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Introduction:
CMS Survey &Certification
Emergency Preparedness
Initiative

Hurricane Katrina near peak strength on August 28, 2005
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INTRODUCTION: CMS EMERGENCY PREPAREDNESS INITIATIVE
Background
National experts have stressed that effective emergency planning must be implemented in a
coordinated and collaborative process that involves health care providers and local, State, Regional,
Tribal and Federal agencies. The lessons learned from disasters such as Hurricanes Katrina, Rita,
Gustav and Ike, the California wild fires, and flooding in the Midwest have reinforced that we must
successfully partner to ensure the protection of all vulnerable persons in every health care setting -long-term care, acute care, and community-based facilities.
CMS Survey &Certification Emergency Preparedness Initiative
Following the devastating experiences by health care facilities during Hurricanes Katrina and
Rita and to ensure the safety of beneficiaries receiving care and services, the Centers for
Medicare and Medicaid Services (CMS) Survey and Certification (S&C) Group established a
series of internal working groups, with representatives from the CMS Central and Regional
Offices, to assist in the development of updated emergency preparedness policies and
procedures that effectively address S&C essential functions. The recommendations from the
working groups are being integrated into the larger CMS and HHS national plans and will be
used to provide planning and preparation guidance for S&C essential business functions,
which includes guidance to State Survey Agencies (SAs).
Our overall goal is to collaborate with the State Survey Agencies and other partners to develop
an integrated and coordinated process that will ensure the continuity of the S&C essential
business functions, effective communication, improved data capability and protection, and the
ability to provide an effective emergency response that protects the health and safety of
vulnerable patients and residents in the face of any potential disruptive event.
The S&C emergency preparedness initiative utilizes an “all hazards” approach (e.g., hurricane,
tornado, earthquake, flood, fire, chemical spill, nuclear or biological attack, pandemic flu, etc.),
as a means of preparing for any disruptive event. Existing policies and procedures have been
analyzed and assessed, and enhanced policies are being established for the following:
•
•
•
•
•

Interagency roles and responsibilities
Information technology (IT) infrastructure
Communication and outreach
Monitoring and enforcement
Education and training

On September 1, 2006, CMS issued S&C Administrative Memo 06-20, and provided
information regarding the CMS Survey and Certification Group’s Emergency Preparedness
Initiative and the various activities that were planned for developing improved policies and
procedures. This guide details updated S&C emergency preparedness policies and
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procedures to help create a robust, effective, and coordinated health care emergency planning
and response system.
S&C Emergency Preparedness Stakeholder Communication Forum
In September 2006, CMS also kicked off a forum for discussing a variety of emergency
preparedness issues. A variety of stakeholders were invited to participate in the forum for the
purpose of discussing, communicating and disseminating emergency preparedness
information. The stakeholders include a broad perspective, and include representatives from
the following:
•
•
•
•
•
•

State Survey Agencies (SAs)
Accreditation organizations
Health care provider associations
Patient and resident advocates
Quality and safety organizations
Other Department of Health and Human Services (HHS) operating divisions

CMS hosts regular teleconferences with the stakeholders to dialogue on emergency
preparedness issues. See Appendix 9 for a list of the S&C Emergency Preparedness
Communication Forum representatives.
S&C Emergency Preparedness Website
CMS established the Survey and Certification Emergency Preparedness Website to provide
SAs, health care providers and other partners with “one-stop-shopping” to obtain emergency
preparedness information. The Website includes separate pages for SAs, health care
providers, and resources. Useful tools and resources, as well as links to other relevant
Federal emergency preparedness Websites are posted on the Website.
Public Health Emergency information and new documents are posted on the Website on a
regular basis. Helpful emergency preparedness checklists and other tools for SAs and health
care providers have been developed with the input from national experts and stakeholders.
These tools provide many helpful tips for developing an effective and robust emergency
planning and response process that go beyond the minimum regulatory requirements. The
S&C Emergency Preparedness Website can be accessed at:
http://www.cms.hhs.gov/SurveyCertEmergPrep/
About This Planning Guide
This guide is intended as a tool for State Survey Agencies, health care providers and their
State, Tribal, Regional and local partners. The guide provides emergency preparedness
policies and procedures, including some actions that are required, and others that are
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recommended practices, and may be implemented on a voluntary basis. some that may be
implemented on a voluntary basis, and others that may be implemented on a voluntary basis.
It also makes prudent, cost-effective business sense for health care providers to be proactive
in their emergency planning efforts. Effective emergency planning not only helps providers
achieve compliance with the regulatory requirements of Federal, State and local agencies, it
can also help the business to recover from financial losses, loss of market share, damages to
equipment, or business interruption. Effective emergency planning can also help to reduce
exposure to civil or criminal liability during a disaster, enhance a facility’s image and credibility
with employees, customers, suppliers and the community, and reduce insurance premiums.
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Chapter 1
Interagency Roles
&
Responsibilities
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1.0

INTERAGENCY ROLES AND RESPONSIBILITIES
In September 2006, CMS asked State Survey Agencies (SAs) to respond to a
questionnaire, so information regarding States’ existing emergency preparedness
policies, procedures and information technology (IT) infrastructure could be assessed.
The questionnaire was issued to all 58 States and Territories, and CMS received 35
responses (60 percent).
CMS considered the SAs’ responses when developing the updated interagency
emergency preparedness policies and procedures detailed below. See Attachment 3
for detailed information regarding the SA responses.
After analyzing and reviewing a variety of methods for implementing an integrated,
coordinated and robust State and Federal response when faced with any disruptive
event, CMS established the following roles, responsibilities and essential functions for
the:
•
•
•

1.1

S&C Central Office (CO)
S&C Regional Offices (ROs)
State Survey Agencies (SAs)

CMS S&C Central Office Role, Responsibilities & Essential Functions
Routinely, the S&C Central Office is responsible for the following responsibilities and
functions:
•

Issuing payments to SAs for the purpose of conducting Federal health care
provider survey and certification compliance functions, to ensure quality care, as
detailed in agreements that are outlined under section 1864 of the Social
Security Act.

•

Providing guidance to SAs’ implementation of the Medicare/Medicaid health and
safety standards, as required under the Conditions of Participation (CoPs) by:

•

Maintaining the State Operations Manual

•

Issuing S&C policy and procedure information to SAs via memos

•

Providing Federal health care provider surveyor training

•

Providing general oversight to the SAs

•

Coordination and facilitation of timely solutions to issues and resource needs

•

Prioritizing RO and SA workload and limitations (possibly by provider type and
type of event)

Centers for Medicare & Medicaid Services
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During a disruptive event, the S&C CO’s primary role is to provide a national,
centralized point of contact for gathering and disseminating essential information, to
respond to questions and requests for information, and to promptly make critical health
care provider policy and procedure decisions. The CO’s essential functions include the
following:

1.2

•

Maintaining a current, centralized list of SA designated emergency points of contact,
as well as appropriate stakeholders and partners (e.g., accreditation organizations,
provider associations, advocate associations, etc.), to ensure effective
communication regarding key information.

•

Assisting to disseminate information regarding a declared public health emergency
to SAs and other appropriate partners and stakeholders.

•

Establishing a point of contact (and back-up) who is responsible for tracking all
submitted emergency preparedness questions, and posting approved Questions and
Answers on the CMS Frequently Asked Questions (FAQ) Website, on a prompt and
timely basis.

•

Responding promptly to S&C health care provider policy and procedure questions,
and/or regulatory waiver/suspension of CoP issues that have been submitted by
Congress, other HHS operating divisions (OP/DIVs), ROs, SAs, health care
providers, media, and other stakeholders. Issues requiring legal interpretation shall
be referred to the Office of General Counsel, as needed.

•

Creating centralized health care provider data reports, as appropriate, to assist ROs,
SAs, and other HHS OP/DIVs, as necessary (health care providers in possible path
of storm, hospitals with emergency departments, status of affected health care
providers, etc.).

•

Collaborating with HHS OP/DIVs and other partners to ensure coordinated efforts
and clear roles and responsibilities for each agency and organization.

CMS S&C Regional Office Role, Responsibilities & Essential Functions
The CMS S&C Regional Offices directly oversee the State Survey Agencies located in
their jurisdiction, and are the SAs’ liaison for determining health care provider/supplier
Medicare/Medicaid certification eligibility and appropriate enforcement action. The ROs
are responsible for interpreting the health care provider Medicare/Medicaid CoP
standards and guidelines, as well as providing input regarding other SA policies and
procedures.
During a disruptive event, the ROs' primary role is to provide guidance to affected SAs
regarding health care providers’ CoP and potential altered care decisions, while
ensuring the health and safety of patients and residents. The CMS RO is responsible
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for ensuring an effective response for any disruptive event affecting a
Medicare/Medicaid certified health care facility – even those times when a Federal
emergency response has not been activated (e.g., flood in a small community, fire in a
single nursing home, etc.) The RO's essential functions include the following:

1.3

•

Establishing an emergency point of contact (and back-up) that is responsible for
promptly responding to questions and concerns submitted from affected SAs and
health care providers in their jurisdiction.

•

Ensuring communication links with affected SA’s designated emergency point of
contact in their jurisdiction, utilizing back-up contingencies/strategies (cell phones,
radios, Internet, etc.), if telephone and/or electrical power is inoperable.

•

Responding promptly to requests for 1135(b) waiver or suspension of
Medicare/Medicaid CoP requirements from affected SA and/or health care providers.

•

Referring questions and waiver/suspension of regulations to CO, as needed.

•

Requesting status reports from the SA regarding affected health care providers, as
well as forwarding the reports, alerting and keeping the CO and other appropriate
parties appraised about key developments.

•

Assisting affected SAs to provide essential monitoring and enforcement activities,
should the SA be overwhelmed and unable to meet their S&C obligations.

•

Assuring that access to necessary health care services is available locally.

State Survey Agency Role, Responsibilities & Essential Functions
Under section 1864 of the Social Security Act, CMS has established agreements with
the State Survey Agencies (SAs) to carry out the Federal survey and certification
obligations to ensure Medicare/Medicaid certified health care facilities and suppliers
meet their CoP and are providing quality care. These responsibilities continue during a
disruptive event and may also need adjustment of certain actions to ensure
accommodation.
CMS understands that the SA is a part of a larger State emergency management
system, which frequently operates under the Incident Command System (ICS), and may
be led by another agency or department. According to the results of the CMS survey
regarding SAs’ emergency preparedness policies and procedures (see Appendix 3), the
SA is often designated as the responsible agency for carrying out the State’s Essential
Support Function (ESF) # 8 – Medical and Public Health Response.
The Incident Commander (IC) is responsible for all aspects of the response, including
developing incident objectives and managing all incident operations. The IC is faced
with many responsibilities when he or she arrives on scene. Unless specifically

Centers for Medicare & Medicaid Services
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assigned to another member of the Command, these responsibilities remain with the IC.
The fact that a State Survey Agency may directed to fulfill many different roles during an
emergency requires that particular attention be paid as to how the roles might best be
coordinated. It is vital, for example, that both State and Federal agencies have clear
communication channels during an emergency. Each agency must have the capability,
and know who and how, to stay in active communication with each other, so as to
maintain optimum adaptability during unpredictable situations.
Based on the 1864 agreement with State Survey Agencies, CMS expects that SAs
implement the following emergency preparedness polices and procedures (at a
minimum):
(See Appendix 13 for more information regarding ESFs. The U.S. Department of Health
and Human Services is the Federal ESF Coordinator for the ESF #8)
1.3.1. Emergency Planning
The SA completes a coordinated, emergency Continuity of Operations Plan (COOP) on
an annual basis, which is submitted to the CMS RO. The completed COOP needs to
address the following components:
•

Designation of an S&C emergency point of contact (and back-up), responsible for
maintaining communication with CMS, or with a person within the State Incident
Command System (ICS), who has been clearly assigned to communicate with CMS
and provide data for S&C functions.

•

Determination of essential S&C business functions.

•

Identification of strategies to ensure protection of S&C critical data.

•

Completion of exercises to ensure State, Regional, Tribal and Federal coordination,
effectiveness, and mutual support.

1.3.2. Communication
The designated S&C emergency point(s) of contact is available 24 hours per day, 7
days per week to the CMS RO, during a significant disaster, to address questions and
concerns regarding S&C essential functions, and provide health care provider status
reports (see details below).
A designated person is available during business hours for the prompt dissemination of
CMS policy and procedure information. The SA should also utilize back-up
communication strategies, such as Websites, hot lines, etc.
A designated person is available for responding to health care providers’ emergency
preparedness survey and certification questions and concerns.

Centers for Medicare & Medicaid Services
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1.3.2.1

State Agency Emergency Preparedness Contact Tool
The purpose of this State Agency Emergency Preparedness Contact Tool is to
assist SAs to compile and report any changes in their emergency preparedness
contact information, policies and procedures, etc., to their CMS Regional Office.
The Worksheet assists CMS in assessing the roles, responsibilities and continuity of
essential business functions of the CMS Central Office, Regional Office and SAs to
ensure the health and safety of vulnerable patients and residents. The State Agency
Emergency Preparedness Contact Tool is located in this Guide at Appendix 4.

1.3.3. Essential Functions
The SA determines their essential S&C functions, which must include plans for:
•

Providing prompt responses to complaints regarding patients/residents who are in
immediate jeopardy.

•

Providing monitoring and enforcement of health care providers and Clinical
Laboratory Improvement Amendments (CLIA) certified laboratories; however,
depending on the size and scope of the disaster, reduced S&C activities may occur,
while still ensuring the health and safety of patients and residents.

•

Conducting site inspections following the aftermath of a disaster and prior to the reopening of a health care facility.

1.3.4. Disaster Affected Health Care Provider Status Reports
The SA or the State Incident Command Structure (ICS) has the capability to provide the
S&C Regional Office (RO) with an electronic report, upon request, regarding the current
status of health care providers affected during a disaster. The report must include the
following information:
HEALTH CARE PROVIDER STATUS REPORT DATA ELEMENTS
Provider Contacts
Provider Status
Provider Plans
 Provider’s name
 For profit/ or Not-for-Profit agency, or
 Estimated date for restored
government agency status
operations
 CMS Certification Number (CCN)
 Provider status (evacuated, closed,
 Source of information
 CLIA number, if applicable
damaged)
 Date of the status information
 National Provider Identifier Standard
 Provider census
(NPI)
 Available beds
 Provider type
 Emergency department contact
 Address (Street, City, ZIP Code,
information (name, telephone number,
County)
 FAX number) if different than provider
 Current emergency contact name
contact information
 Telephone number and alternate
 Emergency department status (if
(e.g., cell phone)
applicable)
 Loss of power
 Provider unable to be reached

Centers for Medicare & Medicaid Services
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1.3.5. Exercises
The SA will conduct exercises to ensure coordination and responsiveness by
designated staff, including interagency exercises, if possible to ensure.
1.3.6. SA Implementation Deadline
The CO, RO and SA emergency preparedness roles and responsibilities described
above shall be operational and in effect by September 30, 2008. The implementation
deadline for State Survey Agencies to establish affected health care provider tracking
and electronic reporting capabilities is extended until July 31, 2009.
Note: See Chapter 4, Emergency Preparedness Information Technology (IT)
Infrastructure, for more information regarding the SA requirements for tracking and
reporting the status of affected providers during an emergency. CMS has gathered
information regarding various State and Federal emergency management information
technology (IT) systems that are currently being utilized to assist SAs that have not
already implemented a system for gathering the necessary data for issuing provider
status reports,

Centers for Medicare & Medicaid Services

Page 13

DRAFT - October 2008

Chapter 2
CMS Communication &
Outreach Strategies

CMS SURVEY & CERTIFICATION EMERGENCY PREPAREDNESS GUIDE

2.0

CMS COMMUNICATION AND OUTREACH STRATEGIES
A robust communication infrastructure is a vital aspect of any effective emergency plan.
Not having an effective means of communication -- or knowing who to contact when
critical information is needed -- can be devastating when caring for vulnerable citizens.
During a disaster, a communication failure can be a disaster in itself, placing the lives of
patients, residents, and staff at risk.
Normal means of communication may become unreliable or nonexistent during a
disaster. Hurricane Katrina’s lessons learned came at a great cost and personal toll. It
is reported that about 1,836 people died, and damages totaled $84 billion – the most
costly Atlantic hurricane in history. Hurricane Katrina destroyed the core
communications infrastructure throughout the Gulf Coast region, in unprecedented
dimensions. The storm debilitated the 911 emergency call centers, disrupting local
emergency services. Nearly three million customers lost telephone service, and
broadcast communications; including 50 percent of area radio stations and 44 percent
of area television stations, were affected. More than 50,000 utility poles were toppled in
Mississippi alone, meaning that even if telephone call centers and electricity generation
capabilities were functioning, the connections to the customers were broken. The
complete devastation of the communications infrastructure left emergency responders
and citizens without a reliable, coordinated network.
Although Federal, State, and local agencies had communications plans and assets in
place, these plans and assets were neither sufficient nor adequately integrated to
respond effectively to the disaster. Many available communications assets were not
utilized fully because there was no national, statewide, or regional communications plan
to incorporate them. For example, despite their contributions to the response effort, the
U.S. Department of Agriculture (USDA) Forest Service’s radio cache—the largest
civilian cache of radios in the United States—had additional radios available that were
not utilized.

2.1.

Communication Infrastructure and System Lessons Learned
Listed below are some of the key lessons learned regarding communication
infrastructure and systems:
•

Communication was a top issue, due to the destruction of the communication
infrastructure. There was only a 20-30 percent success rate when making phone
calls. Frequently land line phones, cell phones, satellite phones were inoperable.

•

Satellite phones, while extremely valuable, didn’t work during certain weather
conditions. Cell phones with out-of-zone area codes worked more effectively than
those with disaster-area codes.

Centers for Medicare & Medicaid Services
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•

CB, two-way, and ham radios did work, and were used to relay messages to a
central dispatcher.

•

Provider associations were a key asset in communicating provider status, relaying
provider requests, and Federal emergency policy information.

•

An integrated (Federal, Regional, State) communication plan and system is needed.

Building relationships and partnerships is a critical component of effective emergency
management planning. The need to coordinate and allocate scarce resources during a
disaster requires partnerships among Federal, Tribal, State, and local government
response agencies, as well as between public and private entities. These relationships
need to be built in advance, and must clearly define the roles, responsibilities, oversight,
communications, and response resources that each entity will bring.
Integrated and interoperable communications systems that can link emergency
management agencies to State agencies, public safety departments, hospitals, and
other health care facilities is vital. An effective communication infrastructure is the
cornerstone of effective emergency preparedness. There also should be a plan for
back-up or redundant communication strategies in case there are failures in primary
communication methods. These backup procedures should be developed tested, and
integrated into the planning process.
2.2.

CMS S&C Emergency Preparedness Communication & Outreach Strategies

2.2.1. Departmental Operating Divisions
CMS participates in the Department of Health and Human Services (HHS)
Communications Committee and designates CMS points-of-contact for other
governmental agencies as needed. An internal CMS communications steering
committee is responsible for oversight of coordination activities with the Department, to
ensure consistency with information being issued within CMS, and within the
Department.
2.2.2. S&C Central Office Communication & Outreach Strategies
In the event of a wide-scale disaster (including pandemic flu outbreak), the CMS Survey
and Certification Group will utilize its communications infrastructure to assist response
efforts by disseminating survey and certification (S&C) policy and procedure information
directly to CMS S&C entities. CMS will offer information and assistance to State Survey
Agencies (SAs), accrediting organizations, and other partners to gain ready access to
needed information, tools and resources. For all communications, the content will be
clear and timely.

Centers for Medicare & Medicaid Services
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2.2.3. CMS S&C Regional Offices Communication Strategies
During an emergency, the CMS Regional Office (RO) provides guidance to the SAs
regarding affected health care facilities with a focus on altered regulation requirements,
while ensuring the health and safety of patients and residents. One of the RO’s primary
emergency responsibilities includes the assurance of effective communication links with
the SAs' emergency points of contact, by utilizing all available communication
strategies, as outlined in the RO Continuity of Operations Plan (COOP), if telephone
and/or electrical power are unavailable or inoperable.
Methods of communication strategies during a disaster may include:
•
•
•
•
•
•
•
•
•

Telephones (cellular, satellite, and landline, if operating)
Text messaging
Pre-established communication trees
Pre-established phone-in times for conference calls
Two-way radio (always keep in a charger, as power may fail)
FAX machine (if phones are operable)
Internet or local area networks (if computer systems are operable)
CB or Ham radios
Media, TV or radio announcements

It may be necessary to move communication devices that require electricity closer to
outlets that can be served by the generator. As part of the agency’s disaster
assessment, assessments should be made to determine accessibility to the FAX
machine, computer, and other types of communication equipment that may be needed
during a disaster (both onsite or established plans for work off-site, e.g., possible
pandemic flu quarantine periods).
Communications must consider the potential for those involved in communications to
work at alternate duty stations if work sites are closed. CMS employees and contractor
staff responsible for communication must be able to conduct communications work
while located at alternative duty stations (e.g., their homes) should there be a need to
close buildings, etc.
2.2.4. State Survey Agencies Communication Strategies
As the SA may be fulfilling many different roles during an emergency, it is very
important that CMS closely coordinate any S&C responsibilities. This requires that both
CMS Regional Offices and the SA establish and maintain clear and effective
communication channels during an emergency (see above). Each agency must have
the capability -- and know who and how to actively communicate and be responsive
during unpredictable and changing situations.

Centers for Medicare & Medicaid Services
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In September 2006, CMS requested that SAs complete an S&C Emergency
Preparedness Worksheet, to ensure accurate information regarding the agencies’
emergency point(s) of contact and their emergency preparedness policies and
procedures. CMS used this information to update the State Survey Agency Contact
List, which is maintained by the CMS Central Office and posted on the CMS Website at:
http://www.cms.hhs.gov/SurveyCertificationGenInfo/Downloads/State_Agency_Contact
s.pdf
The SA, as part of their daily operations, will report any change in their emergency
contact information to the RO. A tool for this purpose has been prepared for the State
Survey Agencies (see Appendix 4). This template will be posted on the S&C
Emergency Preparedness Website for easy access. The RO will forward any contact
information changes to CO, in order to maintain a current and active State Survey
Agency Contact List. The Website will also be updated to include links to State
emergency preparedness Websites, as a helpful resource to assist in interstate or
regional planning.
2.2.5. Other Partners
During an emergency, the S&C CO must also communicate with Accrediting
Organizations, and as the situation dictates, the S&C CO may also contact affected
provider and professional associations, to maximize the communication network and
ensure all affected programs receive necessary emergency preparedness information.
CMS has updated the lists of Accrediting Organizations and Health Care Provider, &
Professional Associations (see Appendices 11 and 12), and will take appropriate steps
to ensure the lists are maintained and active.
2.3.

Contact Information Maintenance
CMS SCG CO will maintain contact information and email groups of the following:
•
•
•
•
•
•
•
•
•

2.4.

SCG CO Management
SCG CO Staff
RO Management (G-5 and Branch Chiefs)
State Survey Agency Directors (LTC and Non-LTC)
Approved Accrediting Organization Contacts
Provider Associations
Professional Associations
Workforce Associations
S&C Emergency Preparedness Stakeholder Communication Forum

S&C Central Office Communication Plan & Outreach Methods
In the event of an emergency, the S&C Director or designee will contact the CO S&C
Division Directors, identified CO critical staff, RO Management, SA emergency contacts,
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approved accrediting organization contacts, and partners, as applicable, using
established e-mail groups, phone trees, and/or S&C Website.
At the discretion of the S&C CO, communication regarding survey and certification
policy and procedure information with the ROs, SAs, accrediting organizations and
partners, will take place via the following methods:
•
•
•
•

2.5.

Email broadcasts
Teleconferences
Web postings on Survey and Certification Website(s)
Office telephones (or back-up via cell phones or FAX)

S&C Regional Office Communication Methods
To ensure that CMS RO is able to maintain contact with the SAs, establishing back-up
or redundant communication methods, shall be encouraged, including:
•
•
•
•

2.6.

Ham or CB radios
Two-way radio
Satellite phones
Etc.

Daily Stakeholder Workgroup Calls During Wide-scale Disaster
During a wide-scale multistate disaster, at the discretion of the SCG Director, daily
teleconferences will be held with relevant partners. Members of the S&C Emergency
Preparedness Stakeholder Communication Forum have volunteered to serve as
emergency points of contact, as the group includes broad interests. The conference
calls are an efficient and useful forum for discussing issues related to affected
providers, S&C policies and procedures, and to assist in promptly disseminating policy,
procedure and waiver/suspension decisions. As the Stakeholder Workgroup provides
an experienced cadre of health care emergency subject matter experts, covering a wide
range of perspectives, it is an excellent resource for the Department, CMS, providers,
and patients and residents.

2.7.

S&C Public Health Emergency – All Hazard Frequently Asked Questions
CMS S&C CO staff will respond, review and update health care provider survey and
certification questions and answers from SAs, providers and other partners regarding
emergency issues. These Qs and As will be available via the CMS Emergency
Website, which can be accessed at:
http://www.cms.hhs.gov/Emergency/01_overview.asp#TopOfPage
CMS will also post the FAQs on the S&C Emergency Preparedness Website, which can
be accessed at: http://www.cms.hhs.gov/SurveyCertEmergPrep/

Centers for Medicare & Medicaid Services
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2.8.

CMS Survey & Certification Websites
Using the CMS Stellant Internet application, information can be posted on either the
Survey and Certification – General Website at:
http://www.cms.hhs.gov/SurveyCertificationGenInfo/) or the S&C Emergency
Preparedness Website at: http://www.cms.hhs.gov/SurveyCertEmergPrep/
The CMS Webteam has taken appropriate precautionary measures to ensure
redundancy and protection of the CMS Website interoperability during a disaster.

Centers for Medicare & Medicaid Services
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Chapter 3
Health Care Provider
Emergency Preparedness
Guidance
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3.0

Health Care Provider Emergency Preparedness Standards, Policies
and Guidance
CMS has analyzed the health care provider standards, policies and guidance, including
a thorough review of the current emergency preparedness regulatory requirements for
all providers.
The analysis of the current health care provider emergency preparedness standards
indicates that while several provider types have regulatory language related to
emergency preparedness, the language is not thorough or consistent, and some
provider types have little or no emergency preparedness regulations.
Below is a brief overview of the current emergency preparedness regulations for health
care providers. In addition, emergency preparedness recommended practices have
been compiled. Lastly, recommendations for consistent and robust emergency
preparedness requirements for future regulation development are detailed.

3.1.

Current Emergency Preparedness Requirements

Long Term Care (nursing facility/skilled nursing facility)
483.75(m) – Disaster and Emergency Preparedness
o The facility must have detailed written plans and procedures to meet all
potential emergencies and disasters, such as fire, severe weather, and
missing residents.
Intermediate Care Facility for the Mentally Retarded (ICF/MR)
483.470(h) – Emergency Plan and Procedures
o The facility must develop and implement detailed written plans and
procedures to meet all potential emergencies and disasters such as fire,
severe weather, and missing clients.
o The facility must hold evacuation drills at least quarterly for each shift under
varied conditions.
End Stage Renal Disease (ESRD)
405.2140(d) – Standard: emergency preparedness
o There is an established written plan for dealing with fires and other
emergencies, which, when necessary, is developed in cooperation with fire
and other expert personnel. Specific emergency preparedness procedures
exist for different kinds of emergencies.
o All personnel receive regular training, including periodic drills, as part of
their employment orientation, in all aspects of preparedness for any
emergency or disaster.

Centers for Medicare & Medicaid Services
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Home Health Agency
o 484.36(a)(1)(vii) Content and Duration of Training
o Home health aide must be trained to recognize emergencies and knowledge
of emergency procedures.
Critical Access Hospital (CAH)
485.623 (c) - Emergency procedures
o The CAH assures the safety of patients in non-medical emergencies by –
 Training staff in handling emergencies, including prompt reporting of
fires, extinguishing fires, protection and, when necessary, evacuation of
patients, personnel, and guests, and cooperation with fire fighting and
disaster authorities;
o The CAH must meet the applicable provisions of the 2000 edition Life
Safety Code of the National Fire Protection Association.
o Taking other appropriate measures that are consistent with the particular
conditions of the area in which the CAH is located.
Hospital
482.55(b)(2) – Condition of Participation, Emergency Services
o The governing body must assure that the medical staff has written policies
and procedures for appraisal of emergencies and needs anticipated by the
facility.
o Develop and implement appropriate emergency plans to ensure the safety
and wellbeing during emergency situations.
o The hospital must meet applicable provisions of the 2000 edition of the Life
Safety Code of the National Fire Protection Association.
Hospice
418.100(b) – Disaster Preparedness
o The hospice has an acceptable written plan, periodically rehearsed with
staff, with procedures to be followed in the event of an internal or external
disaster and for the care of casualties (patients and personnel) arising from
such disasters.
Rural Health Clinic (RHC)
491.6(c) – Emergency procedures
o The clinic or center assures the safety of patients in case of non-medical
emergency by:
 Training staff in handling emergencies;
 Taking other appropriate measures that are consistent with the particular
conditions of the area in which the clinic or center is located.
See Appendix 7 for a detailed list of the current health care provider emergency
preparedness regulations, policies and guidance.

Centers for Medicare & Medicaid Services
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3.2.

Emergency Preparedness Recommended Practices
CMS has developed a list of emergency preparedness recommended practices,
gleaned from national experts and the review of multiple documents. With the
input of the S&C Emergency Preparedness Stakeholder Communication Forum,
CMS developed an all-hazards health care provider emergency planning checklist,
entitled, Emergency Preparedness Checklist: Recommended Tool for Effective
Health Care Facility Planning (see Appendix 14).
The following emergency preparedness recommended practices have been compiled
for the voluntary use by health care providers. Health care providers are encouraged to
implement these practices to ensure a robust and effective emergency preparedness
program.

3.2.1. Basic Information
In developing an emergency plan, facilities should gather all available relevant
information. This information includes, but is not limited to:
3
3
3
3
3
3

Copies of any State or local emergency planning regulations or requirements
Facility personnel names and contact information
Contact information for local and State emergency managers
A facility organization chart
Building construction and Life Safety systems information
Specific information about the characteristics and needs of individuals and
populations for which they care

3.2.2. Hazard Identification
Facilities should make every effort to include any potential hazards that could affect the
facility directly and indirectly for the particular area in which it is located. Indirect
hazards could affect the community but not the facility and as a result interrupt
necessary utilities, supplies or staffing.
3.2.3. Hazard Mitigation
Hazard mitigation concerns itself with minimizing or eliminating the impact of potential
hazards. The emergency plan should cover the mitigation processes for both residents
and staff. Mitigation details should address care for the facility and how the facility will
educate staff in protecting themselves in the likelihood of an emergency.
Comprehensive hazard mitigation efforts that include staff education, will aid in reducing
staffs’ vulnerability to potential hazards as they care for individuals under the charge of
the facility.

Centers for Medicare & Medicaid Services
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3.2.4. Preparedness
Preparedness includes developing a plan to address how the facility will meet the needs
of the individuals/populations they serve if essential services break down as a result of a
disaster. It will be the product of a review of the basic facility information, the hazard
analysis, and an analysis of the facility’s ability to continue providing care and services
during an emergency. It also includes staff training on their role in the emergency plan,
testing the plan and revision of the plan as needed. It is strongly advised that all
emergency plans include the following elements:
3.2.5. Emergency plans for each potential hazard:
Specific, and clearly defined management and control procedures;
Specific actions to be taken for the hazard;
Staffing requirements and defined staff responsibilities;
Identification and maintenance of sufficient supplies and equipment to sustain
operations and deliver care and services for at least 7-10 days (Based on
experiences from Hurricane Katrina it is generally felt that the previous
recommendation of 72 hours is no longer sufficient.); and
3 Communication procedures to receive emergency warning/alerts, and for
communication with staff, families, individuals receiving care, before, during and
after the emergency.

3
3
3
3

3.2.6. Evacuation procedures that:
3 Identify who is responsible for implementing the facility evacuation plan;
3 Identify how individuals receiving care, their families, staff and others will be notified
of the evacuation and communication methods that will be used during and after the
evacuation;
3 Identification of staff responsibilities and how individuals will be cared for during
evacuation;
3 A method to account for all individuals during and after the evacuation;
3 Identified logistical support and preparation to move any medical documents,
medication, food, water, or other necessary supplies and equipment needed to
provide care and services for at least 7-10 days;
3 Include transportation arrangements that are adequate for the type of individuals
being served;
3 Identify multiple evacuation locations, with one being at least 50 miles away, with
suitable space, utilities, security and sanitary facilities for individuals receiving care,
staff and others using the location
3.2.7. Training and exercise requirements
Facilities should perform an internal review of the emergency plan annually to insure
that the plan reflects the most accurate and up-to-date information. Updates may be
warranted under the following conditions:
3
3

Regulatory change
New hazards are identified or existing hazards change

Centers for Medicare & Medicaid Services
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3
3
3
3

After tests, drills, or exercises when problems have been identified
After actual disasters/ emergency responses
Infrastructure changes
Funding or budget-level changes

Exercises can be designed to test individual essential elements, interrelated elements,
or the entire plan and must be conducted at least semi-annually. Corrective actions
should be taken on any deficiency identified.
3.2.8. Response
Surge capability refers to the ability of the health care providers’ to expand quickly
beyond normal services to meet an increased demand during an emergency. If the
supplier or provider, as part of a community emergency plan or agreement with another
health care facility, is designated to receive and care for individuals, then evidence of a
surge capability assessment should be included in the development of the emergency
plan. Similarly, evidence of a surge capacity assessment should be included if the
supplier or provider, as part of its emergency planning, anticipates the need to make
housing and sustenance provisions for the staff and or the family of staff.
3.2.9. Recovery
In the event individuals have to be evacuated as a result of the emergency, the facility
should devise a plan for how they will determine when it is safe to return to the facility. A
more composite plan will also detail the appropriate considerations for return travel.
3.3.

Recommendations for Improved Provider Emergency Preparedness Regulations
The CMS Survey and Certification Group recommends the following emergency
preparedness requirements be addressed across all provider types in future rulemaking:

3.3.1 All Providers Need to Have an Emergency Plan
The Survey and Certification Group recommends that regulations be developed that
require all Medicare and Medicaid certified providers and suppliers to have an
emergency plan. An example of such language that currently exists for nursing homes
and hospice providers includes the following:
•

Emergency plans (42 CFR 483.75(m)): The facility must have detailed written plans
and procedures to meet all potential emergencies and disasters, such as fire, severe
weather and missing residents.

•

Emergency Plan, Policies and Procedures (42 CFR 418.100(b)): The hospice should
tailor its disaster plan to its geographic location and facility residents. The purpose of
the periodic rehearsal is to test the efficiency, knowledge, and response of staff
personnel in the event of an emergency. Changes in the physical plan or changes

Centers for Medicare & Medicaid Services
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external to the facility can also cause a review of the disaster plan. The disaster plan
should include, but not be limited to the following:
o Assignment of personnel for specific responsibilities;
o Procedures for prompt identification and transfer of patients and records to an
appropriate facility;
o Fire and/or other emergency drills, in accordance with the Life Safety Code;
o Procedures covering persons in the facility and in the community in case of
external disasters, i.e., hurricanes, tornadoes, earthquakes; and
o Arrangements with community resources in the event of a disaster
3.3.2. Staff Need to be Trained Regularly
Regulatory language that currently exists for staff emergency preparedness training
requirements includes:
•

Staff education and drills (42 CFR 483.75(m)): The facility must train all employees
in emergency procedures when they begin to work in the facility, periodically review
the procedures with existing staff, and carry out unannounced staff drills using these
procedures.

•

Evacuation Drills (42CFR483.470): The facility must hold evacuation drills at least
quarterly for each shift of personnel and under varied conditions to—
o Ensure that all personnel on all shifts are trained to perform assigned tasks;
o Ensure that all personnel on all shifts are familiar with the use of the facility's
fire protection features; and
o Evaluate the effectiveness of emergency and disaster plans and procedures

3.3.3. Providers Need to Have Procedures in Place to Carry Out the Plan
Language that currently exists that meets this requirement includes:
•

Emergency Plan Policies and Procedures (42CFR 483.70 (a)): Life safety from fire
requires that the facility must meet the applicable provisions of the 2000 edition of
the Life Safety Code of the National Fire Protection Association.

•

Interpretive Guideline (42CFR 483.70 (a)): This document has references to fire
drills and relocation plans in the event of a fire. This includes defining a process of
preparing an emergency preparedness management plan which incorporates senior
managers and other staff in the planning, developing, implementing, activating and
evaluating an emergency preparedness plan for a health care facility.

3.3.4. Emergency Plan Needs to be Coordinated with State and Local Plans
3.3.5. Providers Need to Meet Federal and Local Planning Requirements
3.3.6. Emergency Plan Needs to be Reviewed by the Provider on an Annual Basis
Language that currently exists for this requirement includes:
Centers for Medicare & Medicaid Services
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•

Review of Emergency Plan 42CFR483.470: The facility must communicate,
periodically review, make the plan available, and provide training to the staff.

4.

Providers Need to Comply with State and Local Evacuation Orders

5.

Providers Need to Have a Sheltering-in-Place and Evacuation Plan

Centers for Medicare & Medicaid Services
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Standards for Providers
Basic Expectations

Needed Guidance

Plans for
Emergencies

Life Safety Code
provisions of the
National Fire
Protection
Association (NFPA),
2000 Edition have
been met (ch. 11
addresses Health
Care facilities in
NFPA 99 and
Emergency Health
Preparedness in
NFPA 101).
Emergency plan
utilizes “all hazards”
approach, sufficient
to meet all potential
disruptive events,
including mass
evacuation or large
scale emergency,
with in-depth
planning customized
to local risks.
Plan includes
contingency
preparations if key
assumptions are not
met (e.g., breakdown
of local/regional
emergency response
systems, extended
power loss).

Consistent standards
needed for all provider
types

Plan Implementation

Key Element

Contingencies

Centers for Medicare & Medicaid Services

Long-Term
Care
483.70(a)
NURSING
HOME
483.470(h)(1)
ICFMR

Acute Care
416.44(b)
ASC

Continuing Care

Home-Based S

418.100(b)
HOSPICE

NONE
• HOME HEALTH AG
• HOME & COMMUNI
PROVIDERS

482.12(f)(2)
HOSPITAL
403.742(a)(4)
RNHCI

Consistent standards
needed for all provider
types

483.75(m)
NURSING
HOME

482.12(f)(2)
HOSPITAL

405.2140(d)
ESRD

NONE

Back-up contingency
plans when telephone
land lines, cell phones,
and Internet
connections are
compromised

NONE

NONE

NONE

NONE
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Implementation
Procedures
Plan
Coordination

Risk
Assessments

Detailed procedures
are in place for plan
implementation on
short notice.
Plans are on file
and/or reviewed by
local emergency
response system
authorities.
• List of critical
resources, such as
buses, additional
ambulance
support, etc.
• Identification of
vulnerable
populations
through providers,
county human
service agencies,
etc.
Duties and
responsibilities for
conducting
evacuations

Consistent standards
needed for all provider
types

NONE

NONE

NONE

NONE

Consistent standards
needed for all provider
types

NONE

NONE

NONE

NONE

Consistent guidance
needed across provider
types on:
Evacuation
Sheltering-in-Place
 Decision-making
criteria

483.470(i)(1)(ii)
ICF/MR

NONE

NONE

NONE

 Who is decisionmaker

 Quarantines,

infection control

Centers for Medicare & Medicaid Services
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Staff Training

Training

Communication

Infrastructure

Provider
Information

Training is adequate
and provided to all
staff and relevant
partners with
sufficient frequency
to maintain
awareness and
knowledge
Practice and drills are
conducted with
sufficient scope and
frequency to test
implementation
readiness for all
personnel.
Communication
infrastructure is
capable of
maintaining
communications with
local emergency
response systems
and staff.
Client vital
information: system
for identifying clients
(e.g., identification
bracelets for use
during evacuation),
for medical
information (e.g.
needed drugs).

Centers for Medicare & Medicaid Services

Consistent standards
needed for all provider
types

483.470(i)
ICFMR

491.6(c)
RHC

418.100(b)
HOSPICE
405.2140(d)
ESRD

NONE

NONE

418.100(b) HOSPICE

NONE

483.75(m)
NURSING
HOME
Consistent standards
needed for all provider
types

483.470(h)(2)
ICFMR
483.75(m)
NURSING
HOME

Consistent standards
needed for all provider
types

NONE

NONE

NONE

NONE

Consistent standards
needed for all provider
types

483.75(l)(3)
NURSING
HOME

NONE

418.100(b)
HOSPICE

NONE
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Supplies

Water
Food

Emergency electrical
system can power
the entrance and exit
lighting, fire detection
systems, and life
support for required
duration.

Consistent standards
needed for all provider
types, except for
agencies providing
services in the client’s
home

Potable water
Waste water

• Checklists for
needed supplies
(food, water, etc.)

483. 70(b)
NURSING
HOME

403.744
RNHCHI

NONE

482.41(a)(1)
HOSPITAL
416.44(c)
ASC
483.70(h)(1)
NURSING
HOME

482.41(a)(2)
HOSPITAL

418.100(c)
HOSPICE
405.2140(a)(5)
ESRD
405.2140(c)
ESRD

NONE

NONE

NONE

NONE

NONE

483.70(b)
NURSING
HOME

482.41(a)(1)
HOSPITAL

NONE

NONE

• Appropriate amounts
of supplies
determined by local
hazard and patient
population

Equipment & Supplies

405.2140(b)(2)
ESRD

• How to deal with
waste (urine, feces,
used medical
supplies, disposable
diapers, etc.)
• How to keep
patients/residents
clean
• Checklists for
needed medicines &
medical supplies

Medicines
Medical
Supplies

Power

Back-up Generator

Centers for Medicare & Medicaid Services

• Determine
appropriate amounts
of medicines &
supplies
Checklists for needed
supplies (fuel for
generator, etc.)

Page 32

DRAFT - October 2008

CMS SURVEY & CERTIFICATION EMERGENCY PREPAREDNESS GUIDE

Transportation

Coordinated plan for
transportation,
evacuation

Consistent standards
needed for all provider
types

483.12
NURSING
HOME

489.24(a)(2)
EMTALA

NONE

NONE

Evacuation
sites

Arrangements made
with a similar facility,
at pre-determined
sites
• Staff affected by
emergency

Consistent standards
needed for all provider
types

NONE

NONE

NONE

NONE

Consistent standards
needed for all provider
types

NONE

NONE

NONE

NONE

Consistent standards
needed for all provider
types
Use of HRSA’s
Emergency System for
Advance Registration of
Volunteer Health
Professionals
(ESAR-VHP)

NONE

NONE

NONE

NONE

NONE

NONE

418.70(a)
HOSPICE

NONE

Staffing

Workforce

• Expedited health
care worker
credentialing
Trauma &
Mental Health
Volunteers

Effective coordination
and skill matching

Centers for Medicare & Medicaid Services
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Chapter 4
Public Health
Emergency
Declaration and Other
Authorities

Centers for Medicare & Medicaid Services
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4.0

PUBLIC HEALTH EMERGENCY DECLARATION

4.1.

Legal Authority for Implementation of a Federal Public Health and Medical
Services Response
Disclaimer: This chapter provides general information about the HHS Secretary’s legal
authorities to prepare for and respond to public health and medical emergencies and is
not intended to provide specific legal advice or guidance. The discussion does not
provide an exhaustive list of the HHS Secretary’s legal authorities to prepare for and
respond to public health and medical emergencies. Individuals should always seek the
advice of an attorney with any questions they may have regarding a legal matter.
The HHS Secretary has legal authority to take action to prepare for and respond to
public health and medical emergencies under several statutes, primarily including the
Public Health Service (PHS) Act, Federal Food, Drug and Cosmetic Act, and the Social
Security Act. Various other legal authorities may also authorize the HHS Secretary to
respond to public health and medical emergencies.
In general, the legal authority of the HHS Secretary for each of the following
circumstances is:

4.2.

Legal Authority without Declaration of a Public Health Emergency
Even without the HHS Secretary declaring a public health emergency under section 319
of the PHS Act, he has broad legal authorities to provide assistance to states and local
entities and to conduct studies. Some examples of actions that the HHS Secretary may
take, if appropriate, include:

•

Developing and taking necessary steps to implement a plan to assist states and
localities to control epidemics and to meet other health emergencies or problems

•

Assisting and promoting research and studies into the causes, diagnosis,
treatment, control, and prevention of diseases

•

Establishing isolation and quarantine

•

Maintaining the Strategic National Stockpile (SNS)

•

Activating the U.S. Public Health Service (USPHS) Commissioned Corps

•

Maintaining safety of food, drugs, biological products, and medical devices

CMS SURVEY & CERTIFICATION EMERGENCY PREPAREDNESS GUIDE

4.3.

•

Providing temporary assistance to needy families and responding to needs of “atrisk” individuals

•

Providing, through a separate declaration, immunity from liability for activities
related to supply, distribution and use of medical countermeasures to chemical,
biological, radiological, nuclear, and pandemic and epidemic threats.

Legal Authority with Declaration of a Public Health Emergency
The HHS Secretary is authorized to take the following actions when a Public Health
Emergency is declared.
•

Consistent with regular authorities*:
o Make grants to State and local agencies
o Provide awards for expenses
o Enter into contracts
o Conduct and support investigations into the cause, treatment, or prevention of
the specific disease or disorder
o Access funds appropriated to the Public Health Emergency Fund (when funds
are so appropriated)
o Grant extensions or waive sanctions related to deadlines for submitting data
or reports required under laws administered by the Secretary
o Exempt (for 30 days, subject to one 30 day renewal) a person from select
agent requirements as necessary to provide for timely participation of the
person in response to a domestic or foreign public health emergency that
involves the select agent or toxin**
o Mobilize the National Disaster Medical System and the Medical Reserve
Corps**
o Make temporary appointments of personnel (up to one year or the duration of
the emergency) to respond to the public health emergency*
o Waive dual compensation (salary offset) for temporarily re-employed
annuitants during an emergency to support surge capacity needs in hospitals
and aid stations
o Declare an emergency under Section 564 of the Federal Food, Drug, and
Cosmetic Act justifying emergency use of an unapproved product or the
unapproved use of an approved product such as a drug, biological product, or
medical device

*The HHS Secretary has other authorities that may permit him to take similar actions
even in absence of a public health emergency declaration.
**The HHS Secretary may also exercise this authority in an emergency or public health
emergency without formally declaring a public health emergency.

Centers for Medicare & Medicaid Services
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A declaration of a public health emergency terminates after 90 days or when the
Secretary declares that the emergency no longer exists, unless renewed by the
Secretary.
4.4.

Legal Authority When the President Declares a Major Disaster or an Emergency
In addition his regular authorities, the HHS Secretary may be authorized or directed to
take other actions when the President declares a major disaster or an emergency under
the Robert T. Stafford Act or an emergency under the National Emergencies Act.

•

The President may declare a major disaster under the Stafford Act when a
natural catastrophe (i.e., hurricane, tornado, earthquake, etc.) or, regardless of
cause, any fire, flood, or explosion causes damage that in the determination of
the President is of sufficient severity and magnitude to warrant major disaster
assistance to supplement the efforts and available resources of States, local
governments, and disaster relief organizations in alleviating the damage, loss,
hardship, or suffering caused thereby.

•

The Stafford Act also authorizes the President to declare an emergency when, in
the determination of the President, Federal assistance is needed to supplement
State and local efforts and capabilities to save lives and to protect property and
public health and safety, or to lessen or avert the threat of a catastrophe.

•

The Stafford Act authorizes a multitude of Federal agency actions in response to
a major disaster or emergency, such as the following:
o
o
o
o
o
o
o
o
o
o

Issuance of warnings
Mobilization of emergency support teams
Authorization of Federal use of State and local government services and
facilities
Hiring temporary personnel
Distributing food, medicine, and supplies
Coordinating with private sector disaster relief organizations
Overseeing mass feeding
Coordinating hazard mitigation
Use, donation, or lending of Federal equipment, supplies, facilities, or
personnel to state and local governments
Provide crisis counseling (only in response to a major disaster)

The President may also declare a National Emergency under the National Emergencies
Act, specifying which statutory authorities available for use in an emergency will be
exercised.
4.5.

Emergency Authority When the President and the HHS Secretary Issue a
Declaration

Centers for Medicare & Medicaid Services
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When the President declares a major disaster or an emergency and the HHS Secretary
declares a public health emergency, the Secretary is authorized to take certain actions
in addition to his regular authorities.
For example, under section 1135 of the Social Security Act, he may temporarily waive
certain Medicare, Medicaid, and State Children’s Health Insurance Program (SCHIP)
requirements to ensure that sufficient health care items and services are available to
meet the needs of individuals enrolled in Social Security Act programs in the emergency
area and time periods. Examples of these 1135 waivers or modifications include:
•
•
•

•

•
•
•

Conditions of participation or certification
Preapproval requirements
State licenses for physicans and other healthcare professionals (this waiver is for
purposes of Medicare, Medicaid, and SCHIP reimbursement only – the state
determines whether a non-Federal provider is authorized to provide services in the
state without state licensure)
Emergency Medical Treatment and Labor Act (EMTALA) sanctions for redirection of
an individual to another location to receive a medical screening examination
pursuant to a state emergency preparedness plan or transfer of an individual who
has not been stabilized if the transfer arises out of emergency circumstances. A
waiver of EMTALA requirements is effective only if actions under the waiver do not
discriminate on the basis of a patient’s source of payment or ability to pay.
Stark self-referral sanctions
Performance deadlines and timetables may be adjusted (but not waived)
Limitations on payment to permit Medicare+Choice enrollees to use out of network
providers in an emergency situation

In addition, the Secretary may waive Health Insurance Portability and Accountability Act
(HIPAA) sanctions and penalties relating to the following:
•
•
•
•

Obtaining a patient’s consent to speak with family members or friends
Honoring a patient’s request to opt out of the facility directory
Distributing a note of privacy practices
Honoring the patient’s right to request privacy restrictions or confidential
communications

The waiver of HIPPA requirements is effective only if actions under the waiver do not
discriminate on the basis of a patient’s source of payment or ability to pay.
These waivers under section 1135 of the Social Security Act typically ends with 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. Waivers for EMTALA (for emergencies that do not involve a pandemic disease) and
HIPAA requirements are limited to a 72 hour period beginning upon implementation of a
hospital disaster protocol. Waiver of EMTALA requirements for emergencies that involve a
pandemic disease last until the termination of the pandemic related emergency. The waiver
Centers for Medicare & Medicaid Services
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for licensure applies only to Federal requirements and does not automatically apply to State
requirements for licensure or conditions of participation.
4.6.

Brief Overview of Legal Authorities and Related Guidance

4.6.1. Robert T. Stafford Disaster Relief and Emergency Assistance Act
At the request of the Governor of an affected State, the President may declare a major
disaster or emergency if an event is beyond the combined response capabilities of the
State, Tribal, and jurisdictional governments. Among other things, this declaration
allows Federal assistance to be mobilized and directed in support of State, Tribal, and
jurisdictional response efforts. Under the Stafford Act, the President can also declare an
emergency without a Gubernatorial request if primary responsibility for response rests
with the Federal Government because the emergency involves a subject area for which
the United States exercises exclusive responsibility and authority. In addition, in the
absence of a specific request, the President may provide accelerated Federal
assistance and Federal support where necessary to save lives, prevent human
suffering, or mitigate severe damage, and notify the State of that activity.
4.6.2. Public Health Service Act
The Secretary of HHS has the independent authority under section 319 of the Public
Health Service (PHS) Act, as amended, to declare a public health emergency. Following
a section 319 declaration, the Secretary can, among other things, take appropriate
actions in response to the emergency, such as conducting and supporting investigations
into the cause, treatment, or prevention of the disease or disorder. In addition, a public
health emergency declaration can be a necessary step in authorizing the Secretary to
take other discretionary actions in response to the emergency, such as exercising his
authorities under section 1135 of the Social Security Act to waive or modify certain
Medicare and Medicaid requirements to ensure sufficient health care items and
resources are available to individuals enrolled in Social Security Act programs [when
the President has declared a major disaster or emergency]. The Secretary may use
his/her discretion in determining whether an event is of sufficient severity or magnitude
to warrant such a declaration.
The Secretary has other authorities under the PHS Act that can be exercised
independent of a declaration. For example, the Secretary can make and enforce
regulations to prevent the introduction, transmission, or spread of communicable
diseases into the U.S., or from one State or possession to another; deploy personnel
from the U.S. Public Health Service (USPHS) Commissioned Corps in support of public
health and medical operations; provide public health and medical services; and provide
for the licensure of biological products.
4.6.3. Homeland Security Presidential Directive (HSPD)
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Homeland Security Presidential Directives are issued by the President on matters
pertaining to Homeland Security.
As required by Homeland Security Presidential Directive (HSPD)-5, the National
Response Framework (NRF) is a guide that details how the Nation conducts all-hazards
response– from the smallest incident to the largest catastrophe. This document
establishes a comprehensive, national, all-hazards approach to domestic incident
response. The Framework identifies the key response principles, as well as the roles
and structures that organize national response. It describes how communities, States,
the Federal Government and private-sector and nongovernmental partners apply these
principles for a coordinated, effective national response. In addition, it describes special
circumstances where the Federal Government exercises a larger role, including
incidents where Federal interests are involved and catastrophic incidents where a State
would require significant support. It lays the groundwork for first responders, decisionmakers and supporting entities to provide a unified national response.
The types of direct Federal assistance that States, Tribal Nations, and jurisdictions may
need, as well as the operations support required to sustain Federal response (e.g.,
transportation, communications), are organized in the NRF under Emergency Support
Function annexes. Each ESF is coordinated by a Primary Agency designated on the
basis of its authorities, resources, and capabilities in a particular functional area.
Federal public health and medical assistance is provided under ESF #8, and HHS
serves as the Primary Agency to coordinate ESF #8 resources to fulfill the requirements
identified by the affected State(s), Tribe(s), and jurisdictional authorities. HHS may also
support other ESFs, most notably ESF #6— Mass Care, Housing, and Human Services.
4.6.4. Public Health Emergency Declaration—Waiver or Modification of Normal Federal
Program Requirements
The Federal Government may temporarily waive or modify certain normal requirements
of certain Federal programs during a national emergency or disaster that is also a public
health emergency to facilitate the delivery of public health and medical assistance.
Under section 319 of the Public Health Service (PHS) Act, the Secretary of the U.S.
Department of Health and Human Services may determine that a) a disease or disorder
presents a public health emergency or b) that a public health emergency, including
significant outbreaks of infectious disease or bioterrorist attacks otherwise exist. If the
Secretary declares a public health emergency in response to catastrophic damage to
the health care infrastructure, certain regulatory and recordkeeping requirements may
be waived or modified in order to facilitate the more efficient delivery of healthcare
services.
Federal agencies may also waive or modify administrative conditions for assistance
following a declaration under major disaster under the Stafford Act.
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Section 1135 of the Social Security Act authorizes the Secretary of HHS to temporarily
waive or modify certain normal operating requirements of Medicare, Medicaid, or the
State Children’s Health Insurance Program (SCHIP) during a national emergency or
disaster declared by the President that is also a public health emergency declared by
the HHS.
This action ensures that affected healthcare providers who are unable to comply with
certain Federal requirements because of a national emergency or disaster that is also a
public health emergency, but who operate in good faith, are given sufficient flexibilities
to continue providing services to beneficiaries and receive reimbursement for those
services.
The time frame for such action is limited to the duration of the emergency and expires
after 90 days, but may be extended by the Secretary. Congress must be notified of a
Public Health Emergency not later than 48 hours after such a determination is made.
The Secretary must keep relevant executive agencies fully and completely informed
during the Public Health Emergency. A Declaration of Public Health Emergency will
allow:

•

Temporary appointments (up to one year or duration of the emergency) to
positions that directly respond to the public health emergency when the urgency of
filling positions prohibits examining applicants through the competitive process,
and waiver of dual compensation for temporarily re-employed annuitants to support
surge capacity needs in hospitals and aid stations. [NOTE: other emergency hiring
authorities may be used without declaring a public health emergency.]

•

Access to “no-year” funds if appropriated to the Public Health Emergency Fund.
The Secretary must report any expenditures to Congress within 90 days after the
end of the fiscal year. These funds supplement and do not supplant, other
Federal, State, and local funds provided for public health grants, awards, contracts,
and investigations.

•

Extensions or waivers of sanctions relating to submission of data or reports
required under laws administered by the Secretary, when the Secretary determines
that, wholly or partially as a result of a public health emergency, individuals or
entities are unable to comply with deadlines. The Secretary must notify Congress
and publish a Federal Register notice before or promptly after granting an
extension or waiver.

•

Declaration of an emergency under section 564 of the Federal Food, Drug, and
Cosmetic Act (FFDCA) authorizing emergency use of an investigational product
such as critical smallpox vaccines and drug medical countermeasures. One way
the Secretary may declare an emergency under section 564 of the FFDCA is to
determine under section 319 of the PHS Act that there is a public health
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emergency that affects, or has a significant potential to affect, national security,
and that involves a specified chemical, biological, radiological, or nuclear agent or
agents, or a specified disease or condition that may be attributable to such agent
or agents.

•

When the President has also declared an emergency or disaster, temporary waiver
of certain Medicare, Medicaid, (including Emergency Medical Treatment and Active
Labor Act (EMTALA)), State Children’s Health Insurance Program (SCHIP), and
Health Insurance Portability and Accountability Act (HIPAA) requirements to
ensure that sufficient health care items and services are available to meet the
needs of individuals enrolled in Social Security Act programs in the emergency
area and time period, including:

o Conditions of participation or other certification requirements, or program
participation and similar requirements for individual providers or types of
providers.
o Pre-approval requirements for providers or health care items or services.
o Requirements that physicians and other health care professionals hold
licenses in the State in which they provide services if they have a license from
another State (and are not affirmatively barred from practice in that State or
any State in the emergency area). Note, however, that this waiver is for
purposes of Medicare, Medicaid, and SCHIP reimbursement only – the states
determine whether a provider is authorized to provide services in the state
without state licensure.
o Sanctions under EMTALA for redirection of an individual to another location to
receive a medical screening examination pursuant to a state emergency
preparedness plan or transfer of an individual who has not been stabilized if
the transfer arises out of emergency circumstances. A waiver of EMTALA
requirements is effective only if actions under the waiver do not discriminate
on the basis of a patient’s source of payment or ability to pay.
o Sanctions related to Stark-self-referral prohibitions which would otherwise
apply when a physician refers a patient for services to a provider in which the
physician has a financial interest.
o Deadlines and timetables for performance of required
the timing (but not waive).

activities to modify

o Limitations on payments to permit Medicare+Choice enrollees to use out of
network providers in an emergency situation (but, to the extent possible, the
Secretary shall reconcile payments so that enrollees do not pay additional
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charges and so that the plan pays for services included in the capitation
payment).

o Sanctions and penalties arising from noncompliance with HIPAA privacy
regulations relating to: a) obtaining a patient’s agreement to speak with family
members or friends or honoring a patient’s request to opt out of the facility
directory, b) distributing a notice of privacy practices, or c) the patient’s right
to request privacy restrictions or confidential communications. The waiver of
HIPAA requirements is effective only if actions under the waiver do not
discriminate based on a patient’s source of payment or ability to pay.
•

For the purposes of waiver, what constitutes an “emergency area” and an
“emergency period” is determined by a presidential declaration of an emergency
or disaster and a secretarial declaration of public health emergency.

•

Waivers may be retroactive to the beginning of the emergency period (or any
subsequent date). Waivers or modifications terminate either upon termination of
the emergency or 60 days after the waiver or modification is first published
(subject to 60-day renewal periods). However, HIPAA and EMTALA waivers are
limited to a 72 hour period beginning upon the implementation of a hospital
disaster protocol.

•

Congressional notification is required at least two days before formally exercising
the waiver authority.

•

The 1135 waiver only applies to Federal requirements and does not apply to
State requirements for licensure or conditions of participation. Thus, providers
need to ask their SAs whether State restrictions still apply.

4.6.4.1.

