[bookmark: _Hlk11225050][bookmark: _Hlk40011595][bookmark: _Hlk524602062]RURAL HEALTH CLINIC 
[bookmark: _Hlk491682926][bookmark: _Hlk495561305]NAME OF CLINIC
Comprehensive Emergency Preparedness Plan and Policies and Procedures

[image: ]







 
[bookmark: _Hlk491689187]
THE PURPOSE OF THIS MANUAL IS TO IMPLEMENT AND DOCUMENT THE EMEGENCY PREPAREDNESS PLAN OF THE RHC IN COMPLIANCE WITH CFR 42 491.12.
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This emergency preparedness manual was updated effective January 1, 2021 and will be reviewed biennially by the Professional Advisory Group. These reviews will be evidenced by the signatures of the Advisory members at the bottom of this page. This page will be updated and signed biennially after the program evaluation and the Emergency Preparedness policies and procedures, Communication plan (see annual review as well), Emergency Plan, and Risk Assessment (See annual review as well) have been reviewed and updated. 
On January 1, 2021, the Professional Advisory Group (PAG) of NAME OF CLINIC updated the rural health clinic emergency preparedness manual of the clinic. Biennially the PAG will review the Emergency Preparedness Plan, update the plan, and sign authorizing the review and the changes.
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Emergency Preparedness Definitions
Because the language of Emergency Preparedness is very specific, the RHC uses the definitions as provided by CMS obtained from the following: https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertEmergPrep/Downloads/FAQ-Round-Four-Definitions.pdf
All-Hazards Approach: An all-hazards approach is an integrated approach to emergency preparedness planning that focuses on capacities and capabilities that are critical to preparedness for a full spectrum of emergencies or disasters, including internal emergencies and a man-made emergency (or both) or natural disaster. This approach is specific to the location of the provider or supplier and considers the particular type of hazards most likely to occur in their areas. These may include, but are not limited to, care-related emergencies, equipment and power failures, interruptions in communications, including cyber-attacks, loss of a portion or all of a facility, and interruptions in the normal supply of essentials such as water and food. Rather than managing planning initiatives for a multitude of threat scenarios all-hazards planning focuses on developing capacities and capabilities that are critical to preparedness for a full spectrum of emergencies or disasters. Thus, all-hazards planning does not specifically address every possible threat but ensures those hospitals and all other providers and suppliers will have the capability to address a broad range of related emergencies 
Business Impact Analysis (BIAs)[footnoteRef:1] are a method of identifying and evaluating the effects various threats/ hazards may have on the ability of an organization to perform its essential functions and the resulting impact of those effects. It is through the BIA that organizations can identify problem areas (gaps, weaknesses, vulnerabilities) and in turn, organization leadership may use the BIA results to support risk management decision making.  [1:  The Department of Homeland Security, Federal Emergency Management Agency (FEMA) Continuity Guidance Circular 2 (CGC 2) July 22, 2010 https://www.fema.gov/pdf/about/org/ncp/coop/cont_guidance2.pdf
] 

Emergency/Disaster: An event that can affect the facility internally was well as the overall target population or the community.
Emergency Preparedness Program: The Emergency Preparedness Program is a facility’s comprehensive approach to meeting the health and safety needs of their patient population and provides facilities with guidance on how to respond to emergency situations that could impact the operation of the facility, such as natural or man-made disasters. It includes (1) all-hazards risk assessment and emergency planning, development and implementation of policies and procedures, a communication plan, and training and testing. The program as a whole consists of the Emergency Plan, which is based on the four core elements. 
Emergency Plan: An emergency plan is one part of a facility’s emergency preparedness program and provides the framework which includes conducting facility-based and community-based risk assessments that will assist a facility in addressing patient needs along with the continuity of business operations. Additionally, a plan will support, guide and ensure a facility’s ability to collaborate with local emergency preparedness officials. 
Facility-Based: When discussing the terms “all-hazards approach” and risk-based risk assessments, we consider the term “facility-based” to mean that the emergency preparedness program is specific to NAME OF CLINIC. Facility-Based includes, but is not limited to, hazards specific to  facility-based on the geographic location; Patient/Resident/Client population; and potential surrounding community assets (i.e. rural area versus a large metropolitan area). 
Full-Scale Exercise: A full scale exercise is a multi-agency, multijurisdictional, multi-discipline exercise involving functional (for example, joint field office, emergency operation centers, etc.) and ‘‘boots on the ground’’ response (for example, firefighters decontaminating mock victims). Hazard Vulnerability Assessments (HVAs)2 are systematic approaches to identifying hazards or risks that are most likely to have an impact on a healthcare facility and the surrounding community. The HVA describes the process by which a provider or supplier will assess and identify potential gaps in its emergency plan(s). Potential loss scenarios should be identified first during the risk assessment. Once a risk assessment has been conducted and an facility has identified the potential hazards/risks they may face, the organization can use those hazards/risks to conduct a Business Impact Analysis. 

Risk Assessment: This is general terminology that is within the emergency preparedness regulations and preamble to the Final Rule (81 Fed. Reg. 63860, Sept. 16, 2016) which describes a process facilities are to use to assess and document potential hazards within their areas and the vulnerabilities and challenges which may impact the facility. Additional terms currently used by the industry are all-hazards risk assessments are also referred to as Hazard Vulnerability Assessments (HVAs) , or all-hazards self-assessments. For the purposes of these guidelines, we are using the term “risk assessment,” which may include a variety of current industry practices used to assess and document potential hazards and their impacts. This guidance is not specifying which type of generally accepted emergency preparedness risk assessment facilities should have, as the language used in defining risk assessment activities is meant to be easily understood by all providers and suppliers that are affected by this final rule and is aligned with the national preparedness system and terminology (81 Fed. Reg. 63860, at 63875). However, facilities are expected to conduct a full assessment of hazards based on geographical location and the individual facility dynamics, such as patient population. Staff: The term "staff" refers to all individuals that are employed directly by NAME OF CLINIC. The phrase "individuals providing services under arrangement" means services furnished under arrangement that are subject to a written contract conforming with the requirements specified in section 1861(w) of the Social Security Act. 
[bookmark: _Hlk491689437]Table-top Exercise (TTX): A table-top exercise is a group discussion led by a facilitator, using narrated, clinically-relevant emergency scenario, and a set of problem statements, directed messages, or prepared questions designed to challenge an emergency plan. It involves key personnel discussing simulated scenarios, including computer-simulated exercises, in an informal setting. TTXs can be used to assess plans, policies, and procedures.[footnoteRef:2] [2:  The Assistant Secretary for Response and Preparedness (ASPR) Technical Resources Assistance Center and Information Exchange (TRACIE) Hazard Vulnerability/Risk Assessment. https://asprtracie.hhs.gov/technicalresources/3/Hazard-Vulnerability-Risk-Assessment/0] 



Emergency Preparedness Files and Resources
Healthcare Business Specialists, LLC has developed resources specific to rural health clinics on their website. Those resources are located at the following link and include templates, presentations, checklists, links, and other resources that will assist RHCs in complying with these regulations.
http://www.ruralhealthclinic.com/emergency-preparedness
EMERGENCY PREPAREDNESS RESOURCES FOR RHCS  
Healthcare Business Specialists, LLC works with Rural Health Clinics on Cost Reporting, Billing, and Compliance issues. As a part of that commitment to RHCs we are providing the following resources for RHCs to use in complying with the Emergency Preparedness requirements that will be complied with by November 15, 2017. Good luck and get started as soon as possible as the regulation is very time intensive to comply with.
The language of Emergency Preparedness is very specific. CMS has provided definitions of the terms used when discussing Emergency Planning for healthcare providers. We provide the link to the definitions below:
· CMS Definitions of terms used in Emergency Preparedness
· CMS Resources at your Fingertips by ASPR Tracie (16 page PDF with a list of resources)
· CMS Interpretative Guidelines - Appendix Z released June 8, 2017
First here are a couple of Healthcare Business Specialists webinars on Emergency Preparedness. Just click on the title and it will open the webinar.
· Emergency Preparedness Webinar on September 29, 2017
· Emergency Preparedness Webinar on July 27, 2017
· Regulatory Update including Emergency Preparedness on April 27, 2017
CMS Webinars - Please find below several links to webinars that CMS has conducted on Emergency Preparedness recently that will help you understand your responsibilities under the Emergency Preparedness Guidelines:
· On April 27, 2017 CMS presented a webinar on Emergency Preparedness. This link will take you to landing page to download the webinar and slide presentation.
· Emergency Preparedness Requirements MLN Connects® Call 10/5/16
· Understanding the CMS Proposed Rule on Emergency Preparedness Webinar on March 18, 2014
· This link will take you to the CMS Emergency Preparedness website titled Survey & Certification. It is a general landing page that will take you to other valuable resources provided by CMS.
· This link will take you to CMS's templates and Checklist website. 
CMS Online Training Modules: CMS has recently published training modules for Emergency Preparedness and it is highly recommended that you go through these modules to help you understand what the RHC inspectors will be looking for:
· CMS Online Training Module for Emergency Preparedness Inspectors (includes more than just RHCs)
· FEMA Online Training Module for Incident Command Center operations
Healthcare Business Specialists has provided some sample Emergency Preparedness policies and procedures for RHCs:
· Emergency Preparedness Sample Policies and Procedures for RHCs
· Emergency Preparedness Sample Communication Plan Sample for RHCS
· Emergency Preparedness Policy and Procedure Plan Sample Manual (Part 1 of 2 PDF)
· Emergency Preparedness Policy and Procedure Plan Sample Manual (Part 2 of 2 PDF)
HBS Presentations on Emergency Preparedness are included below. These are the PDFs of the Powerpoints with links to the regulations and other resources: 
· September 29, 2017 Presentation on EP
· July 27, 2017 HBS Presentation on EP
· October 19, 2017 Presentation on EP
ASPR TRACIE - Brought to you by HHS ASPR, the Technical Resources, Assistance Center, and Information Exchange (TRACIE) was created to meet the information and technical assistance needs of regional ASPR staff, healthcare coalitions, healthcare entities, healthcare providers, emergency managers, public health practitioners, and others working in disaster medicine, healthcare system preparedness, and public health emergency preparedness. The following link will take you to ASPR TRACIE:
· ASPR TRACIE Website Link
Communication Plans are required to comply with the Emergency Preparedness Guidelines. Here are some resources to help you build your communication plan:
· FEMA Emergency Communications Webpage
Sample Emergency Plan Templates. We have gathered several Emergency Plan templates for you to use while developing your Emergency Preparedness Program:
· Emergency Preparedness Checklist for Healthcare prepared by CMS (6 page PDF)
· Sample Emergency Plan - Editable Word Document
· Emergency Action Template from the CDC Editable Word Document
· Dartmouth College Emergency Plan - Editable Word Document
Risk Assessment Tools: RHCs are required to conduct a facility specific all hazards risk assessment. We have included the most common tools for RHCs to conduct a Risk Assessment as required under the Emergency Preparedness requirements:
1. Kaiser Risk Assessment Tools
2. Kaiser Risk Assessment Instructions from Tabletop Exercise
Tabletop Exercise Resources - We have included several resources to help you complete a Tabletop Exercise:
· On October 19, 2017 (you can do the drill anytime) the world's largest earthquake drill will occur. This can count as a Tabletop exercise for your Emergency Preparedness Plan. You need to sign up and do some preliminary work before the drill, but this could be a relatively simple way to get in your Tabletop drill by the November 15, 2017 deadline. Here is the link:   https://www.shakeout.org/
· The following document will help you get ready for the great shakeout. https://www.shakeout.org/downloads/CountdownToShakeOut_Organizations.pdf











[bookmark: _Hlk50885859]RHC Emergency Preparedness (EP) Checklist

The clinic must have an emergency preparedness program that addresses an emergency on-site, off-site (natural disaster) and disruption of service. This program must comply with all applicable Federal, State and local emergency preparedness requirements.

Developing the RHC EP Plan
The clinic must develop and maintain an emergency preparedness plan that is reviewed and updated biennially.
· The emergency preparedness plan must contain the following elements:
· A documented, clinic-based and community-based risk assessment that utilizes an all hazards approach. 
· Strategies for addressing emergency events identified by the risk assessment. 
· Addresses patient population, including, but not limited to, the type of services the clinic has the ability to provide in an emergency; and continuity of operations, including delegations of authority and succession plans. 
· A process for cooperation and collaboration with local, tribal, regional, State and Federal emergency preparedness official’s efforts to maintain an integrated response during a disaster or emergency situation, including documentation of the clinic’s efforts to contact such officials and when, applicable, of its participation in collaborative and cooperative planning efforts. 
· Is initially formally adopted by key leadership and then updated, at a minimum, biennially. 

			             EP Policy and Procedures
The clinic must develop and implement emergency preparedness policies and procedures that are based on its emergency preparedness plan, risk assessment, and communication plan. 

· The policies and procedures are initially formally adopted and updated, at a minimum, biennially.
· The policies and procedures include the following elements: 
· Safe evacuation from the clinic, which includes appropriate placement of exit signs, staff responsibilities and needs of patients. A means to shelter in place for patients, staff, and volunteers who remain in the clinic. 
· A system of medical documentation that preserves patient information, protects confidentiality of patient information, and secures and maintains the availability of patient health records. 
· The use of volunteers in an emergency or other staffing strategies, including the process and role for integration of State and Federally designated health care professionals to address surge needs during an emergency. 
· How refrigerated/frozen medications such as vaccines, etc. are handled in a power outage.


EP Communication Plan
The clinic develops and maintains an emergency communication plan that complies with Federal, State and Local laws.
· The clinic’s emergency preparedness communication plan is reviewed and updated, at a minimum, biennially. 
· The clinic’s communication plan includes the following elements: 
· Names and contact information for the following: 
· Staff
· Entities providing services under arrangement
· Patient’s physicians
· Other RHCs
· Volunteers
· Contact information for the following: 
· Federal, State, tribal, regional, and local emergency preparedness staff. 
· Other sources of assistance
· Primary and alternate means for communicating with the following: 
· RHC/FQHCs 
· Federal, State, tribal, regional, and local emergency management agencies. 
· A means of providing information about the general condition and location of patients under the facility’s care as permitted. 
· A means of providing information about the clinic’s needs, and its ability to provide assistance, to the authority having jurisdiction or the Incident Command Center, or designee. 
· An organized process for handling an on-site emergency which addresses the following:
· How employees will be notified of emergency
· Staff responsible for calling the Fire department
· Location of where employees should meet outside the building
· An organized process for handling an off-site emergency ( e.g. snowstorm, flood, hurricane, etc.)
· How employees will be notified of emergency
· Staff responsible for notification and triaging of patient services
· Contingency plan that includes alternative provider in the event the clinic cannot service its own patients. (This plan may include shutting down the clinic if services cannot be provided short or long-term.)

EP Training and Testing Program
The clinic develops and maintains an emergency preparedness training and testing program that is based on the emergency preparedness plan, risk assessment, policies and procedures and the communication plan. 

· The training and testing program is initially formally adopted and updated, at a minimum, biennially.

Training Elements
· The Training Program includes all of the following:
· Initial training in emergency preparedness policies and procedures to all new and existing staff, individuals providing services under arrangement, and volunteers, consistent with their expected roles.  
· Initial training in emergency preparedness policies and procedures to all new and existing staff, individuals providing services under arrangement, and volunteers, consistent with expected roles.
· Provide emergency preparedness training, at a minimum, biennially.
· Emergency preparedness training of staff, individuals providing services under arrangement and volunteers is documented.  This documentation demonstrates knowledge of emergency procedures.
Testing Elements
· The Testing Program requires the clinic to conduct exercises that test the emergency preparedness plan, at a minimum annually.  
· The clinic must do the following:
· Participate in a full-scale exercise that is community-based or when a community-based exercise is not assessable, an individual, facility based or A table-top exercise that includes a group discussion led by a facilitator, using a narrated, clinically-relevant emergency scenario and a set of problem statements, directed messages, or prepared questions designed to challenge an emergency plan.  A tabletop exercise may occur every other year.

· NOTE: If the clinic experiences an actual natural (or man-made emergency) that requires activation of the emergency plan, the clinic is exempt from engaging in a community-based or individual, facility-based full-scale exercise for 1 year following the onset of the actual event.  

If a clinic that is part of a healthcare system consisting of multiple separately certified healthcare facilities (having their own CCN numbers) elects to have a unified and integrated emergency preparedness program, the clinic may chose to participate in the healthcare system’s coordinated emergency preparedness program. 
If the clinic elects to participate in the healthcare system’s emergency preparedness plan, the unified and integrated emergency preparedness program must do all of the following: 

· Demonstrate that each separately certified facility within the system actively participated in the development of the unified and integrated emergency preparedness program.  IMPORTANT – If even one facility does not fully participate, then the entire system is out of compliance.
· Be developed and maintained in a manner that takes into account each separately certified facility’s unique circumstances, patient populations, and services offered.  
· Demonstrate that each separately certified facility is capable of actively using the unified and integrated emergency preparedness program and is in compliance with the program.  
· Include a unified and integrated emergency plan that meets the requirements of 42 CFR 491.12(a)(2), (3), and (4).  The unified and integrated emergency plan must also include the all of the following elements:
· A documented community-based risk assessment, utilizing an all hazards approach. 
· A documented individual facility-based risk assessment for each separately certified facility within the health system, utilizing an all-hazards approach. 
· Include integrated policies and procedures that meet the requirements at 42 CFR 491.12(b), a coordinated communication plan, and training and testing programs that meet the requirements at 42 CFR 491.12(c) and 42 CFR 491.12(d).
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NAME OF CLINIC
Rural Health Clinic Emergency Preparedness Manual
All-Hazards Risk Assessment
On January 1, 2021, the All-Hazards Risk Assessment was prepared by NAME OF CLINIC and was updated and approved as evidenced by the signatures below. Biennially the PAG will review the All-Hazards Risk Assessment to reflect changes in conditions and risks in the community and to the facility.
Professional Advisory Group
	Name
	Title
	Date
	Signature

	Name of Physician
	Medical Director
	
	

	Name of Nurse Practitioner
	Nurse Practitioner
	
	

	Name of Office Manager
	Office Manager
	
	

	Name of Non-member
	Community Member
	
	


[bookmark: _Hlk24450077]This All-Hazards Risk Assessment has been updated effective January 1, 2021.
	Name
	Title
	Date
	Signature

	Name of Physician
	Medical Director
	
	

	Name of Nurse Practitioner
	Nurse Practitioner
	
	

	Name of Office Manager
	Office Manager
	
	

	Name of Non-member
	Community Member
	
	


[bookmark: _Hlk24450147]This All-Hazards Risk Assessment has been updated effective January 1, 2023.
	Name
	Title
	Date
	Signature

	Name of Physician
	Medical Director
	
	

	Name of Nurse Practitioner
	Nurse Practitioner
	
	

	Name of Office Manager
	Office Manager
	
	

	Name of Non-member
	Community Member
	
	


This All-Hazards Risk Assessment has been updated effective January 1, 2025.




NAME OF CLINIC
Rural Health Clinic All Hazards Risk Assessment
The All-Hazards Risk Assessment was prepared by NAME OF CLINIC on January 1, 2021 using the Kaiser Risk Assessment Tool - 2017. We have included a copy of the Risk Assessment and any relevant documents or notes from the Risk Assessment. These reviews will be evidenced by the signatures of the Advisory members at the bottom of this page. This page will be updated and signed annually after the program evaluation and the policies and procedures have been reviewed and updated. 
On January 1, 2021, the Professional Advisory Group (PAG) of NAME OF CLINIC updated the rural health clinic All Hazards/Risk Assessment emergency preparedness manual of the clinic.
All Hazards Risk Assessment Goals and Deliverables

Interpretive Guidelines:
RHC’s will develop policies and procedures that align with the identified hazards within the RHC’s risk assessment and the RHC’s overall emergency preparedness program.  

Survey Procedures:
1. Review the written policies and procedures which address the RHC’s emergency plan and verify the following:
a. Policies and procedures were developed based on the RHC-based and community- based risk assessment and communication plan, utilizing an all-hazards approach.
b. Verify the RHC’s policies and procedures: 
i. Provide for the safe evacuation of patients from the RHC. 
ii. Include how it will provide a means to shelter in place for patients, staff and volunteers who remain in the RHC.
iii. Ensures the medical record documentation system preserve patient information, protects confidentiality of patient and secures and maintains availability of records
iv. Includes for the use of volunteers and other staffing strategies in its emergency plan.
c. When surveying the RHC, verify that all exit signs are placed in the appropriate locations to facilitate a safe evacuation.  
d. Ask to see documentation that verifies the policies and procedures have been reviewed and updated on annual basis. 



All-Hazards Risk Assessment

Action Step: Complete the All-Hazards Risk Assessment from Kaiser per the instructions included. (or use any other tool that is appropriate.  Please follow the links provided for the Risk Assessment Document and the instructions.

