

SHELTER IN PLACE
PLANNING TASK

STATUS

(CHECK ONE)

PERSON(S)
RESPONSIBLE

DEADLINE

RESOURCES

Shelter In Place Decision (page

7)

Criteria for making shelter-in
place vs. full or partial
evacuation decision
established

[] not started
[]in progress
[] done

Procedure established for
consulting with local
emergency management re:
shelter-in-place decision

[] not started
[]in progress
[] done

Policy established re: whether
staff families can shelter at
Center

[] not started
[Jin progress
[] done

Emergency Power Plan (page 1

3)

Center has generator adequate
to its specific power needs and
its placement is notin a
potentially problematic
location (i.e., below sea level,
in a basement in the event of a
flood, etc.)

[] not started
[]in progress
[] done

If no generator, Center is
“quick connect” ready

[] not started
[Jin progress
[] done

Center has 4-5 day fuel supply
for generator (page 14)

[] not started
[Jin progress
[] done

Procedures established for
regular checking and
maintenance of generator

[] not started
[Jin progress
[] done

Center has back-up, manual
versions of important medical
equipment

[] not started
[Jin progress
[] done

Center leaders have met with
local emergency management
to discuss power needs of the
facility (page 16)

[] not started
[Jin progress
[] done

Center leaders have met with
power company to discuss
power needs of the facility

[] not started
[Jin progress
[] done

Food and Water Supplies (page 18)

Emergency Food & Water
Supplies reviewed and
updated

[] not started
[Jin progress
[] done

Center increases to 5-7 day
food stockpile for max number
of patients and employees

[] not started
[]in progress
[] done

Center has adequate supply of

[] not started

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) represent more than 12,000 non-profit and

proprietary skilled nursing and post-acute care centers, assisted living communities, and homes for individuals with intellectual and
developmental disabilities. By delivering solutions for quality care, AHCA/NCAL aims to improve the lives of the millions of individuals who
receive care and services in AHCA/NCAL member facilities each day.




potable water

[]in progress
[] done

Emergency food supplies are
inspected and rotated as
needed

[ not started
[Jin progress
[J done

Center has active contracts
with multiple food suppliers,
incl. one located out of area

[J not started
[J in progress
[J done

Medications and Supplies Stockpile (page 20)

Center has considered
increasing to 5-7 day stockpile
of common medications

[ not started
[Jin progress
[J done

Center has 5-7 day supply of
medications for each patient

[ not started
[Jin progress
[J done

Center has 5-7 stockpile of
supplies needed to care for
patients

[ not started
[Jin progress
[J done

Center has extra supplies of [V
fluids

[] not started
[J in progress
[] done

Center has reviewed pharmacy
delivery with pharmacy as
needed

[] not started
[J in progress
[] done

Center has reviewed deliveries
from vendors of medical
supplies

[] not started
[J in progress
[] done

Other Resources

Center has access to cash in
event of money supply
disruption

[] not started
[J in progress
[] done

Credit and priority
arrangements made with local
hardware, grocer, etc.

[] not started
[J in progress
[] done

Center has on hand basic tools
and materials to make
emergency repairs/shore up
structure

[] not started
[]in progress
[] done

Security Plan (page 21)

Center leaders have discussed
emergency security

[] not started
[]in progress
[] done

Discussions held with local law
enforcementre: facility
security

[] not started
[]in progress
[] done

Lockdown procedure
established

[] not started
[]in progress
[] done

Source: As adapted from Emergency Preparedness Planning for Nursing Homes & Residential Care Setting in Vermont
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SIP Decision Trees

Below are several different decision trees for your review. The intention of these flow charts is to inform
your thinking about the critical decision to SIP or evacuate. There are multiple factors that need to be
included in your decision-making. It is also important to remember that when a decision is made to SIP —
this decision needs to be continually reviewed to ascertain if the threat increases, resources no longer
meet t he needs, or other circumstances change.

