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Statement of Purpose

The purpose of this guidance document is to provide a concise framework to assist Tennessee Health Care Coalitions (HCCs) and healthcare preparedness partners in:

1) Enhancing preparedness activities; 

2) Refining operational plans for responding to and recovering from public health emergencies;

3) Being cognizant of timelines and reporting expectations; and 

4) Recognizing specific accountability requirements that impact funding streams from the Healthcare Preparedness Program (HPP) through the Assistant Secretary for Preparedness and Response (ASPR) and Public Health Emergency Preparedness (PHEP) Cooperative Agreement through the Centers for Disease Control and Prevention (CDC).

Healthcare Preparedness Program Reference Documents


· Healthcare Preparedness Program Capabilities – National Guidance for Healthcare System Preparedness dated January 2012



· Budget Period (BP) 5 ASPR HPP and CDC PHEP Funding Opportunity Announcement 




· Ebola HPP EVD Supplemental Funding Announcement, Work Plan, and Performance Measures
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Hospital Preparedness Program Goal1


The goal of the HPP is to promote safer and more resilient communities by preparing hospitals, healthcare systems, and healthcare system coalitions to meet eight healthcare preparedness capabilities described in the Healthcare Preparedness Capabilities: National Guidance for Healthcare System Preparedness, January 2012.

The eight healthcare preparedness capabilities are as follows:

Capability 1 - Healthcare System Preparedness
Capability 2 - Healthcare System Recovery
Capability 3 - Emergency Operations Coordination
Capability 5 -Fatality Management
Capability 6 - Information Sharing
Capability 10 - Medical Surge
Capability 14 - Responder Safety and Health
Capability 15 - Volunteer Management

Each State Regional and Metro Health Department has a Regional Hospital Coordinator (RHC) to provide guidance in assisting hospitals, healthcare systems, and healthcare coalitions (HCC) in building capacity toward the ASPR healthcare preparedness program capabilities and performance measures.   Specific Tennessee HCC Goals and Objectives for Budget Period 5 (July 1, 2016 – June 30, 2017) include:
· Integrate HCC partners and establish/update MOAs and/or MOUs
· Update the regional Hazard Vulnerability Assessment (HVA) 
· Update the HCC strategic plan including an exercise plan with integration into the statewide Multi-year Training and Exercise Plan
· Develop plans to serve at-risk individuals in the HCC region during emergencies
· Report on the BP 5 ASPR performance measures by September 1, 2017
· Assist HCC members in entering emergency power requirements into the Emergency Power Facility Assessment Tool (EPFAT)  https://epfat.swf.usace.army.mil/
· Assist HCC members and inform TDH with integration of the Tennessee Emergency Medical, Awareness, Response and Resource (TEMARR) systems  through exercises, updating data, and other activities
· Provide resource inventories during drills and real events as requested
· Participate in redundant communication drills
· Conduct at least one HCC-wide exercise by June 30, 2017 with documentation of a 20% average surge capability for staffed beds across the HCC
· HCC spending (request for payment) for BP5 should be completed by May 30, 2017 to allow for a 30 day closeout period by the contracting entity if applicable
· Participate in training for use of the PsyStart Mental Health Triage system and provide information to coalition members for the system.
· Review the TDH Mass Fatality Plan and integrate into HCC planning2


Specific Tennessee HCC Highly Infectious Disease Preparedness (Ebola Virus Disease) Goals and Objectives (May 2015 – May 2017) include:
· Conduct coalition-level exercise(s) to meet the ASPR EVD Performance Measures.
· Foster training opportunities to meet the ASPR EVD Performance Measures.
· Provide reports for the Performance Measures. 
Partnerships and Roles
HCC advisory or executive committees will fulfill roles related to the selection of recipients and the projects for funding.  It is the responsibility of the HCC advisory or executive committee to adopt bylaws to govern operations and to appoint certain individuals to request funding disbursement for approved purchases.  The HCC advisory or executive committee is responsible for strategic planning and reporting for the expenditure of funds to improve community-wide preparedness.  The HCC advisory or executive committee will ensure safeguards are in place to 
protect the HCC contracting entity from liability resulting from the purchase of inappropriate items.  The roles of the contracting entity includes: writing checks, preparing financial statements, and providing necessary financial tracking reports.  The contracting entity may charge a predetermined reasonable service fee for administration and other services. 

Funding
ASPR HPP Annual Cooperative Agreement Funds
Funding allocated for Healthcare Coalition use based on the State of Tennessee 2013 Joint Annual Report for Hospitals number of average staffed beds.  Healthcare Coalitions may use HPP endowment grant funds for expenditures in categories as authorized by ASPR and TDH.  In BP 4 supplemental funding to build capacity to prepare for highly infectious diseases was also awarded for activities in BP 4 and BP 5.  Specific funding restrictions are listed on page 9 of this document.  
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	HCC Name
	Contracting Entity
	Contract Amount

	Northeast/Sullivan Healthcare Coalition
	Mountain States Health Alliance
	$250,000

	Southeast/Hamilton Regional Healthcare Coalition
	Tennessee Hospital Education and Research (THERF)
	$325,000

	Knox/East Tennessee Healthcare Coalition
	
	$322,480

	TN Highland Rim Healthcare Coalition
	
	$524,880

	Upper Cumberland Healthcare Preparedness Coalition
	Cookeville Regional Charitable Foundation
	$300,000

	South Central Region Healthcare Coalition
	South Central Region Healthcare Coalition
	$300,000

	Region 7 Healthcare Coalition
	Jackson Madison County Regional Health Department
	$320,000

	Mid South Emergency Planning Coalition
	Shelby County Government on behalf of the Shelby County Health Department
	$404,720


Regional Medical Communications Centers Funds
Funding is provided from TDH to Regional Medical Communications Centers (RMCCs) to support and sustain HCC capability to prepare for, response to, and recovery from large-scale all-hazard emergencies.  Pediatric hospitals, Regional Hospitals, and RMCCs shall coordinate with their HCC to determine the priorities for spending funding to meet the eight healthcare preparedness capabilities.

Ebola Viral Disease Supplemental Funds
ASPR allocated additional funding to be utilized to build lasting capacity for response to highly infectious diseases such as Ebola.  Listed in the Table below are the allocations to HCCs for projects to be completed during the period of July 1, 2015 to June 30, 2017.  The TDH work plan to guide the scope of activities is located on page 1.
  
	HCC Name
	Contracting Entity
	BP 4 – BP 5
Contract Amount

	Northeast/Sullivan Healthcare Coalition
	Mountain States Foundation
	$100,000

	Southeast/Hamilton Regional Healthcare Coalition
	Tennessee Hospital Education and Research (THERF)
	$100,000

	Knox/East Tennessee Healthcare Coalition
	
	$136,054

	TN Highland Rim Healthcare Coalition
	
	$211,864

	Upper Cumberland Healthcare Preparedness Coalition
	Cookeville Regional Charitable Foundation
	$100,000

	South Central Region Healthcare Coalition
	South Central Region Healthcare Coalition
	$100,000

	Region 7 Healthcare Coalition
	West Tennessee Health Foundation
	$100,000

	Mid South Emergency Planning Coalition
	Shelby County Government on behalf of the Shelby County Health Department
	$152,092




Reporting and Compliance Verification

HCCs/RHCs must report expenditures in the TDH electronic system and have updated preparedness information no later than July 31, 2017.  

RHCs/HCCs will conduct compliance verifications of expenditures and updated data by September 1, 2017.  RHCs perform physical checks to verify purchases and documentation of services performed.  Healthcare partners that accept funds must maintain reviewable documentation according to state and federal regulations for purchases, services performed, performance measure compliance, and other verification information along with documentation of payments until a final audit has been performed.4


All of the expenditure information, performance measures, data elements, and performance target data are required to be reported to TDH and must be available for state and federal reviews and audits.


Specific Guidance and Requirements
for Implementation of the Healthcare Preparedness Capabilities
with Corresponding Activities and Outputs for the Budget Period

Capability 1: 	Healthcare System Preparedness

The HCC will establish memberships and or partners to include the following:
· Hospitals and/or health care organizations
· Emergency Medical Services (EMS) from various sources
· Regional Medical Communications Centers (RMCCs)
· Emergency Management Agencies (EMA) from the county and state levels
· Long-term Care (LTC) providers and/or facilities
· Mental and Behavioral Health
· Public Health
· Other entities as deemed appropriate by the health care coalition

The HCC will establish Memorandums of Agreement (MOA) and/or Memorandums of Understanding (MOU) in accordance with the HCC Bylaws.

The HCC will review and update the regional Hazard Vulnerability Assessments (HVA) as applicable.  HCCs should identify potential disasters, assess their potential impact, identify expected recovery needs, develop a recovery plan, and target the use of grant funds to respond to and recover from the identified risks.

The HCC will update their strategic plan to assess strengths, weaknesses, opportunities, and threats along with the regional HVA results for directing coalition effort going forward by June 30, 2017.

The HCC will assist hospitals in maintaining National Incident Management System (NIMS) and Hospital Incident Command System (HICS) response structures.  Hospitals receiving ASPR funds are required to comply with the eleven NIMS implementation objectives.

The HCC will develop an exercise and drill schedule for BP 5 by September 30, 2016.  The Homeland Security Exercise and Evaluation Program (HSEEP) has been developed to provide a consistent methodology for exercise planning, design, development, conduct, evaluation and improvement of the planning processes.  All health care entities that conduct exercises using ASPR funds must follow the HSEEP framework and guidelines.
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Capability 2: 	Healthcare System Recovery 

The HCC will work with partners to identify healthcare organization recovery needs and develop priority recovery processes to return to normal operations after emergency events.

The HCC will work with partners to develop Continuity of Operations Plans (COOP) with a goal to sustain operations independently for 96 hours.

The HCC will work with mental health and other subject matter experts to develop plans.

The HCC will work with partners to utilize the U.S. Army Corps of Engineers (USACE) Emergency Power Facility Assessment Tool (EPFAT) system to inventory current emergency power requirements for all acute care hospitals in the HCC by June 30, 2017.

Utilize TEMARR systems during drills and exercises to provide a common operating picture for emergency medical responders.

Collect and report emergency system utilization data for HCC partners during exercises and real events in AAR/IPs.

Capability 3:	Emergency Operations Coordination
The HCC will coordinate emergency planning with appropriate organizations in their communities, particularly public health, mental health, emergency management, and hospitals. This coordinated emergency planning will specifically address how emergency priorities and needs will be met during a disaster response and ensure a unified public health and medical response during a disaster.  The results of this emergency planning effort should be integrated into facility-specific, functional, and regional plans.
The HCC will coordinate emergency planning as outlined in the Tennessee Emergency Management Plan (TEMP) - ESF 8 (Health and Medical) annex.
Emergency Contact Information
	HCCs will assist in ensuring health care organizations maintain emergency contact information in the TDH TEMARR systems and other emergency systems for unified preparation, response, and recovery from disasters or public health emergencies.   

Capability 5:	Fatality Management

The HCC will integrate regional fatality management plans with the TDH fatality management plan.

Capability 6:	Information Sharing

The HCC will ensure each acute care hospital has HAM radio capability that complies with HAM Radio specifications and a Base Station Radio that complies with TDH Base Station Radio specifications.  These documents are found within the user links section in HRTS.6


The HCC will assist healthcare organizations with participation in TEMARR systems, including the HRTS to meet the goals of electronically reporting essential elements of information for daily updates for services and beds and to establish a common operating procedure during a disaster.  Effective information sharing can only be accomplished if administrators in TEMARR systems ensure information is kept up to date.

The HCC will work with hospitals and partners to successfully test redundant tactical communications pathways such as 800 MHz, VHF, satellite radios, WinLink and HAM hospital nets with local and regional partners. 

Capability 10: Medical Surge
Each HCC will conduct at least one HCC-wide full scale exercise by June 30, 2017 with documentation of a 20% average surge capability for staffed beds across the HCC.
The HCC will facilitate the use of TEMARR and other emergency response systems for the management of medical surge incidents.
 
The HCC should work with partners to designate Alternate Care Sites (ACS) for critical healthcare facilities.  The ACSs can be located at an off-site location, an on-campus facility (preferably a licensed health care facility) and/or a community-based alternate care site.  Suitable locations for a Federal Medical Station or Portable Mortuary Units should also be explored.  Items may be purchased to support regional inpatient or ACS surge needs.

The HCC should work with partners to provide decontamination capacity for managing adult and pediatric patients as well as healthcare personnel who have been exposed during a chemical, biological, radiological, nuclear, or explosive incident. Healthcare facilities should follow the OSHA guidelines for best practices regarding the use of PPE for protecting employees and decontaminating patients.

The HCC should work with partners to develop and implement evacuation plans for patients.   These plans should outline the decision processes to determine whether sheltering-in-place or evacuation is best for patients and staff.  The plan should be based on the personnel, equipment and systems, planning, and training needs to ensure the safe and respectful movement of patients, and the safety of personnel and family members in the hospital.  The HCC should facilitate the use of an interoperable emergency patient tracking system(s) that function with adjoining jurisdiction and other state systems.

The HCC should facilitate the integration of the TN Guidance for the Ethical Allocation of Scarce Resources during a Community-Wide Health Emergency into Regional partner response plans.
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Capability 14: Responder Safety and Health
CHEMPACK Project & Surge Caches
The HCCs must use funding to meet the minimum standards for the emergency countermeasures, including: 
· To comply with this provision, chempack locations should follow the Chempack  Memorandum of Understanding,  CDC Chempack guidance, and state laws, rules and regulations governing pharmaceuticals which are incorporated by reference as if fully set out herein.
· Hospitals will coordinate with other HCC members to decide on the composition of a regional or HCC cache and the expenditure of endowment grant funds to purchase and maintain a surge cache.
· The HCC may use funds to cover the transportation and relocation costs related to the Chempack and surge caches. 
· HCCs may arrange to rent storage space at fair market value for a surge cache or pre-position the caches in other hospitals that will help ensure the rotation and replacement of cache items.  For regional caches or caches purchased with regional supplemental funds and stored at multiple hospitals, the hospitals are encouraged to develop Mutual Aid Agreements to assure that access to the cache is timely for all healthcare facilities.
· Maintain an itemized inventory, contact information, and location information for resource caches for use in regional and statewide responses to emergencies.

The HCCs should work with partners to maintain PPE as needed to meet OSHA guidelines for the protection of employees and patients.  