Waiver Definitions:
•

An “emergency area” is defined as a geographical area in which an
"emergency period" has been declared, during which an emergency or
disaster exists that has been declared by the President under the National
Emergencies Act or the Robert T. Stafford Disaster Relief and Emergency
Assistance Act; and a Public Health Emergency declared by the Secretary
under section 319 of the Public Health Service Act.

•

The term “health care provider” refers to any entity that furnishes health
care items or services (e.g., hospitals, nursing homes) health care
facilities, or other providers of or supplier of health care items or services,
a physician, or other health care practitioners or professionals.
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Chapter 5
Health Care Provider
Monitoring & Enforcement
During Emergencies
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5.0

Health Care Provider Monitoring & Enforcement During Emergencies
CMS has within its authority to manage the Medicare, Medicaid and SCHIP
programs, a number of statutory, regulatory and other policy flexibilities to help
ensure protection of health and safety of patients and residents in the face of
potential disruptive events. These range from some degree of flexibility under
existing statutory or regulatory authorities, including discretion on directing use of
its resources, and ability to invoke its Demonstration authority, up to the additional
flexibilities offered under Section 1135 (b) of the Social Security Act, which allows
certain requirements to be waived or varied during the time of a Public Health
Emergency (PHE), as declared by the U.S. Secretary of Health and Human
Services, under section 319 of the Public Health Service Act.
CMS is responsible for under the survey process, for monitoring and enforcing the
Medicare and Medicaid conditions of participation (CoPs), to ensure safe and quality
care to vulnerable patients and residents. CMS reviewed and analyzed the monitoring
and enforcement activities to determine the following:

•
•
•

5.1.

The appropriate adjustments to survey monitoring and enforcement in the
event of a disruptive event;
The critical functions that are necessary if State and Federal Staff are unavailable to
perform critical and essential survey and certification business functions due to a
disruptive event;
The appropriate role and function of the Regional Office (RO) staff during a
disruptive event.

Monitoring and Enforcement Activities
CMS identified and developed various monitoring and enforcement actions
during either a declared public health emergency or during a more localized
disruptive event. The CMS actions may take place either under Federal authority
to waive portions of Section 1135 of the Social Security Act, which is initiated
upon the declaration of the Secretary of the Department of Health and Human
Services. The CMS RO also has discretion in some cases to suspend
enforcement action.
While some waivers may apply to all providers in the declared public health
emergency area, other waivers requested under the 1135 authority may apply
only to the specific provider(s) , requirements, and conditions specified by CMS.
Each waiver will apply only for the time period specified. Generally, due to the
broad variety emergency scenarios that can occur (e.g., large scale public health
emergency, involving multiple states, versus localized flood or fire, involving one
or two facilities, etc.), discretionary actions made by the ROs may be made on a
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case-by-case basis, after reviewing the size and scope of the disaster, and the
impact upon the specific provider.
As a rule, reimbursement for care provided under these circumstances will be
made based upon the ROs approval of continued operations.
5.1.1. Monitoring and Enforcement Actions During Response Phase
During a declared public health emergency, the ROs may take the certain actions
in response to a disaster, including:

•
•
•
•
•

Suspension of certain enforcement actions where the RO has discretion,
based on consultation with the CO
Granting RN staffing waivers due to health professional shortages
Suspending home health agency’s Outcome and Assessment Information
Set) OASIS transmission requirements;
Increasing a provider or supplier’s bed size; or
Suspension of length of stay requirements or Critical Access Hospital bed
limits.

5.1.2. Monitoring and Enforcement Actions During Recovery Phase
During the recovery phase, the ROs may take the following actions to assist with
recovery, including:

•
•
•
•
•

Establishing timeframes for resumption of routine survey activity;
Suspending certification status of inoperable providers and suppliers;
Designation of special purpose dialysis facilities to allow for dialysis of
patients in non-traditional settings; or
Monitoring facility tracking of displaced patients or residents;
Temporary continuation of payments to a provider/supplier in a
noncertified location.

Recovery functions will be determined on a case-by-case basis between the SA
and the CMS RO. In the context of survey & certification, recovery functions
represent those activities that are required to establish that a provider has reestablished the environment and systems of care necessary to comply with
federal certification requirements.
See Chapter 5, Public Health Emergency Declarations, for more information
about the section 1135 waiver authority.
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5.1.3. Hurricane Katrina – Waived, Suspended, or Relaxed Health Care Provider
Requirements
The chart below provides examples of the various health care provider waivers
that were approved, or enforcement activities that were relaxed or suspended
during Hurricane Katrina’s response and recovery phase.
Hospitals
If a Hospital did not have any medical records available because of a disaster, CMS took a liberal view of the
situation during the time of the PHE. However, as in physician attestations, the new record would have to
reflect the lack of prior documentation.
CMS would allow hospitals in a PHE area to be given temporary certification to perform organ transplants as
a transplant center under special circumstances, and only for as long as the PHE existed, or (with State
and/or Regional Office approval) until the transplant center was ready to relocate from a temporary location
to a permanent location. Waiver of the standard certification and survey process would be considered on a
case-by-case (i.e., center-by-center) basis.
Expand Availability of Inpatient Beds
To expand the availability of inpatient beds and ensure that patients could have access to needed inpatient
care, CMS waived or offered to waive many of Medicare’s classification requirements, allowing specialized
facilities and hospital units to treat patients needing inpatient care. For example…
¾ Not counting any bed use that exceeded the 25-bed or 96-hour average length of stay limits for
critical access hospitals (CAHs) located in PHE States, if such use was related to the hurricane.
¾ Not counting admissions to inpatient rehabilitation facilities (IRFs) located in the PHE States toward
compliance with the 75 percent rule if such admissions were related to the hurricane.
¾ Not counting patients admitted to a long-term care hospital (LTCH) located in the PHE States toward
the calculation of the facility’s average length of stay if such admissions were related to the hurricane.
¾ Allowing beds in a distinct psychiatric unit in an acute care hospital located in the PHE States to be
available for patients needing inpatient acute care services if such use was related to the hurricane.
¾ Allowing a hospital with less than 100 beds and located in a non-urbanized area to apply for swing
bed status and receive payment for skilled nursing facility services on a case-by-case basis
¾ Allowed hospitals to convert exempt beds to acute care beds to accommodate the needs of disaster
victims on a case-by-case basis.
Emergency Medical Treatment and Active Labor Act (EMTALA) Sanctions
Sanctions under EMTALA for redirection of individuals who receive medical screening, exams or transfer
were made available for waiver as needed, to States affected by Hurricane Katrina. For example, if
evacuees from states affected by the PHE, arrived at hospital emergency departments merely to obtain
refills of prescriptions that they lost when they evacuated during a disaster or PHE, then in general, a full
medical screening examination for such a patient was not required during the time of the PHE. EMTALA
regulations make it clear that individuals seeking only prescription refills need not be given a complete
medical screening examination, but rather, one that is appropriate for the request that they make. Hospitals
could develop specific protocols that included a streamlined screening examination for patients seeking
prescription refills, consistent with the regulation cited above.
Critical Access Hospital (CAH)
During the declared PHE, CMS permitted affected CAHs to exceed the 25-bed or 96-hour average length of
stay limits, if this result was clearly identified as relating to the disaster. CAHs were required to clearly
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indicate in the medical record where an admission was made or length of stay extended to meet demands of
the crisis.
End Stage Renal Disease (ESRD)
Medicare provides for an immediate, 8-month "special purpose dialysis facility" classification for facilities that
provide dialysis treatment services during emergencies. This facility may provide services only to those
patients who would otherwise be unable to obtain treatments in the geographical areas served by the facility.
Renal transplant patients or patient candidates relocated to other transplant centers because of a PHE were
allowed to transfer their accumulated waiting time without losing any allocation priority.
Medicare Advantage and Medicare Prescription Drug Plans
CMS permitted Medicare Advantage enrollees to use out-of-network providers during the PHE.
CMS established a special enrollment period (SEP) for all Hurricane Katrina evacuees that gave them more
time to change their Medicare prescription drug plans (NOTE: the newly created Medicare Part D benefit
was established for the first time effective January 1, 2006, which was part of the time period covered by the
PHE). For the SEP, Medicare beneficiaries were considered “evacuees” and eligible for this SEP if they
resided in any of the zip-codes declared as being eligible to receive “individual assistance” by FEMA, at the
time of the onset of the hurricane, in August 2005.
CMS established policy guidance for Medicare Parts C and D plans providing prescription drugs to assure
access to covered medications during times of potential or realized disasters. Essentially, during any public
health disaster or PHE declaration, where beneficiaries are displaced from their place of residence and
cannot be reasonably expected to obtain covered Part D drugs at a network pharmacy, plans will be required
to assure that their enrollees have adequate access to drugs dispensed at out-of-network pharmacies.
Similarly, if the nature of the disaster requires voluntary or mandatory evacuation, plans will be required to
guarantee immediate refills of Part D medications to any beneficiary located in an “emergency area” defined
as the area in which there has been a Stafford Act or National Emergencies Act declaration and a PHE
declaration. In conjunction with this guarantee CMS would expect all “refill too soon edits” to be removed.
Nursing Homes (NHs) / Skilled Nursing Facilities (SNFs) / Nursing Facilities (NFs)
CMS would allow many requirements to be waived that facilitate a smooth transition for residents that would
fit their individual care needs. For example, CMS understood that it might be difficult to determine whether
the 3-day prior stay requirement had been met. This policy applied to any Medicare beneficiary:
• evacuated from a NH in the emergency area,
• discharged from a hospital (in the emergency or receiving locations) in order to provide care to more
seriously ill patients, or
• who needed SNF care as a result of the emergency, regardless of whether that individual was in a hospital
or nursing home prior to the disaster. Providers must document in the medical record both the medical need
for the SNF admission and how the admission was related to the crisis created by the
declared PHE and its aftermath.
Minimum Data Set (MDS) requirements relating to admissions, were modified as follows:
• In the case of evacuations, the evacuating facility needed to determine by day 15 whether or not
residents would be able to return to the evacuating facility within 30 days from the date of the
evacuation. In the case that the evacuating facility was unavailable to make this determination, the
receiving facility would need to make this determination.
• When the residents returned to the evacuating facility within 30 days, the MDS cycle continued as
though the residents were never transferred. This decision placed minimal disruption on the staffs’
daily routine in caring for all residents. The originating facility would then complete MDSs according
to the Long Term Care Facility Resident Assessment Instrument User’s Manual once the residents
returned to the evacuated facility.
• When the evacuating and/or receiving facility determined that the residents would not be returning to
the evacuating facility within the 30-day time frame, the evacuating provider needed to discharge the
resident by completing a discharge tracking form whenever possible. The receiving facility would
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admit the residents and complete an admission MDS (and/or a 5-day MDS) as per the Federal
participation requirements. The MDS cycle would then begin as of the admission date. The
discharge/admission date needed to occur within the previously mentioned 30-day time frame.
• When the resident returned to the evacuating facility after the 30-day time frame, the receiving facility
would discharge the resident and complete a discharge tracking form. The evacuating facility would
re-admit the resident. The MDS cycle would be established based on the reentry tracking form.
• When patients were transferred to a second facility with an anticipated return to the evacuating
facility within the 30-day time frame, the evacuating facility could bill Medicare for the services using
the evacuating facility’s provider number. The evacuating facility was responsible for payment to the
receiving facility for the services that facility provided to the evacuated patients. In these cases, the
fiscal intermediary processed these claims using the evacuating facility’s provider number as if the
patients had not been transferred.
If during a disaster, the electronic MDS submission was not possible from the evacuated facilities (e.g.,
server was down or equipment had water damage, or was otherwise destroyed or lost), CMS offered to help
the evacuated facility restore previously submitted MDS data once a working computer could be obtained.
CMS allowed increases to licensed and Medicare certified nursing home bed capacity on a case-by-case
determination. While facilities were permitted to exceed their census to meet a short-term need, continued
housing of residents over a facility’s capacity had to be evaluated by the State Survey Agency to ensure that
staffing levels were sufficient, as well as the ability to safeguard residents.
If a resident was discharged from an evacuating facility within the 30 days limit, the MDS cycle would be
allowed to continue as though the resident had never been transferred.
CMS determined it would not consider a NF or a State out of compliance if documentation showed that due
to emergency evacuation, a resident’s possible need for RR (Resident Review) was known at admission,
was initiated not later than the initial resident assessment and MDS process, and the
evaluation/determination was performed as soon thereafter as resources were available.
Where there was no interstate Preadmission Screening and Resident Review (PASRR) agreement between
the sending and receiving States, the State of residence would normally have responsibility to pay for
PASRR functions, or have a reciprocal agreement with the receiving State. Depending on the number of
evacuated NF residents, and the length of stay, States could make retroactive inter-state PASRR
agreements.
CMS recommended that nursing homes must do the best they could to ensure that only nurse aides in good
standing, who have relocated from an affected area, were hired to work during the disaster. At a minimum,
CMS expected nursing homes that employed nurse aides relocating from an affected State, to search any
nurse aide registry that the nursing home believed might contain information on the nurse aide. The Office
of Inspector General (OIG) Exclusion List was also offered as a useful tool for
nursing homes and other healthcare providers to obtain information about nurse aides and other health care
workers with relevant convictions, such as offenses of abuse and neglect. The OIG Exclusion List may be
located at: http://oig.hhs.gov/fraud/exclusions/listofexcluded.html
Home Health Agencies (HHAs)
The comprehensive assessment requirement at 42 CFR 484.55 was modified by CMS, as follows, in
Medicare HHAs serving qualified home health patients in PHE areas determined by the Secretary:
• The Start of Care assessment (RFA 1) could be abbreviated to include the Patient Tracking Sheet and the
24 payment items.
• The Resumption of Care assessment (RFA 3) and the Recertification assessment (RFA 4) could be
abbreviated to the 24 payment items.
• The Discharge assessment (RFA 8 or RFA 9) and the Transfer assessment (RFA 6, RFA 7) were
temporarily suspended.
NOTE: HHAs needed to maintain adequate documentation to support provision of care and payment.
The HHA’s abbreviated assessment as described above did not have to meet the 5-day completion date or
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the 7-day lock date. In addition, the OASIS transmission requirements at 42 CFR 484.20 were suspended
for those Medicare approved HHAs that were serving qualified home health patients in the affected areas.
HHAs were expected to use this policy only as needed, and to return to business as usual as soon as
possible
Community Mental Health Center (CMHC)
CMS allowed the on-site review requirement for CMHC applicants during a PHE to be deferred, (NOTE:
CMS determined that all other CMHC requirements had to be met (i.e., core requirements, operational for at
least one business quarter, etc.) at the time of its RO deferral decision. Continued certification was
dependent upon a satisfactory on-site visit by CMS staff, once travel to the affected area was feasible.)
CMS ROs allowed affected CMHCs to temporarily relocate their practice on a case-by-case basis, subject to
review within six months to determine continued need for the temporary site.
CMS allowed the 24-Hour Emergency Phone Service requirement for CMHC providers to be waived if phone
service was disrupted in the PHE area, and if all other core requirements were met by the new CMHC
applicant. (NOTE: if the CMHC is found to be out of compliance with this requirement, once phone service
was restored, its certification would be terminated.)
Clinical Laboratory Improvement Plan Amendment (CLIA)
As necessary, CMS-certified laboratories located in a declared PHE area were allowed to be inspected as
timely as possible and as State Agency resources were sufficiently available. The order of priority for
inspections was to be: complaints, followed by laboratories whose certificates were expiring, and then new
laboratories requiring initial certification inspections.
CMS used discretion in exercising its enforcement authority during the disaster recovery period as
necessary to take into account unusual circumstances under which labs were operating. CMS made those
labs with pending enforcement actions that constituted “immediate jeopardy” to patient health and safety, to
be the 1st priority.
Physician Self-Referral
On a case-by-case basis and/or through guidance posted on the CMS website, CMS allowed sanctions for
violations of the physician self-referral (Stark) law to be waived for practices that otherwise would not meet
the specific criteria for an exception, provided that such arrangements did not lead to program or patient
abuse, and that other safeguards which may be applicable to the specific arrangements under consideration,
existed. The included hospitals providing free office space, or low interest or no interest loans, or offering
certain arrangements to physicians who were displaced by the hurricane. The Stark waiver was available
only to those PHE States severely impacted by Hurricane Katrina and only during the time that the PHE was
in effect.
Adjust and Coordinate Quality Assurance Oversight and Mobilize Survey & Certification Resources
CMS made key MDS information available electronically to receiving nursing homes (NHs) where Katrina
evacuees were relocated (via the Minimum Data Set) and worked with State officials to make pharmacy
information available.
CMS quickly issued communications to all State Survey Agencies providing appropriate discretion in both
evacuation and relocation to assure beneficiary protections but also to afford the flexibility needed in an
emergency situation, and posted detailed “Question & Answer” documents on the CMS website.
CMS suspended certain restrictions on providers to enable them to accept evacuees
State Survey Agency and CMS partnerships were an important and crucial part of both the response and
recovery phases of the disaster. As the staff of one State Survey Agency staff were needed to provide care
to evacuees in special need shelters, the CMS Regional Office stepped in to provide critical survey and
certification monitoring and enforcement activities. Hurricane Katrina demonstrated the importance of
partnership with State Agencies as contacts for communications, advocates/links for resources, and
facilitators for the provision of health care for all of those in need of care.
CMS worked closely with State Survey Agencies and the Accrediting Organizations to conduct required
surveys in a prompt and coordinated fashion in the all-year recovery efforts as providers sought to
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reconstitute themselves (sometimes moving 2, 3 , or 4 times in the process).
In partnership with States, CMS acted to speed the provision of health care services to the elderly, children,
and persons with disabilities by relaxing normal operating procedures until providers could reasonably be
expected to continue under the normal requirements. CMS worked closely with State Medicaid Agencies to
coordinate resolution of interstate payment agreements for recipients served outside their home states.
In light of the Gulf Coast’s very fragile health care infrastructure’s ability to meet the needs of its returning
population, CMS conducted joint weekly teleconferences for approximately 6 months between its central and
regional offices, the affected State Survey Agencies, the Joint Commission (JC), and local hospitals and
other health care providers, on an invitational basis. This was done to: coordinate monitoring of local
provider conditions as they emerged and potentially impacted on rules for participation in Medicare; reduce
any undue burden caused by joint jurisdiction; and facilitate timely reporting and communications.
CMS quickly established multiple strategies to communicate with affected providers about the changes. For
instance, CMS posted Question and Answer documents on CMS’ website; held special “Open Door
Forums;” and arranged meetings and regular phone calls with affected states, national and state provider
associations, and individual providers.
CMS partnered with States and the US Health Resources and Services Administration (HRSA) to resolve
licensing and credentialing issues for Inactive Reserve Corp (IRC) officers and volunteers from other
grantees.
Enforcement Activities
ROs used discretion to act on State Survey Agency recommendations to defer certain pending enforcement
actions on a case-by-case basis during Hurricane Katrina, for example:
(a) For providers directly impacted by a PHE, generally, civil money penalties (CMPs) were not collected
during the emergency period, and accrual of penalty amounts would temporarily cease during the PHE.
(b) For all providers that had admitted evacuees where CMPs had also been imposed, the ROs used
discretion to handle CMP issues on a case-by-case basis.
(c) For other providers that might have been affected by the inability of the SAs to conduct revisit surveys,
the ROs could make a case-by-case determination.
CMS generally would suspend collection of a CMP for nursing homes (NHs) located in a declared PHE area
providing care for evacuees. Subsequently, CMS requested a financial impact statement from the specific
NHs where CMPs were due and payable, and would determine case-by-case, if any adjustments should be
made. Suspension of CMP collection for any other NH provider admitting evacuees would be handled on a
case-by-case basis.
Other Provider Certification
If the nature of a PHE would have necessitated a provider/supplier to reopen in a new location, CMS used
discretion to determine if the current provider’s relocation or cessation of business at an original location and
establishment of a new business at another location, demonstrated that it was functioning as essentially the
same provider serving the same community. CMS considered each request for relocation on a case-by-case
basis
Graduate Medical Education (GME)
CMS published a GME interim final rule (with comment) on April 12, 2006, in order to accomplish most of the
goals necessary to occur due to the crisis created by Hurricanes Katrina and Rita. The rule went into effect
upon publication.
On June 30, 2006, CMS released a final GME rule that responded to numerous comments notifying CMS
that many hospitals would find it difficult to meet the submission deadline for the emergency Medicare GME
affiliation agreements due in 2006 and revised the deadline for submission of the emergency Medicare GME
affiliation agreements due in 2006. Under that final rule, the 2006 deadlines to submit these special
emergency affiliation agreements were changed to on or before October 9, 2006.
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In addition, on November 27, 2007, CMS issued another GME interim final rule (with comment) in order to
extend the effective period for emergency affiliation agreements under certain conditions from 3 years to 5
years and provide for retroactive written agreements to allow hospitals to be paid for the training of their
residents sent to non-hospital sites after Hurricanes Katrina and Rita. The provisions in this second interim
final rule were effective immediately on the date of publication.
Medicare billing and other requirements and accelerated payments
To accommodate the emergency health care needs of beneficiaries, CMS moved quickly to support efforts
of the health care community. During the time of the PHE, CMS temporarily relaxed Medicare fee for service
(FFS) policy, billing and other requirements and offered accelerated payment options for hospitals and other
providers furnishing such care. For example,
¾ CMS allowed hospitals to have a responsible physician at the hospital (e.g., chief of medical staff or
department head) to sign an attestation when the attending physician could not be located.
¾ CMS allowed providers affected by the hurricane to file paper claims if necessary.
¾ CMS instructed its contractors to facilitate the processing of claims for services furnished by
physicians to treat patients outside the normal settings (e.g., shelters).
¾ CMS paid the inpatient acute care rate and any cost outliers for Medicare patients that no longer
needed acute level care but remained in a hospital located in the states with PHE areas until the
patient could be moved to an appropriate facility.
¾ For those teaching hospitals that were training residents that were displaced by the hurricane, CMS
temporarily adjusted the hospital’s full-time equivalent cap on residents, as needed, to allow the
hospital to receive indirect or direct graduate medical education payments for those displaced
residents. The temporary adjustment applied as long as the original program in which the displaced
resident trained, remained closed.
¾ Accelerated or advance payments were available to those providers who were still rendering some
services or were taking steps to be able to furnish services again, despite having their practice or
business affected or destroyed by the hurricane.
¾ CMS instructed its contractors to process immediately any requests for accelerated payments or
increases in periodic interim payments for providers affected by the hurricane.
¾ Fiscal intermediaries were instructed to increase the rate of the accelerated payment to 100 percent
and extend the repayment period to 180 days on a case-by-case basis.
¾ CMS instructed its intermediaries to approve requests for extensions to cost report filing deadlines for
providers affected by the hurricane
¾ Fiscal intermediaries were instructed to accept other data they determined were adequate to
substantiate payment to the provider when a facility’s records were destroyed. This determination
was done on a case-by-case basis.
¾ CMS allowed providers who waived the coinsurance and deductible amounts for indigent patients
affected by the hurricane to claim bad debt, even in cases where documentation regarding a patient’s
indigence was unavailable. Providers were required to note their observations or submit any
documentation they could along with a brief signed statement by medical personnel regarding the
patient’s indigence.
“Medicare Extraordinary Circumstances” Exception
Medicare provides for an “extraordinary circumstances” exception under capital PPS. Medicare’s PPS
includes payment for hospital inpatient capital costs on a per-discharge basis. The extraordinary
circumstances exception provision provides an additional payment if a hospital incurs unanticipated capital
expenditures in excess of $5 million (net of proceeds from other funding sources, including insurance,
litigation, and government funding such as FEMA aid) due to extraordinary circumstances beyond the
hospital’s control (e.g., a flood, fire, or earthquake). For most hospitals, the exception payments for
extraordinary circumstances are based on 85 percent of Medicare's share of allowable capital costs (100
percent for sole-community hospitals) attributed to the extraordinary circumstance. The payments are made
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for the annualized portion of the extraordinary circumstance costs, over the useful lifetime of the assets, not
in a lump sum.
Sanctions and penalties that would have arisen from non-compliance with certain provisions of the Health
Insurance Portability and Accountability Act (HIPPA) privacy regulations, including requirements to obtain
patients agreement to speak with family members or friends or to honor a patients request to opt out of the
facility directory, were temporarily suspended as part of the PHE.

5.1.4. Survey & Certification Public Health Emergency - All Hazards Frequently
Asked Questions (FAQs)
CMS issued guidance on health care provider survey and certification
requirement waiver policies during a declared public health emergency via the
Survey and Certification Public Health Emergency- All Hazards Frequently Asked
Questions (FAQs).
The FAQs have been developed utilizing an “all hazards” approach (e.g.,
hurricane, tornado, earthquake, flood, fire, chemical spill, nuclear or biological
attack, pandemic flu, etc.). The FAQs are general in nature, and were based
upon the experience and lessons learned from Hurricane Katrina. Input has
been obtained from the CMS S&C Emergency Preparedness Stakeholder
Communication Forum and other Department of Health and Human Services
(HHS) operating divisions.
See Appendix 18 for the CMS Provider Survey and Certification Frequently
Asked Questions – Declared Public Health Emergencies – All Hazards
document. CMS has also posted these questions and answers on the CMS FAQ
Website, which may be accessed at:
http://www.cms.hhs.gov/SurveyCertEmergPrep/
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Emergency Preparedness
Information
Technology (IT)
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6.0

EMERGENCY PREPAREDNESS INFORMATION TECHNOLOGY (IT)
INFRASTRUCURE
Reports, such as the 9/11 Commission Report and various General Accounting Office
(GAO) reports regarding Hurricane Katrina, graphically illustrate the nation’s current
limitations to respond to a catastrophic disaster.
National experts have stressed that effective emergency management must be
implemented in a coordinated, collaborative, and integrated process that involves local,
State, Regional, Tribal and Federal agencies. As part of the Homeland Security
Presidential Directive, the National Response Plan (NRP) establishes a single,
comprehensive all-hazards approach to emergency management. The NRP does not
apply to the majority of incidents occurring each year that are handled by local
agencies, managed at the lowest possible geographical, organizational level possible.
Rather, the NRP is applicable to incidents that go beyond the State and local level, and
requires a coordinated Federal response and resources.
Experts have also expressed concern regarding the lack of coordination between public
health and healthcare providers and among various levels of government. Independent
evaluations of our nation’s health IT systems find non-integrated, uncoordinated
systems that are often duplicative and have problems with consistent data. Additionally,
in some areas health IT systems may not exist or are significantly outdated.
The GAO recommended in a June 2005 report that as a part of establishing a 21st
century IT surveillance system, every State health department/agency should establish
integrated systems between States/agencies, that are interoperable between
jurisdictions and agencies, providing rapid sharing of health care provider and
patient/resident census data with health officials, to ensure effective management of
resources and a prompt response. This functionality is critical during a large scale
disaster, such as a bioterrorist attack or pandemic flu outbreak. The movement towards
electronic health records also provides us with the opportunity to improve access to
integrated, interoperable IT systems.
However, developing an integrated, coordinated IT system can be very expensive, and
the Centers for Medicare & Medicaid Services (CMS) currently does not have sufficient
resources for developing a single, integrated health care emergency management IT
system. Several States – especially those who must respond to emergencies on a
regular basis – have moved forward in implementing such systems.

6.1.

S&C Emergency Preparedness IT Infrastructure
The CMS Survey and Certification Group (SCG) has been collaborating with SAs and
other partners to improve IT functionality for tracking the status of affected health care
providers during a disruptive event. CMS has researched a variety of improvements to
the existing SA IT functionality through the following:
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6.2.

•

Conducted a survey, reviewed and analyzed the SAs’ current emergency
preparedness IT capabilities, including their ability to protect survey and certification
data, provide status reports of affected provider, and produce reports off-site.

•

Reviewed various existing State emergency preparedness IT systems, to consider
possible use by other SAs.

•

Developed short-term tools to assist SAs to track the status of affected providers.

•

Collaborated with Federal partners to develop recommendations for implementing a
cost-effective, robust and integrated emergency management IT system, capable of
tracking and reporting the status of affected health care providers to CMS.

CMS Research on Existing SA Emergency Preparedness IT Capabilities
In September 2006, CMS issued a Web-based questionnaire to SAs, for the purpose of
assessing their current emergency preparedness IT capabilities, including their ability to
track the status of affected health care providers during a disruptive event. CMS closely
analyzed the results of the survey. See Appendices A, B, and C for full details
regarding the questionnaire and the SAs’ responses.
CMS also reviewed and analyzed several State and Federal integrated emergency
management IT models, which are described below.

6.2.1. Florida Agency for Health Care Administration - Emergency Status System
The Florida Agency for Health Care Administration (AHCA) has developed the
Emergency Status System (ESS) that is an internally developed software application
designed to track the status of providers regulated by AHCA before, during and after the
emergency. ESS facilitates the tracking of provider evacuation, impact, and needs, and
then enables staff to monitor that provider needs are addressed expeditiously. This
voluntary online system is utilized by 99 percent of hospitals, 87 percent of nursing
homes, 90 percent of intermediate care facilities for the mentally retarded (ICFs/MR),
and 41 percent of assisted living facilities statewide.
6.2.1.1.

Basic Functions
•

Tracks health care provider status during an emergency:

o
o
o
o

Hospitals
Nursing Homes
Assisted Living Facilities
In-Patient Hospice
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o End Stage Renal Disease Centers
o Intermediate Care Facilities for Developmentally Disabled
o Other Residential or 24-Hour Care Providers Regulated by AHCA

6.2.1.2.

•

Records facility evacuations including the location of evacuated
patients/residents and successful return to the facility

•

Records identification of provider needs to monitor the status of need
requests

•

Tracks provider impact including structural damage and loss of power

•

Records details of contacts made with each provider

•

Enables identification of special needs patients or residents, including
persons dependent on:
o Ventilators
o Oxygen
o Dialysis

•

Tracks census and available beds for all providers

•

Tracks additional details for hospitals, including available beds breakdown,
and availability of resources including isolation and decontamination facilities,
ventilators, operating rooms and emergency department (ED) status

•

Generates reports on facility status for essentially any information collected in
ESS

•

Reports are easily generated by any user and can be emailed or saved as
PDF, Word, or Excel

•

Allows pre-storm entry of data From AHCA licensure database and provider
input

Technical Design
•

Simple interface requires minimal training and technical assistance to users

•

Developed and maintained in-house by AHCA IT and regulatory staff on .net
platform, which may be shared with other states

•

Allows simple system modifications and ad hoc reporting on an as-needed
basis
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6.2.1.3.

•

Available online to providers, emergency partners, AHCA staff and AHCA
EOC representatives

•

Retains historical information for data entered for post-emergency reporting

Future Enhancements
•

Offline capability in the event the centralized server is out-of-service

6.2.2. Alabama Department of Public Health - Alabama Incident Management System
The Alabama Department of Public Health (ADPH), Center for Emergency
Preparedness contracted with the University of South Alabama to develop a web-based
data collection tool, called the Alabama Incident Management System (AIMS). AIMS
was conceptualized by the Center for Emergency Preparedness to facilitate their
disaster response efforts in managing healthcare.
Nursing homes and hospitals can use the system during a disruptive event (e.g.,
hurricane) to enter data regarding elements such as:

•
•
•
•
•
•
•
6.2.2.1.

Bed availability
Staff availability
Evacuation status
Utility status
Supply needs
Transport assistance needs
Etc.
Technical Design

The University of South Alabama’s Center for Strategic Health Innovation built AIMS,
providing ongoing revisions, training, hosting, and emergency medical operations
support on a 24-hour, seven-days per week basis. AIMS is extensible, hardened,
robust, and embraced as a user-friendly tool. Hardening of the operating systems is the
first step towards safeguarding systems from intrusion, which involves removal of all
non essential tools, utilities and other systems administration options, which could be
used to ease a hacker's path into the system. Following this, the hardening process
ensures that all appropriate security features are activated and configured correctly.
During Katrina, 83 hospitals and seven medical needs shelters used AIMS to connect
with the ADPH medical transfer center
Over 30,000 data transactions occurred with a nearly 100 percent performance
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At the Advanced Regional Response Training Center over 700 health professionals
have been trained to use AIMS and provide feedback to keep the system market
relevant
6.2.2.2.

6.2.2.3.

Basic Functions

•

Issues alert, allowing providers to send specific requests for resources or
assistance to the ADPH incident command center

•

Highly effective Web-based tool, promoting communication during disasters
among:
o Healthcare providers
o Public health agencies
o Emergency medical operations centers
o Others

•

Designed and used by healthcare disasters professionals; offers situational
awareness required to manage surge capacity and surge capability issues

•

Designed in focused modules to meet the needs of specific medical
communities
o Hospital support module
o Medical needs (special needs)
o Shelter module
o Community health center module
o Nursing home module
o Soon: emergency medical system and assisted living facility modules

•

Emergency Operations Center (EOC) module includes visual data elements
for emergency management managers

•

Consistent, easy to use, accessible from any location with any Web browser
on any operating system platform

•

Extensive use of Geographic Information Systems (GIS) applications allow
AIMS information to be easily visualized and understood

Future Enhancements

•

AIMS will link with other existing systems (e.g., if an Emergency Operations
Center is using a Web EOC type tool, AIMS can become a link off of that
program)
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•

Patient transfer function can link to an electronic health record

•

EOC module used by local, State, and Federal agencies will support links to:
o Volunteer lists
o Supply chains
o Vendors/providers

6.2.3. HHS Agency for Healthcare Research and Quality - Emergency Preparedness
Resource Inventory (EPRI) Database
The Department of Health and Human Services’ (HHS) Agency for Healthcare
Research and Quality (AHRQ) has implemented the Emergency Preparedness
Resource Inventory (EPRI) database, a system developed for the purpose of assisting
State and local agencies and providers manage resources during an emergency.
AHRQ contracts with Abt Associates to maintain and enhance the EPRI database.
While AHRQ is aware that the EPRI is being utilized by a number or local and State
emergency management and health departments, the number of users has not been
tracked.
6.2.3.1.

Free, Customizable System
The EPRI is a free, customizable database system, developed for:

•

6.2.3.2.

•

Assessing preparedness: Prior to an incident, areas can assemble an
inventory of critical resources that are needed to respond to a natural or manmade disaster

•

Improving incident response: During an incident, affected facilities can report
their status and capabilities

Key features

•

Usable at multiple levels: EPRI can be installed and administered at following
levels, including:
o State
o Regional
o County
o Multiple facility
o Individual facility

•
•
•

Customizable: Users can decide which resources and capabilities to track
Pre-populated: EPRI comes with over 200 resources and 30 location types
Web-based: Supports both centralized and decentralized data entry and
reporting
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•
•

o
o
o
o

6.3.

Multiple user roles: Access to data entry features & reports can vary across
users
Availability: Free download from AHRQ’s Web site:
www.ahrq.gov/research/epri/
Requires Microsoft SQL Server database
New version under development:
Abt Associates has met with an advisory panel to guide future
development
New features include:
 Import and report wizards
 Improved incident response capabilities
 Rollup of inventory from one level of government to another

SA Updated Emergency Preparedness IT Infrastructure Protocol
Based on the 1864 agreement under the Social Security Act, CMS has established an
updated SA emergency preparedness IT protocol. Ultimately, the overall goal is to
provide interoperability between state emergency IT systems, and can also provide for
interstate and regional interoperability and communication. These requirements are
being established after thoroughly reviewing and analyzing the SAs’ responses to the
CMS Emergency Preparedness IT Capabilities Survey, various IT systems, and
consideration for the current S&C budgetary constraints:
•

The SA, or the State Incident Command System (ICS), must establish the capability
to provide the Regional Office with an electronic report, upon request, regarding the
current status of Medicare/Medicaid certified health care providers that have been
affected by the disaster, including:
o Ambulatory Surgical Centers
o Critical Access Hospitals
o End Stage Renal Disease (ESRD) Facilities
o Federally Qualified Health Care Centers
o Home Health Agencies
o Hospices
o Hospitals
o Intermediate Care Facilities for Persons with Mental Retardation (ICFs/MR)
o Nursing Facilities/Skilled Nursing Facilities
o Organ Procurement Organizations
o Psychiatric Residential Treatment Facilities
o Rehabilitation Hospitals
o Rural Health Clinics
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•

The report must include the following data elements:
o Provider’s name
o Provider’s Identification Number
o Provider type
o Address (Street, City, ZIP Code, County)
o Current emergency contact (and back-up) name
o Telephone number and alternate number (e.g., cell phone)
o Provider status (evacuated, closed, damaged)
o Provider census
o Available beds
o Emergency department status (if applicable)
o Loss of power and/or unable to reach provider
o Estimated date operational
o Source of information
o Date of information

CMS closely reviews this data to determine appropriate resources and any monitoring
activities. In addition, the data reports are shared with HHS, and is closely analyzed to
determine the need for a declaration of a public health emergency.
6.3.1. CMS Emergency Preparedness Resource Inventory (EPRI) Pilot Project
CMS has established an interagency agreement with the Agency for Health Care
Research and Quality (AHRQ), and is currently working to design a customized CMS
Emergency Preparedness Resource Inventory (EPRI) database that will meet the
disaster affected provider tracking and reporting requirements identified above.
Three State Survey Agencies have volunteered to participate in the CMSD EPRI pilot:
California, Nevada, and Wisconsin.
CMS is collaborating closely with the HHS Office of the Assistance Secretary of
Preparedness and Response (ASPR) and AHRQ to ensure health care providers are
not required to duplicate the entry of any data (e.g., hospital data entry requirements
under the ASPR Hospital Preparedness Program for gathering bed availability the
National Hospital Available Beds for Emergencies and Disasters [HAvBED] System).
The EPRI system design and functionality is being developed based on the
recommendations of CMS, the pilot states and participating providers. The purpose of
the pilot is to ensure the EPRI database is designed to meet the needs of the SAs, is
well tested, and proven to be an effective, user-friendly tool for interested States across
the nation.
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Abt Associates will prepare an evaluation report detailing the findings of the CMS EPRI
Pilot (targeted for December 2008), which will be shared with SAs across the nation.
6.3.2. Disaster Affected Provider Reporting Tool – Short-Term Strategy
As a short-term strategy, CMS has developed a template that SAs may voluntary use
to assist in reporting the status of affected health care providers during a disaster to
their Regional Office (see Appendix 6).
The State Survey Agency Disaster Affected Provider Reporting Tool is currently posted
on the S&C Emergency Preparedness Website, on the State Agency web page, and
provides SAs with a consistent method for reporting the status of affected providers to
their CMS Regional Office.
6.3.3. Tracking and Reporting Implementation Deadline
CMS recognizes that implementing a system for tracking affected health care providers
during an emergency will require increased SA efforts; thus the deadline for establishing
a health care provider tracking and reporting system is July 2009.
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Appendix 1
EMERGENCY PREPAREDNESS ACRONYMS & GLOSSARY
ACRONYMS
AAL
AAR
ACE
ACIP
ACL
ACLS
ACF
ACS
ADP
AFE
AHRQ
AIE
AIS
AISSP
AMSC
ANG
ANSI
AO
AoA
APE
APF
APHL
ARC
ARES
ARF
ARO
ASAM
ASC
ASC
ASH
ASL
ASPA
ASPE
ASPR
ASRT
ATSDR

Authorized Access List
After-Action Report
Army Corps of Engineers
Advisory Committee on Immunization Practices
Access Control List
Advanced Cardiac Life Support
Administration for Children and Families (HHS)
Alternate Care Site
Automated Data Processing
Annual Frequency Estimate
Agency for Healthcare Research and Quality (HHS)
Annual Impact Estimate
Automated Information System
Automated Information Systems Security Program
American Satellite Communications
Air National Guard
American National Standards Institute
Accrediting Organization
Administration on Aging (HHS)
Assistant Secretary for Planning and Evaluation (HHS)
Authorized Program Facility
Association of Public Health Laboratories
American Red Cross
Amateur Radio Emergency Service
Agency Request Form
Annualized Rate of Occurrence
Assistant Secretary for Administration & Management (HHS)
Ambulatory Surgical Center
Accredited Standards Committee
Assistant Secretary for Health (HHS)
Assistant Secretary for Legislation (HHS)
Assistant Secretary for Public Affairs (HHS)
Assistant Secretary for Planning & Evaluation (HHS)
Assistant Secretary for Preparedness & Response (HHS)
Assistant Secretary for Resources & Technology (HHS)
Agency for Toxic Substances & Disease Registry (HHS)

BARDA

Office of Biomedical Advanced Research and Development Authority
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ACRONYMS
BCA
BCCP
BI
BIA
BLS
BOD
BT
BTA
BTCP
BUN
BW
BWC
BWIC

Business Case Analysis
Business Continuity and Contingency Plan
Background Investigation
Business Impact Analysis
Basic Life Support
Board of Directors
Bioterrorism
Bioterrorism Act
Biological Terrorism Contingency Plan
Blood Urea Nitrogen
Biological Warfare/Weapons
Biological Weapons Convention
Biological Warning and Incident Characterization

C3I
CAH
CAP
CASPER
CAST
CBRNE
CCMO
CCP
CCRF
CDC
C/E
C/E Handbook
CERT
CF
CFR
CICG
CI/KR
CIO
CLIA
CM
CMHC
CMP
CMM
CMS
CMSDC
CMSO
CMV
CO
COG

Command, Control, Communications, Information
Critical Access Hospital
Corrective Action Program (DHS)
Certification and Survey Provider Enhanced Reports (CMS)

Contractor Assessment Security Tool
Chemical, Biological, Radiological, Nuclear, or Explosive
Consortium Contractor Management Officer
Crisis Counseling Training and Assistance Program
Commissioned Corp Readiness Force (HHS)
Centers for Disease Control & Prevention (HHS)
Controller and Evaluator
Controller and Evaluator Handbook
Community Emergency Response Team.
Complement Fixation
Code of Federal Regulations
Critical Infrastructure Coordination Group
Critical Infrastructure and Key Resources
Chief Information Officer
Clinical Laboratory Improvement Act
Configuration Management
Community Mental Health Center
Configuration Management Plan
Center for Medicare Management (CMS)
Centers for Medicare and Medicaid Services (HHS)
CMS Data Center
Center for Medicaid & State Operations
Cytomegalovirus
Central Office (CMS)
Continuity of Government (in some locations this also means Council of
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ACRONYMS
COMSEC
COOP
COSIN
COTS
CPHA
CPM
CPU
CPX
CQI
CRI
CROWN
CSAT
CSEPP
CSID
CSIRC
CSR
CSS
CSSP
CST
CSTE

Governments)
Communications Security
Continuity of Operations Plan
Control Staff Instructions
Commercial Off the Shelf
Commission on Professional and Hospital Activities
Clinical Performance Measure
Central Processing Unit
Command Post Exercise
Continuous Quality Improvement
Cities Readiness Initiative
Consolidated Renal Operations in a Web-Enabled Network
Computer Security Awareness Training
Chemical Stockpile Emergency Preparedness Program
Centralized Scheduling and Information Desk
Computer Security Incident Response Capability
Core Security Requirements
Cross-Site Scripting
Computer Systems Security Plan
Civil Support Team (National Guard)
Council of State and Territorial Epidemiologists

DAB
DAT
DDOS
DEOC
DES
DFA
DFO
DHS
DMAT
DME
DMERC
DMORT
DMZ
DoD
DOJ
DOS
DRSP
DS
DSL
DT
DTaP

Departmental Appeals Board (HHS)
Diphtheria Antitoxin
Distributed Denial Of Service
CDC Director’s Emergency Operations Center (HHS)
Data Encryption Standard
Direct Fluorescent Antibody
Disaster Field Office
United States Department of Homeland Security
Disaster Medical Assistance Team
Durable Medical Equipment
Durable Medical Equipment Regional Carrier
Disaster Mortuary Operational Response Team
Demilitarized Zone
United States Department of Defense
United States Department of Justice
Denial of Service
Drug-Resistant Streptococcus Pneumoniae
Office of the Deputy Secretary (HHS)
Digital Subscriber Line
Diphtheria and Tetanus Toxoids
Diphtheria and Tetanus Toxoids and Acellular Pertussis Vaccine
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ACRONYMS
DTP

Diphtheria and Tetanus Toxoids and Whole-Cell Pertussis Vaccine

EAS
EC
EDEES
EDI
EDP
EEG
EF
EIA
ELISA
ELR
EMA
EMAC
EMG
EMI
EMS
EMT
EO
EOC
EOD
EOP
EPA
EPO
EPRI
EPW
ERT (A, N)
ESAR-VHP
ESF
ESRD
EVALPLAN
EXPLAN

Emergency Alert System
Executive Committee
ESRD Data Entry and Editing System (CMS)
Electronic Data Interchange
Electronic Data Processing
Exercise Evaluation Guide
Exposure Factor
Enzyme-Immunoassay
Enzyme-Linked Immunosorbent Assay
Electronic Laboratory Reporting
Emergency Management Agency
Emergency Management Assistance Compact
Emergency Management Group
Electromagnetic Interference
Emergency Medical Services
Emergency Medical Technician
Executive Order
Emergency Operations Center
Explosive Ordnance Disposal
Emergency Operating Procedure/ Emergency Operations Plan
United States Environmental Protection Agency
Epidemiology Program Office
Emergency Preparedness Resource Inventory Database Tool
Exercise Plan Workshop
Emergency Response Team (A = Advance, N = National)
Emergency System for Advance Registration of Volunteer Health Professions
(HHS)
Emergency Support Function
End Stage Renal Disease
Evaluation Plan
Exercise Plan

FAA
FAMA
FAR
FBI
FCO
FDA
FE
FEMA
FFS

Federal Aviation Administration
Fluorescent Antibody to Membrane Antigen
Federal Acquisition Regulation
Federal Bureau of Investigation (DOJ)
Federal Coordinating Officer
Food & Drug Administration (HHS)
Functional Exercise
Federal Emergency Management Agency (DHS)
Fee-for-Service (CMS)
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ACRONYMS
FI
FIPS
FISCAM
FMS
FMIB
FQHC
FRERP
FSE
FSLT
FTP

Fiscal Intermediary (CMS)
Federal Information Processing Standards
Federal Information System Controls Audit Manual
Federal Medical Shelter
Financial Management Investment Board
Federally Qualified Health Center
Federal Radiological Emergency Response Plan
Full-Scale Exercise
Federal, State, Local, and Tribal
File Transfer Protocol

GAO
GIS
GISRA
GSA
GSS
G&T

General Accounting Office
Geographic Information System
Government Information Security Reform Act
General Services Administration
General Support System
Office of Grants and Training (DHS)

HA
HAV
HAvBED
HAZMAT
HBcAg
HBeAg
HBIG
HBsAg
HBV
HCBS
HCQIP
HCT
HCV
HD
HDV
HFP
HHA
HHS
HHS SHO
HIC
HI
Hi
Hib
HIPAA
HISM

Hemagglutinin
Hepatitis A Virus
Hospital Available Bed System (HHS)
Hazardous Materials
Hepatitis B Core Antigen
Hepatitis B e antigen
Hepatitis B immune globulin
Hepatitis B surface antigen
Hepatitis B Virus
Home and Community-Based Services
Health Care Quality Improvement Program
Hematocrit
Hepatitis C Virus
Hemodialysis
Hepatitis D Virus
Healthcare Facility Partnership Program (HHS)
Home Health Agency
United States Department of Health and Human Services
Health and Human Services Senior Health Official
Health Insurance Claim
Hemagglutination Inhibition
Haemophilus Influenzae
Haemophilus Influenzae Type b
Health Insurance Portability and Accountability Act
Handbook of Information Security Management
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ACRONYMS
HMO
HPP
HRSA
HSAS
HSEEP
HSGP
HSIN
HSPD
HVA

Health Maintenance Organization
Hospital Preparedness Program (HHS)
Health Resources and Services Administration (HHS)
Homeland Security Advisory System
Homeland Security Exercise and Evaluation Program
Homeland Security Grant Program
Homeland Security Information Network
Homeland Security Presidential Directive
Hazard and Vulnerability Assessment

IA
IC
ICF
ICF/MR
ICS
IDS
IED
IFA
IG
IGA
IHS
IMAP
IMRP
INFOSEC
INS
IOM
IOS
IP
IPC
IPV
IRCT (A)
IS
ISA
ISP
ISS
ISSO
ISSP
IT
ITA
ITMRA
IV&V

Information Assurance
Incident Command
Intermediate Care Facility
Intermediate Care Facility for Persons with Mental Retardation
Incident Command System
Intrusion Detection System
Improvised Explosive Device
Indirect Fluorescent Antibody
Immune Globulin
Office of Intergovernmental Affairs
Indian Health Services (HHS)
Internet Message Access Protocol
Instruction Manual for Renal Providers
Information Security
Incident of National Significance
Institute of Medicine
Immediate Office of the Secretary (HHS)
Improvement Plan
Initial Planning Conference
Inactivated Poliovirus Vaccine
Incident Response Coordination Team (A = Advance)
Information System
Information Sensitivity Assessment
Immediate Services Program (FEMA)
Information Systems Security
Information Systems Security Officer
Information Systems Security Plan
Information Technology
Information Technology Architecture
Information Technology Management Reform Act
Independent Validation &Verification

JFO

Joint Field Office
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ACRONYMS
LA
LAN
LEPC
LLIS
LRN

Latex Agglutination
Local Area Network
Local Emergency Preparedness/Planning Council
Lessons Learned Information Sharing
Laboratory Response Network

MA
MAA
MACC
MBI
MCM
MCS
MDCN
MDS
MIM
MIS
MIPT
MMRS
MMWR
MMR
MNAT
MOA
MOU
MPC
MR
MRB
MRC
MSAEFI
MSDS
MSEL
MTL
MVS

Mission Assignment
Mutual Aid Agreement
Multi-Agency Coordination Center
Minimum Background Investigation
Medicare Carriers Manual (CMS)l
Multiple Console Support
Medicare Data Communications Network (CMS)
Minimum Data Set (CMS - data set for nursing homes)
Medicare Intermediary Manual (CMS)
Management Information Services (CMS)
National Memorial Institute for the Prevention of Terrorism
Metropolitan Medical Response System
Morbidity and Mortality Weekly Report
Measles-Mumps-Rubella Vaccine
Medical Needs Assessment Team
Memorandum of Agreement
Memorandum of Understanding
Mid-Term Planning Conference
Measles-Rubella Vaccine
Medical Review Board
Medical Reserve Corps
Monitoring System for Adverse Events Following Immunization
Material Safety Data Sheet
Master Scenario Events List
Master Task List
Multiple Virtual Storage

NA
NACI
NARA
NASA
NC
NCC
NCCLS
NCHS
NCI

Neuraminidase
National Agency Check and Inquiries
National Archives and Records Administration
National Aeronautical and Space Administration
Network Council
Network Coordinating Council
National Committee for Clinical Laboratory Standards
National Center for Health Statistics
National Cancer Institute
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ACRONYMS
NCID
NCP
NCRSR
NCSC
NCVIA
NDMS
NEDSS
NEHC
NEP
NETSS
NEXS
NF
NFPA
NFS
NGO
NHANES
NHIS
NHV
NIC
NIDDK
NIE
NIH
NIP
NIMS
NIP
NIPC
NIPP
NIST
NJTTF
NLD DPP
NLE
NMRS
NMRT
NNDSS
NOS
NPG
NPP
NPS
NRAA
NRP
NSA
NSC
NSSE

National Center for Infectious Diseases
National Contingency Plan
National Congenital Rubella Syndrome Registry
National Computer Security Center
National Childhood Vaccine Injury Act of 1986
National Disaster Medical System
National Electronic Disease Surveillance System
Neighborhood Emergency Help Center
National Exercise Program
National Electronic Telecommunications System for Surveillance
National Exercise Schedule System (DHS)
Nursing Facility
National Fire Protection Association
Network File System
Non-Governmental Organization
National Health and Nutrition Examination Survey
National Health Interview Survey
Natural Hazard Vulnerability
National Incident Commander
National Institute of Diabetes and Digestive and Kidney Diseases
Net Impact Estimate
National Institutes of Health (HHS)
National Improvement Project
National Incident Management System
National Immunization Program
National Infrastructure Protection Center
National Infrastructure Protection Plan
National Institute of Standards and Technology
National Joint Terrorism Task Force
Nunn-Lugar-Domenici Domestic Preparedness Program
National Level Exercise
National Medical Response System
National Medical Response Team
National Notifiable Diseases Surveillance System
Network Operating System
National Preparedness Goal
Narrative Project Plan
National Planning Scenarios
National Renal Administrators Association
National Response Plan
National Security Agency
National Security Council
National Special Security Event
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ACRONYMS
NSTISSC
NT
NVICP

National Security Telecommunications & Information Systems Security Committee
New Technology
National Vaccine Injury Compensation Program

OASIS
OCR
OCSQ
OD
ODIE
ODP
OFRD
OGC
OGHA
OIC
OIG
OIS
OMB
OMHA
OPA
OpDiv
OPHEMC
OPHS
OPM
OPO
OPTN
OPV
OS
OS
OSC
OSG
OSCAR

Outcome and Assessment Information Set (CMS Assessment Data Set for HHAs)
Office for Civil Rights (HHS)
Office of Clinical Standards and Quality (CMS)
Office on Disability (HHS)
Online Data Input and Edit System (CMS)
Office for Domestic Preparedness
Office of Force Readiness an Deployment
Office of the General Counsel (CMS)
Office of Global Health Affairs (HHS)
Opportunity to Improve Care
Office of the Inspector General (HHS)
Office of Information Services
Office of Management and Budget
Office of Medicare Hearings & Appeals (HHS)
Organ Procurement Agencies
Operating Division
Office of Public Health Emergency Medical Countermeasures (HHS)
Office of Public Health and Science (HHS)
Office of Personnel Management
Organ Procurement Organization
Organ Procurement and Transplantation Network
Oral Poliovirus Vaccine
Operating System
Office of the Secretary
Operations Support Center
Office of the Surgeon General (HHS)
Online Survey Certification and Reporting System (CMS)

P3P
P&D
P&I
P&P
PAHPA
PCR
PD
PDD
PDS
PEP
PH

Platform for Privacy Preferences Project
Prevention and Deterrence
Pneumonia and influenza
Policies and Procedures
Pandemic and All-Hazards Preparedness Act
Polymerase chain reaction
Peritoneal Dialysis
Presidential Decision Directive
Partitioned Data Sets
Pre-positioned Equipment Program
Passive Hemagglutination
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ACRONYMS
PHE
PHLIS
PHS
PIN
PIP
PIO
PMMIS
PPE
PRCP
PROFLOW
PSGH
PSO

Public Health Emergency
Public Health Laboratory Information System
Public Health Services
Personal Identification Number
Performance Improvement Plan
Public Information Officer
Program Management and Medical Information System
Personal Protective Equipment
Project Review and Coordination Panel
Procedural Flow
Policy Standards and Guidelines Handbook (CMS)
Physical Security Officer

QA
QI

Quality Assurance
Quality Improvement

QIES

Quality Information Enterprise System (CMS)

QIO
QIP

Quality Improvement Organization (CMS)
Quality Improvement Project

RA
RASH
RAT
RD
RDS
REBUS
REC
REMIS
REPP
RET
RFI
RFP
RHA
RHC
RIA
RO
ROB
RPA
RPC
RRCC
RSP

Risk Assessment
Rapid Surveillance Helper
Rapid Assistance Team
Regional Director (HHS)
Remote Data Services
Renal Beneficiary and Utilization System (CMS)
Regional Emergency Coordinators (HHS)
Renal Management Information System (CMS)
Radiological Emergency Preparedness Program
Reportable Events Table
Radio Frequency Interference
Requests for Proposals
Regional Health Administrator
Rural Health Center
Radioimmunoassay
Regional Office (CMS)
Rules of Behavior
Renal Physicians Association
Remote Procedure Call
Regional Response Coordination Center (HHS)
Regular Services Program (FEMA)

SA
SAA

State Survey Agency (CMS)
State Administrative Agency
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ACRONYMS
SAMHSA
SAP
SAR
SBI
SBU
S&C
SCG
SCO
SDLC
SER
SG
SHC
SHO
SHSEEP
SIMCELL
SIMS
SIRT
SISSO
SITMAN
SITREP
SLE
SLOSH
SM
SMF
S-MIME
SME
SMO
SNF
SNS
SOC
SOR
SOE
SOM
SONS
SOP
SOW
SPR
SPSS
SSA
SSC
SSG
SSH
SSI

Substance Abuse & Mental Health Services Administration (HHS)
State Assistance Plan
Safeguard Activity Report
Single Scope Background Investigation
Sensitive But Unclassified
Survey and Certification (CMS)
Survey and Certification Group (CMS)
State Coordinating Officer
System Development Life Cycle
Scientific, Engineering, and Research
Surgeon General (HHS)
State Health Coordinator (HHS)
Senior Health Official (HHS)
State Homeland Security Exercise and Evaluation Program (DHS)
Simulation Cell
Standard Information Management System
Security Incident Response Team
Senior Information Systems Security Officer
Situation Manual
Situation Report
Single Loss Expectancy
Sea, Lake, and Overland Surges for Hurricanes
System Manager
System Management Facility
Secure Multi-purpose Internet Mail Extensions
Subject Matter Expert
Senior Management Official (CDC)
Skilled Nursing Facility
Strategic National Stockpile
Secretary’s Operations Center
System of Records
Senior Officials Exercise
State Operations Manual (CMS)
Spill of National Significance
Standard Operating Procedure
Statement of Work
Safeguard Procedures Report
Supplementary Pertussis Surveillance System
Social Security Administration
Systems Security Coordinator
Security and Standards Group
Secure Shell
Security/Suitability Investigation
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ACRONYMS
SSL
SSM
SSN
SSO
SSP
SSPM
SSPS&GH
SSSA
ST&E
SWAT

Secure Socket Layer
Standard System Maintainers
Social Security Number
Systems Security Officer
System Security Plan
System Security Plans Methodology
System Security Policy Standards and Guidelines Handbook
Senior Systems Security Advisor
Security Test and Evaluation
Special Weapons And Tactics

TCL
TCP
TIG
TLS
TO
TOPOFF
TQE
TSA
TT
TTX

Target Capabilities List
Transmission Control Protocol
Tetanus Immune Globulin
Transport Layer Security
Training Office
Top Officials National Exercise Series
Total Quality Environment
Transportation Security Administration (DHS)
Tetanus Toxoid
Tabletop Exercise

UA
UASI
UAWG
UC
UCS
UL
UNOS
U.S.C
USDA
US PHS
USRDS
UTL
UTCP
UTM

Universal Adversary
Urban Areas Security Initiative
Urban Area Working Group
Unified Command
Unified Command System
Underwriter's Laboratory
United Network for Organ Sharing
United States Code
United States Department of Agriculture
United States Public Health Service
United States Renal Data System
Universal Task List
Unified Tactical Communications Program
Universal Transverse Mercator

VA
VAE
VAERS
VAPP
VHA
VHSP

Department of Veteran's Affairs
Vaccine Adverse Event
Vaccine Adverse Event Reporting System
Vaccine-Associated Paralytic Poliomyelitis
Veterans Health Administration
Viral Hepatitis Surveillance Program
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ACRONYMS
VISION
VMAT
VOAD
VPN
VPD
VZIG
VZV

Vital Information System to Improve Outcomes in Nephrology
Veterinary Medical Assistance Team
Volunteer Organizations Active in Disasters
Virtual Private Network
Vaccine-Preventable Disease
Varicella-Zoster Immune Globulin
Varicella-Zoster Virus

WHO
WMD
WSR

World Health Organization
Weapon of Mass Destruction
Weather Surveillance Radar

ZECP

Zone Emergency Communications Planner

Centers for Medicare & Medicaid Services

Page 78

DRAFT - October 2008

CMS SURVEY & CERTIFICATION EMERGENCY PREPAREDNESS GUIDE

GLOSSARY
A
Actor

Volunteer victims who simulate specific roles, including injuries
from a disaster, to add realism to an exercise.