Criteria for Evacuation

The process for evacuation decision-making for nursing homes must be framed as a flexible and

responsive cause and effect diagram:

Time

Nature of

Event Destination
Transportation
Rural Supplies
Location of Docision:
Urban Facility External Factors s Internal Factors
Evacuate or
Shelter-in-Place
Metropolitan Staff
Hurricane . ;
Evacuation Zone Resident Acuity
Storm Surge Zone l In the Zone Physical Structure

Flood Zone J

Citation: Florida Health Care Education and Development Foundation, 2008, National Criteria for Evacuation Decision-Making in
Nursing Homes, developed through a project funded by the John A. Hartford Foundation. For further information, please visit
www.fhca.org.
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Sheltering, Relocation, and Evacuation Decision Tree

Emergency Identified,
Initial Size-Up
Complete

NOTE: Shaded Boxes = Unit Level Decisions

Clear Boxes = IC Level

NO incident Commander (IC) assess situation. | NO
Life Threat? i Potential life threat over expected duration |
of event?

actions per IC

NO Based on resources available, duration, and
Imminent Threat? j=—p threat assessment determine sheltering
place or relocation actions

‘

; NO Affected units shelter in place or relocate at
Affected? [ —— decision of unit Charge RN/Supervisor to
adjacent closest safe area (Horizontal
‘ preferred, vertical secondary)

~a

Can relocated patients/residents be | YES Other actions
safely cared for over time? >

periC

sheitering in place? S
(Threat duration and
impact)

ww
NO Evacuation

\Q

Partial Evacuation

Shelter in Place — Procative Actions:

1) Weather — close drapes, move away
from windows, announce to staff/visitors
2) HAZMAT — Changes to ventilation
supply/exchange, access controls

3) Security (bomb, shooting, cmlmrest)—
access controls, doors/curtain closures,

take cover actions if needed

Evacuation (See unit evacuation guide and facility
checklist for detailed guidance) :

1) Notifications — Intemalextermnal (EMS, RHRC also)
2) Access controls and supplemental security
3) Staging/transport areas identified
a) Staffing — triage, loaders
b) Suppiies — water, crash carti, food, linens
4) Unit tracking/triage for transport
5) Medical records (see unit evacuation guide)
6) Visitors and staff accountability
7) Patient/resident movement — ambulatory, step down,
stable, non-ambulatory, critical in order to staging,
reverse for transport
8) Clear units
9) Facility shut down / stay team

Citation: Healthcare Facility Training Matrix for Sheltering, Relocation, and Evacuation

www.health.state.mn.us/oep/healthcare/sipmatrix.ppt
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“Make the decision to SIP or evacuate in consultation with the response agency Incident
Commander (IC) or Unified Command (e.g. EM Dir., FD, Law Enforcement., PH, EMS, HS, etc.).
Lacking response from agency IC, facility IC is to do all that is necessary to protect the life and
safety of residents, staff, and visitors. The facility IC is to notify 911 of its decision.”

External Hazard

Incident
Assessment
Internal Hazard
Notification
Shelter-In-Place

Citation: https://www.michigan.gov/.../Evacuation_and Shelter_in_Place

Evacuation

Partial Evacuation

Complete Evacuation

Planning Protective Action Decision-Making: Evacuate or SIP?

4.2 CHECELISTS

Table 2 illustrates a checklist approach to the evacuation/sheltering decision. The
first column lists various decision aftributes. The second and third colummns list the

aftribute values that favor either shelter or evacuation

Table 2. Protective action checklist

Attribute Shelter Evacuation
Infiltration Tight housing Leaky housing
Plume duration Short Long

Time of day Night Day
Population density High Low

Road Geometry Closed Open

Road conditions Poor Good
Population mobility Immobile Mobile
Traffic flow Constramed Unconstrained
Public perception of shelter  High Low
effectiveness

Toxic load High Low

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) represent more than 12,000 non-profit and
proprietary skilled nursing and post-acute care centers, assisted living communities, and homes for individuals with intellectual and
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Decision Trees will differ depending on the goals and objectives of protective action plans,
which may have different, but not necessarily mutually exclusive, goals:

1. Avoid fatalities vs. minimize fatalities
2. Minimize:

a. Number of people exposed

b. Total population exposure

c. Expected population risk
3. Reduce exposure:

a. Below athreshold level (i.e. no deaths exposure)
b. To “As Low As Reasonably Achievable” (ALARA)

Citation: National Technical Information Service --Environmental Sciences Division; Date Published: June 2002 (ORNL/TM-
2002/144); Prepared for FEMA; http://www.ntis.gov/support/ordernowabout.htm

Regarding Levels and Depth of Training

e Awareness (ALL Staff)
o A basic level of “competency mastery”, able to identify the concept or skill, but
relatively limited ability to perform skills without direction & guidance
e Knowledge (Charge nurses, supervisors, manager ED)
o Intermediate level of mastery of competency, able to apply and describe the
skills
e Proficiency (Command staff)
o Advanced level of mastery of the competencies, in which individuals are able to
synthesize, critiques or teach skill