Kaiser Risk Assessment Excel Spreadsheet

https://www.calhospitalprepare.org/hazard-vulnerability-analysis 

Risk Assessment Instructions
https://www.calhospitalprepare.org/sites/main/files/file-attachments/incident_log_hva_instructions.pdf 



Sample forms have been included on the following pages with instructions. The following image visualizes the process that should be considered in the Risk Assessment.
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HAZARD VULNERABILITY ASSESSMENTS FOR HEALTHCARE FACILITIES
What is a Hazard Vulnerability Assessment (HVA)?
a. Tool to help evaluate vulnerability to specific hazards
b. Puts each hazard in perspective by using categories
i. Probability
ii. Human impact
iii. Property and business impact
iv. Response
c. Creates numeric value to give relative threat
d. Is an evolving document	

Purpose of HVA is to Make Risk Based Choices
a. Address your vulnerabilities
b. Mitigate hazards
c. Respond to events
d. Recover from events
e. Create a plan to address greatest risks

The HVA TOOL Contents
a. Events
i. Naturally occurring
ii. Human
iii. Technological
b. Ranking/Scoring of each section = 0 to 3
c. Vulnerabilities
i. Human Impact
ii. Risk of injury/death to staff or residents
iii. Property Impact
1. Damage risks
2. Cost to replace, for temp replacements, repairs, etc
3. Time to recover
iv. Business Impact
1. Will business be disrupted
2. employees’ access to work
3. Customers access to NAME OF CLINIC
4. Do you have contractual agreements that will result in fines, penalties, legal costs.
5. Interruption of critical supplies
6. Reputation/public image
7. Financial impact/burden
d. Resources/Preparedness Section
i. Preparedness
1. Preplanning
2. Status of current plans
3. Drills and Training
4. Insurance
5. Alternate sources of supplies/services
6. Memorandums of Understanding (MOUs)
ii. Internal Response
1. Timeliness and, effectiveness of response, resources
a. Types and volume of supplies on hand
b. Distribution of supplies
c. Staff availability
d. Mobility of supplies
2. Backup systems
3. Internal resource’s ability to withstand disasters/survivability
iii. External Response
1. Community/mutual aid, includes staff and supplies
2. Preplanning
3. Status of current plans
4. Community Drills
5. Training status
6. Coordination of local and state agencies
7. Coordination of nearby health centers and treatment specific facilities

Scoring of HVA
a. Complete at least once bienally
b. Completed by safety committee/knowledgeable staff and approved by administration
c. Highest total scores = highest risks
d. Organization determines what scores need to be addressed
e. Utilize data to assist in decision making
i. Known risks
ii. Historical data/statistics
iii. Manufacturer/vendor data/statistics
f. Probability and Impact Scoring
i. 3 = high risk (event ~ every 1-3 yrs)
ii. 2 = moderate risk (event ~ every 3 -10 yrs)
iii. 1 = low risk (event ~ >>10 yrs)
iv. 0 = not applicable g.
g. Preparedness/Response Scoring
i. 3 = low or no risk
ii. 2 = moderate
iii. 1 = high
iv. 0 = NA
	




























HAZARD VULNERABILITY ANALYSIS
(This analysis will be completed by the clinic before the survey to support the design of the emergency preparedness plan.)

INSTRUCTIONS
Evaluate every potential event in each of the three categories of probability, risk, and preparedness.  Add additional events as necessary.

Issues to consider for probability include, but are not limited to
· Known risk
· Historical data
· Manufacturer or vendor statistics.

Issues to consider for risk include, but are not limited to
· Threat to life or health
· Disruption of services
· Damage or failure possibilities
· Loss of community trust
· Financial impact
· Legal issues.

Issues to consider for preparedness include, but are not limited to
· Status of current plans
· Training status
· Insurance
· Availability of backup systems
· Community resources.

Multiply the ratings for each event in the areas of probability, risk, and preparedness.  The total values, in descending order, will represent the events most in need of clinic focus and resources for emergency planning.  Determine a value below which no action is necessary.  Acceptance of risk is at the discretion of the clinic.

A blank page from the Kaiser Permanente Risk Assessment is included on the next page along with three pages of instructions.
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On January 1, 2021, the staff of NAME OF CLINIC prepared and reviewed the Hazard and Vulnerability Assessment. Here is a summary.
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NAME OF CLINIC
Rural Health Clinic Emergency Plan
The Emergency Preparedness Plan prepared and implemented at NAME OF CLINIC is effective January 1, 2021 will be reviewed biennially by the Professional Advisory Group. These reviews will be evidenced by the signatures of the Advisory members at the bottom of this page. This page will be updated and signed biennially after the Emergency Preparedness Plan have been reviewed and updated. 
EMERGENCY PLAN GOALS AND DELIVERABLES

Citation: 491.12 (a) Emergency plan. The RHC will develop and maintain an emergency preparedness plan that will be reviewed and updated at least biennially.

Interpretive Guidelines: An RHC’s emergency preparedness program will describe the RHC's comprehensive approach to meeting the health, safety, and security needs of their staff and patient population during an emergency or disaster situation and address how the RHC would coordinate with other healthcare facilities, as well as the whole community during an emergency or disaster (natural, man-made). The emergency preparedness program will comply with all applicable Federal, State and local emergency preparedness requirements.

RHC Surveyors are instructed to identify the following deliverables:
1. Interview the RHC leadership and ask them to describe the RHC’s emergency preparedness program.
2. Ask RHC leadership to identify hazards (e.g. natural, man-made, geographic, etc.) that were identified in the RHC’s risk assessment, why they were included and how the risk assessment was conducted.
3. Interview RHC leadership and ask them to describe the following:
a. The RHC’s patient population that would be at risk during an emergency;
b. Services the RHC would be able to provide during an emergency; how it continues to provide operations during an emergency; and delegations of authority and succession plans.
4. Ask to see the facilities written emergency preparedness program policies and procedures and verify the RHC has an emergency preparedness plan by asking to see a copy of the plan.
5. Review the plan to verify it contains the following required elements:
a. A documented, clinic-based and community-based risk assessment.
b. Strategies for addressing emergency events identified by the risk assessment.
c. Addresses patient population, including, but not limited to, the type of services the clinic has the
d. ability to provide in an emergency; and continuity of operations, including delegations of authority and succession plans.
e. A  process  for  cooperation  and  collaboration  with  local,  tribal,  regional,  State  and  Federal emergency preparedness official’s efforts to maintain an integrated response during a disaster or emergency situation, including documentation of the clinic’s efforts to contact such officials and when, applicable, of its participation in collaborative and cooperative planning efforts.
6. Ensure the word “comprehensive” in the RHC’s emergency preparedness program considers a multitude of events (not one potential emergency) and the RHC can demonstrate that they have considered this during their development of the emergency preparedness plan.
7. Verify that the plan is reviewed and updated biennially.
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EMERGENCY PREPAREDNESS PLAN

POLICY
The clinic will establish and maintain an Emergency Preparedness Program designed to manage the consequences of natural disasters or other emergencies that disrupt the clinic’s ability to provide care.

PURPOSE
To conduct business normally, it is important for the clinic to have a strategy on preparation for emergencies. This plan will provide a clinic or organizational structure so that the clinic can effectively prepare for both external and internal disasters that can negatively affect its environment of care.

STRUCTURE
The clinic plays an important role as a provider of care to the residents of its community.  The clinic is ready to assist as needed in case of community emergency, and as appropriate integrates its Emergency Preparedness Plan with community disaster plans, as appropriate, to support the community’s response to a disaster. The clinic will train its personnel in this plan.

[bookmark: _Hlk488841750]The scope of this clinic emergency plan, both internal and external, will determine the role of the clinic or its personnel in responding to an emergency.  The clinic will participate in at least one community wide (boots on the ground) drill each year and one Table Top Exercise) and two community wide (boots on the ground) drills per year as required by JCAHO standards if the RHC is accredited by Joint Commission.

The Clinic Manager, in collaboration with the Medical Director, will tailor the clinic-specific
Emergency Preparedness Plan.

This plan contains processes for preparedness, response, mitigation, and recovery in the event of an emergency.

Mitigation activities are those a health care organization undertakes in attempting to lessen the severity and impact a potential disaster or emergency may have on its operation while preparedness activities are those an organization undertakes to build capacity and identify resources that may be utilized should a disaster or emergency occur.  Dean Samit from the Joint Commission’s Department of Standard Interpretation gave an example of mitigation.  If a clinic’s Hazard Vulnerability Analysis determined that the clinic was vulnerable to flooding and completed building construction to add exterior drainage to reduce the likelihood of future flooding this would be an example of mitigation.

The first step in preparing an effective emergency preparedness plan is to prepare a Hazard Vulnerability Analysis (HVA) (See Tab 2 for completed HVA).  This analysis assists the organization in determining where it is most vulnerable to emergencies.  Completion of the HVA is the organization’s first step in the development of mitigation strategy.  A HVA is included in this plan.  Also an internet search under “hazard vulnerability analysis” will provide additional resources if needed.
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DEFINITIONS

External Disaster:  A civil catastrophe, either manmade or caused by an act of God.  An external disaster may overwhelm normal facilities.  This condition can occur as a result of fires and explosions, storms, civil disorders, multiple injury accidents, military action, among other causes

Internal Disaster:  An event such as a fire or explosion resulting in internal casualties or circumstances.  If the situation requires the evacuation of patients, such evacuation will be coordinated with emergency service personnel from the fire and police agencies.

It is the responsibility of the Clinic Manager or his or her designee to activate the Emergency
Preparedness Plan.

In the event that total evacuation of the clinic is necessary, the Medical Director or his or her designee will assume the responsibility for clinic evacuation. Each patient will be rated as to the type of transportation necessary:
· Ambulatory
· Ambulatory with assistance
· Wheelchair.

If an internal disaster disables the clinic’s essential utility services, the Clinic Manager will determine whether a contracted service will be used so that reserve utility provisions such as emergency power can be provided.  Emergency power will be limited to providing temporary lighting so staff can perform essential functions, such as securing the doors of the clinic, backing up computer data, and obtaining urgent medical data to provide to a primary care physician.

COMMUNICATIONS
All communication, both within and outside the clinic, will be coordinated through the receptionist desk in the patient waiting room, as directed by the Clinic Manager and Medical Director.

RADIOACTIVE OR CHEMICAL ISOLATION AND DECONTAMINATION
If an occurrence involves radioactive materials or hazardous chemical spills requiring outside assistance, the Clinic Manager or Medical Director will contact the licensed and certified hazardous waste contract provider.  State radiation safety authorities will also be contacted in accordance with State law.

DISRUPTION OF SERVICES AND MANAGEMENT OF SPACE, SUPPLIES, COMMUNICATIONS, AND SECURITY
If a portion of the clinic is incapable of supporting patient care but total evacuation is not required, the following procedures will be followed:

· Space Allocation:  Patients will be served in unaffected areas of the clinic that are able to safely provide services.
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· Supplies:  The Clinic Manager will be immediately notified of any situation that necessitates an increased level of supply items.  The existing supply areas will be automatically used to provide supplies to the extent possible.
· Communications:  Both the phone system and cell phones will be used to provide communications between the clinic and outside agencies.  If a total phone loss occurs, a messenger will be assigned to carry messages back and forth within the clinic until other arrangements could be made.
· Security:  Needs that might exceed the capability of clinic will be relayed to the local police department or contracted security service.

DISASTER PROCEDURES FOR STAFF MEMBERS

In the event of either internal or external disaster, the Clinic Manager, his or her designee, or the
Medical Director can initiate the Disaster Call List (telephone tree).

On arrival at the clinic, staff members will report to their respective supervisors to log in and be assigned to whatever tasks are required: in direct patient care, preparing for evacuation, or other assignment.

If a regular work shift ends during the declared emergency period, all staff members will stay at their respective assignments until officially relieved by order of the designee.

All staff members will report changes of address and telephone numbers, as well as their response time to the clinic, to the personnel coordinator as soon as a change becomes effective. The personnel coordinator will continually update the Disaster Call List and provide it to the Clinic Manager, Medical Director, and other designees.

The manager in charge or designee will verify that personnel are assigned to call the staff members listed on the Disaster Call List expediently.

These assignments will be conducted by identified staff members available for this task until the arrival of the personnel coordinator.

MANAGEMENT OF PATIENTS IN DISASTER SITUATIONS

If a disaster or an emergency involves the clinic or staff members, all less-than-essential services will be temporarily modified or discontinued until the situation allows for resumption of full program ability.

The Clinic Manager or his or her designee will determine whether these less-than-essential services are to be affected and, if so, when.

Staff members normally involved in provision of services determined by the Clinic Manager or Medical Director to be less than essential will make themselves available for other duties.  These duties may include helping move patients from the affected area of clinic to an unaffected section.  
All staff members will be familiar with the overall clinic Emergency Preparedness Plan. Facilitation of patient movements and control of patient information will be directed by the individual assigned by the Clinic Manager or his or her designee.  Information concerning any patient will be released only by a qualifying physician or at the direction of the Clinic Manager. In disaster or emergency situations requiring additional physicians, those physicians will be directed by the clinic Medical Director, as outlined in the physician staff policies and procedures manual.

TRAINING OF STAFF IN EMERGENCY PREPAREDNESS PROCEDURES

All clinic personnel are made familiar with the disaster, fire, and emergency plans during the orientation process.

EMERGENCY PREPAREDNESS DRILLS

Annual Fire, tornado, and NAME OF CLINIC drills will be conducted.  Staff members will participate as necessary to fulfill the requirements for compliance.  The drills may involve simulated volunteer patients or using substitute packets of information in lieu of patient volunteers.  

The clinic will participate in one community wide drill and conduct one tabletop exercise biennially  as minimally required in the Emergency preparedness regulations. (The clinic may participate in two community wide drills or if an actual emergency occurs that may be counted as one of the drills) If no community wide drill is available, the clinic will document so and be included on the next scheduled community wide drill. Feedback concerning any type of drill conducted will be reviewed by the clinic (name of meeting where safety is discussed?) for necessary actions.

For each drill, preparedness and patient management will receive specific attention to evaluate the effectiveness of the policy and implementation of policy by staff members.
The Emergency Preparedness Director will be responsible for communication of any information or recommendations about proposed changes in the emergency preparedness policy.  The Medical Director will see that proposed changes are implemented as specified.

The Medical Director will, on a random basis, quiz staff members concerning the Emergency Preparedness Plan and their roles in any drill.  This process serves as a source of feedback, which the Medical Director can use for evaluation of the overall effectiveness of the program.

INTERNAL DISASTER PROCEDURES

If there is an occurrence (explosion, bomb threat, fire) in which the number of people requiring care exceeds the immediate resources:

The Clinic Manager, or Medical Director if directed, will evaluate the area or modality needs, including staff. Managers will send all available staff to the Clinic Manager for assignment:
· Primary location:  Waiting room reception area, if this area has been compromised then use the secondary location.

Staff members will await further instructions from the Clinic Manager or, if he or she is given authority, the Medical Director.


Staff members will activate the modality or service callback list, obtain approximate response times of employees, and have employees report to the staffing pool to be assigned as needed.

The modality or service will maintain operation as normally as possible. If not possible, the RHC will notify the Incident Command Center and public resources including the local radio and TV stations and post to Facebook or other social media as appropriate. The Office Manager will determine the appropriate steps depending on the severity of the closure and the emergency.

Disaster alert status and function will be maintained until “Emergency all clear” is announced or indicated by the Medical Director.

BOMB THREAT (CODE GREY)

If a bomb threat is received, the receptionist and Clinic Manager will be notified immediately. Staff members will maintain a calm environment.
All personnel will passively search for items that look out of place but will not move items to search the clinic.  The bomb squad will do this.  Employees will make note of any unusual looking item but will not touch or disturb it in any manner.

Who will prepare an evacuation plan to be initiated on order of the bomb squad or Medical Director or his or her designee.

All personnel will try not to upset patients and will assist in evacuation, if not assigned to other duties by the Clinic Manager, Medical Director or his or her designee.

EXTERNAL DISASTER PROCEDURES
If there is an occurrence in a location other than those listed previously in which the number of people requiring care exceeds the immediate resources of the clinic:

The command clinic will have a fixed location at the receptionist desk in the patient waiting
room with mobile sites located at a freestanding site.  The Clinic Manager, his or her designee, or the Medical Director, will be the person in charge with the following duties:
· Approving the implementation of the Emergency Preparedness Plan and evacuations
· Maintaining information flow throughout the clinic
· Determining the extent of callback
· Identifying new designated areas if needed and communicating this information to the staffing pool (at the receptionist desk), physician pool, and the Medical Director at the clinic.


A staffing pool will be located at the receptionist desk in the patient waiting area.  The staff conference room or kitchen area will be used if the waiting room has been affected by the disaster.





The Clinic Manager or his or her designee will be the person in charge with the following duties:
· Maintaining a log of resources reporting to the staffing pool
· Maintaining a record of assignments made from the staffing pool (who, where, when returned)
· Maintaining a quiet, calm atmosphere
· Communicating needs for personnel to the Clinic Manager or his or her designee
· Communicating availability of services status to the command clinic
· Making modality assignments and relaying information to the Information Officer.

An information center will be located at the receptionist desk in the patient waiting room.

The Clinic Manager or his or her designee will be the person in charge with the following duties:
· Maintaining approved information flow to the public
· Maintaining approved information flow to families of people involved in the disaster
· Maintaining the waiting area for patients and visitors
· Maintaining and distributing a log for the Red Cross, if appropriate.
EVACUATION PROCEDURE
Immediate Evacuation
· First move patients and others who are closest to the danger. Separate an emergency area from people by a fire door.
· Move medical records with patients, if possible.
· In event of fire, do not use elevators.
· Lead ambulatory patients to exit using the evacuation plan posted in the area.
· Move non-ambulatory and helpless patients down evacuation route by means of emergency carriers.
· Notify the telephone operator of the nature of the emergency.

Planned Evacuation
Planned evacuation will be initiated by the Clinic Manager or Medical Director only.  The telephone operator or a runner will notify the modalities or services of need, extent, and timeframe of the evacuation.

Evacuation Areas
The parking lot will be the designated evacuation area except that in inclement weather, the
Clinic Manager or Medical Director will indicate a secondary evacuation area. 













STAFF AND STAFF FAMILY SUPPORT ACTIVITIES

This plan acknowledges that the staff of this organization its greatest asset.  If staff or staff family members are directly impacted by a community emergency or disaster, the clinic leadership will be sensitive to this and attempt to ameliorate this.  Support of impacted staff and families may include referrals to disaster relief organizations and referrals for incident stress debriefing.  The clinic manager will be available to discuss any staff or family needs based on staff family impact or community emergency or disaster.

MEDICAL RECORDS
· All personnel will report to the office manager and await further instructions.

PERFORMANCE STANDARDS
Performance standards for this plan will include, over time
· Emergency preparedness knowledge and skill for staff
· Completion of two emergency preparedness drills per year
· The level of staff participation in emergency preparedness management
· Monitoring and inspection activities
· Emergency and incident reporting procedures that specify when and to whom reports are communicated
· Inspection, preventive maintenance, and testing of applicable equipment
· Use of space
· Replenishment of supplies
· Management of staff.

At least one specific performance standard in this plan will be identified for measurement at any given time.






















BOMB THREAT

PROCEDURE
In the event of a phone call with a bomb threat:
· Take the message.
· Keep the caller on the line if possible.  Ask him or her to repeat the message. Record every word spoken by the person.
· If the caller does not indicate the location of the bomb or the time of possible detonation, ask him or her for this information.
· Inform the caller that the building is occupied, and detonation of a bomb could result in death or serious injury to many innocent people.
· Be alert for distinguishing background noises, such as traffic, music, voices, aircraft, church bells.
· Note distinguishing voice characteristics (sex, voice quality, speech impediments).
· Note whether the caller indicates knowledge of this clinic or insight by his or her description of locations or the company.  Lead him or her on; kill time; learn whether the caller is knowledgeable about the clinic.
· Complete a Bomb Threat Call form while you are on the phone or as soon as the party hangs up.  (Bomb Threat Call Forms are attached.)
· Notify the Clinic Manager or, if the Clinic Manager is not available, the Medical Director.
· Immediately phone the Clinic Manager’s office, and state that you have received a bomb threat.
· Supply the details and follow instructions.
· The Clinic Manager or his or her designee will notify the police and fire departments.
· If the call has been received by someone other than intake personnel, clinic administration will notify the intake telephone operator.
· The person receiving the call will take the Bomb Threat Call report information or form directly to the Clinic Manager’s office.
· Patients and other personnel should not be alerted that a threat was received until the Clinic Manager, acting Clinic Manager, or Medical Director gives such instructions.

Suspicious Package
If a package that appears suspicious is received or found within the clinic, notify the Clinic Manager, acting Manager, or Medical Director. Do not handle the package.  Clear the immediate area of patients and personnel.

If package appears suspicious to the Clinic Manager, or Medical Director, he or she will ask the designated staff person to send for the police and bomb squad.

Keep the area clear until the police or bomb squad arrives and completes its inspection.

Intake Telephone Operator:
All incoming calls from emergency agencies will be transferred to the Clinic Manager or acting
Manager.
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During the interval between a bomb threat and the arrival of officers, keep all staff and patients away from the building.

The receiver of a bomb threat will remain in contact with the Clinic Manager or acting Manager for interview with the police.

Evacuation
Only the Clinic Manager, acting Manager, or Medical Director may order evacuation of the clinic.

Emergency Preparedness Plan Evacuation Procedures will be followed.

Staff will be instructed whether only a Single area will be evacuated or if there will a general evacuation will be ordered:

The public address or telephone system will be used to give instructions.

If the threatener has given a time for the bomb to go off, the fire alarm system will be activated immediately before that time (for fire and damage containment in case of an actual bomb).












































BOMB THREAT REPORT
Name of Person Receiving Call: ___________________________________________________
Title: _________________________________________________________________________
Date: ________________ Time: ________________ Phone No./ext.: _____________________
As best you can, write the exact words of the caller:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Questions to ask caller: Ask them to repeat message.
Where is the bomb? _____________________________________________________________
When will it explode? ___________________________________________________________
What kind of bomb is it? _________________________________________________________
What does it look like? __________________________________________________________
Why did you do this? ____________________________________________________________
Where are you calling from? ______________________________________________________
Description of the caller’s voice:
Male ________________________ Female: _______________________ Age: ______________
Was voice familiar? _________________________________ If so, whose? ________________
______________________________________________________________________________

Voice – Speech
___ Raspy ___ Soft ___ Fast ___ Distinct ___ High Pitched ___ Deep ___ Slow
___ Slurred ___ Pleasant ___ Loud ___ Nasal ___ Distorted ___ Intoxicated ___ Other
___ Stutter ___ Muffled


Language – Accent – Manner 
___ Good ___ Local ___ Calm ___ Rational ___ Foul ___ Ethnic ___ Angry ___ Irrational
___ Poor Grammar ___ Regional ___ Serious ___ Incoherent ___ Other ___ Foreign**
___ Tense ___ Emotional ___ Sure ___ Righteous ___ Unsure ___ Deliberate ___ Joking
___ Nervous ___ Laughing


Background Noise
Describe: ______________________________________________________________________
______________________________________________________________________________

___ Voices ___ Office Machines ___ Animals ___ Music ___ Factory Machines
___ Airplanes ___ Trains ___ Street Traffic ___ Quiet


Phone Connection
___ Clear ___ Pay Phone ___ Static ___ Long Distance
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RIOT OR CIVIL DISTURBANCE RESPONSE PLAN

PURPOSE
A civil disorder may escalate from a minor disturbance to a major riot through the actions of one individual or a group of individuals who are well organized.  The first ingredient is a “cause” or reason for upsetting the normal routine or committing aggressive action against the clinic or the company, its personnel, or one or more of its patients.