Actor Briefing

Briefing generally conducted the morning of the exercise, prior to
the victim actors taking their positions on the exercise field. The
victim actor coordinator should lead this briefing and include the
following information: exercise overview, safety, what to do in the
event of an actual emergency, symptomology, acting instructions,
and schedule. Identification badges and symptomology cards
should be distributed before or during this briefing. If moulage is to
be applied to actors, it should be completed before the briefing.

Advanced Life Support
Ambulance (ALS)

An ambulance service capable of delivering advanced skills
performed by an EMS practitioner, e.g. intravenous fluids and drug
administration.

Adjuvant

A substance added to a vaccine to improve the immune response
so that less vaccine is needed to provide protection.

After Action Conference

A post-exercise forum in which key personnel and the exercise
planning team are presented with findings and recommendations
from the After Action Report (AAR) and an Improvement Plan is
developed.

After Action Report (AAR)

The final exercise document, produced by the exercise planning
team and/or the evaluation team, describing what happened,
noting any exemplary practices, identifying issues to be
addressed, and providing recommendations for improvements.
The AAR should be submitted to participant and/or federal officials.

APHIS

Animal and Plant Health Inspection Service, a part of the U.S.
Department of Agriculture that provides leadership in ensuring the
health and care of animals and plants.

Agency

An administrative division of government.

Agent Fact Sheet

Specific information regarding the scenario agent used in an
exercise (i.e. anthrax, small pox). Fact sheets might include
properties, symptoms, effects, lethality, transmissiblity,
decontamination or prophylaxis methods, etc.

All-Hazard

Covering all possible hazards whether natural, accidental negligent
or intentional.

All-Hazards Preparedness

Preparedness for domestic terrorist attacks, major disasters and
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other emergencies.

Advanced Life Support
Ambulance (ALS)

An ambulance service capable of delivering advanced skills
performed by an EMS practitioner, e.g. intravenous fluids and drug
administration.

Anthrax

A noncontagious potentially fatal disease caused by breathing,
eating, or skin contact with spores of the skin bacteria known as
Bacillus anthracis.

Antibiotic

A substance produced by bacteria or fungi that destroys or
prevents the growth of other bacteria and fungi.

Antibody

A protein produced by the body's immune system in response to a
foreign substance (antigen). Our bodies fight off an infection by
producing antibodies. An antibody reacts specifically with the
antigen that triggered its formation and its function is to inactivate
the antigen.

Antigen

Any foreign substance, usually a protein that stimulates the body's
immune system to produce antibodies. (The name antigen reflects
its role in stimulating an immune response - antibody generating.)

Antiviral

Drug that is used to prevent or cure a disease caused by a virus,
by interfering with the ability of the virus to multiply in number or
spread from cell to cell.

Assembly Area

The gathering place for deployable resources prior to the start of
many operations-based exercises. All response units are
dispatched from this area, thus all personnel, organizations, and
resources playing and responding to the primary incident site
(where the triggering event takes place) should report to the
assembly area.
(Note: Participants playing at offsite locations (e.g., hospitals,
Emergency Operations Centers [EOCs]) should report to the areas
designated by their respective organizations or controllers.)

Assembly Area Controller

Responsible for the logistical organization of the assembly area,
including placement locations for units and coordination of exiting
patterns for dispatched units.

Asymptomatic

Presenting no symptoms of disease.

Avian Flu

A highly contagious viral disease with up to 100% mortality in
domestic fowl caused by influenza A virus subtypes H5 and H7.
All types of birds are susceptible to the virus but outbreaks occur
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most often in chickens and turkeys. The infection may be carried
by migratory wild birds, which can carry the virus but show no
signs of disease. Humans are only rarely affected.

B
Basic Life Support
Ambulance (BLS)

An ambulance service capable of delivering basic emergency
interventions performed by EMS practitioners trained and
credentialed to do so, e.g., splinting, bandaging, oxygen
administration.

Best Practices

Peer-validated techniques, procedures, and solutions solidly
grounded in actual experience in operations, training, and
exercises. (Note: Exercise After Action Reports (AARs) should
identify lessons and highlight exemplary practices. Many of these
can be found on www.llis.gov, the Department of Homeland
Security's lessons learned/best practices portal.)

Biological Attack

The deliberate release of germs or other biological substances that
can cause sickness.

Biological Incident

A natural, accidental, negligent or deliberate exposure involving
biological agents.

Bio-Safety Level

A system for classifying laboratory safety practices, in four levels,
by degree of protection provided to personnel, the environment,
and the community for laboratories dealing with infectious
microorganisms.
Laboratories dealing with microorganisms not known to
consistently cause disease in healthy humans require no special
practices and operate at Bio-Safety Level 1. Laboratories dealing
with the most dangerous and exotic microorganisms that pose high
risk of life threatening disease require the most stringent practices
to protect against contact or release of the microorganisms and
operate at Bio-Safety Level 4. (Contrast with Laboratory Levels)

Bioterrorism

The use of a biological agent in a terrorist incident; the intentional
use of microorganism or toxins derived from living organisms to
produce death or disease in humans, animals, or plants.

Building Block Approach

A planned exercise cycle of increasing complexity, with each
exercise designed to build upon the next, in terms of scale and
experience.

C
Capability

The means to accomplish one or more tasks under specific
conditions and to specific performance standards. A capability
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Carrier

may be delivered with any combination of properly planned,
organized, equipped, trained, and exercised personnel that
achieves the intended outcome.
A person or animal that harbors a specific infectious agent without
discernible clinical disease and serves as a potential source of
infection. The carrier state may be of short or long duration
(temporary or transient carrier or chronic carrier).

Category-A Agents

The biological terrorism agents having the greatest potential for
adverse public health impact with mass casualties. The Category
“A” diseases are: smallpox; anthrax; plague; botulism; tularemia;
viral hemorrhagic fevers (e.g., Ebola and Lassa viruses).

Category-B Agents

Could be used to contaminate food or water sources. Agents are
more readily available, may not necessarily cause mass
casualties, and their use may often be found more often in the
setting of biological crime or extortion than terrorism

Category-C Agent

Emerging infectious diseases or agents with characteristics that
could be exploited for deliberate dissemination.

Centers for Disease Control
and Prevention (CDC)

The U.S. government agency at the forefront of public health
efforts to prevent and control infectious and chronic diseases,
injuries, workplace hazards, disabilities, and environmental health
threats. CDC is one of 13 major operating components of the
Department of Health and Human Services.

CDC Type C Facility

An isolation facility that meets the following requirements: a
structure with non-shared air conditioning, heating, and ventilating
systems that exhausts 100% of air to the outside through HEPA
filter or is located at least 100 yards from any other occupied
building or area; adequate water, electricity, heating, cooling, and
closed-window ventilation to maintain activities of daily living and
tertiary medical care of residents; a communication system that
allows for dependable communication within and outside of the
facility (e.g. telephone or intercom system); ability to provide the
following medical care within the facility: supportive care with iv
fluids, antibiotics, etc. skin care: oxygen monitoring (pulse ox) and
oxygen (in-line or portable); medical vital signs monitoring; cardiac
and respiratory resuscitation; ventilatory support; suctioning
equipment; basic laboratory evaluations (blood chemistries, CBC);
radiology (portable chest x-ray) staffing resources (to be
determined by severity of illness) A Type C facility is appropriate
for confirmed, probable, and suspected smallpox cases.

CDC Type R Facility

(R = residential) may be the person’s own home. A Type R facility
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is appropriate for asymptomatic contacts (not infectious).

CDC Type X Facility

Meets the same isolation and general supply requirements as a
Type C Facility. However, Type X Facilities need to supply only
basic medical care functions such as monitoring vital signs.

Chemical Agent

A chemical substance that produces incapacitation, serious injury
or death.

Chemical Attack

The deliberate release of a toxic gas, liquid, or solid that can
poison people and the environment.

Chemical Incident

An accidental or deliberate exposure involving chemical agents.

Chemical Terrorism

The use of a chemical agent in a terrorist incident to intentionally
inflict harm upon others.

Clade

A group of organisms, such as a species, whose members share
homologous features derived from a common ancestor.
The avian virus H5N1 clade 1 includes human and bird isolates
from Vietnam, Thailand, Cambodia, Laos, and Malaysia. Clade 2
viruses have been identified in bird isolates from China, Indonesia,
Japan, and South Korea.

Communicable Disease

An illness due to a specific infectious agent or to toxic products
that arises through transmission of that agent or its products from
an infected person or animal to a susceptible host. (Contrast with
infectious disease).

Communications

The system by which the message is communicated.

Concept and Objectives
Meeting (C&O Meeting)

Initial exercise planning meeting used to identify, or agree upon an
already identified, the type, scope, objectives, and purpose of the
exercise. Typically attended by the sponsoring agency, lead
exercise planner, and senior officials.

Contagious

A contagious disease is easily spread from one person to another
by contact with the infectious agent that causes the disease. The
agent may be in droplets of liquid particles made by coughing or
sneezing, contaminated food utensils, water or food.

Contextual Injects

A scenario element, from the Master Scenario Events List (MSEL),
introduced to a player by a controller to help build the
contemporary operating environment. Injects should drive players
towards the achievement of exercise objectives. If, for example,
the exercise objectives include information sharing, a contextual
inject could call for one actor to portray a suspect, and another to
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approach a law enforcement officer/participant and inform him/her
of the suspicious behavior.

Contingency Injects

A scenario element, from the Master Scenario Events List (MSEL),
used to generate specific and necessary player action when
players themselves have failed to take said action. If, for example,
a simulated secondary device is placed at an incident scene but
not discovered, a controller would use a contingency inject by
prompting an actor to approach a player/responder and report
suspicious activity close to the device location. This should prompt
the discovery of the device by the player/responder, and result in
subsequent notification of law enforcement (i.e., the bomb squad).

Contingency Plan

Targets a specific issue or event that arises during the course of
disaster operations and presents alternative actions to respond to
the situation.

Continuity of Operations
Plan (COOP)

An effective COOP includes the activities of individual departments
and agencies, and their subcompartments to ensure that their
essential functions are performed. COOP activities include:
• Plans and procedures to ensure that essential functions are

performed,
• Tests, training and exercises essential for ensuring a viable

COOP capability.

Controller and Evaluator
Briefing

A pre-exercise overview given to controllers and evaluators,
generally conducted the day before an operations-based exercise.
Generally 1-2 hours, the briefing covers the exercise purpose,
scenario, location, schedule of events, control concept, controller
and evaluator responsibilities.

Controller and Evaluator
Debrief

A forum, conducted by the planning team and/or the evaluation
team, for functional area controllers and evaluators to review and
provide feedback on the exercise. Through facilitated discussion
controllers and evaluators discuss the strengths and weaknesses
of the functional area they observed. During the debrief,
controllers and evaluators should complete and submit their
Exercise Evaluation Guides (EEGs) and feedback forms, the
results of which will be captured for inclusion in the After Action
Report (AAR).

Controller and Evaluator
Handbook (C/E Handbook)

An exercise overview and instructional manual for controllers and
evaluators. The C/E Handbook supplements the Exercise Plan
(EXPLAN), an overview given to players, contains more detailed
information about the scenario, and describes controllers' and
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evaluators' roles and responsibilities.
Because the C/E Handbook contains information on the scenario
and exercise administration, it should be distributed only to those
individuals specifically designated as controllers or evaluators.
Larger, more complex exercises may use Control Staff Instructions
(COSIN) and an Evaluation Plan (EVALPLAN) in place of, or to
supplement, the C/E Handbook.

Controllers

Planners and managers of operations-based exercise play who set
up and operate the exercise incident site, and possibly take the
roles of response individuals and agencies not actually
participating in the exercise. Controllers give key data to players
and may prompt or initiate certain player actions (as listed in the
Master Scenario Events List (MSEL) to ensure that objectives are
met and the exercise maintains continuity. Controllers are the only
participants who should provide information or direction to players.
All controllers should be accountable to one senior controller.
(Note: If conducting an exercise requires more controllers or
evaluators than are available, a controller may serve as an
evaluator; however, this typically is discouraged.)

Counterterrorism

The full range of activities directed against terrorism, including
preventive, deterrent, response and crisis management efforts.

Critical Infrastructure
Protection

Actions taken to reduce the likelihood of attack on assets or
systems and limit the impact should an attack occur reducing the
vulnerability of critical infrastructure/key resources (CI/KR) in order
to deter, mitigate, or neutralize terrorist attacks. Critical
infrastructure protection includes the activities that identify CI/KR,
assess vulnerabilities, prioritize CI/KR, and develop protective
programs and measures, because these activities ultimately lead
to the implementation of protective strategies to reduce
vulnerability.

Counterterrorism

The full range of activities directed against terrorism, including
preventive, deterrent, response and crisis management efforts.

D
Debrief

A forum for planners, facilitators, controllers, and evaluators to
review and provide feedback on the exercise. It should be a
facilitated discussion that allows each person an opportunity to
provide an overview of the functional area they observed and
document both strengths and areas for improvement. The debrief
should be facilitated by the Lead Exercise Planner or the Exercise
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Director; results should be captured for inclusion in the After Action
Report (AAR).
(Note: Other sessions, such as a separate debrief for hospitals
(during an operations-based exercise), may be held as necessary.)

U.S. Department of Interior
(DOI)

The government agency that protects and provides access to our
Nation's natural resources.

Decontamination

The process of making people, objects, or areas safe by
absorbing, destroying, neutralizing, making harmless, or removing
chemical, biological, or radiological material.

Design and Development
Stage

A stage in the exercise process, proceeding Foundation and
preceding Conduct. The design and development stage focuses
on identifying objectives, designing the scenario, creating
documentation, coordinating logistics, planning exercise conduct,
and selecting an evaluation and improvement methodology.

Direct Exercise Support

Requested monies provided to States and local jurisdictions by the
Department of Homeland Security (DHS) for exercise planning and
conduct under the Homeland Security Exercise and Evaluation
Program (HSEEP).
(Note: States and local jurisdictions may use direct support money
to pay for contractor assistance in both exercise planning and
conduct).

Dirty Bomb

The use of common explosives to spread radioactive materials
over a targeted area. Also known as a radiation attack, a “dirty
bomb” is not a nuclear blast, but rather an explosion with localized
radioactive contamination.

Disaster, major (Federal)

“Major disaster” means any natural catastrophe (including any
hurricane, tornado, storm, high water, wind driven water, tidal
wave, tsunami, earthquake, volcanic eruption, landslide, mudslide,
snowstorm, or drought) or, regardless of cause, any fire, flood, or
explosion, in any part of the United States, which in the
determination of the President, causes damage of sufficient
severity and magnitude to warrant major disaster assistance under
this [Stafford] Act to supplement the efforts and available
resources of States, local governments, and disaster relief
organizations in alleviating the damage, loss, hardship, or suffering
caused thereby. (From: Robert T. Stafford Disaster Relief and
Emergency Assistance Act, as amended by Public Law 106-390,
October 30, 2000, Sec. 102).
Exercises normally used as a starting point in the building block

Discussion-Based
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Exercises

approach to the cycle, mix, and range of exercises. Discussionbased exercises include seminars, workshops, tabletop exercises
(TTXs), and games.
These types of exercises typically highlight existing plans, policies,
mutual aid agreements, and procedures. Thus, they are
exceptional tools for familiarizing agencies and personnel with
current or expected jurisdictional capabilities.
Discussion-based exercises typically focus on strategic, policyoriented issues, and operations-based exercises tend to focus
more on tactical response-related issues. Facilitators and/or
presenters usually lead the discussion, keeping participants on
track while meeting the objectives of the exercise.

Drift

One process in which influenza virus undergoes mutation. The
amount of change can be subtle or dramatic, but eventually as drift
occurs, a new variant strain will become dominant. This process
allows influenza viruses to change and re-infect people repeatedly
through their lifetime and is the reason influenza virus strains in
vaccine must be updated each year. See shift.

Drills

Small-scale, internally conducted, activities aimed at providing a
more “hands-on” teaching environment to familiarize staff with
actual procedures necessary for emergency operations. They may
be stopped and restarted in order to clarify a point, provide
instruction, allow for observations from the evaluator and
evaluatee, or to permit the evaluatee a second chance to perform
a procedure or activity.

E
Emergency (Federal)

Any occasion or instance for which, in the determination of the
President, Federal assistance is needed to supplement State and
local efforts and capabilities to save lives and to protect property
and public health and safety, or to lessen or avert the threat of a
catastrophe in any part of the United States (From: Robert T.
Stafford Disaster Relief and Emergency Assistance Act, as
amended by Public Law 106-390, October 30, 2000, Sec. 102).

Emergency Management

A systematic program of activities that governments and their
partners undertake before, during, and after a disaster to save
lives, prevent injury, and to protect property and the natural
environment

Emergency Operations
Center (EOC)

The physical location at which the coordination of information and
resources to support domestic incident management activities
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normally takes place.

Emergency Operations Plan
(EOP)

Plan each jurisdiction has and maintains for responding to a wide
variety of potential emergency incidents.

Emergency Preparedness

See Preparedness.

EPA

U.S. Environmental Protection Agency, the government agency
that leads the nation's environmental science, research, education
and assessment efforts.

Epidemic

The occurrence in a community or region of cases of an illness (or
outbreak) with a frequency clearly in excess of normal expectancy.

Epizootic

A disease occurring suddenly in animals in a community, region or
country in numbers clearly in excess of normal. See epidemic and
panzootic.

Evaluation

Process, conducted by the planning and/or evaluation team, which
captures an exercise participant's strengths and opportunities for
improvement. Under the Homeland Security Exercise and
Evaluation Program (HSEEP), evaluations are conducted through
player observation and the use of Exercise Evaluation Guides
(EEGs) which outline exercise performance measures expected
from participants.

Evaluator

Part of the exercise team selected to evaluate and comment on
the actions/decisions of players during an exercise.
Evaluators use Exercise Evaluation Guides (EEGs) to measure
and assess performance, capture unresolved issues, and analyze
exercise results. They also participate in post exercise meetings
and critiques. Evaluators are typically chosen based on their
expertise in the functional areas they will review. They have a
passive role in the exercise and only note the actions/decisions of
players without interfering with exercise flow.

Event

A simulated or real action that takes place during an exercise.

Exercise

An instrument to train for, assess, practice, and improve
performance in prevention, protection, vulnerability reduction,
response, and recovery capabilities in a risk-free environment.
Exercises can be used for: testing and validating policies, plans,
procedures, training, equipment, and interagency agreements;
clarifying and training personnel in roles and responsibilities;
improving interagency coordination and communications;
identifying gaps in resources; improving individual performance;
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and identifying opportunities for improvement.
(Note: Exercises are also an excellent way to demonstrate
community resolve to prepare for disastrous events.)

Exercise Evaluation Guides
(EEGs)

Structured evaluation measures of participant conduct, which
identify critical tasks to be completed in an exercise. Developed
under the Homeland Security Evaluation Program (HSEEP) to
enable consistency across evaluations, EEGs provide evaluators
with information on what they should expect to see, space to
record observations, and questions to address after the exercise
as a first step in the analysis process.

Exercise Plan (EXPLAN)

An synopsis document for operations-based exercises, created by
the planning team for use by players and observers. In addition to
detailing exercise objectives and scope, the EXPLAN identifies
tasks and responsibilities for successful exercise execution. It
should not contain detailed scenario information, such as the
hazard to be employed.

Exercise Plan Workshop
(EPW)

Forum for State and local leadership to review and update their
Multi-year Exercise Plan and schedule.
(Note: States receiving Department of Homeland Security (DHS)
grant funds must conduct an annual EPW to review program
accomplishments to date, and modify their multi-year exercise plan
and schedule, accordingly.)

Exercise Planning Team

Parties responsible for designing, developing, conducting, and
evaluating all aspects of an exercise (often members of major
participating organizations). The planning team determines
exercise design objectives, tailors the scenario to jurisdictional
needs, and develops documents used in exercise evaluation,
control, and simulation. Planning team members also help with
developing and distributing pre-exercise materials and conducting
exercise briefings and training sessions.
(Note: Due to this high level of involvement, planning team
members are ideal selections for controller and evaluator positions
during the exercise itself.)

Exercise Planning Timeline

A key document, produced by the planning team, which identifies
key planning meeting dates, milestones, and critical tasks.
(Note: Changes in the timeline should be approved by the Lead
Exercise Planner.)
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Exercise Play Rules

Parameters exercise participants will follow, describing appropriate
exercise behavior, particularly in the case of real emergencies.

Exercise Project
Management Tool

A web-based project management tool and comprehensive tutorial
for the design, development, conduct and evaluation of exercises.
The exercise project management tool is the backbone of a larger
suite of tools, called the HSEEP Toolkit, which includes document
builders for Master Scenario Events Lists and After Action Reports,
as well as an Improvement Plan tracking tool.

Exercise Series

Multiple exercises designed in sequence using the building block
approach, aimed at achieving a greater capability (e.g., a seminar
which leads to a tabletop, which leads to a functional (command
post).

Expected Action Events

Activities exercise controllers expect participants to engage in as a
result of the scenario and/or scenario injects. e.g., during a fullscale exercise involving a chemical agent, the establishment of
decontamination is an expected action.

F
Facilitated Discussion

Group discussions arranged by functional area expertise, directed
by a subject matter expert from said functional area. This
facilitator is responsible for keeping the discussion on track with
exercise objectives and making sure all issues (driven by exercise
objectives) are explored.

Facilitator

Part of the exercise management team responsible for guiding
participant play. During discussion-based exercises, the facilitator
is responsible for keeping participant discussions on track with the
exercise design objectives, making sure all issues and objectives
are explored as thoroughly as possible under time constraints.

FAO

Food and Agriculture Organization of the United Nations leads
international efforts to defeat hunger. FAO serves both developed
and developing countries and acts as a neutral forum where all
nations meet as equals to negotiate agreements and debate
policy.

Final Planning Conference
(FPC)

The final forum for the exercise planning team to review process
and procedures for conducting their exercise, final drafts of all
exercise materials, and all logistical requirements. There should
be no major changes made to either the design or the scope of the
exercise or to any supporting documentation at this time.

First Responder

Individuals who, in the early stages of an incident, are responsible
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for the protection and preservation of life, property, evidence, and
the environment. First responders include emergency response
providers, as well as emergency management, public health,
clinical care, public works, and other skilled support personnel
(such as equipment operators) that provide immediate support
services during prevention, response, and recovery operations.

Focus

See Mission.

Food and Drug
Administration (FDA)

The government agency responsible for protecting the public
health by assuring the safety, efficacy, and security of human and
veterinary drugs, biological products, medical devices, our nation's
food supply, cosmetics, and products that emit radiation. FDA is
one of 13 major operating components of the Department of
Health and Human Services.

Foundation

The first stage in the exercise process, preceding Design and
Development. The Foundation stage focuses on developing a
project management timeline, establishing milestones, identifying a
planning team, and scheduling planning conferences.

Full-Scale Exercise (FSE)

A high-stress multi-agency, multi-jurisdictional activity involving
actual deployment of resources in a coordinated response, as if a
real incident had occurred. An FSE is typically used to: assess
plans and procedures under crisis conditions; and assess
coordinated response under crisis conditions. Characteristics of a
FSE include mobilization of units, personnel, and equipment,
stressful, realistic environment, and scripted exercise scenarios.

Functional Exercise
(Command Post, CPX, FE)

A single or multi-agency activity designed to evaluate capabilities
and multiple functions using simulated response. An FE is
typically used to: evaluate management of Emergency Operations
Centers, command posts, and headquarters; and assess
adequacy of response plans and resources. Characteristics of a
functional exercise include simulated deployment of resources and
personnel, rapid problem solving and highly stressful environment.

G
Game

A game is a simulation of operations using rules, data, and
procedures designed to depict an actual or assumed real-life
situation. A game is typically used to: explore the processes and
consequences of decision-making; conduct what-if? analysis of
existing plans; and develops new plans. Characteristics of a game
include: Does not involve the use of actual resources; often
involves two or more teams; and increasingly include models and
simulations.
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H
Hazard
Hazard/Threat

A source of potential harm from past, current, or future exposures.
Realistic scenario element(s), either posing or causing harm,
intended to drive exercise play towards the fulfillment of objectives.
For example, if the exercise objectives include validating public
health or surveillance systems, then a biological threat/hazard
would be appropriate.
In a highly populated, high-profile community, the threat of
chemical, biological, or radiological terrorism may be considered
more of a risk, whereas in predominately rural areas, industrial or
agricultural assets may be more vulnerable to acts of terrorism.

Hazardous Material
(HazMat)

Any material that is explosive, flammable, poisonous, corrosive,
reactive, or radioactive, or any combinations thereof, and requires
special care in handling because of the hazards it poses to public
health, safety, and/or the environment; any hazardous substance
under the Clean Water Act, or any element, compound, mixture,
solution, or substance designated under the Comprehensive
Environmental Response, Compensation, and Liability Act
(CERCLA); any hazardous waste under the Resource
Conservation and Recovery Act (RCRA); any toxic pollutant listed
under pretreatment provisions of the Clean Water Act; any
hazardous pollutant under Section 112 of the Clean Air Act; or any
imminent hazardous chemical substance for which the
administrator has taken action under the Toxic Substances Control
Act (TSCA) Section 7.
Section 101[14]) (CERCLA) Hazardous Substance Release and
Health Effects Database (HazDat) – the scientific and
administrative database system developed by the Agency for Toxic
Substances and Hazardous Waste – potentially harmful
substances that have been released or discarded into the
environment.

High-Hazard Areas

Geographic locations that for planning purposes have been
determined through historical experience and vulnerability analysis
to be likely to experience the effects of a specific hazard (e.g.,
hurricane, earthquake, hazardous materials accident, etc.)
resulting in vast property damage and loss of life.

Hospital Emergency
Incident Command System
(HEICS)

This is an emergency management system that employs a logical
management structure, defined responsibilities; clear reporting
channels and a common nomenclature to help unify hospitals with

Centers for Medicare & Medicaid Services

Page 92

DRAFT - October 2008

CMS SURVEY & CERTIFICATION EMERGENCY PREPAREDNESS GUIDE

GLOSSARY
other emergency responders.

Homeland Security Exercise
and Evaluation Program
(HSEEP)

A capabilities and performance-based exercise program that
provides standardized policy, doctrine, and terminology for
designing, developing, conducting, and evaluating homeland
security exercises. HSEEP also provides tools and resources to
facilitate the management of self-sustaining homeland security
exercise programs.

Hospital Briefing

Briefing generally conducted the day before an operations-based
exercise for participating hospital controllers and evaluators. Used
to review communications between the exercise site and hospitals,
notification procedures, schedule of events, scenario, controller
and evaluator responsibilities, actor issues, and any miscellaneous
information.

Hospital Debrief

Debrief generally conducted the day after an operations-based
exercise for participating hospital representatives to assess their
experience during the incident. Discussion should be facilitated
and results should be captured for inclusion into the After Action
Report (AAR).

Host

An organism on or in which a parasite lives.

Hot Wash

Facilitated discussion amongst exercise participants immediately
following an exercise, designed to capture feedback about any
issues, concerns, or proposed improvements player may have
about the exercise. Each functional area (e.g., fire, law
enforcement, medical) should conduct a hot wash, which should
be facilitated by the lead controller for that area.

HPAI

Highly Pathogenic form of Avian Influenza. Avian flu viruses are
classified based upon the severity of the illness and HPAI is
extremely infectious among humans. The rapid spread of HPAI,
with outbreaks occurring at the same time, is of growing concern
for human health as well as for animal health. See LPAI.

H5N1:
I
Immune system

Improvement Plan (IP)

A variant of avian influenza, which is a type of influenza virulent in
birds. It was first identified in Italy in the early 1900s and is now
known to exist worldwide.
The cells, tissues and organs that help the body to resist infection
and disease by producing antibodies and/or altered cells that
inhibit the multiplication of the infectious agent.
Portion of the After Action Report (AAR), which converts lessons
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learned from the exercise into concrete, measurable steps that
result in improved response capabilities. It specifically details the
actions that the participating jurisdiction will take to address each
recommendation presented in the draft AAR/IP, who or what
agency will be responsible for taking the action, and the timeline
for completion.

Incident

An occurrence caused either by human or natural phenomena that
requires an emergency response to prevent or minimize loss of life
or damage to property and/or natural resources.

Incident Command System
(ICS)

A standardized on-scene emergency management concept
specifically designed to allow its user(s) to adopt an integrated
organizational structure equal to the complexity and demands of
single or multiple incidents, without being hindered by jurisdictional
boundaries. It provides essential management using these
aspects: common terminology, modular organization, integrated
communications, a unified command structure, consolidated action
plans, manageable span-of-control, predesigned incident facilities
and comprehensive resource management. ICS does all of this by
organizing any emergency response effort into five basic functions:
command, planning/intelligence, operations, logistics, and
finance/administration.

Incident Management

Referring to the totality of activities to be aware of, prevent,
prepare for respond to, and recover from incidents. This term is
emphasized in the National Response Plan and replaces the
terms: Emergency Management, Disaster Management, Crisis
Management, and Consequence Management.

Initiating Event

Event triggering the start of exercise play and a chain of
subsequent events. Usually a part of the Master Scenario Events
List (MSEL).

Inject

Information, including directives, instructions, and decisions,
provided by exercise controllers to exercise players to drive
exercise play towards the achievement of objectives. Injects can
be written, oral, televised, and/or transmitted via any means (e.g.,
fax, phone, e-mail, voice, radio, or sign).
A state of separation between persons or groups to prevent the
spread of disease. The first published recommendations for
isolation precautions in United States hospitals appeared as early
as 1877, when a handbook recommended placing patients with
infectious diseases in separate facilities. Isolation measures can
be undertaken in hospitals or homes, as well as in alternative
facilities.

Isolation
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isolate:

A pure strain that has been isolated as from diseased tissue,
contaminated water, or the air.

Influenza:

A serious disease caused by viruses that infect the respiratory
tract.

Infectious agent:

Any organism, such as a pathogenic virus, parasite, or bacterium,
that is capable of invading body tissues, multiplying, and causing
disease.

Hemagglutinin:

An important surface structure protein of the influenza virus that is
an essential gene for the spread of the virus throughout the
respiratory tract. This enables the virus to attach itself to a cell in
the respiratory system and penetrate it. Referred to as the “H” in
influenza viruses. See neuraminidase.

J
Jurisdiction

K
L
Laboratory Biosafety Levels

Lead Planner

Lessons Learned

A range or sphere of authority. Public agencies have jurisdiction at
an incident related to their legal responsibilities and authorities.
Jurisdictional authority at an incident can be political or
geographical (e.g., city, region, county), or functional (e.g., law
enforcement, public health).

Four biosafety levels for activities involving infectious
microorganisms and laboratory animals.
BSL 1 - suitable for work involving well characterized agents not
known to consistently cause disease in healthy adult humans, and
of minimal potential hazard to laboratory personnel and the
environment.
BSL 2 – similar to BSL 1 and is suitable for work involving agents
of moderate potential hazard to personnel and the environment.
BSL 3 – applicable to clinical, diagnostic, teaching, research, or
production facilities in which work is done with indigenous or exotic
agents which may cause serious or potentially lethal disease as a
result of exposure by the inhalation route.
BSL 4 – required for work with dangerous and exotic agents that
pose a high individual risk of aerosol-transmitted laboratory
infections and life-threatening disease.
Manager of a planning team responsible for coordinating the
design, development, conduct, evaluation, and corrective action
planning of an individual exercise.
Knowledge and experience (positive and negative) derived from

Centers for Medicare & Medicaid Services

Page 95

DRAFT - October 2008

CMS SURVEY & CERTIFICATION EMERGENCY PREPAREDNESS GUIDE

GLOSSARY
observations and historical study of actual operations, training, and
exercises. Exercise After Action Reports (AARs) should identify
lessons learned and highlight exemplary practices, and should be
submitted to Department of Homeland Security (DHS) for inclusion
in the lessons learned/best practices Web portal (www.llis.gov),
which will serve as a national network for generating, validating,
and disseminating lessons learned and best practices.

Low Pathogenic form of
Avian Influenza (LPAI)

M
Master Scenario Events List
(MSEL)

Master Scenario Events List
Conference

Most avian flu strains are classified as LPAI and typically cause
little or no clinical signs in infected birds. However, some LPAI
virus strains are capable of mutating under field conditions into
HPAI viruses. See HPAI.
Chronological listing of the events and injects which drive exercise
play. The MSEL links simulation to action, enhances exercise
experience for players, and reflects an incident or activity meant to
prompt players to action (e.g. implement the policy or procedure
being tested). Each MSEL record contains a designated scenario
time, event synopsis, controller responsible for delivering inject,
any special delivery instructions (if applicable), expected action
(player response expected after an MSEL inject is delivered),
intended player (agency or individual player towards whom the
MSEL inject should be directed), objective to be demonstrated (if
applicable), notes section (for controllers and evaluators to track
actual events against those listed in the MSEL, with special
instructions for individual controllers and evaluators).
Forum to finalize development of the Master Scenario Events List
(MSEL).
(Note: The MSEL is a chronological list that supplements the
exercise scenario with event synopses, expected responses,
objectives to be demonstrated, and responsible personnel.)

Master Task List

Chronological list of tasks and assignments to be accomplished
during exercise design, conduct, evaluation, and improvement
planning.

Medical Reserve Corps
(MRC)

The Medical Reserve Corps establishes teams of local volunteer
medical and public health professionals who can contribute their
skills and expertise throughout the year and during times of
community need.

Memorandum of Agreement
(MOA)

See Mutual Aid Agreement
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Memorandum of
Understanding (MOU)
Mid-Term Planning
Conference (MPC)

See Mutual Aid Agreement
Operations-based planning conference used to settle logistical and
organizational issues that arise during planning such as staffing
concepts, scenario and timeline development, scheduling,
logistics, administrative requirements, and reviewing draft
documentation.
(Note: A Master Scenario Events List [MSEL] Conference can be
held in conjunction with or separate from the MPC to review the
scenario timeline for the exercise.)

Milestone

A pre-established date in time used to define important exercise
design, development, conduct, and evaluation steps (e.g.,
conference dates, training sessions, plan development deadlines,
etc.).

Mission

The kinds of capabilities exercise planners choose to be exercised.
Mission includes Prevention, Protection, Response and Recovery.
(Note: Formerly known as Focus.)

Mobilization (Resource
Mobilization)

The processes and procedures used by all organizations - Federal,
State, and local - for activating, assembling, and transporting all
resources that have been requested to respond to or support an
incident.

Moulage

Makeup applied to victim actors to add realism to an exercise. It
includes fake blood, plastic bones, and any other makeup that
helps a victim actor emulate the signs and symptoms on his/her
symptomology card. Although not required, moulage is
encouraged at all operations-based exercises.
(Note: School drama clubs, military units, community theaters, the
American Red Cross, and morticians are common resources for
moulage staff.)

MMRS – Metropolitan
Medical Response System –
(DHS)
Multi-year Exercise Plan

A program intended to increase cities' ability to respond to a
terrorist attack by coordinating the efforts of local law enforcement
State or jurisdiction-wide strategic plan for the multi-year conduct
of exercises, as produced in an Exercise Plan Workshop (EPW). It
comprises four major sections: current homeland security program
status (e.g., State Homeland Security Strategy, current exercise
activities); program goals and objectives; program exercise
methodology (e.g., exercise activity cycle, building block
approach); and a multi-year exercise timeline/schedule (2-year
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plans for designated urban areas, 3-year plans for States).

Mutation

Any alteration in a gene from its natural state. This change may be
disease causing or a benign, normal variant. Specific mutations
and evolution in influenza viruses cannot be predicted, making it
difficult if not impossible to know if or when a virus such as H5N1
might acquire the properties needed to spread easily among
humans.

Mutual Aid Agreement
(MAA)

A written agreement between agencies, organizations, and/or
jurisdictions to assist one another on request by furnishing
personnel, equipment, and/or expertise in a specified manner.

N
N95

Filtering characteristic of an effective mask, resistant to aerosol
hazards. For more information regarding Masks and N95
respirators, see:
http://www.fda.gov/cdrh/ppe/masksrespirators.html#1

National Exercise Schedule
System (NEXS)

The Nation's online comprehensive tool that facilitates scheduling,
de-confliction, and synchronization of all National-Level, Federal,
State, and local exercises

National Incident
Management System (NIMS)

System which provides a consistent, nationwide approach for
Federal, State, local, and tribal governments, the private sector,
and Non-governmental Organizations (NGOs) to work effectively
and efficiently together to prepare for, respond to, and recover
from domestic incidents, regardless of cause, size, or complexity.
(Note: NIMS also provides standardized concepts, principles, and
terminology; multiagency coordination systems; training;
identification and management of resources; qualification and
certification; and the collection, tracking, and reporting of incident
information and incident resources.)

National Response Plan
(NRP)

Plan which establishes a comprehensive all-hazards approach to
enhance the ability of the United States to manage domestic
incidents. The plan incorporates best practices and procedures
from incident management disciplines/homeland security,
emergency management, law enforcement, firefighting, public
works, public health, responder and recovery worker health and
safety, emergency medical services, and the private sector and
integrates them into a unified structure. It forms the basis of how
the federal government coordinates with State, local, and tribal
governments and the private sector during incidents.

National Electronic Disease

A Centers for Disease Control and Prevention initiative promoting
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Surveillance System
(NEDSS)

the use of data and information system standards to improve
disease surveillance systems at federal, state and local levels.

Negative Pressure Isolation
Room

A room, which has negative air pressure in relation to the corridor
and surrounding areas with exhaust externally vented away from
air intakes or where people may pass.

National Interagency
Incident Management
System (NIIMS)

The single all-hazard incident management system that includes
the Incident Command System that is currently in place and that
will be replaced by the National Incident Management System in
2005.

Nuclear Blast

An explosion due to nuclear fission or fusion, with intense light and
heat, a damaging pressure wave, and widespread radioactive
material that can contaminate the air, water, and ground surfaces
for miles around.

O
Objectives

Targets for exercise performance which define specific goals,
provide a framework for scenario development, guide individual
organizational objective development, and provide exercise
evaluation criteria.
(Note: Generally, planners will limit the number of exercise
objectives to enable timely execution, facilitate design of a
reasonable scenario, and adequately support successful
completion of exercise goals.)

Observer Briefing

A pre-exercise overview given by one or more members of the
exercise planning team to educate observers about program
background, scenario, schedule of events, observer limitations,
and any other miscellaneous information.
(Note: Many times, observers will be unfamiliar with public safety
procedures and will have questions about the activities they see.
Designating someone to answer questions, such as a response
agency Public Information Officer [PIO], will prevent observers
from asking questions of participants, controllers, or evaluators.
The observer briefing is generally conducted the day of an
exercise and lasts one hour.)

Observer/Media Area

Designated area for observers and media during an exercise,
intended to help avoid interference with exercise play. It should be
adjacent to the exercise site, but should not allow interference with
response routes or egress points.
(Note: Because many jurisdictions prefer to keep operations of
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groups such as special weapons and tactics teams, bomb squads,
and explosive ordnance disposal [EOD] teams confidential, these
activities could take place some distance from the observer/media
area.).

Observers

Non-participating persons and/or organizations (e.g. local
community stakeholders) viewing exercise activity on day(s) of
conduct.

Operations-Based
Exercises

A category of exercises characterized by actual response,
mobilization of apparatus and resources, and commitment of
personnel, usually over an extended period of time. Operationsbased exercises can be used to validate plans, policies,
agreements, and procedures. They include drills, functional
exercises (FEs), and FSEs. They can clarify roles and
responsibilities, identify gaps in resources needed to implement
plans and procedures, and improve individual and team
performance.
(Note: These exercises typically involve a higher level of stress
during exercise planning and conduct. They often precede
discussion-based exercises.)

Office International des
Epizooties (OIE)

World Organization for Animal Health, an international organization
including 167 member countries that collects, analyses, and
reports information on global animal disease situations.

Outbreak

The occurrence of a number of cases of a disease or condition in
any area over a given period of time in excess of the expected
number of cases.

neuraminidase

An important surface structure protein of the influenza virus that is
an essential enzyme for the spread of the virus throughout the
respiratory tract. It enables the virus to escape the host cell and
infect new cells. Referred to as the “N” in influenza viruses. See
hemagglutinin.

NIAID:

National Institute of Allergy and Infectious Diseases conducts and
supports basic and applied research to better understand, treat,
and ultimately prevent infectious, immunologic, and allergic
diseases. NIAID research has led to new therapies, vaccines,
diagnostic tests, and other technologies that have improved the
health of millions. NIAID is one of 13 major operating components
of the Department of Health and Human Services.
National Vaccine Program Office is responsible for coordinating
and ensuring collaboration among the many federal agencies

NVPO
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involved in vaccine and immunization activities. It is part of the
Department of Health and Human Services.
P
Panzootic

The worldwide outbreak of a disease in animals in numbers clearly
in excess of normal. See pandemic and epizootic.

Parasite

An organism living in, with, or on another organism.

Pathogenic

Causing disease or capable of doing so.

Pandemic

The worldwide outbreak of a disease in humans in numbers clearly
in excess of normal.

Planning Conferences

Forums held by the exercise planning team to design and develop
the exercise.
(Note: The scope, type, and complexity of an exercise should
determine the number of conferences necessary to successfully
conduct an exercise. Discussion-based exercises usually include
Initial Planning Conferences [IPCs] and Final Planning
Conferences [FPCs], whereas, full-scales may call for an IPC, Midterm Planning Conference, as well as a Master Scenario Events
List [MSEL] Conference.)

Players

Exercise participants who respond to the scenario incident by
either discussing (in a discussion-based exercise) or performing (in
operations-based exercises) their regular roles and
responsibilities.

Point of Distribution (POD)

(AKA point of dispensing). An emergency site for dispensing
medicine and medical supplies from the Strategic National
Stockpile (SNS) to the public in the event of a public health
emergency (terrorist attack, flu outbreak, earthquake) severe
enough to cause local supplies to run out.

Pre-pandemic vaccine

A vaccine created to protect against currently circulating H5N1
avian influenza virus strains with the expectation that it would
provide at least some protection against new virus strains that
might evolve. It would likely be the best vaccine defense available
until a vaccine specific to the new strain could be developed.

Preparedness (AKA
Readiness)

1. The range of deliberate, critical tasks and activities necessary to
build, sustain, and improve the operational capability to prevent,
protect against, respond to, and recover from domestic incidents.
Preparedness is a continuous process involving efforts at all levels
of government and between government and private sector and
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nongovernmental organizations to identify threats, determine
vulnerabilities, and identify required resources.
2. The existence of plans, procedures, policies, training, and
equipment necessary at the federal, state, and local level to
maximize the ability to prevent, respond to, and recover from major
events.

Prevention

Actions taken to avoid an incident or to intervene to stop an
incident from occurring. Prevention involves actions take to
protect lives and property. It involves applying intelligence and
other information to a range of activities that may include such
countermeasures as deterrence operations; heightened
inspections; improved surveillance and security operations;
investigations to determine the full nature and source of the threat;
public health and agricultural surveillance and testing processes;
immunizations, isolation, or quarantine; and, as appropriate,
specific law enforcement operations aimed at deterring,
preempting, interdicting, or disrupting illegal activity and
apprehending potential perpetrators and bringing them to justice.
Activities undertaken by the first responder community during the
early stages of an incident to reduce the likelihood or
consequences of threatened or actual terrorist attacks.

Procedural Flow
(PROFLOW)

Exercise document which outlines a sequential flow of actions
anticipated from participating organizations in response to a
hypothetical situation. The PROFLOW allows controllers and
evaluators to track and monitor expected actions to ensure their
completion at designated times.
(Note: The PROFLOW differs from the Master Scenario Events
List [MSEL] in that it contains only expected player actions, e.g.,
establishment of decontamination, triage, treatment, and transport.
The MSEL, on the other hand, is a comprehensive tool that
contains expected actions and controller injects that prompt or
initiate certain events. Typically, PROFLOWs are produced for
national and international-level exercises to describe the
procedures of departments and agencies that may or may not be
published elsewhere.)

Program Management

The development and execution of an exercise program which
includes: multi-year exercise program planning; budgeting and
grant writing; planning and executing individual exercises; and
tracking improvements.

Project Management

The management of designing, developing, conducting,
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Prophylactic
Props

evaluating, and improvement planning for an individual exercise.
A medical procedure or practice that prevents or protects against a
disease or condition (e.g., vaccines, antibiotics, drugs).
Nonfunctional replications of objects, the presence or discovery of
which requires certain actions by exercise players. Examples
include simulated bombs, bomb blast debris (shrapnel),
mannequins or body parts, and foam bricks and beams. Simulants
that mimic the effects of chemical hazards or that cause a positive
reading of an actual detection device are also considered props.
(Note: Scripted newspaper articles can make excellent props, and
can enhance how scenario elements are related to participants.)

Public Health

Organized efforts of society to protect, promote, and restore
people's health. It is the combination of science, skills, and beliefs
that is directed to the maintenance and improvement of the health
of all the people through collective or social actions. The
programs, services and institutions involved emphasize the
prevention of disease and the health needs of the population as a
whole.
Public health activities change with variations in technology and
social values but the goals remain the same: to reduce the amount
of disease, premature death, and disease-produced discomfort
and disability in the population. Public health is thus a social
institution, a discipline and a practice.

Public Health Emergency

Occurrence or imminent threat of exposure to an extremely
dangerous condition or a highly infectious or toxic agent, including
a communicable disease, that poses in imminent threat of
substantial harm to the population, or any portion thereof. In
general, a public health emergency is one that requires a
population-based approach.
Examples of public health emergencies may include a natural
outbreak of an infectious disease, i.e., influenza, Hantavirus,
meningitis, salmonella, etc., intentionally caused biological threats
such as smallpox, anthrax, and some accidents involving
hazardous materials that threaten the health of the population.
Public health emergencies can also be or evolve into medical
emergencies.
Likewise, medical emergencies can develop to an extent that they
affect the population’s health, and by definition, become public
health emergencies. Response to public health emergencies will
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be led by the Department of Health and Human Services with
assistance by local and State emergency management.

Public Health Information
Network (PHIN)

Standards providing the basis for information technology projects
for CDC.

Public Works

The work, construction, physical facilities, and services provided
by governments for the benefit and use of the public.

Purpose

A broad statement of desired exercise goals. Purpose should
explain what response elements are to be assessed, evaluated, or
measured.

Push Package

A large shipment of medical supplies and pharmaceuticals sent
from the Strategic National Stockpile to a state undergoing an
emergency within 12 hours of federal approval of a request by the
state’s Governor.

Q
Quarantine

The period of isolation decreed to control the spread of disease. Before the era of
antibiotics, quarantine was one of the few available means of halting the spread of
infectious disease. It is still employed today as needed.

The list of quarantinable diseases in the U.S. is established by
Executive Order of the President, on recommendation of the
Secretary of the Department of Health and Human Services, and
includes cholera, diphtheria, infectious tuberculosis, plague,
smallpox, yellow fever, and viral hemorrhagic fevers (such as
Marburg, Ebola, and Congo-Crimean disease). In 2003, SARS
(severe acute respiratory syndrome) was added as a
quarantinable disease. In 2005 another disease was added to the
list, influenza caused by novel or reemergent influenza viruses that
are causing, or have the potential to cause, a pandemic.

R
Radiation

High-energy particles or gamma rays that are emitted by an atom
as the substance undergoes radioactive decay. Particles can be
either charged alpha or beta particles or neutral neutron or gamma
rays.

Reassortment

The rearrangement of genes from two distinct influenza strains to
produce a novel viral strain.

Recovery

The development, coordination, and execution of service and site
restoration plans for impacted communities and the reconstitution
of government operations and services through individual, privatesector, nongovernmental, and public assistance programs that:
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identify needs and define resources; provide housing and promote
restoration; address long-term care and treatment of affected
persons; implement additional measures for community
restoration; incorporate mitigation measures and techniques, as
feasible; evaluate the incident to identify lessons learned; and
develop initiatives to mitigate the effects of future incidents.

Region

The geographic area consisting of the contiguous state, local, and
tribal entities located in whole or in part within a designated
planning radius. The precise boundaries of a region are self
defined.

Resources

Personnel and major items of equipment, supplies, and facilities
available, or potentially available for assignment to incidents.

Response

Activities that address the short-term, direct effects of an incident.
Response includes immediate actions to save lives, protect
property, and meet basic human needs. Response also includes
the execution of emergency operations plans and of incident
mitigation activities designed to limit the loss of life, personal injury,
property damage, and other unfavorable outcomes. As indicated
by the situation, response activities include: applying intelligence
and other information to lessen the effects or consequences of an
incident; increased security operations; continuing investigations
into the nature and source of the threat; ongoing public health and
agricultural surveillance and testing processes; immunizations,
isolation, or quarantine; and specific law enforcement operations
aimed at preempting, interdicting, or disrupting illegal activity, and
apprehending actual perpetrators and bringing them to justice.

Response Area

Large exercise space where operations take place, e.g.,
decontamination, triage, treatment, render safe procedure (RSP).

Response Route

Path traveled by responding emergency units to a simulated
exercise incident. This route should be clearly marked and free of
traffic that is unrelated to the exercise. It should lead from the
assembly area to the exercise site.

Risk
Risk Assessment

A measure of the harm to human health that results from being
exposed; uncertainty that surrounds future events and outcomes.
A process that involves determining the likelihood that a specific
adverse health effect will occur in an individual or population,
following exposure to a hazardous agent.

Risk Communication

Exchange of information concerning the existence, nature, form,
severity or acceptability of health or environmental risks. Effective
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risk communication involves determining the types of information
that interested and affected parties need and want, and presenting
this information to them in a useful and meaningful way.

Scenario

The storyline of the threat/hazard which drives a exercise play.
Scenarios provide: general context or comprehensive story;
technical details necessary to accurately depict scenario
conditions and events; and conditions which allow participants to
demonstrate proficiency and competency in meeting the exercise
objectives.

Scope

An indicator of the level of government or private sector
participation in exercise play, regardless of participant size. Scope
levels include: local, multi-local, regional (within a state), state,
multi-state, federal, national-level exercise, international, and
private sector.

Scope - International

Level of exercise scope indicated when any foreign country
participates in the exercise (e.g., cross border, TOPOFF).

Scope - Local

Level of exercise scope indicated when at least one local
agency/jurisdiction/organization (e.g., city, town, county, parish,
tribal nation, military installation, private entity) participates in an
exercise.

Scope - Multi-State

Level of exercise scope indicated when multiple States and statelevel agencies participate in an exercise (e.g., Idaho Bureau of
Homeland Security and Mississippi Office of the Governor).

Scope - National Level
Exercise (NLE)

Level of exercise scope indicated when any exercise is designated
as a National Exercise.

Scope - Nongovernmental/Volunteer

Level of exercise scope indicated when nongovernmental/volunteer groups participate in an exercise.

Scope - Private Sector

Level of exercise scope indicated when private sector
organizations, other than volunteer or non-governmental
organizations (NGOs), participate in an exercise (e.g., Major
League Baseball).

Scope - Regional Intrastate

Level of exercise scope indicated when multiple geographically
distinct jurisdictions within a state participate in an exercise (e.g.,
multiple cities, towns, counties, parishes).

Scope - State

Level of exercise scope indicated when at least one state-level
agency (within the same state) participates in the exercise (e.g.,
Montana Department of Emergency Services and Montana

Centers for Medicare & Medicaid Services

Page 106

DRAFT - October 2008

CMS SURVEY & CERTIFICATION EMERGENCY PREPAREDNESS GUIDE

GLOSSARY
Department of Transportation).

Seasonal flu

A respiratory illness that can be transmitted person to person.
Most people have some immunity, and a vaccine is available. This
is also known as the common flu or winter flu.

Seminars

An exercise type generally employed to orient participants to, or
provide an overview of, authorities, strategies, plans, policies,
procedures, protocols, response resources, or concepts and ideas.
Seminars provide a good starting point for jurisdictions that are
developing or making major changes to their plans and
procedures.

Shift

The process in which the existing H (hemagglutinin) and N
(neuraminidase) are replaced by significantly different H and Ns.
These new H or H/N combinations are perceived by human
immune systems as new, so most people do not have pre-existing
antibody protection to these novel viruses. This is one of the
reasons that pandemic viruses can have such a serve impact on
the health of populations. See drift.

Simulation Cell (SIMCELL)

Location for controllers during exercise conduct used to deliver
scenario injects and portray nonparticipating organizations,
agencies, and individuals who would likely participate actively in an
actual event. For example, if Incident Command requests the
closure of air space around an incident site, the SIMCELL would
receive the call rather than the Federal Aviation Administration
(FAA). Or, if the Federal Bureau of Investigation (FBI) is not
participating, the SIMCELL may be used to simulate
communication to and from the FBI Strategic Information
Operations Center.

Situation Manual (SITMAN)

A participant handbook for discussion-based exercises, particularly
Tabletops (TTXs). The SITMAN provides background information
on the exercise scope, schedule, and objectives. It also presents
the scenario narrative that will drive participant discussions during
the exercise.
(Note: The SITMAN should mirror the exercise briefing, supporting
the scenario narrative and allowing participants to read along while
watching events unfold.)

Smallpox

Variola, a virus that causes a serious, contagious and sometimes
fatal disease, producing substantial morbidity and mortality. There
is no specific treatment for smallpox and the only prevention is
vaccination.
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Special Effects

A technical, mechanical, or electronic scenario enhancement.
Special effects typically require trained and licensed personnel,
special permission for use, and additional safety and/or security
precautions. Examples include the employment of pyrotechnics or
explosives.

Special Populations

People who might be more sensitive or susceptible to exposure to
hazardous substances because of factors such as age,
occupation, sex, or behaviors (for example, cigarette smoking);
populations with special needs for translations, special services or
alternative channels of communication [such as the deaf];
populations with distinct cultural or community needs. Children,
pregnant women, and older people are often considered special
populations.

Species

A class of plants or animals having common attributes and
designated by a common name. Theoretically, plants or animals
of different species cannot interbreed. However, occasionally this
does not hold true.

Sponsor

Primary funding organization for an exercise.

Stakeholder

An individual, group, or organization that may be affected by or
otherwise interested in a risk management decision.

Standard Operating
Procedure (SOP)

A set of proscribed actions to be taken in response to a particular
event.

State Administrative
Agencies (SAA)

Agency primarily responsible within each state to oversee the
implementation and management of the state exercise program
and implementation of the State Homeland Security Strategy.

Strain

A group of organisms within a species or variety.

Strategic National Stockpile
(SNS)

A national cache of drugs, vaccines, and supplies that can be
deployed to areas struck by disasters, including bioterrorism. (US)

Subject-Matter Expert (SME) An individual who is a technical expert in a specific area or in
performing a specialized job, task, or skill.
Surge Capacity

The accommodation by the health system to a transient sudden
rise in demand for health care following an incident with real or
perceived adverse health effects. As neither the risk of surge nor
the size of surge can be estimated, neither can surge capacity be
estimated. The proper approach to surge is surge management
planning rather than surge capacity planning.
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Surveillance

The systematic ongoing collection, collation, and analysis of data
and the timely dissemination of information to those who need to
know so that action can be taken. Surveillance is the essential
feature of epidemiological practice

Surveillance of Disease

Scrutiny of all aspects of occurrence and spread of a disease that
are pertinent to effective control. Included are the systematic
collection and evaluation of: morbidity and mortality reports;
special reports of field investigations of epidemics and of individual
cases; isolation and identification of infectious agents by
laboratories; data concerning the availability, use and untoward
effects of vaccines and toxoids, immune globulins, insecticides,
and other substances used in control; information regarding
immunity levels in segments of the population; and other relevant
epidemiologic data.

Symptomology Cards

Card provided to exercise actors describing the signs and
symptoms the actor will portray, as well as information for medical
providers.

Tabletop Exercise (TTX)

Type of exercise which involves senior staff, elected or appointed
officials, or other key personnel in an informal setting, discussing
simulated situations. This type of exercise is intended to stimulate
discussion of various issues regarding a hypothetical situation. It
can be used to assess plans, policies, and procedures or to
assess types of systems needed to guide the prevention of,
response to, and recovery from a defined event. TTXs typically
are aimed at facilitating understanding of concepts, identifying of
strengths and shortfalls, and/or achieving a change in attitude.
Participants are encouraged to discuss issues in depth and
develop decisions through slow-paced problem solving rather than
the rapid, spontaneous decision making that occurs under actual
or simulated emergency conditions.
(Note: In contrast to the scale and cost of operations-based
exercises and games, TTXs can be a cost-effective tool when
used in conjunction with more complex exercises.)

Target Capabilities

Terrorism

A list of capabilities, as identified by the Department of Homeland
Security, needed collectively by the nation to prevent, protect
against, respond to, and recover from incidents of national
significance, including terrorism or natural disasters.
Any activity that (1) involves an act that (a) is dangerous to human
life or potentially destructive of critical infrastructure or key
resources; and (b) is a violation of the criminal laws of the United
States or of any State or other subdivision of the United States;
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and (2) appears to be intended (a) to intimidate or coerce a civilian
population; (b) to influence the policy of a government by
intimidation or coercion; or (c) to affect the conduct of a
government by mass destruction, assassination, or kidnapping.

Terrorism

The unlawful use of force or violence against persons or property
to intimidate or coerce a government, the civilian population, or
any segment thereof, in furtherance of political or social objectives.

Threat/Hazard

Realistic scenario element(s), either posing or causing harm,
intended to drive exercise play towards the fulfillment of objectives.
For example, if the exercise objectives include validating public
health or surveillance systems, then a biological threat/hazard
would be appropriate. In a highly populated, high-profile
community, the threat of chemical, biological, or radiological
terrorism may be considered more of a risk, whereas in
predominately rural areas, industrial or agricultural assets may be
more vulnerable to acts of terrorism.

Threatening Communicable
Disease

Term used in relation to the reporting of communicable diseases in
the Public Health Act and defined in the Public Health Emergency
Response Act to mean: a disease that causes death or great that
passes from one person to another and for which there are no
means by which the public can reasonably avoid the risk of
contracting the disease. The term does not include infection with
the human immunodeficiency virus (HIV), acquired immune
deficiency syndrome (AIDS), or other infections attributable to
infection with HIV. (Contrast with conditions of public health
significance).

U
USDA

USAID

V
vaccine

U.S. Department of Agriculture, the government agency
responsible for regulating the safety and development of food,
agriculture, and natural resources.
United States Agency for International Development provides
foreign assistance to developing countries in order to further
America's foreign policy interests in expanding democracy and free
markets while improving the lives of the citizens of the developing
world.
A preparation consisting of antigens of a disease-causing
organism which, when introduced into the body, stimulates the
production of specific antibodies or altered cells. This produces an
immunity to the disease-causing organism. The antigen in the
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preparation can be whole disease-causing organisms (killed or
weakened) or parts of these organisms.

Vaccination

The injection, or inoculation, of a vaccine for the purpose of
inducing active immunity.

Venue

The primary location of exercise conduct. In operations-based
exercises, this is typically the facility or site the scenario will affect.
For example, if a nonpersistent chemical agent (e.g., sarin) is
selected as the threat/hazard, the venue should not be an open-air
facility (e.g., stadium, park) because of the agent's dissipating
characteristics.
(Note: The venue used to conduct the exercise does not
necessarily have to be the same venue described in the exercise
scenario. For example, a stadium parking lot may be used to
simulate an airport runway.)

Virus

The simplest type of microorganisms, lacking a system for their
own metabolism. They depend on living cells to multiply and
cannot live long outside of a host. Types of viruses include
smallpox, Ebola, Marburg, and Lassa fever.

Virulent

Highly lethal; causing severe illness or death.