Citation: Healthcare Facility Training Matrix for Sheltering, Relocation, and Evacuation
www.health.state.mn.us/oep/healthcare/sipmatrix.ppt
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Hospital SIP Planning Checklist

Plan Component
Overview ReferencefLocation Status

1. Mitigation Reference/Location Status
2. Preparedness Reference/Location Status

A. Response plans incorporate SIP option, as appropriate

B. Communication Plans

C. SIP Training records (such as, new employes orentation, SIP codes, SIP plans)
0. Drills/Exercises Incarporate 5IP Decision-Making and Plans

3. Response (SIP) Reference fLocation

A, Initigtion and Termination of Shelter In Place activities/plan

B. Issuance of Alertfor Hospital Emergency Code for SIP Activation(s)

C. Activation of the Hospital Command Center (HCC) for SIP

0. Initiate/Maintain communication and coordination

E. Identify relevant HICS Forms and Documentation

F. Initiate and Maintain Internal Communication (all facilities on grounds)

G. Event-Specific Planning Guides and Response Plans #

H. Identification of SIP Patient Care and Mon-Patient Care Locations

I.  Document operational response procedures (what, who, where, how)

1. Assess Available Resources and Assets (Capabilities)

K. Management of Resources and Assets

L. Monitor, conservation and alternatives for utilities, fuel, gases, water, etc.

M. Management of Safety and Security

M. Management of Clinical and Support Activities

A, Initiation of recovery activities initiated during Response Phase

B. Secureandinitiate clean-up and decontamination of contaminated
facilities and grounds in coordination with Fire and Safety

C. Returnto normal operations (phased, approvals, priorities, checklists)

0. Event Evaluation (Debriefing, Evaluation/Reports, Corrective Action)

Citation: California Hospital Association, http://www.calhospitalprepare.org/cha-tools
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Hospital Evacuation and SIP Decision Tree

10

Event - [
Z  Event requiring facility to consider whether evacuation or E\:)erm . Clg:tI:I:?/vh\fi?r:nlii?al § I(r:];Jaatgnﬁi(Z:')
Shelter in Place (SIP) plans should be activated Situation Emergency 2 patients?
Z  External and internal intelligence regarding event Management
Must Shelter-In-Place Y
Z  The external environment would pose a greater danger to ) Initiate
patients, staff and visitors than evacuation (e.g., chemical/ SIP Yes_»| Sheﬁg“ll:t;ace Conservation
biological agent release, nuclear incident plume) = Required? Plans Measures as
Z  Adequate and timely facility and/or mutual aid resources are QE, Necessary
not available or accessible (e.g., earthquake) E
= No
Must Evacuate g Initi
Z  The proximity, scope and/or expected duration of event poses @ Potential Consider Full or Coorgilgzgeon of
an immediate threat to patient and staff safety @ Threat to Yes—»| Partial Evacuation Mutual Aid
2 Adequate and timely facility and/or mutual aid resources are = Safety? Plan Support through
available and accessible to support Full or Partial evacuation % x Emergency Mgmt
5 No Yes
Shelter In Place or Evacuation Decision '% o _
Z  Duration and scope of threat to hospital clear but may evolve (‘% [ ) @: )
% Hospital capabilities adequate to care for patients and staff 9 C;;;k?illftailes Ves B;Lr'it:rfto Sheﬁg:l\lll"latslace
with available support for estimated event duration § vacuation? Plans
Z  May or may not be barriers mutual aid resources should ZF)
evacuation become necessary ‘i
= No
Need to Implement Reduction Measures g v
Z  Hospital capabilities not adequate to maintain full operations = Initiate Measures Notify and
for estimated duration of event 8 Initiate as Necessary Coordinate Mutual
= . . . <« Reduction —Yes—p (Diversion, Aid Support with
Z  Determination made that reduction measures necessary (for Measures Discharge. Local Emergency
example, conservation of resources, curtailment of services Evacuation, etc) Mgmt
and/or partial hospital evacuation)
Z  No identified barriers to mutual aid resources

®

Hospital Capabilities may include communication, resources (medical/non-medical supplies and equipment), utilities, staff, food, water,

safety and security (including safety of facilities).

Citation: California Hospital Association, http://www.calhospitalprepare.org/evacuation
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Emergency Power Plan

Does the Center have a generator adequate to its specific power needs?