PROCEDURE
General
As soon as it is suspected or determined that a person with no official business or related reason for being at the clinic is, in fact, circulating within the premises, he or she shall be challenged, preferably by an official of the clinic, and escorted out of the building as discreetly as possible, on the basis that he or she has no reason for being in any part of the NAME OF CLINIC except the waiting area and that the clinic is a private institution.  If the person objects, the clinic official will notify the police department or security, and the challenged individual will be allowed to speak to the police department on the telephone.  In most cases, the person will not take the opportunity, but the clinic will have protected itself from any charges of unfair treatment or discrimination.

When it has been determined that a group of individuals is at the clinic on other than official or related business, all entrances shall be secured, and, where possible, the group will be isolated and prevented from circulating through the rest of the site.  The police will be summoned by the Clinic Manager, Medical Director, or a designee who will brief the police watch commander over the telephone.

Responsibilities in a potentially violent situation
The Clinic Manager, acting Manager, or Medical Director will maintain contact with the police and fire departments.  If the clinic has a contract with a private security service, that service should be contacted and asked for assistance.  If the clinic has a security contract or agreement with a nearby hospital, the hospital should be contacted and asked for assistance.

The Clinic Manager, acting Manager, and Medical Director need to be familiar with this policy. Because these individuals are often the first contact with participants in any type of civil disturbance, it is most important that they correctly estimate the situation and avoid aggravating it.  They will be the first and most reliable sources of information needed by the police to properly respond to a potentially violent situation.  Information about the circumstances surrounding the situation of unrest will help clinic leadership in dealing with the group or an individual ringleader in the early stages of the controversy.  In the case of an organized group attempting to reach a patient or a member of the staff with intent to harm, the clinic’s leadership’s only recourse is to prevent entry to the area where the target individual is located.

The responsible officers should be prepared to call the police, or outside security agency, if a trouble situation appears to be developing.  If there is any doubt, it is better to sound an alert too early rather than too late because the situation can often be resolved before violence occurs.
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Intake telephone line
The clinic will maintain a current list of phone numbers for the police; security agency, if contracted; fire departments; and key clinic personnel to be notified in an emergency situation, and a code designation, “Code Strong,” familiar only to clinic personnel should be announced over the public-address system to alert staff members to a possible or actual civil disturbance.

Any disturbance will be reported in accurate detail.  It is essential that the true nature of the disturbance be reported so that the appropriate course of action and corrective measures can be applied.

Responsibilities in a violence imminent or in progress
The Clinic Manager, acting Manager, or Medical Director will contact the police; security agency, if one is contracted; and fire departments.  Business phone numbers will be used if no violence has occurred.  Emergency phone numbers will be used if violence has occurred or is imminent. The Clinic Manager, acting Manager, or Medical Director will carefully report the incident in terms of numbers of participants, reasons for unrest, observed conduct of group leaders, and any other information requested by the police; write down any instructions given by the police; and follow their procedures precisely.

A designated staff member will contact the intake secretary and report the nature and extent of the incident and notify the Clinic Manager, or appropriate personnel to give details of the incident or disorder, including steps taken by security personnel.

A designated staff member will follow instructions received from the Clinic Manager, acting
Manager, or Medical Director.

The Clinic Manager, acting Manager, or Medical Director will decide on the course of action to be taken pending arrival of police or security agency.

The Clinic Manager, acting Manager, or Medical Director will instruct the switchboard operator or receptionist to call off-duty personnel and inform them of the situation. Security and police personnel will be directed to report immediately to assist in coping with the situation. All except security personnel will be instructed to remain out of the clinic until further notice.

In the final analysis, any local condition of unrest or social upheaval that affects the orderly conduct of the clinic functions will be handled by the local public protection services with full assistance and cooperation from clinic staff members.
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EARTHQUAKE RESPONSE PROCEDURE

GENERAL
The actual movement of the ground in an earthquake is seldom the direct cause of death or injury.  Most casualties result from falling objects and debris because the shocks can shake, damage, or demolish buildings and generate huge ocean waves (seismic sea waves), each of which can cause great damage.  Earthquakes usually strike without warning.  In most cases the shock occurs and is ended in seconds, which precludes any personal protective action during the tremor.  If the seismic action is a prolonged shaking and rolling, it is prudent to take protective measures such as taking cover in a doorway or under a table.  If there is time, people should cover their heads and shoulders and try to protect themselves from falling objects or shattered glass.  The scope of this procedure covers response to all types of earthquakes.

INJURIES ARE COMMONLY CAUSED BY
· Partial building collapse; collapsing walls; falling ceiling plaster, light fixtures, and pictures
· Flying glass from broken windows and mirrors
· Overturned bookcases, fixtures, and other furniture and appliances
· Fires, broken gas lines, and similar causes, with danger aggravated by the lack of water due to broken mains
· Fallen power lines
· Drastic human actions resulting from panic.

IMMEDIATE RESPONSE MEASURES FOR ALL PERSONNEL 
On detection of shock, remain in place.
Remain calm.  Think through the consequences of any action.  Try to calm and reassure others. If indoors, watch for falling plaster, light fixtures, and other objects.  Watch out for high storage
areas, shelves, and tall equipment that might slide or topple. Stay away from windows and mirrors.  If in danger, get under a table, desk, or gurney, in a corner away from windows, or in a strong doorway.  Encourage others to follow your example.  Usually it is best not to run outdoors.

After the initial shock has ended and a reasonable interval has passed with no further shock, survey immediate surroundings to determine injuries and damage.

Do not attempt to move seriously injured persons unless they are in immediate danger of further injury.

If telephones are operating, call the reception and the Clinic Manager or his or her designee to report the condition of patients and estimated damage in your area.

If you are in the area of damage and are not seriously injured, your first responsibility is to the patients in your vicinity.  If possible, reassure them and attempt to calm those who may be hysterical or panic stricken.  If there are obvious injuries from falling objects, shattered glass, or patients or personnel trapped under debris, you will request assistance and perform first aid
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within your capability where possible until medical personnel arrive to assist in treatment or rescue.

Check for fire or fire hazards from broken electrical lines or short circuits and follow the fire response procedures if a fire is discovered or can reasonably be expected.

Do not attempt to lead or assist any patients to leave the clinic until you are directed to do so by the Clinic Manager or his or her designee. If the clinic has not been made unsafe by the earthquake, it is advisable to encourage patients to stay inside until they have arranged safe transportation home or have determined the conditions of the roadways.

Make sure all patients wear shoes in areas near debris and glass.

Immediately clean up spilled medications, drugs, and other potentially harmful materials.

If the water is turned off, emergency water can be obtained; assess bottled water inventory. Check to see that sewage lines are intact before permitting flushing of toilets.
Check closets and storage shelve areas.  Open closet and cupboard doors carefully and watch for objects falling from shelves.

Be prepared for additional aftershocks.  Although most of these are smaller than the main shock, some may be large enough to cause additional damage.

RESPONSIBILITIES
Clinic Manager or his or her designee

After receiving damage assessment reports from all modalities and services, determine the advisability of partial or complete evacuation of the clinic.

If evacuation is deemed advisable, determine the condition of exit areas and avoid those that are obstructed or otherwise hazardous. The Medical Director should clearly mark the recommended route of egress.

Conduct an immediate check of all communications systems including clinic PA, radio network, and telephones.  Initiate actions to restore service or use other communication resources, including walkie-talkie, cellular telephones, or messengers.
Direct implementation of evacuation procedures outlined in the Emergency Preparedness Plan. Ensure that all local emergency service authorities are informed of the degree of damage and
extent of injuries sustained by the site, its patients, and personnel.

Control Center
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Direct disaster response activities in accordance with the instructions in the Emergency
Preparedness Plan.

Initiate recall of personnel.

Establish transport teams to assist in transport of patients within the clinic as required. Provide for emergency messenger service.
Establish the casualty information clinic and instruct the clinic operator about information to be released to media and concerned individuals.

Establish an injured patient list and indicate where each patient is located for incoming medical personnel.

Have any physicians at the clinic activate major and minor treatment areas and provide examination and treatment to patients and personnel as required.  Be aware that depending on the magnitude of the earthquake, clinic physicians may be called to serve in other healthcare clinic
or organizations.

Ensure the establishment and maintenance of a master list of patients and treatment and disposition.

Request additional professional assistance as needed through the local emergency medical services network.

Personnel Pool
Provide personnel to operational areas as the situation requires.

Maintain adequate records of personnel arriving and their assignments and of those released from duty.

All “professional volunteers” for emergency service will be approved by the clinic Medical
Director before being assigned for duty.

Call additional personnel to satisfy developing personnel requirements. Reassign personnel based on the priority of requirements throughout the site.
Security
Control entrances to clinic treatment areas.  All patients, visitors, and staff members will sign in at the front desk.

Provide for a free flow of emergency vehicle traffic.

Instruct the front desk to direct incoming employees and members of the public to appropriate areas.

Intensify safeguards for prevention of theft from patients and of medication, abusables, and other clinic property.

Ensure that the Medical Director or his or her designee checks utility lines and appliances for damage.  Only the Medical Director or his or her designee or a representative of the power company may shut off any valves or circuits.  If gas leaks exist, the Medical Director will shut off the main
gas valve.  If there is damage to wiring, the Medical Director will shut off electrical power.  The Medical Director will report damage to the appropriate utility companies and follow their instructions.  No one should use matches, lighters, or open flame appliances until it is determined that no gas leaks exist.  Electrical switches or appliances should not be operated if gas leaks are suspected; sparks can ignite gas from broken lines.

Business Office

The office should provide staff members as directed to help with the patients.

Nursing Services

Damage assessment of all involved nursing service should be reported to front desk.
Nursing services personnel should direct and assist with evacuation of patients as necessary. Nursing services personnel should follow the internal emergency preparedness plan as outlined
in the policies and procedures manual.

SNOW AND ICE REMOVAL

PURPOSE
To create safe entry and exit to the NAME OF CLINIC, snow and ice removal and melting will be ensured by the following preventive procedure.

PROCEDURE
A walk-around of the NAME OF CLINIC will be conducted to identify specific challenges for snow removal vehicles.  Fencing, posts, and concrete curbs are some of the items that may be difficult to see after snowfall begins.  Pre-winter conditions of these items will be documented.

An average first snowfall date can be ascertained by contacting the local weather service. 

The following provisions will be stored at the clinic before the anticipated date:
· Adequate manual equipment, snow shovels, ice scrapers, brooms, and sand
· Enough ice-melt for at least two storms
· Adequate walk-off mats, interior and exterior.

Preventive maintenance on snow and ice removal equipment will be performed before the projected date of first snowfall.

The snow and ice removal contractor is responsible for damage to NAME OF CLINIC grounds during snow and ice removal activities.  The contractor will tour the grounds with a representative from the clinic to review performance expectations before the projected first snowfall date.

An in-service training for staff involved in snow removal will be conducted covering
· Safety procedures
· Equipment procedures
· Proper body mechanics.

Reminders of ice and snow safety will be posted in the employee newsletter before the projected first snowfall date.


The ice and snow removal contractor is

Contractor Name:  	

Telephone Number:  	
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SEVERE WEATHER/TORNADO PROCEDURES

PURPOSE
When threatening weather arises, personnel should take precautions to ensure the safety of patients, visitors, and staff members.  Protective measures (as outlined below) should be taken when a tornado watch or warning has been announced by local authorities.

DEFINITIONS
Code Windy-Watch—Tornado Watch:  When conditions exist that could develop into a tornado. Code Windy-Warning—Tornado Warning:  When a tornado had been sighted by local authorities within a 20-mile area of the clinic.

PROCEDURE
Notification
When receiving notification through the weather alert system of a tornado watch or tornado warning, the receptionist or his or her designee will call the civil defense clinic for definition of the weather condition and notify the appropriate personnel.

Paging
If the Clinic Manager or Medical Director agrees, the receptionist or telephone operator will
· Announce three times over the public-address system either
· Tornado Watch, or
· Tornado Warning.
· The clinic disaster plan should be activated.
· When an actual tornado has been spotted by the Medical Director or the noise of wind of a tornado appears to be affecting the building, the receptionist or operator will announce three times: “Tornado Watch/Warning—Assume Security Positions.”

Paging all clear
All clear (when authorized by the Clinic Manager or Medical Director) will be announced when the situation has returned to a safe condition as determined by the weather alert system.

Tornado shelter area
Safe areas to be used as tornado shelters will be designated for clinics in tornado-prone areas.  In the event of a tornado warning, clinic personnel should move visitors and patients (if possible) into the hall away from windows.

General Rules
· All telephone calls and pages should be avoided during a tornado warning, except for other codes and emergency calls.
· Employees should remain calm when dealing with patients and visitors during the tornado watch or warning.  Panic is contagious and could lead to a more serious situation.
· Directions should be given in a calm, firm manner, and shouting should be avoided.

Personnel duties if a tornado watch is announced
This time should be used to take the necessary precautions, such as
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· Closing window drapes or blinds for protection from flying glass
· Moving unsecured equipment into storage
· Knowing where flashlights are located
· Knowing where the designated safe areas are.

Personnel duties if a code warning is announced include
· Informing visitors and patients of the warning and telling them to move to a designated area if they are not already in such an area.
· Not attempting to open any exterior windows or doors
· Keeping doors to areas with outside windows closed in all designated shelter areas.  Doors in non-designated areas should be left open.
· Determination by the Clinic Manager with the Medical Director when to disconnect the main electrical power to imaging equipment, before a tornado’s arrival.
· Keeping away from windows and doors; covering up with blankets, sheets, or curtains; or getting under heavy furniture.

Personnel duties when an all-clear is announced
· Returning to normal areas (if possible)
· Accounting for all personnel and patients
· Reporting any damage or missing persons to the person in charge
· Reporting any problems, failures, or user errors to the Medical Director for investigation, correction, and resolution.
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SEVERE WEATHER/HURRICANE PROCEDURES

PURPOSE
When threatening weather arises, personnel should take precautions to ensure the safety of the patients, visitors, and staff members.  Protective measures (as outlined below) should be taken when a hurricane watch or warning has been announced by local authorities.

DEFINITIONS
Hurricane watch:  When conditions exist that could develop into a hurricane situation (Staff should listen for subsequent advisories and be ready to take precautionary measures in case hurricane warnings are issued.)

Hurricane warning:  When conditions indicate that a hurricane or tropical storm is a threat to coastal areas immediately or within 24 hours.  (Staff members should be taking precautions immediately.)

PLANNING
(name of meeting where safety is discussed?) at the beginning of hurricane season in hurricane-prone areas, will
· Review the plan as necessary
· Verify that the staff telephone tree is up to date.

PROCEDURE
Cancellation of clinic services
When there is adequate warning of a potential hurricane, the Clinic Manager or his or her designee will determine the appropriateness of closing the site until the hurricane watch is
cancelled.  Priority will always be given to patient and staff safety when determining whether a
clinic should be closed.

Notification
When receiving notification through the weather alert system of a hurricane watch or hurricane warning, the receptionist or his or her designee will call the Civil Defense Clinic for a definition of the weather condition and notify the appropriate personnel.

Paging code
If the Clinic Manager or Medical Director agrees, the receptionist or telephone operator will
· Announce three times over the public address system either
· Hurricane Watch, or
· Hurricane Warning
· Activate the clinic disaster plan.

Paging all clear
All clear will be announced (when authorized by the Clinic Manager or Medical Director) after the situation has returned to a safe condition as determined by the weather alert system.



High winds shelter area

In the event of a hurricane warning, clinic personnel should move visitors and patients (if possible) into the hall away from windows.

General rules
· All telephone calls and pages should be avoided during a hurricane warning, except for other codes and emergency calls.
· Employees should remain calm when dealing with patients and visitors during the hurricane watch or warning.  Panic is contagious and could lead to a more serious situation.
· Directions should be given in a calm, firm manner, and shouting should be avoided.

Personnel duties if a hurricane watch is announced
This time should be used to take the necessary precautions, such as
· Closing window drapes or blinds for protection from flying glass
· Moving unsecured equipment into storage
· Knowing where flashlights are located
· Knowing where designated safe areas are.

Personnel duties if a code warning if announced include
· Informing patients and visitors of the warning and moving them to a designated area if they are not already in such an area
· Not attempting to open any exterior windows or doors
· Closing doors to areas with outside windows in all designated shelter areas; Keeping doors in non-designated areas open
· Moving patients and visitors to a safe area
· Keeping away from windows and doors; covering up with blankets, sheets, or curtains; or getting under heavy furniture.

Personnel duties when an all-clear is announced include
· Returning to normal areas (if possible)
· Accounting for all personnel and patients
· Reporting any damage or missing persons to the person in charge
· Reporting any problems, failures, or user errors to the Medical Director for investigation, correction, and resolution.
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TOXIC EXTERNAL ATMOSPHERE

PURPOSE
To protect patients, staff members, and visitors from the effects of a potentially toxic external atmosphere that can include contamination by a chemical cloud, smoke, or other such pollutants to the extent it becomes a significant threat to life or health.

PROCEDURE
Notify the Clinic Manager and Medical Director when the clinic is notified of a toxic external atmosphere.  The clinic manager will assign specific tasks.

Keep all doors to the outside closed.

Shut down all air handlers in the building, including outside air makeup where feasible. Direct the Medical Director to lock all entrances.
Have the Clinic Manager or his or her designee make an announcement on the PA
requesting that no one leave the clinic or open outside doors. Keep all interior doors leading to different compartments closed.
When civil authorities have announced that the emergency situation has cleared, announce that it is safe for patients to stay or leave.
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[bookmark: _Hlk24450887]NAME OF CLINIC
Rural Health Clinic Emergency Policy & Procedures
The Emergency Policy & Procedures for NAME OF CLINIC were prepared and are effective January 1, 2021 and will be reviewed biennially by the Professional Advisory Group. These reviews will be evidenced by the signatures of the Professional Advisory Group at the bottom of this page. This page will be updated and signed biennially after the program evaluation and the policies and procedures have been reviewed and updated. 
Professional Advisory Group
	Name
	Title
	Date
	Signature

	Name of Physician
	Medical Director
	
	

	Name of Nurse Practitioner
	Nurse Practitioner
	
	

	Name of Office Manager
	Office Manager
	
	

	Name of Non-member
	Community Member
	
	


This emergency preparedness manual has been updated effective January 1, 2021.
	Name
	Title
	Date
	Signature

	Name of Physician
	Medical Director
	
	

	Name of Nurse Practitioner
	Nurse Practitioner
	
	

	Name of Office Manager
	Office Manager
	
	

	Name of Non-member
	Community Member
	
	


This emergency preparedness manual has been updated effective January 1, 2023.
	Name
	Title
	Date
	Signature

	Name of Physician
	Medical Director
	
	

	Name of Nurse Practitioner
	Nurse Practitioner
	
	

	Name of Office Manager
	Office Manager
	
	

	Name of Non-member
	Community Member
	
	


This emergency preparedness manual has been updated effective January 1, 2025.





EMERGENCY PREPAREDNESS PLAN – POLICIES & PROCEDURES GOALS

Citation: (b) Policies and procedures. The RHC will develop and implement emergency preparedness policies and procedures, based on the emergency plan set forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, and the communication plan at paragraph (c) of this section. The policies and procedures will be reviewed and updated at least biennially.

Interpretive Guidelines: RHC’s will develop policies and procedures that align with the identified hazards within the RHC’s risk assessment and the RHC’s overall emergency preparedness program.

RHC Surveyors are instructed to look for the following:
1. Review the written policies and procedures which address the RHC’s emergency plan and verify the following:
a. Policies and procedures were developed based on the RHC-based and community- based risk assessment and communication plan, utilizing an all-hazards approach.
2. Verify the RHC’s policies and procedures:
a. Provide for the safe evacuation of patients from the RHC.
b. Include how it will provide a means to shelter in place for patients, staff and volunteers who remain in the RHC.
c. Ensures the medical record documentation system preserve patient information, protects confidentiality of patient and secures and maintains availability of records
d. Includes for the use of volunteers and other staffing strategies in its emergency plan.
3. When surveying the RHC, verify that all exit signs are placed in the appropriate locations to facilitate a safe evacuation.
4. Ask to see documentation verifying policies & procedures have been reviewed & updated biennially.