Capability 15: Volunteer Management
The HCCs may spend funds for healthcare employees to attend State sponsored programs on Emergency System for Advance Registration of Volunteer Healthcare Professionals (ESAR-VHP).
The HCC partners may spend funds to purchase equipment, supplies and materials needed to interface with the Tennessee Volunteer Mobilizer (TNVM) System implemented by the State.  Healthcare organizations may use funds to help develop, implement, and interface with TNVM
[bookmark: OLE_LINK1]
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Restricted Expenditures

Funding Restrictions 

· Expenditures requiring an MOA or another formal agreement for proper utilization must be pre-approved before spending the funds.
· Expenditures involving more than 25% of the HCC budget for an item or items of the same type must be reviewed and approved at the State TDH EP level.
· Funding cannot be spent on surge PPE without State TDH EP approval.  TDH is developing a state-level PPE cache.
· Expenditures for patient tracking, alerting, inventory, and volunteer management systems must be coordinated and approved by TDH EP.  TDH EP is integrating new systems for those functions during BP 5.
· Recipients may not use funds for fund raising activities or lobbying. 
· Recipients may not use funds for research. 
· Recipients may not use funds for construction or major renovations. 
· Recipients may not use funds for clinical care. 
· Recipients may not use funds to purchase vehicles to be used as means of transportation for carrying people or goods, e.g., passenger cars or trucks, electrical or gas-driven motorized carts. 
· Recipients may not use funds for reimbursement of pre-award costs. 
· Recipients may supplement but not supplant existing state or federal funds for activities described in the budget. 
· Payment or reimbursement of backfilling costs for staff is not allowed. 
· None of the funds awarded to these programs may be used to pay the salary of an individual at a rate in excess of Executive Level II or $179,700 per year




All travel and meals paid for with State-provided funding must be reimbursed within the State travel regulation rates
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Background and History

The threat of Mass Casualty Incidents (MCls) or Medical Surges to the Nation’s hospital and healthcare system has always been
present. For many trauma systems and emergency departments, it is simply part of normal day-to-day operations. Preparing hospitals,
healthcare systems and their ESF #8 partners to prevent, respond to, and rapidly recover from these threats is critical for protecting and
securing our Nation’s healthcare system and public health infrastructure.

The 2009 H1NT1 influenza pandemic and Hurricane Katrina highlighted the importance of hospitals and healthcare systems being
prepared for potential threats and the consequences that occur when a community is ill-prepared. The Office of the Assistant Secretary
for Preparedness and Response (ASPR) plays a leading role in ensuring the healthcare systems in the Nation are prepared to respond to
these threats and other incidents. Through the Hospital Preparedness Program (HPP) Cooperative Agreement, ASPR provides funding
and technical assistance to state, local and territorial public health departments to prepare the healthcare systems for disasters. The HPP
Cooperative Agreement funding provides approximately $350 million annually to 50 states, four localities, and eight U.S. territories and
freely associated states for building and strengthening their abilities to respond to incidents.

Near-term Threats and Strengthening the Hospitals, Healthcare Coalitions and the Healthcare System
State, city, and territorial Departments of Public Health working in partnership with the hospitals and Healthcare Systems within their
jurisdictions have made progress since 2001, as demonstrated in ASPR report: From Hospitals to Healthcare Coalitions: Transforming Health
Preparedness and Response in Our Communities: http://www.phe.gov/Preparedness/planning/hpp/Documents/hpp-healthcare-coalitions.pdf

Trauma Centers, Hospitals, and Healthcare Systems face multiple challenges daily in addition to the growing list of man-made and natural
threats. Emergency department overcrowding, the rising uninsured, and an aging population all inhibit the healthcare system’s ability to
respond effectively. Regardless of the threat, an effective medical surge response begins with robust hospital-based systems and effective
Healthcare Coalitions to facilitate preparedness planning and response at the local level. Simply put, strong and resilient Healthcare
Coalitions are the key to an effective state and local ESF #8 response to an event-driven medical surge.

In response to these challenges and in preparation for a new Hospital Preparedness Program and Public Health Emergency Preparedness
aligned Cooperative Agreement that takes effect in July 2012, ASPR has used an aligned process for defining a set of Healthcare
Preparedness Capabilities, in conjunction with the 15 PHEP Capabilities previously released in March 2011, to assist healthcare systems,
Healthcare Coalitions, and healthcare organizations with preparedness and response.

The Healthcare Preparedness Capabilities: National Guidance for Healthcare System Preparedness will assist state, local, Healthcare Coalition,
and ESF #8 planners identify gaps in preparedness, determine specific priorities, and develop plans for building and sustaining healthcare
specific capabilities. These capabilities are designed to facilitate and guide joint ESF #8 preparedness planning and ultimately assure safer,
more resilient, and better-prepared communities. ASPR has identified the following eight capabilities (shown with their aligned HPP/PHEP
Capability numeric designation) as the basis for healthcare system, Healthcare Coalition, and healthcare organization preparedness:

1. Healthcare System Preparedness

2. Healthcare System Recovery

3. Emergency Operations Coordination
5. Fatality Management

6. Information Sharing

10. Medical Surge

14. Responder Safety and Health

15. Volunteer Management

U.S. Department of Health and Human Services Healthcare Preparedness Capabilities:
Office of the Assistant Secretary for Preparedness and Response National Guidance for Healthcare System Preparedness
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Stakeholder Vetting and Engagement

A wide ranging and diverse group of stakeholders were engaged in developing, revising, and aligning the eight (8) Healthcare Preparedness
Capabilities. This group included subject matter experts from within HHS as well as other national professional organizations within healthcare
and public health. The Federal agencies actively involved in the alignment process included the HHS Office of the Assistant Secretary for
Preparedness and Response, CDC’s Office of Public Health Preparedness and Response (OPHPR) and Division of State and Local Readiness
(DSLR), DHS Federal Emergency Management Agency (FEMA) and Office of Health Affairs (OHA), and the U.S. Department of Transportation’s
National Highway Traffic Safety Administration (NHTSA). In addition, ASPR and DSLR collaborated with national partners such as the
American Hospital Association (AHA), Association of State and Territorial Healthcare Officials (ASTHO) and the National Association of County
and City Health Officials (NACCHO) to engage the state and local healthcare and public health community. This dynamic and collaborative
process began in 2011 when ASPR and CDC representatives and other subject matter experts began working closely together to develop
aligned Healthcare Preparedness Capabilities, Functions, Tasks, and Resource Elements. ASPR and the CDC held weekly subject matter expert
capability working groups to develop recommendations for the scope of the selected capabilities, capability functions, and resource elements
for each capability. Their work was extensively vetted with many key stakeholders throughout the process.

Healthcare Preparedness Capabilities Planning Model

The Healthcare Preparedness Capabilities were based on common preparedness methodologies from the Federal Emergency Management
Agency (FEMA) regarding whole of community planning and in accordance with Presidential Policy Directive/PPD — 8: National
Preparedness (March 30, 2011).! This methodology is outlined in the FEMA document: Developing and Maintaining Emergency Operations
Plans, Comprehensive Preparedness Guide (CPG) 101, Version 2.0.2 To assist healthcare systems, healthcare coalitions and healthcare
organizations in using these new capabilities for planning, the Office of the Assistant Secretary for Preparedness and Response (ASPR)
suggests using this document to assist them through the planning process. The integration with the Public Health Preparedness Capabilities
and the Public Health Preparedness Capabilities Planning Model® should occur during common steps of jurisdictional emergency operations
planning noted in the FEMA guidance.

Planning Fundamentals

Emergency Management is the lead agency for planning in local and state jurisdictions. Healthcare systems, healthcare coalitions, and
healthcare organizations should follow Emergency Management’s lead in jurisdictional emergency operations planning and provide input
into the public health and medical (ESF #8) considerations of the plans and annexes. Planning is collaborative. It is imperative that plans
for healthcare system emergency operations are not done in isolation from the community but are done in collaboration with the lead
planning agency in coordination with the ESF #8 lead agency of the jurisdiction.

The following sections provide a summary of the fundamentals of planning as outlined by FEMA to assist healthcare disaster planners with
an understanding of how to address the Healthcare Preparedness Capabilities. The complete text can be found in Chapter 1 of FEMA's
Developing and Maintaining Emergency Operations Plans, Comprehensive Preparedness Guide (CPG) 101, Version 2.0. This guidance provides the
basic understanding of planning processes that healthcare planners should integrate with to achieve successful planning.

= Planning Principles: Applying the following principles to the planning process is key to developing an all-hazards plan for protecting
lives, property, and the environment:

— Planning must be community-based, representing the whole population and its needs
— Planning must include participation from all stakeholders in the community

— Planning uses a logical and analytical problem-solving process to help address the complexity and uncertainty inherent in potential
hazards and threats

— Planning considers all hazards and threats
— Planning should be flexible enough to address both traditional and catastrophic incidents
— Plans must clearly identify the mission and supporting goals (with desired results)

— Planning depicts the anticipated environment for action

Presidential Policy Directive (PPD)8: http://www.dhs.gov/xabout/laws/gc_1215444247124 shtm

2 Developing and Maintaining Emergency Operations Plans, Comprehensive Preparedness Guide (CPG) 101, Version 2.0, November 2010 (CPG 101, V.2): http://www.fema.gov/
pdf/about/divisions/npd/CPG_101_V2.pdf

3 Public Health Preparedness Capabilities: National Standards for State and Local Planning; CDC, Division of State and Local Readiness, March, 2011, pages 6-9: http://www.cdc.

gov/phpr/capabilities/
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— Planning does not need to start from scratch

Planning identifies tasks, allocates resources to accomplish those tasks, and establishes accountability

Planning includes senior officials throughout the process to ensure both understanding and approval

Time, uncertainty, risk, and experience influence planning

— Effective plans tell those with operational responsibilities what to do and why to do it, and they instruct those outside the jurisdiction
in how to provide support and what to expect

— Planning is fundamentally a process to manage risk

Planning is one of the key components of the preparedness cycle

= Strategic, Operational, and Tactical Planning: There are three tiers of planning: strategic planning, operational planning, and tactical
(incident scene) planning. Strategic planning sets the context and expectations for operational planning, while operational planning
provides the framework for tactical planning. All three tiers of planning occur at all levels of government.

— Strategic plans describe how a jurisdiction wants to meet its emergency management or homeland security responsibilities over the
long-term. These plans are driven by policy from senior officials and establish planning priorities.

— Operational plans provide a description of roles and responsibilities, tasks, integration, and actions required of a jurisdiction or
its departments and agencies during emergencies. Jurisdictions use plans to provide the goals, roles, and responsibilities that a
jurisdiction’s departments and agencies are assigned, and to focus on coordinating and integrating the activities of the many response
and support organizations within a jurisdiction.

— Tactical plans focus on managing personnel, equipment, and resources that play a direct role in an incident response. Pre-incident
tactical planning, based upon existing operational plans, provides the opportunity to pre-identify personnel, equipment, exercise, and
training requirements. These gaps can then be filled through various means (e.g., mutual aid, technical assistance, updates to policy,
procurement, contingency leasing).

= Planning Approaches: Planners use a number of approaches, either singly or in combination, to develop plans:

— Scenario-based planning. This approach starts with building a scenario for a hazard or threat. Then, planners analyze the impact of the
scenario to determine appropriate courses of action. Planners typically use this planning concept to develop planning assumptions,
primarily for hazard- or threat-specific annexes to a basic plan.

— Function-based planning (functional planning). This approach identifies the common functions that a jurisdiction must perform during
emergencies. Function-based planning defines the function to be performed and some combination of government agencies and
departments responsible for its performance as a course of action.

— Capabilities-based planning. This approach focuses on a jurisdiction’s capacity to take a course of action. Capabilities-based planning
answers the question, “Do | have the right mix of training, organizations, plans, people, leadership and management, equipment, and
facilities to perform a required emergency function?” Some planners view this approach as a combination of scenario- and function-
based planning because of its “scenario-to-task-to-capability” focus.

In reality, planners commonly use a combination of the three previous approaches to operational planning. This hybrid planning approach
provides the basis for the planning process discussed in Chapter 4 of CPG 101 “The Planning Process.”4

= Planning Integration: National guidance and consensus standards expect that a jurisdiction’s plans will be coordinated and integrated
among all levels of government and with critical infrastructure planning efforts. The NIMS and NRF support a concept of layered
operations. They recognize that all incidents start at the local level, and, as needs exceed resources and capabilities, Federal, state,
territorial, tribal, regional, and private sector assets are applied. This approach means that planning must be vertically integrated to
ensure that all response levels have a common operational focus. Similarly, planners at each level must ensure that department and
supporting agency plans fit into their jurisdiction’s concept of operations (CONOPS) through horizontal integration. Planners must also
appropriately integrate the community’s nongovernmental and private sector plans and resources:

— Vertical integration is the meshing of planning both up and down the various levels of government. It follows the concept that the
foundation for operations is at the local level and that support from Federal, state, territorial, tribal, regional, and private sector
entities is layered onto the local activities. This means that as a planning team identifies a support requirement from a “higher level”
during the planning process, the two levels work together to resolve the situation.

4 Developing and Maintaining Emergency Operations Plans, Comprehensive Preparedness Guide (CPG) 101, Version 2.0, November 2010 (CPG 101, V.2), Chapter 4: http://
www.fema.gov/pdf/about/divisions/npd/CPG_101_V2.pdf
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Horizontal integration serves two purposes. First, it integrates operations across a jurisdiction. Horizontal integration allows departments
and support agencies to produce plans that meet their internal needs or regulatory requirements and still integrate into the EOP.
Second, horizontal integration ensures that a jurisdiction’s set of plans supports its neighboring or partner jurisdictions’ similar sets of
plans. A jurisdiction’s plan should include information about mission assignments that it executes in conjunction with, in support of, or
with support from its neighbors or partners.

= Plan Synchronization: The concept of sequencing creates effective EOPs that are synchronized in time, space, and purpose. Four
planning concepts help sequence operations: phasing, branches, planning horizons, and forward and reverse planning.

Phasing. A phase is a specific part of an operation that is distinctly different from the ones that precede or follow. Planners often use
the factors of time, distance, geography, resources, and critical events to define phase lengths.

Branches. A branch is an option built into an EOP. Planners use branches only for major, critical options and not for every possible
variation in the response.

Planning horizon. A planning horizon is a point in time that planners use to focus the planning effort. Because no one can predict when
most incidents will occur, planners typically use planning horizons expressed in months to years when developing EOPs. Since planners
develop these plans with little or no specific knowledge of how a future incident will evolve, the plan must describe broad concepts
that allow for quick and flexible operations. They must allow for several courses of action and project potential uses of organizations
and resources during those operations. Planners should view plans as living contingency plans because they provide the starting point
for response operations if and when an emergency occurs.