Status: 7 not started 7 in progress o done

Current generator:

Provides power to:

Updated review

How to determine the proper size of generator needed

11

Generators are rated by their kilowatt (kW) output.

Review your state regulatory requirements for the capacity of generators (i.e. must be
able to power essential lighting and life support functions vs. all heating and cooling
systems).

Determine if your location has decided to have additional generator power beyond state
requirements.

To estimate the kilowatts desired in an emergency, make a list of the appliances needed
during a power outage, and add up the amount of electricity required to start the
motors. (Ex. a typical refrigerator, such as found in a medication room for the storage of
medications, uses 700 watts when it is running but needs 2,800 watts to start up.) Most
generator manufacturers’ websites provide an online calculator to estimate the wattage
needed.

However, it is highly recommended that a licensed electrician do an on-site inspection
to properly “size” the generator.

Also, review the location of your generator or proposed generator. If you are in a flood prone

area, alternative placement from a basement should be considered.

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) represent more than 12,000 non-profit and
proprietary skilled nursing and post-acute care centers, assisted living communities, and homes for individuals with intellectual and
developmental disabilities. By delivering solutions for quality care, AHCA/NCAL aims to improve the lives of the millions of individuals who
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If no generator, is the care center’s “quick connect” ready?

Status: o not started o in progress o done

If your care center does not have a permanent generator, a quick connect for generators is a
proactive way to be prepared for a power outage. A quick connect set-up allows a fast and
simple hook-up of a generator.

1. Contact electricians/and or generator suppliers to do an on-site visit to your Center
under normal/non-emergency circumstances to determine what your needs are.

2. Review bids and determine what system will best work for your Center.

3. Installation of a quick connect system will provide you with a permanent connection for
emergency power, not a temporary connection.

4. Establish an agreement to be a preferred customer for generators in emergencies with
the vendor/company.

5. Being proactive, the quick connect can be installed under normal circumstances, not
during a power outage or when labor/parts may be scarce and higher priced due to the
emergency.

6. The quick connect can be tested as part of the installation and any facility- specific steps
documented so that in the event of an emergency everyone is prepared.

7. The quick connect will eliminate the safety hazard of generator cables running thru the
halls, doorways and stairwell. Building doors and/or windows can remained closed for
security and safety reasons.

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) represent more than 12,000 non-profit and
proprietary skilled nursing and post-acute care centers, assisted living communities, and homes for individuals with intellectual and
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Does the care center have a 4 to 5 day fuel supply for the generator?

Status: o not started o in progress o done

Calculate fuel use for continuation of basic and essential power per 24 hours for 4 to 5 days.

Current fuel delivery system/storage capacity:

Current fuel type:

Need additional storage:

Review current contract for the fuel supplier. Are you on their priority list for service and fuel

replacement if an emergency occurs? What are the procedures for notification to the supplier
during an emergency? Do you have cell phone numbers in case the supplier’s phone lines are

also disabled? Have you provided the fuel supplier with cell phone numbers for key personnel
at the facility?

Also, review the location of your fuel tank. If you are in a flood prone area, alternative
placement/access to the fuel source should be reviewed.

Does the care center have a fuel contract?

Oyes O no

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) represent more than 12,000 non-profit and
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Are there procedures to regularly check the generator and to perform

maintenance?

Status: o not started - in progress o done

Always refer to the manufacturer guidelines for your generator and the testing requirements
specific for your location.

Sample: Generator Monthly Inspection/Test Procedures

The state will inspect the facility at least annually. Provide them with all necessary information
on the generator, repair, service visits, and test.

BATTERY ELECTROLYTE SPECIFIC GRAVITY TEST:

1.

Using a hydrometer, draw enough fluid from the battery cell to allow indicator to float
freely

2. Read indicator with your eye approximately level with fluid and record your readings.
NOTE: Readings taken while looking at indicator from a sharp angle are very inaccurate.

3. Test all cells of battery and record readings.

4. High to low difference shall be 0.030 points maximum at 80°F electrolyte temperature,
each cell of a fully charged battery should read 1.280 maximum. A battery discharges at
80° Fif it reads less than 1.120 temperature affects specific gravity. Each 10° F variation
from 80° F will change specific gravity 0.004. Add .004 to readings for every 10° F above
80° F and subtract .004 for every 10° F below 80° F.