CMS has identified 44 E tags related to Emergency Preparedness. There are 20 E Tags related to Rural Health Clinics and are as follows: 
1. 0001 Establishment of Emergency Preparedness 
2. 0004 Develop and Maintain EP Program
3. 0006 Maintain and Annual EP Updates 
4. 0007 EP Program Patient Population 
5. 0009 Process for EP Collaboration 
6. 0013 Development of EP Policies and Procedures 
7. 0020 Policies and Procedures including Evacuation 
8. 0022 Policies and Procedures for Sheltering 
9. 0023 Policies and Procedures for Medical Docs. 
10. 0024 Policies and Procedures for Volunteers 
11. 0029 Development of Communication Plan 
12. 0030 Names and Contact Information 
13. 0031 Emergency Officials Contact Information 
14. 0032 Primary/Alternate Means for Communication 
15. 0033 Methods for Sharing Information 
16. 0034 Sharing Information on Occupancy/Needs 
17. 0036 Emergency Prep Training and Testing 
18. 0037 Emergency Prep Training Program 
19. 0039 Emergency Prep Testing Requirements 
[bookmark: _Hlk24451102][bookmark: _Hlk496424883]20. 0042 Integrated Health Systems
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	[bookmark: _Toc495138018]Policy Number
	E0001

	[bookmark: _Toc495138020]Subject
	Establishment of Emergency Preparedness
[bookmark: _Toc495138022]Policy and Procedure

	[bookmark: _Toc495138023]Effective Date
	1/01/2021

	[bookmark: _Toc495138025]Review Date
	1/01/2023



POLICY STATEMENT

It is the policy of NAME OF CLINIC to comply with all Federal, State, and local laws regarding community emergency preparedness and to maintain an emergency preparedness program in compliance with § 491.12 Emergency preparedness as cited in the Federal Register on September 16, 2016. 

Regulation Citations

The purpose of this policy is to show the intent of NAME OF CLINIC to comply with Emergency Preparedness regulations as promulgated in 491.12 of the Federal Register. NAME OF CLINIC will make an ongoing effort to follow these regulations and will strive to continuingly improve our emergency preparedness program until we achieve full compliance with all the necessary steps as outlined in the regulations which stipulate the following:

§ 491.12 Emergency preparedness.
The Rural Health Clinic (RHC) will comply with all applicable Federal, State, and local emergency preparedness requirements. The RHC will establish and maintain an emergency preparedness program that meets the requirements of this section. The emergency preparedness program will include, but not be limited to, the following elements:

(a) Emergency plan. The RHC will develop and maintain an emergency preparedness plan that will be reviewed and updated at least biennially. The plan will do all of the following:

(1) Be based on and include a documented, facility-based and community-based risk assessment, utilizing an all-hazards approach.
(2) Include strategies for addressing emergency events identified by the risk assessment.
(3) Address patient population, including, but not limited to, the type of services the RHC/FQHC has the ability to provide in an emergency; and continuity of operations, including delegations of authority and succession plans.
(4) Include a process for cooperation and collaboration with local, tribal, regional, State, and Federal emergency preparedness officials' efforts to maintain an integrated response during a disaster or emergency situation, including documentation of the RHC efforts to contact such officials and, when applicable, of its participation in collaborative and cooperative planning efforts.

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

At a minimum, the policies and procedures will address the following:

(1) Safe evacuation from the RHC, which includes appropriate placement of exit signs; staff responsibilities and needs of the patients.
(2) A means to shelter in place for patients, staff, and volunteers who remain in the NAME OF CLINIC. 
(3) A system of medical documentation that preserves patient information, protects confidentiality of patient information, and secures and maintains the availability of records.
(4) The use of volunteers in an emergency or other emergency staffing strategies, including the process and role for integration of State and Federally designated health care professionals to address surge needs during an emergency.

(c) Communication plan. The RHC will develop and maintain an emergency preparedness communication plan that complies with Federal, State, and local laws and will be reviewed and updated at least biennially. The communication plan will include all of the following:

(1) Names and contact information for the following:
(i) Staff.
(ii) Entities providing services under arrangement.
(iii) Patients' physicians.
(iv) Other RHCs.
(v) Volunteers.
(2) Contact information for the following:
(i) Federal, State, tribal, regional, and local emergency preparedness staff.
(ii) Other sources of assistance.
(3) Primary and alternate means for communicating with the following:
(i) RHC staff.
(ii) Federal, State, tribal, regional, and local emergency management agencies.
(4) A means of providing information about the general condition and location of patients under the NAME OF CLINIC's care as permitted under 45 CFR 164.510(b)(4).
(5) A means of providing information about the RHC needs, and its ability to provide assistance, to the authority having jurisdiction or the Incident Command Center, or designee.


(d) Training and testing. The RHC will develop and maintain an emergency preparedness training and testing program that is based on the emergency plan set forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, policies and procedures at paragraph (b) of this section, and the communication plan at paragraph (c) of this section. The training and testing program will be reviewed and updated at least annually in some cases and biennially in others.

· Training program. The RHC will do all of the following:

(i) Initial training in emergency preparedness policies and procedures to all new and existing staff, individuals providing services under arrangement, and volunteers, consistent with their expected roles,
(ii) Provide emergency preparedness training at least biennially.
(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of emergency procedures.

· [bookmark: _Hlk24463928]Testing. The RHC/FQHC will conduct exercises to test the emergency plan at least annually. The RHC will do the following:
(i) For providers of outpatient services, we proposed to require that providers of outpatient services conduct only one testing exercise per year. 
(ii) Furthermore, we proposed to require that these providers participate in either a community-based full-scale exercise (if available) or conduct an individual facility-based functional exercise every other year. 
(iii) In the opposite years, we proposed to allow these providers to conduct the testing exercise of their choice, which may include either a community-based full-scale exercise (if available), an individual, facility-based functional exercise, a drill, or a tabletop exercise or workshop that includes a group discussion led by a facilitator. 
(iv) Analyze the RHC response to and maintain documentation of all drills, tabletop exercises, and emergency events, and revise the RHC emergency plan, as needed.





(e) 	Integrated healthcare systems. If a RHC is part of a healthcare system consisting of multiple separately certified healthcare facilities that elects to have a unified and integrated emergency preparedness program, the RHC may choose to participate in the healthcare system's coordinated emergency preparedness program. If elected, the unified and integrated emergency preparedness program will do all of the following:

(1) Demonstrate that each separately certified facility in the system actively participated in the development of the unified and integrated emergency preparedness program.
(2) Be developed and maintained in a manner that takes into account each separately certified facility unique circumstances, patient populations, and services offered.
(3) Demonstrate that each separately certified facility is capable of actively using the unified and integrated emergency preparedness program and is in compliance with the program.
(4) Include a unified and integrated emergency plan that meets the requirements of paragraphs (a)(2), (3).and (4) of this section. The unified and integrated emergency plan will also be based on and include all of the following:

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

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


	Source:
	https://www.gpo.gov/fdsys/pkg/FR-2016-09-16/pdf/2016-21404.pdf







We have included on the next two pages the regulations as they specifically relate to RHCs.
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Emergency Preparedness Process

1. The OFFICE MANAGER will be the Director of Emergency Preparedness for NAME OF CLINIC and will coordinate the preparation of the following:
a. Emergency Plan
b. Emergency Policy and Procedures
c. Communication Plan
d. Training and testing of the Emergency Plan
2. The OFFICE MANAGER will research the regulations and become familiar with best practices for Emergency Preparedness by studying regulations, viewing training videos, attending local, state, and regional Emergency planning conferences and communicate the information to the staff of the clinic and conduct onsite learning and teaching sessions and assignments to assist the staff NAME OF CLINIC in understanding and fulfilling their role in the Emergency Preparedness of the clinic.
3. The Director of Emergency Preparedness will research potential contacts and stakeholders to collaborate, assist, communicate, and develop community-wide responses to emergencies based upon the Emergency plan and an all hazards approach to community emergency planning. There are over 500 Healthcare Coalitions for Emergency Preparedness presently. The Director of Emergency Preparedness will reach out to the most appropriate Coalition locally, state-wide, or regionally including the local hospital and indicate the clinic’s willingness to participate in the Community Emergency Preparedness activities including risk evaluation, policy development, training, drills, and table top exercises. A listing of the Coalitions is provided by CMS at the following link:

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertEmergPrep/Downloads/By-Name-by-State-Healthcare-Coalitions.pdf



4. The Director of Emergency Preparedness will develop and maintain an emergency preparedness plan that will be reviewed and updated at least biennially  and will do the following:

(1) Be based on and include a documented, facility-based and community-based risk assessment, utilizing an all-hazards approach.
(2) Include strategies for addressing emergency events identified by the risk assessment.
(3) Address patient population, including, but not limited to, the type of services the RHC/FQHC has the ability to provide in an emergency; and continuity of operations, including delegations of authority and succession plans.
(4) Include a process for cooperation and collaboration with local, tribal, regional, State, and Federal emergency preparedness officials' efforts to maintain an integrated response during a disaster or emergency situation, including documentation of the RHC efforts to contact such officials and, when applicable, of its participation in collaborative and cooperative planning efforts.

5. The Director of Emergency Preparedness will develop and implement emergency preparedness policies and procedures based upon the risk assessment and the emergency plan. These policies and procedures will be reviewed and updated at least biennially. The policies and procedures will address the following:

(1) Safe evacuation from the RHC, which includes appropriate placement of exit signs; staff responsibilities and needs of the patients.
 (2) A system of medical documentation that preserves patient information, protects confidentiality of patient information, and secures and maintains the availability of records.
(3) The use of volunteers in an emergency or other emergency staffing strategies, including the process and role for integration of State and Federally designated health care professionals to address surge needs during an emergency.

6. The Director of Emergency Preparedness will develop a communication plan and will maintain an emergency preparedness communication plan that complies with Federal, State, and local laws. This plan will be reviewed biennially. The communication plan will include all of the following:

(1) Names and contact information for the following:
(i) Staff.
(ii) Entities providing services under arrangement.
(iii) Patients' physicians.
(iv) Other RHCs.
(v) Volunteers.
(2) Contact information for the following:
(i) Federal, State, tribal, regional, and local emergency preparedness staff.
(ii) Other sources of assistance.
(3) Primary and alternate means for communicating with the following:
(i) RHC staff.
(ii) Federal, State, tribal, regional, and local emergency management agencies.
(4) A means of providing information about the general condition and location of patients under NAME OF CLINIC's care as permitted under 45 CFR 164.510(b)(4).
(5) A means of providing information about the RHC needs, and its ability to provide assistance, to the authority having jurisdiction or the Incident Command Center, or designee.

7. The Director of Emergency Preparedness will develop and maintain an emergency preparedness training and testing program that is based on the emergency plan and the risk assessment, policies and procedures and the communication plan. The training and testing program will be reviewed and updated at least biennially. The Training program will do the following:

(i) Initial training in emergency preparedness policies and procedures to all new and existing staff, individuals providing services under arrangement, and volunteers, consistent with their expected roles,
(ii) Provide emergency preparedness training at least biennially.
(iii) Maintain documentation of the training.
· Demonstrate staff knowledge of emergency procedures.

8. The Director of Emergency Preparedness will conduct exercises to test the emergency plan biennially which will include the following:

A. Participate in a full-scale exercise that is community-based or when a community-based exercise is not accessible, an individual, NAME OF CLINIC-based. (unless an actual emergency occurs during the year and the emergency plan is implemented)
B. The RHC will conduct an additional exercise that may include, but is not limited to following:

(i) A second full-scale exercise that is community-based or individual, facility-based.
(ii) A tabletop exercise that includes a group discussion led by a facilitator, using a narrated, clinically-relevant emergency scenario, and a set of problem statements, directed messages, or prepared questions designed to challenge an emergency plan.















	Policy Number
	E0004

	Subject
	Develop and Maintain EP Program
Policy and Procedure

	Effective Date
	1/01/2021

	Review Date
	1/01/2023


NAME OF CLINIC will comply with all applicable Federal, State and local emergency preparedness requirements. The NAME OF CLINIC will develop establish and maintain a comprehensive emergency preparedness program that meets the requirements of this section. The clinic will comply with all applicable Federal, State, and local emergency preparedness requirements. The clinic will develop and maintain a comprehensive emergency preparedness program that meets the requirements of this section, utilizing an all-hazards approach.

The emergency preparedness program will include, but not be limited to, the following elements:
(a) Emergency Plan. NAME OF CLINIC will develop and maintain an emergency preparedness plan that will be reviewed and updated at least biennially. The clinic will develop and maintain an emergency preparedness plan.  The plan will include all of the required elements under the standard.  The plan will be reviewed and updated at least biennially.  The annual review will be documented to include the date of the review and any updates made to the emergency plan based on the review. 
An emergency plan is one part of NAME OF CLINIC’s emergency preparedness program.  The plan provides the framework, which includes conducting facility-based and community-based risk assessments that will assist a facility in addressing the needs of their patient populations, along with identifying the continuity of business operations which will provide support during an actual emergency.  In addition, the emergency plan supports, guides, and ensures NAME OF CLINIC's ability to collaborate with local emergency preparedness officials.  This approach is specific to the location of NAME OF CLINIC and considers particular hazards most likely to occur in the surrounding area. These include, but are not limited to:  
• Natural disasters
• Man-made disasters,
• Facility-based disasters that include but are not limited to: 
· Care-related emergencies;
· Equipment and utility failures, including but not limited to power, water.
· Interruptions in communication, including cyber-attacks; 
· Loss of all or portion of a facility; and 
· Interruptions to the normal supply of essential resources, such as water, food, fuel (heating, cooking, and generators), and in some cases, medications and medical supplies (including medical gases, if applicable).   
[bookmark: _Hlk24451390]When evaluating potential interruptions to the normal supply of essential services, NAME OF CLINIC will take into account the likely durations of such interruptions. Arrangements or contracts to re-establish essential utility services during an emergency should describe the timeframe within which the contractor is required to initiate services after the start of the emergency, how they will be procured and delivered in the clinic’s local area, and that the contractor will continue to supply the essential items throughout and to the end of emergencies of varying duration. 
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	Policy Number
	E0006

	Subject
	Maintain and Biennial EP Updates

	Effective Date
	1/01/2021

	Review Date
	1/01/2023



POLICY STATEMENT

The clinic will develop and maintain an emergency preparedness plan that will be reviewed and updated at least biennially. The plan must do the following:

· Be based on and include a documented, facility-based and community-based risk assessment, utilizing an all-hazards approach.                                             

· Include strategies for addressing emergency events identified by the risk assessment.

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

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

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


When developing an emergency preparedness plan, the RHC is expected to consider, among other things, the following:

· Identification of all business functions essential to the facility’s operations that should be continued during an emergency;
· Identification of all risks or emergencies that the facility may reasonably expect to confront;
· Identification of all contingencies for which the facility should plan;
· Consideration of the facility’s location;
· Assessment of the extent to which natural or man-made emergencies may cause the facility to cease or limit operations; and,
· Determination of what arrangements may be necessary with other health care facilities, or other entities that might be needed to ensure that essential services could be provided during an emergency.

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

The clinic will develop strategies for addressing emergency events that were identified during the development of the facility- and community-based risk assessments. Examples of these strategies may include, but are not limited to, developing a staffing strategy if staff shortages were identified during the risk assessment or developing a surge capacity strategy if the facility has identified it would likely be requested to accept additional patients during an emergency. The RHC will develop an evacuation plan. 
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	[bookmark: _Hlk496439720]Policy Number
	E0007

	Subject
	Establishment of Emergency Preparedness
Patient Population

	Effective Date
	1/01/2021

	Review Date
	1/01/2023



POLICY STATEMENT

Emergency Plan. The clinic will develop and maintain an emergency preparedness plan that must be reviewed and updated at least biennially. The plan must address the following patient populations including but not limited to:

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

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










Purpose

The purpose of this policy and procedure is to identify the delegation of authority and the succession of authority plans for this RHC prior to an emergency that may affect the leadership of this organization.  The goal of this plan is to ensure that the health center and its employees have the necessary tools to continue the business regardless of individuals and personnel.

Policy – Delegation of Authority

It is the policy of this health center to remain in service regardless of the disposition of the leadership.  Preplanning for losses in leadership due to an emergency is paramount for the continuance of this RHC.  Delegations of authority specify who is authorized to make decisions or act on behalf of the RHC leadership should they not be available or have the RHC to make decisions that may affect the RHC, staff, and patients.  The delegation of authority ensures rapid response to an emergency and will ensure the continuance of the RHC’s mission during disasters.  

Delegation of Authority Planning

Planning for the possibility that leadership may in fact not be available to make key decisions that may affect the RHC’s mission and the community at large is paramount.  The planning process for the delegation of authority should include the following:

Planning

1. Identify which authorities can be delegated.  Not all authority may be able to be delegated, especially if the authority is specific to the special position held by the leader.  Ensure that the person receiving delegated authorities can perform all tasks associated with the authorities. Ensure that the person(s) selected have the training and capacity to perform those tasks.

1. Delineate all the tasks and responsibilities that need to be delegated and ensure those tasks are essential to the operation of the RHC.

1. Describe, in written format, the circumstances that will trigger the delegation of authority plan including the specific circumstances under which the plan would be exercised including when it would become effective and when it would terminate.

1. Identify the limitations of the delegation of authority.  Ensure that these limitations are clearly identified in writing and that those persons charged with the delegation understand their responsibilities and their limitations.

1. Clearly document to whom the authority is or should be delegated.

1. Ensure that those with delegated responsibilities are trained to perform their emergency duties.

1. Exercise the delegation of authority plan frequently and when personnel changes make more training and exercising necessary.


Delegated Authority Identification

All authorities to be delegated must be written and must include the circumstances under which the authorities are to be executed.  Two categories of authority must be identified and addressed within the plan.  These authorities are emergency authority and administrative authority.  Emergency authorities refer to the ability to make decisions regarding the emergency on hand.  Emergency authorities often have an expiration point, and this usually coincides with the termination of the emergency.  Administrative authorities refer to the ability to make decisions that have effects beyond the duration of the emergency.  They are often connected with operational decisions that must be made regarding the operation of the RHC, including financial responsibilities.  Administrative authority only expires on the return of the person delegating the authority.  Delegated administrative responsibilities usually include decisions that involve policy determinations, including hiring, payroll, and the allocation of fiscal resources to ensure the proper operation of the RHC.  It is important to consult legal counsel when considering which authorities to delegate during an emergency.  The plan should include and detail how the designee will assume authority and how the staff will be notified of the delegation or termination of the delegation.

Emergency Authority

The following are a list of basic authorities that may be delegated.  The Professional Advisory Group should review this list biennially and ensure that it is comprehensive.  The following are a list of basic emergency authorities that may be delegated to staff members.  Remember that emergency authority may be best delegated to members of the emergency management committee.

1. The ability to activate and deactivate the emergency management plan.
1. The ability to communicate with staff and patients regarding a particular emergency.
1. The ability to communicate and operate with the local community in response to an emergency.
1. The ability to create and maintain emergency schedules.
1. The ability to authorize the use of volunteers according to the plan.
1. The ability to open the emergency operations center.
1. The ability to work with local responders including utility companies as needed to restore services.
1. The ability to make decisions regarding the closure of the center during an emergency.
1. The ability to order an evacuation.
1. The ability to order the transfer of records to a RHC partner if the building becomes uninhabitable.





Administrative Authority

Determine what administrative authorities must be delegated in order to assist the RHC operate optimally.  Authorities such as the ability to initiate payroll, hire and terminate employees, and spend fiscal assets to keep the RHC running should be among those items covered.  Creating a list of what authorities should be delegated, who presently has these authorities, and to whom these authorities should be delegated are among the priorities.  Under what conditions these authorities should be delegated is most important.

Policy Rules and Procedures for the Delegation of Authority

Because vacancies can occur for many reasons, it is important to delineate all conditions under which a delegation of authority may become active including what type of authority should be initiated and under what conditions. All delegations should be tied to the level of threat faced by the RHC and the ability of current leadership to execute those responsibilities.

Delegation of Authority Plan Activation and Deactivation Triggers

This Delegation of Authority Plan will be activated when conditions occur that leaves the RHC leadership unable to respond to an emergency or unable to respond to any recovery following an emergency.  

The following triggers will allow for this plan to become activated:

1. An emergency occurs that involves the RHC’s resources and capabilities, and a RHC leader, with emergency or administrative authority, is unable to respond to an emergency because he or she is involved in the emergency and can physically not be on site to make critical emergency decisions.

1. An emergency occurs that involves the RHC’s resources and capabilities and a RHC leader is ill and cannot be present to make emergency decisions.

1. An emergency occurs that involves the RHC’s capabilities and resources and a RHC leader is incapacitated or unavailable to make emergency decisions.


The EM committee should consider additional triggers for the activation of the delegation of authority as well as delineate any special powers that need delegation in an emergency.

 
       
The following conditions must occur in order for the emergency delegation of authority to expire:

1. The emergency has been stabilized and is no longer stressing the facility’s resources or capabilities.

1. The emergency has ended, and normal operations have resumed.

1. The leader whose authority has been delegated returns and is able to assume control of those authorities.

1. The recovery has progressed sufficiently close to normal operations to allow normal operating procedure to resume.


Limitations on Authority to be Delegated

Once the authorities to be delegated have been described and the rules regulating the delegation of authority have been described, the limitations to those authorities must be described.  These limitations are the restrictions on the duration, the extent, or the scope of the authority. The qualifications of those that would assume these authorities must be described.  Please list these limitations here.

Delegation of Authority Operations

When delegations of authority plans are enacted, there should be a clear description of the types of authority to be delegated, by whom, and to whom.  The following grid may be useful in listing the types of authority to be delegated and what those triggers and what the limitations are when confronted with a situation that impedes the leadership of the organization.




	Authority to be Delegated
	By Whom
	To Whom
	Trigger
	Limitations

	EP Oversight
	
	
	Absence
	None

	EP Oversight
	
	
	Absence
	None

	EP Oversight
	
	
	Absence
	None

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	





Present Table of Organization (T of O)

A current table of organization for the RHC and its system should be included in this section.  This includes a list of all executive level members and their titles, as well as the departments the RHC uses to operate normally.  Populate or alter the chart below demonstrating the organization’s leadership and management.






	[bookmark: _Hlk496440214][bookmark: _Hlk24451657]Policy Number
	E0009

	Subject
	Establishment of Emergency Preparedness
Process for EP Collaboration

	Effective Date
	1/01/2021

	Review Date
	1/01/2023



The RHC will develop and maintain an emergency preparedness plan that must be reviewed and updated at least biennially. The plan will include a process for cooperation and collaboration with local, tribal, regional, State, and Federal emergency preparedness officials' efforts to maintain an integrated response during a disaster or emergency situation, while not required under Omnibus Burden Reduction regulations effective November 29, 2019 the clinic will maintain minimal  documentation of the facility's efforts to contact such officials and, when applicable, of its participation in collaborative and cooperative planning efforts. 