Forward and reverse planning. Forward planning starts with (assumed) present conditions and lays out potential decisions and actions
forward in time, building an operation step-by-step toward the desired goal or objective. Conversely, reverse planning starts with

the end in mind and works backward, identifying the objectives necessary and the related actions to achieve the desired end-state.
When using reverse planning, it is essential to have a well-defined goal or objective. In practice, planners usually use a combination of
the two methods: they use forward planning to look at what is feasible in the time allotted and use reverse planning to establish the
desired goal (or end-state) and related objectives.

= Common Planning Pitfalls:

Development of lengthy, overly detailed plans that those responsible for their execution do not read

Failing to account for the community’s needs, concerns, capabilities, and desire to help. The community must be engaged in the
planning process and included as an integral part of the plan

Planning is only as good as the information on which it is based

Planning is not a theoretical process that occurs without an understanding of the community, nor is it a scripting process that tries to
prescribe hazard actions and response actions with unjustified precision

= Planning Considerations: Emergency planning includes the key areas involved in addressing any threat or hazard: prevention,
protection, response, recovery, and mitigation. Integrating the key areas as part of the overall planning effort allows jurisdictions to
produce an effective EOP and advance overall preparedness.

Prevention consists of actions that reduce risk from human-caused incidents, primarily terrorism. Prevention planning can also help
mitigate secondary or opportunistic incidents that may occur after the primary incident.

Protection reduces or eliminates a threat to people, property, and the environment. Primarily focused on adversarial incidents, the
protection of critical infrastructure and key resources (CIKR) is vital to local jurisdictions, national security, public health and safety, and
economic vitality.

Response embodies the actions taken in the immediate aftermath of an incident to save and sustain lives, meet basic human needs,
and reduce the loss of property and the effect on critical infrastructure and the environment.

Recovery encompasses both short-term and long-term efforts for the rebuilding and revitalization of affected communities.

Mitigation, with its focus on the impact of a hazard, encompasses the structural and non-structural approaches taken to eliminate or
limit a hazard’s presence; peoples’ exposure; or interactions with people, property, and the environment.

U.S. Department of Health and Human Services Healthcare Preparedness Capabilities:
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The Planning Process®

The Healthcare Preparedness Capabilities planning model is based on a planning process that healthcare systems, healthcare coalitions
and healthcare organization may wish to utilize to help determine their preparedness priorities and plan their preparedness activities.
This process fits into the planning phase of the U.S. Department of Homeland Security preparedness cycle and is outlined in Chapter 4
of FEMA's Developing and Maintaining Emergency Operations Plans, Comprehensive Preparedness Guide (CPG) 101, Version 2.0. This process
is not intended to be a prescriptive methodology, but rather it is intended to describe a series of suggested activities for preparedness
planning. Coordination with Emergency Management and ESF #8 planners during the following planning steps is imperative to ensure
that healthcare organization priorities and needs are addressed in jurisdictional plans. The Healthcare Preparedness Capabilities provide
guidance as to how this integration should occur. Ideally, public health and healthcare system preparedness will be integrated and
coordinated with Emergency Management plans to develop appropriate public health and medical plans for jurisdictions.

Steps in the Planning Process (Healthcare system planners should coordinate with the jurisdictions planning processes. These are the
recommended steps for collaborative planning):

= Step 1: Form a Collaborative Planning Team
(Addressed in Capability 1 — Healthcare System Preparedness; Function 1: Develop Healthcare Coalitions)
— Identify core planning team
— Engage the whole community in planning
= Step 2: Understand the Situation
(Addressed in Capability 1 — Healthcare System Preparedness; Function 2: Coordinate healthcare planning to prepare the healthcare
system for a disaster; Function 3: Identify and prioritize essential healthcare assets and services; Function 7: Coordinate with planning for
at-risk individuals and those with special medical needs)
— Identify threats and hazards
— Assess risk
= Step 3: Determine Goals and Objectives
(Addressed in Capability 1 — Healthcare System Preparedness; Function 2: Coordinate healthcare planning to prepare the healthcare
system for a disaster; Function 3: Identify and prioritize essential healthcare assets and services)
— Determine operational priorities
— Set goals and objectives
= Step 4: Plan Development
(Addressed in Capability 1 — Healthcare System Preparedness; Function 2: Coordinate healthcare planning to prepare the healthcare
system for a disaster; Function 3: Identify and prioritize essential healthcare assets and services; Function 4: Determine gaps in the
healthcare preparedness and identify resources for mitigation of these gaps)
— Develop and analyze courses of action
— Identify resources
— Identify information and intelligence needs
= Step 5: Plan Preparation, Review, and Approval
(Addressed in Capability 1 — Healthcare System Preparedness; Function 2: Coordinate healthcare planning to prepare the healthcare
system for a disaster)
— Write the plan
— Review the plan

— Approve and disseminate the plan

5 Developing and Maintaining Emergency Operations Plans, Comprehensive Preparedness Guide (CPG) 101, Version 2.0, November 2010 (CPG 101, V.2), Chapter 4: http://
www.fema.gov/pdf/about/divisions/npd/CPG_101_V2.pdf
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= Step 6: Plan Implementation and Maintenance
(Addressed in Capability T — Healthcare System Preparedness; Function 2: Coordinate healthcare planning to prepare the healthcare
system for a disaster; Function 5: Coordinate training to assist healthcare responders to develop the necessary skills in order to respond;
Function 6: Improve healthcare response capabilities through coordinated exercise and evaluation)

— Training
— Exercise the plan

— Review, revise, and maintain the plan

The relationship between the 15 Public Health Preparedness Capabilities and the eight (8) aligned
Healthcare Preparedness Capabilities

Within this capabilities guidance, immediately following every “Function,” there is a section which notes the alignment of the Healthcare
Preparedness Capabilities within or in alignment with the Public Health Preparedness Capabilities. It outlines the intersection by Capability,
Function and Resource Element of how the Healthcare Preparedness Capabilities align with and work in conjunction with the Public Health
Preparedness Capabilities.

Example for Capability 1: Healthcare System Preparedness, Function 1: Develop, refine, or sustain Healthcare Coalitions.

Function Alignment:
= PHEP Capability 1, Community Preparedness; Function 2: Build community partnerships to support health preparedness

= PHEP Capability 1, Community Preparedness; Function 3: Engage with community organizations to foster public health, medical, and
mental/behavioral health social networks

Supported by:
= PHEP Capability 10, Medical Surge; Function 1, Resource P4: Engage in Healthcare Coalitions

The following sections provide brief descriptions of the intent of the Healthcare Preparedness Capabilities and the expectations for
alignment with the Public Health Preparedness Capabilities.

Capability 1: Healthcare System Preparedness

The preparedness cycle is outlined in detail as it relates to healthcare preparedness. In the preparedness cycle, the required steps for
planning, equipping, training, exercising, and evaluation activities are defined and by the objectives (tasks) and supporting resources

that are needed to be prepared. Preparedness is defined as “a continuous cycle of planning, organizing, training, equipping, exercising,
evaluating, and taking corrective action in an effort to ensure effective coordination during incident response.” This “preparedness cycle” is
one element of a broader National Preparedness System to prevent, respond to, recover from, and mitigate against natural disasters, acts of
terrorism, and other man-made disasters.® National health security is achieved when the Nation and its people are prepared for, protected
from, respond effectively to, and are able to recover from incidents with potentially negative health consequences.’

Integration with public health aligns during the planning process. This is done in coordination with Emergency Management and ESF #8
planners and is specifically addressed throughout all of the functions in the capability as a collaborative process. The role of the healthcare
coalition is very specific in this capability addressing the first step of planning; forming a collaborative planning group. Public health
agencies are intended to be a part of this collaboration. To integrate this capability, healthcare preparedness planners should strive to
coordinate planning collaboratively throughout the planning process.

Capability 2: Healthcare System Recovery

Recovery encompasses both short-term and long-term efforts for the rebuilding and revitalization of affected communities. Recovery
planning builds stakeholder partnerships that lead to community restoration and future sustainability and resiliency.® Recovery planning
must provide for a near-seamless transition from response activities to short-term recovery operations. Planners should design long-term
recovery plans to maximize results through the efficient use of resources and incorporate national recovery doctrine as outlined in the

6 FEMA.gov; Preparedness: http://www.fema.gov/prepared/index.shtm

7 National Health Security Strategy, U.S. Department of Health and Human Services, Dec 2009, Page 2: http://www.phe.gov/Preparedness/planning/authority/nhss/Pages/default.
aspx

8 Developing and Maintaining Emergency Operations Plans, Comprehensive Preparedness Guide (CPG) 101, Version 2.0, November 2010 (CPG 101, V.2), page 1-9: http://www.
fema.gov/pdf/about/divisions/npd/CPG_101_V2.pdf
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National Disaster Recovery Framework (NDRF).° Post-incident health recovery should be incorporated into planning and begins with
response; the aim should be to leave individuals and communities at least as well off after an incident as they were before it."

In this capability, integration with public health aligns during the planning process and response/recovery operations. This is done in
coordination with Emergency Management and ESF #8 planners and responders and is specifically addressed throughout both functions
as a collaborative process. To integrate this capability, public health and healthcare emergency planners should coordinate recovery plans
that aim to revitalize and rebuild the public health and medical system of the community. Both functions in the Healthcare Preparedness
Capabilities align with the processes in the Public Health Preparedness Capabilities.

Capability 3: Emergency Operations Coordination

Response embodies the actions taken in the immediate aftermath of an incident to save and sustain lives, meet basic human needs,

and reduce the loss of property and the effect on critical infrastructure and the environment. Following an incident, response operations
reduce the physical, psychological, social, and economic effects of an incident. Response planning provides rapid and disciplined incident
assessment to ensure a quickly scalable, adaptable, and flexible response. It incorporates national response doctrine as presented in the
NRF, which defines basic roles and responsibilities for incident response across all levels of government and the private sector.” Services
provided by public health, health care delivery, and emergency response systems complement efforts to build community resilience. Such
systems must themselves be resilient: durable, robust, responsive, adaptive to changing situations, efficient, and interoperable.'?

Integration with public health aligns during the planning process and response operations. This is done in coordination with Emergency
Management and ESF #8 planners and is specifically addressed with planning that determines how healthcare organizations priorities
and needs are represented in response. To integrate this capability, public health and healthcare emergency planners should coordinate
response plans with Emergency Management and ESF #8 to ensure there is a united public health and medical response during incidents.

Capability 5: Fatality Management

Fatality management is a process that occurs in the community and is led by agencies dependent on the state in which the incident
occurs. Fatality management needs to be incorporated in the surveillance and intelligence sharing networks, to identify sentinel cases of
bioterrorism and other public health threats. Fatality management operations are conducted through a unified command structure.'3

Integration with public health aligns during the planning process. This is done in coordination with Emergency Management and the lead
Fatality Management planning agencies and is specifically addressed to manage in-facility death surges and the need for human remains
temporary storage space. This capability also addresses surges of concerned citizens and the need for mental/behavioral health support.
To integrate this capability, public health and healthcare emergency planners should coordinate planning according to the content in the
functions of Capability 5 from the Healthcare Preparedness Capability and cross-referenced to the Public Health Preparedness Capability.

Capability 6: Information Sharing

An effective intelligence/information sharing and dissemination system will provide durable, reliable, and effective information exchanges
(both horizontally and vertically) between those responsible for gathering information and the analysts and consumers of threat-related
information. It will also allow for feedback and other necessary communications in addition to the regular flow of information and
intelligence.'

Integration with public health aligns during all phases of disaster planning. This is done in coordination with Emergency Management
and ESF #8 planners and is specifically addressed with the coordination of information that will be shared with incident management,
responders, community stakeholders, and with public health and medical partners during response and recovery. To integrate this
capability, public health and healthcare emergency planners should coordinate what information is shared, who needs it, how it is
delivered and when it should be provided. Capability 6 aligns in these areas for both public health and healthcare preparedness.

9 National Response Framework, U.S. Department of Homeland Security; Jan 2008: http://www.fema.gov/pdf/emergency/nrf/nrf-core.pdf

10 National Health Security Strategy, U.S. Department of Health and Human Services, Dec 2009, Page 15: http://www.phe.gov/Preparedness/planning/authority/nhss/Pages/
default.aspx

11 Developing and Maintaining Emergency Operations Plans, Comprehensive Preparedness Guide (CPG) 101, Version 2.0, November 2010 (CPG 101, V.2), page 1-9: http://www.
fema.gov/pdf/about/divisions/npd/CPG_101_V2.pdf

12 National Health Security Strategy, U.S. Department of Health and Human Services, Dec 2009, Page 6: http://www.phe.gov/Preparedness/planning/authority/nhss/Pages/default.
aspx

13 Target Capabilities List, A companion to the National Preparedness Guidelines; U.S. Department of Homeland Security, Sep 2007. Page 519

14 Target Capabilities List, A companion to the National Preparedness Guidelines; U.S. Department of Homeland Security, Sep 2007. Page 69

U.S. Department of Health and Human Services Healthcare Preparedness Capabilities:

Office of the Assistant Secretary for Preparedness and Response National Guidance for Healthcare System Preparedness i





@8 |nTRODUCTION
1 ODUCTIO

Capability 10: Medical Surge

Medical Surge is the capability to rapidly expand the capacity of the existing healthcare system in order to provide triage and subsequent
medical care. The goal is rapid and appropriate care for the injured or ill from the event and the maintenance of continuity of care for non-
incident related illness or injury.'

Integration with public health aligns during planning and response. This is done in coordination with Emergency Management and

ESF #8 planners and specifically addresses pre-hospital, affected hospital, and receiving hospital surge management. To integrate this
capability, public health and healthcare disaster planners should coordinate efforts to maximize the use of resources that are available to
facilities affected by surge. This includes public health operations outlined in PHEP Capability 10 to support surge operations. Primary
areas of coordination include public health assistance with resources and integration with public health plans for alternate care sites. This
coordination should assist with resources and space to alleviate surge or enhance operations at healthcare organizations affected by surge.

Capability 14: Responder Safety and Health

This capability identifies the critical resources needed to ensure that healthcare workers are protected from all hazards. The goal is to assist
healthcare organizations ensure no illnesses or injury to any first receiver, medical facility staff member, or other skilled support personnel
as a result of preventable exposure to secondary trauma, chemical/radiological release, infectious disease, or physical and emotional stress
after the initial incident or during decontamination and incident follow-up.'®

Integration with public health aligns during planning. This is done in coordination with public health, Emergency Management and ESF #8
planners and specifically addresses support that can be provided to healthcare organizations during response to protect healthcare workers.
To integrate this capability, public health and healthcare emergency planners should coordinate how best to address public health and
healthcare worker safety needs during the development of strategically placed caches of equipment, supplies and pharmaceuticals that
would provide timely resource assistance. This is specifically outlined in the functions of Capability 14 from the Healthcare Preparedness
Capability and cross-referenced to the Public Health Preparedness Capability.