Standards

1. Have the generator professionally serviced following manufacturers and state
recommendations/requirements

2. Replace fuel filters

3. Replace engine oil and filter

4. Have a sample of engine oil and diesel fuel sent to lab for analysis

5. Replace intake air filter

6. Test system safety shut down devices -- oil pressure, coolant temp, over speed, over
crank, coolant level

7. Inspect radiator coolant level, coolant condition, and air flow

8. Inspect starting system- battery(s), cables, charger, and alternator

9. Inspect exhaust system-silencer, piping, manifolds, insulation, etc.

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) represent more than 12,000 non-profit and
proprietary skilled nursing and post-acute care centers, assisted living communities, and homes for individuals with intellectual and
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10.
11.
12.

13.
14.
15.

15

Inspect/adjust governor- linkage, electrical connection, pickup, stability, etc.
Inspect fuel system, ignition system, and interment/control panel

Inspect generator- stator, rotor, circuit breaker, and exciter.
Inspect / adjust voltage regulator
Inspect automatic transfer switch

Diesel generator sets exercised monthly at less than 30% of the nameplate KW rating
require annual load bank testing Per NFPA 110 8.4.2.3 2005 edition 8.4.2.3 Diesel-
powered EPS installations that do not meet the requirements of 8.4.2 (less than 30% KW
rating) shall be exercised monthly with the available EPSS load and exercised annually
with supplemental loads at 25% of nameplate rating for 30 minutes, followed by 50%
for 30 minutes, followed by 75% for 60 minutes, for a total of two (2) continuous hours.

After all service has been completed:

16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.

Alert staff that the generator will be tested

Run generator (see local requirements for minutes) under full load
Verify generator starts and transfers load within ten seconds maximum
Check for unusual noise or vibration

Verify transfer switch operation

Check and record gauge readings

Record start and stop times

Record hour meter start and stop readings

Record voltage and amperage

Check operation of remote annunciator panel

Record any unsatisfactory condition and the corrective action taken, including parts
replaced

(Note: The above procedures are provided as general information, as with any equipment, follow the manufacturer’s
manual for the specific preventative maintenance procedures.)

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) represent more than 12,000 non-profit and
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Have care center leaders met with local emergency management personnel to
discuss power needs of the care center?

Status: o not started o in progress o done

Annually contact your local emergency management department to remind them of the
location/purpose of your facility. Discuss the power needs of your facility and the current ability
to SIP; record and verify both their and your contact information. If they have not toured your
facility, please set up a meeting and invite them to your facility. Actions/on-site visits are always
best.

Do not assume that they are aware of your facility. Personnel and documentation requirements
may have changed. Likewise, any time the senior leadership of your care center changes,
contact with your local emergency management department should be made again.

Have care center leaders met with the power company personnel to discuss
the power needs of the facility?

Status: onot started o in progress o done

Annually contact your local power company to remind them of the location/purpose of your
facility. Discuss the power needs of your facility and the current ability you have to SIP,
document and verify both their and your contact information

Do not assume that they are aware of your facility as personnel and documentation at the
power company may have changed. Likewise, any time the senior leadership of your facility
changes, the above contact to your local power company should be made again.

(Example: A local power company relied on the billing information to determine priority
locations; in this case, the billing was to a corporate office not the location. The power company
could not identify the SNF based on the billing name. No one discovered this oversight until an
LPN called a local radio station during a disaster to let the local power official know that the SNF
was still without power.)

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) represent more than 12,000 non-profit and
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Food and Water Supply Planning

Red Cross: Food and Water in an Emergency

Provides Information on ways to treat water, emergency water sources, preparing containers
and filling water containers.

https://www.redcross.org/images/MEDIA CustomProductCatalog/m4440181 Food and Water-
English.revised 7-09.pdf

WHO: Food and Nutritional Needs in Emergencies

Information on food options for individuals for special dietary and nutritional needs. (Page 23).
http://www.who.int/nutrition/publications/en/nut _needs emergencies text.pdf

CDC: Emergency Water Supplies

Provides information regarding water containers and how to properly clean and store. A link to
tips and methods for making water safe during an emergency.
http://www.cdc.gov/healthywater/emergency/

Emergency Water Supply Panning Guide for Hospitals and Health Care Facilities
Document outlines how to create a plan, items to consider, how to conduct a water audit and
emergency water alternatives.
http://www.cdc.gov/healthywater/pdf/emergency/emergency-water-supply-planning-guide.pdf

Table 6.3-1. Some Typical Water Usage Functions/Services (not all inclusive; functions/services vary
depending on the individual facility)