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

Documentation for this process is no longer required for rural health clinics, but the clinic will continue to work with local EMA officials on community wide preparation for emergencies.





















[bookmark: _Hlk24451747]
	Policy Number
	E0013

	Subject
	Establishment of Emergency Preparedness
Development of EP Policies and Procedures

	Effective Date
	1/01/2021

	Review Date
	1/01/2023



The RHC will develop and implement emergency preparedness policies and procedures, based on the emergency plan set forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, and the communication plan at paragraph (c) of this section. The policies and procedures will be reviewed and updated at least biennially.

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






























[bookmark: _Hlk24451797]
	Policy Number
	E0020

	Subject
	Establishment of Emergency Preparedness
including Evacuation

	Effective Date
	1/01/2021

	Review Date
	1/01/2023




[bookmark: _Hlk496523148]The RHC will develop and implement emergency preparedness policies and procedures, based on the emergency plan, risk assessment, and the communication plan. The policies and procedures must be reviewed and updated at least biennially. At a minimum, the policies and procedures will address the following:

Safe evacuation from the RHC, which includes:

· consideration of care and treatment needs of evacuees; 
· staff responsibilities; transportation; 
· identification of evacuation location(s);
· and primary and alternate means of communication with external sources of assistance
· appropriate placement of exit signs; staff responsibilities and needs of the patients.

The RHC will develop policies and procedures that provide for the safe evacuation of patients from the clinic and include all the requirements of this standard.  The RHC will also place exit signs to guide patients and staff in the event of an evacuation from the facility. 

The RHC will outline primary and alternate means for communication with external sources for assistance. For instance, primarily methods may be considered via regular telephone services to contact transportation companies for evacuation or reporting evacuation needs to emergency officials; whereas alternate means account for loss of power or telephone services in the local area. In this event, alternate means may include satellite phones for contacting evacuation assistance.

RHC EVACUATION ROUTES

Evacuation route maps have been posted on the walls of hallway in each work area. The following information is marked on evacuation maps: 

1. Emergency exits 
2. Primary and secondary evacuation routes 
3. Locations of fire extinguishers 
4. Fire alarm pull stations’ location 
5. Assembly points (Site personnel should know at least two evacuation routes.)


RHC Evacuation Route












































	Policy Number
	E0022

	Subject
	Establishment of Emergency Preparedness
for Sheltering

	Effective Date
	1/01/2021

	Review Date
	1/01/2023



[bookmark: _Hlk496524406]The RHC will develop and implement emergency preparedness policies and procedures, based on the emergency plan, risk assessment, and the communication plan. The policies and procedures must be reviewed and updated at least biennially. At a minimum, the policies and procedures will address the following:

A means to shelter in place for patients, staff, and volunteers who remain in the RHC.

The Emergency plans will include a means for sheltering all patients, staff, and volunteers who remain in the RHC in the event that an evacuation cannot be executed. In certain disaster situations (such as tornadoes), sheltering in place may be more appropriate as opposed to evacuation and would require a facility to have a means to shelter in place for such emergencies.  Therefore, the RHC will prepare policies and procedures for sheltering in place which align with the facility’s risk assessment. 

NAME OF CLINIC will evaluate the RHC upon notice of an impending weather situation (tornados, winter weather, hurricane, volcano) as appropriate and will not shelter in place for situations were notice is sufficient. In the case of immediate and imminent danger to the patients, staff, and visitors, the RHC will shelter in place for the duration of the emergency event and when the Medical Director or person in charge per the delegations of authority table determines it is safe, the RHC will implement the evacuation of the clinic policy.




















	[bookmark: _Hlk496524147]Policy Number
	E0023

	Subject
	Establishment of Emergency Preparedness
for Medical Documentation

	Effective Date
	1/01/2021

	Review Date
	1/01/2023



The RHC will develop and implement emergency preparedness policies and procedures, based on the emergency plan, risk assessment, and the communication plan. The policies and procedures must be reviewed and updated at least biennially. At a minimum, the policies and procedures will address the following:

A system of medical documentation that preserves patient information, protects confidentiality of patient information, and secures and maintains availability of records. 

A system of care documentation that does the following:

(i) Preserves patient information.
(ii) Protects confidentiality of patient information.
(iii) Secures and maintains the availability of records.

In addition to any existing requirements for patient records found in existing laws, the clinic will ensure that patient records are secure and readily available to support continuity of care during emergency. These policies and procedures will be be in compliance with the Health Insurance Portability and Accountability Act (HIPAA), Privacy and Security Rules at 45 CFR parts 160 and 164, which protect the privacy and security of individual’s personal health information.

For RHCs with Electronic Health Records, the clinic will work with the EHR vendor to ensure medical records are backed up on a site more than 100 miles from the location of the clinic and several backup versions are available using different media and backup techniques.

For RHCs using paper charts, the clinic should look into purchasing two or more high speed scanners and a document management system to store documents in a cloud-based HIPAA compliant, secure server.












	Policy Number
	E0024

	Subject
	Establishment of Emergency Preparedness
for Volunteers

	Effective Date
	1/01/2021

	Review Date
	1/01/2023



The RHC will develop and implement emergency preparedness policies and procedures, based on the emergency plan, risk assessment, and the communication plan. The policies and procedures must be reviewed and updated at least biennially. At a minimum, the policies and procedures will address the following: 

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

The policy of NAME OF CLINIC on the use of volunteers is the RHC will train non-medical volunteers to assist during emergencies. The clinic will use volunteers for non-medical services including help with evaluating the facility. During an emergency, the clinic will accept volunteer support from individuals with varying levels of skills and training. Non-medical volunteers will perform non-medical tasks. The clinic will utilize volunteers in accordance with State law, State scope of practice rules, and facility policy. 


A. Non-Medical volunteers may be used for the following positions:
1. Evacuating the premises
2. Removing debris
3. Calling EMA officials
4. Other duties as required.
















[bookmark: _Hlk24451898]
	Policy Number
	E0029

	Subject
	Establishment of Emergency Preparedness
Development of Communication Plan

	Effective Date
	1/01/2021

	Review Date
	1/01/2023



NAME OF CLINIC will develop and maintain an emergency preparedness communication plan that complies with Federal, State and local laws and must be reviewed and updated at least biennially.

The RHC will have a written emergency communication plan that contains how the RHC coordinates patient care within the RHC, across healthcare providers, and with state and local public health departments. The communication plan will include how the RHC interacts and coordinates with emergency management agencies and systems to protect patient health and safety in the event of a disaster.  The development of a communication plan will support the coordination of care.  The plan will be reviewed biennially and updated as necessary. 

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





















[bookmark: _Hlk24451989]
	Policy Number
	E0030

	Subject
	Establishment of Emergency Preparedness
Names and Contact Information

	Effective Date
	1/01/2021

	Review Date
	1/01/2023



NAME OF CLINIC will develop and maintain an emergency preparedness communication plan that complies with Federal, State and local laws and must be reviewed and updated at least biennially. The communication plan will include all of the following:

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

The RHC will have the contact information for those individuals and entities outlined within the standard. The requirement to have contact information for “other facilities” requires a provider or supplier to have the contact information for another provider or supplier of the same type as itself.  For instance, hospitals should have contact information for other hospitals and CORFs should have contact information for other CORFs, etc. 

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










[bookmark: _Hlk24452033]
	[bookmark: _Hlk496526212]Policy Number
	E0031

	Subject
	Establishment of Emergency Preparedness
Emergency Officials Contact Information

	Effective Date
	1/01/2021

	Review Date
	1/01/2023



NAME OF CLINIC will develop and maintain an emergency preparedness communication plan that complies with Federal, State and local laws and must be reviewed and updated at least annually.

The communication plan must include all of the following contact information for the following:

(i) Federal, State, tribal, regional, and local emergency preparedness staff.
(ii) Other sources of assistance.

The clinic will have the contact information for those individuals and entities outlined within the standard. The information will be readily available and accessible to leadership during an emergency event. The RHC will maintain these contact lists both in electronic format and hard-copy format in the event that network systems to retrieve electronic files are not accessible. All contact information will be reviewed and updated at least annually.

The communication plan will be updated as necessary to ensure all contact information is current. 























	Policy Number
	E0032

	Subject
	Establishment of Emergency Preparedness
Primary/Alternate Means for Communication

	Effective Date
	1/01/2021

	Review Date
	1/01/2023



[bookmark: _Hlk55989232]NAME OF CLINIC will develop and maintain an emergency preparedness communication plan that complies with Federal, State and local laws and must be reviewed and updated at least biennially. The communication plan must include all of the following: 

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


NAME OF CLINIC will have primary and alternate means of communicating with staff, Federal, State, tribal, regional, and local emergency management agencies.  The RHC will consider pagers, cellular telephones, radio transceivers (that is, walkie-talkies), and various other radio devices such as the NOAA Weather Radio and Amateur Radio Operators’ (HAM Radio) systems, as well as satellite telephone communications systems. 

We recognize that some facilities, especially in remote areas, may have difficulty using some communication systems, such as cellular phones, even in non-emergency situations, which should be outlined within their risk assessment and addressed within the communications plan. It is expected these facilities would address such challenges when establishing and maintaining a well-designed communication system that will function during an emergency.

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

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

NAME OF CLINIC will use walkie talkies as a secondary communication device or may elect to use any system recommended by the local Emergency Management Director.

	Policy Number
	E0033

	Subject
	Establishment of Emergency Preparedness
Methods for Sharing Information


	Effective Date
	1/01/2021

	Review Date
	1/01/2023



NAME OF CLINIC will develop and maintain an emergency preparedness communication plan that complies with Federal, State and local laws and must be reviewed and updated at least biennially. The communication plan must include all of the following:

A method for sharing information and medical documentation for patients under the RHC's care, as necessary, with other health providers to maintain the continuity of care.

A means, in the event of an evacuation, to release patient information as permitted under 45 CFR 164.510(b)(1)(ii) is not required for RHCs under §491.12(c) and will not be provided.

A means of providing information about the general condition and location of patients under the RHC’s care as permitted under 45 CFR 164.510(b)(4). 

Facilities are required to develop a method for sharing information and medical information as necessary, with other health care providers to maintain continuity of care. Such a system must ensure that information necessary to provide patient care is sent with an evacuated patient to the next care provider and would also be readily available for patients being sheltered in place. 

While the regulation does not specify timelines for delivering patient care information, facilities are expected to provide patient care information to receiving facilities during an evacuation, within a timeframe that allows for effective patient treatment and continuity of care.  Facilities should not delay patient transfers during an emergency to assemble all patient reports, tests, etc. to send with the patient.  Facilities should send all necessary patient information that is readily available and should include at least, patient name, age, DOB, allergies, current medications, medical diagnoses, current reason for admission (if inpatient), blood type, advance directives and next of kin/emergency contacts.  There is no specified means (such as paper or electronic) for how facilities are to share the required information.

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

	[bookmark: _Hlk24452142][bookmark: _Hlk496528174]Policy Number
	E0034

	Subject
	Establishment of Emergency Preparedness
Sharing Information on Occupancy/Needs


	Effective Date
	1/01/2021

	Review Date
	1/01/2023



NAME OF CLINIC will develop and maintain an emergency preparedness communication plan that complies with Federal, State and local laws and must be reviewed and updated at least annually. The communication plan must include all of the following:

A means of providing information about the RHC’s occupancy, needs, and its ability to provide assistance, to the authority having jurisdiction, the Incident Command Center, or designee.

NAME OF CLINIC will have a means of providing information about the facility’s needs and its ability to provide assistance to the authority having jurisdiction (local and State emergency management agencies, local and state public health departments, the Incident Command Center, the Emergency Operations Center, or designee). 

An RHC does not have to provide information about occupancy.

“Note: For RHCs/FQHC’s the regulatory language differs under (c)(4). Additionally, a method for sharing information and medical documentation for patients under the RHC/FQHC’s care, as necessary, with other health providers to maintain the continuity of care and a means of providing information about the general condition and location of patients does not apply” Source: Appendix G Page 47

“Facilities (with the exception of HHAs, RHCs/FQHCs, and CORFs) are also required to have a means, in the event of an evacuation, to release patient information as permitted under 45 CFR 164.510 and a means of providing information about the general condition and location of patients under the facility's care as permitted under 45 CFR 164.510(b)(4).” Source: Appendix G Page G, Page 48
 

Note: The authority having jurisdiction varies by local, state and federal emergency management structures as well as the type of disaster. For example, in the event of a multi-state wildfire, the jurisdictional authority who would take over the Incident Command Center or state-wide coordination of the disaster would likely be a fire-related agency.

We are not prescribing the means that facilities must use in disseminating the required information. However, facilities should include in its communication plan, a process to communicate the required information.  

Note: As defined by the Federal Emergency Management Administration (FEMA), an Incident Command System (ICS) is a management system designed to enable effective and efficient domestic incident management by integrating a combination of facilities, equipment, personnel, procedures, and communications operating within a common organizational structure. (FEMA, 2016). The industry, as well as providers/suppliers, use various terms to refer to the same function and we have used the term ‘‘Incident Command Center’’ to mean ‘‘Emergency Operations Center’’ or ‘‘Incident Command Post.’’ Local, State, Tribal and Federal emergency preparedness officials, as well as regional healthcare coalitions, can assist facilities in the identification of their Incident Command Centers and reporting requirements dependent on an emergency.

In the communication plan a form will be included to disclose patients treated in the RHC in the case of an emergency. This information will only be disclosed if allowable under HIPAA regulations.

NAME OF CLINIC 
Report of Patients Treated
Emergency ____________
Date: _________________

NAME OF CLINIC treated the following patients during the emergency that occurred on ___________ (Date) and the patients where either 1. Discharged ambulatory to their home, 2. Transferred to a Hospital (add name of hospital in form), or 3. Other (disclose where discharged – ie AirVac)


	


Patient Name
	


Date of Birth
	Disposition of Patient
1. Discharged Ambulatory
2. Transferred to Hospital
3. Other


	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	







	[bookmark: _Hlk24452221]Policy Number
	E0036

	Subject
	Establishment of Emergency Preparedness
Emergency Prep Training and Testing

	Effective Date
	1/01/2021

	Review Date
	1/01/2023



NAME OF CLINIC will develop and maintain an emergency preparedness training and testing program that is based on the emergency plan, risk assessment, policies and procedures, and the communication plan.  The training and testing program must be reviewed and updated at least biennially.

An emergency preparedness training and testing program as specified in this requirement will be documented and reviewed and updated on at least an annual basis.  The training and testing program must reflect the risks identified in the RHC’s risk assessment and be included in their emergency plan. For example, an RHC that identifies flooding as a risk should also include policies and procedures in their emergency plan for closing or evacuating their facility and include these in their training and testing program. This would include, but is not limited to, training and testing on how the facility will communicate the facility closure to required individuals and agencies, testing patient tracking systems and testing transportation procedures for safely moving patients to other facilities.  Additionally, for facilities with multiple locations, such as multi-campus or multi-location hospitals, the facility’s training and testing program must reflect the facility’s risk assessment for each specific location.

Training refers to a facility’s responsibility to provide education and instruction to staff, contractors, and facility volunteers to ensure all individuals are aware of the emergency preparedness program. Testing is the concept in which training is operationalized and the facility is able to evaluate the effectiveness of the training as well as the overall emergency preparedness program. Testing includes conducting drills and/or exercises to test the emergency plan to identify gaps and areas for improvement.
















	[bookmark: _Hlk24452315]Policy Number
	E0037

	Subject
	Establishment of Emergency Preparedness
Emergency Prep Training Program


	Effective Date
	1/01/2021

	Review Date
	1/01/2023



Training program. NAME OF CLINIC will do all of the following as it relates to Emergency Preparedness training:

· Initial training in emergency preparedness policies and procedures to all new and existing staff, individuals providing services under arrangement, and volunteers, consistent with their expected role.
· Provide emergency preparedness training at least biennially.
· Maintain documentation of the training. 
· Demonstrate staff knowledge of emergency procedures.

The RHC will provide initial training in emergency preparedness policies and procedures that are consistent with their roles in an emergency to all new and existing staff, individuals providing services under arrangement, and volunteers.  This includes individuals who provide services on a per diem basis such as agency nursing staff and any other individuals who provide services on an intermittent basis and would be expected to assist during an emergency.

The RHC will provide initial emergency training during orientation (or shortly thereafter) to ensure initial training is not delayed.  The initial training will be completed by the time the staff has completed the facility’s new hire orientation program. Additionally, in the case of facilities with multiple locations, such as multi-campus hospitals, staff, individuals providing services under arrangement, or volunteers should be provided initial training at their specific location and when they are assigned to a new location.

RHCs have the flexibility to determine the focus of their annual training, as long as it aligns with the emergency plan and risk assessment.  Ideally, annual training should be modified each year, incorporating any lessons learned from the most recent exercises, real-life emergencies that occurred in the last year and during the annual review of the facility’s emergency program. For example, annual training could include training staff on new evacuation procedures that were identified as a best practice and documented in the facility “After Action Report” (AAR) during the last emergency drill and were incorporated into the emergency plan during the program’s annual review. 

While facilities are required to provide annual training to all staff, it is up to the facility to decide what level of training each staff member will be required to complete each year based on an individual's involvement or expected role during an emergency. There may be core topics that apply to all staff, while certain clinical staff may require additional topics.  It is up to the facility to decide if the external training meets the facility’s requirements.  


Facilities must maintain documentation of the annual training for all staff.  The documentation must include the specific training completed as well as the methods used for demonstrating knowledge of the training program. Facilities have flexibility in ways to demonstrate staff knowledge of emergency procedures.  The method chosen is likely based on the training delivery method.  For example:  computer-based or printed self-learning packets may contain a test to demonstrate knowledge.  If facilities choose instructor-led training, a question and answer session could follow the training.  Regardless of the method, facilities must maintain documentation that training was completed, and that staff are knowledgeable of emergency procedures.  
































	[bookmark: _Hlk496529606][bookmark: _Hlk24464121]Policy Number
	E0039

	Subject
	Establishment of Emergency Preparedness
Emergency Prep Testing Requirements

	Effective Date
	1/01/2021

	Review Date
	1/01/2023



NAME OF CLINIC will conduct exercises to test the emergency plan at least annually. The RHC will do all of the following:

Testing. The RHC/FQHC will conduct exercises to test the emergency plan at least annually. The RHC will do the following:

· For providers of outpatient services, we proposed to require that providers of outpatient services conduct only one testing exercise per year. 
· Furthermore, we proposed to require that these providers participate in either a community-based full-scale exercise (if available) or conduct an individual facility-based functional exercise every other year. 
· In the opposite years, we proposed to allow these providers to conduct the testing exercise of their choice, which may include either a community-based full-scale exercise (if available), an individual, facility-based functional exercise, a drill, or a tabletop exercise or workshop that includes a group discussion led by a facilitator. 
· Analyze the RHC response to and maintain documentation of all drills, tabletop exercises, and emergency events, and revise the RHC emergency plan, as needed.

NAME OF CLINIC will analyze the clinic’s response to and maintain documentation of all drills, tabletop exercises, and emergency events, and revise the RHC’s emergency plan, as needed. 

RHCs will on an annual basis conduct exercises to test the emergency plan. Specifically, facilities are required to conduct a tabletop exercise and participate in a full-scale community-based exercise or conduct an individual facility exercise if a community-based exercise is not available.  As the term full-scale exercise may vary by sector, facilities are not required to conduct a full-scale exercise as defined by FEMA or DHS’s Homeland Security Exercise and Evaluation Program (HSEEP).  For the purposes of this requirement, a full scale exercise is defined and accepted as any operations-based exercise (drill, functional, or full-scale exercise) that assesses a facility’s functional capabilities by simulating a response to an emergency that would impact the facility’s operations and their given community.  There is also definition for “community” as it is subject to variation based on geographic setting, (e.g. rural, suburban, urban, etc.), state and local agency roles and responsibilities, types of providers in a given area in addition to other factors. In doing so, facilities have the flexibility to participate in and conduct exercises that more realistically reflect the risks and composition of their communities.  Facilities are expected to consider their physical location, agency and other facility responsibilities and needs of the community when planning or participating in their exercises. The term could, however, mean entities within a state or multi-state region.

In many areas of the country, State and local agencies (emergency management agencies and health departments) and some regional entities, such as healthcare coalitions may conduct an annual full-scale, community-based exercise in an effort to more broadly assess community-wide emergency planning, potential gaps, and the integration of response capabilities in an emergency.  Facilities should actively engage these entities to identify potential opportunities, as appropriate, as they offer the facility the opportunity to not only assess their emergency plan but also better understand how they can contribute to, coordinate with, and integrate into the broader community’s response during an emergency.  They also provide a collective forum for assessing their communications plans to ensure they have the appropriate contacts and understand how best to engage and communicate with their state and local public health and emergency management agencies and other relevant partners, such as a local healthcare coalition, during an emergency. 

Facilities are expected to contact their local and state agencies and healthcare coalitions, where appropriate, to determine if an opportunity exists and determine if their participation would fulfill this requirement.  In doing so, they are expected to document the date, the personnel and the agency or healthcare coalition that they contacted.  It is also important to note that agencies and or healthcare coalitions conducting these exercises will not have the resources to fulfill individual facility requirements and thus will only serve as a conduit for broader community engagement and coordination prior to, during and after the full-scale community-based exercise.  Facilities are responsible for resourcing their participation and ensuring that all requisite documentation is developed and available to demonstrate their compliance with this requirement.  