Capability 15: Volunteer Management
Volunteer Management is the capability to effectively coordinate the use of volunteers in support of domestic incident management. The
goal is to use volunteers to augment incident operations.'”

Integration with public health aligns during planning. This is done in coordination with public health, Emergency Management and ESF
#8 planners and specifically addresses support that can be provided to healthcare organizations during response to augment healthcare
professional staff. To integrate this capability, public health and healthcare emergency planners should coordinate with healthcare
organizations to determine when and why volunteers would be used to supplement staff at healthcare organizations and then work
towards strategies for their effective use. This is specifically outlined in the functions of Capability 15 from the Healthcare Preparedness
Capability and cross-referenced to the Public Health Preparedness Capability.

Moving Forward

ASPR is committed to strengthening the Nation’s healthcare system preparedness. The Healthcare Preparedness Capabilities: National Guidance
for Healthcare System Preparedness will assist healthcare systems, Healthcare Coalitions and healthcare organizations through their health
departments to develop annual and long-term preparedness plans to guide their preparedness strategies and investments. This guidance
will be refined over time as emerging evidence becomes available to advance our preparedness knowledge.

In this document, the table of contents is hyperlinked to the respective Capability, Function, and Resources Element.
Each capability includes a definition and is followed by the associated functions, tasks, and resource elements.
The Capability is defined as it applies to healthcare organizations, healthcare systems, and Healthcare Coalitions.

The Functions describe the critical elements that need to occur to achieve the capability. The Tasks describe the steps that need to occur to
complete the functions.

15 Target Capabilities List, A companion to the National Preparedness Guidelines; U.S. Department of Homeland Security, Sep 2007. Page 449
16 Target Capabilities List, A companion to the National Preparedness Guidelines; U.S. Department of Homeland Security, Sep 2007. Page 249
17 Target Capabilities List, A companion to the National Preparedness Guidelines; U.S. Department of Homeland Security, Sep 2007. Page 237

U.S. Department of Health and Human Services Healthcare Preparedness Capabilities:

X Office of the Assistant Secretary for Preparedness and Response National Guidance for Healthcare System Preparedness





@8 \nTRODUCTION
1 ODUCTIO

The Resource Elements section lists the resources that may be needed to successfully perform a function and the associated tasks. The
resources are categorized into three elements:

1.Plans or Planning: Elements that should be included in existing operational plans, standard operating procedures, and/or
emergency operations plans

2.Skills and Training: The competencies and skills that may be necessary for personnel and teams to possess to competently deliver
a capability
3.Equipment and Technology: The equipment that may be needed to achieve the capability

The Healthcare Preparedness Capabilities

The Office of the Assistant Secretary for Preparedness and Response’s (ASPR) healthcare preparedness capabilities provide guidance for
healthcare systems, healthcare coalitions and healthcare organizations emergency preparedness efforts. The content is intended to serve as
a planning resource that state and local public health preparedness staff, with their partners in healthcare systems, healthcare coalitions,
and healthcare organizations, can use to assess and enhance their healthcare system preparedness. This guidance is available to support the
Nation’s healthcare and public health system in their planning efforts but with recognition that many jurisdictions across the country have
already developed EOPs that address many emergency management operations. ASPR suggests that future planning follow this guidance to
ensure the integration of healthcare organization priorities into these plans.

This guidance focuses on collaborative planning using healthcare coalitions to represent healthcare organizations during preparedness
efforts. Public health is an essential partner in this collaboration. The following diagram portrays the healthcare coalition role through the
Healthcare Coalitions:

phases of disaster.
DISASTER CYCLE |
Assist HCOs within their Address areas in critical

region to return to normal infrastructure and key
healthcare delivery resource allocation
operations planning that decreases
the vulnerability of the
healthcare delivery

Healthcare Coalitions:

Healthcare Coalitions:

Integrate with ESF#8 and \ Healthcare Coalitions:
the ICS to provide ‘ Preparedness Follow the steps of the

Preparedness Cycle to
effectively mitigate,
respond to and recover
from a disaster

healthcare situational
awareness in order to
inform the decision
making process for the
allocation of resources

Figure 1: The Healthcare Coalition during Disaster
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DISASTER CYCLE: The diagram on the previous page portrays the healthcare coalition role through the phases of disaster that form a
repeating cycle.

= Mitigation: Healthcare Coalitions address areas in critical infrastructure and key resource allocation planning that decreases the
vulnerability of the healthcare delivery

= Preparedness: Healthcare Coalitions: Follow the steps of the Preparedness Cycle to effectively mitigate, respond to and recover from a
disaster

= Disaster occurs

® Response: Healthcare Coalitions integrate with ESF#8 and the ICS to provide healthcare situational awareness in order to inform the
decision making process for the allocation of resources

= Recovery: Healthcare Coalitions assist HCOs within their region to return to normal healthcare delivery operations

U.S. Department of Health and Human Services Healthcare Preparedness Capabilities:
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== CAPABILITY 1: Healthcare System Preparedness

Healthcare system preparedness is the ability of a community’s healthcare system to prepare,
respond, and recover from incidents that have a public health and medical impact in the short
and long term. The healthcare system role in community preparedness involves coordination with
emergency management, public health, mental/behavioral health providers, community and faith-
based partners, state, local, and territorial governments to do the following:

® Provide and sustain a tiered, scalable, and flexible approach to attain needed disaster response and recovery
capabilities while not jeopardizing services to individuals in the community

= Provide timely monitoring and management of resources
= Coordinate the allocation of emergency medical care resources

= Provide timely and relevant information on the status of the incident and healthcare system to key stakeholders

Healthcare system preparedness is achieved through a continuous cycle of planning, organizing and
equipping, training, exercises, evaluations and corrective actions.

Note: For the purposes of this document, the State — unless otherwise noted — refers to the organization and its
partners that represent the interests of healthcare preparedness or hospital preparedness for healthcare organizations
within the State.

Capability Alignment:

Integration with public health aligns during the planning process. This is done in coordination with Emergency Management and ESF #8
planners and is specifically addressed throughout all of the functions in the capability as a collaborative process. The role of the healthcare
coalition is very specific in this capability addressing the first step of planning; forming a collaborative planning group. Public health
agencies are intended to be a part of this collaboration. To integrate this capability, healthcare preparedness planners should strive to
coordinate planning collaboratively throughout the planning process.

Function 1: Develop, refine, or sustain Healthcare Coalitions

Develop, refine, or sustain Healthcare Coalitions consisting of a collaborative network of healthcare organizations and their respective
public and private sector response partners within a defined region. Healthcare Coalitions serve as a multi-agency coordinating group that
assists Emergency Management and Emergency Support Function (ESF) #8 with preparedness, response, recovery, and mitigation activities
related to healthcare organization disaster operations. The primary function of the Healthcare Coalition includes sub-state regional,
healthcare system emergency preparedness activities involving the member organizations. Healthcare Coalitions also may provide multi-
agency coordination to interface with the appropriate level of emergency operations in order to assist with the provision of situational
awareness and the coordination of resources for healthcare organizations during a response.

Function Alignment:
= PHEP Capability 1, Community Preparedness; Function 2: Build community partnerships to support health preparedness

= PHEP Capability 1, Community Preparedness; Function 3: Engage with community organizations to foster public health, medical, and
mental/behavioral health social networks

Supported by:
= PHEP Capability 10, Medical Surge; Function 1, Resource P4: Engage in Healthcare Coalitions

Tasks
Task 1 Form a collaborative preparedness planning group that provides integration, coordination, and organization for the purpose of
regional healthcare preparedness activities and response coordination

Task 2 Provide a regional healthcare multi-agency coordination function to share incident specific healthcare situational awareness to
assist with resource coordination during response and recovery activities
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Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Healthcare Coalition regional boundaries

The State and Healthcare Coalition member organizations identify the geographic boundaries of the Healthcare Coalition. Healthcare
Coalitions are developed around or within a functional service region/area based on unique needs of that region/area. The participation of
the Healthcare Coalition is evidenced by written documents (e.g., charters, by laws or other supporting evidence based documents) that
establish the Healthcare Coalition for the purpose of disaster preparedness. Examples of a region or area may include:

= Healthcare service catchment area = Public Health region/district

= Trauma region = County jurisdiction

= Emergency Medical Service (EMS) region = Emergency Management Agency (EMA) region
= Regional Coordinating Hospital region = Other type of functional service region

P2. Healthcare Coalition primary members

Healthcare organization participation in emergency management preparedness and planning may include formation of Healthcare Coalitions
as a component of a larger planning organization or region (e.g., EMS or EMA regions). This may also include supporting the healthcare
organizations to form Healthcare Coalitions around healthcare delivery areas (e.g., Regional Coordinating Hospital Region, etc.) and obtaining
input for preparedness from relevant response organizations and stakeholders. The State role in Healthcare Coalitions is to form a partnership
with or to provide support for healthcare organizations in the effort for multi-agency coordination for preparedness and response.

P3. Healthcare Coalition essential partner memberships

The State and Healthcare Coalition member organizations encourage the development of essential partner memberships from the
community’s healthcare organizations and response partners. These memberships are essential for ensuring the coordination of
preparedness, response, and recovery activities. Memberships may be dependent on the area, participant availability, and relevance to the
Healthcare Coalition. Prospective partners to engage (assuming they are not already members):

= Hospitals and other healthcare providers ® Support service providers (e.g., laboratories, pharmacies, blood

= EMS providers banks, poison control)

= Emergency Management/Public Safety = Primary care providers

= Community Health Centers

Public health

= |ong-term care providers

= Mental/behavioral health providers

= Private entities associated with healthcare (e.g., Hospital Tribal Healthcare

associations)

Federal entities (e.g., NDMS, VA hospitals, IHS facilities,

® Specialty service providers (e.g., dialysis, pediatrics, woman'’s Department of Defense facilities)

health, stand alone surgery, urgent care)

Note: Active membership from these constituencies are evidenced by written documents such as MOUs, MAAs, I1AAs, letters of agreement, charters,
or other supporting evidence documents

P4. Additional Healthcare Coalition partnerships/memberships

The State and Healthcare Coalition member organizations network with subject matter experts (SMEs) for improved coordination of
preparedness, response, and recovery activities. These memberships may be dependent on the area, participant availability, and the
Healthcare Coalition’s unique needs. Examples of organizations that may be considered include but are not limited to:

= |ocal and state law enforcement and fire services = Volunteer Organizations Active in Disaster (VOAD)

Public Works

Faith-based Organizations (FBOs)

= Private organizations = Community-based Organizations (CBOs)

= Non-governmental organizations Volunteer medical organizations (e.g., American Red Cross)

Non-profit organizations Others partnerships as relevant
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Note: Active membership is evidenced by written documents such as MOUs, MAAs, [AAs, letters of agreement, charters, or other supporting
documents. Evidence based documents demonstrate membership from healthcare subject matter experts or other healthcare organizations from
both the public and private sector

Note: Additional supporting evidence based documents may include correspondence such as emails or meeting minutes but should clearly
demonstrate that SME input has been coordinated

P5. Healthcare Coalition organization and structure
Healthcare Coalition members establish a collaborative oversight and coordination structure. At a minimum, the Healthcare Coalition
oversight and structure should include:

= A Leadership structure determined and appointed by the Healthcare Coalition

= An advisory board-like function with multi-agency representation from members of the Healthcare Coalition

— The advisory board should provide consultative and informed input into key decisions and ensure integrated planning similar to that
of a multi-agency coordinating group

A clear structure that can coordinate with the local and state emergency operations center

— This includes a primary point of contact (POC) and/or a process that serves as the liaison/method to communicate with ESF#8 and
Emergency Operations Centers (EOCs) during response

Clearly defined roles and responsibilities for each participating member as it relates to disaster preparedness, response, and recovery

= Strategies to empower and sustain the Healthcare Coalition as an entity
— Documents that outline the guidelines, participation rules, and roles and responsibilities of each agency in the Healthcare Coalition
— Plans for the financial sustainability of the Healthcare Coalition in the absence of Federal funding

— Processes to implement and document the administrative responsibilities needed to maintain the Healthcare Coalition

P6. Multi-agency coordination during response

The State and the Healthcare Coalition, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders develop a plan to ensure healthcare organizations are represented in incident management decisions during an
incident. Multi-agency coordination will vary depending on the location of the Healthcare Coalition. Options for this type of representation
may include either a response role as a part of Multi-Agency Coordination System (MACS) or by providing plans for incident management
to guide decisions regarding healthcare organization support. Whether the coordination is done through actual response or by planning,
the coordination should guide the protocols for:

= Healthcare organization coordination with ESF #8

= Healthcare organization coordination with incident management at the Federal, state, local, tribal, and territorial government levels
= [nformation sharing procedures between healthcare organizations and incident management

= Resource support to healthcare organizations

Suggested resources:

= Medical Surge Capacity and Capability: The Healthcare Coalition in Emergency Response and Recovery. U.S. Department of Health and
Human Services: http://www.phe.gov/Preparedness/planning/mscc/healthcarecoalition/Pages/default.aspx

= Medical Surge Capacity and Capability: A Management System for Integrating Medical and Health Resources During Large-Scale
Emergencies, 2007: http://www.phe.gov/preparedness/planning/mscc/handbook/pages/default.aspx

= Provisional Criteria for the Assessment of Progress toward Healthcare Preparedness. Center for Biosecurity of UPMC. Assessment Criteria
| December 2009

= The Next Challenge in Healthcare Preparedness: Catastrophic Health Events. Center for Biosecurity of UPMC. Preparedness Report |
January 2010: http://www.upmc-biosecurity.org/website/resources/publications/2010/pdf/2010-01-29-prepreport.pdf

U.S. Department of Health and Human Services Healthcare Preparedness Capabilities:
Office of the Assistant Secretary for Preparedness and Response National Guidance for Healthcare System Preparedness





== CAPABILITY 1: Healthcare System Preparedness

Function 2: Coordinate healthcare planning to prepare the healthcare system for a disaster

Coordinate with emergency management to develop local and state emergency operations plans that address the concerns and unique
needs of healthcare organizations. Plans should encompass the ability to deliver essential healthcare services during a response. This
includes the assessment phases of planning to determine needs and priorities of healthcare organizations and the development of
operational courses of action used during responses.