Type of Usage Function/Service

Facility Usage Air-conditioning

Boilers

Dishwashing

Laundry

Autoclaves

Medical equipment

Outdoor irrigation systems
Fire suppression sprinkler system
Vacuum pumps

Water system flushing
Water-cooled air compressors
Staff and Patient Usage Drinking fountains

Dietary

Dialysis services

Eye-wash stations

lce machines

Laboratory

Patient decontamination/hazmat
Patient floors

Pharmacy

Surgery

Radiology

Toilets, washrooms, showers

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) represent more than 12,000 non-profit and
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https://www.redcross.org/images/MEDIA_CustomProductCatalog/m4440181_Food_and_Water-English.revised_7-09.pdf
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Table 6.4-1. List of Essential Functions

Functions

Water Needs
Under Normal
Operating
Conditions

(gpd)

Critical to Total
Facility
Operations
(Yes or No)

Waterless
Alternatives
Possible
{Yes or No)

Water Needs
Under Water
Restriction
Situation

(gpd)

Essential
to Specific
Operations
(Yes or No)

Building

HVAC

Fire
suppression
sprinkler
system

Food service
Sanitation
Drinking water
Laundry
Laboratory
Radiology
Medical care
Other

Other

Total minimum
water needs to
keep facility
open and meet
patients’ needs

CDC: Emergency Food Supplies
Tips for storing and planning for emergency food supplies. List of when to replace stored food items.
http://emergency.cdc.gov/preparedness/kit/food/index.asp

Hospital Emergency Food Supply Planning Guidance and Toolkit

A toolkit from the California Hospital Association for guidance in planning for and documenting
emergency food supplies.

http://www.calhospitalprepare.org/foodplanning
http://www.calhospitalprepare.org/sites/main/files/file-
attachments/chaemergencyfoodguidaanceandtool.pdf
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Medications and Supplies Stockpile

Has the care center considered increasing its inventory of common
medications from 5 to 7 day?

Status: o not started 7 in progress 7 done

SIP: Medication and Supplies Stock

The care center should have an emergency stockpile of medications, [inclusive of oxygen as
this is considered a medication] and supplies adequate to support patients in the Center for
at least 72 hours and ideally up to one week. Plan to extend the volume of supplies based on
the projected event cycle. If you are considering SIP, consider speaking with your pharmacy
provider for an extended supply of medication.

Understanding the difficulty with keeping medications current, and also insurance company
requirements, it is recommended to plan with your designated pharmacy and back-up
pharmacy to provide needed medications upon request, with emphasis on narcotics, insulin,
Coumadin, albuterol, etc. Plan in advance with back up pharmacy that physician orders will
most likely not be available immediately and discuss how that pharmacy will send needed
medications. In addition, discussion with the oxygen provider will need to include the same
planning.

Have care center leaders reviewed pharmacy delivery with pharmacy personnel?

Discussion with your designated pharmacy rep should include identifying an off site
location for medication delivery. Also discuss the types of emergencies common to your
environment.

In reviewing IV supplies, consider increasing stock of IV fluids available as well as IV start
supplies and IVAC pumps with back-up battery packs. When SIP, total patient care will be
provided by the nursing care center including treatment of any acute conditions. This may
increase the need for IV support. When reviewing supplies, consider specific patient needs.
If a patient has a specific need that requires medications/supplies that may be difficult to
obtain or stock during an emergency, consider a partial evacuation for that patient. As an
example, you may wish to evacuate a patient receiving TPN as interruption of TPN or
stockpiling of TPN may not be a desirable option.

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) represent more than 12,000 non-profit and
proprietary skilled nursing and post-acute care centers, assisted living communities, and homes for individuals with intellectual and
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While oxygen concentrators may be available within the care center and the plan may be to
continue to provide oxygen via concentrators using generated back-up power, a back-up plan
should be developed. At a minimum, the center should ensure that available oxygen
cylinders are full and that there is an adequate supply of oxygen regulators. Consideration
should be given to increasing the supply of oxygen cylinders, regulators, tubing, masks, and
nasal cannula's in anticipation of increased patient need and in anticipation of power
failure. Another consideration to keep in mind is the use of nebulizers, and having extra
spacers, tubing and masks available.

In the case of both food and medications/supplies, center leaders should give some thought
to supply chains during an emergency, and speak with your distributors and/or major
vendors. Be aware that in a widespread emergency, however, all vendors will be serving
multiple facilities. Delivery may be difficult or impossible, and supplies may be scarce-this is
another reason to have adequate stockpiles. If conditions allow, consider ordering the next
shipment of supplies early. This is a worthy option in cases of expected snow/ice storms or
severe weather with anticipated extensive power outages may be expected.