W
Waiver (1135)

The HHS Secretary is authorized to declare a Public Health
Emergency under section 1135 and temporarily waive or modify
the following:
• The application of health care items and services furnished by a

health care provider in any emergency area during an
emergency period,
• Medicare, Medicaid or State Children's Health Insurance
Program requirements,
• Any regulation pertaining to conditions of participation or other
certification requirements for an individual health care provider
or types of providers,
• Requirements that physicians and other health care
professionals be licensed in the State in which they provide such
services, if they have equivalent licensing in another State and
are not excluded from practice in that State or in any State
included in the emergency area.
An “emergency area” is defined as a geographical area in which
an "emergency period" has been declared, during which an
emergency or disaster exists that has been declared by the
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President under the National Emergencies Act or the Robert T.
Stafford Disaster Relief and Emergency Assistance Act; and a
Public Health Emergency declared by the Secretary under section
319 of the Public Health Service Act.
The term “health care provider” refers to any entity that furnishes
health care items or services (e.g., hospitals, nursing homes)
health care facilities, or other providers of or supplier of health care
items or services, a physician, or other health care practitioners or
professionals.
The Secretary is authorized to waive the following:
• Sanctions relating to examination and treatment for emergency

medical conditions and women in labor, or for a transfer of an
individual who has not been stabilized if the transfer arises out
of the circumstances of the emergency
• Sanctions relating to limitations on physician referral
• Deadlines and timetables for performance of required activities,

except that such deadlines and timetables may only be
modified, not waived
• Limitations on payments for health care items and services

furnished to individuals enrolled in a Medicare+Choice plan by
health care professionals or facilities not included under such
plan (the Secretary will reconcile payments, to the extent
possible, to ensure enrollees do not pay more than would be
required had they received services from providers within their
plan’s network)

Waterfowl

Birds that swim and live near water, including ducks, geese, and
swans.

Weapon of Mass
Destruction (WMD)

(1) Any explosive, incendiary, or poison gas, bomb, grenade,
rocket having a propellant charge of more than 4 ounces, or
missile having an explosive or incendiary charge of more than onequarter ounce, or mine or similar device;
(2) Any weapon that is designed or intended to cause death or
serious bodily injury through the release, dissemination, or impact
of toxic or poisonous chemicals of their precursors;
(3) Any weapon involving a disease organism; or
(4) any weapon that is designed to release radiation or
radioactivity at a level dangerous to human life.

WHO

World Health Organization, an agency of the United Nations
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established in 1948 to further international cooperation in
improving health conditions.

Workshop

A formal discussion-based exercise led by a facilitator or presenter
used to build or achieve a product. A workshop is typically used
to: test new ideas, processes, or procedures; train groups in
coordinated activities; and obtain consensus. Characteristics of a
workshop include more formality than a seminar, and often use
break-out sessions to explore parts of issue with smaller groups.

Written Release

Press release developed by the planning team and given to media
outlets prior to an exercise. It serves as a means of informing the
media and the public about general exercise information (e.g.,
location, date).
Additionally, this information can be distributed to observers and
senior officials, e.g., Very Important Persons (VIPs), management.
This release should not contain detailed scenario information (such
as the type of threat or hazard, venue, or other sensitive
information) and should not contain information that might hinder
exercise outcomes if a participant were to see it.

X
Y
Z
Zoonoses

Diseases that are transferable from animals to humans.
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NATIONAL EMERGENCY PREPAREDNESS WEBSITE RESOURCES
Army Smallpox Acronym List:
http://www.smallpox.army.mil/resource/SMAplan/doc/J1aResources.doc
Center for Disease Control Environmental Chemical Glossary:
http://www.atsdr.cdc.gov/glossary.html
EPA Risk Communication Toolkit Glossary:
www.epa.gov/superfund/tools/pdfs/37riskcom.pdf.
FEMA Acronyms:
http://www.fema.gov/regions/ix/env/acronym.shtm
FEMA All Hazard Operation Planning Glossary:
http://www.fema.gov/rrr/gaheop.shtm
Homeland Security Presidential Directive (HSPD) 8 National Preparedness:
http://www.whitehouse.gov/news/releases/2003/12/print/20031217-6.html
National Response Plan Glossary:
http://www.nemaweb.org/docs/national_response_plan.pdf
National Incident Management System (NIMS) Command Glossary:
http://www.w0ipl.com/ECom/icsterms.htm
Ready.Gov Glossary
http://www.ready.gov/glossary.html
HHS Disasters & Emergencies: Requests for Information on Aspects of Emergency
Preparedness, Response, and Recovery:
http://www.hhs.gov/emergency/rfi/
U.S. Government - Avian and Pandemic Flu Website (managed by HHS):
http://pandemicflu.gov/
Centers for Disease Control & Prevention: Healthcare Preparation & Planning:
http://www.bt.cdc.gov/planning/#healthcare
Centers for Disease Control & Prevention: Emergency Preparedness & Response:
http://www.bt.cdc.gov/
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Centers for Disease Control & Prevention: Emergency Preparedness—Training & Education:
http://www.bt.cdc.gov/training/
Agency for Healthcare Research & Quality (AHRQ): Public Health Emergency Preparedness:
http://www.ahrq.gov/prep/
Department of Homeland Security:
http://www.ready.gov/
Department of Homeland Security Interagency Coordinating Council on Emergency
Preparedness and Individuals with Disabilities:
http://www.disabilitypreparedness.gov/
Federal Emergency Management Administration (FEMA): Emergency Preparedness:
http://www.fema.gov/plan/index.shtm
FEMA: Continuity of Operations (COOP) Programs:
http://www.fema.gov/government/coop/index.shtm
U.S. Fire Administration (USFA):
http://www.usfa.dhs.gov/index.shtm
National Disaster Medical System (NDMS):
http://ndms.dhhs.gov/
National Fire Protection Association:
http://www.nfpa.org/index.asp?cookie%5Ftest=1
Veterans Affairs Emergency Management Strategic Healthcare Group:
http://www1.va.gov/emshg/
National Renal Administrators Association, Kidney Community Emergency Response
Coalition:
http://www.nraa.org/Disaster_Prep.php
U.S. Department of Labor, Occupational Safety & Health Administration, Emergency
Preparedness & Response:
http://www.osha.gov/SLTC/emergencypreparedness/osha_support.html
Centers for Medicare & Medicaid (CMS) Survey and Certification Emergency Preparedness
Website:
http://www.cms.hhs.gov/SurveyCertEmergPrep/
Hemodialysis Water Treatment References:
Northwest Renal Network document Monitoring Your Dialysis Water Treatment System:
http://www.nwrenalnetwork.org/watermanual.pdf
Centers for Medicare & Medicaid Services
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Association for the Advancement of Medical Instrumentation, Recommended Practices for
Dialysis Water Treatment Systems (RD 52 and RD 62):
http://aami.org/publications/standards/dialysis.html
Other Resources:
Guidelines for Dialysis Care Providers on Boil Water Advisories:
http://www.cdc.gov/ncidod/hip/dialysis/boilwater_advisory.htm
Water Related Emergencies:
http://www.bt.cdc.gov/disasters/watersystemrepair.asp
Tips about Medical Devices and Hurricane Disasters:
http://www.fda.gov/cdrh/emergency/hurricane.html
Medical Devices that Have Been Exposed to Heat and Humidity:
http://www.fda.gov/cdrh/emergency/heathumidity.html
Medical Devices Requiring Refrigeration
http://www.fda.gov/cdrh/emergency/refrigeration.html
Fact Sheet: Flood Cleanup - Avoiding Indoor Air Quality Problems:
http://www.epa.gov/mold/flood/index.html
NIOSH Declared public health emergency Response: Storm and Flood Cleanup:
http://www.cdc.gov/niosh/topics/flood/
OSHA Fact Sheet
http://www.osha.gov/OshDoc/data_Hurricane_Facts/Bulletin3.pdf
American Institute of Architects: Procedures for Cleaning Out a House or Building Following a
Flood
http://www.aia.org/liv_disaster_floodproc
American Red Cross
http://www.redcross.org/
Salvation Army
http://www.salvationarmyusa.org/usn/www_usn.nsf

Centers for Medicare & Medicaid Services
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Appendix 3
STATE SURVEY AGENCY EMERGENCY PREPAREDNESS POLICIES & PROCEDURES






On September 1, 2006, CMS issued S&C Letter 06-20 to all State Survey Agency (SA) Directors, requesting that they complete and return
the State Agency Emergency Preparedness Worksheet, providing CMS with information regarding their emergency preparedness policies
and procedures.
The purpose of this Worksheet is to compile and assess SA current emergency preparedness policies and procedures, to assist in
clarifying the CMS Central Office, Regional Office and SA role, responsibilities and expectations for Survey and Certification continuity of
operations, and essential business functions.
35 states responded to this request from CMS, providing the following information:
State / Region

REGION 1
Connecticut
Maine
Massachusetts

New Hampshire
Rhode Island

Emergency Management / Planning

Did not respond
Did not respond
•
Support ESF 8
•
Coordinate SNS
•
COOP plan through Center for Quality
Assurance and Control
•
Essential functions include:
o Enforcement
o Credentialing to assist in emergency
response
o Initial licensing, registration, and certification
to assist in emergency response
•
COOP essential functions for Center for
Emergency Preparedness
o Support ESF 8
o Coordinate SNS
o Maintain communication with partner
organizations
Did not respond
•
The RI Dept. of Health provides technical
support to the RI EMA
•
Office of Facilities Regulation is responsible for
tracking and responding to low-level, single
incidents and emergencies in licensed
healthcare facilities
RI Dept. of Health has adopted the NIMS ICS and
responds in that manner

Centers for Medicare & Medicaid Services

Interagency Partners /
Agreements

•
•
•
•
•

Local departments of
health
HRSA funded hospitals
State Laboratory
Bureau of
Communicable Disease
Control
Center for
Environmental Health

No

Provider Association
Partnerships / Information
Gathering

Yes, integrated with COOP
planning

Legislation
(requires
collaboration)

Yes

Website

DPH Emergency Preparedness a
webpage:
http://www.mass.gov/dph/topics/b
htm
COOP for EOHHS agencies:
http://www.mass.gov/?pageID=eo
&L=6&sid=Eeohhs2&L0=Home&L
2=Guidelines+and+Resources&L
or+Services+%26+Planning&L4=
eparedness+and+Planning&L5=C
Operations+Plan+(COOP)

Development in progress

Yes
http://www.health.ri.gov/
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State / Region
Vermont

Emergency Management / Planning
•

•
•

REGION 2
New Jersey

•
•
•

Interagency Partners /
Agreements

Legislation
(requires
collaboration)

Website

Department of Licensing and Protection
responds with the VT Division of Emergency
Management as part of the VT Radiological
Emergency Response Plan to assist with
evacuation of nursing homes
The Vermont Agency of Human Services is
currently developing an emergency response
plan
Dept of Licensing and Protection communicates
state operations with CMS

•

Vermont Division of
Emergency
Management

No formal partnerships

No

No

NJ Dept of Health and Senior Services is the
lead for ESF 8
Agencies contribute to the development of
annexes to the State emergency operations plan
Presently NJ DHSS is developing a departmentwide Comprehensive Emergency Management
Plan, and in addition, a department continuity of
operations plan

•

NJ State Office of
Emergency
Management
NJ Office of Homeland
Security and
Preparedness
NJ Division of State
Police
NJ Department of
Military and Veterans
Affairs
NJ Department of
Agriculture
NJ DHSS Divisions
working collaboratively
in emergency
management activities:
Division of Health
Infrastructure
Preparedness and
Emergency Response
Division of Consumer
and Environmental
Health
Division of Epidemiology
and Occupational Health
Division of Public Health
Infrastructure
Division of Public Health
& Environmental
Laboratories

Health Auxiliary Command
Center
• Setup by NJ Hospital
Association
• Coordination center for
healthcare assets
NJ Association of Non-Profit
Homes for the Aging
Health Care Association of NJ
Home Care Association of NJ
NJ Primary Care Association

Yes

New Jersey Office of Emergency
http://www.state.nj.us/njoem/
New Jersey Office of Homeland S
Preparedness:
http://www.njhomelandsecurity.go
New Jersey Department of Health
Services:
http://www.state.nj.us/health/er/in

•
•
•
•
•

•

•
•
•
•

New York
Puerto Rico

Provider Association
Partnerships / Information
Gathering

Did not respond
Did not respond

Centers for Medicare & Medicaid Services
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State / Region
US Virgin Islands
REGION 3
Delaware

Emergency Management / Planning

Provider Association
Partnerships / Information
Gathering

Legislation
(requires
collaboration)

Website

Did not respond
•

•

District of
Columbia

Interagency Partners /
Agreements

DE Dept. of Health and Social Services, Division
of Public Health
o Lead agency for public health emergencies
o ESF 8 lead
o Manage State Health Operations Center
during emergencies
DPH utilizes the Modular Medical Expansion
System to rapidly expand health care capacity
and capability as directed by the State Health
Operations Center

D.C. Department of Health (DOH) , Health Regulation
Administration serves 2 roles during emergency
situation:
•
SA must ensure that critical business functions
continue
•
Depending on the nature of the disaster and the
degree of involvement of HRA staff in providing
assistance (ICS responsibilities), remaining staff
will monitor facilities to ensure that
patients/residents/clients health and safety is not
jeopardized
•
DOH COOP plan is under revision at this time
(SA COOP part of the DOH COOP Plan)
•
DOH is ESF 8 lead for all functions under the
District’s Response Plan (DRP)
•
SA, like other DOH administrations, plays a role
in the DOH emergency response, including:
o ICS responsibilities
o Providing staff to assist with response
activities

Partnership and cooperation
established through the state
emergency management
agency

•

•
•

•

•

•

Centers for Medicare & Medicaid Services

All District of Columbia
Government Agencies
are participants in and
signatory to the District
Response Plan,
developed by the D.C.
Emergency
Management Agency.
DOH is the lead agency
for ESF 8, Health and
Medical Operations
D.C. is one of 17
member jurisdictions (in
Maryland and Virginia)
of the Council of
Governments (COG).
D.C. works through
COG to ensure
appropriate
regionalization of all
emergency plans and
responses
DOH is co-chair of the
Health and Medical
Committee of HHS/DHS
for National Security
Special Events in the
National Capitol Region
Co-chair of the
Interagency Health and
Medical Working Group,
member of the Health
and Medical Advisory
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Memorandum of
Understanding with:
• Division of Public Health
• Delaware healthcare
Association
• Delaware’s six healthcare
systems (Encompassing
eight hospitals)

•

•

•
•
•

•
•
•
•
•
•

D.C. Hospital
Association (DCHA),
also works individual
with local military
hospitals
D.C. Primary Care
Association (DCPCA) for
community-based health
centers
Academic student health
centers
Poison control centers
Medical Society of D.C.
(MSDC), coordinates
local Medical Reserve
Corps
MedChi Society
Greater D.C. Cares
(umbrella volunteer
organization)
Local Red Cross
Local hotel association
Local utilities
Etc.
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Yes
http://www.state.de.us/dema/defa
http://www.dhss.delaware.gov/dhs
emerg.html

No.

District of Columbia: dc.gov

Activities carried
out under
Mayor’s
Executive Order.

D.C. Emergency Management Ag
dcema.dc.gov
Department of Health
dchealth.dc.gov
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State / Region

Emergency Management / Planning

Interagency Partners /
Agreements

•
Maryland

Directed by the Governor and by the Health
Department Office of Preparedness.

Pennsylvania

Communication with the state emergency
management agency
•
Bureau of Facilities, License, and Certification,
PA Department of Public Health
o Ensure emergency plans exist
o Does not review contents of any plans
•
State licensing and Federal certification activities
are suspended during an emergency
•
Inspections of damaged facilities are done after
an emergency and prior to the reopening of the
facilities

Virginia

•
•
•
•

Relay appropriate information on healthcare
issues to other state agencies
Maintain communication with field surveyors
Monitor calls to the complaint desk
Communication with staff to insure data
collection, distribution, and storage continue

Centers for Medicare & Medicaid Services

•

Legislation
(requires
collaboration)

Website

Committee for the
DHS/UASI grant funding
procedures.
D.C. a member of
EMAC

Maryland Institute for
Emergency Medical Services:
•
Region I Office: Garret,
Allegany counties
•
Region II Office:
Washington, Frederick
counties
•
Region III Office:
Baltimore City, Anne
Arundel, Baltimore,
Carroll, Harford, Howard
counties
•
Region IV Office:
Caroline, Cecil,
Dorchester, Kent, Queen
Anne’s Somerset, Talbot,
Wicomico, Worchester
counties
•
Region V Office: Calvert,
Charles, Montgomery,
Prince George’s, St.
Mary’s counties
PA Emergency Management
Agency

•

Provider Association
Partnerships / Information
Gathering

State Offices of
Emergency
Preparedness and
Response
State Emergency
Services
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State emergency
management has included
nursing homes in its
databases for emergency email notices.

Yes. HB 770.

Maryland Emergency Manageme
www.mema.state.md.us

None

No

This will be publicized once it is a

None

No
www.vdh.state.va.us/EPR/index.a
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State / Region

West Virginia

Emergency Management / Planning

•
•
•

Communication with state emergency
management agency through the state
emergency operations center
The State Survey Agency will monitor the status
and needs of healthcare providers during an
emergency
Communication of needs will be taken to the
state emergency operations center

Interagency Partners /
Agreements
•

Regional Office of CMS

•

WV Department of
Health and Human
Resources
Office of Emergency
Medical Services
Division of Threat
Preparedness, Bureau
for Public Health

•
•

Provider Association
Partnerships / Information
Gathering
•

•

Response plans being
developed by WV
Hospital Association in
cooperation with the
Division of Threat
Preparedness.
Primary parties involved
include:
o Hospitals
o Primary care centers
o Local health
departments
o Emergency services

Legislation
(requires
collaboration)
Yes
www.wvdhsem.gov
•

•

•

REGION 4
Alabama

Florida

Not part pr the Incident Command Structure. We
provide support, assistance, information and staffing
through the Incident Command, as requested.
•
•

•

Communication with state agencies
Emergency Status System
o Web accessed facility database to manage
facility/provider data relative to emergency
events
The state agency is part of a COOP plan
designed by the Florida Agency for Health Care
Administration:
o Coordinates and maintains division functions
and acts as a “state relay team,” to be
tagged for critical/essential Agency
functions related to patient safety;
o Keeps Agency management informed of
current status of division operations;
o Serves as the vital communications link to
the public for information and complaints
related to regulated entities

Centers for Medicare & Medicaid Services

No

•
•
•
•
•

No

Florida Department of
Health
Florida Department of
Children and Families
Florida Department of
Elderly Affairs
Florida Agency for
Persons with Disabilities
Florida Attorney
General’s Office

Page 121

•
•
•

Florida Hospital
Association
Florida Association of
Homes for the Aged
Florida Health Care
Association
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Website

WV Code,
Ch. 15,
Article 5,
Section 5
Emergency
Operations
Plan created
and
implemented
by various
state and
local
agencies.
Plan provides
guidance to
cope with
natural and
man-made
disasters.

No

No

No

www.floridadisaster.org
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State / Region

Emergency Management / Planning

o

o

o

o

o

o

o

o

o

o

o

Georgia

•
•

Interagency Partners /
Agreements

Provider Association
Partnerships / Information
Gathering

Legislation
(requires
collaboration)

Website

Conducts call downs of health care
providers, facilities and managed care
plans to dispatch staff to disaster area(s)
Directs headquarters and field office staff as
appropriate to assist with relocation of
residents/patients/clients that are in
facilities
Contacts providers/facilities in the affected
areas to ensure patients/residents are
receiving necessary services and that the
physical plants of facilities are sound;
Utilizes the current call roster to notify staff
of the situation, which teams will be
activated, and where to report
Provides damage assessment teams and
conducts construction surveys to ensure
the environment of care is maintained in
evacuated or damaged health care facilities
Provides a complete and current list
including addresses and telephone
numbers of all health care providers
regulated by the Agency throughout the
state
Coordinates with other regulatory agencies
to refer concerns that fall under their
purview
Ensures routine survey and complaint
investigation activities continue to the
extent possible given the circumstances of
the emergency event
Ensures timely processing of licensure
applications and survey documents where
the affected site is Headquarters
Redirects survey/licensure documents,
incoming correspondence, etc., to the ARP
(alternate relocation points) for review and
processing
-Delegate’s headquarters routine work as
may be appropriate to field offices that are
not affected by the COOP activation

Department of Human Resources operates an
emergency operations center
Essential Business functions include:
o Triage complaints
o Investigate complaints
o Communicate with effected facilities

Centers for Medicare & Medicaid Services

•
•

Regional
teleconferences
County emergency
management
teleconferences
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Georgia Health Care
Association
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State / Region

Emergency Management / Planning

o
o
o
Mississippi

•

Interagency Partners /
Agreements

Provider Association
Partnerships / Information
Gathering

MS Department of Health is the lead for ESF 8

Mississippi Band of Choctaw
Indians

•

•
•
North Carolina

Did not respond

South Carolina

•
•
•

•

Participation in the DHEC EOC
Participation in the State EOC
SC Department of Health and Environmental
Control is the lead for ESF 8 and ESF 10
EMAC participation
All SA employees, as written in their job
description, are considered by administrative
policy to be on 24-hour call when an emergency
or disaster should occur
State COOP currently under development

•
•

•
•

Tennessee
REGION 5
Illinois

Website

Review disaster plans
Review evacuation plans
Maintain computer systems

•

•
•

Legislation
(requires
collaboration)

Catawba Indian Nation
8 Regional Mass
Casualty Response
planning zones,
Includes:
o Hospitals
o Public health
o First responders
o Volunteer
Organizations
Joint planning, training,
and exercises with
Georgia, North Carolina
FEMA Region IV
participation

•

•

Independent Nursing
Home Association
Mississippi Nursing
Home Association
MS Hospital Association
Network 8 (dialysis)

No

SC Hospital Association
o Assists with
identification of
hospital bed
information
o Assists with
determining
operational status
of hospitals
Nursing Home
Associations
o SC Health Care
Association
o SC Association of
Homes for the
Aging (non-profit)

Yes

SC Emergency Management Divi
http://www.scemd.org/

Governor’s
Office Directive
2003-17
established the
Illinois Terrorism
Task Force to
address issues
related to
terrorism
preparedness
and response in
Illinois.

www.state.il.us/iema/

www.HealthyMS.com
www.msema.org

Did not respond
In the event the Illinois Emergency Operations Plan is
activated, the Illinois Department of Public Health
(IDPH) has several functions under its broad scope of
responsibility.
The Office of Preparedness and Response, which is
the portion of IDPH responsible for collecting from
other Divisions and Offices, has the responsibility for
disseminating informational public health and medical
guidance to other state agencies emergency response
agencies. The Division is a conduit for acquiring and
communicating information related to the status of
biological events in the disaster area. The Division of
Disaster Planning and Readiness provides event

Centers for Medicare & Medicaid Services

•
•
•
•
•
•
•
•
•

Illinois Emergency
Management Agency
Illinois State Police
Illinois National Guard
Illinois Department of
Transportation
Illinois Department of
Corrections
Illinois Commerce
Commission
Illinois Fire Marshal’s
Office
American Red Cross
Illinois Central
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Private Sector entities are
represented in all of the 15
Committees of the Illinois
Terrorism Task Force Policy
Making Board and in the State
Emergency Operations Center
by the Illinois Commerce
Commission.
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State / Region

Emergency Management / Planning
guidance to local health departments and the Division
of Emergency Medical Services provides event
guidance to Hospitals; both of these Divisions are in
the Office of Preparedness and Response which is the
coordinating Office for the Illinois Department of Public
Health the lead agency for Health and Medical Annex
of the State Response Plan.
Other broad responsibilities of IDPH is to provide
support functions to other state agencies and
departments in the areas of biological agent effects,
personal protective equipment recommendations,
infection control principles, decontamination
procedures and treatment protocols. IDPH has the
following support responsibilities:
•
•

•

•

Perform inspections at shelter locations to ensure
safe and healthy practices and living conditions
and compliance with state law and regulations;
Deploy personnel to affected areas and
surrounding areas where emergency food items
are stored and prepared to inspect for sanitary
food handling techniques, and require changes in
procedures, when necessary, to ensure the safety
of food supplies;
At emergency feeding sites, take all corrective
actions necessary to ensure proper handling of
food items suspected or known to be
contaminated or that in any other way pose a risk
to human health and safety or public confidence;
and
Monitor food production activities and facilities at
levels sufficient to detect and prevent a foodborne
terrorist attack and/or respond to such an attack
once it has occurred.

Interagency Partners /
Agreements
•
•
•
•
•
•
•
•
•
•
•

Provider Association
Partnerships / Information
Gathering

Management Services
Illinois Environmental
Protection Agency
Illinois Department of
Natural Resources
Illinois Secretary of State
Police
Illinois Department of
Human Services
All 95 Local Health
Departments in Illinois
Illinois Association of
Public Health
Administrators
Northern Illinois Public
Health Consortium
Illinois Public Health
Association
All 215 Illinois Hospitals
Illinois Hospital
Association
Metropolitan Chicago
Health Care Council

Additionally the IDPH, shall perform the following
functions:
•
•
•

Provide emergency/disaster-related technical and
inspection assistance regarding the safety of
water, food, and licensed food establishments;
Prevent the use of food products made unsafe as
a result of emergency/disaster consequences and
oversee the destruction of these products;
Inform food processing and warehousing facilities
of practices that minimize emergency/disaster-

Centers for Medicare & Medicaid Services
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collaboration)

Website
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State / Region

Emergency Management / Planning

•

Indiana

•
•

Interagency Partners /
Agreements

Provider Association
Partnerships / Information
Gathering

Legislation
(requires
collaboration)

Website

related health risks and periodically monitor these
facilities to ensure correct implementation of
these practices; and
Implement procedures for temporarily waiving
permit-compliance requirements under the
Department’s jurisdiction, if such action is
warranted by an emergency/disaster situation.
The Public Health Preparedness and
Emergency Response (SA) supports ESF 8
Essential functions and responsibility identified
and outlined in the state COOP
o Licensing and Surveying of long term and
acute care facilities
o Maintaining Registry for Nurse Aide and
QMA and Home Health aides
o Complaint Investigation surveys of long term
and acute care facilities
o Enforcement of health care rules and
regulations
o Consultant and monitor placement in long
term care facilities
o Disaster assistance for acute and long term
care facilities
o Staffing medical functional area of State
IDHS Emergency Operations Center during
an emergency or disaster. Identify and
provide subject matter experts
o Participating in emergency response during
an emergency or disaster. (Staff clinics and
quarantine sites, stand up agency
Department Operations Center, provide
communications linkages among relevant
subject matter divisions within agency and
with outside partners, act as agency point
of contact during emergency or disaster
response)
o Requesting and staffing Receipt, Storage
and Distribution of CDC SNS
o Coordinating procurement and distribution of
drugs and supplies to support an
emergency response
o Maintaining cache of drugs and supplies for
an emergency response
o Recruiting volunteers for an emergency
response
o Maintaining operational control of Indiana

Centers for Medicare & Medicaid Services

None
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State / Region

Emergency Management / Planning

Interagency Partners /
Agreements

Provider Association
Partnerships / Information
Gathering

Legislation
(requires
collaboration)

Website

Health Alert Network
Coordinating and supporting agency
operational communications for response.
o Soliciting agency duty officer staff; prepare
and maintain duty officer schedule; provide
duty officer staffing
Provide subject matter expertise in the event of
an emergency requiring a rapid health response
that surges local planning and response
capacity
The Public Health Preparedness and
Emergency Response program is the planning
and operational arm, and is responsible for
securing federal funding to support public health
preparedness activity in the state, and
coordinating the public health resources to
support an emergency response. The program
works directly with the Indiana Dept of
Homeland Security
o

•

•

Michigan

•
•
•

Minnesota

•

•

•
•
Ohio

•

Essential functions and responsibility identified
in the State
Emergency Management Plan and COOP
o Essential functions include Nursing Home
Hotline and Complaint Hotline
Michigan Department of Community Health,
Bureau of Health Systems is the lead agency for
the state

Bureau of Health Systems is
part of the Michigan
Department of Community
Health’s Emergency
Operations Plan (approved
August 2006).

None

Essential functions and responsibility identified
in the MN Dept of Health COOP
o Licensing & Certification Survey and
Complaint Investigations return to
operations within 48 hours of an emergency
Minnesota Department of Health All-Hazards
Plan
o Addresses collaboration with state Office of
Homeland Security and Emergency
Management
Response is based on emergency and clinical
resource needs
Currently updating COOP plan

•
•
•

•

Lead agency for public health and medical
assessment, response and recovery operations
under the Ohio Emergency Operations Plan

The Ohio Department of
Health will participate with a
full spectrum of partners

Centers for Medicare & Medicaid Services

53 Boards of Health
11 Tribal governments
State EOP partners

www.michigan.gov/mdch

•

Page 126

No

Statewide cooperation
through the 8 Regional
Hospital Resource
coordinators
Development of patient
tracking system is in
progress

None

No
www.health.state.mn.us
http://www.hsem.state.mn.us/
www.birdflu.state.mn.us

No
The Ohio Emergency Ohio Emerg
Management Agency:
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State / Region

Emergency Management / Planning
•
•
•
•

•
•
Wisconsin

•

Interagency Partners /
Agreements

Essential functions identified
Responsible for Ohio Strategic National
Stockpile Plan
Primary agency for Ohio CDC CHEMPACK
project
o Nerve agent antidotes
Responsible for Human Infectious Disease
Annex
o Infectious disease emergency the
overwhelms state resource
COOP plan is in progress
Pandemic recover plans in progress

through the state emergency
operations center and in the
disaster field office.

Established Department of Health & Family
Services COOP
o Within 30 days

Process Complaints

Process Caregiver Background
Checks

Continue Enforcement

Continue Data Flow necessary to
continue payment

•
•
•
•
•

94 local health
departments
11 Tribes
6 state agencies
Cross border disease
surveillance with 4
jurisdictions
4 border state contacts

Provider Association
Partnerships / Information
Gathering

Ohio Department of Health:
http://www.odh.ohio.gov/alerts/ale

•
•
•
•

•

•
•

•
•
•

Developing an ESF system
Health Facility Services will provide information
on status of facilities
Office of Long Term Care will provide
information on facilities and assist in locating
appropriate alternative placement in nonaffected facilities, tracking movement of
residents

Centers for Medicare & Medicaid Services

•
•
•
•
•

AK Department of
Emergency
Management
AK Department of
Health and Human
Services
AK Red Cross
National Guard
County Judges
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Website
http://www.ema.ohio.gov.

•

REGION 6
Arkansas

Legislation
(requires
collaboration)

Great Lakes Inter-Tribal
Council
Wisconsin Public Health
Association
Wisconsin Center for
Health Communication
UW Division of
Information Technology
(for Health Alert
Network)
University of Wisconsin,
Department of Mass
Communication
University of Wisconsin,
Department of
Population Health
Sciences
Wisconsin
Environmental Health
Association
Wisconsin Children’s
Hospital

No formal agreements

No, Wisconsin
does not have
such legislation.

http://wisconsin.gov/peparedness
http://emergencymanagement.wi.

No

www.healthyarkansas.com
www.adem.state.ar.us
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State / Region

Emergency Management / Planning

Interagency Partners /
Agreements
•
•

Louisiana

•
•




Oklahoma

•
•

Louisiana Department of Health and Hospitals
(DHH), Bureau of Health Services Financing
Responsible for having a representative at the
state emergency preparedness EOC and at the
DHH EOC 24 hrs a day – 7 days a week
DHH medical and some clerical staff in 12-hr
rotation to staff the state operated special needs
shelters in 7 of 9 state regions
Only SA business functions that will be handled
during emergency includes:
o Site inspections for healthcare facilities that
have a IJ type complaint allegation
o Other site inspection issues based on
evacuation of healthcare facilities to
alternate sites

None

Oklahoma State Department of Health is the
lead agency for ESF 8
Oklahoma State Department of Health is lead
public health agency at the state and county
level

•

•
•
•
•

TX Department of State Health Services is the
lead agency for ESF 8
Cooperation and participation with the state
operations center
Communication directly with providers during an
emergency situation
Department of Aging and Disability Services
maintains open lines of communication with
provider associations during an emergency
situation to help collect and disseminate

Centers for Medicare & Medicaid Services

•

•

•
•

•

•
•
•
•

Legislation
(requires
collaboration)

Website

AK Police
AK Hospital Association

•
•

•
•

Texas

Provider Association
Partnerships / Information
Gathering

LA nursing Home
Association
LA Hospital Associations
Associations have desk
at the state command
center during a disaster
event
Associations work with
LA DHH on a variety of
provider issues

No

Emergency Medical
Services Authority
County government
associations
EMSA and county
government association
develop and maintain
local and regional
medical response
systems in six of the
eight homeland security
regions of the state
Tribal agreements
Federal Region VI
interstate agreement
lead

Long term care provider
association

No

DHSH works closely
with the Governor’s
Division of Emergency
Management
Emergency planning
Annex development
TX Health and Human
Services Commission
Department of Assistive
and Rehabilitative

•

Yes
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•
•
•

Texas Hospital
Association
Texas Health Care
Association
Texas Association for
Home and Services for
the Aging
Texas Medical
Foundation Health
Quality Institute
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No, however we are in the proces

http://www.health.ok.gov/bt/index

Department of State Health Servic
Health Preparedness http://www.dshs.state.tx.us/prepa
State’s emergency management
annexes:
http://www.txdps.state.tx.us/dem/
.htm
Useful Links -
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State / Region

Emergency Management / Planning

•

information that is event specific
Texas Health Care Association provides
representation at the State Operations Center

Interagency Partners /
Agreements
•

Services
Department of Family
and Protective Services

Provider Association
Partnerships / Information
Gathering
•
•

Legislation
(requires
collaboration)

Website
http://www.txdps.state.tx.us/dem/
e.htm

MOU’s
Assist in monitoring
facilities status and
capacity

Department of Aging and Disabilit
event specific information availab
emergency situation. Examples o
Katrina and Rita web sites can be
http://www.dads.state.tx.us/Katrin
http://www.dads.state.tx.us/Rita/in

New Mexico
REGION 7
Iowa

Did not respond
•
•

Department of Inspections and Appeals
Support functions
o Inspect shelters
o Inspect food sanitation techniques
o Ensure proper handling of food at feeding
sites
o Monitor food production activities
•
In conjunction with Department of
Public Health
•
Provide emergency/disaster-related
technical and inspection assistance
regarding the safety of water, food,
and licensed food establishments
•
Prevent the use of food products made
unsafe as a result of
emergency/disaster consequences
and oversee the destruction of these
products
•
Inform food processing and
warehousing facilities of practices that
minimize emergency/disaster-related
health risks and periodically monitor
these facilities to ensure correct
implementation of these practices
o Implement procedures for temporarily
waiving permit-compliance requirements
under the Department’s jurisdiction, if such
action is warranted by an
emergency/disaster situation
o Health Division responsible for the
dissemination of information
o Conduit of facility status information

Centers for Medicare & Medicaid Services

None
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No

An emergency preparedness web
currently being evaluated by DIA’s
The web site’s test address is:
http://www.state.ia.us/governmen
cy/index.html
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State / Region
Kansas

Emergency Management / Planning
•
•
•

Kansas Department of Health and Environment
is the lead for ESF 8
Kansas COOP plan in development
Survey agency COOP plan in development

Interagency Partners /
Agreements
•

•

•
•
•
•
•
•
•
•
•
•
•

Kansas Division of
Emergency
Management/Adjutant
General’s Department
KS Department of
Health and Environment,
Center for Public Health
Preparedness
Kansas Bureau of
Investigation
Kansas Hospital
Association
Kansas Highway Patrol
Kansas Board of EMS
Kansas National Guard
Kansas Department of
Corrections
Association of Local
Health
Departments
Dept of Social and
Rehabilitation Services
Kickapoo Tribe of
Kansas
Sac and Fox Tribe of
Kansas

Provider Association
Partnerships / Information
Gathering
•
•
•
•
•
•
•

•

•

Missouri
Nebraska

Did not respond
•
State Survey Agency is in the process of
developing a COOP plan

Centers for Medicare & Medicaid Services

•

Cooperation established
through the state EOP
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KDHE’s Center for
Public Health
Preparedness
KDHE’s Center for
Health and
Environmental Statistics
License boards
Kansas Board of Health
Arts
Kansas Board of
Nursing
Behavioral Health
Licensure Board
The licensure boards
have agreed to include a
volunteer recruitment
question on their
licensure renewal forms
in order to help KDHE’s
Center for Public Health
Preparedness populate
its new Emergency
System for the Advance
Registration of Volunteer
Health Professionals
registry.
The Center for Health
and Environmental
Statistics also collects
much of the data
required for ESAR-VHP
and they have agreed to
share that information
with the Center for
Public Health
Preparedness.
ESAR-VHP will allow for
emergency verification,
credentialing, and
privileging of health care
professionals during an
emergency.

Credentialing department has
no formal agreements
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Legislation
(requires
collaboration)

Website

No
http://www.ksprepared.org
http://www.ksready.gov

No
NE HHS
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State / Region

Emergency Management / Planning
•
•
•

Credentialing Division support ESF 8
Credentialing Division developing a professional
licensure system that would allow remote
verification of the license status
Credentialing Division has developed and
implemented a Contingency Plan

Interagency Partners /
Agreements
•
•
•
•
•

REGION 8
Colorado

•
•
•

Department of Public Health and Environment is
the lead agency for ESF 8
Enacted COOP plan for the Department of
Public Health and Environment exists
Agency supports local response systems

•
•
•
•
•
•

North Dakota
Montana
South Dakota
Utah
Wyoming

Did not respond
Did not respond
Did not respond
Did not respond
•
Wyoming Department of Health will provide
technical and other support as appropriate or
legally required for the following:
•
Establish an emergency medical shelter
•
Establish a call center to contact health centers
that may have been affected by a disaster
•
Ascertain degree of damages and capabilities
that continue to exist, and those that may have
been lost
•
Establish a strike team consisting of an engineer
and surveyor, and other staff as warranted by
the event, to deploy to the affected area for
conducting on-site damage assessments

•

•
•

Provider Association
Partnerships / Information
Gathering

64 counties
9 regional All-Hazard
planning committees
2 Tribes
Partnerships with KS,
NE, WY, NM, OK, AZ,
and UT
Partnership with FEMA
Region IIX
National Disaster
Medical System

WY is a member of 10state partnership called
the Mid America Alliance
(MAA). Other 9 states
are Colorado, Utah,
North and South Dakota,
and Montana (PHS
Region VIII states); and
Nebraska, Iowa, Kansas
and Missouri (PHS
Region VII states).
USNORTHCOM also
participates in MAA
functions.
WY also has an active
partnership with the two
(2) tribes of the Wind
River Indian
Reservation.
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Website
NEMA
State

20 local health
departments
4 Tribes
5 Federally Qualified
Health Centers
Mid-America Alliance
(Regions VII and VIII)
NE Hospital Association
•

•
•

Agreements with all
acute care hospitals
o Able to obtain
inpatient bed counts
o ED bed counts
Partnership with
pharmacies across the
state
EMS transport services
partnership

No

REGION 9

Centers for Medicare & Medicaid Services

Legislation
(requires
collaboration)
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No

Public health emergency respons
can be viewed at:
http://www.cdphe.state.co.us/bt/in
Division of Emergency Manageme
state plan can be viewed at:
http://www.dola.state.co.us/oem/o

No

No
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State / Region
American Samoa
Arizona
California

Guam
Hawaii

Emergency Management / Planning
Did not respond
Did not respond
•
Participation with the California Standardized
Emergency Management System
•
Essential COOP
o Monitor quality of care
o Ensure regulatory compliance
o Assist as needed to relocate clients
o Business functions delegated within the SA
chain of command
Did not respond
Hawaii Office of Health Care Assurance (HI OHCA) is
responsible for the following:
•
Part of the staff responsible for assistance in
emergency situations as part of the Department
of Health efforts – i.e., assist in shelters; report
to designated sites to provide telephone
coverage, triage/assistance, etc. at direction of
Director of Health and/or Governor or Civil
Defense
•
Other staff will check on status of facilities,
review evacuation plans, determine if any
assistance needed by respective facilities and/or
residents, communicate with civil defense and
departmental command for direction, coordinate
with hospital efforts, respond to public inquiries
•
If emergency situation is on an outer island
(OHCA main office is on island of Oahu), staff
are sent to respective island via military
transport or commercial airline to check on
status of facilities/residents; and determine
assistance needs.
•
As able will also provide assistance in the
general emergency efforts of the County Civil
Defense/Departmental plan.
•
Administration will be maintained to ensure daily
operations can be maintained, communication
coordinated with staff, facilities, civil defense,
departmental command and county efforts.

Interagency Partners /
Agreements

•
•

•

•

•

Provider Association
Partnerships / Information
Gathering

Governor’s Office of
Emergency Services
CA Department of
Health Services
Emergency
Preparedness Office
Emergency Medical
Services Authority

•

Agreements established
with the State and
County Civil Defense
entities; as part of the
entire state efforts
Collaboration has been
established with the
other governmental
departments within the
State and Counties;
American Red Cross;
provider organizations
for all health care
settings within the State;
disability rights
organizations, etc.

•

•

•

•
•
•
•

•

•

Centers for Medicare & Medicaid Services
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Legislation
(requires
collaboration)

CA Association of
Hospital Facilities
o Sharing/disseminating
information to health
care facilities
CA Hospital Association
o Sharing/disseminating
information to
hospitals

No

HI Long Term Care
Association
o nursing homes
o assisted living
facilities
o large adult residential
care home
Healthcare Association
of Hawaii
o hospitals
o home health agencies
Alliance for Residential
Care Administrators,
United Group of Home
Operators
The Primary Care
Providers of Hawaii
The organizations
provide liaison role for
communication to
providers regarding
impending emergency
as time allows
Ensure facilities review
their evacuation plans
and have adequate
food/water/gasoline/gen
erator support
Residents and/or
families will be assured
and informed of
evacuation or shelter in
place

No, however
HRS 321-23.3
Volunteer
emergency
medical disaster
response
personnel,
requires all
emergency
medical disaster
response
personnel
including:
o physicians,
o psychologists
,
o nurses
o emergency
medical
technologists
o social
workers
o mobile
intensive care
technicians
 licensed in
the state or
employed by
a health care
facility
engaged in
the
emergency
response to a
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Website

http://www.dhs.ca.gov/epo/
http://www.oes.ca.gov

www.hawaii.gov/doh/ information
Pandemic Flu
Other disaster information:
www.scd.hawaii.gov/
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State / Region

Emergency Management / Planning

Interagency Partners /
Agreements

Provider Association
Partnerships / Information
Gathering
•
•

Nevada

•
•

•

Health Division is the lead agency for ESF 8
Bureau of Licensure and Certification activities
coordinated through the public health
coordinating center established by the Health
Division
Communication with facilities to assess
emergency needs and facility capacity to
respond/assist others

•
•

•

Nevada State Health
Division, Office of Public
Health Preparedness
Nevada State Health
Division, Emergency
Medical Services and
Trauma Program
Nevada Division of
Emergency
Management

•
•

•

•
•

Centers for Medicare & Medicaid Services
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Legislation
(requires
collaboration)
mass
casualty
event or
disaster
condition,
including
participation
during
periods of
mass
casualty and
disaster
management
training shall
be deemed
state
employees or
county
employees as
the case may
be, and shall
have powers,
duties, rights
and privileges
of such in
performance
of their duties
as prescribed
by or under
the authority
of the
governor or a
county.

Communicated to
ensure appropriate
staffing
Communicate with
OHCA regarding any
structural damage, need
for assistance, etc.

Assisted Living Advisory
Committee
-Formally structured
committee of assisted
living/adult group care
providers
Collaborating with BLC
to develop training for
facilities to improve
emergency planning
Long Term Care
Advisory Committee
-Informal committee of
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No

http://health2k.state.nv.us/php/ind
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State / Region

Emergency Management / Planning

Interagency Partners /
Agreements

Provider Association
Partnerships / Information
Gathering

Legislation
(requires
collaboration)

Website

skilled nursing providers
N. Mariana
Islands
REGION 10
Alaska
Idaho

Oregon

Did not respond
Did not respond
•
Laboratory Improvement Section would assist
the Bureau of Laboratories in any capacity as
assigned
•
Inspections would likely be suspended during an
emergency
Currently have no defined role

None

None

No
http://www.accessidaho.org/gove
nd_security.html

None

None

No
www.oregon.gov/OOHS/OEM

Washington

•

Department of Social and Health Services is a
support agency for ESF 8
o Assist in assessing mental health needs
o Provide mental health training
o Arrange training for mental health outreach
o Assess adequacy of application for federal
crisis counseling grants
o Address worker stress issues
•
Develop procedures and appendixes for
the accomplishment of response and
recovery activities
•
Conduct and participate in tests to
validate response and recovery
procedures
•
Revise procedures based on test or real
event findings.
•
Essential Business Functions for Dept.
of Social and Health Services include
o
Providing emergency management,
crisis response, critical
communications and housing/offices
o
Provide 24-hour residential care for
clients
o
Provide essential client protection
services through staff and
contracted Individual Providers
o
Provide critical financial support to
clients, including medical, foster
care and adoption subsidies
o
Provide critical case management
services
o
Provide IT and support services that

Centers for Medicare & Medicaid Services

•

•

Dept. of Social and
Health Services
o Comprehensive
emergency
management
planning
participation
o No formal
agreements
o Current emergency
management plan
being developed
o Identify entities that
agreements need
to be made with
o Identify responsibility
for forming
agreements
Dept. of Health
o Pacific Northwest
Emergency
Management
Arrangement is
signed by the
executive leaders of
Alaska, Idaho,
Oregon,
Washington, British
Columbia, and the
Yukon Territories
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No

Emergency Management Division
www.emd.wa.gov
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State / Region

Emergency Management / Planning

•

Interagency Partners /
Agreements

Provider Association
Partnerships / Information
Gathering

directly support prioritized vital
services
o
Pay staff, providers and vendors
(bills) and receive payments
o
Provide communications between
offices, residential care facilities,
hospitals and headquarters facilities
and functions.
Department of Health
o Respond to requests for information and
technical assistance on
•
Hospitals
•
Home health agencies
•
Health facilities
o
Respond to requests for evaluation
of health facilities
o
Backup for primary computer system
is a remote state health care
facilities database

Centers for Medicare & Medicaid Services
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Legislation
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collaboration)

Website
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APPENDIX 4
STATE SURVEY AGENCY EMERGENCY PREPAREDNESS CONTACT TOOL
1.

State Survey Agency Information

State

Agency Name

Street Address

City

State

Is your State’s Survey and Certification responsibilities shared with another agency?
State

Agency Name

Street Address

City

Yes

No

Zip Code
If yes, provide the information below

State

Zip Code

State Survey Agency Primary Emergency Contact(s) Information
Name

Title

E-mail Address

Phone Number

Alternate Communication:

Name

Title

Phone Number

Alternate Communication:

Name

Title

Phone Number

Alternate Communication:

Name

Title

Phone Number

Alternate Communication:

Cell Phone

FAX Number

Pager

E-mail Address

Other
FAX Number

Cell Phone

Pager

Other

State Survey Agency Secondary Emergency Contact (Back-Up) Information

2.

E-mail Address

E-mail Address

Title

Phone Number

Alternate Communication:

3.

FAX Number

Pager

Other

City

E-mail Address

State

Zip Code

FAX Number

Cell Phone

Pager

Street Address

Name

Title

Phone Number

Alternate Communication:

Phone Number

Other

Other

State Public Health Services Emergency Contact Information

Agency

Name

Cell Phone

Street Address

Name

4.

Pager

State Medicaid Agency Primary Emergency Contact Information

Agency

Agency

Cell Phone

FAX Number

City

E-mail Address

State

Zip Code

FAX Number

Cell Phone

Pager

Other

State Office of Emergency Management Contact Information
Street Address

City

Title
E-mail Address
Director
Alternate Communication:
Cell Phone

Centers for Medicare & Medicaid Services

State

Zip Code

FAX Number
Pager
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5.

CMS Regional Office Information
Northeast Consortia
Midwest Consortia

Atlanta

Name

Dallas
Title

Western Consortia
E-mail Address

Phone Number

Alternate Communication:

Centers for Medicare & Medicaid Services

Region I
Region VI

Region II
Region VII

Region III
Region VIII

Region IV
Region IX

Region V
Region X

FAX Number

Cell Phone

Pager
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APPENDIX 5
STATE SURVEY AGENCY (SA) EMERGENCY PREPAREDNESS IT CAPABILITIES
Emergency Preparedness Information Technology (IT) Capabilities Survey
Summary Report – January 2007
BACKGROUND
As a part of the Centers for Medicare & Medicaid Services (CMS) emergency preparedness
effort, the Survey and Certification Group (SCG) issued a questionnaire to all 55 State Survey
Agencies (SAs) to assess the current capability of their Information Technology (IT) systems
for tracking the status of providers during or following a disruptive event. On
September 20, 2006, SCG issued S&C Admin Letter 06-24, inviting SAs to complete the CMS
web-based IT Provider Tracking Capabilities Survey. The survey was issued shortly after the
anniversary of Hurricane Katrina, when memory of that event was still relatively fresh.
METHODOLOGY AND SAMPLE REPRESENTATION
Thirty-seven States (67 percent) responded to the survey. Some States submitted multiple
responses as their responsibilities are managed by more than one SA. SAs from all ten CMS
Regions were represented to some degree.
Overall, the SAs provided responses that are considered representative of the Nation – a few
SAs with large populations as well as a large number of medium and smaller States, both on
the coast and inland. It is noted that responses were received from several SAs that frequently
respond to emergency situations, such as Alabama, California, Florida, Georgia, and Texas.
Appendix B provides a full list of the SAs that completed the CMS Emergency Preparedness IT
Capabilities Survey.
SURVEY QUESTIONS
Survey questions about the SA’s capability to track provider status regarding details such as:

•
•
•
•
•

Provider status (closed, damaged, evacuated)
Patient/resident census
Contact information
Special patient/resident needs
Protection of business assets

Appendix B for a full list of the questions included in the CMS IT Emergency Preparedness IT
Capability Survey.

Centers for Medicare & Medicaid Services
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SURVEY RESPONSE SUMMARY
The following information provides an aggregate summary of the SAs’ responses to key
questions included in the survey.
Ability to submit electronic provider tracking reports
25 SAs responded that they have the current IT capability (or by another established entity via
MOA or contract) to submit electronic data reports to CMS regarding the status of affected
providers during an emergency situation.
Provider Patients/Resident Census Tracking
Eleven of the respondents indicated their SA’s IT systems are capable to tracking and
reporting patient census electronically.
Those who provided a positive response were asked if their IT system tracked census for both
regulated and non-regulated provider organizations that might be able to offer medical care
during an event. Five SAs indicated that they track both categories of providers.
Provider Status Tracking
A range of 18 - 28 different SAs (50 percent or more of the 37 respondents) reported the
following provider data elements were tracked in their system:

•
•
•
•
•
•
•
•

Provider name
Unique provider number
Provider contact name
Current location (in case they had to relocate)
Beds in service
Special assistance requests to governmental agencies
Facility closed
Facility evacuated

A range of 11 – 14 SAs reported IT capability to track the following provider status details:

•
•
•
•
•
•

Types of services damaged and unavailable to patients/residents
Status of emergency power
Status of regular power
Status of potable water (gallons per person per day)
Status of food (days)
Status of medical supply availability

A range of 5 - 6 SAs reported IT capability to track the following provider status details:

•

Number of beds in damaged zone of facility

Centers for Medicare & Medicaid Services

Page 139

DRAFT - October 2008

CMS SURVEY & CERTIFICATION EMERGENCY PREPAREDNESS GUIDE

•
•
•
•

Status medical supply resupply date
Status of water and food resupply date
Equipment damaged report
Damaged equipment estimated repair date

Provider Contact Information
A range of 18 – 33 SAs responded that their IT system’s currently track the following provider
contact information:

•
•
•
•
•

Primary contact name
Expected provider address
Primary telephone
Primary fax
Email address

A range of 1 – 10 SAs indicated that their IT systems can also track additional contact details,
including:

•
•
•
•
•

Backup contact name
Backup or contingency address
Backup or contingency telephone
Backup or contingency fax
Website/URL used for emergency situations

Clinical Tracking
Seven SAs reported that they are able to track the clinical requirements or special descriptions
of patients or residents. A range 3 – 6 SAs indicate they are capable of tracking the following
items:

•
•
•
•
•
•

Special needs
Dementia
Dialysis
Insulin dependent
Oxygen dependent
Ventilator

Protection of Survey & Certification Provider Data
21 SAs reported that they have established a contingency plan and will be able to continue
submitting reports to CMS, should a disruptive event occur.
Types of Providers Tracked
SAs indicate tracking capability for the following health care providers (in descending order):

Centers for Medicare & Medicaid Services
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Provider Type
Skilled Nursing Homes
Nursing Homes
Hospitals
Home Health Agencies
Critical Access Hospitals
Assisted Living Facilities
Hospitals with Swing Beds
End Stage Renal Disease (ESRD) Facilities
Hospices
Rehabilitation Hospitals/Units
Rehabilitation Hospitals/Units
Rural Health Clinics
Intermediate Care Facilities/Persons with Mental
Retardation (ICFs/MR)
Adult Day Care Programs
Home and Community-Based Homes
Federally Qualified Healthcare Centers
Ambulatory Care Centers
Clinical Laboratories
Ambulance Services
Emergency Departments (separate from Hospitals)

SAs with IT Tracking Capability
21
19
18
15
14
14
13
12
12
11
11
11
11
8
6
6
10
10
4
3

SA and State/County Emergency Management System Integration
14 SAs indicated that they must work with their county or State office of emergency
management or operations staff to collect emergency management provider status data.
Some SAs indicted that they had no direct information regarding their State’s emergency
management system, as it is totally managed totally by the State emergency management
agency.
Characteristics of IT Systems
SAs reported that their IT systems included the following characteristics:
Characteristic
Use a unique provider identifying number?
Online systems for health care providers (user accounts & passwords
Use Oracle?
Can your State support Oracle using internal resources?
Would you require external help with Oracle (if answered no)?
Use “.net” platform?
Can your State support “.net” using internal resource people?
Would you require external help with “.net” (if answered no)?
Are IT system staff located in a central location or disseminated?
•
Central Location
•
Disseminated

Centers for Medicare & Medicaid Services
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SAs with Yes Response
15
15
21
22
16
15
15
16
13
12
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CONCLUSIONS
Based on the responses of 37 SAs, the majority of SAs can submit electronic reports to CMS,
providing basic contact and status information regarding affected health care providers. While
a few SAs indicate they have established robust and fully integrated IT emergency
management systems that effectively tracks the status of providers, most rely on simple
electronic tools. SAs that report a robust and effective IT emergency management systems
include Alabama, Florida, New York (based on a preliminary telephone interview, survey
information is anticipated in February 2007), and Texas.
The survey responses indicate that improvements to the SAs’ IT provider status tracking
capabilities could occur in the following areas:

•

Tracking providers’ backup contact information, a factor that can significantly increase
the effectiveness of an emergency response and the speed of recovery.

•

Tracking patient/resident clinical needs, to assist in providing appropriate care when
patients/residents are transferred from their “home facility.”

•

Tracking providers’ supply needs, such as food, potable water, etc, to assist in a prompt
emergency response.

•

Developing a robust and integrated State emergency management IT system, in
coordination with the State/county emergency management agency, to assist in
delivering a coordinated and effective response.

Centers for Medicare & Medicaid Services
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ATTACHMENT A
SA Responding to CMS Emergency Preparedness IT Provider Tracking Capability
Survey
On September 20, 2006, CMS issued S&C Letter 06-24 to all State Survey Agency (SA)
Directors, requesting that they complete the State Agency Emergency Preparedness IT
Capability Web-based survey.
•
•

The purpose of the survey is to assess and analyze SA’s current emergency preparedness
IT provider tracking capabilities during a disruptive event.
37 states have currently responded to the survey (some states provided multiple
responses, as their survey and certification responsibilities are administered by more than
one agency.)
Regions / State Survey Agencies

Responded to Survey

REGION 1
Connecticut Dept. of Public Health
Maine Dept of Health & Human Services
Massachusetts Dept. of Public Health
New Hampshire Dept. of Health & Human Services
Rhode Island Office of Facilities Regulation
Vermont Dept. of Disabilities, Aging & Independent Living
REGION 2
New Jersey Dept. of Health and Senior Services
New York State Dept. of Health
Puerto Rico Dept. of Health
US Virgin Islands Dept. of Health
REGION 3
Delaware Division of Long Term Care Residents Protection
Delaware Office of Health Facilities Licensing & Certification
District of Columbia Department of Health
Maryland Dept. of Health & mental Hygiene
Pennsylvania Dept. of Health
Virginia Dept. of Health
West Virginia Dept. of Health & Human Services
REGION 4
Alabama Dept. of Public Health
Florida Agency for Health Care Administration
Georgia Dept. of Human Resources
Mississippi State Dept. of Health
North Carolina Dept. of Human Resources
South Carolina Dept. of Health & Environmental Control
Tennessee Division of Health Care Facilities
REGION 5
Illinois Dept. of Public Health
Indiana State Dept. of Health
Michigan Dept. of Community Health
Minnesota Dept. of Health
Ohio Dept. of Health
Wisconsin Dept. of Health & Family Services

Centers for Medicare & Medicaid Services

Yes
Yes
Yes
Yes
Did not respond
Yes
Yes
Did not respond
Did not respond
Did not respond
Yes
Did not respond
Yes
Did not respond
Yes
Yes
Yes
Yes
Yes
Did not respond
Did not respond
Did not respond
Did not respond
Yes
Yes
Yes
Yes
Yes
Yes
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Regions / State Survey Agencies
REGION 6
Arkansas Dept. of Health & Human Services
Louisiana Dept. of Health & Hospital
New Mexico Dept. of Health
Oklahoma State Dept. of Health
Texas Dept. of Aging & Disability Services
Texas Dept. of State Health Services
REGION 7
Iowa Dept. of Inspections and Appeals
Kansas Dept. of Health and Environment
Missouri Dept. of Health and Senior Services
Missouri Social Services
Nebraska Dept. of Health & Human Services
REGION 8
Colorado Dept. of Public Health & Environment
Montana Dept. of Health and Human Services
North Dakota Dept. of Health
South Dakota Health Systems Development & Regulation
Utah Dept. of Health
Wyoming Office of Health Quality
REGION 9
American Samoa Dept. of Health
Arizona Dept. of Health Services
California Office of Licensure & Certification
Guam Dept. of Public Health and Social Services
Hawaii State Dept. of Health
Nevada Dept. of Health and Human Services
N. Mariana Islands Dept. of Public Health
REGION 10
Alaska Dept. of Health and Social Services
Idaho Dept. of Health and Welfare
Oregon Dept. of Human Resources
Washington State Dept. of Health
Washington Dept. of Social & Health Services

Centers for Medicare & Medicaid Services
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Yes
Yes
Yes
Yes
Yes
Yes
Did not respond
Yes
Yes
Did not respond
Yes
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ATTACHMENT B
CMS IT PROVIDER TRACKING IT CAPABILITY SURVEY QUESTIONS
1.
*Please provide the name and other contact information for the person responding to this survey
(THE INFORMATION TECHNOLOGY CONTACT PERSON). That information will also allow us to
clarify any remaining technical questions.
2.

*Person who completed survey:

3.

State Survey Agency

4.

*Address 1:

5.

Address 2:

6.

*City/Town:

7.

*State/Province:

8.

*Zip/Postal Code:

9.

*Phone:

10.

*Email Address:

11.

*Your CMS Regional Office is:

12.

*Your State Agency is:

In the next series of questions, there are both multiple choice and single responses. There are also
text boxes to allow you to expand your responses.
Should you find that these text boxes do not allow sufficient space, please send an email to George
Karahalis, Director, Training Staff at george.karahalis@cms.hhs.gov. Attach documents to this email
that will more fully describe your response or that help us understand how your IT system might benefit
a better coordinated approach to disaster management for your State Survey Agency or other State
Agencies.
We appreciate your thoughtful responses.
13.
*Does your SA have the capability (or by another established entity via MOA, contract, etc.) to
submit electronic data reports to CMS regarding healthcare providers' and suppliers' status during an
emergency situation?
14.

Please use this space to expand on your response above (if needed).

15.

*Does your SA's IT emergency situation IT system currently track patient census?
__________Yes
__________No

16.
If yes, does the SA system track patient/resident census for both regulated facilities and others
that may offer medical assistance during an emergency situation?
_________We will be expanding our system to track census for all
_________Other clarifying information?