Facilities are encouraged to engage with their area Health Care Coalitions (HCC) (partnerships between healthcare, public health, EMS, and emergency management) to explore integrated opportunities. Health Care Coalitions (HCCs) are groups of individual health care and response organizations who collaborate to ensure each member has what it needs to respond to emergencies and planned events. HCCs plan and conduct coordinated exercises to assess the health care delivery systems readiness. There is value in participating in HCCs for participating in strategic planning, information sharing and resource coordination.  HCC’s do not coordinate individual facility exercises, but rather serve as a conduit to provide an opportunity for other provider types to participate in an exercise.  HCCs should communicate exercise plans with local and state emergency preparedness agencies and HCCs will benefit the entire community’s preparedness. In addition, CMS does not regulate state and local government disaster planning agencies.  It is the sole responsibility of the facility to be in compliance.

Facilities that are not able to identify a full-scale community-based exercise, can instead fulfill this part of their requirement by either conducting an individual facility-based exercise, documenting an emergency that required them to fully activate their emergency plan, or by conducting a smaller community-based exercise with other nearby facilities.  Facilities that elect to develop a small community-based exercise have the opportunity to not only assess their own emergency preparedness plans but also better understand the whole community’s needs, identify critical interdependencies and or gaps and potentially minimize the financial impact of this requirement. For example, a LTC facility, a hospital, an ESRD facility, and a home health agency, all within a given area, could conduct a small community-based exercise to assess their individual facility plans and identify interdependencies that may impact facility evacuations and or address potential surge scenarios due to a prolonged disruption in dialysis and home health care services.  Those that elect to conduct a community-based exercise should make an effort to contact their local/state emergency officials and healthcare coalitions, where appropriate, and offer them the opportunity to attend as they can provide valuable insight into the broader emergency planning and response activities in their given area.

Facilities that conduct an individual facility-based exercise will need to demonstrate how it addresses any risk(s) identified in its risk assessment. For example, an inpatient facility might test their policies and procedures for a flood that may require the evacuation of patients to an external site or to an internal safe “shelter-in-place” location (e.g. foyer, cafeteria, etc.) and include requirements for patients with access and functional needs and potential dependencies on life-saving electricity -dependent medical equipment.  An outpatient facility, such as a home health provider, might test its policies and procedures for a flood that may require it to rapidly locate its on-duty staff, assess the acuity of its patients to determine those that may be able to shelter-in-place or require hospital admission, communicate potential evacuation needs to local agencies, and provide medical information to support the patient’s continuity of care.   

Each facility is responsible for documenting their compliance and ensuring that this information is available for review at any time for a period of no less than three (3) years.   Facilities should also document the lessons learned following their tabletop and full-scale exercises and real-life emergencies and demonstrate that they have incorporated any necessary improvements in their emergency preparedness program.  Facilities may complete an after action review process to help them develop an actionable after action report (AAR). The process includes a roundtable discussion that includes leadership, department leads and critical staff who can identify and document lessons learned and necessary improvements in an official AAR. The AAR, at a minimum, should determine 1) what was supposed to happen; 2) what occurred; 3) what went well; 4) what the facility can do differently or improve upon; and 5) a plan with timelines for incorporating necessary improvement.  Lastly, facilities that are a part of a healthcare system, can elect to participate in their system’s integrated and unified emergency preparedness program and exercises.  However, those that do will still be responsible for documenting and demonstrating their individual facility’s compliance with the exercise and training requirements. 

Finally, an actual emergency event or response of sufficient magnitude that requires activation of the relevant emergency plans meets the annual exercise requirements and exempts the facility for engaging in the required exercises for one year following the actual event; and facility’s must be able to demonstrate this through written documentation.  
 
For additional information and tools, please visit the CMS Survey & Certification Emergency Preparedness website at: https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertEmergPrep/index.html  or ASPR TRACIE.
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If the RHC is part of a healthcare system consisting of multiple separately certified healthcare facilities that elects to have a unified and integrated emergency preparedness program, the clinic may choose to participate in the healthcare system's coordinated emergency preparedness program.  If elected, the unified and integrated emergency preparedness program must- [do all of the following:]

(1)  Demonstrate that each separately certified facility within the system actively participated in the development of the unified and integrated emergency preparedness program.
 
(2)  Be developed and maintained in a manner that takes into account each separately certified facility's unique circumstances, patient populations, and services offered.
 
(3)  Demonstrate that each separately certified facility is capable of actively using the unified and integrated emergency preparedness program and is in compliance [with the program].
 
(4)  Include a unified and integrated emergency plan that meets the requirements of paragraphs (a)(2), (3), and (4) of this section.  The unified and integrated emergency plan must also be based on and include the following:

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

 (ii)  A documented individual facility-based risk assessment for each separately certified facility within the health system, utilizing an all-hazards approach.
 
(5)  Include integrated policies and procedures that meet the requirements set forth in paragraph (b) of this section, a coordinated communication plan, and training and testing programs that meet the requirements of paragraphs (c) and (d) of this section, respectively.

Healthcare systems that include multiple facilities that are each separately certified as a Medicare-participating provider or supplier have the option of developing a unified and integrated emergency preparedness program that includes all of the facilities within the healthcare system instead of each facility developing a separate emergency preparedness program.  If an integrated healthcare system chooses this option, each certified facility in the system may elect to participate in the system’s unified and integrated emergency program or develop its own separate emergency preparedness program.  It is important to understand that healthcare systems are not required to develop a unified and integrated emergency program.  Rather it is a permissible option.  In addition, the separately certified facilities within the healthcare system are not required to participate in the unified and integrated emergency preparedness program.  It is simply an option for each facility. If this option is taken, the healthcare system’s unified emergency preparedness program should be updated each time a facility enters or leaves the healthcare system’s program.
 
If a healthcare system elects to have a unified emergency preparedness program, the integrated program must demonstrate that each separately certified facility within the system that elected to participate in the system’s integrated program actively participated in the development of the program.  Therefore, each facility should designate personnel who will collaborate with the healthcare system to develop the plan. The unified and integrated plan should include documentation that verifies each facility participated in the development of the plan.  This could include the names of personnel at each facility who assisted in the development of the plan and the minutes from planning meetings.  All components of the emergency preparedness program that are required to be reviewed and updated at least biennially must include all participating facilities.  Again, each facility must be able to prove that it was involved in the annual reviews and updates of the program.  The healthcare system and each facility must document each facility’s active involvement with the reviews and updates, as applicable.

A unified program must be developed and maintained in a manner that takes into account the unique circumstances, patient populations, and services offered at each facility participating in the integrated program.  For example, for a unified plan covering both a hospital and a LTC facility, the emergency plan must account for the residents in the LTC facility as well as those patients within a hospital, while taking into consideration the difference in services that are provided at a LTC facility and a hospital.  The unique circumstances that should be addressed at each facility would include anything that would impact operations during an emergency, such as the location of the facility, resources such as the availability of staffing, medical supplies, subsistence, patients' and residents’ varying acuity and mobility at the different types of facilities in a unified healthcare system, etc.  

Each separately certified facility must be capable of demonstrating during a survey that it can effectively implement the emergency preparedness program and demonstrate compliance with all emergency preparedness requirements at the individual facility level.  Compliance with the emergency preparedness requirements is the individual responsibility of each separately certified facility.

The unified emergency preparedness program must include a documented community–based risk assessment and an individual facility-based risk assessment for each separately certified facility within the health system, utilizing an all-hazards approach.  This is especially important if the facilities in a healthcare system are located across a large geographic area with differing weather conditions. 

Lastly, the unified program must have a coordinated communication plan and training and testing program. For example, if the unified emergency program incorporates a central point of contact at the “system” level who assists in coordination and communication, such as during an evacuation, each facility must have this information outlined within its individual plan. 

This type of integrated healthcare system emergency program should focus the training and exercises to ensure communication plans and reporting mechanisms are seamless to the emergency management officials at state and local levels to avoid potential miscommunications between the system and the multiple facilities under its control. 

The training and testing program in a unified emergency preparedness program must be developed considering all of the requirements of each facility type.  For example, if a healthcare system includes, hospitals, LTC facilities, ESRD facilities and ASCs, then the unified training and testing programs must meet all of the specific regulatory requirements for each of these facility types.  

Because of the many different configurations of healthcare systems, from the different types of facilities in the system, to the varied locations of the facilities, it is not possible to specify how unified training and testing programs should be developed.  There is no “one size fits all” model that can be prescribed.  However, if the system decides to develop a unified and integrated training and testing program, the training and testing must be developed based on the community and facility based hazards assessments at each facility that is participating in the unified emergency preparedness program.  Each facility must maintain individual training records of staff and records of all required training exercises.  
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PURPOSE 

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



ASSUMPTIONS

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

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

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



GOAL

To protect our residents, families, and staff from harm resulting from exposure to an emergent infectious disease while they are in our care center.



1.   General Preparedness for Emergent Infectious Diseases (EID)

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

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

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

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

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

2.   Local Threat

a.   Once notified by the public health authorities at either the federal, state and/or local level that the EID is likely to or already has spread to the care center’s community, the care center will activate specific surveillance and screening as instructed by Centers for Disease Control and Prevention (CDC), state agency and/or the local public health authorities.






b.   The care center’s Infection Preventionist (IP) will research the specific signs, symptoms, incubation period, and route of infection, the risks of exposure, and the recommendations for skilled nursing care centers as provided by the CDC, Occupational Health and Safety Administration (OSHA), and other relevant local, state and federal public health agencies.

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

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

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

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

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

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

i.	To ensure that staff, and/or new residents are not at risk of spreading the EID into the care center, screening for exposure risk and signs and symptoms may be done PRIOR to admission of a new resident and/or allowing new staff persons to report to work.





j.	Self-screening – Staff will be educated on the care center’s plan to control exposure to the residents. This plan will be developed with the guidance of public health authorities and may include:

i.   Reporting any suspected exposure to the EID while off duty to their supervisor and public health.
ii.   Precautionary removal of employees who report an actual or suspected exposure to the EID.
iii.   Self-screening for symptoms prior to reporting to work.
iv.   Prohibiting staff from reporting to work if they are sick until cleared to do so by appropriate medical authorities and in compliance with appropriate labor laws.

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

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

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

3.   Suspected case in the care center 

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

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

c.   If the suspected infectious person requires care while awaiting transfer, follow care center policies for isolation procedures, including all recommended PPE for staff at risk of exposure.







d.   Keep the number of staff assigned to enter the room of the isolated person to a minimum. Ideally, only specially trained staff and prepared (i.e. vaccinated, medically cleared and fit tested for respiratory protection) will enter the isolation room. Provide all assigned staff additional “just in time” training and supervision in the mode of transmission of this EID, and the use of the appropriate PPE.

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

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

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

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

4.  Employer Considerations

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

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









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

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

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

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

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

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

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

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

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

5. Definitions

Emerging Infectious disease -- Infectious diseases whose incidence in humans has increased in the past two decades or threatens to increase in the near future have been defined as "emerging." These diseases, which respect no national boundaries, include:

i.   New infections resulting from changes or evolution of existing organisms
ii.   Known infections spreading to new geographic areas or populations
iii.   Previously unrecognized infections appearing in areas undergoing ecologic transformation
iv.   Old infections reemerging as a result of antimicrobial resistance in known agents or breakdowns in public health measures






Pandemic -- A sudden infectious disease outbreak that becomes very widespread and affects a whole region, a continent, or the world due to a susceptible population. By definition, a true pandemic causes a high degree of mortality.
Isolation  – Separation of an individual or group who is reasonably suspected to be infected with a communicable disease from those who are not infected to prevent the spread of the disease. Quarantine – Separation of an individual or group reasonably suspected to have been exposed to a communicable disease but who is not yet ill (displaying signs and symptoms) from those who have not been so exposed to prevent the spread of the disease.

Helpful Websites https://www.osha.gov/Publications/influenza_pandemic.html http://www.cahfdisasterprep.com/PreparednessTopics/PandemicInfluenza.aspx http://emergency.cdc.gov/coca/index.asp
http://emergency.cdc.gov/health-professionals.asp http://emergency.cdc.gov/recentincidents/ http://www.nebraskamed.com/biocontainment-unit/ebola
https://cdc.train.org/DesktopShell.aspx?tabId=62&goto=browse&browse=learningseries&lookfo r=2177

Ebola Online Resources
CDC Ebola Resources for State and Local Public Health Partners
CDC resources include updated personal protective equipment (PPE) guidance for health care personnel (http://www.cdc.gov/vhf/ebola/healthcare-
us/ppe/guidance.html & http://www.cdc.gov/vhf/ebola/healthcare-us/ppe/guidance-clinically- stable-puis.html) and an Ebola Concept of Operations (ConOps) planning template (http://www.cdc.gov/phpr/documents/ebola-concept-of-operations-planning-template-8-20-
2015.pdf
& http://www.cdc.gov/phpr/coopagreement.htm).
•  Updated Case Counts<http://www.cdc.gov/vhf/ebola/outbreaks/2014-west- africa/index.html> (From WHO Situation Reports) – August 28, 2015
•  Frequently Asked Questions for Guidance on Personal Protective Equipment to Be Used by Healthcare Workers During Management of Patients with Confirmed Ebola or Persons Under Investigation (PUI) for Ebola Who are Clinically Unstable or have Bleeding, Vomiting or Diarrhea in U.S. Hospitals, Including Procedures for Donning and Doffing<http://www.cdc.gov/vhf/ebola/healthcare-us/ppe/faq.html> - August 27, 2015










Table 1
NAME OF RURAL HEALTH CLINIC
Emergency Preparedness Training Videos

Note: The following videos are recommended to help understand the role of the RHC in Emergency Preparedness and best practices for compliance with Emergency Preparedness.
	Date
	Title
	Link

	10/5/2016
	Emergency Preparedness Requirements MLN Connects® Call 10/5/16
	https://www.youtube.com/watch?v=GcPdvw4nZuU


	3/10/2014
	Understanding the Proposed Rule on Emergency Preparedness
	https://www.youtube.com/watch?v=8splScqEEQM&t=1151s

	3/7/2017
	CMS Emergency Preparedness: Local Community Guidelines
	https://www.youtube.com/watch?v=IaMkR8d_BYY

	10/6/2016
	10 Keys to Healthcare Emergency Planning
	https://www.youtube.com/watch?v=ip-mTeGqaqI



  

106 | Page



TAB 5

Emergency Preparedness
Communication Plan
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[bookmark: _Hlk24464638]
NAME OF CLINIC
Emergency Preparedness Communication Plan
The NAME OF CLINIC Emergency Preparedness Communication Plan has been prepared and is effective January 1, 2021 and will be updated on an ongoing basis as necessary but at least biennially by the Professional Advisory Group. The Biennial review will be evidenced by each of the Professional Advisory Group signing this page after the Emergency Preparedness Communication Plan has been updated. 
Professional Advisory Group
	Name
	Title
	Date
	Signature

	Name of Physician
	Medical Director
	
	

	Name of Nurse Practitioner
	Nurse Practitioner
	
	

	Name of Office Manager
	Office Manager
	
	

	Name of Non-member
	Community Member
	
	


This All-Hazards Risk Assessment has been updated effective January 1, 2021.
	Name
	Title
	Date
	Signature

	Name of Physician
	Medical Director
	
	

	Name of Nurse Practitioner
	Nurse Practitioner
	
	

	Name of Office Manager
	Office Manager
	
	

	Name of Non-member
	Community Member
	
	


This All-Hazards Risk Assessment has been updated effective January 1, 2023.
	Name
	Title
	Date
	Signature

	Name of Physician
	Medical Director
	
	

	Name of Nurse Practitioner
	Nurse Practitioner
	
	

	Name of Office Manager
	Office Manager
	
	

	Name of Non-member
	Community Member
	
	


This All-Hazards Risk Assessment has been updated effective January 1, 2025.





Communication Plan - 491.12 (c) 

Interpretive Guidelines Requirements: RHCs will have a written communication plan that contains how the RHC coordinates patient care within the RHC, across healthcare providers, and with State and local public health departments.  The plan should include how the RHC interacts and coordinates with emergency management agencies and systems to protect health and safety in the event of a disaster.

Surveyors will be looking for the following:

1. Verify that the RHC has a written communication plan by asking to see the plan.
2. Ask to see evidence that the plan has been reviewed (and updated as necessary) on an annual basis.
3. Verify that all required contacts are included in the communication plan by asking to see a list of the contacts with their contact information.
4. Verify the communication plan includes primary and alternate means for communicating with RHC staff, Federal, State, tribal, regional and local emergency management agencies by reviewing the communication plan (i.e., pagers, cellular telephones, walkie-talkies, HAM radio, etc.)
5. Ask to see the communications equipment or communication systems listed in the plan.
6. Verify the RHC has developed policies & procedures that address the means the RHC will use to release patient info. to include the general condition & location of patients, by reviewing the communication plan
7. Verify the communication plan includes a means of providing information about the RHC’s needs, and its ability to provide assistance, to the authority having jurisdiction, the Incident Command Center, or designee by reviewing the communication plan.

NAME OF CLINIC will implement an Emergency Preparedness written Communication Plan in compliance with 491.12 (c) of the RHC regulations regarding Emergency Preparedness and RHCs. The following pages represent the written Communication Plan in conjunction and cooperation with local Emergency Preparedness officials and organizations. 












Emergency Preparedness Plan – Communication Plan for NAME OF CLINIC
The Emergency Preparedness Condition of Participation (491.12) requires RHCs to have an Emergency Communication Plan updated annually. RHCs will have a written communication plan that contains how the RHC coordinates patient care within the RHC, across healthcare providers, and with State and local public health departments.  The plan should include how the RHC interacts and coordinates with emergency management agencies and systems to protect health and safety in the event of a disaster.
Review and update your plan at least once a year, when RHC Program requirements change and when staff with designated Emergency Preparedness management responsibilities change. Key practice staff will sign and acknowledge the signature log annually and whenever your plan is revised. 		
STAFF ROLES & CONTACT INFORMATION
	RHC Name – NAME OF CLINIC
	RHC Telephone Number 

	[bookmark: _Hlk25315206]Address –



	Title
	Name
	Home
Address
	Phone #
	Emergency Contact
	Emergency
Phone #

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	







NAME OF CLINIC
USEFUL EMERGENCY NUMBERS
	Service
	Name
	Phone #
	Alt Phone #
	Email

	Emergency 911 Dispatch
	
	911
	
	

	County EMA Director
	T
	
	
	

	RHC EP Consultant
	Mark Lynn, CPA, CRHCP
	833-787-2512
	423.243.6185
	marklynnrhc@gmail.com

	Healthcare Coalition Coordinator
	
	
	
	

	Police Department
	
	
	
	

	Sherriff Department
	
	
	
	

	Highway Patrol
	
	
	
	

	Local Fire Department
	
	
	
	

	County Fire Department
	
	
	
	

	Utilities - Electricity
	
	
	
	

	Utilities - Telephone
	
	
	
	

	Utilities - Gas
	
	
	
	

	Utilities – Water & Sewer
	
	
	
	

	Office of Civil Defense
	
	
	
	

	County Incident Command Center
	
	
	
	

	Service Contractors - Computers
	
	
	
	

	Service Contractors - Landlord
	
	
	
	

	Service Contractors - EMR
	
	
	
	

	Red Cross
	
	
	
	

	Health Care Emergency Coalition
	
	
	
	

	Security
	
	
	
	

	Local Hospital
	
	
	
	

	Urban Hospital (transfers)
	
	
	
	

	Home Health Agency
	
	
	
	

	Local Transportation
	
	
	
	

	Ambulance Services
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Communication Plan Activities and Work Plan
This document highlights the Communication Plan requirements of NAME OF CLINIC Emergency Preparedness Program.
	RHC - OFFICE MANAGER – EP DIRECTOR

	
	MEDICAL DIRECTOR, NP, PA, CNM

	[bookmark: Check1]|_| Prepare the written communication plan. (this   document)
[bookmark: Check2]|_| The plan will be reviewed (and updated as necessary) on an annual basis.
[bookmark: Check3]|_| The communication plan will include primary and alternate means for communicating with RHC staff, Federal, State, tribal, regional and local emergency management agencies by reviewing the communication plan (i.e., pagers, cellular telephones, walkie-talkies, HAM radio, etc.).
[bookmark: Check4]|_| The RHC will purchase communications equipment or communication systems listed in the plan.

	
	[bookmark: Check19]|_| Review the Communication plan biennially , sign, and date to indicate the review took place each year.
[bookmark: Check18]|_| Participate in at least one Community wide or facility drill and one Table Top Exercise biennially .
[bookmark: Check17]|_| Complete and document the required training components of the Emergency Preparedness Plan.


	[bookmark: Check5]|_| The RHC will develop policies and procedures that address the means the RHC will use to release patient information to include the general condition and location of patients, by reviewing the communication plan
[bookmark: Check6]|_| The purpose of the communication plan is to provide information about the RHC’s needs, and its ability to provide assistance, to the authority having jurisdiction, the Incident Command Center, or designee by reviewing the communication plan.


 
	
	NURSING AND ADMINISTRATIVE

	
	
	[bookmark: Check13]|_|  Complete and document the required training components of the Emergency Preparedness Plan.
[bookmark: Check14]|_| Participate in at least one Community wide or facility drill and one Table Top Exercise biennially .








EMERGENCY COMMUNICATIONS PLAN OVERVIEW

Everyone in NAME OF CLINIC - staff, and visitors - will take appropriate and deliberate action when an emergency strikes the rural health clinic or the community.  Decisive leadership is essential.  Follow these important steps when there is an emergency:
Confirm and evaluate conditions
Report the incident immediately
Follow instructions from emergency personnel precisely
Depending on the nature and severity of the event, activate the emergency plan
Issue clear and consistent emergency notifications.  Use all available   communications tools
If there is no power or telephone systems are not functioning, emergency communications will be profoundly restricted
will use messengers, radios, cellular phones, fax and email
Coordinate with your Incident Command Center during major emergencies or disasters

When an emergency strikes the NAME OF CLINIC after normal business hours, or on weekends or holidays - or, if you are off-site during a major emergency, obtain instructions from your Rural Health Clinic Emergency Preparedness Director and monitor the Emergency Information outlets and media reports.
If you are recalled to the RHC, be certain that your household safety is assured and that your route to clinic is safe and functional.  Bring your personal emergency kit and a copy of the Emergency plan to the clinic.