Citation: As adapted from Emergency Preparedness Planning for Nursing Homes & Residential Care Settings in Vermont

Security Plan

Sample Lockdown Policy

Policy: The ability to lockdown the center in the event of an emergency, which threatens the
safety of residents, employees, staff and visitors and/or health facility operations, is of
paramount importance. While it is the policy and intent of this facility to be an aid to the
community during an emergency event, our residents are our first responsibility. If the
rendering of aid and/or the provision of shelter to convergent victims would degrade our ability
to preserve the safety and wellbeing of our residents, we cannot provide that aid. Procedures:
Locking down the care center is the process by which pedestrian and vehicular traffic is
channeled to specific entry/exit points and entrance into the facility is controlled by the safety
officer or his/her designee.

Directing a lockdown

The safety officer has the authority to defer and/or deny access based upon his/her assessment
of the situation. It is preferable that the determination be made with consultation of members
of the executive management group. However, in the event of a true emergency that requires

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) represent more than 12,000 non-profit and
proprietary skilled nursing and post-acute care centers, assisted living communities, and homes for individuals with intellectual and
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immediate intervention, such as a Code Red or active shooter, this action may be undertaken
independently by the senior safety officer on duty. In this event, the public officer will review
the situation and his/her assessment with a member of the executive management group.

During off hours this collaboration will be with the nursing supervisor.

During a “Code Red”, the lockdown decision rests with the incident commander (IC).

Occasions for Lockdown:

Event

Prevent Entry

Prevent Exit

Power failure

X

Earthquake

Flooding

Fire

Bomb threat

External
Contamination

X | X| X| X| X

Civil disturbance

Hostage event

Active Shooter

Resident abduction

Convergent victims

x| X| X| X| X

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) represent more than 12,000 non-profit and
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21

developmental disabilities. By delivering solutions for quality care, AHCA/NCAL aims to improve the lives of the millions of individuals who
receive care and services in AHCA/NCAL member facilities each day.



22

Decision Tree

Potential Emergency
Event Identified,
including change in
Threat Level

Public Safety Director/Senior on
Incident Commander duty Public Safety Officer confers

with EMG/Nursing Supervisor

Is
Lockdown

Needed?

Yes No
A 4
l End of Need

A 4
Initiate Entry Initiate Exit
Lock Down as Lock Down as
needed, see needed see

table table
v Y
Resolve Event Resolve Event

Terminate
Lock Down
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Procedures

Exit lockdown is for the propose of preventing individuals from leaving due to an existing
hazard outside, whether it be a civil disturbance, possible exposure to a hazardous substance,
or the need to screen those leaving due to a missing resident.

Entry lockdown is for the purpose of preserving the care center’s ability to operate and respond
to a possible emergency event such as a fire, flood, or keeping contaminated individuals from
entering. It is also used to control the flow of convergent victims, who may be seeking aid, and
to stop them from entering if the facility is unable to provide assistance without degrading their
ability to care for their residents.

The Safety Officer will be responsible for the closing and locking of required doors and gates.
Additional staff may be required to control non-entry doors, such as fire exits.

AHCA/NCAL 1201 L St NW Washington, D.C. 20005

202-842-4444 www.ahcancal.org

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) represent more than 12,000 non-profit and
proprietary skilled nursing and post-acute care centers, assisted living communities, and homes for individuals with intellectual and
developmental disabilities. By delivering solutions for quality care, AHCA/NCAL aims to improve the lives of the millions of individuals who
receive care and services in AHCA/NCAL member facilities each day.


http://www.ahcancal.org/

	AAR_Template_handout
	Contents
	EXPLANATION OF TERMS
	INTRODUCTION
	AFTER ACTION REPORT OVERVIEW
	STRENGTHS
	AREAS OF IMPROVEMENT
	RECOMMENDATIONS
	CONCLUSION AND NEXT STEPS

	AHCA HVA Worksheets
	Instructions
	Scoring Scale
	Natural
	Technological
	Human
	Facility Summary
	Top 10 Hazards
	Top 10 Mitigation Plans