Centers for Medicare & Medicaid Services
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17.
*What information does your SA collect and track concerning emergency status of providers?
Multiple answers okay.
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Provider name
Unique provider number
Provider current location (in case had to evacuate to new location)
Capacity by types of service (Emergency Department, Operating Room(s), Radiology, Lab,
Ambulatory Surgical Suite, etc.)
Beds in service (if applicable)
Number of beds in damaged zone of facility
Types of services damaged and unavailable to patients/residents
Status of emergency power
Status of regular power
Status of potable water (gallons per person per day)
Status of food (days)
Status of medical supply availability
Status of medical supply resupply date
Status of water and food resupply date
Equipment damaged report
Damaged equipment estimated repair date
Special assistance requests and status
Entire facility closed
Facility evacuated
Other, Please Specify

18.

*Does your State Agency's IT system currently track facility contact information?
__________Yes
__________No

19.

*If Yes, please indicate which items are tracked:

•
•
•
•
•
•
•
•
•
•
•

Primary contact name
Backup contact name
Expected address
Backup or contingency address
Primary telephone
Backup or contingency telephone
Primary fax
Backup or contingency fax
Email address
Website URL during emergency situations
Other, please specify

20.
*Does your SA's IT system currently track resident/patient clinical requirements or special
descriptions:
__________Yes
__________No
21.

If yes, which of the items below apply?

•
•
•

Special needs
Dementia
Dialysis
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•
•
•
•

Insulin dependent
Oxygen dependent
Ventilator
Other, please specify

22.
*Have you established a contingency plan to protect your agency's survey and certification
provider data and continue submitting reports to CMS, should a disruptive event interrupt your usual
methods?
Please indicate if you will send email with more detail
23.
*Please choose the types of healthcare providers that your SA has the ability to track provider
and patient/resident status. Multiple answers are okay.
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Skilled Nursing Homes
Nursing Homes
Rehabilitation Hospitals/Units w/in Hospitals
Hospitals with Swing Beds
Hospitals
Psychiatric Hospitals
Critical Access Hospitals
Hospice
Assisted Living Facilities
Adult Day Care Programs
Home and Community-Based Group Homes
Adult Foster Care Programs
Treatment Foster Homes for Children
Ambulance Services
Rural Health Clinics
Federally Qualified Healthcare Centers
Ambulatory Care Center (not otherwise listed)
Case Management Agencies
Clinical Laboratories
Durable Medical Equipment, Prosthetics, Orthotics and Supplies
End Stage Renal Disease (ESRD) Centers
Emergency Departments (separate from hospitals
Psychiatric Residential Treatment Facilities
Intermediate Care Facilities/Mental Retardation (ICFs/MR)
Home Health Agencies
Personal Care Agencies
Personal Care Homes

24.

Other healthcare facilities not mentioned above?

In the series of questions below, please choose the number range that corresponds most closely to the
number of each kind of regulated provider listed below.
25.

*Skilled Nursing Homes

26.

Rehabilitation Hospital/Units w/in Hospitals

27.

*Nursing Homes

Centers for Medicare & Medicaid Services
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28.

*Hospice

29.

*Psychiatric Hospitals

30.

*Hospitals

31.

*Hospitals with Swing Beds (if not included above)

32.

*Emergency Departments (with holding beds)

33.

*Emergency Departments (with holding beds)

34.

Assisted Living Facilities

35.

Adult Day Care Programs

36.

Home and Community-Based Group Homes

37.

Adult Foster Care Programs

38.

Foster Homes for Children

39.

*Ambulance Services

40.

Rural Health Clinics

41.

Federally Qualified Healthcare Centers

42.

Ambulatory Care Centers (not otherwise listed)

43.

Case Management Agencies

44.

Clinical Laboratories (not included in any category above)

45.

Durable Medical Equipment, Prosthetics, Orthotics and Supplies Companies

46.

End Stage Renal Disease (ESRD) Centers

47.

Psychiatric Residential Treatment Facilities

48.

Intermediate Care Facility / Mental Retardation

49.

Home Health Agencies

50.

Personal Care Agencies

51.

Personal Care Homes

52.

Other healthcare providers not mentioned above?

53.

*Please describe the State Licensure Database that your agency currently uses to track and
manage State licensure data for healthcare providers. Please also supply the name of the
platform (e.g. Oracle).

54.

*Please describe your SA's use of ASPEN beyond the requirements of federal certification.
Please include use for non-certified programs such as assisted living facilities.

55.

*What is the number of internal users (staff) of your existing State licensure database?
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56.

*Please list the elements tracked in your State licensure database, including the demographic,
licensure, inspection and enforcement related items.

57.

*Does each individual provider have a unique identification number?
__________Yes
__________No

If Yes, Please describe
58.

*Does your agency currently support any online systems for healthcare providers which include
managing user accounts - unique user accounts and passwords? Please describe the systems
used and the number of external (provider) users supported.
__________Yes
__________No

If Yes, Please describe
59.

Does your SA's current system require you to work with county or State Office of Emergency
Management or Operations staff to collect provider emergency information?

Additional Comment
60.

If yes (and not responded to earlier), please describe below your system or database used to
keep emergency-related information, the platform for the database (Oracle, etc), and the
number of internal users (staff that utilize the system).

61.

If your SA utilizes Oracle, please indicate the version of Oracle used and explain your
experience and resources devoted to its use, database administrator, etc.

Additional Comment
62.

Do you feel your agency is able to fully support Oracle using internal resources? Please explain.

Additional Comment
63.

If you are not certain or answered "no" to the question above, would you require external
assistance (vendor) support for Oracle management? Please explain below.

Additional Comment
64.

Has your agency developed, maintained, or supported an application built using the Microsoft
"dot NET" [.net] platform? If applicable, please provide details of your experience including
report writing experience.

Additional Comment
65.

Do you feel your SA is able to fully support "dot NET" with internal resources? Please explain.

Additional Comment
66.

If you answered "no" to the above question, would you require external assistance to support
"dot NET?" Please explain below.

Additional Comment

Centers for Medicare & Medicaid Services
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67.

Are there other software or hardware details that we should know about to help us create this
baseline of information about emergency situation IT?

68.

*If you have an existing IT system for emergency management, how many total users do you
support from the system? Please insert the number.

69.

*Are your IT emergency status system users (staff) located in a CENTRAL LOCATION within
the State, or DISSEMINATED around the State?
______CENTRAL LOCATION
______DISSEMINATED around the State
______Other, Please Specify

70.

If there is other information that you think will help us with our effort, please share that with us
using the space below, or attach to an email directed to george.karahalis@cms.hhs.gov.
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APPENDIX 6
STATE SURVEY AGENCY DISASTER AFFECTED PROVIDER REPORTING TOOL

CMS SURVEY & CERTIFICATION EMERGENCY PREPAREDNESS GUIDE

APPENDIX 7
HEALTH CARE PROVIDER EMERGENCY PREPAREDNESS REGULATIONS, GUIDANCE &
VOLUNTARY RECOMMENDED PRACTICES
(Placeholder – document currently under development)
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APPENDIX 8
HEALTH CARE PROVIDER AFTER ACTION REPORT/IMPROVEMENT PLAN TEMPLATE
(Placeholder – document currently under development)
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APPENDIX 9
CMS SURVEY & CERTIFICATION (S&C)
EMERGENCY PREPAREDNESS STAKEHOLDER COMMUNICATION FORUM
State Survey Agency Representatives
Alabama Dept. of Public Health
(Southern Consortium)
Rick Harris, Director

California Department of Health Services
(Western Consortium)
Dan Kotyk, Chief

Bureau of Provider Standards
PO Box 303017
Montgomery, AL 36130-3017
Phone:
334-206-5366
FAX:
334-206-5303
E-mail:
rharris@adph.state.al.us

DHS Licensing and Certification
PO Box 997413, 173-275, MS 3000
Sacramento, CA 95899-7413
Phone:
916 324-0134
Fax:
916-552-8988
E-mail:
dkotyk@dhs.ca.gov

Ruth Spencer, Administrative Assistant

Alternate: Pam Dickfoss

E-mail:

Phone:
E-mail:

rspencer@adph.state.al.us

916 552-8676
Pam.dickfoss@cdph.ca.gov

Florida Agency for Health Care Administration
(Southern Consortium)
Polly Weaver, Bureau Chief *
Bureau of Field Operations
2727 Mahan Drive
Mail Stop 59
Tallahassee, FL 32308
Phone:
850-921-2423
FAX:
850-487-6240
E-mail:
weaverp@ahca.myflorida.com

Tamara Harrington, Administrative Assistant
Email:

harringt@ahca.myflorida.com

Alternate: Molly McKinstry
E-mail:

mckinstm@fdhc.state.fl.us

Illinois Dept. of Public Health
(Midwest Consortium)
Rick Dees, Chief

Louisiana Dept. of Health & Hospitals
(Southern Consortium)
Erin Rabalais, Manager

Mississippi State Department of Health
(Southern Consortium)
Marilynn Winborne

Bureau of LTC
Office of Health Care Regulation
525 West Jefferson Street
Springfield, IL 62761
Phone:
217-782-2913
FAX:
217-524-6292
E-mail:
RICK.DEES@illinois.gov

Health Standards Section
PO Box 3767
Baton Rouge, LA 70821-3767
Phone:
225-342-6096
FAX:
225-342-5292
E-mail :
erabalai@dhh.la.gov

Division of Health Facilities Licensure & Certification
Jackson, MS 39215-1700
Phone:
601-364-1110
FAX:
601-364-5054
E-mail: marilynn.winborne@msdh.state.ms.us

Missouri Dept. of Health & Senior Srvcs
(Midwest Consortium)
Alexa Christgen

New Jersey Dept. of Health & Senior Srvcs
(Eastern Consortium)
Sandra Brownell

New York State Dept. of Health
(Eastern Consortium)
M. Katharine Logan

Division of Regulation and Licensure
3418 Knipp Drive, P.O. Box 570
Jefferson City, MO 65102-0570
Phone:
573-526-8513
Fax:
573-522-1473
E-mail:
Alexa.Christgen@dhss.mo.gov

PO Box 367
Trenton, NJ 08625-0367
Phone:
609-633-8991
FAX:
609-633-9060
E-mail:
Sandra.Brownell@doh.state.nj.us

Health Systems Emergency Preparedness
Office of Health System Management
433 River Street
Troy, NY 12180-2299
Phone:
518-408-5163
FAX:
E-mail:
kmL04@health.state.ny.us

Phone:
E-mail:

Alternate: Corazon Partipilo
Phone:
E-mail:

Nevada State Health Division
(Western Consortium)
Jennifer Dunaway, Acting Chief
Bureau of Licensure & Certification
1550 E. College Parkway, Suite 158
Carson City, NV 89706
Phone:
775-687-4475 X 251
FAX:
775-687-6588
E-mail:
jdunaway@health.nv.gov

Regulatory Services Division
701 West 51st Street
Mail Code E-353
Austin, Texas 78751
Phone:
512-438-5695
Fax:
512-438-2725
E-mail:
chris.adams@dads.state.tx.us

601-364-1107
steve.egger@msdh.state.ms.us

Corazaon.Partipilo@doh.state.nj.us

Oklahoma State Dept. of Health
(Western Consortium)
Jerry Taylor

1000 NE 10th Street
Oklahoma City, OK 73117-1299
Phone:
405-271-6868
FAX:
405-271-3442
E-mail:
Jerry@health.ok.gov

Alternate: Louis Smith
Phone:
FAX:
E-mail:

Texas Dept. of Aging & Disability
Services
(Southern Consortium)
Chris Adams, Director

Alternate: Steve Egger

405-271-6868, ext 56904
405-271-3442
LouisS@health.ok.gov

Pennsylvania Dept. of Health
(Eastern Consortium)
Sandra Knoble, Director
Division of Acute and Ambulatory Care
Bureau of Licensure and Certification
Room 532, Health & Welfare Building
Harrisburg, PA 17120
Phone:
717-783-8980
FAX:
717-705-6663
E-mail:
sknoble@state.pa.us

Vermont Dept. of Disabilities, Aging &
Independent Living
(Eastern Consortium)
Frances Keeler *
Division of Licensing & Protection
103 South Main Street
Waterbury VT 05671-2306
Phone:
802-241-2345
FAX:
802-241-2358
E-mail:
Frances.Keeler@dail.state.vt.us

Note: * Indicates participation on the CMS Survey & Certification Emergency Preparedness Listserve for
inclusion of daily teleconference during a widespread, multi-state disaster, as determined by the SCG Director.
Centers for Medicare & Medicaid Services
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Provider Association / Accreditation Representatives
American Health Care Association (AHCA)
[Nursing Homes]
Janice Zalen, Senior Director *
1201 L Street NW.
Washington, DC 20005
Special Programs
Washington, DC 20005-4015
Phone:
202-898-2831
E-mail:
jzalen@ahca.org

Alternate: Lyn Bentley *
Phone:
E-mail:

202-898-6304
lbentley@ahca.org

American Association of Homes & Services
for the Aging (AAHSA)
[Nursing Homes]
Evvie F. Munley, Health Policy Analyst *
2519 Connecticut Ave., NW
Washington, DC 20008-1520
Phone:
202-783-2242
FAX:
202-783-2255
E-mail:
emunley@aahsa.org

American Hospital Association (AHA)
[Hospitals]
Roslyne Schulman, Senior Associate Directo
325 7th Street, NW, Suite 700
Washington, DC 20004
Phone:
202-626-2273
FAX:
202-626-4319
E-mail:
rschulman@aha.org

Alternate: Barbara B. Manard *
Phone:
E-mail:

202-508 9435
bmanard@aahsa.org

Healthcare Facilities Accreditation Program
(HFAP)
[Accreditation Organization]
George Reuther

Association for Professional in Infection
Control and Epidemiology (APIC)
Denise Graham, Senior Director Public
Policy

Association of Public Developmental Disabili
Administrators (APDDA)
[ICFs/MR]
Mark S. Diorio, Ph.D., Director

142 East Ontario Street
Chicago, IL 60611-2864
Phone:
312-202-8060
E-mail:
greuther@hfap.org

1275 K Street NW, Suite 1000
Washington, DC 2005
Phone:
202-454-2617
FAX:
202-789-1899
E-mail:
dgraham@apic.org

Northern Virginia Training Center
9901 Braddock Road
Fairfax, VA 22032-1941
Phone:
703-323-4002
FAX:
703-323-4252
E-mail:
mdiorio@APDDA.org

Alternate: Barbara Swanson
Phone:
FAX:
E-mail:

312-202-8062
312-202-8362
bswanson@hfap.org

Alternate: Bill Wagner
Phone:
E-mail:

678-296-7669
wwagner@safemgt.com

Alternate: Cheryl Smith

Alternate: Judene Bartley, MS, MPH, CIC

Phone:
E-mail:

Phone:
FAX:
E-mail:

312-202-8067
csmith@hfap.org

Clinical Laboratory Management Association
(CLMA) [Clinical Laboratory]
Katharine Ayres, Director
989 Old Eagle School Road, Suite 815
Wayne, PA 19087
Phone:
610-995-2640 x 232
FAX:
610-995-9568
E-mail:
KAyres@clma.org

248-646-4785
248-646-3518
Jbartley@ameritech.net
Judene_Bartley@PremierInc.com

College of American Pathologists (CAP)
[Accreditation Organization – Laboratories]
Denise Driscoll, Director, Laboratory
Accreditation and Regulatory Affairs
325 Waukegan
Northfield, IL 60093
Phone:
847-832-7243
FAX:
847-832-8243
E-mail:
ddrisco@cap.org

Kidney Community Emergency Response (KC
Coalition / ESRD Network 7
Lisa M. Hall, KCER Project Lead *
5201 W Kennedy Blvd, Suite 900
Tampa, FL 33609
Phone:
813-383-1530 ext. 3883
FAX:
813-354-1514
E-mail:
lhall@nw7.esrd.net

Alternate: Kelly M Mayo *
E-mail:
Phone:
FAX:

Hospice Association of America
[Hospice Providers]
Janet Neigh, Executive Director

228 7th St, SE
Washington, DC 20003
Phone:
202-547-7424
FAX:
202-547-9559
E-mail
jen@nahc.org

The Joint Commission
[Accreditation Organization]
Trisha Kurtz
601 13th Street, NW
Suite 1150N
Washington, DC 20005
Phone:
202-783-6655
FAX:
202-783-6888
E-mail:
pkurtz@jointcommission.org

Alternate: Laura Blum
E-mail:

lblum@jointcommission.org

Alternate: Frank Sokolik
E-mail:

National Hospice &Palliative Care Organization
[Hospice Providers]
Andy Duncan, Director of Information
1700 Diagonal Road, Suite 625
Alexandria, VA 22314
Phone:
703-837-3145
FAX:
703-837-1233
Main :
703-837-1500
E-mail:
aduncan@nhpco.org

kmayo@nw7.esrd.net
813-383-1530, ext. 3885
813-354-1514

National Association for Home Care & Hospic
[Home Health / Hospice Agencies]
Mary St. Pierre *
228 7th St, SE
Washington, DC 20003
Phone:
202-547-7424
FAX:
202-547-3540
E-maiL
mts@nahc.org

Alternate: Mary Carr *
Phone:
E-mail:

202-547-7424
mkc@nahc.org

FSokolik@jointcommission.org

National Renal Administrators Association
(NRAA)
[ESRD Facilities]
Michael Paget, Executive Director
1904 Naomi Place
Prescott, AZ 86303-5061
Phone:
928-717-2772
FAX:
928-441-3857
E-mail:
mpaget@nraa.org

National Rural Health Association
[Rural Clinics/Critical Access Hospitals]
Bill Finerfrock, Executive Director
1320 19th Street, NW
Washington, DC 20036
Phone:
202-543-0348 X 105
FAX:
202-543-2565
E-mail:
bf@capitolassociates.com

Alternate: John Mastrojohn III, Director, Quality
Phone:
E-mail:

703- 647-6693
jmastrojohn@nhpco.org
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Resident / Patient Advocate Representatives
American Association of Kidney Patients (AAKP)
Kim Buettner, Acting Executive Director

Center for Medicare Advocacy
Toby Edelman

3505 E. Frontage Road. Suite 315
Tampa, FL 33607-1796
Phone
813-636-8100
Phone:
800-749-2257 / FAX: 813-636-8122
E-mail:
kbuettner@aakp.org

1101 Vermont Ave, NW, Suite 1001
Washington, DC 20005
Phone:
202-216-0028, ext 104
FAX:
202-216-0119
E-mail:
Tedelman@medicareadvocacy.org

National Citizens' Coalition for Nursing Hom
(NCCNHR)
Alice H. Hedt, Executive Director
1828 L St. NW, Suite 801
Washington, DC 20036
Phone:
202-332-2275 / FAX: 202-332-2949
E-mail
Ahedt@nccnhr.org

Alternate: Roberta Wager, RN, MSN
E-mail:

rwager@satx.rr.com

National Patient Safety Foundation (NPSF)
Diane C. Pinakiewicz, President

The Alzheimer's Association
Alison Bourque

National Disability Rights Network
Curt Decker, Executive Director

1120 Mass MOCA Way
North Adams, MA 01247
Phone:
413-663-8900
FAX:
413-663-8905
Email:
dpinakiewicz@npsf.org

225 N. Michigan Avenue, Suite 1700
Chicago, IL 60601
Phone
312-335-5760 / Cell: 312-933-1330
FAX:
866-699-1246
E-mail:
Alison.Bourque@alz.org

900 Second Street, NE, Suite 211
Washington, DC 20002
Phone:
202-408-9514
FAX:
202-408-9520
TTY:
202-408-9521
E-mail:
info@ndrn.org

Heather McDermott, Administrative Assistant
Phone:
E-mail:

413-663-2000
hmcdermott@npsf.org

Public Safety and Quality Organizations
National Fire Protection Association (NFPA)
Rich Bielen
1 Batterymarch Park
Quincy, MA 02269
Phone:
617-984-7279
FAX:
617-770-0700
E-mail
rbielen@nfpa.org
Alternate: Bob Vondrasek, Vice President
Phone:
617-984-7440
E-mail:
wdc@nfpa.org

American Society for Testing and Materials
(ASTM) International
James Thomas, President
100 Barr Harbor Drive
PO Box C700
West Conshohocken, PA, 19428-2959
Phone:
610-832-9598
FAX:
610-832-9555
E-mail:
jthomas@astm.org

American Health Quality Association (AHQ
Jonathan R. Sugarman, M.D., President
Sallie S. Cook, President-Elect
David G. Shulke, Executive Vice President
1155 21st St, NW, Suite 202
Washington, DC 20036
Phone:
202-331-5790
FAX:
202-331-9334
E-mail: info@ahqa.org

HHS Representatives
Administration on Aging (AOA)
Sue Wheaton
1 Massachusetts Avenue, NW
Room 5615
Washington DC 20201
Phone:
202-357-3587
FAX:
202-357-3549
E-mail:
sue.wheaton@aoa.hhs.gov

Agency for Healthcare Research & Quality
(AHRQ)
Sally Phillips
540 Gaither Road
Builiding 540
Rockville, MD 20850
Phone:
301-427-1571
FAX:
301-427-1595
E-mail:
sally.phillips@ahrq.hhs.gov

Centers for Medicare & Medicaid Services (
Peggy Sparr, Deputy
Greater New Orleans Health Care Rebuild
Mail Stop 314G,
Room 737F-05 HHH Building
200 Independence Avenue, S.W.
Washington, DC 20201
Phone:
202-260-0515
E-mail:
margaret.sparr@cms.hhs.gov

Alternate: Kelly Johnson
Phone:
FAX:
E-mail:

Centers for Disease, Control & Prevention (CDC)
Deborah A. Levy, Chief *
Healthcare Preparedness Activity
Office of the Director
Division of Healthcare Quality Promotion
Centers for Disease Control and Prevention
1600 Clifton Road N.E.
Mail Stop A-07
Atlanta, GA 30333
Phone:
404-639-4086
FAX:
404-639-4043
E-mail:
DLevy@CDC.GOV

Alternate: Sherline Lee *
Phone:
E-mail:

Office of the Assistant Secretary for
Preparedness and Response (ASPR)
Ann Knebel, Deputy Director

Office of the Assistant Secretary for Prepar
and Response (ASPR)
Melissa Sanders

200 Independence Avenue, SW, Room 636G
Washington DC 20201
Phone:
202-205-5129
FAX:
202-690-8732
E-mail:
ann.knebel@hhs.gov

330 C ST., SW, Rm 5616
Washington DC 20201
Phone:
202-205-2865
E-mail:
melissa.sanders@hhs.gov

Alternate: Michael Vineyard *

Phone:
E-mail:

Phone:
E-mail:

202-205- 8157
vineyard.michael@hhs.gov

Michele McDaniel, Administrative Assistant
Phone:
E-mail:

404-639-4170
SLee@CDC.GOV

301-427-1572
301-427-1595
kelly.johnson@ahrq.hhs.gov

202-260-1198
Michele.McDaniel@hhs.gov

Alternate: Y. Teresa Brown Jesus
202-690-6629
TeresaBrownJesus@hhs.gov

Alternate: David "Marco' Marcozzi *
Emergency Care Coordination Center
Phone:
202-205-0871
E-mail:
David.Marcozzi@hhs.gov

CMS Survey & Certification Emergency Preparedness Workgroup Leads & Advisors
Susan Larsen *
S&C Emergency Preparedness Lead
Interagency Role & Integration Workgroup Lead
Survey & Certification Group
CMS Central Office
7500 Security Boulevard
Baltimore, MD 21244
Phone:
410-786-2640
E-mail:
susan.larsen@cms.hhs.gov

Centers for Medicare & Medicaid Services

Joan Simmons

David Wright

Provider Standards, Policies & Guidance
Workgroup Lead
Survey & Certification Group
CMS Central Office
Mail Stop: S2-12-25
7500 Security Boulevard
Baltimore, MD 21244
Phone:
410-786-3409
FAX:
410-786E-mail:
josephine.simmons@cms.hhs.gov

Monitoring & Enforcement Workgroup Lead
Survey & Certification Group
Dallas Regional Office (RO VI)
1301 Young Street, Room 714
Dallas, Texas 75202
Phone:
214-767-6346
FAX:
214-767-0270
E-mail:
david.wright@cms.hhs.gov
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Alternate: Erica Taylor
Phone:
E-mail:

410-786-4086
erica.taylor@cms.hhs.gov

Tracey Mummert

Angela Brice-Smith

George Karahalis

Communication & Outreach Workgroup Lead
Survey & Certification Group
CMS Central Office
Mail Stop: S2-12-25
7500 Security Boulevard
Baltimore, MD 21244
Phone:
410-786-3398
FAX:
410-786-0194
E-mail:
tracey.mummert@cms.hhs.gov

IT Infrastructure Workgroup Lead
Survey & Certification Group
CMS Central Office
Mail Stop: S2-12-25
7500 Security Boulevard
Baltimore, MD 21244
Phone:
410-786-4340
FAX:
410-786-0194
E-mail:
angela.brice-smith@cms.hhs.gov

Education & Training Workgroup Lead
Survey & Certification Group
CMS Central Office
Mail Stop: S2-12-25
7500 Security Boulevard
Baltimore, MD 21244
Phone:
410-786-2640
FAX:
410-786-0194
E-mail:
george.karahalis@cms.hhs.gov

CDR Tom Scheidel, USPHS

Renee Dupee

Senior Advisor, National Preparedness Program
Survey & Certification Group
Dallas Regional Office (RO VI)
Phone:
443-844-2398
FAX:
817-456-6238
E-mail:
Tom.scheidel@cms.hhs.gov /
cmscompliance@yahoo.com

Senior Advisor, ESRD Network
CMS Central Office
7500 Security Boulevard
Baltimore, MD 21244
Phone:
410-786-1366
E-mail:
renee.dupee@cms.hhs.gov

Centers for Medicare & Medicaid Services
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APPENDIX 10
STATE SURVEY AGENCY DRECTORY
State

Name

Address

Work Number

Fax Number

E-Mail Address

Alabama

Rick Harris, Director

334-206-5366

334-206-5303

rharris@adph.state.al.us

Alabama

334-206-5898

334-206-5303

hwallace@adph.state.al.us

Alabama

Harrison Wallace,
Deputy Director,
Patricia Ivie

334-206-5209

334-206-5874

pivie@adph.state.al.us

Alabama

Brenda Furlow

334-206-5879

334-206-5158

bfurlow@adph.state.al.us

Alabama

Mia Sadler

334-206-5216

334-206-5303

msadler@adph.state.al.us

Alabama

Lisa Pezent

334-206-5123

334-206-5158

lpezent@adph.state.al.us

Alaska

Jane Urbanovsky,
Section Chief

907-269-4526

907-561-3011

jane.urbanovsky@alaska.gov

Arizona

Mary Wiley

602-364-3064

602-364-4808

wileym@azdhs.gov

Arizona

Lisa Wynn

Bureau of Health Providers Standards
Alabama Department of Public Health
P. O. Box 303017, Suite 600
Montgomery, AL 36130-3017
Bureau of Health Provider Standards
(Same as above)
Office of General Counsel
Alabama Department of Public Health
P. O. Box 303017, Suite 1540
Montgomery, AL 36130-3017
Enforcement
Division of Health Care Facilities
(Same as above) Suite 600
State Program Director
Division of Health Care Facilities
(Same as above) Suite 600
Long Term Care Director
Division of Health Care Facilities
(Same as above) Suite 600
Certification and Licensing
Division of Public Health
Alaska Dept. of Health & Social Services
619 E. Ship Creek Ave., Suite 232
Anchorage, AK 99501
Division of Licensing Services
Arizona Dept. of Health Services
150 N.18th Avenue
Phoenix, AZ 85007
(Same as above)

602-364-3064

602-364-4808

wynnl@azhds.gov

Arizona
Arizona
Arkansas

Sylvia Balistreri
Kathy McCanna
Connie Melton

602-364-2675
602-364-3030
501-661-2201

602-364-4765
602-364-4764
501-661-2165

sbalists@azdhs.gov
mccannk@azdhs.gov
connie.melton@arkansas.gov

Arkansas

Carol Shockley

501-682-8485

501-682-1197

Carol.Shockley@arkansas.gov

Centers for Medicare & Medicaid Services

Long Term Care Program, #440 (same as above)
Medical (non-LTC), #450 (same as above)
Health Facility Services
Arkansas Dept. of Health
th
5800 West 10 Street, Suite 400
Little Rock, AR 72204-1704
Office of Long Term Care
Division of Medical Services
Dept. of Health and Human Services
P.O. Box 8059, Mail Slot S409
Little Rock, AR 72203
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State

Name

Address

Work Number

Fax Number

E-Mail Address

California

Kathleen Billingsley

Center for Healthcare Quality
Licensing & Certification Division
California Dept. of Public Health
1615 Capitol Avenue, 173-275, MS 0152
P.O. Box 997413
Sacramento, CA 95899-7413

916-440-7360

916-552-8693

kathleen.billingsley@cdph.ca.gov

California

Anna Ramirez

916-440-7360

916-440-7363

anna.ramirez@cdph.ca.gov

California

Pamela Dickfoss

916-324-6630

916-552-8988

pam.dickfoss@cdph.ca.gov

California

Scott Vivona

916-440-7377

916-552-8988

scott.vivona@cdph.ca.gov

California

Carol Wegner

916-440-7377

916-552-8988

carol.wegner@cdph.ca.gov

California

Virginia Yamashiro

916-440-7377

916-552-8988

virginia.yamashiro@cdph.ca.gov

California

Gina Henning

916-552-9370

916-552-8988

gina.henning@cdph.ca.gov

Colorado

Howard Roitman,
Director

303-692-2613

303-753-6214

Howard.roitman@state.co.us

Colorado
Connecticut

John Schlue
Joan Leavitt

Center for Healthcare Quality
Licensing & Certification Division
California Dept. of Public Health
1615 Capitol Avenue, 173-275, MS3001
P.O. Box 997377
Sacramento, CA 95899-7377
Center for Healthcare Quality
Licensing & Certification Division
California Dept. of Public Health
1615 Capitol Avenue, 173-275, MS 0152
P.O. Box 997377
Sacramento, CA 95899-7377
Center for Healthcare Quality
Licensing & Certification Division
California Dept. of Public Health
1615 Capitol Avenue, 173-275, MS 3001
P.O. Box 997377
Sacramento, CA 95899-7377
Center for Healthcare Quality
Licensing & Certification Division
California Dept. of Public Health
1615 Capitol Avenue, 173-275, MS 3301
P.O. Box 997377
Sacramento, CA 95899-7377
Center for Healthcare Quality
Licensing & Certification Division
California Dept. of Public Health
1615 Capitol Avenue, 173-275, MS 0152
P.O. Box 997377
Sacramento, CA 95899-7377
Research, Policy, and Enforcement Branch
California Department of Public Health
Licensing and Certification
1615 Capitol Avenue, Suite 73.467
MS 3000
P. O. Box 997377
Sacramento, CA 95899-7377
Health Facilities and Emergency Medical Services
Division
Colorado Dept. Public Health and Environment
HFEMS-A2
4300 Cherry Creek Drive South
Denver, CO 80246-1530
(Same as above)
Dept. of Public Health

303-692-2817
860-509-7409

303-753-6214
860-509-7539

John.Schlue@state.co.us
joan.leavitt@po.state.ct.us

Centers for Medicare & Medicaid Services
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State

Name

Connecticut
Connecticut
Connecticut
Delaware

Barbara Cass
Janet Williams
Wendy Furniss
Robert Smith

Delaware
Delaware

Carol Ellis
Mary Peterson

District of Columbia
(DC)

Patricia VanBuren

DC
Florida

Sharon Lewis
Elizabeth Dudek

Florida

Polly Weaver

Georgia

Sharon Dougherty,
Director

Georgia

David Dunbar, Director

Georgia

Carol Zafiratos, Director

Hawaii

Susan Jackson

Hawaii

Gerald Chung

Idaho

Ranson
Debby

Centers for Medicare & Medicaid Services

Address
Facilities Licensing & Investigations Section
410 Capitol Ave. MS #12 HSR
P.O. Box 340308
Hartford CT 06134-0308
(Same as above)
CT Dept of Public Health (Same as above)
Bureau of Health Care System (Same as above)
Division of Long Term Care Residents Protection
3 Mill Road, Suite 308
Wilmington, DE 19806
(Same as above)
Office of Health Facilities Licensing & Certification (Non
LTC)
2055 Limestone Road, Suite 200
Wilmington, DE 19808
Health Regulation Administration
Department of Health
825 North Capitol Street, NE, Room 2264
Washington, DC 20002
(Same as above)
Agency for Health Care Administration
Division of Health Quality Assurance
2727 Mahan Drive, Mail Stop 9
Tallahassee, FL 32308
Agency for Health Care Administration
Division of Health Quality Assurance
Bureau of Field Operations
2727 Mahan Drive, Mail Stop 59
Tallahassee, FL 32308
Office of Regulatory Services
Georgia Dept. of Human Resources
Two Peachtree, NW
Room 32-415
Atlanta, GA 30303-3142
Long Term Care Section
Room 31-430
(Same as above)
Acute (Non Long Term) Care Section
Room 33-250
(Same as above)
Office of Health Care Assurance
Hawaii State Dept. of Health
1250 Punchbowl Street, Room 237
Honolulu, HI 96813
Office of Health Care Assurance, Medicare Section
Hawaii State Dept. of Health
601 Kamolila Blvd, Room 395
Kapolei, HI 96707
Bureau of Facility Standards
P.O. Box 83720
Boise, ID 83720-0036

Page 160

Work Number

Fax Number

E-Mail Address

860-509-7609
860-509-7415
860-509-7401
302-577-6661

860-509-7539
860-509-7539
860-509-7539
302-577-6672

Barbara.cass@po.state.ct.us
Janet.williams@po.state.ct.us
Wendy.furniss@po.state.ct.us
Robert.smith@state.de.us

302-577-6661
302-995-8521

302-577-6672
302-995-8529

Carol.ellis@state.de.us
Mary.peterson@state.de.us

202-442-4726

202-442-9430

Patricia.vanburen@dc.gov

202-442-4737
850-414-9796

202-442-9430
850-487-6240

Sharon.lewis@dc.gov
dudekl@ahca.myflorida.com

850-922-9138

850-921-2423

weaverp@ahca.myflorida.com

404-657-5700

404-657-5708

sedoughe@dhr.state.ga.us

404-657-5850

404-657-8935

dhdunbar@dhr.state.ga.us

404-657-5550

404-657-8934

czafiratos@dhr.state.ga.us

808-586-4080

808-586-4090

Susan.Jackson@doh.hawaii.gov

808-692-7420

808-692-7447

Gerald.chung@doh.hawaii.gov

208-334-6626

202-364-1888

ransomd@dhw.idaho.gov
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State

Name

Address

Work Number

Fax Number

E-Mail Address

Idaho

David Eisentrager

208-334-2235
Ext: 245

208-334-2382

eisentra@dhw.idaho.gov

Illinois

Richard Dees, Bureau
Chief

217-782-2913

217-524-6292

rick.dees@illinois.gov

Illinois

William Bell, Acting
Deputy Director

217-782-0345

217-524-0382

Bill.bell@illinois.gov

Indiana

Terry Whitson,
Commissioner

317-233-7022

317-233-7053

twhitson@isdh.in.gov

Indiana

Suzanne Hornstein

317-233-7289

312-233-7322

shornste@isdh.in.gov

Indiana
Indiana
Iowa

Kim Rhoades
Mary Azbill
J.Bennett

317-233-7497
317-233-1286
515-281-4233

317-233-7322
317-233-7157
515-242-5022

krhoades@isdh.in.gov
mazbill@isdh.in.gov
J.Bennett@dia.iowa.gov

Iowa
Iowa
Iowa
Iowa
Iowa

Dawn Fisk
Mindla White
Kathy Sutton
Mary Spracklin
Bennett
Ronda
Martin Kennedy,
Commissioner

Laboratory Improvement & X-ray Cert. Sec
Idaho Bureau of Labs
2220 Old Penitentiary Road
Boise, ID 83712
Bureau of Long Term Care
th
525 West Jefferson St., 5 Floor
Springfield, Il 62761
Office of Health Care Regulation
Illinois Dept. of Public health
th
525 West Jefferson St., 5 Floor
Springfield, IL 62761
Health Care Regulatory Services
Indiana State Dept. of Health
2 North Meridian Street, Section 5A
Indianapolis, IN 46204
Division of Long Term Care, Section 4B
(Same as above)
Division of Long Term Care (Same as above)
Division of Acute Care, Section 4A (Same as above)
Division of Health Facilities
Iowa Department of Inspections & Appeals
rd
3 Floor, Lucas State Office Building
Des Moines, IA 50319-0083
(Same as above)
(Same as above)
(Same as above)
(Same as above)
(Same as above)

515-281-4227
515-281-3765
515-281-4245
515-281-0286
515-281-7624

515-242-5022
515-242-5022
515-242-5022
515-242-5022
515-242-5022

Dawn.Fisk@dia.iowa.gov
Mindla.White@dia.iowa.gov
Kathy.Sutton@dia.iowa.gov
Mary.Spracklin@dia.iowa.gov
Ronda.Bennett@dia.iowa.gov

785-296-0383

785-296-1266

martinkennedy@aging.state.ks.us

785-296-1260

785-296-1266

gregreser@aging.state.ks.us

785-269-1240

785-291-3419

cmoore@kdhe.state.ks.us

785-296-1240

785-291-3419

jkroll@kdhe.state.ks.us

Kansas

Kansas

Greg Reser

Kansas

Charles Moore

Kansas

Joseph Kroll, Director

Kentucky

Mary Curlin, Director

Centers for Medicare & Medicaid Services

Licensure, Certification, and Evaluation Commission
Kansas Department on Aging
503 South Kansas Ave.
Topeka, KS 66603-1365
Licensure & Certification Division
Licensure, Certification and Evaluation Commission,
Kansas Dept. of Aging
503 South Kansas Ave.
Topeka, KS 66603-1365
Bureau of Child Care & Health Facilities
The Kansas Dept. of Health & Environment
1000 SW Jackson, Suite 200
Topeka, KS 66612-1365
Bureau of Child Care & Health Facilities
The Kansas Dept. of Health & Environment
1000 SW Jackson, Suite 200
Topeka, KS 66612-1365
Division of Health Care Facilities and Services
5E-A, Office of Inspector General
Cabinet for Health and Family Services
th
275 East main Street, 5 Floor
Frankfort, KY 40621-0001
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State

Name

Address

Work Number

Fax Number

E-Mail Address

Kentucky

Robert Hester

502-564-7963

502-564-6546

Rob.Hester@ky.gov

Louisiana

Erin Rabalais, Director

225-342-4997

225-342-5073

erabalai@dhh.la.gov

Louisiana

Carolyn Dell, Supervisor

225-342-1997

225-342-5073

cdell@dhh.la.gov

Louisiana

Terry Cooper,
Supervisor
Dora Kane, Supervisor

Division of Health Care Facilities and Services
5E-A, Office of Inspector General
Cabinet for Health and Family Services
th
275 East main Street, 5 Floor
Frankfort, KY 40621-0001
Health Standards Section
Department of Health and Hospitals
P.O. Box 3767
Baton Rouge, LA 70821-3767
Long Term Care Division (Nursing Homes)
(same as above)
Long Term Care Division (Non-Nursing Home)
(same as above)
Non-Long Term Care Division
(same as above)
Field Operations
(same as above)
Division of Licensing & Regulatory Services
Maine Dept. of Health and Human Services-Operations
and Support
41 Anthony Avenue
11 State House Station
Augusta, ME 04333
Office of Health Care Quality
Dept. of Health & Mental Hygiene
Bland Bryant Bldg.
55 Wade Ave
Catonsville, MD 21228
Federal Programs Office
Health Care Quality Dept.
Health & Mental Hygiene
(same as above)
Division of Health Care Quality
Massachusetts Dept. of Public Health
nd
99 Chauncy Street, 2 Floor
Boston, MA 02111
Division of Health Care Quality
(same as above)
Division of Health Care Quality
(same as above)
Division of Health Care Quality
(same as above)
Hospitals & Specialized Health Services Section,
Division of Licensing & Certification,
Michigan Dept. of Community Health
P.O. Box 30664
Lansing, MI 48909
Michigan Dept of Community Health
Division of Licensing & Certification (non-LTC)
P.O. Box 30664
Lansing, MI 48909

225-342-5780

225-342-0453

tcooper@dhh.la.gov

225-342-6096

225-342-0157

dkane@dhh.la.gov

225-342-5770

225-342-5073

ccastell@dhh.la.gov

207-287-9300

207-287-9304

Kathleen.tappan@maine.gov

410-402-8002

410-402-8215

wendy.kronmiller@dhmh.state.md.us

410-402-8101

410-402-8234

mheald@dhmh.state.md.us

617-753-8100

617-753-8125

Paul.dreyer@state.ma.us

617-753-8106

617-753-8125

Jill.mazzola@state.ma.us

617-753-8000

617-753-8125

Grant.carrow@state.ma.us

617-753-8160

617-753-8125

Sherman.lohnes@state.ma.us

517-241-2640

517-241-3354

rjbenso@michigan.gov

517-241-1437

517-241-3354

longtonk@michigan.gov

Louisiana
Louisiana
Maine

Cecile Castello,
Supervisor
Kathy Tappan, Acting
Director

Maryland

Wendy Kronmiller

Maryland

Margie Heald, Deputy
Director

Massachusetts

Paul Dreyer

Massachusetts

Jill Mazzola

Massachusetts

Grant Carrow

Massachusetts

Sherman Lohnes

Michigan

Richard Benson

Michigan

Kenneth Longton,
Director

Centers for Medicare & Medicaid Services
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State

Name

Address

Work Number

Fax Number

E-Mail Address

Michigan

Michael Dankert ,
Director

517-241-2632

517-241-2629

medanke@michigan.gov

Minnesota

Darcy Miner

651-201-3700

651-215-9695

Darcy.miner@state.mn.us

Mississippi

Marilynn Winborne,
Director

601-364-1100

601-364-5054

marilynn.winborne@msdh.state.ms.us

Missouri

Dean Linneman

573-526-1864

573-522-9712

Dean.linneman@dhss.mo.gov

Missouri

Lisa Coots

573-751-6336

573-751-6315

lisa.coots@dhss.mo.gov

Missouri

Shelly Williamson

573-526-8524

573-751-8493

shelly.williamson@dhss.mo.gov

Montana

Jill Caldwell

406-444-2099

406-444-3456

jcaldwell@mt.gov

Nebraska

Helen Meeks,
Administrator

404-471-0179

402-471-3577

helen.meeks@dhhs.ne.gov

Nevada

Lisa Jones, Health
Facilities Surveyor IV

702-486-6515

702-486-6520

ljones@health.nv.gov

New Hampshire

Robert Ehlers

603-271-4967

603-271-8716

rhlers@dhhs.state.nh.us

New Hampshire

603-271-4598

603-271-8716

jlambrukos@dhhs.state.nh.us

New Jersey

John Lambrukos,
Coordinator
William Conroy

609-292-9793

609-943-3013

William.conroy@doh.state.nj.us

New Jersey

Deborah Gottlieb

Bureau of Health Systems
P.O. Box 30664
Lansing, MI 48909
Compliance Monitoring Division
Minnesota Dept. of Health, P.O. Box 64900
St. Paul, MN 55164-0900
Division of Health Facilities Licensure & Certification,
Mississippi State Dept. of Health, P.O. Box 1700
143 B Lefleur’s Square
Jackson, MS 39211
Section for Health Standards and Licensure
Services & Regulation
Missouri Dept. of Health and Senior Services
PO Box 570
Jefferson City, MO 65102-1337
Bureau of Home Care and Rehabilitative Standards
Missouri Dept. of Health and Senior Services
P.O. Box 570
Jefferson City, MO 65102-1337
Section of Long-Term Care
Division of Regulation and Licensure
Missouri Dept. of Health and Senior Services
P.O. Box 570
Jefferson City, MO 65102-1337
Certification Bureau
Montana Dept of Health & Human Services
P.O. Box 202953
Helena, MT 59620-2953
Licensure Unit
Dept. of Health and Human Services
Division of Public Health
Box 94986
Lincoln, NE 68509-4986
Dept. of Health and Human Services
Nevada State Health Division
Bureau of Licensure and Certification
4420 S. Maryland Parkway, Suite 810
Las Vegas, NV 89119
Office of Operations Support
Licensing and Regulation Services
Health Facilities Administration
New Hampshire Dept. of Health and Human Services
129 Pleasant Street-Brown Bldg
Concord, NH 03301-3857
Certification
(Same as above)
Division of Health Facilities Evaluation & Licensing
Dept. of Health and Senior Services
P.O. Box 367
Trenton, NJ 08625-0367
Health Facilities Evaluation & Licensing Office Program
Compliance & Health care Financing

609-633-9547

609-633-9087

Deborah.Gottlieb@doh.state.nj.us

Centers for Medicare & Medicaid Services
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State

Name

New Jersey

Alison Gibson

New Mexico

Cole Sandra, Bureau
Chief

New Mexico

Marvin Martinez,
Director
Espinosa- Amber
Trujillo, Manager
Rick Pangborn,
Manager

New Mexico
New Mexico

New York

Abbey Greenbaum

New York

Martin Conroy, Director

New York

Jacqueline Pappalardi,
Director

New York

Valerie Deetz, Deputy
Director

New York

Mary Ellen Hennessy,
Deputy Director

New York

Judith Mooney, CoDirector

New York

Cynthia Schaffhausen,
Co-Director

North Carolina

Beverly Speroff

Centers for Medicare & Medicaid Services

Address
PO Box 358
Trenton, NJ 08625-0358
Health Facilities Evaluation & Licensing, Assessment &
Survey
P.O. Box 367
Trenton, NJ 08625-0367
Health Facility Licensing & Certification Bureau
Division of Health Improvement
New Mexico Dept. of Health
nd
2040 S. Pacheco 2 Floor, Room 413
Santa Fe, NM 87505
Survey Operations
(Same as above)
Long Term Care Program
(Same as above)
Medical Care Program
5302 Central NE, Suite 400
Albuquerque, NM 87208
Bureau of Strategic Planning and Operations
161 Delaware Avenue,
Delmar, NY 12054
Division of Acute and Primary Care Services
Office of Health Systems Management
th
Hedley Building, 6 Floor
433 River St.
Troy, NY 12180
Division of Residential Services
Office of LTC
161 Delaware Avenue,
Delmar, NY 12054
Division of Residential Services
NYS DOH Office of Long Term Care
161 Delaware Avenue,
Delmar, NY 12054
Division of Acute and Primary Care Services,
Office of Health Systems Management
th
Hedley Building, 6 Floor
433 River St.
Troy, NY 12180
Home and Community Based Care
Office of Health Systems Management
161 Delaware Ave.
Delmar, NY
Home and Community Based Care
Office of Health Systems Management
1 Commerce Plaza, Suite 826
Albany, NY 12260
Nursing Home Licensure and Certification
Division of Health Service Regulation
North Carolina Dept. of Health and Human Services
2711 Mail Service Center
Raleigh, NC 27699-2711
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Work Number

Fax Number

E-Mail Address

609-341-3005

609-943-3013

Alison.gibson@doh.state.nj.us

505-476-9028

505-476-9026

Sandra.cole@state.nm.us

505-476-9039

505-476-9026

Marvin.Martinez1@state.nm.us

505-476-9031

505-476-9026

Amber.Espinosa-Truj@state.nm.us.

505-841-5812

505-841-5834

rick.pangborn@state.nm.us

518-486-2825

518-408-1271

aeg04@health.state.ny.us

518-402-1004

518-402-1010

mjc09@health.state.ny.us

518-408-1268

518-408-1271

jop01@health.state.ny.us

518-408-1282

518-408-1287

Vad08@health.state.ny.us

518-402-1004

518-402-1010

meh08@health.state.ny.us

518-408-1600

518-408-1145

jrm11@health.state.ny.us

518-474-5271

518-474-7067

cxs05@health.state.ny.us

919-855-4555

919-733-8274

Beverly.Speroff@ncmail.net
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State

Name

Address

Work Number

Fax Number

E-Mail Address

North Carolina

Azzie Conley

919-855-4646

919-733-8274

Azzie.Conley@ncmail.net

North Carolina

Jeff Horton, Director

919-855-3757

919-733-2757

Jeff.horton@ncmail.net

North Dakota

Darleen Bartz

701-328-2352

701-328-1890

dbartz@.nd.gov

North Dakota
Ohio

Bruce Pritschet
Rebecca Maust

701-328-2352
614-466-7857

701-328-1890
614-644-0208

bpritsch@.nd.gov
rebecca.maust@odh.ohio.gov

Ohio

Roy Croy

614-752-5122

614-387-2763

roy.croy@odh.ohio.gov

Ohio
Ohio

Genell Easley
Kathryn Kimmet

614-752-9908
614-644-6220

614-644-0208
614-387-2762

genell.easley@odh.ohio.gov
kathryn.kimmet@odh.ohio.gov

Ohio
Ohio

Carla Brumby
Jodi Govern

614-752-9524
614-466-1326

614-387-2764
614-387-2764

Carla.brumby@odh.ohio.gov
Jodi.govern@odh.ohio.gov

Oklahoma

James M. Crutcher MD,
MPH, Secretary

405-271-4200

405-271-3431

MikeC@health.ok.gov

Oklahoma

405-271-5288

405-271-1402

hank@health.ok.gov

Oklahoma
Oklahoma
Oklahoma

Henry F. Hartsell Jr.,
Ph.D.
Vernon Bolz
Tom Welin
Nancy Atkinson

Title 18 Programs and CLIA
Division of Health Service Regulation
2712 Mail Service Center
Raleigh, NC 27699-2712
NC State Survey Agency
Division of Health Service Regulation –
Nursing Home Licensure and Certification Section
2701 Mail Service Center
Raleigh, NC 27699-2701
Health Resources Section
Health facilities Division
North Dakota Dept of Health
600 East Blvd. – Dept.301
Bismarck, ND 58505-0200
(Same as above)
Division of Quality Assurance
Ohio Dept. Of Health
rd
246 N. High Street, 3 Floor
Columbus, OH 43215-0118
Bureau of Community Health Care Facilities & Services
(Same as above)
Division of Quality Assurance (Same as above)
Bureau of Regulatory Compliance
(Same as above)
Bureau of LTC Quality (Same as above)
Bureau of Diagnostic Safety & Personnel Certification
(Same as above)
Health and Commissioner of Health Oklahoma State
Dept. of Health
th
1000 NE 10 Street
Oklahoma City, OK 73117-1299
Protective Health Services (Same as above)

405-271-5243
405-271-6576
405-271-5278

405-271-3549
405-271-1308
405-271-1402

VernonB@health.ok.gov
TomW@health.ok.gov
NancyH@health.ok.gov

Oklahoma

Dorya Huser

405-271-3442

doryah@health.ok.gov

Oklahoma

James Joslin

405-271-7360

James@health.ok.gov

Oklahoma
Oregon

Mary Womack
Sarah Hout, Interim
Nursing Facility Program
Manager

405-271-9444
x57922
405-271-9444
X57922
405-271-6017
503-945-6135

405-271-7360
503-378-8966

Marydw@health.ok.gov
Sarah.d.hout@state.or.us

Oregon

Ron Prinslow, Manager

971-673-0546

971-673-0556

ron.j.prinslow@state.or.us

Centers for Medicare & Medicaid Services

Consumer Health Services (Same as above)
Medical Facilities Services (Same as above)
Quality Improvement & Evaluation Services
(Same as above)
Long Term Care Services
(Same as above)
Health Resources Development Services
(Same as above)
Office of General Counsel (Same as above)
Department of Human Services
SPD – OLQC
500 Summer Street, NE E-13
Salem, OR 97301
Office of Community Health and Health Planning
Health Care Licensing and Certification Section
Oregon Department of Human Services
800 N.E. Oregon Street, Suite 305
Portland, OR 97232
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State

Name

Address

Work Number

Fax Number

E-Mail Address

Oregon

Rita Scheu

503-229-5854

503-229-5682

rita.a.scheu@state.or.us

Pennsylvania

Sandra Knoble

717-787-8015

717-705-7298

sknoble@state.pa.us

Pennsylvania

Susan Legros, Acting
Director

Laboratory Licensing Health Division
Oregon Dept of Human Services
1717 S.W. Tenth Ave
Portland, Oregon 97201
Acting Director
Bureau of Facility, Licensure & Certification
PA Dept. of Health
Room 932
Health & Welfare Building
Harrisburg, PA 17120
Division of Acute & Ambulatory Care
Room 532 (Same as above)

717-783-8980

717-705-6663

slegros@state.pa.us

Pennsylvania

Allen Cornelius

717-787-1911

717-787-1491

gcornelius@state.pa.us

Pennsylvania

William Bordner,
Director

717-787-1816

717-772-2163

wbordner@state.pa.us

Pennsylvania

Jan Staloski

717-783-8665

717-787-3188

jstaloski@state.pa.us

Puerto Rico

Carmen Rivera,
Secretariat

787-782-0120
Ext: 2314

787-706-8104

carivera@salud.gov.pr

Rhode Island

Ray Rusin

401-222-4537
Cell: 401-641-4941

401-222-3999

Raymond.rusin@health.ri.gov

Rhode Island
South Carolina

Madeline Vincent
Karen Price

401-222-4524
803-545-4205

401-222-3999
803-545-4292

Madeline.vincent@health.ri.gov
pricekm@dhec.sc.gov

South Carolina

Sara Granger

803-545-4282

803-545-4292

granges@dhec.sc.gov

South Carolina

Mary Jo Roue’

803-545-4293

803-545-4563

rouemj@dhec.sc.gov

South Dakota

Robert Stahl

605-773-3356

605-773-6667

bob.stahl@state.sd.us

Tennessee

Jere Younger, Director
of Certification

Director
Division of Safety Inspection
st
2150 Herr Street, 1 Floor, Suite A
Harrisburg, PA 17103
Division of Nursing Care Facilities
PA Dept. of Health
Room 526
Health & Welfare Building
Harrisburg, PA 17120
Bureau of Community Programs Licensure &
Certification
PA Dept. of Health
132 Kline Plaza, Suite A
Harrisburg, PA 17104
Regulation and Accreditation of Health Facility
Former Ruiz Soler Hospital
Bayamon, PR 00959
Office of Facilities Regulation
Rhode Island Dept of Health
3 Capital Hill
Providence, RI 02908-5097
(same as above)
Bureau of Certification
SC Dept. of Health & Environmental Control,
2600 Bull Street
Columbia, SC 29201-1708
Division of Certification
(same as above)
Division of Health Insurance Benefits
(Same as above)
Office of Health Care Facilities
Licensure & Certification
South Dakota Dept of Health
th
615 E 4 Steet
Pierre, SD 57501-1700
227 French Landing, Suite 501
Heritage Place Metrocenter
Nashville, TN 37243

615-532-5229

615-741-7051

Jere.l.younger@state.tn.us

Centers for Medicare & Medicaid Services
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State

Name

Address

Work Number

Fax Number

E-Mail Address

Tennessee

Vincent Davis, Director

(615) 741-7532

(615) 741-7051

Vincent.Davis@state.tn.us

Texas

Veronda Durden

512-438-2625

512-438-2726

Veronda.durden@dads.state.tx.us

Texas

Nance Stearman

512-834-6752

512-834-6653

Nance.stearman@dshs.state.tx.us

Texas

Derek Jakovich

512-834-6700
Ext. 2374.

512-834-6653

Derek.jakovich@dshs.state.tx.us

Utah

Allan Elkins

801-538-6595

801-538-6163

aelkins@utah.gov

Vermont

Frances Keeler, Director

802-241-2345

802-241-2358

frances.keeler@ahs.state.vt.us

Vermont

Sylvia Beck,
MDS/OASIS Automation
Coordinator

Health Care Facilities
227 French Landing, Suite 501
Heritage Place Metrocenter
Nashville, TN 37243
Regulatory Services
TX Dept of Aging & Disability Services
st
701 W 51 Street, Mail Code E-340
P.O. Box 149030
Austin, TX 78714-9030
Division of Regulatory Services
Health Care Quality Section
TX Dept. of State Health Services
th
1100 West 49 Street
Austin, TX 78756
Post Office Box 149347
Austin, Texas 78714-9347
Division of Regulatory Services
Patient Quality Care Unit
TX Dept of State Health Services
th
1100 West 49 Street
Austin, TX 78756
Bureau of Health Facility Licensing
Certification and Resident Assessment
Utah Dept. of Health
P.O. Box 144103
Salt Lake City, Utah 84114-4103
Division of Licensing and Protection
Vermont Dept. of Disabilities
Aging and Independent Living
103 South Main Street
Waterbury, VT 05671-2306
(Same as above)

802-241-2345

802-241-2358

sylvia.beck@ahs.state.vt.us

Virginia

Chris Durrer, Director

804-367-2102

804-527-4502

chris.durrer@vdh.virginia.gov

Washington

Joyce Stockwell

360-725-2401

360-438-7903

stockjp@dshs.wa.gov

Washington

Byron Plan

360-236-2916

360-236-2901

Byron.plan@doh.wa.gov

West Virginia

John Wilkinson

304-558-0050

304-558-5607

johnwilkinson@wvdhhr.org

Centers for Medicare & Medicaid Services

Office of Licensure and Certification
Virginia Dept. of Health
Perimeter Center
9960 Maryland Drive, Suite 401
Richmond, VA 23233
Residential Care Services
WA Dept. of Social & Health Services
P.O. Box 45600
Olympia, Washington 98504-5600
Office of Health Care Surveys
WA Dept. of Health
P.O. Box 47852
Olympia, WA 95804-7852
Office of Health Facility Licensure & Certification, WV
Dept. of Health & Human Resources
1 Davis Square, Suite 101
Charleston, WV 25301-1799
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State

Name

Address

Work Number

Fax Number

E-Mail Address

West Virginia
West Virginia

Anita Barnhouse
Warner Alice Shumlas,
Attorney
Deanna Kramer
Lowther Berman
Otis Woods,
Administrator

Medicare/Hospital Program (Same as above)
(Same as above)

304-558-0050
304-558-0050

304-558-2515
304-558-5607

anitabarnhouse@wvdhhr.org
aliceshumlas@wvdhhr.org

Nursing Home Program (Same as above)
ICF/MR’s Behavioral Health (Same as above)
Division of Quality Assurance
Wisconsin Dept of Health & Family Services
Box 2969
Madison, WI 53701-2969
Division of Quality Assurance
(Same as above)

304-558-0050
304-558-0050
608-267-7185

304-558-2515
304-558-2515
608-267-0352

deannakramer@wvdhhr.org
roselowtherberman@wvdhhr.org
Woodsol@dhfs.state.wi.us

608-266-7952

608-267-0352

walteja@dhfs.state.wi.us

Bureau of Technology
Licensing and Education
Division of Quality Assurance
(Same as above)
Bureau of Health Services
Division of Quality Care
th
819 N. 6 Street, Room 609B
Milwaukee, WI 53203, Director

608-266-2055

608-267-7119

johnsac@dhfs.state.wi.us

414-227-4556

414-227-4139

MimsCH@dhfs.state.wi.us

608-264-9887

608-267-0352

608-267-0351

608-267-0352

PeshePH@dhfs.state.wi.us

920-448-5255

608-266-8975

COUGHKJ@dhfs.state.wi.us

608-243-9876

608-264-6340

bussese@dhfs.state.wi.us

307-777-7123

307-777-7127

Jean.McLean@health.wyo.gov

West Virginia
West Virginia
Wisconsin

Wisconsin

Jane Walters, Deputy
Administrator

Wisconsin

Alfred Johnson, Director

Wisconsin

Cremear Mims, Director

Wisconsin

Paul Peshek, Director

Wisconsin

Kevin Coughlin, Director

Wisconsin

Shari Busse, Director

Wyoming

Jean McLean

Centers for Medicare & Medicaid Services

Bureau of Health Services
1 West Wilson St., Room 1150
Madison, WI 53703
Bureau of Nursing Home Resident Care
Division of Quality Assurance
(Same as above)
Bureau of Assisted Living
Division of Quality Assurance
PO Box 7940, Madison, WI 53707-7940
Office of Caregiver Quality
Division of Quality Assurance
(Same as above)
Office of Healthcare Licensing and Surveys
400 Qwest Bldg., 6101 N Yellowstone Rd
Cheyenne, WY 82002
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APPENDIX 11
CMS-APPROVED ACCREDITATION ORGANIZATION DIRECTORY
Organization

Program
Type

Address

Contacts

Phone Number

Fax Number

E-Mail Address

Accreditation
Association for
Ambulatory Health
Care (AAAHC)

ASCs

5250 Old Orchard Road
Suite 200
Skokie, IL 60077

Villanueva, Michon
Assistant Director, Accreditation Services

847-853-6063

847-853-9028

mvillanueva@aaahc.org

Accreditation
Commission for
Health Care, Inc.
(ACHC)

HHAs

4700 Falls of the Neuse Rd
Suite 280
Raleigh, NC 27609

Hughes, Matt
Accreditation Supervisor

919-785-1214

919-785-3011

mhughes@achc.org

American Association
for Accreditation of
Ambulatory Surgery
Facilities (AAAASF)

ASCs

5101 Washington Street
Suite 2F
P.O. Box 9500
Gurnee, IL 60031

Baker, Pamela
Director of Accreditation

847-775-1970

847-775-1985

pamela@aaaasf.org

Pearcy, Jeff
Executive Director

847-775-1970

American Osteopathic
Association (AOA)
Healthcare Facilities
Accreditation Program
(HFAP)

ASCs
CAHs
Hospitals

142 East Ontario Street
Chicago, IL 60611-2864

Reuther, George
Director, HFAP

312-202-8060

Smith, Cheryl
Quality and Patient Safety

312-202-8067

Swanson, Barb
Director, Accreditation Services
Duncombe, Terry
President and CEO

312-202-8062

Surrency, Gale
Director, Professional Services

202-862-3413

Community Health
Accreditation Program
(CHAP)

HHAs
Hospice

jeff@aaaasf.org

312-202-8360

greuther@hfap.org
csmith@hfap.org

th

1300 19 Street NW
Suite 150
Washington, DC 20036

Centers for Medicare & Medicaid Services

bswanson@hfap.org

202-862-3413

202-862-3419

tduncombe@chapinc.org
gsurrency@chapinc.org
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Organization
Joint Commission
(JC)

Program
Type
ASCs
CAHs
HHAs
Hospice
Hospitals

Address
th

601 13 Street, NW
Suite 5601S
Washington, DC 20005

One Renaissance Blvd
Oakbrook Terrace, IL 60081

Contacts

Phone Number

Fax Number
202-783-6888

E-Mail Address

Kurtz, Trisha
Director, Federal Relations

202-783-6655

Blum, Laura
Associate Director, Federal Relations

202-783-6655

lblum@jointcommission.org

Office of Quality Monitoring

630-792-5000

OQM@jointcommission.org

pkurtz@jointcommission.org

Kulczycki, Michael
(ASCs)

mkulczycki@jointcommission.org

Misenko, Steve
Christiansen, Darlene
(Hospitals, CAHs)

smisenko@jointcommission.org
dchristiansen@jointcommission.or

Juric, Jasmina (HHAs)
jjuric@jointcommission.org
Zak, Debra (Hospice)
dzak@jointcommission.org

Centers for Medicare & Medicaid Services
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APPENDIX 12
HEALTH CARE PROVIDER, PROFESSIONAL, WORKFORCE ASSOCIATION DIRECTORY
Provider /
Professional
Association
All Providers

All Providers

All Providers

All Providers
All Providers
All Providers

All Providers

All Providers

All Providers

All Providers

All Providers
All Providers

Organization

Name

The American
Dietetic Association
(ADA)
The American Dietetic
Association (ADA)

Ronald S. Moen

Mary H. Hager

Title

Address

Work
Number

1120 Connecticut Avenue, NW
Suite 480
Washington, DC 20036

202-775-8277
ext 4807
800-877-0877

rmoen@eatright.org

Senior Manager,
Regulatory
Affairs

1120 Connecticut Avenue, NW
Suite 480
Washington, DC 20036

202-775-8277
X 6007
800-877-0877

mhager@eatright.org

President

1155 21st Street, NW
Washington, DC 20036

202-331-5790

Chief Executive
Officer

FAX
Number

E-Mail
Website

www.eatright.org

www.eatright.org

American Health
Quality Association
(AHQA)

Jonathan R.
Sugarman, M.D.