Function Alignment:
PHEP Capability 1, Community Preparedness, Function 1: Determine the risks to the jurisdiction

Tasks
Task 1  Engage relevant response and healthcare partners to assess the probability of hazards deemed likely to affect the healthcare
delivery capability within a geographic area and prioritize response and mitigation activities given available resources

Task 2 Engage healthcare partners to coordinate healthcare planning efforts with local and state emergency operations planning to
integrate healthcare organization priorities and unique needs into response and recovery operations

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Healthcare system situational assessments

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response partners,
and stakeholders, coordinate to develop a situational assessment of the local healthcare delivery areas that comprise the Healthcare Coalition
regions. A coordinated healthcare situational assessment is adapted from the local hazard vulnerability assessments and risk assessments. The
assessment includes a prioritization of threats to the community’s ability to deliver healthcare during response. The assessment also includes
estimates of casualties and fatalities based on the identified risks. The components of the situational assessment include:

Regional (planning area) characteristics such as:

= Demographics of the planning area including identification of at-risk individuals that may require special medical needs

m Specific characteristics regarding at-risk individuals and those with special medical needs (e.g., dialysis center locations and access,
nursing home locations and access). For supporting information, please see Function 7 in this Capability

® Ceographical characteristics that may impede healthcare delivery (e.g., flood plains, poor road conditions)

Coordination and integration of healthcare assessments with the appropriate local hazard vulnerability assessment (HVAs) and risk
assessments should include:
» The following incident scenarios:

— Local natural and human-caused hazards
— Priority natural and human-caused catastrophic health incidents

— Scenarios in which the community is cut off from outside support and/or the basic infrastructure is disrupted

= [ntegration with local HVA/risk assessment and include the needs of at-risk and vulnerable individuals

Joint analysis and prioritization of the threats to the community using common healthcare planning assumptions from the State and
healthcare organizations

Identification and integration of the priority healthcare assets and essential services into the assessment (For supporting information,
please see Function 3 in this Capability)

= Coordinate with ongoing public health risk assessment initiatives (For supporting information, please see PHEP Capability 1 —
Community Preparedness)

® Estimates of the anticipated number of casualties that contribute to surge and fatality management planning (based on identified and

prioritized risks).

Note: The situational assessment, which includes the risk assessment or HVA, casualty estimates, and the development of healthcare priorities, is used
to determine future preparedness activities including planning, training, exercising and equipping
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Suggested resources:
® Hazard Risk Assessment Instrument Workbook: http://www.cphd.ucla.edu/hrai.html

= FEMA: Understanding Your Risks: Identifying Hazards and Estimating Losses: http://www.fema.gov/library/viewRecord.do?id =1880
P2. Healthcare System disaster planning
The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response

partners, and stakeholders, collaborate to develop local and state all-hazards and ESF #8 plans. Plans should include, but are not limited to
the following elements that:

= |nclude healthcare organizations objectives and priorities for response based on the HVA and risk assessment

= Assist healthcare organizations to perform capabilities required to prevent, protect against, respond to, and recover from all-hazards
events when and where they are needed

= Coordinate vertically and horizontally with appropriate departments, agencies, and jurisdictions

= Provide a process to request local, state, and Federal assistance for healthcare organizations

= Provide the processes for requesting assistance from community partners and stakeholders and other healthcare organizations

= Coordinate healthcare organization operations with the local or state emergency operations center to assist with disaster response
= Define healthcare organization roles and responsibilities for response

= Coordinate the development of annexes that include specific healthcare delivery priorities including but not limited to:

Medical Surge Management

Information Management

Communications
— Continuity of Operations

— Fatality Management

Suggested resources:
= National Incident Management System. U.S. Department of Homeland Security. Dec 2008: http://www.fema.gov/pdf/emergency/nims/
NIMS_core.pdf

= National Response Framework. U.S. Department of Homeland Security. Jan 2008: http://www.fema.gov/pdf/emergency/nrf/nrf-core.pdf

= Developing and Maintaining Emergency Operations Plans, Comprehensive Preparedness Guide (CPG) 101, Version 2.0, November 2010
(CPG 101, V.2): http://www.fema.gov/pdf/about/divisions/npd/CPG_101_V2.pdf

= Presidential Policy Directive/PPD-8: http://www.dhs.gov/xabout/laws/gc_1215444247124.shtm

Function 3: Identify and prioritize essential healthcare assets and services

Identify and prioritize healthcare assets and essential services within a healthcare delivery area or region (Healthcare Coalition area).
Coordinate planning to protect and enhance priority healthcare assets and essential services in order to ensure continued healthcare
delivery to the community during a disaster.

Function Alignment:
Unique Function to HPP. Has similar objectives in PHEP Capability 1, Community Preparedness, Function 1: Determine the risks to the
jurisdiction

Tasks

Task 1 Identify and prioritize the essential healthcare assets and services of the community

Task 2 Coordinate planning and preventative measures to assist with the protection of prioritized healthcare assets and essential services
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Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Identify and prioritize critical healthcare assets and essential services

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, perform community healthcare assessments to identify and prioritize healthcare assets and essential services
that are vital for healthcare delivery. These assessments should identify the following critical services and key resources (not inclusive):

m Critical medical services (e.g., trauma, radiology, critical care, surgery, pediatrics, EMS, decontamination, isolation)

Critical medical support services (e.g., patient transport services, pharmacy, blood banks, laboratory, medical gas suppliers)

Critical facility management services (e.g., power, water, sanitation, generators, heating, ventilation, and air conditioning (HVAC), elevators)

Critical healthcare information systems for information management/communications (e.g., failover and back up, remote site hosting)

Key healthcare resources (e.g., staffing, equipment, beds, medical supply, pharmaceuticals)

P2. Priority healthcare assets and essential services planning

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain resource management processes to assist healthcare organizations with resources
support. This support should assist healthcare organizations to maintain the priority healthcare assets and continue essential services during
a response. Coordinated plans for resource assistance (e.g., space, staffing, equipment, supplies, services and systems) should include but is
not limited to the following elements:

® Processes for healthcare organizations to quickly restore essential medical services in the aftermath of an incident

= Strategies for resource allocation that assist with the continued delivery of essential services during response

® Processes for healthcare organizations to request assistance and activate resource agreements to improve access to resources and
emergency supply lines

— The objective should be to extend operational ability well past the 96 hour standard (The Joint Commission EM.02.01.01 EP3) and if
possible up to recovery

= Options for healthcare organizations to obtain assistance from a local or regional cache if available

® Processes to coordinate with healthcare organizations to assist with the movement of patients to alternate locations to receive critical
medical treatment or evaluation (e.g., radiology, critical care)

® Processes to assist healthcare organizations with the decompression (clearing) of critical beds by assisting with the movement of patients
to alternate facilities (For supporting information, please see Capability 10 — Medical Surge)

® Processes to assist healthcare organizations with the provision of special services/teams to support patient care and treatment (e.g., DMAT
Teams, mobile radiology, mobile pharmacy, transportation, etc.)

® Processes to disseminate Federal-, state- and regional-based pharmaceutical caches and medical supplies
E1. Equipment to assist healthcare organizations with the provision of critical services
The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response

partners, and stakeholders, assess the need for equipment that can be used to assist healthcare organizations with essential services in a
disaster. This equipment may include but is not limited to:

® Equipment that can provide specialty medical services (e.g., mobile pharmacy)
= Equipment that can deliver power, HVAC, potable water, provide food storage, or other equipment that sustain essential patient services

m Systems that can provide redundant communication and information management capability (e.g., failover and back up, remote site
hosting)

= Medical equipment, medical supply, and pharmaceuticals

= Equipment to secure caches of critical medical supplies and pharmaceuticals and provide necessary environmental storage devices to
maintain the appropriate environment (climate control)
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Function 4: Determine gaps in the healthcare preparedness and identify resources for mitigation of
these gaps

Perform resource assessments and develop plans to assist healthcare organizations address gaps associated with planning, training, staffing,
and equipping that improve resource availability during response and recovery. This is an ongoing process in the preparedness cycle guided
by healthcare organization resource needs. These needs are based on the outcome of gap analysis, the evaluation of training, exercises, and
actual incidents or events, and subsequent corrective actions.

Function Alignment:
Unique Function to HPP. Has similar objectives in PHEP Capability 3, Emergency Operations Coordination and Capability 10, Medical Surge

Tasks
Task 1 Perform a resource assessment by analyzing healthcare organization needs and evaluating exercises, training, and actual incidents
or events to determine gaps and corrective action

Task 2  Deconflict resources by ensuring response resources are not over allocated to multiple stakeholders within the community

Resource Elements: Plans (P), Equipment (E), Skills (S)
P1. Healthcare resource assessment
The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, perform an healthcare organization resource assessment in order to identify:
= Healthcare organization resource gaps for incident response including those in:
— Communication
— Transportation

— Manpower (e.g., stabilize/maintain staff after an event)

Equipment and supplies

Surge or alternate care Space

Specialty services

— Other resources identified by the gap analysis/corrective actions
= Categorization of the available assets within the region that could be used to address resource gaps
= Available resource assistance from accessible public or private caches
= Mutual aid agreements for resources from public and private sector (if the healthcare organization is willing to participate)
= |ocal, state, and Federal resources available through the appropriate request process
= Deconfliction of over allocated resources (competing priorities for the same resource at the same time)
Suggested resources:
= Agency for Healthcare Research and Quality, Emergency Preparedness Resource Inventory (EPRI): http://www.ahrq.gov/research/epri

= Agency for Healthcare Research and Quality, Hospital Surge Model. Pandemic, IED attacks, terrorism related to CBRNE: http://www.ahrg.
gov/prep/hospsurgemodel

= Agency for Healthcare Research and Quality, Public Health Emergency Preparedness links, guides, models, other: http://www.ahrqg.gov/
prep

= CDC Division of Emergency Preparedness and Response, Community Assessment Tool for planners to use during a pandemic event and
healthcare capability assessments in general: http://emergency.cdc.gov/healthcare/communityplanner.asp
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P2. Healthcare resource coordination

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain coordinated resource processes that assist healthcare organizations to effectively
obtain resources during response and recovery. This should include processes to assist healthcare organizations to:

= |mmediately request and obtain resources from available caches
® Retain viable options for resource allocation and sharing that involves the community, private sector, and other stakeholders

® Request resources from the local, state, and Federal level of emergency operations (e.g., NDMS)
For supporting information, please see Capability 3 — Emergency Operations Coordination

P3. Address healthcare information gaps
The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, and relevant response
partners and stakeholders, develop, refine, and sustain plans that address information gaps in order to:

= Ensure communication and data interoperability for healthcare and response partners

® Assist with information sharing between local and state partners during an incident or event

For supporting information, Please see Capability 6 — Information Sharing

Function 5: Coordinate training to assist healthcare responders to develop the necessary skills in order
to respond

Coordinate training for healthcare responders and supporting agencies in order to provide the required knowledge, skills, and abilities
needed to prepare and respond to a disaster. Training curriculums are based on assessments, strategies, improvement plans, and ongoing
evaluation efforts. Training is coordinated with ongoing training initiatives from healthcare and response partners. Training should include
appropriate National Incident Management System (NIMS) or equivalent training.

Function Alignment:
PHEP Capability 1, Community Preparedness; Function 4: Coordinate training or guidance to ensure community engagement in
preparedness efforts

Tasks
Task 1 Assist with the provision of National Incident Management System training for healthcare organizations in order to refine and
improve response knowledge, skills, and abilities in accordance with the National Response Framework (NRF)

Task 2 Assist with the provision of training for healthcare organizations based on existing response gaps in order to improve and refine
required response knowledge, skills, and abilities

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Healthcare organization — National Incident Management System (NIMS) training

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain healthcare strategies that assist healthcare organizations with NIMS training. This
includes processes and strategies to:

= Promote NIMS adoption with healthcare organizations
= Support NIMS implementation with healthcare organizations

® Assist healthcare organizations to revise and update healthcare organization Emergency Operation Plans to incorporate NIMS and NRF
components

® Assist healthcare organizations develop, refine, and sustain interagency mutual aid agreements, (e.g., agreements with public, private
sector, and nongovernmental organizations)
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= Assist healthcare organizations with FEMA 100, 200, and 700 level training or equivalent training
® Assist healthcare organizations with FEMA 800 level training or equivalent training
= |ntegrate NIMS concepts and principles into healthcare organization-related training and exercises

= Promote and encourage healthcare organization protocols, equipment, communication, and data interoperability to facilitate the
collection and distribution of consistent and accurate information with state and local partners during an incident

= Promote the application of common and consistent terminology during response

= Ensure all emergency incidents, exercises, and preplanned (recurring/special) events are managed with a consistent application of ICS
organizational structures, doctrine, processes, and procedures

® Assist healthcare organizations with adoption of the principle of Public Information, facilitated by the use of the Joint Information System
(JIS) and Joint Information Center (JIC)

S1. Training to address healthcare gaps and corrective actions

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, provide training to address identified healthcare response gaps and corrective actions. Training should be based
on the specific needs (i.e.,.knowledge, skills, and abilities) identified by healthcare organizations

Suggested resources:
= NIMS Implementation Activities for Hospitals and Healthcare Systems http://www.fema.gov/pdf/emergency/nims/imp_hos.pdf

= National Incident Management System. U.S. Department of Homeland Security. Dec 2008: http://www.fema.gov/pdf/emergency/nims/
NIMS_core.pdf

= National Response Framework. U.S. Department of Homeland Security. Jan 2008: http://www.fema.gov/pdf/emergency/nrf/nrf-core.pdf

= Homeland Security Presidential Directive 21: Public Health and Medical Preparedness, Sections 36-39: http://www.dhs.gov/xabout/laws/
gc_1219263961449.shtm#1 (Note: National Center for Disaster Medicine and Public Health referenced in this document)

Function 6: Improve healthcare response capabilities through coordinated exercise and evaluation

Coordinate an exercise, evaluation, and corrective action program to continuously improve healthcare preparedness, response, and
recovery. Exercises should assess and validate the effectiveness and efficiency of capabilities and the adequacy of policies, plans,
procedures, and protocols. Exercises should be coordinated vertically and horizontally with healthcare and emergency response partners.
Evaluation and improvement planning should track corrective actions associated with identified healthcare capability deficiencies observed
during exercises and incidents. Corrective actions provide the means to improve medical operational preparedness to perform critical
healthcare response tasks. Corrective actions also contribute to the continuous preparedness cycle by ensuring updated strategies and plans
are incorporated into new preparedness-building activities.

Function Alignment:
PHEP Capability 2, Community Recovery; Function 3: Implement corrective actions to mitigate damages from future incidents

Tasks

Task 1 Coordinate and implement capability based exercises that test disaster planning efforts
Task 2  Utilize a coordinated evaluation method to evaluate exercises and actual incident responses

Task 3 Address findings from gap analysis and subsequent corrective actions to revise planning, training, and exercises to minimize
response gaps
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Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Exercise plans

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain coordinated exercise plans to guide exercise implementation. Coordinated exercise
plans should include but are not limited to the following elements:

= An exercise schedule = An approach for testing healthcare system capabilities

= An annual update plan = Roles and responsibilities of the participating healthcare entities
P2. Exercise implementation and coordination

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant

response partners, and stakeholders, should exercise capabilities based on identified gaps and subsequent corrective actions. Exercise
implementation and coordination should include:

® Exercises based on the guidance and concepts of HSEEP or equivalent program
= The encouragement of healthcare organization participation to address gaps in capabilities
= Horizontal and vertical coordination with relevant response partners and stakeholders to include Federal, state and local response teams.