EMERGENCY RESPONSE ACTIONS AND COMMUNICATIONS:

The following are basic instructions for various emergency incidents:
ACCIDENT 	Call 911 for emergencies
· Administer first aid if you are trained to do so
· Do not attempt to move a seriously injured person
FIRE 		Call 911 for emergencies
· Activate nearest alarm
· Notify Supervisor and staff
· Feel doors for heat
· If cool, exit carefully
· If hot, do not open the door. Stay where you are
· If you see smoke, crouch near floor as you exit
· If you see fire, confine it by closing doors and windows
· Use extinguishers on small fires only if safe to do so
· Pull the pin in the handle
· Aim at the base of the fire
· Squeeze nozzle, sweep back and forth
· Evacuate Downstairs, go upstairs or to roof as last resort only
· Never use an elevator during a fire evacuation
· Go to the Emergency Assembly Point (EAP)
HAZMAT SPILL 
MINOR release in the lab
· Follow lab eyewash, rinse or shower procedures 
· Flush affected area continuously for 15 minutes
· Vacate persons in immediate area if necessary
· Clean spill if you have suitable training or call Cowley County Emergency Management at 620-441-4569 or 620-221-0470
· Wear protective equipment
· Use appropriate kit to contain, neutralize and absorb
· Collect, containerize, and label waste
· Call Cowley County Transfer Station at 620-221-4307 for chemical waste pick-up
MAJOR release in the clinic
· Call 911 for emergencies 
· Report your name, location, phone number, the material spilled, possible injuries
· Assist injured persons. 
· Isolate contaminated persons
· Avoid contamination or chemical exposure
· Close doors or control access to spill site
· Alert Supervisor, Community RHC Chair
· Communicate critical spill information to responders
· Follow evacuation instructions precisely

POWER OUTAGE 
· Assess the extent of the outage in your area
· Report the outage to Evergy at 800-544-4857
· To obtain information about a prolonged outage, call Evergy at 800-544-4857
· Help co-workers in darkened work areas move to safe locations
· If practical, secure current experimental work, then move it to a safe location.
· If you move chemicals on carts between floors, get assistance.
· Hazardous spills are a significant risk during transport
· Keep lab refrigerators or freezers closed throughout the outage
· Unplug personal computers, non-essential electrical equipment and appliances
· Open windows for additional light and ventilation
· If you are asked to evacuate, secure any hazardous materials and leave the building
· Release of personnel after an extended outage is determined by the Community RHC chair

EARTHQUAKE 
· Take cover immediately, direct others around you
· Under a desk, table, or chair
· Between seating rows in lecture halls
· Against a corridor wall (cover head and neck)
· Outdoors--in open area, away from buildings
· Be alert for aftershocks, avoid potential falling hazards

MINOR QUAKE (brief rolling motion)
· Restore calm. Examine your area for damage
· Report damage/hazardous materials releases
· Review safety procedures and kits
· Await instructions, evacuations are unlikely

MAJOR QUAKE (violent shaking)
· Restore calm. Assist others
· Report injuries to Cowley County Emergency Auxiliary at 620-441-4569 or 620-221-0470
· Report damage to Community RHC Director
· Evacuate carefully, be alert for aftershocks
· Take emergency supplies
· Do not use elevators
· Meet at Emergency Assembly Point (EAP)
· Do not enter buildings until they are examined
· Report status to Emergency Operations Center
· Await instructions, be patient, help others



EMERGENCY ELECTRICAL POWER

If the clinic’s electrical power supply is compromised or unavailable, the Clinic Manager or his or her designee will determine whether the clinic should remain open or should open for just the day.  If it appears that electrical power will be resumed in a short time, patients and staff may be advised to wait.

If the Clinic Manager determines that the power will not be resumed before the end of the business day, he or she may close the clinic.  In such a case, patients will be directed to the backup clinic.  If the Clinic Manager determines that it is appropriate for the clinic to remain open or open for staff, but not patients, emergency lighting and power can be supplied by
telephone #

The Clinic Manager will identify a staff member to contact the power supply company and to coordinate delivery of the required generator.  This temporary electrical power will usually be used to accomplish only essential business functions.
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EMERGENCY PREPAREDNESS EVACUATION

PROCEDURE
When evacuation of patients from threatened, or affected, areas of the clinic is required, safety of lives is the primary concern.  Therefore, the evacuation will be carried out as quickly and efficiently as possible.

Authority to Evacuate
Authority to order evacuation is vested in the Clinic Manager and Medical Director or a designee.

A control center will be activated to concentrate appropriate administrative personnel in one area near sufficient telephones, such as the reception area.

The Medical Director or his or her designee is responsible for shutting down the air-conditioning, heating, and other utilities to all or part of the NAME OF CLINIC.

Types of Evacuation
All patients will be evacuated in the event of
· Disruption or discontinuance of services
· Power outage or other calamity that causes damage to the NAME OF CLINIC or threatens the safety and welfare of patients and staff
· Natural disaster of such magnitude or threat that it endangers the safety and welfare of patients and staff members.

Evacuation will be partial or full, depending on whether an area is uninhabitable for patient safety, requiring partial or complete closure of a modality or an area of service.

Procedure for Evacuation and Discharge of Patients

Technologists, under the direction of the Medical Director or his or her designee, will supervise aides in preparing patients to be evacuated.

An individual appointed by the Medical Director will notify patients’ families of the location of patients and will make a list of patients evacuated to other areas or facilities.  This list will be given to the Clinic Manager or his or her designee.

The personnel pool will provide additional help as needed.

Patients will be evacuated to an area of safety by whatever means are available, and provision will be made for patients’ comfort and safety.

The public-address system (PA) will be used to announce evacuation plans.  If the PA is not available, the Medical Director will designate a runner to announce the evacuation. An evacuation route and meeting place, which if appropriate will be the same as that for fire evacuation, will be identified at the (name of meeting where safety is discussed). The fire evacuation route as designated by maps posted throughout the building will be followed.





TO IMPLEMENT AN EVACUATION
These directions will help to make the process effective and safe for you and your staff.


Keep calm.  Evaluate the situation carefully.

Alert the Emergency Preparedness Director and the Incident Command center to assist in the evacuation

Use communications tools that are appropriate for the type of incident and the time of occurrence:
Alarms
Phone trees or voicemail broadcast
Messengers

Communicate clearly and succinctly
“We have a____________emergency.
Evacuate to (the EAP)
Take your belongings, do not use the elevators.”
Check offices, classrooms, laboratories, restrooms

Turn equipment off, if possible

Take emergency supplies and staff rosters, if possible

Keep exiting groups together

Account for personnel and wait at the EAP for further instructions


HOW TO ASSIST PEOPLE WITH DISABILITIES DURING AN EVACUATION
TO ALERT VISUALLY IMPAIRED PERSONS
Announce the type of emergency
Offer your arm for guidance
Tell person where you are going, obstacles you encounter
When you reach safety, ask if further help is needed
TO ALERT PEOPLE WITH HEARING LIMITATIONS
Turn lights on/off to gain person's attention, or
Indicate directions with gestures, or
Write a note with evacuation directions
TO EVACUATE PEOPLE USING CRUTCHES, CANES, OR WALKERS
Evacuate these individuals as injured persons
Assist and accompany to evacuation site if possible, or
Use a sturdy chair (or one with wheels) to move person, or
Help carry individual to safety
TO EVACUATE PEOPLE USING WHEELCHAIRS
Non-ambulatory persons' needs and preferences vary
Individuals at ground floor locations may exit without help
Others have minimal ability to move--lifting may be dangerous
Some non-ambulatory persons have respiratory complications
Remove them from smoke and vapors immediately
Wheelchair users with electrical respirators get priority assistance
Most wheelchairs are too heavy to take down stairs
Consult with person to determine best carry options
Reunite person with the chair as soon as it safe to do so
128


TO R TO REPORT AN EMERGENCY INCIDENT

FIRE---POLICE---MEDICAL AID (All life-safety emergencies)

CALL 	911

WHEN YOU CALL TO REPORT AN EMERGENCY:
Tell the Operator
1. The type of emergency
2. If there are victims
3. The location of the emergency
4. Your name, location, and phone number
Stay on the phone until the Operator ends the call
















EVACUATION ROUTES



INSERT A COPY OF YOUR EVACUATION MAP HERE















The clinic’s Emergency Assembly Point (EAP) is at:  ________________________________


EMERGENCY EVACUATION SIGN-IN SHEET
(Use this form to account for personnel at the EAP)

Please Print Name

_________________________________ ______________________ ________________________

_________________________________ ______________________ ________________________

_________________________________ ______________________ ________________________

_________________________________ ______________________ ________________________

_________________________________ ______________________ ________________________

_________________________________ ______________________ ________________________

_________________________________ ______________________ ________________________

_________________________________ ______________________ ________________________

_________________________________ ______________________ ________________________

_________________________________ ______________________ ________________________

_________________________________ ______________________ ________________________




EMERGENCY  RECOVERY PLAN

SUPPORT SERVICES AND ASSISTANCE
After a major emergency or disaster, many people in our community will be distressed by personal and professional difficulties.  It is likely that affected employees and patients may need some scheduling flexibility or other temporary help in order to return to their customary activities.  The following are only some of the resources available on our community:

Counseling for employees 
Special service referrals 
Community Resources

Disaster relief & referrals 
Transportation information 
Counseling/Mental Health 
Claims information 
		FEMA, 1-800-299-1160




























TAB 6
Emergency Training
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EMERGENCY PREPAREDNESS TRAINING PROGRAM GOALS 





491.12(d) Training Program.

Interpretive Guidelines: An emergency preparedness training and testing program will be documented and reviewed and updated on at least an annual basis. The training and testing program will reflect the risks identified in the RHC’s risk assessment and be included in their emergency plan.

The RHC Surveyors have been instructed to do the following:

a. Verify the RHC has an emergency preparedness training and testing program.
b. Verify the program has been reviewed and updated on, at least, an annual basis by asking for documentation of the annual review as well as any updates made.
c. Ask for copies of the RHC’s initial emergency preparedness training and annual emergency preparedness training offerings.
d. Interview various staff and ask questions regarding the RHC’s initial and annual training course, to verify staff knowledge of emergency procedures.
e. Review a sample of staff training files to verify staff has received initial & annual emergency preparedness training.








EMERGENCY PREPAREDNESS STAFF TRAINING

POLICY
All clinic employees will receive specific training at least biennially in their individual and service clinic roles during both internal and external disasters.

PROCEDURE
The Medical Director is responsible for scheduling emergency preparedness training with each senior or lead modality technologist and service manager for the respective modalities and services.  It is the responsibility of the modality or service manager to ensure attendance by his or her employees.  The Medical Director is responsible for the content of the training to ensure that all employees know their roles as outlined in the Emergency Preparedness Plan. It is the responsibility of the Medical Director to work with the Clinic Manager to ensure that this training covers all employees biennially and to obtain appropriate documentation.

Training will include:
Specific roles and responsibilities during emergencies,
The information and skills required to perform duties during emergencies,
The backup communication system used during disasters and emergencies, and
How supplies and equipment are obtained during disasters or emergencies.





























[bookmark: _Hlk518839717]NAME OF CLINIC
Required Emergency Preparedness Training
[bookmark: _Hlk55994165]NAME OF CLINIC participates in the Rural Health Clinic program (PL 95-210) which requires our medical practice to meet certain standards or conditions to continue our participation in the program. On November 16, 2016 new standards regarding Emergency Preparedness were finalized and require our clinic to do certain procedures to comply with these new regulations. 
NAME OF CLINIC must develop and maintain an emergency preparedness plan that is reviewed and updated biennially on a documented community and facility-based risk assessment utilizing an all-hazards approach. We are required to develop policy and procedures implementing the Emergency plan including procedures to shelter in place patients and staff and protect the privacy of patients under HIPAA regulations during an emergency.
NAME OF CLINIC is required to develop a Communication plan to help coordinate emergency responses that must be updated biennially. This will require use to obtain and update your personal contact information each year which you can do by completing the contact information request in this document and dating the response. 
We are required to implement initial and biennial training and annual testing program for our employees on Emergency Preparedness and document this training for review by the RHC inspectors. We are NOT required to use the same more rigid standards that state and local emergency management agencies are held to (HSEEP), but must develop an effective training and testing program within the constraints of our resources. During this training session we will review the procedures for a Fire Emergency, Severe Weather Plan, other common emergencies, and our Emergency Evacuation Plan.
We are required to annually test our Emergency Preparedness system by participating in a documented drill each year. One could be a community-based full-scale exercise, or it could be either a full-scale or Tabletop exercise. If a community-based full-scale exercise is not available, we may substitute and individual facility-based drill instead.  As with all these processes, we must thoroughly document these exercises with signature pages for all participants and including any documents from the drills in our Emergency Preparedness manual. Many local, state, and community resources are available to help conduct these drills and you can find links for these resources at http://www.ruralhealthclinic.com/emergency-preparedness. 
We have included an Emergency Preparedness Test that documents your understanding of the program. Please reread the bold underlined items as they will be on the test. You must score an 80% on the test or you will be required to take the test again. Thank you for your service to our clinic and our patients. Please complete the following request for contact information and date the form.
	Name
	Position
	Telephone
	Email
	Address

	
	
	
	
	


 
Employee Signature ___________________________             Date ________________
NAME OF CLINIC
Emergency Preparedness - Initial Training Testing

Please answer each question related to Emergency Preparedness, sign, and turn in for Grading. Each person must score 80% or higher.
1. _________True or False? RHCs must develop and maintain an emergency preparedness plan that is reviewed and updated biennially?
2. _________True or False. The clinic has specific instructions to evacuate the clinic in case of emergencies which can be found in the Emergency Preparedness Policy and Procedure Manual
3. ________True or False? Health Insurance Portability and Accountability Act (HIPAA) Privacy requirements are followed in emergencies although the clinic may tell Incident commanders or Emergency officials if a patient is located at the clinic.
4. ________True or False? When assessing compliance with emergency training and testing requirements, the surveyor should review personnel or training records to verify that all staff completed initial and annual training.
5. ________True or False? Rural Health Clinics are required to participate in two drills every year to test the emergency preparedness system and document the participation of these drills in the Emergency Preparedness Policy and Procedure Manual.
6. _________True or False? Emergency Preparedness is a condition of participation and RHCs must comply to participate in the rural health program. Failure to comply could result in removal from the RHC program.
7. _________True or False? RHCs are required to develop and maintain an emergency preparedness training and testing program based on the standards set forth by state and local emergency management agencies (HSEEP)
8. _________True or False? RHCs are required to develop a communication plan to support coordination of patient care within the facility, across health care providers, with state and local public health departments and emergency management agencies, and with systems to protect patient health and safety in the event of a disaster.
9. How often must an RHC review and update their communication plan contact information?
a. Monthly
b. Biennially 
c. Annually
d. Only when there are staff changes
10. _________True or False? RHCs are required to develop policies and procedures for patients and staff to shelter in place during and emergency; however, RHCs are not required to maintain supplies for several days as a hospital or nursing home would.

Employee Name: ________________________  Date: _______________  Score__________









Emergency Preparedness - Initial Training Testing
Answer Key for Test

1.  True
2.    True
3.  True
4.  True
5.   False (only 1 drill effective November 29, 2019
6.  True
7.  False (RHCs are not held to HSEEP standards, but must test the system annually)
8.  True
9.   b. (Effective 11/29/2019)
10.  True


Answers are based upon the Emergency Preparedness Basic Surveyor course developed by CMS. See Link provided below:

https://surveyortraining.cms.hhs.gov/pubs/EPlayer.aspx?cid=0CMSEmPrep_ONL&sid=4ffb83eb-ce51-e711-9524-0e63451df8f4&sv=1&pid=1#0 























Include Documentation of Training here









[bookmark: _Hlk495498892]
TAB 7
Emergency Testing
 Full Scale Exercises, Facility Specific & 
Tabletop Exercise Biennially 
[image: ]











EMERGENCY PREPAREDNESS TESTING PROGRAM GOALS 



491.12 Testing Program.

Interpretive Guidelines: RHCs will on an annual basis conduct exercises to test the emergency plan, specifically RHC ‘s are required to conduct a tabletop exercise and participate in a full-scale community-based exercise or conduct an individual facility exercise if the community-based exercise is not available.  For the purposes of this requirement, a full-scale exercise is defined and accepted as any operations-based exercise (drill, functional, or full- scale exercise) that assesses  NAME OF CLINIC’s functional capabilities by simulating a response to an emergency that would impact the facility’s operations and their given community.

RHCs are expected to contact their local and state agencies & healthcare coalitions, where appropriate, to determine if an opportunity exists and determine if their participation would fulfill this requirement.  In doing so, they are expected to document the date, the personnel & the agency or healthcare coalition that they contacted.

RHCs that are not able to identify a full-scale community-based exercise, can instead fulfill this part of their requirement by either conducting an individual facility-based exercise, documenting an emergency that required them to fully activate their emergency plan, or by conducting a smaller community-based exercise with other nearby facilities.

RHC Surveyors are instructed to:

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












EMERGENCY PREPAREDNESS PLAN DRILLS

POLICY
Implementation of the Emergency Preparedness Plan will be conducted at least one test of the Emergency Preparedness Plan annually at each clinic either in response to an emergency or as a planned drill.  One internal and one external disaster will be rehearsed.

PROCEDURE
The Medical Director has the responsibility to develop the scenario and disseminate the necessary information to employees.  The time and other details concerning the disaster will be controlled by the Medical Director who may delegate the performance of the duty to employees or outside consultants.

Cooperation with state, county, and State agencies in large-scale drills, where available, will be an ongoing policy coordinated by the Medical Director.

Actual emergencies may be counted towards the required annual drill.

All emergency preparedness drills or actual occurrences will be critiqued by the Medical Director and Clinic Manager and reviewed and evaluated using an After Action Report and an Improvement Plan will be implemented to ensure improvement.











NAME OF CLINIC
Emergency Preparedness
Three Year EP Drill/ Exercise Plan

	Drill/Year
	2021
	2022
	2023

	
Full Scale Community Exercise
	
	
	

	Scheduled Date
	
	
	

	
Facility Specific Exercise:
	
Shakeout

	
ShakeOut
	
ShakeOut

	Scheduled Date:
	1/14/2021
	10/20/2022
	10/19/2023

	
Tabletop Drill: (every other year)
	
	
	

	Scheduled Date:
	
	
	

	
	
	
	


The clinic will reach out and contact the local EMA director for the city/county (see Communication Plan for contacts) and participate in drills sponsored by the state, city, county, or other coalitions throughout the year. We have at least one drill each year to test/improve our Emergency Preparedness system.





Full Scale Facility Exercise
Shakeout Earthquake Drill






















NAME OF CLINIC
Shake-Out Drill
Sign-In Sheet
January 14, 2021
 
	Name
	Position
	Email
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Shakeout Earthquake Drill
 Facility Drill -Emergency Preparedness

One of the two required Emergency Preparedness Drills that must be done each year is the Shakeout Earthquake drill. Here are the steps to complete the  Shakeout drill for Central United States.


1. Review the Shakeout Exercise Manual provided in this document.
2. Register for the Shake out Drill at the following website: https://www.shakeout.org/centralus/  and include the Registration documentation in Tab 7 of your Emergency Preparedness Manual.
3. Have all of your staff watch this introductory video. https://www.fema.gov/el/media-library/assets/videos/79032 
4. Have all of your staff watch this video on what to do in case of an earthquake.   https://www.youtube.com/watch?v=6Rjyt7XAZrA
5.  Everyone should participate in the following drill. It will last one minute.  https://www.youtube.com/user/greatshakeout 
6. Have everyone sign and date the sign in sheet on the next page.
7. Include all documentation in Tab 7 of your Emergency Preparedness Policy and Procedure Manual

[image: ]









ShakeOut Exercise Manual
For Healthcare
1
Are You Ready to ShakeOut?

Major earthquakes can cause unprecedented catastrophes. With earthquakes as an inevitable part of our future, healthcare  partners should make plans and take actions to ensure that disasters do not become catastrophes.  What we do now, will determine what our lives will be like afterwards. With this in  mind,  the  Earthquake  Country  Alliance  (www.earthquakecountry.org)  created  the  ShakeOut,  an earthquake  drill  and  preparedness  activity  in  which  everyone  can  participate.    To  register  as  a ShakeOut  participant,  go to  www.ShakeOut.org  and sign up for the drill in your state or region.   In particular, healthcare partners of all sizes can use the drill to get their staff, volunteers, partners, and even their patients/residents, involved and prepared for a big earthquake. Furthermore, the level of your staffs’  own  personal  and  family  preparedness   will  be  key  to  their  availability  to  support  your organization’s response and recovery efforts after a disaster.

Although they were created for ShakeOut drill events across the nation the instructions on the following pages can be used or adapted  for earthquake  drills anywhere  and anytime.  The following  drill and exercise guidelines are designed for healthcare partners and their personnel where each drill uses the general  earthquake   response  of  Drop,  Cover,  and  Hold  On  (www.dropcoverholdon.org)   as  its foundation. To be flexible, the following pages provide three options for drill designs ranging from very simple (Level 1) to advanced (Level 3), each with steps to be taken before, during, and after the drill or exercise. Going forward, your organization can customize and build one that suits your specific needs.

Drills and Exercises for Healthcare Facilities

Level 1 – Simple: Drop, Cover, and Hold On Drill....................................................................Page 2

This drill uses simple steps to inform all staff how to perform Drop, Cover, and Hold On -
a quake-safe action designed to protect lives from falling furniture and flying objects than can become projectiles during ground shaking.