202-331-9334

info@ahqa.org

American Health
Quality Association
(AHQA)
American Health
Quality Association
(AHQA)
American Society for
Testing and
Materials (ASTM)
International

Sallie S. Cook

President-Elect

1155 21st Street, NW
Washington, DC 20036

202-331-5790

202-331-9334

info@ahqa.org

David G. Shulke

Executive Vice
President

1155 21st Street NW
Washington, DC 20036

202-331-5790

202-331-9334

info@ahqa.org

James Thomas

President

100 Barr Harbor Drive
610-832-9598
PO Box C700
West Conshohocken, PA 19428-295

610-832-9555

jthomas@astm.org

National Fire
Protection
Association (NFPA)

John Biechman

Vice-President
Government
Affairs

1401 K Street NW
Suite 500
Washington DC, 20005

202-898-0044

202 898-0044

jbiechman@nfpa.org

National Fire
Protection
Association (NFPA)

Nancy McNabb

Government
Affairs

1401 K Street NW
Suite 500
Washington DC, 20005

202-898-0044

National Fire
Protection
Association
(NFPA)Headquarters
National Fire
Protection
Association
(NFPA)Headquarters
National Patient
Safety Foundation
(NPSF)
National Patient
Safety Foundation
(NPSF)

Bob Vondrasek

One Batterymarch Park
Quincy, MA 02169

617-984-7440

www.ahqa.org

Vice-President of
Operations

www.nfpa.or
202 898-0044

nmcnabb@nfpa.org
www.nfpa.or

617-770-0700

bvondrasek@nfpa.org
www.nfpa.org

Rich Bielen

One Batterymarch Park
Quincy, MA 02169

617-984-7279

617-770-0700

rbielen@nfpa.org
www.nfpa.org

Diane C.
Pinakiewicz

President

1120 Mass MOCA Way
North Adams, MA 01247

413-663-8900

413-663-8905

info@npsf.org

Margaret Hogan

Chief Operating
Officer

1120 Mass MOCA Way
North Adams, MA 01247

413-663-8900

413-663-8905

www.npsf.org
info@npsf.org

Centers for Medicare & Medicaid Services

www.npsf.org
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Provider /
Professional
Association

Name

Title

Address

Work
Number

FAX
Number

E-Mail
Website

Ambulatory Surgical Ce Federal Ambulatory
Surgery Association
(FASA)

Kathy Bryant

Executive
Director

1012 Cameron Street
Alexandria, VA 22314

703-836-8808

703-549-0976

kbryant@fasa.org

Clinical Labs

Accutest
Laboratories

William Donohue

American Academy
of Family Physicians

Lisa R. Henderson

Clinical Labs

Organization

www.fasa.org
President
Operations
Manager

P.O. Box 999
Westford, MA 01886-0031

800-665-2575

11400 Tomahawk Creek Pkwy
Leawood, KS 66211-2672

913-906-6000
800-274-2237

www.acutest.com
fp@aafp.org
http://www.aafp.org

Clinical Labs

Clinical Labs
Clinical Labs
Clinical Labs

Clinical Labs

Clinical Labs

Clinical Labs
Clinical Labs

Clinical Labs
Clinical Labs

Clinical Labs

American
Association of
Bioanalysts (AAB)

906 Olive Street, Suite 1200
St. Louis, MO 63101-1434
Daniel C. Edson

President

Colleen Richardson

Executive
Director
Director

Clinical Laboratory
Management
Association (CLMA)

Dana Procsal

College of American
Pathologists (CAP)

Denise Driscoll,
MS, MT(ASCP)
SBB

Institute of Health
Laboratory
Medical Laboratory
Evaluation Program
Proficiency Testing
Service

314-241-1449

aab@aab.org
www.aab.org

American Proficiency
Institute
California Thoracic
Society
Clinical Laboratory
Management
Association (CLMA)

College of American
Pathologists
(CAP)
College of American
Pathologists (CAP)

314-241-1445

Katharine Ayers

1159 Business Park Drive
Traverse City, MI 49686
202 Fashion Lane, Suite 202
Tustin, CA 92780-3320
989 Old Eagle School Road, Suite 81
Wayne, PA 19087

800-333-0958

231-941-7287

714-730-1944
610-995-2640
x 232

info@api-pt.com
ctslunge@aol.com

610-995-9568

KAyers@clma.org
www.clma.org/default.aspx

CEO

989 Old Eagle School Road, Suite 81 610-995-2640
Wayne, PA 19087
x 210

610-995-9568

DProcsal@clma.org
www.clma.org/default.aspx

Linda Palicki, MT
(ASCP)
Mary Paton

Francisco Dávila
Toro, M.D.
Connie Laubenthal

Nicholas T. Serafy,
Jr.

Centers for Medicare & Medicaid Services

Director,
Laboratory
Accreditation an
d Regulatory
Affairs
Technical
Analyst

325 Waukegan Road
Northfield, IL 60093-2750

325 Waukegan Road
Northfield, IL 60093-2750

847-832-7000
800-323-4040

847-832-8000

Surveys
Technical
Director

325 Waukegan Road
Northfield, IL 60093-2750

800-323-4040

847-832-8000

Executive
Director
Director

P.O. Box 70184
809-274-7735
San Juan, PR 00936-8184
2011 Pennsylvania Ave. NW, Suite 8 202-261-4500
Washington, DC 20006-1834
or
800-338-2745

Director

847-832-7243

847-832-8243

ddrisco@cap.org
www.cap.org

www.cap.org
mpaton@cap.org
www.cap.org

205 West Levee
Brownsville, TX 78520-5596
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Provider /
Professional
Association

Organization

Clinical Labs

New Jersey
Department of
Health and Senior
Services
Clinical Laboratory
Improvement Service
Clinical Labs
Pennsylvania
Department of
Health
Bureau of
Laboratories
Division of Chemistry
and Toxicology
Clinical Labs
Wisconsin State
Laboratory Hygiene
(WSLH) Proficiency
Testing
Community Mental Heal National Association
Centers
of State Mental
Health Program
Directors
Community Mental Heal The American
Centers
Psychiatric
Association
Community Mental Heal The American
Centers
Psychological
Association
Critical Access Hospitals SHEPs Center, UNC
Rural Health
Research Program
Critical Access Hospitals National Association
of Rural Health
Clinics (NARHC)

Name

Title

Address

Work
Number

FAX
Number

Alberta Jankowski

Supervisor

P.O. Box 361
Trenton, NJ 08625-0361

609-292-5605
option 3

609-292-9285

M. Jeffery
Shoemaker, Ph.D.

Director

110 Pickering Way
Lionville, PA 19353

610-280-3464

610-450-1932

mshoemaker@state.ps.us

David J. Hassemer

Director

465 Henry Mall, Room 402
Madison, WI 53706-1578

800-462-5261
608-265-1522

608-265-1111

www.slh.wisc.edu

Robert W. Glover,
PhD

Executive
Director

66 Canal Center Plaza
Suite 302
Alexandria, VA 22314

703-739-9333
ext 129

703-548-9517

www.nasmhpd.org

Altha J. Stewarti,
MD

President

703-907-8512

703-907-7851

apfe@psych.org

Gerald P. Koocher,
PhD
Sharon S Brehm,
PhD
Judy Strassburger
Indira Richardson

President
Pres-Elect
Staff Liaison

1000 Wilson Blvd
Suite 1825
Arlington, VA 23209-3901
750 First Street, NE
Washington, DC 20002-4242

202-336-5500
800-374-2741
202-336-6088

202-336-6157

801 Penn. Avenue, NW
Suite 245
Washington, DC 20004
TH
1320 19 Street, NW
Washington, DC 20036

202-624-1522

202-737-6462

Bill Finerfrock

Forrest Calico

ESRD Facilities

Roberta Wager,
RN, MSN

ESRD Facilities

Executive
Director

jchambers@fah.org
www.fah.org
bf@capitolassociates.com

202-543-0348
X 105

www.narhc.org/index.php

Critical Access Hospitals National Rural
Health Association
American
Association of
Kidney Patients
(AAKP)
American
Association of
Kidney Patients
(AAKP)

Project Manager

E-Mail
Website

Kim Buettner

Centers for Medicare & Medicaid Services

Chairperson,
National Quality
Effort
President

Acting Executive
Director

1600 Prince Street, NW
Suite 100
Alexandria, VA 22314
3505 E. Frontage Road
Suite 315
Tampa, FL 33607-1796

703-519-7910

703-519-3865

www.nrharural.org/

813-636-8100
800-749-2257

813-636-8122

rwager@satx.rr.com

3505 E. Frontage Road
Suite 315
Tampa, FL 33607-1796

813-636-8100
800-749-2257
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ESRD Facilities

American Kidney
Fund (AKF)

Kenneth Chen

Chairman

6110 Executive Boulevard
Suite 1010
Rockville, MD 20852

800-638-8299

301-881-0898

helpline@akfinc.org

6110 Executive Boulevard
Suite 1010
Rockville, MD 20852
6110 Executive Boulevard
Suite 1010
Rockville, MD 20852

800-638-8299

301-881-0898

helpline@akfinc.org

800-638-8299

301-881-0898

www.akfinc.org
helpline@akfinc.org

5 Cherry Hill Drive
Danvers, MA 01923

877-997-3625

ESRD Facilities

American Kidney
Fund (AKF)

Robert J.
Burnstein, CPA

Chairman-Elect

ESRD Facilities

American Kidney
Fund (AKF)

Karen Sendelback,
CFRE

Executive
Director

ESRD Facilities

American Renal
Associates (ARA)

Joseph A. Carlucc

Chief Operating
Officer

www.akfinc.org

www.akfinc.org
978-750-4740

info@americanrenal.com
www.americanrenal.com

ESRD Facilities

American Renal
Associates (ARA)

Richard Cronin,
M.D.

National Medical
Director

5 Cherry Hill Drive
Danvers, MA 01923

877-997-3625

978-750-4740

info@americanrenal.com
www.americanrenal.com

ESRD Facilities

ESRD Facilities

ESRD Facilities

ESRD Facilities

ESRD Facilities

ESRD Facilities

ESRD Facilities

American Renal
Associates (ARA),
Inc.

Christopher T. Ford

American Society of
Diagnostic &
Interventional
Nephrology
American Society of
Diagnostic &
Interventional
Nephrology
American Society of
Nephrology (ASN)

Theodore Saad,
M.D.

American Society of
Nephrology (ASN)
American Society of
Nephrology (ASN)
American Society of
Pediatric Nephrology
(ASPN)

Chief Executive
Officer

66 Cherry Hill Drive
Beverly, MA 01915

978-922-3080
877-997-3625

978-750-4740

info@americanrenal.com
http://www.americanrenal.com/index.ht
ml

c/o Arif Asif, MD

Thomas D.
DuBose, Jr., M.D.
William L. Henrish,
M.D
Karen Campbell,
PhD
Sharon P. Andreoli

Centers for Medicare & Medicaid Services

President

President-Elect

President

President-Elect

Executive
Director
President

c/o Mary Lea Nations
134 Fairmont Street
Suite B
Clinton, MS 39056
c/o Mary Lea Nations
134 Fairmont Street
Suite B
Clinton, MS 39056
1725 I Street, NW
Suite 510
Washington, DC 20006

302-658-7596

asdin@medsocdel.org
http://www.asdin.org/

601-924-2220

601-924-0720

asdin@medsocdel.org
http://www.asdin.org/

202-659-0599

202-659-0709

email@asn.online.com
www.asn-online.org

1725 I Street, NW
Suite 510
Washington, DC 20006

202-659-0599

1725 I Street, NW
Suite 510
Washington, DC 20006

202-659-0599

Northwestern University
Feinberg School of Medicine
Pediatrics W140
303 E. Chicago Avenue
Chicago, IL 60611-3008

312-503-4000
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ESRD Facilities

American Society of
Pediatric Nephrology
(ASPN)

Lisa M. Satlin, MD.

President-Elect

312-503-4000

312-503-1181

lisa.satline@mssm.edu

National Association
for Nephrology
TechniciansTechnologists
(NANT)

Danilo B.
Concepcion,
CCHT, CHT

Northwestern University
Feinberg School of Medicine
Pediatrics W140
303 E. Chicago Avenue
Chicago, IL 60611-3008
PO Box 2307
Dayton, OH 45401-2307

National Association
for Nephrology
TechniciansTechnologists
(NANT)

Tim Dillon, CHT

National Association
for Nephrology
TechniciansTechnologists
(NANT)
National Institute of
Diabetes & Digestive
& Kidney Diseases
(NIDDK)

Fran Rickenbach

Executive
Director

PO Box 2307
Dayton, OH 45401-2307

937-586-3705
877-607-NANT
(6268)

937-586-3699

Allen M. Spiegel,
M.D.

Director Office of
Communications
and NIH Public
Liaison

Building 31, Room 9A04
Center DriveMSC 2560
Bethesda, MD 20892-2560

301-496-3583

301-496-7422

www.niddk.nih.gov

National Kidney
Foundation (NKF)

John Davis

Chief Executive
Officer

30 East 33rd Street
New York, NY 10016

212-889-2210
800-622-9010

212-689-9261

info@kidney.org

ESRD Facilities

ESRD Facilities

ESRD Facilities

ESRD Facilities

ESRD Facilities

President-Elect

http://www.aspneph.com/
937-586-3705
877-607-6268

937-586-3699

DCONCEPC@sj02.stjoe.org
nant@nant.meinet.com
www.dialysistech.org

President

PO Box 2307
Dayton, OH 45401-2307

937-586-3705
877-607-6268

937-586-3699

tim.dillon@dciinc.org
nant@nant.meinet.com
www.dialysistech.org

www.kidney.org
ESRD Facilities

National Kidney
Foundation (NKF)

Andrew M. Baur

Chairman, Board
of Directors

30 East 33rd Street
New York, NY 10016

212-889-2210
800-622-9010

212-689-9261

info@kidney.org
www.kidney.org

ESRD Facilities

ESRD Facilities

ESRD Facilities

National Renal
Administrators
Association (NRAA)

Stan Langhoefer

National Renal
Administrators
Association (NRAA)

Andree Veilleux
Gardner

National Renal
Administrators
Association (NRAA)

Michael Paget

President-Elect

1904 Naomi Place
Prescott, AZ 86303-5061

928-717-2772

928-441-3857

slanghoefer@nraa.org
www.nraa.org

President

1904 Naomi Place
Prescott, AZ 86303-5061

928-717-2772

928-441-3857

agardner@nraa.org
www.nraa.org

Centers for Medicare & Medicaid Services

Executive
Director

1904 Naomi Place
Prescott, AZ 86303-5061

928-717-2772

928-441-3857

mpaget@nraa.org
www.nraa.org
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ESRD Workforce

American
Nephrology Nurses’
Association (ANNA)

Suzann
VanBuskirk, BSN,
RN, CNN

President

East Holly Avenue
Box 56
Pitman, NJ 08071-0056

856-256-2320
888-600-ANNA
(2662)

856-589-7463

anna@ajj.com

American
Nephrology Nurses’
Association (ANNA)

JoAnne E. Gilmore,
BSN, RN, CNN

President-Elect

East Holly Avenue
Box 56
Pitman, NJ 08071-0056

856-256-2320
888-600-ANNA
(2662)

856-589-7463

American
Nephrology Nurses’
Association (ANNA)

Mike Cunningham

East Holly Avenue
Box 56
Pitman, NJ 08071-0056

856-256-2320
888-600-ANNA
(2662)

856-589-7463

Renal Physicians
Association (RPA)

Robert
Provenzano, M.D.

1700 Rockville Pike
Suite 220
Rockville, MD 20852

301-468-3515

301-468-3511

ESRD Workforce

ESRD Workforce

ESRD Workforce

Executive
Director
President

www.annanurse.com
anna@ajj.com
www.annanurse.com
anna@ajj.com
www.annanurse.com
provenzano@earthlink.net
rpa@renalmd.org
www.renalmd.org

ESRD Workforce

Renal Physicians
Association (RPA)

Alan S. Kliger, M.D.

President-Elect

1700 Rockville Pike
Suite 220
Rockville, MD 20852

301-468-3515

301-468-3511
akliger@renalmd.org
rpa@renalmd.org
www.renalmd.org

ESRD Workforce

Renal Physicians
Association (RPA)

Dale Singer, MHA

Executive
Director

1700 Rockville Pike
Suite 220
Rockville, MD 20852

301-468-3515

301-468-3511
dsinger@renalmd.org
rpa@renalmd.org
www.renalmd.org

Federally Qualified Heal National Association
Centers
of Community Health
Centers, Inc.

Pamela Byrnes

Director

7200 Wisconsin Avenue
Suite 210
Bethesda, MD 20814

301-347-0400

301-347-0459

pbyrnes@nachc.com
contact@nachc.com
www.nachc.com

Home Health Agencies
Home Health Agencies

Home Health Agencies

National Association
for Home Care &
Hospice (NAHC)
National Association
for Home Care &
Hospice (NAHC)

Val J.
Halamandaris

President

228 Seventh Street, SE
Washington, DC 20003

202-547-7424

202-547-7382

vjh@nahc.org

Mary St. Pierre

228 Seventh Street, SE
Washington, DC 20003

202-547-3540

202-547-7382

mts@nhac.org

National Association
for Home Care &
Hospice (NAHC)

Mary Carr

VP for Reg
Affairs and
Member
Services
Associate
Director of
Regulatory
Affairs

228 Seventh Street, SE
Washington, DC 20003

202-547-3540

202-547-7382

mkc@nahc.org

Centers for Medicare & Medicaid Services
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Home Health Agencies

American
Association for
Home Care
(AAHomecare)

Tyler Wilson

President & CEO

625 Slaters Lane
Suite 200
Alexandria, VA 22314-1171

703-836-6263

703-836-6730

tylerw@aahomecare.org
info@aahomecare.org
www.aahomecare.org/index.cfm

Home Health Agencies

American
Association for
Home Care
(AAHomecare)

Ann B. Howard

Director of
Federal Policy

625 Slaters Lane
Suite 200
Alexandria, VA 22314-1171

703-535-1891

703-836-6730

ahoward@aahomecare.org
info@aahomecare.org
www.aahomecare.org/index.cfm

Hospices
Hospices

Hospices

Hospices

Hospices

Hospitals

Hospice Association
of America
National Hospice
and Palliative Care
Organization
(NHPCO)
National Hospice
and Palliative Care
Organization
(NHPCO)
National Hospice
and Palliative Care
Organization
(NHPCO)
National Hospice
and Palliative Care
Organization
(NHPCO)
American Hospital
Association (AHA)

Janet Neigh
J. Donald
Schumacher
Judi Lund Person,
MPH
Andy Duncan

John Mastrojohn
III, RN, MSN, MBA
Rich Umbdenstock

Executive
Director
President & CEO

228 Seventh Street, SE
Washington, DC 20003-4306
1700 Diagonal Road
Suite 625
Alexandria, VA 22314

202-546-4759

202-547-9559

jen@nahc.org

703-837-1500

703-837-1233

dschumacher@npco.org

Vice President,
State &
Regulatory
Affairs
Director of
Information
Services

1700 Diagonal Road
Suite 625
Alexandria, VA 22314

703-837-3122
703-837-1500
(main)

703-837-1233

1700 Diagonal Road
Suite 625
Alexandria, VA 22314

703-837-3145

703-837-1233

Director, Quality

1700 Diagonal Road
Suite 625
Alexandria, VA 22314

President

www.nhpco.org

703-837-1500
(main)
703-647-6693

jperson@npoco.org
www.nhpco.org
aduncan@nhpco.org
www.nhpco.org

703-837-1233

jmastrojohn@nhpco.org
www.nhpco.org

325 7th Street, NW
Washington, DC 20004-2802

202-626-2352

202-626-2303

rumbdenstock@aha.org
www.aha.org/aha

Hospitals

American Hospital
Association (AHA)

Nancy Foster

Hospitals

American Hospital
Association (AHA)

Roslyne Schulman

Hospitals

Federation of
American Hospitals
(FAH)
Federation of
American Hospitals
(FAH)

Charles N. Kahn III

Vice-President of
Quality & Patient
Safety Policy
Senior Associate
Director, Policy

325 7th Street, NW
Washington, DC 20004-2802

202-626-2337

202-626-4319

nfoster@aha.org

325 7th Street, NW
Washington, DC 20004-2802

202-626-2273

202-626-4319

www.aha.org/aha
rschulman@aha.org

President

801 Penn Avenue, NW
Suite 245
Washington, DC 20004-2604
801 Penn Avenue, NW
Suite 245
Washington, DC 20004-2604

202-624-1500

202-789-1899

www.aha.org/aha

Hospitals

Jayne HartChambers

Centers for Medicare & Medicaid Services

Vice-President of
Legislation &
Political Affairs
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ICFs/MR

The Association of
Public
Developmental
Disabilities
Administrators
(ADDA)

Mark S. Diorio,
Ph.D

President
Director

9901 Braddock Road
Fairfax, VA 22032-1941

703-323-4002

703-323-4252

mark.diorio@nvtc.dmhmrsas.virginia.g
ov

American
Association on
Mental Retardation
(AAMR)
American Network of
Community Options
and Resources
(ANCOR)

M. Doreen Croser

ICFs/MR

ICFs/MR

mdiorio@APDDA.org
http://www.nvtc.dmhmrsas.virginia.gov
/

Hank Bersani Jr.
PhD
Renee L.
Pietrangelo

Executive
Director
President

444 North Capitol Street, NW
Suite 846
Washington, DC 20001-1512

800-424-3688

202-387-2193

dcroser@aamr.org

CEO

1101 King Street
Suite 380
Alexandria, VA 22314

703-535-7850

703-535-7860

ancor@ancor.org

President

rpietrangelo@ancor.org

Peter Kowalski
jfmhomes@aol.com

ICFs/MR

American Network of
Community Options
and Resources
(ANCOR)

Peter Kowalski

President

1101 King Street
Suite 380
Alexandria, VA 22314

703-535-7850

703-535-7860

ancor@ancor.org
rpietrangelo@ancor.org
jfmhomes@aol.com

ICF/MR

American Health
Care Association
(AHCA)

Melissa Temkin

American Health
Care Association
(AHCA)

Janice Zalen

ICF/MR

National Disability
Rights Network

ICF/MR

ICF/MR

ICFs/MR
Nursing Homes

1201 L Street, NW
Washington, DC 20005

202-842-4444

202-842-3860

mtemkin@ahca.org
webmaster@ahca.org

Senior Director
of Special
Programs

1201 L Street, NW
Washington, DC 20005

Curtis L. Decker,
JD

Executive
Director

National Association
of State Directors of
Developmental
Disabilities Services
(NASDDDS)
TASH

Robert M. Gettings

Executive
Director

900 Second Street, NE
Suite 211
Washington, DC 20002
13 Oronoco Street
Alexandria, VA 22314

Barbara Trader

American
Association of
Homes and Services
for the Aging
(AAHSA)

William L. Minnix,
Jr.,

Executive
Director
President and
CEO

29 W. Susquehanna Avenue, Suite 2 410-828-8274
Baltimore, MD 21204
2519 Connecticut Avenue NW
202-783-2242
Washington, DC 20008-1520

Centers for Medicare & Medicaid Services

202-898-2831

202-842-3860

jzalen@ahca.org
webmaster@ahca.org

202-408-9514
TTY
202-408-9521
703-683·4202

202-408-9520

info@ndrn.org

703·683·8773 or
703·684·1395

rgettings@nasddds.org

410-828-6706

btrader@tash.org

202-783-2255

Lminnix@aahsa.org
www.aahsa.org/default.asp
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Nursing Homes

American
Association of
Homes & Services
for the Aging
(AAHSA)

Evvie F. Munley

Health Policy
Analyst

2519 Connecticut Avenue, NW
Washington, DC 20008-1520

202-783-2242

202-783-2255

Emunley@aahsa.org

American
Association of
Homes & Services
for the Aging
(AAHSA)
American
Association of
Homes & Services
for the Aging
(AAHSA)
American Health
Care Association
(AHCA)

Karyn Downie

American Health
Care Association
(AHCA)

Sandra Fitzler

American Health
Care Association
(AHCA)
American Health
Care Association
(AHCA)

Janice Zalen

Nursing Homes
Resident Advocate

AARP

Nursing Homes
Resident Advocate

Nursing Homes

Nursing Homes

Nursing Homes

Nursing Homes

Nursing Homes

www.aahsa.org/default.asp

Health Policy
Analyst

2519 Connecticut Avenue, NW
Washington, DC 20008-1520

202-783-2242

202-783-2255

kdownie@aahsa.org.
www.aahsa.org/default.asp

Barbara B. Manard,
PhD

Health Policy
Analyst

2519 Connecticut Avenue, NW
Washington, DC 20008-1520

202-783-9435

202-220-0044

bmanard@aahsa.org
www.aahsa.org/default.asp

Bruce Yarwood

President, CEO

1201 L Street NW.
Washington, DC 20005

202-898-2858

202-842-3860

byarwood@ahca.org
www.ahca.org/index.html

Director of
Clinical Services

1201 L Street, NW
Washington, DC 20005

202-898-6307

202-842-3860

Sfitzler@ahca.org
www.ahca.org/index.html

Senior Director
of Special
Programs
Director of
Regulatory
Services

1201 L Street, NW
Washington, DC 20005

202-898-2831

202-842-3860

jzalen@ahca.org

1201 L Street, NW
Washington, DC 20005

202-898-6304

202-842-3860

www.ahca.org/index.html
lbentley@ahca.org

William Novelli

CEO

601 E Street NW
Washington, DC 20049

888-687-2277

http://www.aarp.org/

AARP

Erik D. Olsen

President

601 E Street NW
Washington, DC 20049

888-687-2277

http://www.aarp.org/

Nursing Homes
Resident Advocate

Alzheimer's
Association

Jane Tilly, PhD

Director, Quality
Care Advocacy

1319 F Street, NW, Suite 500
Washington, DC 20004

202-638-8662

jane.tilly@alz.org

Nursing Homes
Resident Advocate

Alzheimer’s
Association

Beth Kallmyer

Associate
Director

225 N. Michigan Avenue
Suite 1700
Chicago, IL 60601

312-335-5708
800.272.3900

Nursing Homes

Lyn Bentley

www.ahca.org/index.html

http://www.alz.org/overview.asp
866.699.1246
Beth.Kallmyer@alz.org
http://www.alz.org/overview.asp
Nursing Homes
Resident Advocate

National Citizens'
Coalition for Nursing
Home Reform
(NCCNHR)

William F. Benson

Centers for Medicare & Medicaid Services

President

1828 L Street, NW
Suite 801
Washington, DC 20036
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Nursing Home
Resident Advocate

National Citizens'
Coalition for Nursing
Home Reform
(NCCNHR)
National Citizens'
Coalition for Nursing
Home Reform
(NCCNHR)
Center for Medicare
Advocacy, Inc.

Alice H. Hedt

Executive
Director

1828 L Street, NW
Suite 801
Washington DC 20036

202-332-2275

202-332-2949

ahedt@nccnhr.org

1828 L Street, NW
Suite 801
Washington DC 20036

202-332-2275

1101 Vermont Avenue, NW
Suite 1001
Washington, DC 20005

202-216-0028
X 104

1101 Vermont Avenue, NW
Suite 1001
Washington, DC 20005

202-216-0028
X 104

1101 Vermont Avenue, NW
Suite 1001
Washington, DC 20005

202-216-0028
X 104

2461 South Clark Street
Suite 640
Arlington, VA 22202

703 414-7870

2461 South Clark Street
Suite 640
Arlington, VA 22202

703 414-7870

2461 South Clark Street
Suite 640
Arlington, VA 22202

703 414-7870

15000 Commerce Parkway
Suite C
Mt. Laurel, NJ 08054

856-439-9986

15000 Commerce Parkway
Suite C
Mt. Laurel, NJ 08054

856-439-9986

15000 Commerce Parkway Suite C
Mt. Laurel, NJ 08054

856-642-4438

Nursing Home
Resident Advocate
Nursing Home
Resident Advocate
Nursing Home
Resident Advocate
Nursing Home
Resident Advocate
Organ Transplant

Organ Transplant

Organ Transplant

Organ Transplant

Organ Transplant

Organ Transplant

Organ Transplant

Center for Medicare
Advocacy, Inc.
Center for Medicare
Advocacy, Inc.
American Society of
Transplant Surgeons
American Society of
Transplant Surgeons
American Society of
Transplant Surgeons

Janet C. Wells

Toby S. Edelman

Alfred J. Chiplin, Jr.

Judith Stein

Arthur J. Matas,
MD

Director of Public
Policy
Senior Policy
Attorney
Managing
Attorney
Executive
Director
President

Goran B. G.
Klintmalm, MD,
PhD

President-Elect

Katrina Crist, MBA

Executive
Director

American Society of
Transplantation
(AST)

Jeffrey S. Crippin

American Society of
Transplantation
(AST)

Flavio Vincenti ,
MD

American Society of
Transplantation
(AST)

Susan J. Nelson,
CAE

Association of Organ
Procurement
Organizations
(AOPO)

Tom Beyersdorf

President

President-Elect

Executive Vice
President

www.nccnhr.org/default.cfm
202-332-2949

jwells@nccnhr.org
www.nccnhr.org/default.cfm

202-216-0119

Tedelman@medicareadvocacy.org
www.medicareadvocacy.org/

202-216-0028

Achiplin@medicareadvocacy.org
www.medicareadvocacy.org/

202-216-0028

Jstein@medicareadvocacy.org
www.medicareadvocacy.org/

703 414-7874

matas001@tc.umn.edu
www.asts.org

703 414-7874

gb.klintmalm@baylorhealth.edu
www.asts.org

703 414-7874

katrinacrist@earthlink.net
http://www.asts.org/

856-439-9982

jcrippin@wustl.edu
http://www.a-s-t.org/

856-439-9982

vincentif@surgery.ucsf.edu
http://www.a-s-t.org/

856-439-9982

snelson@ahint.com
www.a-s-t.org

Centers for Medicare & Medicaid Services

President

1364 Beverly Road
Suite 100
McLean, VA 22101
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703-556-4242

703-556-4852

aopo@aopo.org
www.aopo.org
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Provider /
Professional
Association

Organization

Name

Title

Address

Work
Number

FAX
Number

E-Mail
Website

Organ Transplant

Association of Organ
Procurement
Organizations
(AOPO)
Association of Organ
Procurement
Organizations
(AOPO)
Medical Education
Institute, Inc.

Tracy Schmidt

President-Elect

1364 Beverly Road
Suite 100
McLean, VA 22101

703-556-4242

703-556-4852

aopo@aopo.org

1364 Beverly Road
Suite 100
McLean, VA 22101

703-556-4242

Dorian Schatell

Executive
Director

608-833-8033
800-468-7777

608-833-8366

www.meiresearch.org

United Network for
Organ Sharing
(UNOS)

Sue McDiarmid,
M.B., Ch.B.

President, Board
of Directors

414 D’Onofrio Drive
Suite 200
Madison, WI 53719
P. O. Box 2484
Richmond, VA 23218

301-206-6134

310-206-0203

smcdiarmid@mednet.ucla.edu

Organ Transplant

Organ Transplant
Organ Transplant

Organ Transplant

Organ Transplant

Psychiatric Hospitals

Psychiatric Hospitals

Rural Health Clinics

United Network for
Organ Sharing
(UNOS)

United Network for
Organ Sharing
(UNOS)

Paul M. Schwab

Executive
Director

www.aopo.org
703-556-4852

aopo@aopo.org
www.aopo.org

www.unos.org

Timothy Pruett,
MD

Vice President

Package Delivery
700 North 4th Street
Richmond, VA 23219
P. O. Box 2484
Richmond, VA 23218

434-924-9462

434-924-5529

tp2w@virginia.edu
mlm8m@hscmail.mcc.virginia.edu

Walter K. Graham,
JD

Executive
Director,
President & CEO

National Association of Edward Irby
Psychiatric Health Syste
(NAPHS)

President, CEO

National Association of Diana L. Ramsay
Psychiatric Health Syste
(NAPHS)

President-Elect,
COO

National Association of R Bill Finerfrock
Health Clinics (NARHC)

Executive
Director

Package Delivery
700 North 4th Street
Richmond, VA 23219
P. O. Box 2484
Richmond, VA 23218

www.unos.org

Package Delivery
700 North 4th Street
Richmond, VA 23219
701 13th Street, NW
Suite 950
Washington, DC 20005-3903
701 13th Street, NW
Suite 950
Washington, DC 20005-3903
TH

1320 19 Street, NW
Washington, DC 20036

804-782-4800

804-782-4817

www.unos.org

202-393-6700

202-783-6041

naphs@naphs.org
www.naphs.org/

202-393-6700

202-783-6041

naphs@naphs.org
www.naphs.org/

202-543-0348
X 105

bf@capitolassociates.com
www.narhc.org/index.php

Rural Health Clinics

Workforce

National Rural Health
Association

Forrest Calico

American Association of Ivy Baer
Medical Colleges (AAMC

Centers for Medicare & Medicaid Services

Chairperson,
National Quality
Effort

1600 Prince Street, NW
Suite 100
Alexandria, VA 22314

703-519-7910

Director and
Regulatory
Counsel

2450 N Street, NW
Washington, DC 20037-1126

202-828-0499
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calico@NRHArural.org
www.nrharural.org/
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ibaer@aamc.org
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Provider /
Professional
Association

Organization

Workforce

National Association for
Healthcare Quality (NAH
National Association for
Healthcare Quality (NAH

Workforce
Workforce
Workforce

Workforce
Workforce
Anesthesiologist
Workforce
Anesthesiologist
Workforce
Anesthesiologist
Workforce
Nurses

Name

Diane K. Simmons,
MPA, CAE
Anna Marie Butrie,
MSN, MPH, PHQ,
FNAHQ
National Association for Heidi Benson, MS,
Healthcare Quality (NAH RN, CPHQ,
FNAHQ
Association for Professio Denise Graham
Infection Control and
Epidemiology (APICE)

Title

Address

Work
Number

FAX
Number

E-Mail
Website

Executive
Director
President

4700 W. Lake Avenue
Glenview, IL 60025
4700 W. Lake Avenue
Glenview, IL 60025

847-375-4720
800-966-9392
847-375-4720
800-966-9392

877-218-7939

www.nahq.org

877-218-793

www.nahq.org

President-Elect

4700 W. Lake Avenue
Glenview, IL 60025

847-375-4720
800-966-9392

877-218-7939

www.nahq.org

Senior Director
of Public Policy

1275 K Street, NW
Suite 1000
Washington, DC 20005-4006

202-789-1890

202-789-1899

dgraham@apic.org

1800 Massachusetts Avenue, NW
Washington, DC 20036

202-898-3200
800-424-8592

1101 Vermont Avenue, NW
Suite 606
Washington, DC 20005

202-289-2222

Assistant
Executive
Director

1101 Vermont Avenue, NW
Suite 606
Washington, DC 20005

202-289-2222

Assistant
Director

1101 Vermont Avenue, NW
Suite 606
Washington, DC 20005

202-289-2222

412 1st Street, SE
Washington, DC 20003

202-484-8400

Service Employees Inte Andrew Stern
Union (SEIU)

President

American Society of
Ronald A. Bruns
Anesthesiologists (ASA)

Executive
Director

American Society of
Denise M. Jones
Anesthesiologists (ASA)
American Society of
Karin Bierstein
Anesthesiologists (ASA)
American Association of Terry C. Wicks
Anesthetists (AANA)

President

www.apic.org
http://www.seiu.org/
202-371-0384

rbruns@asahq.org
www.asahq.org/

202-371-0384

djones@asahq.org
www.asahq.org/

202-371-0384

kbierstein@asahq.org
www.asahq.org/

202-484-8408

terrywickscrna@charter.net
www.aana.com

Workforce
Nurses

American Association of Frank Purcell
Anesthetists (AANA)

Senior Director
Fed. Gov’t
Affairs

412 1st Street, SE
Washington, DC 20003
8515 Georgia Avenue
Suite 400
Silver Spring, MD 20910
8515 Georgia Avenue
Suite 400
Silver Spring, MD 20910
8403 Colesville Road
Suite 1550
Silver Spring, MD 20910-6374

Workforce
Nurses

American Nurses Assoc Rita Gallagher
Inc. (ANA)

Senior Policy
Fellow

Workforce
Nurses

American Nurses Assoc Linda J. Stierle,
Inc. (ANA)
MSN, RN, CNAA,
BC
Visiting Nurse Associatio Bob Wardwell
America

Chief Executive
Officer

Workforce
Nurses

VP for
Regulatory and
Public Affairs

202-484-8400

202-484-8408

fpurcell@aanadc.com
www.aana.com

301-628-5000
800-274-4262

301-628-5001

rgallager@ana.org

301-628-5000
800-274-4262

301-628-5001

www.ana.org
lstierle@ana.org

202-737-3707
X 115

240-485-1818

www.nursingworld.org
bwardwell@vnaa.org
vnaa@vnaa.org
www.vnaa.org/vnaa/gen/html~home.as
px

Centers for Medicare & Medicaid Services
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Provider /
Professional
Association

Organization

Name

Workforce
Nurses

Visiting Nurse Associatio Kathy Thompson
America

Workforce
Pharmacists

American Society of Con Thomas R. Clark,
Pharmacists
RPh, MHS

Title

Address

Work
Number

Director of
Legislative
Affairs
Director of Policy
and Advocacy

8403 Colesville Road
Suite 1550
Silver Spring, MD 20910-6374
1321 Duke Street
Alexandria, VA 22314-3563

240-485-1856
703-739-1300
800-355-2727

FAX
Number
240-485-1818
703-739-1321
800-220-1320

E-Mail
Website
kthompson@vnaa.org
www.ascp.com/index.cfm
GovAff@ascp.com

Workforce
Pharmacists

American Society of Con John Feather
Pharmacists

Executive
Director & CEO

1321 Duke Street
Alexandria, VA 22314

703-739-1300
800-355-2727

703-739-1321
800-220-1320

www.ascp.com/index.cfm
GovAff@ascp.com

Workforce
Pharmacists
Workforce
Surgeons

American Society of Con Phylliss M. Moret
Pharmacists
American College of Su Christian Shalgian
(ACS)

Associate
Executive
Director & COO

1321 Duke Street
Alexandria, VA 22314

703-739-1300
800-355-2727

Legislative
Affairs

1640 Wisconsin Avenue, NW
Washington DC 20007

703-739-1321
800-220-1320

www.ascp.com/index.cfm
GovAff@ascp.com

202-337-2701

202-337-4271

cshalgian@facs.org
http://www.facs.org/index.html

Workforce
Surgeons

American College of Su Cynthia Brown
(ACS)

Centers for Medicare & Medicaid Services

Director

1640 Wisconsin Avenue, NW
Washington DC 20007
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or
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APPENDIX 13
ESSENTIAL SUPPORT FUNCTIONS (ESF)
Roles and Responsibilities

To satisfy state requests for assistance, the Federal Emergency management Agency (FEMA) coordinates the delivery of federal
assets through Emergency Support Functions (ESF). Each ESF has a lead federal agency and several support agencies. The ESF
structure meets specific needs as depicted below:
ESF #

Function

1

Transportation

2

Communication

3

4

Primary Agency
• Department of Transportation

• Department of Homeland Security
◊ National Protection & Programs
◊ Cybersecurity & Communications
◊ National Communications System
◊ Federal Emergency Management
Agency
Public Works & Engineering • Department of Defense
◊ U.S. Army Corps of Engineers
• Department of Homeland Security
◊ Federal Emergency Management
Agency
Firefighting
• Department of Agriculture/Forest
Service

5

Emergency Management

• Department of Homeland Security
◊ Federal Emergency Management
Agency

6

Mass Care, Emergency
Assistance, Housing, &
Human Services

• Department of Homeland Security
◊ Federal Emergency Management
Agency

Centers for Medicare & Medicaid Services
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Scope
•
•
•
•
•
•
•
•

•
•
•
•

Aviation/airspace management &control
Transportation safety
Restoration/recovery of transportation infrastructure
Movement restrictions
Damage &impact assessment
Coordination with telecommunications & information technology industries
Restoration & repair of telecommunications infrastructure
Protection, restoration, & sustainment of national cyber & information technolog
resources
Oversight of communications within the Federal incident management & respon
structures
Infrastructure protection & emergency repair
Infrastructure restoration
Engineering services & construction management
Emergency contracting support for life-saving & life-sustaining services

•
•
•
•
•
•
•
•
•
•
•

Coordination of Federal firefighting activities
Support to wildland, rural, & urban firefighting operations
Coordination of incident management & response efforts
Issuance of mission assignments
Resource & human capital
Incident action planning
Financial management
Mass care
Emergency assistance
Disaster housing
Human services

•
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ESF #

Function

Primary Agency
• General Services Administration
• Department of Homeland Security
◊ Federal Emergency Management
Agency
• Department of Health & Human
Services
◊ Office of the Secretary of
Preparedness & Response

7

Logistics Management &
Resource Support

8

Public Health & Medical
Services

9

Search & Rescue

10

Oil & Hazardous Materials
Response

11

Agriculture & Natural
Resources

• Department of Homeland Security
◊ Federal Emergency Management
Agency
◊ U.S. Coast Guard
• Department of the Interior
◊ National Park Service
• Department of Defense
◊ U.S. Air Force
• Environmental Protection Agency
• Department of Homeland Security
◊ U.S. Coast Guard
• Department of Agriculture
• Department of the Interior

12

Energy

• Department of Energy

13

Public Safety & Security

• Department of Justice

14

Long-Term Community
Recovery

• Department of Agriculture
• Department of Homeland Security
• Department of Housing & Urban
Development
• Small Business Administration

Centers for Medicare & Medicaid Services
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Scope
• Comprehensive, national incident logistics planning, management, & sustainme
capability
• Resource support (facility space, office equipment & supplies, contracting servi
etc.)
•
•
•
•
•
•

Public health
Medical
Mental health services
Mass fatality management
Life-saving assistance
Search & rescue operations

• Oil & hazardous materials (chemical, biological, radiological, etc.) response
• Environmental short- & long-term cleanup
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Nutrition assistance
Animal & plant disease & pest response
Food safety & security
Natural & cultural resources & historic properties protection & restoration
Safety & well-being of household pets
Energy infrastructure assessment, repair, & restoration
Energy industry utilities coordination
Energy forecast
Facility & resource security
Security planning & technical resource assistance
Public safety & security support
Support to access, traffic, & crowd control
Social & economic community impact assessment
Long-term community recovery assistance to States, local governments, & the
sector
• Analysis & review of mitigation program implementation
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ESF #
15

Function
External Affairs

Centers for Medicare & Medicaid Services

Primary Agency
• Department of Homeland Security
◊ Federal Emergency Management
Agency

Page 186

Scope
•
•
•
•

Emergency public information & protective action guidance
Media & community relations
Congressional & international affairs
Tribal & insular affairs
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APPENDIX 14
EMERGENCY PREPAREDNESS CHECKLIST
RECOMMENDED TOOL FOR EFFECTIVE STATE AGENCY PLANNING
Not Sta

In Prog

Comple

Task Description
•

Emergency Planning Committee: Establish a state emergency planning committee that
represents all relevant stakeholders in the jurisdiction (e.g., Governor’s Office, Attorney Ge
Office, State Survey Agency, Emergency Management Agency, Medicaid Agency, Public
Agency, State Ombudsman Program, tribal entities, health care provider representatives,
agriculture, education, business, communication, community-based programs, faith-based
sectors, resident/family representatives, private citizens).

The Emergency Planning Committee is responsible for establishing strategic priorities and overs
the development and execution of the jurisdiction's operational emergency plan.
•
Ensure Access to Health Care Facilities by Employees/Staff: State agency should wo
state emergency management and law enforcement authorities to develop and test a proto
ensure essential health care staff are able to access their facilities in an emergency.

•

3
3
3
3
•

3
3
3

Develop & Maintain an Emergency Continuity of Operations Plan: Develop and main
state emergency Continuity of Operations Plan (COOP):
Utilize an “all hazards” approach, for all emergencies which could occur in the state juris
The plan is hazard-specific, as applicable in the state (e.g., fire, hurricane, flood, tornado,
windstorm, hail, earthquake, severe heat/cold, violent/terrorist incident, disease epidemic,
chemical/gas/radiation release, labor force strike, etc.
Update the COOP when significant changes are identified, or on an annual basis (at a min
State Survey Agencies must submit the completed COOP to the CMS Regional Office on
annual basis.
Accountability & Responsibility: Delineate accountability and responsibility, capabilities
resources for key stakeholders engaged in planning and executing specific components of
COOP.
Identify the authority responsible for declaring a public health emergency at the state and
levels, and for officially activating the response plan.
Detail the state agency and individual responsible, and a chain of command, for ensuring t
state plan is implemented and for ordering citizen and facility evacuations.
Assure that the plan includes timelines, deliverables, and performance measures.

•

Survey & Certification Essential Functions: The State Survey Agency must ensure the C
addresses essential survey and certification functions, including:
3
Provision of prompt responses to complaints regarding patients/residents who are in imme
jeopardy.
3
Provision of monitoring and enforcement of health care providers. Even during significant
disasters where reduced S&C activities may occur, key activities (such as complaint
investigations, provider communications, communication with CMS) will still need to occur
ensure the health and safety of patients and residents.
3
Conducting timely surveys or re-surveys in the aftermath of a disaster

•

Identify Responsible Authorities: Identify the legal authorities responsible for executing
COOP, especially those authorities responsible for medical surge, healthcare services, tria
evacuation, mutual aid, and long-term recovery.

•

State and Local Emergency Response Plan: Ensure that the COOP response is an inte
element of the overall state and local emergency response plan established under the Fed
Emergency Support Function (ESF) #8 – Public Health and Medical Services, and is com
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EMERGENCY PREPAREDNESS CHECKLIST
RECOMMENDED TOOL FOR EFFECTIVE STATE AGENCY PLANNING
Not Sta

In Prog

Comple

Task Description
with the National Incident Management System.

•

Scalable Emergency Plan: Ensure that the state’s emergency plan is scalable (can expa
contract) to the magnitude and severity of the emergency and available resources. Revise
necessary.

•

Requesting State & Federal Resources: Clarify to all stakeholders the process for requ
coordinating, and approving requests for resources to state and federal agencies.

•

Create Incident Command System: Create an Incident Command System for the emerg
plan, based on the National Incident Management System (NIMS), and exercise this syste
with other operational elements of the plan.

•

Alert Local Emergency Management Agencies: Alert local emergency management age
fire departments, and utility companies of the location and needs of health care facilities.
the following information, as appropriate:
3 The facility’s name, contact, phone number, address
3 Number of residents, types of resident needs
3 Information on building particulars
3 Any obstacles that may be faced when evacuating residents
3 Any obstacles that facility staff are having accessing their facility

•

Restore Power to Healthcare Facilities: Ensure the plan specifies that priority is given to
power to nursing homes, hospitals, and other health care facilities that house vulnerable p
who are dependent on power-operated equipment.

•

Jurisdictional Boundaries: Integrate state, local, tribal, territorial, and regional operational
across jurisdictional boundaries in the plan. Ensure the jurisdiction exercises the plan to
implement various levels of movement restrictions within, to, and from the jurisdiction.

•

Written Agreements: Formalize agreements in writing with neighboring jurisdictions and ad
communication, mutual aid, and other cross-jurisdictional needs. Document the commitm
participating personnel and organizations in the operational plan through written agreemen

•

Establish Community-Based Task Forces: Assist in establishing and promoting commun
based task forces that support healthcare institutions on a local or regional basis.

•

Community Demographic Profile: Develop a demographic profile of the community (inclu
vulnerable populations and alternative language needs). Ensure that the needs of these
populations are fully addressed in the operation plan.

•

Include All Healthcare Components: Ensure all components of the healthcare delivery ne
(e.g., emergency care, hospitals, nursing homes, assisted living facilities, home health age
personal care agencies, end stage renal disease, rural health clinics, hospices, etc.) are in
in the state COOP and that the needs of vulnerable, at-risk, and hard-to-reach persons are
addressed.

•

Mental Health & Psychosocial Support: Ensure the plan includes mental health and psyc
support services for the community, including patients and their families, and those employ
who participate in or provide support for the response to an emergency.

•

Communication with Key State Stakeholders: Develop and maintain up-to-date commun
contacts of key state stakeholders and exercise the plan to provide regular updates as the
unfolds.

•

Redundant Communication Methods: Ensure that key staff in each state agency have va
communication methods (office/home/cell phone numbers, e-mail, BlackBerry, etc.) for oth
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EMERGENCY PREPAREDNESS CHECKLIST
RECOMMENDED TOOL FOR EFFECTIVE STATE AGENCY PLANNING
Not Sta

In Prog

Comple

Task Description
3
3

agency contacts and all facilities. The point people in each agency have, at both work and
hard copies of:
Contact information for all facilities for which they are responsible
Emergency phone numbers for others they will need to contact in case of emergency

• Effective Communication & Coordination with CMS: Establish a Survey & Certification (
emergency point of contact (and back-up) who is available 24 hours per day, 7 days per week to
Regional Office when the State declares a widespread disaster. The contact must be available t
3
Coordinate State S&C activities with CMS
3
Address questions and concerns regarding S&C essential functions
3
Provide status reports
3
Ensure effective communication of federal S&C policy to local constituencies
•

3
3
3

Test Communication Infrastructure: Test the communication operational plan that addr
of targeted public, private sector, governmental, public health, medical, and emergency re
audiences.
Identify priority channels of communication
Delineate the network of communication personnel, including lead spokespersons and per
trained in emergency risk communication
Determine the links to other communication networks

•

Assess Communication Readiness Routinely: Assess readiness to meet communicati
preparation for an emergency, including regular review, exercise, and update of communic

•

Communication Activities with Partners: Develop and plan coordinated emergency co
activities with private industry, education, and non-profit partners (e.g., local Red Cross an
Army chapters, etc.).

•

Identify Communication Spokesperson: Identify and train lead subject-specific spokes

•

General Public Communication: Inform the general public in advance about issues
such as:
Pertinent locations (e.g., mass care and shelters for vulnerable populations, vaccination si
etc.).
What containment or quarantine procedures that may be used, if necessary, in the commu

3
3
•

Communication with Vulnerable & At-Risk Populations: Address the needs of vulnerabl
reach populations in the operational plan. Vulnerable populations include:

3
3
3
3
3
3
3
•

Children
Elderly
Persons with disabilities (visually impaired, hearing impaired, physical, or mental health iss
Homebound persons or persons receiving home health or hospice services
Persons with limited English proficiency
Persons with limited or no mobility, etc.
Transient/homeless persons

Communication Resources: Implement and maintain, as appropriate, state and local reso
hotlines and websites, to respond to local questions from the public and professional groups

•

Public Health Messages: Provide public health communications staff with training on risk
communications for use during an emergency. Assure the development of public health
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RECOMMENDED TOOL FOR EFFECTIVE STATE AGENCY PLANNING
Not Sta

In Prog

Comple

Task Description
messages has included the expertise of behavioral health experts.

•

Regular Updates to Healthcare Providers: Develop and test the communication plan
by providing regular updates to healthcare providers by designated state and local
authorities, as the crisis unfolds.
3 Ensure advance warnings are issued to affected healthcare providers when an increased
risk develops (such as flooding or change in direction or intensity of wind carrying
dangerous elements, or fanning a fire).

•

3
3
3
3
3
3
3
3
•

3
3
3
3
3
3
3
•

3
3
3
3

Provide Shelter-in-Place Guidelines to Healthcare Facilities: Develop guidelines
for healthcare facility to include in their emergency plans for sheltering-in-place,
including the following details:
The necessary measures to secure the building against damage
The back-up power is specified, including generators and accounts for maintaining a
supply of fuel
Protection of resources is specified (e.g., back-up generators are located above ground
floor if facility is in a flood zone)
The amounts and types of food available and in supply
Potable water available (recommended amounts vary based on patient population,
location, etc.)
Extra pharmacy stocks of common medication is specified
Hosting procedures, and ensuring 24-hour operations is specified
Contract with vendor(s) for transportation is specified
Develop State Evacuation Plan: Ensure the state plan includes the following details in th
evacuation:
How the designated state and local authorities are fully informed regarding the impending
hazard
How the impending hazard will be monitored and how communication will be executed if
the need to evacuate is determined
The ability to provide the location of available beds near to but outside of likely disaster
areas (including closed but intact facilities)
How care, resources, medical treatment and security of personal possessions will be
provided for those who are evacuated
How an evacuation order will be communicated to healthcare facility managers, staff and
residents;
How receiving facilities and communities can prepare to assist evacuees coming into
their area (food, water, medicine, transportation logistics, etc.)
Plans to develop a Website for posting information for emergency responders and the
public
Establish Provider Status Tracking & Reporting Systems: Establish an IT system cap
the current status of health care providers affected by the disaster, and upon request prod
electronic report. The report must capture the following data:
Provider’s name
Provider’s Identification Number
CLIA number, if applicable
Provider type
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EMERGENCY PREPAREDNESS CHECKLIST
RECOMMENDED TOOL FOR EFFECTIVE STATE AGENCY PLANNING
Not Sta

In Prog

Comple

Task Description
3
3
3
3
3
3
3
3
3
3
3
3
•

3
3
3
•

3
3
3
3
3
3
3

Address (Street, City, ZIP Code, County)
Current emergency contact name
Telephone number and alternate (e.g., cell phone)
Provider status (evacuated, closed, damaged)
Provider census
Available beds
Emergency department contact information (name, telephone number, FAX number) if
different than provider contact information
Emergency department status (if applicable)
Loss of power and/or provider unable to be reached
Estimated date operational
Source of information
Date of information

Establish a State or Regional Clearinghouse to Track Evacuees: Track individual
evacuees by establishing a state or regional clearinghouse to receive reports of facility
evacuations and names and destinations of evacuated residents.
Identify the name and contact information of the person(s) who will maintain the
clearinghouse(s) prior to the emergencies.
Publicize the information on SA, provider association, ombudsman or other public
websites and e-mail networks.
Urge citizens to provide information on evacuees to the clearinghouse.
Provide Healthcare Facility Evacuation Guidelines: Develop guidelines for
healthcare facility plans to include when evacuation is necessary, including the
following details:
Contingency evacuation plans, policies, roles, responsibilities and procedures
Agreement with multiple host facilities, to relocate to a similar facility, and at least 1
facility is a minimum of 50 miles away from the site
Adequate supply and logistical support is specified for transporting food and water
Specifies logistics for moving and protecting medications under the control of a registered
nurse
Specifies the protection and logistics of transporting patient/resident medical records
Specifies procedures to ensure staff accompany evacuating residents
Evacuation routes and secondary routes are identified; maps are available and expected
travel time is specified

•

Determine Healthcare Facility Status: Develop plans to ensure that the State Survey
Agency and Ombudsman Program staff contact the healthcare facility and local
ombudsman representatives to determine the status of the facilities in affected areas as
soon as possible.
3
Facilities which cannot be contacted by phone are visited first.
Exception: regulatory and ombudsman representatives are in areas under mandatory evacuation

•

3

Maintain Public Order: Identify the state and local law enforcement personnel who will m
order and help implement control measures.
Determine in advance what will constitute a “law enforcement” emergency and educate law
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EMERGENCY PREPAREDNESS CHECKLIST
RECOMMENDED TOOL FOR EFFECTIVE STATE AGENCY PLANNING
Not Sta

In Prog

Comple

Task Description
officials so that they can pre-plan for their families and sustain themselves during the eme

•

3
3
3
3
3

Test Plan for Healthcare Sector: Test the operational plan for the healthcare sector (as
overall plan) that addresses safe and effective:
healthcare of persons during an emergency
legal issues that can affect staffing and patient care
continuity of services for other patients
protection of the healthcare workforce
medical supply contingency plans

•

Test Medical Surge Capacity: Test the operational plan for surge capacity of healthcare
workforce, and supplies to meet the needs of the jurisdiction during an emergency.