(i.e.. DMATs)

Suggested Resource:
= Homeland Security Exercise and Evaluation Program (HSEEP) guidelines: https://hseep.dhs.gov/pages/1001 HSEEP7.aspx

P3. Evaluation and improvement plans

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, implement evaluation methods to inform risk assessments, manage vulnerabilities, allocate resources, and guide
the elements of preparedness. Evaluation methods should include but are not limited to:

m HSEEP or equivalent, based capability assessment guidance

= The coordination of After Action Reports (AAR) for exercises/actual incidents

= The coordination of improvement plans for exercises/actual incidents

® The integration of findings from the improvement plan into the next planning, training, exercise, and resource allocation cycle

Suggested Resource:
= Homeland Security Exercise and Evaluation Program (HSEEP) guidelines: https://hseep.dhs.gov/pages/1001 HSEEP7.aspx

P4. Best practice and lessons learned sharing
The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain a means to share best practices and lessons learned.

Suggested resource:
® FEMA Lessons Learned Information Site (LLIS) at https://www.llis.dhs.gov/dhs.gov/

S1. Exercise and evaluation training

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, provide exercise and evaluation training to assist healthcare organizations with the concepts of exercise
coordination, implementation, and evaluation.

Suggested Resource:
= Homeland Security Exercise and Evaluation Program (HSEEP) guidelines: https://hseep.dhs.gov/pages/1001 HSEEP7.aspx
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Function 7: Coordinate with planning for at-risk individuals and those with special medical needs

Participate with planning to address at-risk individuals and those with special medical needs whose care can only occur at healthcare
facilities. This includes coordination with public health and ESF#6 mass care planning to determine the transfer and transport options for
individuals with special medical needs to and from shelters/healthcare facilities. It also includes continued involvement with public health
planning initiatives for at-risk individuals with functional needs so that assistance or guidance can be provided to healthcare organizations
regarding activity that may affect healthcare.

Function Alignment:
Unique Function to HPP. PHEP capabilities address At-Risk individuals in multiple capabilities

Tasks
Task 1 Participate in the planning process that identifies and determines multiple care options for individuals with special medical needs
that are not suitable for mass care shelters and require care at medical facilities during incidents

Task 2 Participate in coordinated planning with public health and ESF#6 agencies to determine protocols for the transfer of patients
between mass care and healthcare settings during a disaster

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Healthcare planning for at-risk individuals and functional needs

The State and Healthcare Coalitions, in coordination with healthcare organizations, ESF #6, public health, emergency management, ESF
#8, relevant response partners, and stakeholders, participate in planning to determine the appropriate protocols regarding individuals with
functional needs so that assistance and guidance can be provided to healthcare organizations upon request.

Suggested resources:
= ASPR Office for At-Risk Individuals, Behavioral Health, and Human Services Coordination (ABC), At-risk Individuals: http://www.phe.gov/
Preparedness/planning/abc/Documents/AtRisk.pdf

= Guidance on Planning for Integration of Functional Needs Support Services in General Population Shelters: http://www.fema.gov/pdf/

about/odic/fnss_guidance.pdf

P2. Special medical needs planning
The State and Healthcare Coalitions, in coordination with healthcare organizations, engage with the appropriate agencies and participate in
planning for individuals having special medical needs and whose care can only occur at healthcare facilities. Plans should include:

= Courses of action to ensure individuals will be seen by the appropriate healthcare personnel during an incident

= Coordination with EMS to improve transport capabilities

= Coordination with alternative transportation capable of supporting individuals with special medical needs

= Coordination with public health and ESF#6 mass care planning to determine the transfer and transport options and protocols for

individuals with special medical needs to and from shelters/healthcare facilities

Suggested resources:
= ASPR Office for At-Risk Individuals, Behavioral Health, and Human Services Coordination (ABC), Special Medical Needs: Definitions and
Related Terms: http://www.phe.gov/Preparedness/planning/abc/Documents/SpecialMedicalNeeds.pdf

= Guidance on Planning for Integration of Functional Needs Support Services in General Population Shelters: http://www.fema.gov/pdf/
about/odic/fnss_guidance.pdf
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()
Healthcare system recovery involves the collaboration with Emergency Management and other .
community partners, (e.g., public health, business, and education) to develop efficient processes
and advocate for the rebuilding of public health, medical, and mental/behavioral health systems to
at least a level of functioning comparable to pre-incident levels and improved levels where possible.

The focus is an effective and efficient return to normalcy or a new standard of normalcy for the

provision of healthcare delivery to the community.

Note: For the purposes of this document, the State — unless otherwise noted — refers to the organization and its
partners that represent the interests of healthcare preparedness or hospital preparedness for healthcare organizations
within the State.

Capability Alignment:

In this capability, integration with public health aligns during the planning process and response/recovery operations. This is done in
coordination with Emergency Management and ESF #8 planners and responders and is specifically addressed throughout both functions
as a collaborative process. To integrate this capability, public health and healthcare emergency planners should coordinate recovery plans
that aim to revitalize and rebuild the public health and medical system of the community. Both functions in the Healthcare Preparedness
Capabilities align with the processes in the Public Health Preparedness Capabilities.

Function 1: Develop recovery processes for the healthcare delivery system

Identify healthcare organization recovery needs and develop priority recovery processes to support a return to normalcy of operations or a
new standard of normalcy for the provision of healthcare delivery to the community.

Function Alignment:
PHEP Capability 2, Community Recovery; Function 1: Identify and monitor public health, medical, and mental/behavioral health system
recovery needs

Tasks

Task 1 Assess the impact of an incident on the healthcare systems ability to deliver essential services to the community and prioritize
healthcare recovery needs

Task 2 Promote healthcare organization participation in state and/or local pre- and post-disaster recovery planning activities as described
in the National Disaster Recovery Framework (NRDF) in order to leverage recovery resources, programs, projects, and activities

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Healthcare recovery planning

The State, in coordination with Healthcare Coalitions, healthcare organizations, emergency management, local, state, and Federal recovery
coordinators, relevant response partners, and stakeholders, participate in the process to develop recovery plans that integrate healthcare
recovery priorities. These plans should include but are not limited to the following elements:

= Assessment of the local healthcare system(s) to identify risks and vulnerabilities that may impede recovery (For supporting information,
please see Capability 1 — Healthcare Preparedness)

Identification of local, state and Federal disaster recovery coordinators that will provide recovery assistance

= A process to communicate needs with disaster recovery coordinators

Identification of community and government partners for recovery support, resources, and systems

Coordination with health licensing and regulation agencies for guidance with recovery processes

= Coordination with recovery partners and partner healthcare organizations to develop collaborative strategies for the continued delivery
of essential healthcare services post-disaster (For supporting information, please see Capability 1 — Healthcare Preparedness)
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Suggested resources:
= National Disaster Recovery Framework (NDRF): http://www.fema.gov/recoveryframework/index.shtm

= Continuity Guidance Circular 1 (CGC 1), Continuity Guidance for Non-Federal Entities (States, Territories, Tribal, and Local Government
Jurisdictions and Private Sector Organizations), January 2009: http://www.fema.gov/pdf/about/org/ncp/cont_guidancel.pdf

Note: The continuation of private sector organization business functions (e.g., business continuity) is addressed within this document

P2. Assessment of healthcare delivery recovery needs post disaster

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, local, state, and Federal
recovery coordinators, relevant response partners, and stakeholders, perform an assessment of healthcare organizations recovery needs
post-disaster. This process should include but is not limited to the following elements:

= Coordination with healthcare organizations to identify immediate operating needs for the delivery of essential healthcare services
= Coordination with partner healthcare organizations to identify possible long-term healthcare recovery priorities

= Processes to communicate healthcare recovery priorities to the local and state agencies responsible for recovery

P3. Healthcare organization recovery assistance and participation

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, local, state, and Federal
recovery coordinators, relevant response partners, and stakeholders, participate in the development of processes to provide assistance
when available and requested by healthcare organizations to enable effective and rapid recovery support. This process may include but is
not limited to the following elements:

= State promotion of the National Disaster Recovery Framework (NRDF) process

® Assistance to healthcare organizations to communicate recovery needs to the local, state or Federal disaster recovery coordinator

= |mplementation of plans to assist healthcare organizations with the process to request and obtain resources (if available) and continue
the delivery of essential services (For supporting information, please see Capability 3 — Emergency Operations Coordination)
— The plan should encompass multiple sources of resource support until normal operations can be resumed. This should be based on the

priorities of the healthcare system but may be unsupportable depending on the disaster impact (damage and cost)

= Provide guidance to healthcare organizations for the completion of the State and/or Federal processes for reimbursement, reconstitution,
and resupply when requested. This does not imply a responsibility of reimbursement, reconstitution or resupply, but rather creates a
process for it

= Development of risk mitigation strategies based on corrective actions

Note: An assistance process does not imply that the State or Healthcare Coalition is responsible for reconstitution of a healthcare organization. It only
addresses assistance with the processes to recover.

Suggested resources:
= National Disaster Recovery Framework (NDRF): http://www.fema.gov/recoveryframework/index.shtm

= Presidential Policy Directive (PPD)8: http://www.dhs.gov/xabout/laws/gc_1215444247124.shtm

Function 2: Assist healthcare organizations to implement Continuity of Operations (COOP)

Maintain continuity of the healthcare delivery by coordinating recovery across functional healthcare organizations and encouraging
business continuity planning. COOP guides how key resources from governmental, non-governmental, and private sector agencies can be
used to support the sustainment and reestablishment of essential services for healthcare organizations. This coordination assists healthcare
organizations to maintain their functional capabilities during, and after an all hazards incident and enables a rapid and more effective
recovery.
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Suggested resource:
= Continuity Guidance Circular 1 (CGC 1), Continuity Guidance for Non-Federal Entities (States, Territories, Tribal, and Local Government
Jurisdictions and Private Sector Organizations), January 2009: http://www.fema.gov/pdf/about/org/ncp/cont_guidancel.pdf

Note: The continuation of private sector organization business functions (e.g., business continuity) is addressed within this document

Function Alignment:
PHEP Capability 2, Community Recovery; Function 1, Resource P3: Continuity of Operations Plans

Tasks

Task 1 Identify the healthcare essential services that must be continued to maintain healthcare delivery following a disaster

Task 2 Encourage healthcare organizations to identify the components of a fully functional COOP and develop corresponding plans for
implementation

Task 3 If a disaster notice can be provided, alert healthcare organizations within communities threatened by disaster and if requested
and feasible, assist them with the activation of COOP such that healthcare delivery to the community is minimally impacted

Task 4 Develop coordinated healthcare strategies to assist healthcare organizations transition from COOP operations to normalcy or the
new norm for healthcare operations

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. COOP planning assistance for healthcare organizations

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders participate with the development of coordinated plans to assist healthcare organizations with COOP plan
development and COOP operations. These plans may include but are not limited to the following elements:

= Coordination with healthcare organizations to assess COOP capabilities

= Guidance to healthcare organizations for COOP planning

= Coordination of healthcare COOP plans with local and state emergency operation and ESF #8 plans

® Assistance to healthcare organizations for the development of COOP sites if requested

® Processes to request and obtain resources during COOP

= Communication protocols for healthcare organizations to communicate with the relevant response partners and stakeholders during COOP
P2. Healthcare organization COOP implementation assistance

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain processes to assist with the implementation of coordinated COOP strategies that

assist activation, relocation and continuity of operations for healthcare organizations. These processes should include but are not limited to
the following elements:

= Alert and notification procedures for COOP activation
= Monitoring COOP operations

® Processes to provide assistance to healthcare organizations during COOP operations when requested and available
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== CAPABILITY 2: Healthcare System Recovery

= A means to recognize and understand healthcare organizations shelter-in-place operations and alternate care site operations plans
including (assumes healthcare organization cooperation to share plans):

Orders of successions and delegations of authorities

Location of continuity facilities

Continuity communications plan
— Continuity staffing plan (Human capital)

— Reduced/altered operations for in-facility movement of service (devolution plan)

Plan for management of vital services

= Coordinated strategies for assisting healthcare organization during devolution operations if any can be provided

Suggested Resource:
= Continuity Guidance Circular 1 (CGC 1), Continuity Guidance for Non-Federal Entities (States, Territories, Tribal, and Local Government
Jurisdictions and Private Sector Organizations), January 2009: http://www.fema.gov/pdf/about/org/ncp/cont_guidancel.pdf

P3. Healthcare organization recovery assistance

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, respective recovery
coordinators, relevant response partners, and stakeholders, participate with the development of a plan to assist with recovery and
reconstitution of healthcare essential services to the impacted region. COOP recovery plans should include but are not limited to the
following elements:

= |dentification of healthcare organizations healthcare recovery needs to move from COOP to normal operations
= Assistance to healthcare organizations for the return from continuity operations to normal operations if requested and available
= Guidance to assist healthcare organizations with the process for reimbursement, reconstitution, or resupply for the transition from COOP

to normal operations

Suggested resources:
National Disaster Recovery Framework (NDRF): http://www.fema.gov/recoveryframework/index.shtm
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== CAPABILITY 3: Emergency Operations Coordination -

Emergency operations coordination regarding healthcare is the ability for healthcare organizations .
to engage with incident management at the Emergency Operations Center or with on-scene

incident management during an incident to coordinate information and resource allocation for

affected healthcare organizations. This is done through multi-agency coordination representing
healthcare organizations or by integrating this coordination into plans and protocols that guide

incident management to make the appropriate decisions. Coordination ensures that the healthcare
organizations, incident management, and the public have relevant and timely information about

the status and needs of the healthcare delivery system in the community. This enables healthcare
organizations to coordinate their response with that of the community response and according to the
framework of the National Incident Management System (NIMS).

Note: For the purposes of this document, the State — unless otherwise noted — refers to the organization and its
partners that represent the interests of healthcare preparedness or hospital preparedness for healthcare organizations
within the State.

Capability Alignment:

Integration with public health aligns during the planning process and response operations. This is done in coordination with Emergency
Management and ESF #8 planners and is specifically addressed with planning that determines how healthcare organizations priorities
and needs are represented in response. To integrate this capability, public health and healthcare emergency planners should coordinate
response plans with Emergency Management and ESF #8 to ensure there is a united public health and medical response during incidents.