	AHCACOOP_Template- 11-19-15- FINAL- Revised- 12-17-15
	CAHF- Summer- Emergency Prep Compliance- Team Approach Presentation- 7-22
	CMS QSO-20-41-ALL 508- emerg preparedness
	EID_Sample_Policy
	E-Tags- Surveyor Checklist- 12-15-17 fillable
	NationalCriteriaEvacuationDecisionMaking
	Untitled

	QSO19-06-ALL.pdf- Appendix Z- Updated- 2-19
	QSO19-05.02.Advanced Copy Appendix Z-SOM Revision.pdf
	SUBJECT


	QSO-20-41-ALL Revised- 6-21-21
	Center for Clinical Standards and Quality/Quality, Safety & Oversight Group
	Survey Steps for Determining Use of the Exemption Clause:


	QSO-21-15- CMS EP AHCA-NCAL SUMMARY- 3-26-21
	QSO-21-15- CMS EP Update- 3-26-21
	Structure Bookmarks
	Figure


	QSO-21-15- CMS EP Update-Fact Sheet- 3-26-21
	FACT SHEET

	SIP_Guidebook_Final

	1 DATE OF SURVEY: 
	2 NAME OF FACILITY: 
	4 SURVEYOR: 
	METEstablishment of the Emergency Program EP: 
	NOT METEstablishment of the Emergency Program EP: 
	Reg Text The LTC facility must comply with all applicable Federal State and local EP requirements The LTC facility must establish and maintain a comprehensive EP program that meets the requirements of this sectionThe EP program must include but not be limited to the following elements: 
	METDevelop and Maintain EP Program: 
	NOT METDevelop and Maintain EP Program: 
	METMaintain and Annual EP Updates: 
	NOT METMaintain and Annual EP Updates: 
	METEP Program Patient Population: 
	NOT METEP Program Patient Population: 
	METProcess for EP Collaboration: 
	NOT METProcess for EP Collaboration: 
	METDevelopment of EP Policies and Procedures: 
	NOT METDevelopment of EP Policies and Procedures: 
	Text1: 
	Text1a: 
	Text1b: 
	METSubsistence needs for staff and patients: 
	NOT METSubsistence needs for staff and patients: 
	METProcedures for Tracking of Staff and Patients: 
	NOT METProcedures for Tracking of Staff and Patients: 
	METPolicies and Procedures including Evacuation: 
	NOT METPolicies and Procedures including Evacuation: 
	METPolicies and Procedures for Sheltering: 
	NOT METPolicies and Procedures for Sheltering: 
	METPolicies and Procedures for Medical Docs: 
	NOT METPolicies and Procedures for Medical Docs: 
	METPolicies and Procedures for Volunteers: 
	NOT METPolicies and Procedures for Volunteers: 
	METArrangement with other Facilities: 
	NOT METArrangement with other Facilities: 
	METRoles under a Waiver Declared by Secretary: 
	NOT METRoles under a Waiver Declared by Secretary: 
	METDevelopment of Communication Plan: 
	NOT METDevelopment of Communication Plan: 
	METNames and Contact Information: 
	NOT METNames and Contact Information: 
	Reg Text The communication plan must include all of the following 1 Names and contact information for the following i Staff ii Residents physicians iv Other LTC facilities v Volunteers: 
	METEmergency Officials Contact Information: 
	NOT METEmergency Officials Contact Information: 
	METPrimaryAlternate Means for Communication: 
	NOT METPrimaryAlternate Means for Communication: 
	Reg Text 3 Primary and alternate means for communicating with the following i LTC facilitys staff ii Federal State tribal regional and local emergency management agencies: 
	b Reg Text The communication plan must include all of the following 1 Names and contact information for the following i Staff ii Residents physicians iv Other LTC facilities v Volunteers: 
	METMethods for Sharing Information: 
	NOT METMethods for Sharing Information: 
	METSharing Information on OccupancyNeeds: 
	NOT METSharing Information on OccupancyNeeds: 
	METLTC and ICFIID Family Notifications: 
	NOT METLTC and ICFIID Family Notifications: 
	METEmergency Prep Training and Testing: 
	NOT METEmergency Prep Training and Testing: 
	METEmergency Prep Training Program: 
	NOT METEmergency Prep Training Program: 
	METEmergency Prep Testing Requirements: 
	NOT METEmergency Prep Testing Requirements: 
	METHospital CAH and LTC Emergency Power: 
	NOT METHospital CAH and LTC Emergency Power: 
	METIntegrated Health Systems: 
	NOT METIntegrated Health Systems: 
	Form CMS 102017: 
	Form CMS 102017a: 