•

Healthcare Workforce Roster: Maintain a current roster of all active and formerly active
personnel available for emergency healthcare services.

•

Volunteer Health Care Personnel Database: Establish a database of health care person
volunteer to assist in an emergency.
HHS Health Resources Services Agency (HRSA) assists in developing a state-based Eme
for Advanced Registration of Volunteer Health Professionals (ESAR-VHP) database.
ESAR-VHP system provides for registration of health volunteers, designation of resource t
emergency verification of identity, credentials, and qualifications of volunteers, to meet sta
during an emergency.

3
3
•

Health Alert Network: Ensure the Health Alert Network in the jurisdiction reaches at least 8
practicing, licensed, frontline healthcare personnel and links via the communication network to o

• Emergency Preparedness Education: Craft messages to help educate:
3
Healthcare providers about applicable health care issues (e.g., infection control and clinica

3
•

etc.)
General public about personal preparedness methods.

Test Operational Plan: Test the operational plan that addresses the procurement, storage
distribution, and monitoring actions necessary to assure access to treatments during an eme

•

Mortuary Services: Test the plan provisions for mortuary services during an
emergency.

•

Contingency Plan for Jurisdiction: Ensure the jurisdiction has a contingency plan if
unlicensed antiviral drugs administered under Investigational New Drug or Emergency
Use Authorization provisions are needed.

•

Conduct State COOP Exercises: Conduct a program of State COOP exercises at least
designated staff to ensure:
State, Regional, Tribal and Federal responsiveness, coordination, effectiveness, and mutu
Effective methods that will be used to support, service, and monitor those affected healthc
residential facilities, homes, community-based facilities, and other settings

3
3
•

3

Contingency Plan for Infrastructure: Infrastructure Develop a contingency plan for critic
all state and local agencies to include multiple strategies, in case the original plan fails dur
emergency, including:
Communication (back-up phone systems, cell phones, satellite phones, additional radio lic
portable radios, ham radios, e-mail, etc.) Ensure the provision of redundant communicatio
systems/channels that allow for the expedited transmission and receipt of information.
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EMERGENCY PREPAREDNESS CHECKLIST
RECOMMENDED TOOL FOR EFFECTIVE STATE AGENCY PLANNING
Not Sta

In Prog

Comple

Task Description
3
3
3

Transportation
Information Technology (IT)
Workforce

•

Contingency Plan for Key State Healthcare Personnel: Develop a continuity of
operations plan for essential health department services, including contingency planning
for increasing the public health workforce in response to absenteeism among state health
department and survey staff, and other key stakeholder groups that have key
responsibilities under a community's response plan.

•

Responder Workforce Resilience Programs: Develop workforce resilience
programs and ensure readiness to deploy to maximize responders' performance and
personal resilience during a public health emergency.

•

Collaborate with Federal Emergency Agencies: Collaborate with Federal emergency
agencies to prepare for onsite assistance.
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APPENDIX 15
EMERGENCY PREPAREDNESS CHECKLIST
RECOMMENDED TOOL FOR EFFECTIVE HEALTH CARE FACILITY PLANNING
Not Sta

In Prog

Comple

Tasks

•
3
3
3
3
3
3

•

•
•
3
3
3
3
3
3

•

•

•

Develop Emergency Plan: Gather all available relevant information when developing
the emergency plan. This information includes, but is not limited to:
Copies of any state and local emergency planning regulations or requirements
Facility personnel names and contact information
Contact information of local and state emergency managers
A facility organization chart
Building construction and Life Safety systems information
Specific information about the characteristics and needs of the individuals for whom care
is provided
All Hazards Continuity of Operations (COOP) Plan: Develop a continuity of
operations business plan using an all-hazards approach (e.g., hurricanes, floods,
tornadoes, fire, bioterrorism, pandemic, etc.) that could potentially affect the facility
directly and indirectly within the particular area of location. Indirect hazards could affect
the community but not the facility and as a result interrupt necessary utilities, supplies or
staffing. Determine all essential functions and critical personnel.
Collaborate with Local Emergency Management Agency: Collaborate with local
emergency management agencies to ensure the development of an effective emergency
plan.
Analyze Each Hazard: Analyze the specific vulnerabilities of the facility and determine
the following actions for each identified hazard:
Specific actions to be taken for the hazard
Identified key staff responsible for executing plan
Staffing requirements and defined staff responsibilities
Identification and maintenance of sufficient supplies and equipment to sustain operations a
and services for 7-10 days
Communication procedures to receive emergency warning/alerts, and for communication w
families, individuals receiving care, before, during and after the emergency
Designate critical staff, providing for other staff and volunteer coverage and meeting staff n
transportation and sheltering critical staff members’ family
Collaborate with Suppliers/Providers: Collaborate with suppliers and/or providers
who have been identified as part of a community emergency plan or agreement with
the health care facility, to receive and care for individuals. A surge capability
assessment should be included in the development of the emergency plan. Similarly,
evidence of a surge capacity assessment should be included if the supplier or provider,
as part of its emergency planning, anticipates the need to make housing and
sustenance provisions for the staff and or the family of staff.
Decision Criteria for Executing Plan: Include factors to consider when deciding to
evacuate or shelter in place. Determine who at the facility level will be in authority to
make the decision to execute the plan to evacuate or shelter in place (even if no
outside evacuation order is given) and what will be the chain of command.
Communication Infrastructure Contingency: Establish contingencies for the facility
communication infrastructure in the event of telephone failures (e.g., walkie-talkies,
ham radios, text messaging systems, etc.).
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EMERGENCY PREPAREDNESS CHECKLIST
RECOMMENDED TOOL FOR EFFECTIVE HEALTH CARE FACILITY PLANNING
Not Sta

In Prog

Comple

Tasks

•

3
3
3
3

3
3
3
3

•
3
3

3
3
3
3
3
3
3
3
3
3
3
3
3
3
3

Develop Shelter-in-Place Plan: Due to the risks in transporting vulnerable patients
and residents, evacuation should only be undertaken if sheltering-in-place results in
greater risk. Develop an effective plan for sheltering-in-place, by ensuring provisions
for the following are specified: *
Procedures to assess whether the facility is strong enough to withstand strong winds,
flooding, etc.
Measures to secure the building against damage (plywood for windows, sandbags and
plastic for flooding, safest areas of the facility identified.
Procedures for collaborating with local emergency management agency, fire, police
and EMS agencies regarding the decision to shelter-in-place.
Sufficient resources are in supply for sheltering-in-place for at least 7 days, including:
 Ensuring emergency power, including back-up generators and accounts for maintaining

An adequate supply of potable water (recommended amounts vary by population

A description of the amounts and types of food in supply

Maintaining extra pharmacy stocks of common medications

Maintaining extra medical supplies and equipment (e.g., oxygen, linens, vital equip
Identifying and assigning staff who are responsible for each task
Description of hosting procedures, with details ensuring 24-hour operations for
minimum of 7 days
Contract established with multiple vendors for supplies and transportation
Develop a plan for addressing emergency financial needs and providing security
Develop Evacuation Plan: Develop an effective plan for evacuation, by ensuring provi
following are specified: *
Identification of person responsible for implementing the facility evacuation plan (even if no
evacuation order is given)
Multiple pre-determined evacuation locations (contract or agreement) with a “like” facility h
established, with suitable space, utilities, security and sanitary facilities for individuals rece
and others using the location, with at least one facility being 50 miles away. A back-up ma
if the first one is unable to accept evacuees.
Evacuation routes and alternative routes have been identified, and the proper authorities h
notified Maps are available and specified travel time has been established
Adequate food supply and logistical support for transporting food is described.
The amounts of water to be transported and logistical support is described.
The logistics to transport medications is described, including ensuring their protection und
a registered nurse.
Procedures for protecting and transporting resident/patient medical records.
The list of items to accompany residents/patients is described.
Identify how persons receiving care, their families, staff and others will be notified of the ev
communication methods that will be used during and after the evacuation
Identify staff responsibilities and how individuals will be cared for during evacuation, and th
if there isn’t sufficient staff.
Procedures are described to ensure residents/patients dependent on wheelchairs and/or o
devices are transported so their equipment will be protected and their personal needs met
(e.g., incontinent supplies for long periods, transfer boards and other assistive devices).
A description of how other critical supplies and equipment will be transported is included.
Determine a method to account for all individuals during and after the evacuation
Procedures are described to ensure staff accompany evacuating residents.
Procedures are described if a patient/resident becomes ill or dies in route.
Mental health and grief counselors are available at reception points to talk with and couns
It is described whether staff family can shelter at the facility and evacuate.
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EMERGENCY PREPAREDNESS CHECKLIST
RECOMMENDED TOOL FOR EFFECTIVE HEALTH CARE FACILITY PLANNING
Not Sta

In Prog

Comple

Tasks

•

Transportation & Other Vendors: Establish transportation arrangements that are adequ
of individuals being served. Obtain assurances from transportation vendors and other
suppliers/contractors identified in the facility emergency plan that they have the ability to fu
commitments in case of disaster affecting an entire area (e.g., their staff, vehicles and othe
equipment are not “overbooked,” and vehicles/equipment are kept in good operating cond
ample fuel.). Ensure the right type of transportation has been obtained (e.g., ambulances
helicopters, etc). *

•

Train Transportation Vendors/Volunteers: Ensure that the vendors or volunteers who w
transport residents and those who receive them at shelters and other facilities are trained
the chronic, cognitively impaired and frail population and are knowledgeable on the metho
minimize transfer trauma. *
Facility Reentry Plan: Describe who will authorizes reentry to the facility after an evacua
procedures for inspecting the facility, and how it will be determined when it is safe to return
after an evacuation. The plan should also describe the appropriate considerations for retu
the facility. *
Residents & Family Members: Determine how residents and their families/guardians wi
the evacuation, helped to pack, have their possessions protected and be kept informed du
following the emergency, including information on where they will be/go, for how long and
contact each other.
Resident Identification: Determine how residents will be identified in an evacuation; and
following identifying information will be transferred with each resident:
Name
Social security number
Photograph
Medicaid or other health insurer number
Date of birth, diagnosis
Current drug/prescription and diet regimens
Name and contact information for next of kin/responsible person/Power of Attorney)
Determine how this information will be secured (e.g., laminated documents, water proof po
resident’s neck, water proof wrist tag, etc.) and how medical records and medications will
so they can be matched with the resident to whom they belong.

•

•

•
3
3
3
3
3
3
3

•
•

•
3
3

•
•

Trained Facility Staff Members: Ensure that each facility staff member on each shift is t
knowledgeable and follow all details of the plan. Training also needs to address psycholo
emotional aspects on caregivers, families, residents, and the community at large. Hold pe
and appropriate drills and other demonstrations with sufficient frequency to ensure new m
trained.
Informed Residents & Patients: Ensure residents, patients and family members
are aware of and knowledgeable about the facility plan, including:
Families know how and when they will be notified about evacuation plans, how they can b
emergency (example, should they come to the facility to assist?) and how/where they can
their loved ones.
Out-of-town family members are given a number they can call for information. Residents w
participate in their own evacuation are aware of their roles and responsibilities in the event
Needed Provisions: Check if provisions need to be delivered to the facility/residents -power, flashlights, food, water, ice, oxygen, medications -- and if urgent action is needed
to obtain the necessary resources and assistance.
Location of Evacuated Residents: Determine the location of evacuated residents,
document and report this information to the clearing house established by the state
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EMERGENCY PREPAREDNESS CHECKLIST
RECOMMENDED TOOL FOR EFFECTIVE HEALTH CARE FACILITY PLANNING
Not Sta

In Prog

Comple

Tasks
•

3
3
3
3
3
3
3
3
3
3
3

•
3
3
3
3
3
3

•

•
3
3

•

or partnering agency.
Helping Residents in the Relocation: Suggested principles of care for the relocated re
Encourage the resident to talk about expectations, anger, and/or disappointment
Work to develop a level of trust
Present an optimistic, favorable attitude about the relocation
Anticipate that anxiety will occur
Do not argue with the resident
Do not give orders
Do not take the resident’s behavior personally
Use praise liberally
Include the resident in assessing problems
Encourage staff to introduce themselves to residents
Encourage family participation

Review Emergency Plan: Complete an internal review of the emergency plan on an ann
ensure the plan reflects the most accurate and up-to-date information. Updates may be w
the following conditions:
Regulatory change
New hazards are identified or existing hazards change
After tests, drills, or exercises when problems have been identified
After actual disasters/emergency responses
Infrastructure changes
Funding or budget-level changes
Communication with the Long-Term Care Ombudsman Program: Prior to any
disaster, discuss the facility’s emergency plan with a representative of the
ombudsman program serving the area where the facility is located and provide a
copy of the plan to the ombudsman program. When responding to an emergency,
notify the local ombudsman program of how, when and where residents will be
sheltered so the program can assign representatives to visit them and provide
assistance to them and their families.
Conduct Exercises & Drills: Conduct exercises that are designed to test individual
essential elements, interrelated elements, or the entire plan:
Exercises or drills must be conducted at least semi-annually
Corrective actions should be taken on any deficiency identified
Loss of Resident’s Personal Effects: Establish a process for the emergency
management agency representative (FEMA or other agency) to visit the facility to which
residents have been evacuated, so residents can report loss of personal effects. *
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APPENDIX 16
EMERGENCY PREPAREDNESS CHECKLIST
RECOMMENDED TOOL FOR PERSONS IN LONG-TERM CARE FACILITIES &
THEIR FAMILY MEMBERS, FRIENDS, PERSONAL CAREGIVERS, GUARDIANS &
LONG-TERM CARE OMBUDSMEN
Part I:
Target Date

For Long-Term Care Residents, Their Family Members,
Friends, Personal Caregivers, & Guardians
Date
Completed

•

•

Emergency Plan: Prior to any emergency, ask about and become familiar with the facil
emergency plan, including:

3
3

Location of emergency exits

3

Plans for evacuation, including:
 How residents/visitors requiring assistance will be evacuated, if necessary
 How the facility will ensure each resident can be identified during evacuation (e
attach identification information to each resident prior to evacuation)
 Facility’s evacuation strategy
 Where they will go
 How their medical charts will be transferred
 How families will be notified of evacuation

3

Will families be able to bring their loved one home rather than evacuating, which is
less traumatic than a move to a new facility?

3

How family members can keep the facility apprised of their location and contact
information (e.g., address, phone number, e-mail address), so the facility will be ab
contact them, and family members will be able to check with the facility to meet the
one following an emergency

3

How residents and the medicines and supplies they require will be prepared for the
emergency, have their possessions protected and be kept informed during and follo
the emergency

3

How residents (if able) and family members can be helpful (for example, should fam
members come to the facility to assist?)

3

How residents, who are able, may be involved during the emergency, including the
and responsibilities. Note: It is important for staff to know each resident personally
whether involving him/her in the emergency plan will increase a sense of security o
anxiety.. For example, residents may have prior work or personal experience that c
of value (health care, emergency services, military, amateur ham radio operators, e
Provide the opportunity for residents to discuss any fears and what actions may he
relieve their anxiety (e.g., a flashlight on the bed, water beside the bed, etc.).

How alarm system works and modifications for individuals who are hearing and/or v
impaired

Helping Residents in a Relocation: Suggested principles of care for relocated residen
include:
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3
3
3
3
3
3
3
3
3
3
3
3
Part II:
Targeted Date

Encourage the resident to talk about expectations, anger, and/or disappointment
Work to develop a level of trust
Present an optimistic, favorable attitude about the relocation
Anticipate that anxiety will occur
Do not argue with the resident
Do not give orders
Do not take the resident’s behavior personally
Use praise liberally
Be courteous and kind
Include the resident in assessing problems
Encourage family participation
Ensure staff in the receiving facility introduce themselves to residents

For Long-Term Care Ombudsmen
Date
Completed

•

State Ombudsman Responsibilities:

3 Become generally familiar with state emergency plans pertinent to long-term care facilit

3

3
3

3
•

including the state or federal agency that may be established to serve as a clearinghous
facility evacuations: know the name, telephone number and e-mail of the person to who
term care facility evacuations and evacuees’ names should be reported. If no clearingh
has been established, advocate for one.
At least annually, ensure that all regional ombudsman coordinators and local ombudsm
and/or representatives read, are familiar with and have the opportunity to discuss resou
such as the two recommended CMS emergency preparedness checklists pertaining to
term care facilities: the CMS Emergency Preparedness Checklist – Recommended Too
Effective Health Care Facility Planning and this CMS Emergency Planning Checklist –
Recommended Tool for Persons Living In Long-Term Care Facilities, Their Family Mem
Friends, Personal Caregivers, Guardians, & Long-Term Care Ombudsmen.
Maintain at home and office hard copies of current regional ombudsman contact informa
including cell phones.
Prior to an anticipated disaster, if the state ombudsman program has regional coordinat
and/or other program representatives in the areas likely to be affected, call them to mak
they have assigned representatives to carry out the responsibilities listed in the section
pertaining to local ombudsman programs.
Immediately following a disaster, contact regional ombudsman coordinators/representat
the affected areas to provide support and resources, as needed and feasible.

Regional Ombudsman Coordinator & Representative Responsibilities (for states with
regional/local ombudsman programs and/or representatives)
 Prior to any emergency, ombudsmen:
3 Become generally familiar with the local emergency plans and the roles of local, cou
state agencies in a disaster, especially as pertaining to long-term care facilities.
3 Read and become familiar with emergency plans of facilities in the region for which
regional program has responsibility. If a state or regional clearing house for evacua
has been established, know the agency, phone number and e-mail where facility
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evacuations will be reported.

3 Maintain, at home and office, hard copies of current contact information for facilities
ombudsmen and appropriate agencies, especially the local emergency managemen
agency.
 Prior to an anticipated emergency and following an emergency:
3 The regional ombudsman program coordinator assigns a representative to check
facility covered by the program and reviews the responsibilities listed below with
representatives assigned to facilities.
3 Assigned representatives check on assigned facilities to assure that residents’ righ
protected prior to, during and after evacuation and provide information about cond
and any evacuation to the regional ombudsman coordinator; regional coordinator
provides information to the state ombudsman office. Exception: when the ombud
lives in an area under mandatory evacuation; however, if possible, the ombudsma
should contact the facility by telephone, even if the area is under evacuation order
(Some states may have other specific procedures in place which ombudsman
representatives would be required to follow.)
3 Ombudsman representatives visit residents as soon as possible after the disaster
whether they have been sheltered in the facility or transferred to another location.
have been transferred out of the region, state ombudsman and regional coordinato
coordinate visitation by ombudsman representatives in the receiving region.)
 Discuss and record their immediate status/needs. If the state and local ombuds
coordinator decide a form is needed, use appropriate form to record information
sample form is attached) and send a copy of the form to whomever they specify
 Take urgent action to help obtain the resources and assistance residents need t
safe and, if they have been evacuated, find their loved ones and relocate to an
area/facility or other setting of their preference. (Note: the ombudsman is not
responsible for providing resources but instead should be aware of available res
and work to ensure they are provided to residents.)
3 Track, if possible, the impact of the disaster on the residents
3 Determine whether the facility has reported the names and destination of any evac
residents to the clearinghouse (if state or region has established a clearinghouse)
prepared to handle transfer trauma and support facility staff in handling resident tr
As provided in Part I, above, suggested principles of care for the relocated residen
include:
 Encourage the resident to talk about expectations, anger, and/or disappointmen
 Work to develop a level of trust
 Present an optimistic, favorable attitude about the relocation
 Anticipate that anxiety will occur
 Do not argue with the resident
 Do not give orders
 Do not take the resident’s behavior personally
 Use praise liberally
 Be courteous and kind
 Include the resident in assessing problems
 Encourage staff in the receiving facility to introduce themselves to residents
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 Encourage family participation

3 Counsel residents about their rights to:
 Be informed regarding the status of the relocation
 Be provided information on alternative living arrangements and the options avai
 Be assessed for eligibility for funding and supports to safely return to live in their
or community
 Visit other facilities to help them better decide where to live
 Seek representation by an ombudsman or other representative/advocate availab
the area
 Expect to receive adequate care and treatment services during the relocation
 Meet with the facility staff to express any concerns
 Seek a review of any relocation changes with which they disagree
 Expect that their rights, while a resident of any facility, will not be violated
(Note: Adapted from WI Ombudsman Program brochure for residents of facilities scheduled for
closure)
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OMBUDSMAN LONG-TERM CARE FACILITY
RESIDENT EVACUATION ASSESSMENT CHECKLIST
Ombudsman Name:

Resident Evacuee Information (see reverse)

Region:

Previous Facility:
City:

Additional ombudsman follow-up is necessary
Assessment Date

Yes

County:

Current Facility:

No

City:

N/A

County:

• Does the facility have power? If not, do the residents have a source of light (e.g., lamps o
a generator or handheld flashlights)?
Comment:

• Did the facility suffer any significant structural damage? Is so please indicate.
Comment:
• Are high traffic areas, such as hallways, common areas, and doorways, clear of debris so
residents may move freely throughout the facility?
Comment:
• Did the facility receive evacuees from other facilities? If so, how long are the displaced
residents scheduled stay at the new facility?
Comment:
• Have residents and their representatives been consulted regarding their wishes for return
transfer to a different facility?
Comment:
• Have plans been made to return or transfer residents elsewhere, according to the wishes
the displaced residents and their representatives?
Comment:
• According to displaced residents, do they have their personal belongings (e.g., clothing,
toiletries, mementos, etc.)?
Comment:
• According to the displaced residents, is the facility geographically accessible to their family
and friends? If not, what arrangements can be made to accommodate them?
Comment:
• Is there an adequate source of food, ice, and water available to meet basic needs? If not,
does the facility need these items to be delivered?
Comment:
• Are vital medications available and administered per residents’ medical condition? If the
medication is not available, are the residents’ conditions being monitored and documented
Comment:
• According to the residents, are there sufficient staff to provide adequate care and services
meet their needs?
Comment:
• Is there anything additional the Long-Term Care Ombudsman Program can do to assist in
other areas besides those outlined here?
Comment:

Ask facility for a list of evacuees and their originating or destined facilities.
Please forward this information to the district coordinator for additional follow-up.
Staff interviewed:

See reverse for additional information:
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Position:

Resident Evacuee Information
•
•
•

Any Resident(s) Concerns

Number of residents evacuated:
Number of residents transferred to this facility:
In the space provided below, please indicate the
names of residents who have been
transferred/evacuated
Residents Names

Residents Names

Evacuee or Transferred Residents Concerns

Additional Information
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OMBUDSMAN LONG-TERM CARE FACILITY
RESIDENT EVACUATION ASSESSMENT CHECKLIST
Ombudsman Name:

Resident Evacuee Information (see reverse)

Region:

Previous Facility:

Additional ombudsman follow-up is necessary
Assessment Date

Yes

City:

County:

Current Facility:

No

City:

N/A

County:

•

Does the facility have power? If not, do the residents have a source of light (e.g., lam
generator or handheld flashlights)?
Comment:

•
Did the facility suffer any significant structural damage? Is so please indicate.
Comment:
•
Are high traffic areas, such as hallways, common areas, and doorways, clear of debr
may move freely throughout the facility?
Comment:
•
Did the facility receive evacuees from other facilities? If so, how long are the displac
scheduled stay at the new facility?
Comment:
•
Have residents and their representatives been consulted regarding their wishes for re
transfer to a different facility?
Comment:
•
Have plans been made to return or transfer residents elsewhere, according to the wis
displaced residents and their representatives?
Comment:
•
According to displaced residents, do they have their personal belongings (e.g., clothi
mementos, etc.)?
Comment:
•
According to the displaced residents, is the facility geographically accessible to their
friends? If not, what arrangements can be made to accommodate them?
Comment:
•
Is there an adequate source of food, ice, and water available to meet basic needs? I
facility need these items to be delivered?
Comment:
•
Are vital medications available and administered per residents’ medical condition? If
medication is not available, are the residents’ conditions being monitored and documented?
Comment:
•
According to the residents, are there sufficient staff to provide adequate care and ser
their needs?
Comment:
•
Is there anything additional the Long-Term Care Ombudsman Program can do to ass
areas besides those outlined here?
Comment:

Ask facility for a list of evacuees and their originating or destined facilities.
Please forward this information to the district coordinator for additional follow-up.
Staff interviewed:

See reverse for additional information:
Position:

Note: This form has been adapted from the Florida Ombudsman Program

September 2007
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Resident Evacuee Information

Any Resident(s) Concerns

•
•
•

Number of residents evacuated:
Number of residents transferred to this facility:
In the space provided below, please indicate the nam
residents who have been transferred/evacuated

Residents Names

Residents Names

Evacuee or Transferred Residents Concerns

Additional Information

Note: This form has been adapted from the Florida Ombudsman Program
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APPENDIX 17
EMERGENCY PLANNING CHECKLIST
RECOMMENDED TOOL FOR PERSONS WITH MEDICAL NEEDS LIVING AT HOME, THEIR F
MEMBERS, GUARDIANS & CAREGIVERS
Target
Date

Date
Completed

•

Be Responsible and Be Prepared! By being prepared and staying informed, you can preve
reduce harm to yourself, your family members and loved ones, or persons for whom you adv
Note: If you are receiving dialysis treatment, please refer to the Centers for Medicare & Med
Services (CMS) guide, Preparing for Emergencies: A Guide for People on Dialysis, which ca
accessed at: www.Medicare.gov/Publications/Pubs/pdf/10150.pdf

•

Survival Supplies Kit: You need a survival supply kit that will provide for your needs -- for a
days and up to 10 days. Consider two kits: In one kit put everything you will need to stay wh
are and survive on your own for a period of time. The other kit should be a lightweight smalle
that you can take with you if evacuation from your place of residence is necessary. Be sure t
this kit with you. The kit should be stored in a sturdy, easy-to-use container, and include the
recommended items:
 Basic Supply Kit Items
3 Food (label and date, use compact lightweight food, that does not require refrigeration,
or preparation; store in plastic bags)
3 Water (1 gallon per person for each day; include enough for pets and sanitation, label
or purchase bottled water)
3 First aid kit (keep one kit in your home and one in your car) Medications and medical s
for at least 5 - 7 days (glasses or contact lens, eye wash, hearing aid batteries, etc., as
over-the-counter supplies, e.g., aspirin, fever/pain relievers, anti-diarrhea medication, e
[to induce vomiting], antacids, sterile gauze pads 2-3 inches, sterile roller bandages, ad
bandages, antiseptic spray, hydrogen peroxide, rubbing alcohol, petroleum jelly, latex
scissors, tweezers, safety pins, etc.).
3 Wear a medical emblem (bracelet or necklace noting diagnosis, such as “Diabetes,” “D
“Hemophilia,” etc.)
3 Manual can opener, utility knife
3 Cell phones, phone chargers
3 Emergency contact names and numbers
3 Identification (photocopies of identification, driver’s license, Social Security card, Medic
other health insurance information, credit cards)
3 Cash and coins
3 Sanitation-related items (soap and water, or alcohol-based hand sanitizer, basic perso
hygiene items such as toothbrush, toothpaste, denture needs, soap, shampoo, feminin
products, wipes, etc., bathroom tissue, facial tissue, paper towels, dust mask, garbage
bleach, etc.)
3 Portable, battery-powered radio or weather radio, plus extra batteries
3 Flashlight, extra batteries
3 Blankets, towels, inflatable pillows, air mattresses, sleeping bags
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3 Extra clothing (depending on weather, include waterproof coats, ponchos, boots, warm
gloves, sturdy shoes, heavy socks, hat, mittens, scarf)

3 Whistle, air horn, or other noisemaker to signal for help
 Other Recommended Supply Kit Items
3 Important documents in a waterproof container (photocopies of birth certificate, marriag

3
3
3
3
3
3
3
3
3
3

certificate, medical condition, allergies, and prescription needs, including glasses, seria
for pace maker, immunization records, stocks, bonds, bank accounts, deeds, title, mor
papers, will)
Extra copies of prescriptions (ask your doctors, and let them know they are for your em
kit)
Special equipment you will need, such as a transfer board and/or other assistive devic
Plastic measuring cups, paper or plastic plates, plastic spoons, forks, knives
Maps (state & local), compass
Paper, pencils, pens
Tape (duct / masking)
Tool kit (hammer, screw driver, pliers, wrench, utility knife, rope)
Ice chest if your medications need to be cold (keep your ice trays filled in your refrigera
case you need ice)
Candles and matches in a waterproof container (Note: do not use matches if there is a
leak, chemical exposure, oxygen tank or any other condition or substance that would m
flame dangerous)
Fire extinguisher

•

Emergency Plan: Write down and discuss with your family, friends, and caregiver what you
when a disaster occurs. Do not just depend on one person. Include a minimum of three peo
your network. Ask a variety of questions, such as:
3 “If there were no power, what would I need to stay safely at home?
3 “If the roads were blocked for several days and no one could reach my neighborhood, who
would check on me?”
3 “How could I make sure that I would have enough food and medicines on hand if somethin
happened unexpectedly?”

•

Record the answers and make sure everyone who has a role in your emergency plan has a c
the plan and knows where you keep your medical supplies.
Give at least one member of your network a key to your house or apartment.
Consider all potential hazards that could affect your area, such as:
3 Hurricanes
3 Floods
3 Tornadoes

•
•
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3
3
3
3
3
3

House fires or wild fires
Blizzards
Chemical spill/release
Radiation exposure (nuclear)
Pandemic
Etc.

•

Your plan should consider an interruption of necessary utilities, supplies, transportation, and
your family or caregiver. Become familiar with the emergency plans of your community, care
and workplace. Plans must be constantly reviewed and updated, as changes occur.

•

Health Care Planning: Discuss your emergency plans with your health care provider(s).

•

Home Health Care: If you receive home health care services, ask your home health provide
following questions:
3 How will services continue to be delivered during and after a disaster?
3 Will your home health aide or personal care worker stay with you (e.g., at your home, evac
route, or medical needs shelter) during a disaster? (Some medical need shelters may req
aide for people with disabilities.)
3 During many disasters, large areas lose electrical power. Discuss with your provider and/o
members what you will need to do if you need electricity for medical equipment, keeping m
cold, air conditioning, warmth, and other affected circumstances.

•

Pets / Service Animals: Have a safe place planned for your pets. Generally, only service a
are allowed in an emergency shelter.
3 Be sure to get your pet or service animal’s food, medications, food and water bowls, cat lit
cages, collars, with rabies tags, leashes.
3 Call your vet or humane society for more help on how to care for your pets during a disaste

•

Evacuation: Some disasters may require that you evacuate your residence. Plan for where
go if you do have to evacuate. Consider the following:
3 Who will be responsible for assisting you in evacuating?
3 What transportation method will you use in evacuating?
3 What route will you take?
3 Do you know alternate routes, in case roads are closed or damaged?
3 Who is your emergency point of contact, if separated from your family?
3 Post emergency contact numbers near all phones. Pre-program emergency numbers if yo
has auto-dial capability.
3 Plan for how you will have the equipment or supplies that you will need if you evacuate.
3 Evacuate if told to do so, and leave as early as possible.
3 Get cash before evacuating. Banks and ATMs may be closed after the disaster.
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3 Fill up your car with gas and check your oil and tires before evacuating. Make sure you ha
jumper cables, a jack, and a spare tire.

3 Lock up your home and unplug small appliances. Call your utility company to learn how to
utilities properly, and ask what is required to have them turned on again.

3 If possible, evacuate to the home of family or friends outside the affected emergency area
check out a motel or hotel in an area outside the affected emergency area. As a last resor
public shelter. Remember: shelters are emergency locations and not designed for comfor
3 Be ready to give brief, clear, and specific instructions and directions to rescue personnel, e
orally or in writing. For example, say or write these instructions:
 ”Please take my— (oxygen tank, wheelchair, gamma globulin from the freezer, ins
the refrigerator; communication device from under the bed.”
 ”I am blind/visually impaired. Please let me grasp your arm firmly.”
 ”I am deaf. Please write things down for me.”
3 Choose one or two contacts that do not live in the area, where people can call in their loca
leave messages, so members can find each other.
•

Medical Needs Emergency Shelter: If you or your loved one will be going to a designated
needs emergency shelter, remember the following tips:
3 Persons who qualify to stay at a medical needs shelter generally include those who require
moderate care and/or assistance with activities of daily care, such as patients who are:
 wheelchair-bound
 dependent on electricity to operate medical equipment
 requiring assistance with medication injections or simple dressing changes
 receiving dialysis
 receiving hospice services
 have mild dementia, without abusive or wandering behavior
3 Contact your community resources so you and/or your family members are informed whe
medical needs emergency shelter is located and any requirements, such as caregivers to
accompany persons with certain disabilities.
3 Consider how you will get to the emergency shelter – public transportation and taxis may
available
3 Take your emergency supply kit with you, so your family and/or caregivers will have the n
supplies at the shelter
3 If you normally use an electric wheelchair, obtain a manual wheelchair as a back-up
3 Be sure to let the shelter know if you use a service animal, and if the animal needs time to
3 Be considerate and helpful to others in the shelter
3 Remain in the shelter until the local authorities say it is safe to leave

•

Shelter-in-Place (i.e., a place near to or where you are when a sudden emergency – such as
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tornado, earthquake, chemical release -- occurs): If you are planning or instructed to shelterduring an emergency, consider the following:
3 Make sure you and all your family members are aware of your shelter-in-place location, a
a designated alternate location if you cannot get home
3 Close and lock / board windows and doors
3 Turn off ventilation systems, water and gas
3 Seal gaps under windows and doors
3 If you or your loved one is a resident in a long-term care facility, or other type of facility, b
you understand the “shelter-in-place” plan (see separate checklist for people living in a lo
care facility)
•

Special Medical Needs Shelter Accommodations: Consider the following accommodation
additional items that may be necessary at a medical needs shelter:
3 Sign language interpreter
3 Personal aide
3 Sign indicating, “I read others’ lips”
3 Text Telephone (TTY)
3 Large print materials
3 Braille materials
3 Recorded materials
3 Someone to read and explain information to me
3 Communications device (for example, augmentative communication devise, work or pictu
artificial larynx, etc.)

•

Disease Control and Prevention: During a disaster, follow basic disease control and preve
techniques, including:
3 Wash your hands using soapy water or hand sanitizer for 10-15 seconds before eating, d
preparing food. Wash your hands after changing diapers, going to the bathroom, or comi
contact with any of the following items that may carry disease:
 coughs, sneezes, blood, pus, urine, and other body fluids from people and animals
 food that has not been properly cleaned or handled, or has come in contact with unc
surfaces or raw meat or juices, or has not been stored at the right temperature or in p
containers
 unpurified water
 animal and/or insect bites or scratches, handling live or dead animals
 dirty nails, sharp rusty edges and other items that can pierce or scrape the skin
 clothing, dishes, beddings and other objects contaminated with body fluids, dirt, flood
and other potential carriers of disease
3 Keep cuts, scrapes, or wounds clean. If the injured area becomes red, swollen or hot to t
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or if you develop a fever, see your health care provider.
3 Rinse fruits and vegetables well; use soap or disinfectant to clean areas where you have
cut raw meat.
3 If food has been cooked or refrigerated, do not eat if it has been left at room temperature
than two hours.
3 Cook ground poultry to an internal temperature of 165 degrees Fahrenheit and poultry pa
degrees Fahrenheit to kill avian flu virus. Cook eggs thoroughly.
•

Emergency Preparedness Drills: Periodically review and discuss your emergency plan and
supplies with your family members, and/or health care provider.

•

Emergency Plan Review: Review your emergency plan each year, or during peak disaster
such as hurricane season. Consider the following:
3 Review your needs and update your survival kit as you and/or your family member’s need
change
3 Review and update all contact information
3 Review and update all medical information (an easy way to have a list of medicines ready
emergency is to put a copy of the drug information that comes with your prescription in a
bag; replace the copies each year or when your prescription changes)
3 Review and updated important documents and information
3 Change stored food and water supplies, and label each item by the date stored
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Cut out this page and make copies for each family member or representative.
Emergency Reference Card for Individuals with Medical Needs Living at Home & Their Caregivers
Date of Birth:

Name:

Blood Type:

City

Street Address:

State

Zip Code

Personal medical information that emergency responders need to know:
Allergies I have:
Medications I take:
Prescription Name

Dosage (for example, 50 mg)

Frequency (for example, twice per day)

Other conditions:

Emergency Phone Numbers (if not 911)
Local Dept.

Phone Number

Emergency Contacts

Ambulance

Doctor

Fire

Doctor

Police

Doctor

County Health

Clinic / Facility

Emergency Management

Pharmacist

Local Red Cross

Dentist

Local Shelters

Veterinarian

Name

Phone Number

Family and Friends – Emergency Contacts
Name

Family Member
Family Member
Family Member
Family Member
Family Member

Phone
Home:
Work:
Cell:
Home:
Work:
Cell:
Home:
Work:
Cell:
Home:
Work:
Cell:
Home:
Work:
Cell:

Name

Friend / Neighbor
Friend / Neighbor
Friend / Neighbor
Friend / Neighbor
Friend / Neighbor
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APPENDIX 18
PUBLIC HEALTH EMERGENCY, SECTION 1135
SEC. 1135. [42 U.S.C. 1320b-5] (a) PURPOSE.—The purpose of this section is to enable the

Secretary to ensure to the maximum extent feasible, in any emergency area and during an
emergency period (as defined in subsection (g)(1))—
(1) that sufficient health care items and services are available to meet the needs of
individuals in such area enrolled in the programs under titles XVIII, XIX, and XXI; and
(2) that health care providers (as defined in subsection (g)(2)) that furnish such items and
services in good faith, but that are unable to comply with one or more requirements
described in subsection (b), may be reimbursed for such items and services and exempted
from sanctions for such noncompliance, absent any determination of fraud or abuse.
(b) SECRETARIAL AUTHORITY.—To the extent necessary to accomplish the purpose specified in
subsection (a), the Secretary is authorized, subject to the provisions of this section, to temporarily waive
or modify the application of, with respect to health care items and services furnished by a health care
provider (or classes of health care providers) in any emergency area (or portion of such an area) during
any portion of an emergency period, the requirements of titles XVIII, XIX, or XXI, or any regulation
thereunder (and the requirements of this title other than this section, and regulations thereunder, insofar
as they relate to such titles), pertaining to—
(1)(A) conditions of participation or other certification requirements for an individual health
care provider or types of providers,
(B) program participation and similar requirements for an individual health care provider or
types of providers, and
(C) pre-approval requirements;
(2) requirements that physicians and other health care professionals be licensed in the State in
which they provide such services, if they have equivalent licensing in another State and are not
affirmatively excluded from practice in that State or in any State a part of which is included in
the emergency area;
(3) actions under section 1867 (relating to examination and treatment for emergency medical
conditions and women in labor) for—
(A) a transfer of an individual who has not been stabilized in violation of subsection (c) of such
section if the transfer arises out of the circumstances of the emergency;
(B) the direction or relocation of an individual to receive medical screening in an alternative
location—
(i) pursuant to an appropriate State emergency preparedness plan; or
(ii) in the case of a public health emergency described in subsection (g)(1)(B) that involves a
pandemic infectious disease, pursuant to a State pandemic preparedness plan or a plan referred
to in clause (i), whichever is applicable in the State;
(4) sanctions under section 1877(g) (relating to limitations on physician referral);
(5) deadlines and timetables for performance of required activities, except that such deadlines
and timetables may only be modified, not waived;
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(6) limitations on payments under section 1851(i) for health care items and services furnished
to individuals enrolled in a Medicare+Choice plan by health care professionals or facilities not
included under such plan; and
(7) sanctions and penalties that arise from the noncompliance with the following requirements
(as promulgated under the authority of section 264(c) of the Health Insurance Portability and
Accountability Act of 1996 (42 U.S. C. 1320d-2 note)—
(A) section 164.510 of title 45, Code of Federal Regulations, relating to—
(i) requirements to obtain a patient's agreement to speak with family members or friends; and
(ii) the requirement to honor a request to opt out of the facility directory;
(B) section 164.520 of such title, relating to the requirement to distribute a notice; or
(C) section 164.522 of such title, relating to—
(i) the patient's right to request privacy restrictions; and
(ii) the patient's right to request confidential communications.
Insofar as the Secretary exercises authority under paragraph (6) with respect to individuals enrolled in a
Medicare+Choice plan, to the extent possible given the circumstances, the Secretary shall reconcile
payments made on behalf of such enrollees to ensure that the enrollees do not pay more than would be
required had they received services from providers within the network of the plan and may reconcile
payments to the organization offering the plan to ensure that such organization pays for services for
which payment is included in the capitation payment it receives under part C of title XVIII. A waiver or
modification provided for under paragraph (3) or (7) shall only be in effect if such actions are taken in a
manner that does not discriminate among individuals on the basis of their source of payment or of their
ability to pay, and, except in the case of a waiver or modification to which the fifth sentence of this
subsection applies, shall be limited to a 72-hour period beginning upon implementation of a hospital
disaster protocal. A waiver or modification under such paragraph (7) shall be withdrawn after such
period and the provider shall comply with the requirements under such paragraph for any patient still
under the care of the provider. If a public health emergency described in subsection (g)(1)(B) involves a
pandemic infectious disease (such as pandemic influenza), the duration of a waiver or modification
under paragraph (3) shall be determined in accordance with subsection (e) as such subsection applies to
public health emergencies.
(c) AUTHORITY FOR RETROACTIVE WAIVER.—A waiver or modification of requirements pursuant to this
section may, at the Secretary's discretion, be made retroactive to the beginning of the emergency period
or any subsequent date in such period specified by the Secretary.
(d) CERTIFICATION TO CONGRESS.—The Secretary shall provide a certification and advance written
notice to the Congress at least two days before exercising the authority under this section with respect to
an emergency area. Such a certification and notice shall include—
(1) a description of—
(A) the specific provisions that will be waived or modified;
(B) the health care providers to whom the waiver or modification will apply;
(C) the geographic area in which the waiver or modification will apply; and
(D) the period of time for which the waiver or modification will be in effect; and
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(2) a certification that the waiver or modification is necessary to carry out the purpose specified
in subsection (a).
(e) DURATION OF WAIVER.—
(1) IN GENERAL.—A waiver or modification of requirements pursuant to this section terminates
upon—
(A) the termination of the applicable declaration of emergency or disaster described in
subsection (g)(1)(A);
(B) the termination of the applicable declaration of public health emergency described in
subsection (g)(1)(B); or
(C) subject to paragraph (2), the termination of a period of 60 days from the date the waiver or
modification is first published (or, if applicable, the date of extension of the waiver or
modification under paragraph (2)).
(2) EXTENSION OF 60-DAY PERIODS.—The Secretary may, by notice, provide for an extension of
a 60-day period described in paragraph (1)(C) (or an additional period provided under this
paragraph) for additional period or periods (not to exceed, except as subsequently provided under
this paragraph, 60 days each), but any such extension shall not affect or prevent the termination
of a waiver or modification under subparagraph (A) or (B) of paragraph (1).
(f) REPORT TO CONGRESS.—Within one year after the end of the emergency period in an emergency
area in which the Secretary exercised the authority provided under this section, the Secretary shall report
to the Congress regarding the approaches used to accomplish the purposes described in subsection (a),
including an evaluation of such approaches and recommendations for improved approaches should the
need for such emergency authority arise in the future.
(g) DEFINITIONS.—For purposes of this section:
(1) EMERGENCY AREA; EMERGENCY PERIOD.—An “emergency area” is a geographical area in
which, and an "emergency period" is the period during which, there exists—
(A) an emergency or disaster declared by the President pursuant to the National Emergencies Act
or the Robert T. Stafford Disaster Relief and Emergency Assistance Act; and
(B) a public health emergency declared by the Secretary pursuant to section 319 of the Public
Health Service Act.
(2) HEALTH CARE PROVIDER.—The term “health care provider” means any entity that furnishes
health care items or services, and includes a hospital or other provider of services, a physician or
other health care practitioner or professional, a health care facility, or a supplier of health care
items or services.
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APPENDIX 19
DECLARED PUBLIC HEALTH EMERGENCIES - ALL HAZARDS
HEALTH STANDARDS AND QUALITY ISSUES
TOPICS
A.
B.
C.
D.
E.
F.
G.
H.
I.
J.
K.
L.
M.
N.

ALL PROVIDERS
CLINICAL LABORATORY IMPROVEMENT AMENDMENTS (CLIA)
COMMUNITY MENTAL HEALTH CENTER (CMHC)
CRITICAL ACCESS HOSPITALS (CAHS)
DRUGS
EMERGENCY EVACUATIONS
ENFORCEMENT ACTIVITIES
END STAGE RENAL DISEASE (ESRD)
HOME HEALTH AGENCY (HHA)
HOSPITAL
NURSING HOME
STAFFING
CMS & STATE SURVEY AGENCY ROLE & RESPONSIBILITIES
EMERGENCY PREPAREDNESS RESOURCE INFORMATION

A.

ALL PROVIDERS

A-1.

Affected States: Do the modifications and flexibilities described in these Q&As apply
only to providers in the states in which the Secretary of Health and Human Services has
declared a public health emergency? In other words, do the modifications and
flexibilities described in these Q&As also apply to providers in states that receive
evacuees, regardless of geographical location (e.g. an evacuee who relocates to a nonborder-sharing state)?
The waivers and modifications apply only to providers located in the declared
“emergency area” (as defined in section 1135(g)(1) of the SSA) in which the Secretary
has declared a public health emergency, and only to the extent that the provider in
question has been affected by the disaster, or is treating evacuees. The CMS Regional
Office(s) will review the provider’s request and make decisions on a case-by-case basis.
The waivers do not apply to care that is delivered to an evacuee by a provider that is not
located in one of the designated areas. Providers outside of the affected areas should
operate under normal rules and regulations unless specifically notified otherwise.

A-2.

1135 Waiver Duration: How long does an 1135 waiver last and why do some people
believe it only lasts 60 days?
The length of the waiver or modification is for the duration of the emergency period,
unless terminated sooner. In general, a waiver or modification of a Medicare, Medicaid
or State Children's Health Insurance Program (SCHIP) requirement invoked by the
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Secretary as a result of a public health emergency, will end upon the termination of the
Secretary’s declaration of the public health emergency pursuant to Section 319 of the
Public Health Service Act.
Waivers of sanctions under the Emergency Medical Treatment and Labor Act
(EMTALA) in the emergency area end 72 hours after implementation of the hospitals
disaster plan. However, if a public health emergency involves pandemic infectious
disease, the waiver of sanctions under EMTALA is extended until the termination of the
applicable declaration of a public health emergency."
In addition, a waiver or modification granted under the 1135 authority may terminate
prior to the end of the Secretary’s declaration of a public health emergency, if the waiver
or modification is no longer necessary to accomplish the purposes set forth in Section
1135(a).
These waiver purposes are to ensure: (1) that sufficient health care items and services
are available to meet the needs of Medicare, Medicaid and SCHIP beneficiaries; and (2)
that health care providers (defined in this provision) that furnish such items and services
in good faith, but are unable to comply with certain requirements (defined in this
provision), may still be reimbursed for such items or services and exempted from
sanction (absent fraud or abuse). For example, if a hospital regains its ability to comply
with a waived requirement before the end of the declared emergency period, the waiver
of that requirement would no longer apply to that hospital.
Section 1135(e)(1) provides three options to the Secretary for determining the duration
of waivers or modifications under Section 1135. A waiver or modification terminates
upon:
1.
2.
3.
A-3.

The termination of the declaration by the President of the emergency or disaster
under the Robert T. Stafford Act or the National Emergencies Act (as applicable),
The termination of the declaration by the Secretary of the public health
emergency, pursuant to section 319 of the Public Health Services Act, or
A period of 60 days from the date the waiver was published.

Waived Requirements: What regulatory requirements can be waived under the 1135
waiver?
When the Secretary invokes the 1135 waiver authority, CMS will take steps during each
declared public health emergency to identify the specific requirements that will be
waived or modified under the 1135 authority and to whom and under what
circumstances such waivers or modifications will apply.
Some waivers may be "blanket waivers" and apply to all providers in the emergency
area and during the emergency period, that would otherwise be required to comply with
the particular cited requirement.
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For example, to facilitate a smooth transition, CMS may determine that time-limited
waivers under the Section 1135 authority are necessary to allow critical access
hospitals to exceed the 25-bed limits in order to accept evacuees.
Other waivers CMS determines to be necessary under the Section 1135 authority may
apply only to particular provider(s), requirements, or conditions of participation specified
by CMS, and may apply only for a specified period of time -- that is, not for the full
emergency period. Examples include: temporary suspension of a pending termination
action or denial of payment sanction so as to enable a nursing home to accept
evacuees.
Updated waiver information and other announcements will be communicated on the
CMS S&C Emergency Preparedness Website, which can be accessed at:
http://www.cms.hhs.gov/SurveyCertEmergPrep/. This information will also be reflected
in the FAQs.
A-4.

Services in Non-Emergency Area: In addition to those services provided in the
emergency area, can the § 1135 waiver authority be used to include waivers regarding
benefits and services provided for evacuees from emergency areas who are receiving
those services in non-emergency areas?
The § 1135 waiver authority does not extend beyond the "emergency area," which is
defined as the area in which there has been both a Stafford Act or National
Emergencies Act declaration and a public health emergency declaration. Medicare
does allow for certain limited flexibilities outside the scope of the § 1135 waiver authority
(as discussed in other Q&As), and some of these flexibilities may be extended to areas
beyond the declared "emergency area."

A-5.

Provider Relocation: If a provider who has been adversely impacted by a declared
public health emergency, is unable to restart full operations, can they maintain their
existing Medicare or Medicaid provider agreement while the facility is closed? Can a
provider relocate, and what are the procedures for program certification if relocation is
necessary?
Each Medicare and Medicaid certified provider in the declared emergency area(s)
should contact their State Survey Agency (SA) regarding their status and future plans.
CMS recognizes that there are times when a public health emergency may result in
consequences beyond the provider’s control. Therefore, some providers may never be
able to reopen at their original location and others may reopen at their original location
after some period of time. Some providers may not be able to reopen unless they
relocate to a new site.
Participation as a Medicare and/or Medicaid certified provider is based on the ability of
the provider to demonstrate they can furnish services in a manner that protects the
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health and safety of beneficiaries according to the specific regulations for each provider
type. However, CMS will exercise discretion and flexibility on a case-by-case basis,
when determining to deactivate a provider’s Medicare or Medicaid provider agreement
and number, when the cessation of business is due to a declared public health
emergency.
If the provider/supplier plans to reopen in a new location, CMS will need to determine if
this will be a relocation of the current provider under its existing Medicare certification or
a cessation of business at the original location and subsequent establishment of a new
business at another location, which would require another Medicare certification. To
retain the current provider certification, the entity must demonstrate to the RO that it is
functioning as essentially the same provider serving the same community. CMS will
consider each request for relocation on a case-by-case basis and will typically use the
following type of criteria:
•
•
•

•
•
•
•
•
•
•
•

A-6.

The provider remains in the same State and complies with the same State licensure
requirements.
The provider remains the same type of Medicare provider after relocation.
The provider maintains at least 75 percent of the same medical staff, nursing staff
and other employees, and contracted personnel (contracted personnel who regularly
work 20 or more hours a week at the provider).
The provider retains the same governing body or person(s) legally responsible for
the provider after the relocation.
The provider maintains essentially the same Medical Staff bylaws, policies and
procedures, as applicable.
At least 75 percent of the services offered by the provider during the last year at the
original location continue to be offered at the new location.
The distance the provider moves from the original site.
The provider continues to serve at least 75 percent of the original community at its
new location.
The provider complies with all Federal requirements, including CMS requirements
and regulations at the new location.
The provider maintains essentially the same policies and procedures such as
nursing, infection control, pharmacy, patient care, etc.
CMS may use any other necessary information to determine if a provider/supplier
continues to be essentially the same provider, under the same provider agreement,
after relocation.

New Provider Regulation: Because States with evacuees may be overwhelmed,
regulation of new facilities may be challenging and fraud is a risk, what type of
regulation will there be for new providers, such as assisted living or home health
providers, that developed as a result of increased need for services in a particular area
by evacuees? What will be the Federal and State requirements?

Page 219

FAQs – Updated 8/31/2008

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PROVIDER SURVEY AND CERTIFICATION
FREQUENTLY ASKED QUESTIONS
The Federal government does not regulate assisted living facilities. Assisted living is a
service recognized under several States’ Medicaid home and community-based
services (HCBS) waivers. State governments have jurisdiction in regulating these
facilities and will continue to oversee the compliance of assisted living facilities with
State law. New home health providers will be held to the same program requirements,
Federal law and regulations, which would have otherwise been applied if the public
health emergency had not occurred. In other words, no new Federal requirements will
be imposed on new facilities, as a result of the disaster.
B.

CLINICAL LABORATORY IMPROVEMENT AMENDMENT (CLIA)

B-1.

Relocating Laboratories: What should newly established laboratories that are
providing emergency services (e.g., FEMA laboratories) and laboratories that are relocating to continue existing services do to obtain or retain CLIA certification?
All entities should work with the appropriate State Agency, if available, or the
appropriate CMS Regional Office CLIA personnel.
Newly established laboratories are approved to begin emergency testing as soon as
they have completed the CLIA application and transmitted it to the aforementioned
agencies. The application is available on the CMS CLIA Website at:
www.cms.hhs.gov/clia. Contact information for the appropriate State Agencies and
CMS Regional Offices can also be found there. The application can be faxed, or
mailed. For FEMA laboratories and other laboratories providing emergency services,
the number of certificates required is discretionary.
Existing laboratories that are re-locating just need to notify their State Agency or CMS
regional office regarding their new or temporary location.

B-2.

Laboratory Surveys: When will laboratory surveys be conducted in the declared
public health emergency area?
During a declared public health emergency, surveys for both new and existing
laboratories in the affected area will be completed as resources and time permit. CMS
will work with its regional offices and State Survey Agencies to provide assistance to
assure quality as needed.

B-3.

Laboratory Inspection: Will my laboratory be inspected?
If a CMS certified laboratory is located in a declared public health emergency area and
there are sufficient State Agency resources available, the laboratory will be inspected as
timely as possible. We will consider complaints a priority followed by laboratories
whose certificates are expiring and new laboratories requiring initial certification
inspections.
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If a laboratory is not in operation, the State Department of Health CLIA personnel
should be contacted. If you are accredited by one of the six CMS-approved accrediting
organizations, contact the applicable organization. You may contact these entities or
the CMS Regional Offices for any other CLIA questions or the CMS regional offices.
CLIA reviews, follow up surveys, validation and FMS surveys will be conducted as
resources are available in the relevant states. Full functionality will resume as recovery
progresses.
B-4.

Proficiency Testing: Will laboratories residing in the public health emergency area be
subject to proficiency testing (PT)?
If your laboratory is in an area that has essentially lost its infrastructure or is not in
operation, you can contact your PT program for further information or CMS. PT
requirements will resume as soon as it is logistically possible.

B-5.

Volunteer Personnel Qualifications: If I open an emergency services laboratory
using volunteer laboratory personnel, how should they be qualified and their
competency assessed?
Volunteer testing personnel should have proof of their certification; i.e., medical
technologists, medical laboratory technicians and individuals previously certified by the
Department Health Education and Welfare (HEW). Personnel for moderate complexity
testing should have to demonstrate their proficiency before performing testing. Persons
who hold positions of responsibility in emergency laboratories (directors and
supervisors) should develop a simple mechanism to provide training and assess
personnel competency for all testing individuals prior to initiating testing.
Under CLIA, the laboratory director has the overall responsibility to assure the quality of
the testing; therefore, the laboratory director must meet the qualifications specified in
the regulations for that position based on the complexity of testing performed. The
laboratory director should retain personnel with the minimum CLIA qualifications
required or, as necessary, to complete testing accurately and timely.

B-6.

Laboratory Noncompliance Enforcement: Will enforcement actions be imposed
against laboratories not in compliance?
Circumstances where there is immediate jeopardy to patient health and safety will be
first priority; however, CMS will exercise enforcement discretion during the recovery
period as necessary in order to take into account unusual circumstances under which
labs are operating.

B-7.

Special Assistance Coordination: Where can laboratories impacted by the public
health emergency receive assistance with obtaining supplies or reagents, meeting
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critical staffing needs, transporting specimens, or communicating with their state or local
public health laboratory?
CDC has established a Help Line for clinical laboratories experiencing trouble obtaining
supplies or reagents, meeting critical staffing needs, transporting specimens, or
communicating with their state or local public health laboratory. Laboratories in need of
assistance should contact the CDC Help Line at 1-800-232-4636 for appropriate
coordination of needed aid. Callers will need to identify themselves as representing a
clinical laboratory in need of assistance, because the hotline handles many inquiries.
C.

COMMUNITY MENTAL HEALTH CENTER (CMHC)

C-1.

Certification Requirements: Will certification requirements be waived for CMHC
applicants in the public health emergency area?
CMS may defer the on-site review requirement during a public health emergency.
However, all other requirements must be met (i.e., core requirements, operational for at
least one business quarter, etc.), at the time the Regional Office defers the on-site
review. It should be understood that continued certification is dependent upon a
satisfactory on-site visit by CMS staff, once travel to the affected area is feasible.

C-2.

Operating for One Business Quarter: Will CMS waive the requirement for a CMHC to
be operational for one business quarter?
No. The CMHC must show a history of providing services to be considered for the
expedited certification process.

C-3.

Relocating CMHCs: Will CMS waive the restrictions on CMHCs relocating?
The CMS Regional Office will allow affected CMHCs to temporarily relocate their
practice on a case-by-case basis. Each relocation request will then be reviewed within
six months to determine the continued need for the temporary site.

C-4.

24-Hour Emergency Phone Service: Will new CMHC providers be required to meet
the 24-hour emergency phone service criteria?
This requirement may be waived if phone service is disrupted in the public health
emergency area, and if all other core requirements are met by the new CMHC
applicant. However, if the provider is found to be out of compliance with this
requirement, once phone service has been restored, its certification will be terminated.

D.

CRITICAL ACCESS HOSPITAL (CAH)

D-1.

25 Inpatient Bed Rule: Critical access hospitals (CAHs) are normally limited to 25
beds and to a length of stay of not more than 96 hours, but may need to press
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additional beds into service or extend lengths of stay to respond to the crisis. Will CMS
enforce these limits?
During a declared public health emergency, CMS will not count any bed use that
exceeds the 25 inpatient bed or 96-hour average length of stay (LOS) limits, if this result
is clearly identified as relating to the disaster. CAHs must clearly indicate in the medical
record where an admission is made or length of stay extended to meet the demands of
the crisis.
D-2.

96-Hour Rule: Will critical access hospitals in affected states remain subject to the 25
inpatient bed and 96-hour length of stay rule?
The 96 hour average annual length of stay (LOS) is calculated annually. Depending on
the length of the declared public health emergency, there may be no adverse impact on
a CAH’s ability to achieve this annual average. However if a CAH located in the
emergency area is found to have exceeded the 96-hour average in its next annual
calculation, CMS will determine whether this resulted from the CAH’s provision of
services to evacuees during the public health emergency. CAHs should notify their
State Survey Agency (SA) if they find that their patients are averaging a longer than 96
hour LOS during the public health emergency. They should also describe the measures
that they are taking to ensure that there are adequate, qualified personnel, equipment
and supplies to provide safe care for those patients who require a longer LOS.
Generally CAHs are expected to transfer out patients who require longer admissions, to
hospitals that are better equipped to provide specialized or complex services to patients
who are more acutely ill.

E.

DRUGS

E-1.

Contaminated Drugs: How can health care facilities determine the appropriate use of
contaminated and temperature sensitive drugs?
For information regarding the use of potentially contaminated and temperature sensitive
drugs during a disaster, please access the FDA’s Website at
www.fda.gov/cder/emergency. For questions about specific drug products, call the FDA
general number: 1-888-INFO-FDA.

E-2.

Redistribution of Drugs: Does the 1135(b) waiver allow the redistribution of drugs
marked for destruction in skilled nursing facilities (SNFs), nursing facilities (NFs),
hospitals, etc., to aid a declared public health emergency relief effort?
While Federal regulations do not directly address the issue of redistribution, it does
speak about "including procedures that ensure the accurate acquiring, receiving,
dispensing and distribution of all medications." Therefore, although the redistribution of
drugs is a matter that is regulated by the State Boards of Pharmacy it is also addressed
in Federal regulations with respect to the safety of the distribution system in practice.
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Each respective State Board of Pharmacy should be consulted regarding any proposed
variance to State law to aid the relief effort (the Federal regulations also address
compliance with applicable state laws).
E-3.