Function 1: Healthcare organization multi-agency representation and coordination with emergency
operations

Coordinate the protocols and criteria for the multi-agency representation of healthcare organizations into local and state emergency
operations during an incident response.

Suggested resources:
= National Incident Management System. U.S. Department of Homeland Security. December 2008: http://www.fema.gov/pdf/emergency/
nims/NIMS_core.pdf

= National Response Framework. U.S. Department of Homeland Security. Jan 2008: http://www.fema.gov/pdf/emergency/nrf/nrf-core.pdf

= Presidential Policy Directive/PPD-8: http://www.dhs.gov/xabout/laws/gc_1215444247124.shtm

Function Alignment:
PHEP Capability 3, Emergency Operations Coordination; Function 2: Activate public health emergency operations

Tasks
Task 1 Determine the process for healthcare organizations representation with local and state emergency operations during an incident
response

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Healthcare organization multi-agency coordination during response

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain a plan to determine how multi-agency coordination and representation for
healthcare organizations should be activated and integrated into local and state emergency operations during an incident response. This
plan should include, but is not limited to the following elements:

® Processes to determine healthcare organization representation in the local and state Emergency Operations Centers (EOCs). This may include:

— Representation of the Healthcare Coalition on behalf of the healthcare organizations that integrates with Multi-Agency Coordination
Systems (MACS) at the local and state EOCs upon request
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== CAPABILITY 3: Emergency Operations Coordination

— Other methods of representation as decided by the individual healthcare organizations
= |dentification of resource needs that require multi-agency coordination and representation of healthcare organizations

® Processes to request and activate multi-agency coordination

P2. Healthcare organization and emergency operations decision coordination

The State and Healthcare Coalition, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, determine how decisions regarding healthcare organization information and resource management are
coordinated and integrated into emergency operations. This coordination is initiated by either multi-agency representation of healthcare
organizations at the EOC or by plans and protocols that assist incident management with an incident response.

Function 2: Assess and notify stakeholders of healthcare delivery status

Assess the incident’s impact on healthcare delivery in order to determine immediate healthcare organization resource needs and the status
of healthcare delivery during an incident response. This includes assisting with the creation of the incident common operating picture and
developing the processes for notification and information exchange between relevant response partners, stakeholders, and healthcare
organizations.

Function Alignment:
PHEP Capability 3, Emergency Operations Coordination; Function 4: Manage and sustain the public health response

Tasks
Task 1 During an incident, implement information sharing processes that supports ongoing communication to inform local incident
management of the operational status and resource needs of healthcare organizations

Task 2 During an incident, implement information sharing processes that supports ongoing communication to inform healthcare
organizations about the status of the incident and of healthcare delivery in the community

Task 3 During an incident, implement coordinated information sharing processes that provide relevant and timely healthcare messages to
the community and other stakeholders through a Joint Information System (JIS)

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Healthcare organization resource needs assessment

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain a coordinated plan that can be used by emergency operations to quickly assess the
status and needs of healthcare organizations within the community during an incident response. This plan should include, but is not limited
to the following elements:

= Protocols to ensure appropriate multi-agency coordination for emergency response and recovery operations
= Protocols to communicate the operational status of healthcare organizations

= Protocols to communicate the resource needs of affected healthcare organizations at the outset of any emergency
For supporting information, please see Capability 6 — Information Sharing

P2. Incident information sharing
The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, response partners,
and stakeholders, develop, refine, and sustain a plan to provide healthcare organizations with relevant and timely incident information.

The plan may include but is not limited to processes to communicate:
= The status of the incident ® The level of healthcare organization activation that may be
= The status of operations of partner healthcare organizations required to respond

= Availability of resources to perform response operations
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P3. Community notification of healthcare delivery status

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain a plan for communication that provides a unified message about the status of
healthcare delivery through a Joint Information System (JIS) for dissemination to the community.

Note: This does not override a healthcare organizations ability to provide messages to the community but encourages “one voice” during public
messaging as advocated by NIMS

Suggested resource:
m |S—702.A NIMS Public Information: http://training.fema.gov/EMIweb/I1S/1S702a.asp

Function 3: Support healthcare response efforts through coordination of resources

Coordinate resource allocation for healthcare organizations by assisting incident management with decisions regarding resource availability
and needs. This process should continue throughout incident response and recovery; including ongoing coordination to track resources for
decision-making and optimal resource allocation.

Function Alignment:
PHEP Capability 3, Emergency Operations Coordination; Function 4: Manage and sustain the public health response

Tasks
Task 1 Implement processes that assists local and state incident management to identify resource gaps and allocate available resources
for healthcare organizations when requested during a response

Task 2 Implement the Healthcare Coalition’s process to allocate resources, if any, and coordinate with emergency management and other
response partners

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Identify available healthcare resources

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, determine resource availability to address resource gaps during response. This should include but is not limited
to the following elements:

= |dentification of available resources from accessible public or private caches

= |dentification of mutual aid processes for resources from the public and private sector (assuming healthcare organizations would participate)
» |dentification of local, state, and Federal resources through the appropriate request process

= Deconfliction of over allocated resources (competing priorities for the same resource at the same time)

= |dentification of assets that the Healthcare Coalition has the authority to allocate

= |dentification of regional mobile medical assets and caches of medical equipment and supplies

= |dentification of processes to utilize the State’s volunteer management system to identify trained, credentialed staff to assist with patient
care or other duties during surge operations (Capability 15 — Volunteer Management)

= [dentification of other regional resource management processes (redundant sources of supply)
For supporting information, please see Capability 1 — Healthcare Preparedness

P2. Resource management implementation
The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, implement processes for resource management that include but are not limited to the following elements:

= Coordinate assistance for resources from locally available caches when requested and available

m Assist healthcare organizations with implementation of mutual aid processes upon request
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= Allocate locally controlled assets through the Healthcare Coalition (if authorized)
® Assist local, state, and Federal incident management with coordination of resource requests from healthcare organizations

= Utilize alternate sources of resources (e.g., emergency supply chains and private vendor support for critical resources such as equipment,
supplies, space or other resource) if requested and available

P3. Public health resource support to healthcare organizations

The State and Healthcare Coalition, in coordination with healthcare organizations, public health emergency management, ESF #8, relevant
response partners, and stakeholders, develop, refine, and sustain a plan to coordinate with the State and local health departments in order
to request support services, guidance and/or resources for public health related requirements. This should include but is not limited to the

following elements:

= Surveillance services (e.g., daily monitoring and coordination with public health during incidents requiring bio-surveillance)

Epidemiological investigation

Public health laboratory services

= Guidance on prevention measures for injury, infectious disease, and other major health threats during an incident

Alternate care sites

Other requirements that necessitate support from the local and state health departments

P4. Managing and resupplying resource caches

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain a coordinated plan that assists healthcare organizations by managing and
resupplying caches. This should include but is not limited to the following elements:

= Processes to track, record, and effectively inventory available resources for healthcare organization use during emergency operations
= Coordination with the appropriate agencies for the resupply of specific caches (e.g., Strategic National Stockpile)
= Processes for the rapid resupply of depleted resources if and when available

= Processes to replace outdated supplies

Financial processes for the reimbursement of depleted resources based on the type of incident (e.g., emergency declaration) or through
routine processes

= A process to identify resource gaps and corrective actions for future improvement

E1. Inventory management system

The State and Healthcare Coalitions, in coordination with healthcare organizations, have or have access to a process and/or system with the
ability to track and record resources that are available and shared among the healthcare community. This may be executed in coordination
with agencies that have inventory systems.

Function 4: Demobilize and evaluate healthcare operations

The processes that assists healthcare organizations with the return of resources that are no longer required to support the incident. This
includes the return of shared resources through incident management processes or directly to the providing healthcare organization.
Following the return of assets, incorporate best practices and lessons learned into the continuous improvement process (after action reports/
improvement plans/corrective actions).

Function Alignment:
PHEP Capability 3, Emergency Operations Coordination; Function 4: Manage and sustain the public health response

Tasks
Task 1 Develop a process to assist healthcare organizations with the return of shared healthcare owned resources to a condition of “the
normal state of operations”
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Task 2 Engage in evaluation processes that ensure the timely implementation of corrective actions and refine best practices to enhance
preparedness for the healthcare delivery during response

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Resource demobilization

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain a coordinated plan for demobilization procedures that assists healthcare
organizations with returning resources or releasing staff. These procedures should include but are not limited to the following elements:

m Coordination with incident command

® Processes to provide healthcare organizations with general information regarding the demobilization effort

Healthcare organization responsibilities/agreements for reconditioning equipment/resources

Healthcare responsibilities associated with applying the demobilization plan
® Processes to provide healthcare organizations with information regarding general release priorities for resources (i.e., resource type or

equipment)

P2. Evaluation and continuous program improvement

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, participate in coordinated process to evaluate response operations and incorporate best practices and lessons
learned into the continuous improvement process for corrective action. This should include but is not limited to the following elements:

= [nput into After Action Reports
= Development of corrective action plans

= Follow up on corrective actions for preparedness activities (planning, equipping, training, and exercising)

Includes corrective actions during the course of an incident or event
For supporting information, please see Capability 1: Healthcare Preparedness

S1. Evaluation training

The State and Healthcare Coalitions, in coordination with healthcare organizations, coordinate training that provides the knowledge,
skills, and abilities associated with the evaluation process. This training is determined by the unique needs of the individual healthcare
organizations, the Healthcare Coalition, and the State.

Suggested Resource:
Homeland Security Exercise and Evaluation Program (HSEEP) guidelines: https://hseep.dhs.gov/pages/1001_HSEEP7.aspx
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Fatality management is the ability to coordinate with organizations (e.g., law enforcement,
healthcare, emergency management, and medical examiner/coroner) to ensure the proper recovery,
handling, identification, transportation, tracking, storage, and disposal of human remains and
personal effects; certify cause of death; and facilitate access to mental/behavioral health services
for family members, responders, and survivors of an incident. Coordination also includes the proper
and culturally sensitive storage of human remains during periods of increased deaths at healthcare
organizations during an incident.

Note: For the purposes of this document, the State — unless otherwise noted — refers to the organization and its
partners that represent the interests of healthcare preparedness or hospital preparedness for healthcare organizations
within the State.

Capability Alignment:

Integration with public health aligns during the planning process. This is done in coordination with Emergency Management and the lead
Fatality Management planning agencies and is specifically addressed to manage in-facility death surges and the need for human remains
temporary storage space. This capability also addresses surges of concerned citizens and the need for mental/behavioral health support.
To integrate this capability, public health and healthcare emergency planners should coordinate planning according to the content in the
functions of Capability 5 from the Healthcare Preparedness Capability and cross-referenced to the Public Health Preparedness Capability.

Function 1: Coordinate surges of deaths and human remains at healthcare organizations with
community fatality management operations

Coordinate with agencies responsible for fatality management (e.g., medical examiner, coroner’s office, emergency management) to assist
with the temporary storage of human remains during periods of death surges at healthcare organizations when morgue space is exceeded
or unavailable.

Function Alignment:
PHEP Capability 5, Fatality Management; Function 2, Activate public health fatality management operations; Function 5, Participate in
fatality processing and storage operations

Tasks
Task 1 Prior to an incident, assist healthcare organizations with determining the amount of morgue space that is available to them during
periods of death surges and develop the processes to request support from local and state agencies.

Task 2  Prior to an incident, coordinate with healthcare organizations to identify alternate storage and disposal options for human
remains

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Anticipate storage needs for a surge of human remains

The State and Healthcare Coalitions, in coordination with healthcare organizations, public health, and emergency management, participate
in risk assessments to estimate the number of deaths that may occur during an incident, to anticipate the need for storage of human
remains

Suggested resources:
® Hazard Risk Assessment Instrument Workbook: http://www.cphd.ucla.edu/hrai.html
= FEMA: Understanding Your Risks: Identifying Hazards and Estimating Losses: http://www.fema.gov/library/viewRecord.do?id=1880

= Developing and Maintaining Emergency Operations Plans, Comprehensive Preparedness Guide (CPG) 101, Version 2.0, November 2010
(CPG 101, V.2), pgs 4.7-4.11: http://www.fema.gov/pdf/about/divisions/npd/CPG_101_V2.pdf
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P2. Healthcare organization human remain surge plans

The State, in coordination with Healthcare Coalitions, healthcare organizations, local and state emergency management, ESF #8, and
agencies responsible for fatality management, participate with the development of plans that assist healthcare organizations with the
storage of human remains resulting from a surge of deaths during an incident. This plan should include but is not limited to the following
elements:

= Protocols that coordinate the need for human remain storage with fatality management operations ongoing in the community
= Protocols for interaction with local fatality management authorities

= Coordination with lead and support agencies to assist with the immediate and temporary storage of human remains for healthcare
organizations

= Development of resource request processes for alternate storage (e.g., use of alternate morgue locations within the local jurisdiction)
® Request and transportation processes for assets that provide additional storage (e.g., refrigerated trailers, mobile mortuary system)
® Resources available through mutual aid agreements

® Processes to request state and Federal resources (e.g., State/Disaster Mortuary Operational Response Teams)

= Protocols that ensure culturally sensitive and legal storage for human remains

E1. Mortuary storage equipment and supplies

The State, in coordination with Healthcare Coalitions, healthcare organizations, local and state emergency management, ESF #8, and
agencies responsible for fatality management, assess the need for assets to store human remains. This should be based on anticipated death
estimates identified during planning and risk assessment development. This type of equipment should comply with the requirements,
regulations, and laws of the State and be able to provide culturally sensitive storage.

Function 2: Coordinate surges of concerned citizens with community agencies responsible for family
assistance

Coordination with the agency responsible to provide assistance to the community regarding ante-mortem data to provide assistance to
healthcare organizations for the processes to direct family and community members seeking information about missing family members to
the right locations that are available in the community.

Function Alignment:
PHEP Capability 5, Fatality Management; Function 3, Assist in the collection and dissemination of ante-mortem data

Tasks
Task 1  Prior to an incident, assist healthcare organizations by coordinating options for surges of concerned citizens and their direction to
the appropriate location for family assistance when these surges arrive at the facility seeking family member information

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Procedures for a surge of concerned citizens

The State, in coordination with healthcare organizations, Healthcare Coalitions, Emergency Management, and agencies responsible for
providing family assistance during mass fatalities, participate in planning to develop a plan that can assist healthcare organizations in the
case of a surge of concerned citizens requesting information about missing family members. Consideration should be given to the inclusion
of the following elements:

® Obtain guidance from the responsible agency for family support in the community that can provide the following information:

— Locations of family assistance centers (as related to mass fatality) or coordination with family reception centers (if no FAC is
operational)

— Protocols to ensure healthcare organizations can connect with family assistance centers
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Function 3: Mental/behavioral support at the healthcare organization level

Coordinate with the lead jurisdictional authority and jurisdictional and regional mental/behavioral health partners to assist healthcare
organizations with the processes to solicit support for the provision of non-intrusive, culturally sensitive mental/behavioral health support
services to family members of the deceased, incident survivors, and responders, if requested.