Level 2 – Intermediate: Discussion-Based, Decision-Making Tabletop Exercise ................Page 3

This discussion-based, decision-making exercise is designed to have key staff and leaders think through more complex issues related to operations in the immediate aftermath of this earthquake, then afterwards to review and discuss what worked or what did not, in order to make changes
for the next exercise or actual earthquake.

Level 3 – Advanced: Functional Exercise ................................................................................Page 6

This operations-based exercise tests command and control during a major earthquake including emergency response and/or recovery duties in your Emergency Operations Plan. The exercise incorporates simulated incidents, decision-making, and policies tested, and then a review afterwards to discuss what worked or what did not in order to develop an After Action Report and Improvement Plan
to help make changes for the next earthquake or exercise.









Level 1 – Simple: Drop, Cover, and Hold On Drill

This drill uses simple steps to inform all staff how to perform Drop, Cover, and Hold On – a quake-safe action designed to protect lives from falling furniture and flying objects than can become projectiles during ground shaking.

BEFORE the Drill

1.   If you will participate in a ShakeOut drill, register your facility/organization as an official participant at  www.ShakeOut.org (make sure to register in your state or region).

2.   Inform your employees/staff and volunteers regarding:
□   The date and time of your drill.
□   How to correctly perform Drop, Cover, and Hold On, wherever they are.
□   Your expectations for their participation (i.e. Drop/Cover/Hold On, gather at a central location for a head count, post-drill discussions).
□   If your drill is part of a ShakeOut, encourage staff, volunteers, etc. to invite friends, families, schools, childcare providers, and neighbors to register at  www.ShakeOut.org, in their region,so they participate as well and receive information directly.

3.   Inform patients/residents and visitors of the drill.

4.   (Optional) Download realistic “drill broadcast” sound effects and safety information to play during from your ShakeOut region’s website on the Resources page.

5.   Review facility policies and procedures, and Hospital Incident Command System (HICS) Earthquake and Evacuation Incident Planning Guides and Incident Response Guides available at: http://www.emsa.ca.gov/disaster_medical_services_division_hospital_incident_command_system
,www.hicscenter.org and  www.calhospitalprepare.org.

6.   If your facility/organization participated in a prior ShakeOut Drill or Exercise, review past After
Action Reports and Improvement Plans.

DURING the Drill

1.   Via the public announcement (PA) system, email, cell phone/text message, or verbal direction:
□   Announce that the earthquake drill has begun and to Drop, Cover, and Hold On.
□   (Optional) Play the audio recording (see above) on your PA or, alternatively, play it on a computer in each office.
□   Suggest that while down on the floor, staff look around at what would be falling on them in a real earthquake. These items should be secured or moved after the drill.

2.   After at least one minute, announce that the shaking is over and that staff can stand up again.
Thank them for participating.

3.   Encourage staff to discuss their experiences with one another.

AFTER the Drill

1.   Ask for feedback on how the drill went.

2.   Schedule the next drill for one year later (or sooner if staff need to practice).

3.   Share photos and stories on the “Share the ShakeOut” page of your region’s ShakeOut website.

4.   Review “7 Steps to an Earthquake Resilient Workplace” for additional ideas, and encourage staff to prepare at home using the 7 Steps to Safety from “Putting Down Roots in Earthquake Country” (both booklets are at  www.earthquakecountry.org/booklets).





Level 2 – Intermediate: Tabletop Exercise

This exercise is a discussion-based exercise for decision-makers to consider how the earthquake
would impact your facility/organization and identify plans and policies and procedures to be used during
the event.  In addition to the Tabletop Exercise, it also includes the brief Level 1 focus drill in terms of
the entire facility employee participation in a Drop, Cover, Hold On drill.

BEFORE the Exercise
1.   If you will participate in a ShakeOut exercise, register your facility/organization as an official participant at  www.ShakeOut.org (make sure to register in your state or region).

2.   Bring together the Exercise Planning Team to design the exercise.
□   Determine or review your plans, policies and procedures for an earthquake.
3.   If your facility/organization participated in a prior ShakeOut Drill or Exercise, review past After
Action Reports and Improvement Plans.

4.   Determine the exercise objectives.
What would you like your exercise to address? Potential issues to include for discussion:
□   Does the facility/organization have a process to assess damage to facility structure and infrastructure?
□   Does your facility/organization have a cache of basic emergency supplies, including flashlights, batteries, protective gear, food and water, and emergency lighting?
□   Would the facility/organization lose power, water or medical gasses?
□   Does your facility/organization identify areas that would be without power when on emergency generators during a power outage?
□   Does the facility/organization have procedures to establish redundant communications internally and externally?
□   Would facility access be limited?
□   How would transportation be affected?
□   Would transportation issues affect staff patient/resident access?
□   How would you decide evacuation versus shelter-in-place?
□   How and where would you evacuate patients/residents?
□   What type of evacuation equipment does the facility/organization have?
□   Who is trained to use the facility evacuation equipment?
□   How will you direct staff during and immediately following the shaking?
□   Does the facility/organization have procedures to track patients/residents, beds, and staff?
□   Does your facility/organization participate in local community planning.

Consider using the HICS Earthquake and Evacuation Incident Planning Guides to develop objectives which are available at: http://www.emsa.ca.gov/disaster_medical_services_division_hospital_incident_command_system, www.hicscenter.org, and  www.calhospitalprepare.org .

5.   Determine the scope and timeframe of your exercise.
•              Learn about potential earthquakes for your area and the Exercise Planning Team can use the
HICS Earthquake and Evacuation Scenarios available at  www.emsa.ca.gov/hics/hics.asp, www.hicscenter.org,  www.calhospitalprepare.org as a base, or develop your own with specific details of how you might expect the shaking to impact your facility (i.e., the building, operations, service providers, staff, patients/residents, and volunteers). For other ideas, review the 2008
San Andreas scenario at  www.ShakeOut.org/scenario.

6.   Develop a Situation Manual (SITMAN).  Examples are available at  www.calhospitalprepare.org and https://hseep.dhs.gov.





7.   Finalize the scenario; making sure it supports your exercise objectives.

8.   Invite your facility/organization’s key decision-makers (Exercise Planning Team, leaders, and key directors and managers) to participate in the exercise.  Have staff review appropriate plans and policies and procedures prior to the exercise.
□   If your exercise is part of ShakeOut, encourage staff, volunteers, clients, etc. to invite
friends, families, and neighbors to register at  www.ShakeOut.org so they participate as well and receive information directly.

8.   (Optional) Download realistic “drill broadcast” sound effects and safety information to play during your tabletop exercise from your ShakeOut region’s website on the Resources page.

9. Determine the addition of post-shaking evacuation procedures to the exercise, if needed:
□    Post-Shaking: Based on the age and type of your building, and the environment
inside/outside of building, etc., determine whether your facility/organization would evacuate
after a real earthquake, or whether you would first assess the building’s damage before
directing staff to either stay put or evacuate.
□    Post-Earthquake Tsunami Threat: If your facility is in a coastal area, consider whether or not
you will need to have plans to evacuate to higher ground.

The Night BEFORE the Exercise

1.   Create a brief written description of the earthquake’s impact using your facility along with questions that address the exercise objectives for participants to consider.
□   Tape the earthquake brief under desks and conference tables or provide participants sealed
envelopes to open during the exercise.
□   To increase participation, include a surprise under the desk (candy, light stick, lunch
coupons, etc.) While a serious subject, you can increase numbers by also adding some fun.

DURING the Exercise:

1.   Invite your organization’s decision-makers (Exercise Planning Team, leaders, and key directors and managers) assemble in a pre-determined room a few minutes before your exercise and share your exercise objectives. When the exercise is announced, tell all participants to also Drop, Cover, and Hold On.

2.   Via your public announcement system, email, cell phone/text reminder or verbal direction:
□   Announce that the exercise has begun and to Drop, Cover, and Hold On.
□   (Optional) Play the audio recording (see above) on your PA.
□   Suggest that while down on the floor, participants and all staff look around at what might fall on them during a real earthquake. Secure or move items after the exercise to prevent injury
and damage.

3.   After at least one minute, announce that the shaking is over and for everyone to stand up again.

4.   In the room with the Tabletop Exercise participants:
□   Have everyone sit back at the table.
□   Provide the exercise Situation Manual.
□   Read your scenario with details of the earthquake impacts.
□     To make the potential impact more vivid, you can show videos of earthquake shaking, such
as the original ShakeOut scenario at  www.ShakeOut.org/scenario.

5.   Now go around the table to discuss what your facility/organization can expect to happen and decisions that will be made based on the scenario.
□   Try to have the discussion flow in chronological order of what would be the expected activities and priorities in the first minutes, hours, days, etc. following the details of the scenario and brief.
□   However, if all issues are solved within a particular timeframe, move the scenario timeline forward to day/week/month later and begin the discussion again to address new issues.




6.   Have someone document the issues, and proposed solutions. Which policy decisions need to be made in advance? What changes in practice are required?  What plans, policies and procedures need developed or updated?

AFTER the Exercise
1.   For your general staff population, hold hotwash/staff meetings as soon as possible after the Drop, Cover, and Hold On focus drill portion to discuss what happened, people’s experience during the drill, what they were thinking about, what caused concern, what worked well and what did not work well. Take this opportunity to:
□   Discuss the importance of preparedness at work and at home. (Staff’s and volunteers’
home/family preparedness will allow them to either stay at work, or return to work more rapidly, to support your organization’s mission and recovery).
□   Review post-disaster employee responsibilities.
□   Update emergency contact lists and go over phone tree procedures.
□   Discuss your safety and organization resumption priorities.
□   Discuss staff emergency responsibilities and potential Incident Command roles, e.g., Hospital Incident Command System (HICS) and Nursing Home Command System (NHICS).
□   Share lessons learned from the exercise or real experiences.
□   Listen attentively to staff suggestions.

2.   At your management level:
□   Review staff and management emergency responsibilities.
□   Discuss staff notification procedures (e.g. phone tree or mass notification tools) and ensure emergency contacts lists are kept up to date.
□   Review and recommend safety and operations resumption priorities for your Emergency
Operations Plan.

3.   For the Tabletop Exercise participants, verify whether you met your exercise objectives or not.
Discuss what happened regarding people’s experience; areas of concern, and what worked well or
did not, and then document all comments to officially end the exercise.

4.   Determine your next steps and assign people to those tasks to follow-up.
□   Assemble data gathered to develop an After Action Report
□   Develop an Improvement Plan to address areas of improvement.
□   Assign a team to begin reviewing or updating your Emergency Operations Plan and other policies and procedures based on experiences from this exercise.
□   Discuss the importance of preparedness at work and at home encouraging participation.

5.   Review “7 Steps to an Earthquake Resilient Workplace” for additional ideas, available at  www.earthquakecountry.org/booklets.

6.   Schedule the next exercise one year from now (or sooner) so staff can practice life safety actions and to exercise the emergency procedures of your Emergency Operations Plan, especially after changes.

7.   Share your stories and photos at  www.ShakeOut.org.

8.   Encourage staff to prepare at home using the 7 Steps to Safety from “Putting Down Roots in
Earthquake Country” (see  www.earthquakecountry.org/sevensteps).







Level 3 – Advanced: Functional Exercise

This operations-based exercise tests command and control during a major earthquake including emergency response and/or recovery duties in your Emergency Operations Plan. The exercise incorporates simulated incidents, decision-making, and policies tested, and then a review afterwards to discuss what worked or what did not in order to make changes for the next earthquake or exercise.

BEFORE the Exercise

1.   If you will participate in the ShakeOut exercise, register your facility/organization as an official participant at  www.ShakeOut.org (make sure to register in your state or region).

2.   Bring together the Exercise Planning Team to design the exercise.
□   Determine or review your plans, policies and procedures for an earthquake.
3.   If your facility/organization participated in a prior ShakeOut Drill or Exercise, review past After
Action Reports and Improvement Plans.

4.   Determine the exercise objectives.
What would you like your exercise to address? Potential issues to include:
□   Does the facility/organization have a process to assess and report damage to facility structure and infrastructure?
□   Would the facility/organization lose power, water or medical gasses?
□   Would health information technology (HIT) systems be impacted by loss of power? What back-up plans exist?
□   Does the facility/organization have procedures to establish redundant communications internally and externally?
□   What are the plans for if the earthquake happens after hours?
□   Would facility/organization access be limited?
□   How would transportation be affected?
□   Would transportation issues affect staff and patient/resident access?
□   How would you decide evacuation versus shelter-in-place?
□   How and where would you evacuate patients/residents?
□   What type of evacuation equipment does the facility/organization have?
□   Who is trained to use the facility/organization evacuation equipment?
□   How will the facility/organization receive incoming information?
□   How are resources requested from the jurisdiction/operational area when all other means of obtaining resources have been exhausted?
□   How are staff, patients/residents, and visitors communicated with during a major event?
□   How will you direct staff during and immediately following the shaking?
□   Does the facility/organization have procedures to track patients, residents, beds, and staff?
□   Have your facility addressed family reunification plans; emergency supplies including food and water; Supplies for people with access and functional needs (AFN), including limited English proficiency and needs of infants and children?
□   How would the facility/organization be financially impacted? Is there a business impact analysis (BIA) or a business continuity/continuity of services plan?

Consider using the HICS Earthquake and Evacuation Incident Planning Guides to develop objectives, which are available at: http://www.emsa.ca.gov/disaster_medical_services_division_hospital_incident_command_system, www.hicscenter.org, and  www.calhospitalprepare.org.
5.   Determine the scope and timeframe of your exercise.
□   For example, test a specific part of your organization’s emergency plan for an hour.

Learn about potential earthquakes for your area and the Exercise Planning Team can use the HICS Earthquake and Evacuation Scenarios available at: http://www.emsa.ca.gov/disaster_medical_services_division_hospital_incident_command_syste m,  www.hicscenter.org,  www.calhospitalprepare.org as a base, or develop your own with specific details of how you might expect the shaking to impact your facility (i.e., the building, operations, service providers, staff, patients, residents, and volunteers). For other ideas, review the 2008 San Andreas scenario at  www.ShakeOut.org/scenario.

6.   Develop an Exercise Plan (EXPLAN) Examples are available at  www.calhospitalprepare.org and https://hseep.dhs.gov.

7.   Finalize the scenario; making sure it supports your exercise objectives.

8.   Select an Exercise Director to run the exercise.  Determine other staffing role requirements such as assigning personnel as observers, and evaluators to document activities in chronological order.

9.   Ensure training of all exercise participants in the Incident Command System (ICS), such as Hospital Incident Command System and Nursing Home Incident Command System updates and evacuation equipment training, so they are fully aware of their roles and responsibilities. All participants, evaluators and decision-makers should review the disaster plan.

10. Create a Master Scenario Events List (MSEL) that is a timeline for your exercise, such as:
□   1000 a.m. – Earthquake starts, staff Drop, cover, and Hold On.
□   1001 a.m. – Lights go out and computers go down.
□   1003 a.m. – Sprinklers in South East corner of first floor turn on.

MSEL templates and examples are available at  www.calhospitalprepare.org and https://hseep.dhs.gov.

The MSEL includes a list of “injected events.”  “Injects” are events that could reasonably occur during the exercise (e.g., aftershocks, specific problems related to your services, etc.). These events can be “injected” (or provided to the participants in the form of a note, a person acting out a role in the exercise, etc.) periodically during the exercise to get participants thinking of issues and solutions without overwhelming them.

11. (Optional) Download realistic “drill broadcast” sound effects and safety information to play during your exercise from your ShakeOut region’s website on the Resources page.

12. Inform your staff, volunteers and patients and residents:
□   The date and time of your exercise
□   How to correctly perform Drop, Cover, and Hold On, wherever they are.
o This includes taking cover beneath a sturdy table or desk, or dropping to the floor
near an interior wall and covering your head with your hands and arms.
o Develop special procedures for unique locations such as rooms and offices with glass walls.
□   Your expectations for their participation (i.e., Drop, Cover and Hold On, gathering at a central location for a head count, playing a role such as a “injured” that will need medical assistance, and/or having post-exercise discussions, etc.).
□   If your exercise is part of the Great California ShakeOut, encourage staff, volunteers, etc. to invite friends, families, and neighbors to register at  www.ShakeOut.org, in their region, so they participate as well and receive information directly.

13. Determine the addition of the post-shaking evacuation procedures to the exercise, if needed:
□    Post-Earthquake: Based on the age and type of your building, and the environment inside/outside of building, etc., determine whether your facility/organization would evacuate or Shelter-in-Place after a real earthquake, and how you would first assess the building’s damage before directing staff to either stay put or evacuate. Consider new safety hazards outside of your facility caused by the shaking.
□    Post-Earthquake Tsunami Threat: If your facility is in a coastal area, consider whether or not you need to have plans to evacuate to higher ground.

The Night BEFORE the Exercise

1.   Create a brief written description of the earthquake’s impact using your scenario along with some injects for staff to consider. (Injects are the individual lines on the Master Scenario Events List (MSEL) for the exercise that provide a chronological listing of events that are being tested in the exercise and can be edited by each facility to meets their training needs.)
□   Provide staff cards with the injects written on them at selected times or use sealed envelopes to open during the exercise at appointed time. (You can use email, but it is more affective if they do not read this until during the exercise.)
□   To increase participation, include a surprise at points in the exercise (candy, light stick,
lunch coupons, etc.) While a serious subject, you can increase numbers by also adding some fun.

DURING Exercise

1.   Via your public announcement system, email, cell phone/text reminder or verbal direction:
□   Announce that the earthquake drill has begun and to Drop, Cover, and Hold On.
□   (Optional) Play the audio recording (see above) on your PA or, alternatively, play it on a
computer in each office.
□   Suggest that while down on the floor, staff look around at what might fall on them during a
real earthquake. (This can be a place to have one of the surprises listed above included). Secure or move items after the drill to prevent injury and damage.

2.   After at least one minute, announce that the shaking is over and for everyone to stand up again.

3.   Announce the beginning of the exercise and for staff to follow their response procedures.

4.   As the exercise progresses distribute individual “inject events” to specific participants.  Have exercise evaluators observe and document how these surprise issues are handled.

5.   When the exercise objectives are met, announce that the exercise is over

AFTER the Exercise
1.   Assemble the Exercise Director and evaluators with their documentation to summarize activities, actions, decisions, and solutions from the exercise.
□   Discuss whether you met your exercise objectives or why not.
□   Document lessons learned, best practices and necessary actions to improve your employee
training, emergency procedures, and incorporate into the Emergency Operations Plan.

2.   Hold hotwash/staff meetings/debriefings as soon as possible after the exercise so all staff can discuss and document what happened during the exercise, what decisions were made, what worked, what didn’t, etc.  Take this opportunity to:
□   Discuss preparedness at work and at home. (Staff and volunteers’ home/family
preparedness will allow them to either stay at work (or return to work more rapidly) to support your organization’s mission and recovery).3.   Next, assemble exercise participants including your decision-makers and leaders.
□   Depending on the size of your facility, you may need to have groups meet separately, followed by a leadership meeting with representatives from each group.
□   Discuss and document comments of what happened during the exercise, what decisions were made, what worked, what didn’t, etc.
□   Listen attentively to staff suggestions.
□   Encourage the sharing of lessons learned from the exercise or real experiences.
□   Review pre and post-disaster staff responsibilities.
□   Discuss need to update emergency contact lists and any other critical documents in plan.
□   Discuss any changes to your safety and organization resumption priorities.
□   Discuss possible changes to staff emergency responsibilities.
□   Cover the importance of preparedness at work and at home, encouraging participation.
□   Document and accept all comments then thank all the participants to officially end the exercise.

4.   At your Emergency Preparedness Planning level:
□   Develop After Action Report and Improvement Plan.
□   Review lessons learned and recommendations to be added to the plan.
□   Update staff and management emergency responsibilities.
□   Discuss process to keep critical documents up to date.
□   Determine or assign staff update your Emergency Operations Plan with lessons learned
from the exercise.
□   Review the updated Emergency Operations Plan and associated policies and procedures
with recommended safety and operations resumption priorities and procedures.

5.   Determine next steps and assign people to those tasks to follow-up.
□   Schedule training as needed to address plan changes.
□   Make sure future exercises follow trainings so that staff can work through the most current
procedures.

6.   Schedule next exercise one year from now (or sooner) so staff can practice life safety procedures, decision-making, and to exercise the emergency procedures of your Emergency Operations Plan.

7.   Share your exercise stories and photos at  www.ShakeOut.org.

8.   Review “7 Steps to an Earthquake Resilient Workplace” for additional ideas, available at  www.earthquakecountry.org/booklets.

9.   Encourage staff to prepare at home using the 7 Steps to Safety from “Putting Down Roots in Encourage staff to prepare at home using the 7 Steps to Safety from
Earthquake Country” (see  www.earthquakecountry.org/sevensteps).



Please Insert the After-Action Reports from any Full Scale Exercises, Facility Specific Drills, or Tabletop Exercises Here. 
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[bookmark: _Hlk495499108]Community Outreach, Local Government, State, Hospitals, and other Resources
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Community Outreach
RHCs are no longer required to document efforts to Reach out to Community Outreach, Local Government, State, Hospitals, and other Resources as a part of an effective Emergency Preparedness plan but there remains the existence of a process that requires the collaboration with local officials. Here is a quote from the Omnibus Burden Reduction regulation.
CMS points out that providers would still be required at the respective emergency preparedness requirements for each provider and supplier to include a process for collaboration/cooperation with officials; however, they would not be required to document efforts to contact these officials. Therefore, this maintains the existence of a process for collaboration with officials without posing additional documentation burdens. Therefore, we are finalizing this requirement as proposed and eliminating the documentation requirement for collaboration with emergency preparedness officials.


Please insert any minutes of meetings with the local EMA director or Email correspondence that indicates participation in local Emergency Planning and Response or if the clinic is a member of a local Healthcare Coalition this is a good place to document participation in these endeavors.


Owner/Nurse Practitoner/ Business Manager


Medical Director


Billing Department


Receptionists


Nurses
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