Medications for Evacuated Patients & Residents: Information regarding medications
that patients and residents were receiving before being evacuated is important for
facilities that now serve the evacuees. Can this information be accessed anywhere?
Providers may access the State’s Medicaid recipients’ clinical drug histories for up to
four (4) months. Facilities that receive this information will need to comply with the
requirements of the Privacy Act.
In addition, the Emergency Rx History was launched by the nation’s pharmacies in April
2007, to provide individuals who have been displaced by disasters or other kinds of
emergencies with faster, safer access to prescription medications. Emergency Rx
History allows licensed prescribers and pharmacists anywhere in the country to securely
access information containing the prescription history of a patient from the affected
area. Emergency Rx History reduces the risk of medication errors by making
prescription information available to licensed caregivers when are where they are
treating patients and residents. Emergency Rx History is a collaborative, public-service
initiative made possible by the nation’s community pharmacies and the Pharmacy
Health Information Exchange, operated by SureScripts. For more information about
Emergency Rx History, please access SureScripts’ Website at:
http://www.surescripts.com/
In addition, health care organizations involved in the manufacturing, distribution and
dispensing of pharmaceutical products have come together to announce the creation of
Rx Response – a program designed to help support the continued delivery of medicines
during a severe public health emergency. The partnership includes the American
Hospital Association, American Red Cross, Biotechnology Industry Organization,
Healthcare Distribution Management Association, National Association of Chain Drug
Stores, National Community Pharmacists Association and the Pharmaceutical Research
and Manufacturers of America. For more information regarding Rx Response, please
see their website at: http://www.rxresponse.com/.

I. F. EMERGENCY EVACUATIONS
F-1.

Policy of Emergency Evacuation: What is CMS’ policy to Medicare contractors
regarding evacuations?
Medicare policy provides contractors with leeway to determine Medicare reimbursement
for services provided under unusual circumstances. While CMS recognizes it is in the
patients’ best interest to be evacuated as soon as possible during an emergency,
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contractors have the responsibility to determine if Medicare expenditures should be
made for the evacuation.
In most cases, mass emergency evacuations billed to Part B are for nursing home
patients from ambulance suppliers. Medicare skilled nursing facilities and Medicaid
nursing facilities are required to have an emergency evacuation plan as a requirement
for participation. Many will have insurance to cover these situations. If the facility has
insurance that will cover the evacuations, Medicare is the secondary payer. If not,
contractors should consider the following points prior to making payment:

•
•
•

Medicare’s medical necessity requirements apply in all cases;
Payment may be made only if the patient was transported to an approved
destination; and,
Multiple patient transport payment provisions apply in all cases.

G.

ENFORCEMENT ACTIVITIES

G-1.

Survey Activities in Affected States: Will State Survey Agencies change their
activities during a declared public health emergency? What is the potential impact to
survey activities?
Based on a variety of factors, including State Survey Agency (SA) operational status,
scope of the emergency, and impact on normal operations of providers, SAs may, at the
CMS Regional Office or Central Office direction, modify or suspend certain survey
activities.
Each pending action will be reviewed on a case-by-case basis to determine if there are
activities that need to be completed by the CMS Regional Office in the interim, such as
review any currently imposed denial of payment for new admissions (DPNAs) to
determine the effect they may be having on facilities that take in additional patients from
other homes.

G-2.

DPNAs and Terminations: What happens when a skilled nursing facility or a nursing
facility (either an evacuated facility or one that has accepted evacuees) is on an
enforcement track and its operations have been impacted by a declared public health
emergency? For example, a denial of payment for new admissions sanction may be in
effect for the “accepting” or receiving facility.
For a facility that is located in an emergency area, enforcement actions such as denial
of payments for new admissions (DPNAs) and termination actions may be deferred
during the effective period of the 1135(b) waiver. Each pending enforcement action will
be reviewed on a case-by-case basis. For facilities accepting evacuated residents,
DPNA deferment will be based on a recommendation by the State Survey Agency and a
review of vacancies in other facilities in the area. Further, deferral of DPNA for
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accepting facilities will only apply to new admissions that are evacuees from the
affected states.
G-3.

Civil Money Penalties: How should the collection and accrual of civil money penalties
be handled for affected facilities?
State Survey Agencies can make recommendations regarding this issue to the Regional
Office (RO). ROs have discretion in this regard after considering the specifics of any
given situation. Facilities may be facing different challenges and CMS will take those
differences into account, such as the following:
(a)

(b)
(c)

G-4.

For facilities directly impacted by the emergency, generally, civil money penalties
(CMPs) will not be collected during the emergency period, and accrual of penalty
amounts will temporarily cease, during the effective period of the section 1135(b)
waiver.
For all facilities that have admitted evacuees where CMPs have also been
imposed, the ROs will handle CMP issues on a case-by-case basis.
For other facilities that may be affected by the inability of the SAs to conduct
revisit surveys, which affects the accrual of CMPs, the ROs should be contacted
for a case-by-case determination.

Civil Money Penalties in Affected Area: Will CMS consider suspending the collection
of a CMP for a skilled nursing facility in a declared public health emergency area while
they care for additional evacuees they have taken into their facility?
Based on the 1135(b) waiver, CMS will generally suspend collection of a CMP for
skilled nursing facilities located in an emergency area that are providing care for
evacuees. The suspension will remain in effect during the time period of the 1135(b)
waiver. Subsequently, CMS will request a financial impact statement from the specific
facilities where CMPs are due and payable, and will conduct a case-by-case review to
determine if any adjustments should be made. Suspension of a CMP collection for any
other skilled nursing facility admitting evacuees will be handled on a case-by-case
basis.

G-5.

Plans of Correction: Is a plan of correction still required from affected skilled nursing
facilities (SNFs) that would otherwise have needed to submit one?
State Survey Agencies and the CMS Regional Office will address this issue on a caseby-case basis since the answer depends on the extent to which the provider is affected.
For seriously affected SNFs in the public emergency area, a plan of correction will
generally be deferred during the effective period of the section 1135(b) waiver.
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II.

H. END STAGE RENAL DISEASE (ESRD)
H-1.

ESRD Facility Status: How do I find out information about the status of dialysis
facilities during a disaster?
The Kidney Community Emergency Response (KCER) group monitors weather-related
and other disasters, and maintains information about dialysis services. KCER makes it
easy to keep abreast of dialysis services during disasters. To view open / closed status
of dialysis facilities please see KCER’s link at: www.dialysisunits.com.
Providers should notify their local End-Stage Renal Disease Network if there are any
changes in status. To access information on ESRD Networks and Coalition activities,
and available tools and resources, please see the KCER Website at:
www.KCERCoalition.com

H-2.

Certification: In an emergency environment, how might capable providers who are not
currently certified to provide ESRD outpatient services, become certified to receive
Medicare reimbursement for delivered dialysis services?
The Medicare program has a special classification for facilities that provide dialysis
treatment services during emergencies. This classification is entitled "special purpose
dialysis facilities." The certification for a "special purpose dialysis facility" may last for
up to eight months. A special purpose dialysis facility may provide services only to
those patients who would otherwise be unable to obtain treatments in the geographical
areas served by the facility. A special purpose dialysis facility should consult with a
patient's physician to assure that care provided in the special purpose dialysis facility is
consistent with the patient's care plan.
Certification for a special purpose dialysis facility can be immediate. For this
certification, a provider should contact either the State Agency where the facility would
be located, or the CMS Regional Office.

H-3.

Recertification: How will recertification be handled for those Medicare-certified dialysis
facilities with CMS Certification Numbers that have to close due to damage?
Medicare-certified dialysis facilities with CMS Certification Numbers that need to rebuild
or relocate following the public health emergency, should notify either the State Survey
Agency or the Regional Office of their intention. Once the dialysis facility is operational
and in compliance with Medicare's health and safety requirements, the facility may
resume billing under their current CMS Certification Number. Relocated and rebuilt
ESRD facilities will be surveyed to assure compliance with basic health and safety
requirements when recovery efforts and resources at the State level permit.
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H-4.

Water Treatment Precautions: The CDC states that dialysis centers that are
operating in the area need to pay special attention to water treatment and especially
carbon tank maintenance because of the assumption that extra chlorine may be
dumped into the water system by water treatment plants. More frequent disinfection of
the water treatment and dialysis equipment may be needed. Is additional information
available about special precautions?
The Centers for Disease Control and Prevention (CDC) and the Food and Drug
Administration (FDA) have set up Websites about infection control and water treatment
issues and medical devices for natural disasters. The CDC has provided multiple sets
of guidelines, available at http://www.bt.cdc.gov/disasters/hurricanes/index.asp. These
include guidelines of particular interest to health-care providers, relief workers, and
shelter operators. Hurricane-Related Information for Health-Care Professionals
(http://www.bt.cdc.gov/disasters/hurricanes/hcp.asp) includes guidelines for managing
acute diarrhea and guidance related to immunizations and vaccine storage. Worker
Safety During Hurricane Cleanup
(http://www.bt.cdc.gov/disasters/hurricanes/workers.asp) includes health
recommendations for relief workers and guidance on worker safety during a power
outage. In addition, a new compilation, Natural Disasters, has been added to the M
Guide Online Knowledge Centers at the MMWR Website (http://www.cdc.gov/mmwr).
The M Guide provides Internet links to previously published MMWR reports regarding
assessment of health needs and surveillance of morbidity and mortality after hurricanes,
floods, and the December 26, 2004 tsunami.
The FDA Website at www.fda.gov/cdrh/emergency/hurricane.html covers general
safety, power outage (warning about potential carbon monoxide problems when using
generators), water contamination, sterility, reuse, heat and humidity (information about
using blood glucose meters), and treating snakebites. The FDA has a main site for
health and safety http://www.fda.gov/oc/opacom/hottopics/hurricane.html.

H-5.

Restoring Operations: What considerations need to be taken into account when
restoring a dialysis facility to operational status in the recovery phase following a public
health emergency?
The CDC, FDA, and the Association for the Advancement of Medical Instumentation
(AAMI) have prepared recommendations about reopening dialysis facilities following a
disaster. These directions are for use if the building has not been flooded, and after
utilities have been restored, the physical facility is in operational condition, and
adequate water flow and pressure is available, although source water may be subject to
a “boil water alert.” If the facility was flooded, please see the CDC guidelines for
recovery of a flooded building at http://www.bt.cdc.gov/disasters/floods/
Water Treatment System
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•
•
•
•
•
•
•
•
•

•

•
•
•
•
•

Flush all pretreatment equipment to drain for at least 30 minutes to remove the
stagnant water from the system.
Test the level of free chlorine and chloramine in your source water (expect it to
be higher than normal).
Test chlorine and chloramine after the primary carbon tank to verify that the
water is <0.5 ppm free chlorine, or <0.1 ppm chloramine.
If chlorine or chloramines after the primary carbon tank ≥0.5 ppm or ≥0.1 ppm,
respectively, promptly change the primary carbon tank, or for systems with a
secondary carbon tank, test the levels after the secondary carbon tank.
If chlorine and chloramine are below these levels (0.5 ppm or 0.1 ppm), turn on
the Reverse Osmosis (RO) machine.
Flush the distribution system (to drain if possible).
Disinfect the RO and the distribution system and rinse. Test for residual
disinfectant levels to ensure proper rinsing.
Replace all cartridge filters.
Compare your product water quality readings to your historical data. A significant
difference could mean that your RO membranes are damaged, or the quality of
the incoming water has drastically decreased. (see note below) If the total
dissolved solids (TDS) are greater than 20% higher than your historical readings
you may need to use deionization (DI) tanks as a polisher on the product water,
followed by an ultrafilter to minimize microbial contamination.
Increase your frequency of monitoring:

Check chlorine/chloramine hourly

Verify hourly that your product water quality is acceptable.

Monitor water cultures and endotoxin at least weekly. If you have the
capability to test for endotoxin on site, test daily.
Draw representative water cultures and endotoxin tests as soon as possible. If
you have the capability of testing for endotoxin on site, do this before you run
patients; report the results to your Medical Director.
Anticipate an increased level of particulate matter in the water. Monitor the
pressure drop across pretreatment components and backflush as necessary.
Plan on re-bedding your carbon tanks as soon as possible.
Send a sample of product water for an AAMI analysis as soon as is practical.
Clean the RO membranes as soon as is practical.

Dialysis Machines:
•
Chemically disinfect the dialysis machines and rinse. Test for residual
disinfectant levels to ensure proper rinsing.
•
Bring up the conductivity and “self test” the machines to verify proper working
condition. If a machine fails the “self test,” perform needed repairs prior to using
that machine.
Note: If the product water TDS is high and the percent rejection is in line with historical
performance, then the RO membranes are most likely good, but the feed water may
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have a higher than usual level of contaminants. DI polishing will help cope with the extra
burden in the feed water.
If the product water TDS is high and the percent rejection is lower than historical values,
then the RO membranes are probably bad and should be replaced promptly. DI
polishing may or may not be needed once the RO membranes are replaced.
Hemodialysis Water Treatment References:
Northwest Renal Network document Monitoring Your Dialysis Water Treatment System
http://www.nwrenalnetwork.org/watermanual.pdf
Association for the Advancement of Medical Instrumentation, Recommended Practices
for Dialysis Water Treatment Systems (RD 52 and RD 62)
http://aami.org/publications/standards/dialysis.html
Other Resources:
Notice: Guidance for Dialysis Care Providers: What to do when your municipal water
supplier issues a "boil water advisory"
http://www.cdc.gov/ncidod/dhqp/dpac_dialysis_boilwater.html
Water Related Emergencies
http://www.bt.cdc.gov/disasters/watersystemrepair.asp
Tips about Medical Devices and Hurricane Disasters
http://www.fda.gov/cdrh/emergency/hurricane.html
Medical Devices that Have Been Exposed to Heat and Humidity
http://www.fda.gov/cdrh/emergency/heathumidity.html
Medical Devices Requiring Refrigeration
http://www.fda.gov/cdrh/emergency/refrigeration.html
Fact Sheet: Flood Cleanup - Avoiding Indoor Air Quality Problems
http://www.epa.gov/mold/flood/index.html
NIOSH Response: Storm and Flood Cleanup
http://www.cdc.gov/niosh/topics/flood/
OSHA Fact Sheet
http://www.osha.gov/OshDoc/data_Hurricane_Facts/Bulletin3.pdf
American Institute of Architects: Procedures for Cleaning Out a House or Building
Following a Flood
http://www.aia.org/liv_disaster_floodproc
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H.6.

Relocated Transplant Patients: Some transplant patients or patient candidates may
be relocated due to a public health emergency. How will their wait-list time be
calculated if they transfer to other transplant centers? How can they receive information
about open transplant centers?
The Organ Procurement Transplantation Network (OPTN), which operates the nation’s
organ transplant and allocation system can assist relocated transplant patients in finding
alternative transplant centers. In past public health emergencies, OPTN has provided
specific information to address relocated transplant candidates on its website,
www.optn.org, including information about other available transplant centers within each
state. We would encourage any transplant candidate seeking information about
transferring to another transplant center to refer to this website or contact the toll-free
Patient Services line at
1-888-894-6361. Transplant candidates and recipients are encouraged to call between
8:30 a.m. to 5:00 p.m. EST Monday through Friday for assistance with questions and
resources.
Relocated transplant candidates who need to list at a different center can transfer their
accumulated waiting time without losing any allocation priority.

III.

I. HOME HEALTH AGENCY (HHA)
IV.
I-1.

Home Health Services at Alternative Sites: Can the “residence” component of the
homebound requirements be suspended by allowing the delivery of home health
services at an alternative site of temporary residence during the crisis?
The Social Security Act stipulates that beneficiaries must be confined to the home in
order to be eligible to receive home health services. A beneficiary’s home is any place
in which a beneficiary resides that is not a hospital, skilled nursing facility (SNF), or
nursing facility as defined in § 1861(e)(2), § 1819(a)(1), or § 1919(a)(1) of the Social
Security Act, respectively. During the emergency period, the place of residence can
include services provided at a temporary alternative site, such as a family member’s
home, a shelter, a community facility, a church, or a hotel. A hospital, SNF, or nursing
facility as defined above would not be considered a temporary residence.

I-2.

OASIS Assessment Requirements: What adjustments or flexibility is allowed related
to Medicare requirements for completion of the OASIS assessment process?
In the time period indicated in the statutory waiver invoked by the HHS Secretary under
§ 1135 of the Social Security Act, CMS may modify certain timeframe and completion
requirements for OASIS. In this emergency situation, an abbreviated assessment can
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be completed to assure the patient is receiving proper treatment and to facilitate
appropriate payment.
For those Medicare approved HHAs serving qualified home health patients in the public
health emergency areas determined by the Secretary, the following modifications to the
comprehensive assessment regulation at 42 CFR § 484.55 may be made. These
minimal requirements will support reimbursement when billing is resumed and help
ensure appropriate care is provided.

•
•
•

The Start of Care assessment (RFA 1) may be abbreviated to include the Patient
Tracking Sheet and the 24 payment items.
The Resumption of Care assessment (RFA 3) and the Recertification
assessment (RFA 4) may be abbreviated to the 24 payment items.
The Discharge assessment (RFA 8 or RFA 9) and the Transfer assessment
(RFA 6, RFA 7) are suspended during the waiver period.

HHAs should maintain adequate documentation to support provision of care and
payment.
I-3.

Abbreviated OASIS: Are HHAs permitted to do abbreviated OASIS data collection at
start of care, i.e., limit collection to the OASIS items required for billing (as long as they
use some tool to assess patient’s clinical status)?
For HHAs that are located in the emergency area(s) that serve evacuees, the Start of
Care assessment (RFA 1) may be abbreviated to include the Patient Tracking Sheet
and the payment items. HHAs should maintain adequate documentation to support
provision of care and payment.

I-4.

Time Limits for OASIS: During a public health emergency, must HHAs comply with
the 5-day OASIS completion window? Must they comply with the 7-day lock date?
Must they transmit data within the required time frame?
HHAs that are operating under the time limited statutory waiver in the affected disaster
areas may complete an abbreviated assessment. This abbreviated assessment does
not have to meet the 5-day completion date or the 7-day lock date. In addition, the
OASIS transmission requirements at 42 CFR 484.20 are suspended for those Medicare
approved HHAs that are serving qualified home health patients/evacuees in the affected
areas.
HHAs are expected to use this policy only as needed, and to return to business as usual
as soon as possible.

I-5.

Resuming Care: May HHAs omit transfer and resumption of care assessments?
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The Resumption of Care assessment (RFA 3) and the Recertification assessment (RFA
4) may be abbreviated during a public health emergency to the 24 payment items as
discussed above.
The OASIS Discharge assessment (RFA 8 or RFA 9) and the Transfer assessment
(RFA 6, RFA 7) are suspended during the waiver period.
I-6.

OASIS Alternatives: Will home health agencies be given any special consideration for
OASIS if their vendor is located in an emergency area and has been impacted by the
disaster?
HHAs do have other options as far as software to use. We suggest they use HAVEN
for the interim. If they need assistance with importing their vendor’s data into HAVEN,
they should contact the HAVEN Help Desk at 1-877-201-4721.

I-7.

Facility Relocation: Several of my home health agency physical locations have been
destroyed by the disaster. May I relocate and continue furnishing services?
Contact your CMS Regional Office. The Regional Office will review requests on a caseby-case basis, and limited exceptions to the physical location requirements may be
allowed. In addition, please refer to the State’s specific licensure and certification
requirements during an emergency. For example, during Hurricane Katrina, Louisiana
Gov. Kathleen Blanco declared a public health state of emergency and temporarily
waived certain licensure requirements.
If the facility will not be operating in the original location for several months
(approximately four months after the disaster), CMS will revisit the situation and
determine if voluntary deactivation is best. The original certification was for services to
a designated service area and may not be used to expand or relocate services, but is
for temporary emergency service delivery.

1-8.

Home Health Services: If there is an increased demand for home health or other
services, how will those needs be met in the long run?
CMS does not limit the number of patients that can be cared for by a home health
agency. The agency must meet all federal participation requirements and have
appropriately qualified staff to care for the patients and adequate supervision of the
staff. However, State law may place limitations on the number of agencies or the
relocation of agencies.

J.

HOSPITALS

J-1.

Acute Care Patients: Can a bed in a psychiatric unit be used for acute care patients
admitted during a public health emergency?
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Yes, for hospitals located in the emergency area, beds in a psychiatric unit may be used
for acute care; however, it should be fully documented in hospital records. In addition,
the acute portion of the hospital should bill for all Medicare-covered services; the
psychiatric unit should record the services/charges as non-Medicare.
J-2.

Hospital Certification: Could the State certify a hospital to provide Skilled Nursing
Services?
A hospital could apply for certification of portions of its facility as a Nursing Facility. A
hospital with less than 100 beds and located in a nonurbanized area may apply for
swing bed status and receive payment for skilled nursing facility services by applying
with the CMS RO. A survey by the SA would be required.

J-3.

EMTALA Waiver: Does a hospital need to submit a request to the State Survey
Agency for the general EMTALA waiver?
Requests for waiver of sanctions under the Emergency Medical Treatment and Active
Labor Act (EMTALA) are not required for hospitals or CAHs located in the emergency
area that have activated their disaster plans and operate under the general EMTALA
waiver. Such waivers are limited to a 72 hour period beginning with the hospital’s
activation of its hospital disaster protocol and are not effective for actions that
discriminate among individuals on the basis of their source of payment or ability to pay.
Hospitals that activate their hospitals disaster plan and are invoking the permitted
EMTALA waiver of sanctions must provide notice to their State Survey Agency, who will
forward the information to their CMS Regional office.

J-4.

EMTALA Requirements: Would it be considered an EMTALA violation if the hospital
did not have any medical records available because of the disaster?
During a declared public health emergency, CMS would take a liberal view of the
situation. However, as in physician attestations, the new medical record would have to
reflect the lack of prior documentation.

J-5.

EMTALA Compliance during a Public Health Emergency: Are hospitals required to
comply with all of the requirements of EMTALA during the public health emergency
period in the emergency area?
Generally, yes. However, CMS has the authority not to impose sanctions on a hospital
located in the emergency area during the emergency period if the hospital redirects or
relocates an individual to another location to receive a medical screening examination
pursuant to either a state emergency preparedness plan or transfers an individual who
has not been stabilized if the transfer is necessitated by the circumstances of the
declared emergency. Such waivers are limited to 72 hours from the beginning of the
implementation of the hospital’s disaster protocol. This waiver, however, is not effective
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with respect to any action taken that discriminates among individuals on the basis of
their health status, source of payment or their ability to pay.
J-6.

EMTALA Medical Screening: Evacuees from states affected by the public health
emergency may arrive at hospital emergency departments merely to obtain refills of
prescriptions that they lost when they evacuated during a disaster or public health
emergency. Must these individuals be given an EMTALA medical screening
examination when they come to the emergency department?
Even under non-emergency circumstances, the Emergency Medical Treatment and
Active Labor Act (EMTALA) regulations make it clear that individuals seeking only
prescription refills need not be given a complete medical screening examination, but
rather, one that is appropriate for the request that they make. Hospitals may wish to
develop specific protocols that include a streamlined screening examination for patients
seeking prescription refills, consistent with the regulation cited above.

J-7.

Emergency Department Shut-Down: If a hospital remains open during a disaster and
is operating at or in excess of its normal operating capacity and cannot get sufficient
staff, may the hospital shut down its emergency department (ED) without violating
EMTALA?
Under these circumstances, EMTALA would not prohibit the hospital from closing its ED
to new patients if it no longer had the capacity to screen and treat individuals (in effect,
going on diversion). The hospital should follow any applicable State and local notice
requirements and its own previously established plan for public notification when it goes
on diversionary status. The hospital would continue to have an EMTALA obligation to
individuals undergoing examination or treatment in its ED at the time it stops accepting
new emergency patients. In addition, in spite of the “closure” if an individual comes to
such a hospital and requests examination or treatment for an emergency medical
condition, the hospital would be obligated by EMTALA to act within its capabilities to
provide screening and, if necessary, stabilization.

J-8.

Inpatient Rehabilitation Rule: As a result of the disaster or public health emergency,
some hospitals may use any available bed to care for patients that have been
transferred from the affected areas, or to treat the large number of people requiring
hospital care. Will CMS enforce the 60 percent rule for inpatient rehabilitation facilities
that admit patients outside of the 13 conditions in order to meet the demands of this
crisis?
CMS recognizes that some facilities in the emergency area may take a higher number
of admissions outside of the 13 conditions to meet the demands of the crisis during the
emergency period. Facilities should clearly indicate in the medical record where an
admission is made to meet the demands of the crisis. These cases will not be counted
toward compliance with the 60 percent rule.
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J-9.

Inpatient Rehabilitation Facility – 60 Percent Rule: The disruption to the hospital
system caused by the flooding and its aftermath may require some hospitals to use any
available bed to care for patients that have been transferred from the affected areas, or
to treat the large number of people requiring hospital care. If an inpatient rehabilitation
facility (IRF) admits a patient solely in order to meet the demands of this crisis, will the
patient be included in the hospital’s or unit’s inpatient population for purposes of
calculating the applicable compliance thresholds in 42 Code of Federal Regulations
(CFR) § 412.23(b)(2) (“the 60 percent rule”)?
In order to meet the demands of the crisis, CMS will modify enforcement of the
requirements specified in 42 CFR § 412.23(b)(2), which is the regulation commonly
referred to as the “60 percent rule.” If an IRF admits a patient solely to respond to the
crisis and the patient’s medical record properly identifies the patient as such, the patient
will not be included in the hospital’s or unit’s inpatient population for purposes of
calculating the applicable compliance thresholds outlined in § 412.23(b)(2). In the case
of an admission that is made solely to meet the demands of the crisis, a facility should
clearly identify in the inpatient’s medical record by describing why the patient is being
admitted solely to meet the demands of the crisis. In addition, during the applicable
waiver time period, the exception described in this answer would also apply to facilities
not yet classified as IRFs, but that are attempting to attain classification as an IRF.
An institutional provider would use the “CR” (catastrophic/disaster related) modifier to
designate any service line item on the claim that is disaster related. If all of the services
on the claim is disaster related, the institutional provider should use the “DR” (disaster
related) condition code to indicate that the entire claim is disaster related.

J-10. Inpatient Rehabilitation 3-Hour rule: In addition to suspending the “60 percent rule”
during the flood, will the Medicare admission criteria for inpatient rehabilitation found
(IRF) in Section 110 of the Medicare Benefits Policy Manual, such as the 3-hour rule,
also be temporarily suspended?
CMS recognizes that it may become necessary for patients who are not rehabilitation
candidates to be admitted to IRFs due to the flood. In these instances, CMS would not
apply the IRF specific criteria (e.g., the 3-hour rule) to any review of claims. IRFs
should clearly document in the patient’s medical record that the patient was admitted
solely to meet the demands of the crisis.
J-11. 25-Day Average Length of Stay: Long term care hospitals (LTCHs), which normally
require a 25-day average length of stay, may need to use beds for less than this time
when responding to the crisis. Will CMS enforce this average length of stay
requirement?
During the public health emergency, CMS will not count evacuees in calculating
whether patients from this emergency meet the 25-day average length of stay
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requirement during the emergency period. LTCHs must clearly indicate in the medical
record where an admission is made to meet the demands of the crisis.
J-12. Converting Exempt Beds: Can exempt beds in the emergency area be converted to
acute beds if a shortage of acute beds occurs due to victims of the disaster? In the
past, such requests were handled on a case-by-case basis. Should we continue to
send such requests to the State Survey Agency for conversion?
CMS will handle each request to convert exempt beds to acute care beds to
accommodate the needs of disaster victims on a case-by-case basis. The State's input
in reviewing the provider's request and determining whether or not there really is a need
for the proposed beds is critical to helping ensure that beneficiaries receive the high
quality care they need.
It is important to realize that any change in bed type would be approved only if there
was an established need for the care to be provided, if the care can be provided safely
and only for a very short period of time. Basically the change in bed type would only be
approved for a brief emergency situation. Beneficiaries must be transferred to the
appropriate provider type as soon as their condition permits.
J-13. Temporary Certification to Perform Organ Transplants: May a hospital in a public
health emergency area that is covered by the 1135(b) waiver authority be given
temporary certification to perform organ transplants as a transplant center?
A hospital in a public health emergency area that is covered by the 1135(b) waiver may
be given temporary certification to perform organ transplants as a transplant center
under special circumstances. Waiver of the standard certification and survey process
will be considered on a case-by-case (i.e., center-by-center) basis. Any approved
waiver will be effective for only so long as the emergency period exists, as determined
by the President and the Secretary of HHS, or (with State and/or Regional Office
approval) until the transplant center is ready to relocate from a temporary location to a
permanent location.
In considering whether to grant a waiver of the standard certification and survey process
for a temporary certification, a transplant center must have an experienced and
credentialed transplant team, offer a full range of transplant services, provide the
required administrative and support services, ensure that the temporary hospital setting
has all of the needed support services, and have a relationship with the Organ
Procurement Transplant Network (OPTN) and an Organ Procurement Organization.
In order to ensure safe and adequate care, the following areas must be addressed prior
to the granting of a temporary relocation of a transplant center:
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•
•

•

•
•

The transplant team needs to include the full component of experienced transplant
staff, including the director, transplant surgeons and physicians, nurses, transplant
coordinator, social worker, and dietitian.
The full-range of services need to be provided, including pre- and post-transplant
care.
The hospital that will temporarily house the renal transplant center must have the
administrative operations, physical capacity, and necessary support services for
transplantation. This includes a governing body that acknowledges and assumes
responsibility for the transplant program, full pharmaceutical services, access to a
certified histocompatibility laboratory, dialysis facilities (for renal transplant centers),
and social and dietary services that can meet the needs of a renal transplant
program.
The temporary facility must show that there will be a working relationship with the
OPTN.
The temporary facility must have the capacity to meet Medicare’s quality standards
for renal transplantation, 42 CFR 482.68 through 482.104.

Before such approval, there must be evidence that the interest of Medicare beneficiaries
would be better served by receiving transplant services in the temporary facility rather
than in existing certified transplant centers. To request approval of the temporary
certification of a transplant center, in those States where the survey and certification
process is handled by the State Survey Agency, contact either the respective State
Survey Agency or Regional Office. In those states, where the survey and certification
process is handled by CMS’ contractors, contact the Regional Office.
K.

NURSING HOME PROVIDERS

K-1.

3-Day Hospital Stay: Will skilled nursing facilities (SNFs) in the declared public health
emergency area still be requiring residents to have a 3-day hospital stay prior to their
admission?
During the emergency period, CMS will temporarily provide SNF benefits in the absence
of the 3-day prior hospital qualifying stay for those SNF residents affected by the
declared public health emergency to facilitate a smooth transition for skilled nursing
facility (SNF) residents that will fit their individual care needs. This policy applies to any
Medicare beneficiary who:
•
•
•

was evacuated from a nursing home provider in the emergency area;
was discharged from a hospital (in the emergency or receiving locations) in order
to provide care to more seriously ill patients; or
needs SNF care as a result of the emergency, regardless of whether that
individual was in a hospital or SNF prior to the disaster.
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Providers must document in the medical record both the medical need for the SNF
admission and how the admission was related to the crisis created by the declared
public health emergency and its aftermath.
K-2.

Voluntary Recertification: If a skilled nursing facility has sustained moderate to
severe damage and physical plant assessments indicate re-occupancy may be delayed
for several months, what are the particulars of assigning voluntary deactivation status to
those facilities?
Providers in the emergency area will be reviewed on a case-by-case basis. If the facility
will not be back in business for several months (approximately four months after the
disaster), CMS may ask for their voluntary termination of their provider agreement and
will be flexible about bringing them back into the program.

K-3.

Tracking Residents: How will residents be tracked so they can get in touch with their
families, especially residents with Alzheimer’s or dementia who may not be able to
identify themselves or provide much other information?
CMS recommends that State Agencies collaborate with health care facilities and their
public and private partners to develop a method for tracking patients and residents in
the event of a public health emergency.

K-4.

MDS Medical Record Information: Skilled nursing facility residents in the public
health emergency area may be evacuated to other nursing homes without their medical
history. The national Minimum Data Set (MDS) may be the primary source of medical
record information for many of these residents. What can providers that accept such
residents do to obtain information available on the residents’ MDS record to assure
appropriate care of those residents? In some cases the States affected by the disaster
are unable to provide this information.
CMS will compile a list of all skilled nursing facilities and nursing facilities that are
reported as being evacuated, and will compile a file of critical clinical information
obtained from the MDS records of the residents in those Medicare certified nursing
facilities in an Excel spreadsheet. Any nursing provider that has received evacuees
may request access to this file(s).
To obtain this information, the receiving nursing home should contact the IFMC Help
Desk at 1-888-477-7876. When the request is received, the Iowa Foundation for
Medical Care (IFMC) will place the file in the receiving nursing home provider’s shared
MDS folder. The report will stay in the receiving nursing home provider’s file for about
30 days.

K-5.

MDS Assessment Requirements: What are the requirements for filling out an MDS
assessment?
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Under normal circumstances, a provider is required to complete a Minimum Data Set
(MDS) assessment of a resident within 14 days of admission to the facility or when
there has been a significant change in the resident’s condition. In order to facilitate
nursing home provider responses during a declared emergency, the guidance below will
apply during the 1135(b) waiver period.
In the case of evacuations, the evacuating facility should determine by day 15 whether
or not residents will be able to return to the evacuating facility within 30 days from the
date of the evacuation. In the case that the evacuating facility is unavailable to make
this determination, the receiving facility makes this determination.
If and when the residents return to the evacuating facility within 30 days, the MDS cycle
will continue as though the residents were never transferred. This decision places
minimal disruption on the staffs’ daily routine in caring for all residents. The evacuating
facility would then complete the MDSs according to the Long-Term Care Facility
Resident Assessment Instrument User’s Manual once the residents return to its facility.
When the evacuating and/or receiving facility determines that the residents will not
return to the evacuating facility within the 30-day time frame, the evacuating facility
should discharge the resident by completing a discharge tracking form whenever
possible. The receiving facility will admit the residents and complete an admission MDS
(and/or a 5-day MDS) as per the federal participation requirements. The MDS cycle will
begin as of the admission date. The discharge/admission date must occur within the
previously mentioned 30-day time frame.
If and when the resident returns to the evacuating facility after the 30-day time frame,
the receiving facility will discharge the resident and complete a discharge tracking form.
The evacuating facility will re-admit the resident. The MDS cycle will be established
based on the reentry tracking form.
When residents are transferred to the receiving facility with an anticipated return to the
evacuating facility within the 30-day time frame, the evacuating facility may bill Medicare
for the services that were provided at the receiving facility’s provider number. The
evacuating facility is responsible for payment to the receiving facility for the services that
facility provides to the evacuated residents. In these cases, the fiscal intermediary will
process these claims using the evacuating facility’s provider number as if the patients
had not been transferred.
When a provider is having a problem meeting these requirements, they should contact
their State Agency to discuss the situation and receive guidance about any extensions
in meeting the required MDS assessment time frames.
K-6.

Electronic Submission of MDS: During a disaster, the electronic MDS submission
may not be possible from the evacuated facilities (e.g., server is down or equipment has
water damage).
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If the local MDS database is unavailable (destroyed or lost), CMS can help the
evacuating facility restore previously submitted MDS data once a working computer is
obtained. They should call the MDS Help Desk at 1-888-477-7876.
Note: CMS can not help restore data unless the provider previously submitted the data
to the Federal data submission system.
K-7.

Bed Capacity: Can a skilled nursing facility (SNF) in declared public health emergency
area exceed their licensed and certified bed capacity to accommodate additional
patients?
The SNF should contact their CMS Regional Office, who will review the request and
make a case-by-case determination. While providers may exceed their census to meet
a short-term need, continued housing of residents over a facility’s capacity will require
review and evaluation by the State Survey Agency, to ensure that staffing levels are
sufficient, as well as ensure the ability to safeguard residents.

K-8.

Accepting Evacuated Residents in Non-Affected States: Can nursing home
providers in a state not affected by the emergency exceed their licensed and Medicare
certified bed capacity in order to accept residents from another facility (e.g., corporate
sister facility) in an affected area?
The nursing home provider should contact their CMS Regional Office (RO) who will
review the request and make a case-by-case decision. While providers may exceed
their resident census to meet a short-term need, continued housing of residents over a
facility’s capacity will require review and evaluation by the State Survey Agency. In
making case-by-case determinations regarding a receiving provider’s acceptance of
residents that places it over its licensed and certified capacity, CMS will not make it a
priority to place displaced/evacuated residents from one facility into another facility by
the same owner.

K-9.

MDS Requirements for Transfers: What will be the requirements for MDS completion
if a resident is discharged from an evacuating facility with the 30 days? Will another
admission MDS be required?
The evacuating facility should determine by day 15 whether or not residents will be able
to return to the originating facility within 30 days or not. If the resident returns to the
originating facility with the 30-day time limit the MDS cycle will continue as though the
resident was never transferred.
The receiving facility should determine by day 15 whether or not residents will be able to Comment [FH1]: Shouldn’t this be
“receiving” facility?
return to the evacuating facility within 30 days or not. If the resident returns to the
evacuating facility with the 30-day time limit, the MDS cycle will continue as though the
resident was never transferred.
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K-10. PASRR Level I Screening: What should a Medicaid-certified nursing facility do if an
individual is transferred without record of PASRR Level I Screen?
Transfers are not subject to the requirement for Preadmission Screening and Resident
Review (PASRR) Level I prior to admission, but are subject to Resident Review (RR)
upon a change of condition. Therefore, payment will not be denied based on the
absence of a Level I screen. Nevertheless, Medicaid nursing facilities (NFs), and state
Medicaid agencies are responsible to identify possible mental illness/mental retardation
(MI/MR) in NF residents.
CMS suggests that the NF, or other entity specified by the state, accomplish this
requirement by performing a Level I Screen as part of the intake procedure. The NF is
responsible to see that the screen is performed, to complete the resident’s record, and
to ensure that the resident receives a Level II evaluation if needed. If there is
insufficient data to do so, document the situation, then be alert with these residents for
any signs of MI/MR, which will trigger a change in condition and if needed a Resident
Review (RR).
K-11. PASRR Level II Evaluation & Determination: What should a Medicaid certified NF do
if they receive a transfer of an individual with indication that PASRR Level II Evaluation
and Determination is needed, but no record is available?
Inter-facility transfers are subject to Resident Review (RR), not preadmission screening
(PAS) pursuant to 42 CFR 483.106(b)(4). Therefore, there is no risk to the NF that
federal financial participation (FFP) will be denied for lack of a PAS. NFs may admit
residents, under the emergency Categorical Determination if possible, and begin the
Level II evaluation process.
CMS will not consider the NF or the state out of compliance if documentation shows that
due to evacuation, a resident’s possible need for RR is known at admission, is initiated
not later than the initial resident assessment and MDS process, and the
evaluation/determination is performed as soon thereafter as resources are available.
K-12. Person’s Previous PASRR Status Unclear: What should a Medicaid certified NF do if
they receive a displaced resident/evacuee for admission who is not a transfer from a
Medicaid-certified NF, or the person’s previous status is not clear?
The NF, or other entity specified by the State, should perform a Level I Screen. CMS
will not consider the NF or the State out of compliance or withhold FFP if documentation
shows that due to the evacuation from declared public health emergency, a Level I
Screen was performed upon admission, or within 2 days of admission, and Level II
Evaluation is initiated per state procedures if indicated.
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K-13. Displaced Residents from Specialty Facility: What should a Medicare certified NF
do if they receive a displaced resident/evacuee from an ICF/MR, hospital, or other
specialized facility?
Level of care (LOC) determinations are state medical necessity requirements and CMS
has no authority to suspend such requirements. Emergency guidance from the State
Survey Agency and from the CMS Survey and Certification Group should control
admitting practices regarding LOC. However, because PASRR determination of need
for NF is connected to LOC, the following information may be useful:
a)

b)
c)

To the extent that a NF admits individuals from a higher LOC, the NF would be
required to provide all needed services until the individual can be discharged to a
facility that would provide the appropriate LOC. MI/MR needs at the hospital or
the ICF/MR LOC are unlikely to be met at a NF.
CMS is aware that some evacuees will lack records, and that pre-evacuation
LOC may be inaccurate due to the effects of the emergency on the individual.
To the extent that a NF admits evacuees who do not meet the paying state’s
LOC requirements, the state may deny Medicaid payment for those individuals.

CMS would not consider this a Medicaid-reimbursable admission. A receiving state
should make available appropriate facilities for direct admission of displaced persons,
rather than compromise the well-being of the person, other residents, and staff by
admitting individuals the facility is not equipped to serve.
K-14. No Inter-state PASRR Agreement: What will happen when there is no inter-state
PASRR agreement between the evacuating and receiving states?
The state of residence normally has responsibility to pay for PASRR functions, or have
a reciprocal agreement with the receiving state. Depending on the number of
evacuated Medicaid NF residents, and the length of stay, states may wish to make
retroactive inter-state PASRR agreements.
CMS will not require inter-state agreements unless states are adjacent (and should
already have agreements) or PASRR requirements are not being met due to lack of
inter-state cooperation.
K-15. What will happen when a resident is transferred from another state and has PASRR
Level II documentation in their record that is sufficient for planning care?
The receiving Medicaid NF should determine whether the evacuee’s PASRR
documentation would be sufficient under the receiving state’s PASRR’s rules. The
receiving state may allow NFs to accept the existing Level II data on a case-by case
basis. CMS will not expect a new evaluation if the documentation shows that for a
resident evacuated due to declared public health emergency, the PASRR data received
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with the out-of-state resident can be used by a care planning team as sufficient and in
lieu of an in-state PASRR Evaluation and Determination.
K-16. What will happen when a resident is transferred from another state that has PASRR
Level II documentation in their record, but the information is not meaningful in the
receiving state (e.g., differing terminology, level of detail, or definitions of Specialized
Services)?
If the NF decides to admit the evacuating individual as a transfer, proceed as with a
resident requiring RR and ensure the individual receives a Level II screening that can
be used in care planning. CMS will not consider the NF or the state out of compliance
or withhold FFP if documentation shows that due to the evacuation from the declared
public health emergency, a transferred resident lacked a valid Level II Determination
that NF is appropriate, and RR is initiated not later than the initial resident assessment
and MDS process, and the evaluation/determination is performed as soon thereafter as
resources are available to do so.
K-17. What will happen if an evacuated resident transferred from another state, with MI/MR, is
considered appropriate for Medicaid NF placement in the state of origin, but
documentation or examination shows the individual is not appropriate according to the
PASRR criteria in the receiving state?
The decision is up to the receiving State and the NF’s prerogative to admit only
residents whose needs it can meet. CMS suggests admitting under emergency
Categorical Determination, while seeking appropriate alternative placement. But if the
well-being of the transferred resident and/or other residents are compromised, the
transferred resident should be immediately placed in another facility per the standards
of the receiving State.
CMS will not consider the NF or the State out of compliance or withhold FFP if
documentation shows that due to the evacuation, an individual is admitted to a NF
under the sending state’s PASRR Determination, and the receiving state’s emergency
Categorical Determination for a period no longer than the period normally specified by
the state for this category.
K-18. Specialized Services: What will happen if the evacuating State defines Specialized
Services as services provided in the Medicaid NF to augment NF services, while the
receiving state defines Specialized Services as hospitalization or other placement not in
a NF?
If this circumstance exists, contact your CMS Regional Office for guidance.
L.

STAFFING
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L-1.

Licensed Health Professional Volunteers: I would like to volunteer my medical
services, but do not have a license to practice in a state affected by the declared public
health emergency. Can I still treat patients in the state?
Check with your State Agency and the appropriate health care professional board.
Each State should be making plans to address potential staffing shortages and licensing
procedures, such as establishing reciprocity with other states and recruiting volunteers
during nonemergency periods and/or emergency periods.
In addition, the U.S. Department of Health and Human Services requires every state
that receives Hospital and Healthcare Facilities Partnership Preparedness Program
grant funds to develop an Emergency System for Advance Registration of Volunteer
Health Professions (ESAR-VHP) system, that allows advance registration and
credentialing of clinicians and health volunteers to effectively respond to surge capacity
needs. The State ESAR-VHP System will:

•
•
•

Register health professional volunteers
Apply emergency credentialing standards to registered volunteers
Allow verification of the identity, credentials, and qualifications of registered
volunteers during an emergency

By registering in ESAR-VHP, the volunteer agrees to provide health services during an
emergency and authorizes the State to collect the necessary information to determine
the individual’s credential status and emergency credentialing level.
L-2.

Nurse Aide Screening: Nurse aides may relocate from a state in a public health
emergency area, into another state, as some corporate skilled nursing facilities (SNFs)
may transfer resident evacuees and staff to sister facilities in other states during an
emergency. Some SNFs in the affected states may be unable to conduct criminal
background checks, check references, or search the status of the Nurse Aide Registry.
What should these SBFs do to assure that they do not employ nurse aides with a
conviction and/or substantiated finding of abuse, neglect or misappropriation of resident
property?
During a declared public health emergency, nursing home providers must do the best
they can to ensure that only nurse aides in good standing who have relocated from an
affected area, are hired to work in the nursing home. At a minimum, CMS expects that
nursing home providers that employ nurse aides relocating from an affected state will
search any nurse aide registry that the nursing home believes is likely to might contain
information on the nurse aide.
The Office of Inspector General (OIG) Exclusion List is also a useful tool for nursing
homes and other health providers to obtain information about nurse aides and other
health care workers with relevant convictions, such as offenses of abuse and neglect.
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The OIG Exclusion List of Excluded Individuals/Entities may be located at:
http://oig.hhs.gov/fraud/exclusions/listofexcluded.html
(Federal regulations do not require that nursing homes conduct a criminal background
check before hiring a nurse aide; however, the criminal background check may be a
state requirement.)
L-3.

Employing Persons to Provide Direct Care: Additional nurse aides may be needed
by nursing homes that have admitted residents displaced by a disaster. May those
SNFs use persons who are currently not included on the State’s nurse aide registry to
help with duties normally performed by nurse aides?
Under current law, nursing homes may employ individuals who are enrolled in an
approved nurse aide training program, who have demonstrated proficiency, but have
not yet passed the competency evaluation program. These persons must be under the
supervision of a registered nurse. There is a 4-month period that facilities may employ
persons enrolled in a nurse aide training program, but whose names are not yet
included on the state nurse aide registry. SNFs must employ individuals who are
competent to function as nurse aides to provide direct care to residents, as determined
by regulation.
If a SNF wishes to use volunteers to provide services, they are free to do so. However,
volunteers are not employees of the facility and generally will be limited in the types of
duties they can perform. For more information about the declared public health
emergency volunteer efforts, please see the following Website:
https://volunteer.ccrf.hhs.gov/

L-4.

Licensure Verification Requirements: We have had several questions related to
licensure verification of health professional including physicians, nurses, and social
workers. What should a prospective employer do if he/she cannot verify licensure with
the appropriate professional board during a declared public health emergency?
The 1135(b) waiver allows for some flexibility that would be applicable for the declared
public health emergency areas. We would expect providers to exercise due diligence,
access whatever information is available through alternate resources, and ensure that
the individual properly attests to their qualifications. The employer may contact past
employers that may have verified the license, request verification, and document the
efforts. Also, the employer may obtain a signed affidavit from the prospective employee
attesting that he or she is licensed. The affidavit should be maintained while awaiting
the professional board to resume operations.

L-5.

Medication Administration: Skilled Nursing Facilities located in declared public health
emergency areas may be having problems with delivering medication to residents.
Some states will only allow a nurse to administer medications. Can nurse aides
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administer medication in this emergency? Are there any Federal statutes or regulations
that would affect these issues, or are they only affected by state laws and regulations?
With regard to the administration of medications by anyone other than a nurse in a
declared public health emergency area, SNFs would need to seek guidance from the
State, as this is an issue of State law.
M.

CMS & State Survey Agency Role & Responsibilities

M-1.

What is the role of CMS Central Office during an emergency?
During a declared public health emergency, the primary role of the CMS Survey and
Certification (S&C) Central Office (CO) is to provide a national, centralized point of
contact for gathering and disseminating essential information, to respond to questions
and requests for information, and to promptly make critical health care provider policy
and procedure decisions. The CO’s essential functions include the following:

M-2.

•

Maintaining a current, centralized list of State Survey Agency (SA) designated
emergency points of contact, as well as appropriate stakeholders and partners (e.g.,
accreditation organizations, provider associations, advocate associations, etc.), to
ensure effective communication regarding key information.

•

Assisting to disseminate information regarding a declared public health emergency
to SAs and other appropriate partners and stakeholders.

•

Establishing a point of contact (and back-up) who is responsible for tracking all
submitted emergency preparedness questions, and posting approved Questions and
Answers on the CMS Frequently Asked Questions (FAQ) Website, on a prompt and
timely basis.

•

Responding promptly to S&C health care provider policy and procedure questions,
and/or regulatory waiver/suspension of Conditions of Participation (CoP) issues that
have been submitted by Congress, other Department of Health and Human Services
(HHS) operating divisions, Regional Offices (ROs), SAs, health care providers,
media, and other stakeholders. Legal issues shall be referred to the HHS Office of
General Counsel, as needed.

•

Creating centralized health care provider data reports, as appropriate, to assist ROs,
SAs, and other HHS operative divisions, as necessary (health care providers in
possible path of storm, hospitals with emergency departments, status of affected
health care providers, etc.).

What is the role of CMS Regional Office during an emergency?
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During a disruptive event, the Regional Office’s (RO) primary role is to provide guidance
to affected SAs regarding health care providers’ CoP and potential altered care
decisions, while ensuring the health and safety of patients and residents. The RO's
essential functions include the following:

M-3.

•

Establishing an emergency point of contact (and back-up) who is responsible for
promptly responding to questions and concerns submitted from affected SAs and
health care providers in their jurisdiction.

•

Ensuring communication links with affected SA’s designated emergency point of
contact in their jurisdiction, utilizing back-up contingencies/strategies (cell phones,
radios, Internet, etc.), if telephone and/or electrical power is inoperable.

•

Responding promptly to requests for 1135(b) waiver or suspension of
Medicare/Medicaid CoP requirements from affected SA and/or health care providers.

•

Referring questions and waiver/suspension of regulation requests to CO, as needed.

•

Requesting status reports from the SA regarding affected health care providers, as
well as forwarding the reports, alerting and keeping the CO and other appropriate
parties appraised about key developments.

•

Assisting affected SAs to provide essential monitoring and enforcement activities,
should the SA be overwhelmed and unable to meet their S&C obligations.

What is the role of the State Survey Agencies during an emergency?
Under section 1864 of the Social Security Act, CMS has established agreements with
the State Survey Agencies (SAs) to carry out the Federal survey and certification
obligations to ensure Medicare/Medicaid certified health care facilities and suppliers
meet their CoP and are providing quality care. During a disruptive event these survey
and certification responsibilities continue; however, CMS recognizes that certain actions
may need to be adjusted and increased flexibility may be necessary during an
emergency situation. For example, the State’s Incident Command may order the SA’s
clinical staff to care for at-risk populations in special need shelter, reducing resources
for standard survey and certification activities.
The SA is a part of a larger State emergency management system, which frequently
operates under the Incident Command System (ICS), and may be led by another
agency or department. The SA may be designated as the responsible agency for
carrying out the State’s Essential Support Function (ESF) # 8 – Medical and Public
Health Response. (Note: The U.S. Department of Health and Human Services is the
Federal ESF Coordinator for the ESF #8).

Page 248

FAQs – Updated 8/31/2008

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PROVIDER SURVEY AND CERTIFICATION
FREQUENTLY ASKED QUESTIONS
CMS expects the SAs to have the following emergency preparedness functions in place
no later than July 1, 2008:
Emergency Planning
•

Each year the SA must complete a coordinated emergency Continuity of Operations
Plan (COOP) which is submitted to the CMS RO an annual basis. The completed
COOP needs to address the following components:

o Determination of essential S&C business functions
o Designation of an SA S&C emergency point of contact (and back-up),
responsible for maintaining communication with CMS, or with a designated
person within the State Incident Command System (ICS), who has been clearly
assigned to communicate with CMS and provide data for S&C functions.
o Identification of strategies to ensure protection of S&C critical data.
o Completion of exercises to be executed no later than September 30, 2008, to
ensure State, Regional, Tribal and Federal coordination, effectiveness, and
mutual support.
Essential Functions
•

The SA determines their essential S&C functions, which must include plans for:

o Providing prompt responses to complaints regarding patients/residents who are
in immediate jeopardy.
o Providing monitoring and enforcement of health care providers. Even in
widespread disasters where reduced S&C activities may occur, key activities
(such as complaint investigations) will still need to occur in order to ensure the
health and safety of patients and residents.
o Conducting timely surveys or re-surveys following the aftermath of a disaster and
prior to the re-opening of a health care facility.

Communication & Coordination
•

The designated S&C emergency point(s) of contact is available 24 hours per day, 7
days per week to the CMS RO, during a State declared widespread disaster. The
contact is responsible for:

o Coordinating the State S&C activities with CMS
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o Addressing questions and concerns regarding S&C essential functions
o Providing status reports to the RO
o Ensuring effective communication of Federal S&C policy to local constituencies
(see details below)
•

These functions may be fulfilled by a person within the State Incident Command
System (ICS) who has been clearly assigned to communicate with CMS and provide
data for S&C functions.

•

The SA maintains capability for prompt dissemination of CMS policy and procedures
to surveyors, providers, and affected stakeholders. During a disaster, the capability
is operative 24/7. The SA capability includes back-up communication strategies,
such as Websites, hot lines, and emergency capability that enable functional
communication during power outages.

•

A designated person is available for responding to health care providers’ emergency
preparedness questions and concerns related to survey and certification.

Exercises
•

The SA will conduct a program of COOP exercises, at least annually, by designated
staff, to ensure State, Regional, Tribal and Federal coordination, responsiveness,
effectiveness and mutual support.

Recovery Functions
•

Recovery functions will be determined on a case-by-case basis between the SA and
the CMS Regional Office. In the context of survey and certification, recovery
functions represent those activities that are required to establish that a provider has
re-established the environment and systems of care necessary to comply with
Federal certification requirements.

Information and Status Reports
•

The SA or the State ICS maintains capability and operational protocols to provide
the CMS RO:

o State policy actions (such as a Governor’s declaration or waiver of licensure
requirements)
o An electronic provider tracking report, upon request, regarding the current status
of health care providers affected by the disaster. The report capabilities must
include the following:
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Provider’s name
Provider’s Identification Number
CLIA number, if applicable
Provider type
Address (Street, City, ZIP Code, County)
Current emergency contact name
Telephone number and alternate (e.g., cell phone)
Provider status (evacuated, closed, damaged)
Provider census
Available beds
Emergency department contact information (name, telephone number, FAX
number) if different than provider contact information
Emergency department status (if applicable)
Loss of power and/or provider unable to be reached
Estimated date operational
Source of information
Date of information

While many States have well developed systems that far exceed the data elements that
are described above, some States will need additional time to establish capability for the
electronic provider tracking and reporting capacity. Therefore, SAs will be permitted to
have established capability for this function no later than July 1, 2009.
N.

Emergency Preparedness Resource Information

N-1.

Applying For FEMA Assistance: Hospitals, skilled nursing facilities (SNFs), nursing
facilities (NFs), home health agencies and other providers affected by a public health
emergency are concerned about reimbursement for uncompensated care delivered to
evacuees that are not covered by Medicare, Medicaid, or insurance. How does a
provider go about applying for assistance from FEMA? Is there a point of contact within
FEMA for providers who are searching for answers to questions about qualification for
federal reimbursement?
The following Website: http://www.fema.gov/government/grant/pa/index.shtm provides
information about how States, local governments, and certain non-profit organizations
can apply for assistance through FEMA to alleviate suffering and hardship resulting
from major disasters or emergencies. Please note the payment source will depend
upon whether or not the patient was eligible for Medicaid, Medicare and/or had private
insurance and the type of services provided.
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N-2.

Emergency Preparedness Planning Resources: Where can I get additional
information about the resources for emergency preparedness planning?
Federal emergency planning resources are listed below:

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

•

HHS Disasters & Emergencies: Requests for Information on Aspects of Emergency
Preparedness, Response, and Recovery: http://www.hhs.gov/emergency/rfi/
U.S. Government - Avian and Pandemic Flu Website (managed by HHS):
http://pandemicflu.gov/
Centers for Disease Control & Prevention: Healthcare Preparation & Planning:
http://www.bt.cdc.gov/planning/#healthcare
Centers for Disease Control & Prevention: Emergency Preparedness & Response:
http://www.bt.cdc.gov/
Centers for Disease Control & Prevention: Emergency Preparedness—Training &
Education: http://www.bt.cdc.gov/training/
Agency for Healthcare Research & Quality (AHRQ): Public Health Emergency
Preparedness: http://www.ahrq.gov/prep/
Department of Homeland Security: http://www.ready.gov/
Department of Homeland Security Interagency Coordinating Council on Emergency
Preparedness and Individuals with Disabilities: http://www.disabilitypreparedness.gov/
Federal Emergency Management Administration (FEMA): Emergency Preparedness:
http://www.fema.gov/plan/index.shtm
FEMA: Continuity of Operations (COOP) Programs:
http://www.fema.gov/government/coop/index.shtm
U.S. Fire Administration (USFA): http://www.usfa.dhs.gov/index.shtm
National Disaster Medical System (NDMS): http://ndms.dhhs.gov/
National Fire Protection Association: http://www.nfpa.org/index.asp?cookie%5Ftest=1
Veterans Affairs Emergency Management Strategic Healthcare Group:
http://www1.va.gov/emshg/
National Renal Administrators Association, Kidney Community Emergency Response
Coalition: http://www.nraa.org/Disaster_Prep.php
U.S. Department of Labor, Occupational Safety & Health Administration, Emergency
Preparedness & Response:
http://www.osha.gov/SLTC/emergencypreparedness/osha_support.html
Centers for Medicare & Medicaid (CMS) Survey and Certification Emergency
Preparedness Website: http://www.cms.hhs.gov/SurveyCertEmergPrep/

Hemodialysis Water Treatment References:
•
Northwest Renal Network document Monitoring Your Dialysis Water Treatment System:
http://www.nwrenalnetwork.org/watermanual.pdf
•
Association for the Advancement of Medical Instrumentation, Recommended Practices
for Dialysis Water Treatment Systems (RD 52 and RD 62)
•
http://aami.org/publications/standards/dialysis.html
Other Resources:
•
Guidelines for Dialysis Care Providers on Boil Water Advisories:
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•
•
•
•
•
•
•
•

•
•

http://www.cdc.gov/ncidod/hip/dialysis/boilwater_advisory.htm
Water Related Emergencies:
http://www.bt.cdc.gov/disasters/watersystemrepair.asp
Tips about Medical Devices and Hurricane Disasters:
http://www.fda.gov/cdrh/emergency/hurricane.html
Medical Devices that Have Been Exposed to Heat and Humidity:
http://www.fda.gov/cdrh/emergency/heathumidity.html
Medical Devices Requiring Refrigeration
http://www.fda.gov/cdrh/emergency/refrigeration.html
Fact Sheet: Flood Cleanup - Avoiding Indoor Air Quality Problems:
http://www.epa.gov/mold/flood/index.html
NIOSH Declared public health emergency Response: Storm and Flood Cleanup:
http://www.cdc.gov/niosh/topics/flood/
OSHA Fact Sheet:
http://www.osha.gov/OshDoc/data_Hurricane_Facts/Bulletin3.pdf
American Institute of Architects: Procedures for Cleaning Out a House or Building
Following a Flood:
http://www.aia.org/liv_disaster_floodproc
American Red Cross: http://www.redcross.org/
Salvation Army: http://www.salvationarmyusa.org/usn/www_usn.nsf
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