Function Alignment:
PHEP Capability 5, Fatality Management; Function 4, Participate in survivor mental/behavioral health services

Tasks

Task 1 Coordinate the options for mental/Behavioral support for healthcare organizations during disasters which cause a death surge
involving a large amount of human remains

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Mental/behavioral health support

The State, in coordination with healthcare organizations and the agencies responsible for mental/behavioral health, participate in
coordinated planning to develop processes for healthcare organizations that would assist them with the procedures to request mental/
behavioral health support that could be made available to responders, survivors, and families. This is for assistance beyond that of a
healthcare organizations ability to provide. This could include but is not limited to the following elements:

= The processes for healthcare organizations to interact with mental/behavioral health professionals of the community and request support
to assist with the mental/behavioral needs of their staff including psychological first aid

= A contact list of pre-identified resources that could provide mental/behavioral health support to responders and families according to the
nature of the incident. Consideration should be given to the inclusion of the following elements:

Mental/behavioral health professionals

Spiritual care providers
— Hospice

— Translators

Embassy and Consulate representatives when international victims are involved
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Information sharing is the ability to conduct multijurisdictional, multidisciplinary exchange of
public health and medical related information and situational awareness between the healthcare
system and local, state, Federal, tribal, and territorial levels of government and the private sector.
This includes the sharing of healthcare information through routine coordination with the Joint
Information System for dissemination to the local, state, and Federal levels of government and
the community in preparation for and response to events or incidents of public health and medical
significance.

Note: For the purposes of this document, the State — unless otherwise noted — refers to the organization and its
partners that represent the interests of healthcare preparedness or hospital preparedness for healthcare organizations
within the State.

Capability Alignment:

Integration with public health aligns during all phases of disaster planning. This is done in coordination with Emergency Management
and ESF #8 planners and is specifically addressed with the coordination of information that will be shared with incident management,
responders, community stakeholders, and with public health and medical partners during response and recovery. To integrate this
capability, public health and healthcare emergency planners should coordinate what information is shared, who needs it, how it is
delivered and when it should be provided. Capability 6 aligns in these areas for both public health and healthcare preparedness.

Function 1: Provide healthcare situational awareness that contributes to the incident common
operating picture

Provide situational awareness regarding the status of healthcare delivery into the ongoing flow of information to assist with the creation of
an incident common operating picture. This includes providing information to the full spectrum of healthcare partners. This encompasses
the real time sharing of actionable information between healthcare organizations and incident management to assist decision makers with
resource allocation and provide healthcare organizations with incident specific information.

Function Alignment:
m PHEP Capability 6, Information Sharing; Function 2, Identify and develop rules and data elements for sharing and Function 3, Exchange
information to determine a common operating picture

= PHEP Capability 10, Medical Surge; Function 2, Resources: P3. Access to jurisdictional bed tracking system S2. Utilization of bed tracking
information

= PHEP Capability 10, Medical Surge; Function 3, Resource: P6. Coordinate patient tracking efforts emergency medical services and 911
authorities

Tasks
Task 1 Before an incident, identify the essential elements of incident specific healthcare information that are timely, relevant, actionable,
and can be reasonably delivered during the response

Task 2 Before, during, and after an incident, utilize coordinated information sharing protocols to receive and transmit timely, relevant,
and actionable incident specific healthcare information to incident management during response and recovery

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Healthcare information sharing plans

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain coordinated and integrated information sharing plans. Coordinated information
sharing plans should include processes to:

= |dentify protocols for healthcare organizations to provide multi-agency coordination of information to and from the ESF #8 liaison/
incident management (e.g., Healthcare Coalition assistance or some other process to represent healthcare organizations)
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m Establish the protocols for healthcare organizations to provide and receive timely, relevant, and actionable information that can be used to:

— Assist with the creation of an incident common operating picture that provides information about the operating status of healthcare
organizations and their immediate resource needs

— Inform local, state and/or the Federal incident management and other relevant response partners about healthcare organization
resource needs to assist with the decisions regarding resource allocation

— Inform healthcare organizations with relevant incident information and status of healthcare delivery operations within the
community(e.g., available resources)

P2. Healthcare essential elements of information

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, determine reportable healthcare incident specific information to be used during the response. This information
identifies the essential elements of information that can be reasonably shared during an incident. The process should enable the sharing
of timely, relevant and actionable information during response that assists incident management with decisions to provide healthcare
organizations with immediate resource needs. This information should be coordinated and agreed upon by healthcare organizations and
local, state and Federal response partners. Guidelines for these elements should ensure information is incident specific, timely, relevant,
actionable, and flexible enough so that appropriate response decisions can be executed.

Minimal information requirements should include but are not limited to the following elements:

= Elements of information that is coordinated and agreed upon by = Participants authorized to receive and share data
healthcare organizations and local, state, and Federal response
partners

® Data use and re-release parameters

= Data protections
= The types of information that can be shared

® | egal, statutory, privacy, and intellectual property considerations
= The frequency that information should be shared

= |nformation system security (ISS)

Examples of types of information to consider when defining reportable elements can include:

= Facility operating status ® Critical healthcare delivery status (e.g., surge status, bed status,
deaths, medical and pharmaceutical supplies, and medical

= Facility structural integrity ) )
equipment

The status of evacuations/shelter in-place operations .
» Staffing status

Critical medical services (e.g., trauma, critical care) ) ) ) ) ]
= Emergency Medical Services (EMS) status involving patient

= (Critical service status (e.g., electric, water, sanitation, heating, transport, tracking, and availability

ventilation, and air conditioning)
m Other information as applicable or determined through

coordination

P3. Healthcare incident information validation

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain a plan to validate healthcare incident information according to requested response
needs. Coordinated information sharing plans should identify an active validation process to confirm healthcare organization status and
requests during an incident. Validation procedures should occur when inconsistencies with established reporting mechanisms have been
identified (e.g., no report when expected, rumors of distress, etc.). The validation is completed by a process or system as a redundant
situational awareness mechanism to confirm the status of the healthcare organizations’ needs.
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P4. Healthcare information sharing with the public

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain a plan to coordinate relevant healthcare information for public information sharing.
Information sharing processes should coordinate relevant healthcare information with the Joint Information System (JIS) to ensure public
information is disseminated and accurate (e.g., “one voice”). This type of information includes but is not limited to the following elements:

® The effects of the incident on the healthcare delivery system
® The current status of healthcare organizations

= Healthcare service messages to the public (e.g., where outpatient services are located, hours of operation, emergency department wait
times, alternate facility options)

m Other appropriate information
For supporting information, please see PHEP Capability 4 — Early Public Information and Warning.

Suggested resource:
m |S-702.A - NIMS Public Information: http://training.fema.gov/EMIweb/IS/IS702a.asp

E1. Healthcare information systems
The State and Healthcare Coalitions, in coordination with healthcare organizations, should have or have access to information sharing
system(s) that assist with the creation of an incident common operating picture. These systems should have the ability to:

= |ntegrate with local or state emergency operations information systems used for response

= Provide timely, relevant, and actionable healthcare information to the incident common operating picture

Provide multijurisdictional and multidisciplinary incident related information to healthcare organizations

Adhere to applicable local and state information technology regulations regarding the receipt and transmittal of information

Examples of information sharing systems that contribute to the incident common operating picture include but are not limited to the
following:

® Bed tracking systems ® 911 call centers and systems
= EMS information systems = Web-enabled emergency management communications systems
® Health alert networks = Credentialing systems

Patient tracking systems

P5. Bed tracking
The State and Healthcare Coalitions, in coordination with healthcare organizations, ESF #8, relevant response partners, and stakeholders,
develop, refine, and sustain processes to electronically track bed status from healthcare organizations. These processes should:

= Provide information on the bed status of the healthcare delivery system

= Provide insight into the ability of the healthcare organization to accept a surge of patients (This is dependent on preplanning accuracy of
surge and capacity estimates and current available data from healthcare organizations [e.g., number of available beds, number of beds
that can be used based on resources, and contingency plans for surge that are in effect])

= Bed tracking processes may be an automated electronic system with the redundant system being a manual reporting process
= |ntegrate information into the incident common operating picture

® Assist incident management and healthcare entities with decisions regarding resource allocation, anticipated requests for assistance, and
transport decisions

U.S. Department of Health and Human Services Healthcare Preparedness Capabilities:

26 Office of the Assistant Secretary for Preparedness and Response National Guidance for Healthcare System Preparedness





== CAPABILITY 6: Information Sharing

E2. Bed tracking system
The State and Healthcare Coalitions, in coordination with healthcare organizations, relevant response partners, and stakeholders, should
have or have access to a bed tracking system. Systems should have the ability to:

= Provide information on the availability of bed status = Report aggregate bed tracking data

= Provide a picture of the healthcare delivery area surge status ® Report on pre-identified bed categories*
= Update bed status based on the situation and availability

Suggested resource:

= National Hospital Available Beds for Emergencies and Disasters (HAVBED) System information: http://archive.ahrq.gov/prep/havbed/
Website: https://havbedws.hhs.gov/

S1. Bed tracking system training
The State and Healthcare Coalitions, in coordination with healthcare organizations, provide bed tracking system training. System training
should be based on the identified needs of the healthcare organizations.

Suggested resource:
= National Hospital Available Beds for Emergencies and Disasters (HAVBED) System information: http://archive.ahrg.gov/prep/havbed/
Website: https://havbedws.hhs.gov/

Pé6. Patient tracking

The State and Healthcare Coalitions, in coordination with EMS, healthcare organizations, and emergency management, develop, refine,
and sustain a process to track patients and/or have access to an electronic patient tracking system during an incident. This should include
but is not limited to the ability to:

= |dentify system users that have the appropriate authority/access permissions for electronic systems

= Access relevant and available aggregate patient tracking data from EMS and healthcare organizations (e.g., number of patients requiring
receiving facilities, requiring transfer services)

= |ntegrate the aggregate patient tracking data into the local, state and/or Federal incident common operating picture

= Adhere to mandatory patient confidentiality regulations

= |ntegrate with the Federal patient tracking system of record

Note: “...Electronic exchange of personal health information should meet applicable patient privacy-related laws and standards, including state
or territorial laws. These include the Health Insurance Portability and Accountability Act, the Health Information Technology for Economic and

Clinical Health Act, and standards from the National Institute of Standards and Technology and the Office of the National Coordinator for Health
Information Technology of the U.S. Department of Health and Human Services.”

Suggested Resource:
= Joint Patient Assessment and Tracking System (JPATS) used by the National Medical System (NDMS) patient movement system

E3. Patient tracking system
The State and Healthcare Coalitions, in coordination with EMS and healthcare organizations, should have or have access to a patient
tracking system. The system should have the ability to:

= Maintain operational status during an incident

= |ntegrate with the Federal patient tracking system of record

Satisfy regulatory/confidentiality requirements

Track patients from entry into the healthcare system (EMS or facility level) through discharge

Integrate data into the local, state and Federal incident common operating picture
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P7. Patient record tracking

The State, in coordination with Healthcare Coalitions, healthcare organizations, emergency management, ESF #8, relevant response partners, and
stakeholders, develop, refine, and sustain a process to access an information infrastructure and exchange system that provides electronic medical
healthcare information during response, if available and authorized. This process should include but is not limited to the following elements:

= Cuidance that ensures information is available to assist with the continuity of care for patients immediately post-incident
= [dentification of those who have authority/permissions to use the information during an incident

= Methods that ensure providers can access relevant electronic medical healthcare information, when it is available

Note: “...Electronic exchange of personal health information should meet applicable patient privacy-related laws and standards, including state or
territorial laws. These include the Health Insurance Portability and Accountability Act, the Health Information Technology for Economic and Clinical
Health Act, and standards from the National Institute of Standards and Technology and the Office of the National Coordinator for Health Information
Technology of the U.S. Department of Health and Human Services.”

Function 2: Develop, refine, and sustain redundant, interoperable communication systems

Communications interoperability enables healthcare organization emergency communication systems to communicate with existing incident
management emergency communications systems. With these systems in place, healthcare organizations can communicate with multiple
agencies, relevant response partners, stakeholders, and other healthcare systems through radio and/or associated communications systems
permitting an exchange of information in real time, when needed, and when authorized.

Function Alignment:
= PHEP Capability 6, Information Sharing

= PHEP Capability 3, Emergency Operations Coordination

Tasks
Task 1 Before, during, and after an incident or event, have redundant processes and systems to communicate with the appropriate
multijurisdictional and multidisciplinary emergency responders

Task 2 Before, during, and after an incident or event, have redundant processes and systems to communicate the status of the incident
and the status of the community healthcare delivery to healthcare organizations

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Interoperable communications plans

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain coordinated communications plans. These plans should include processes to:

= Provide interoperable communications m Contact the ESF #8 liaison and incident management when

= Communicate between healthcare organizations and on-scene electronic systems are inoperable

incident management = [nclude legal, statutory, privacy, and intellectual property

= Communicate between healthcare organizations and local, state, considerations

and Federal ESF #8 and emergency operation centers ® |nclude information system security (ISS)

= Enable healthcare organizations to communicate with other = Coordinate healthcare organization(s) emergency communications
healthcare entities’ communication systems (e.g., hospitals, EMS, with statewide interoperability coordination and regional
Long-Term Care) emergency communications coordination

= Provide redundant communications = When appropriate, incorporate alternate forms of communication

® Restore emergency communications (e.g.. social media)
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Suggested resources:
= Statewide Interoperability Coordinators: http://www.dhs.gov/files/programs/gc_1286986920144.shtm

= Regional Emergency Communications Coordination Working Group: http://www.fema.gov/about/regions/regioniii/councils.shtm

E1. Interoperable communication system

The State and healthcare organizations, in coordination with Healthcare Coalitions, relevant response partners, and stakeholders, have

or have access to redundant, interoperable communications systems. These systems must be capable of communicating vertically with
local, state, and Federal incident management and ESF #8, and horizontally with critical healthcare response partners in the community.
Communication upgrades should be based on the most current Federal Communications Commission regulations: http://www.fcc.gov/topic/
emergency-communications

Examples of redundant communications include but are not limited to:

= Landline and cellular telephones = Satellite telephones

= Two-way VHF/UHF radio = Amateur (HAM) radio

Consider the use of emergency restoration programs. Examples of these include but are not limited to:

= Emergency Telecommunications Programs: http://transition.fcc.gov/hspc/emergencytelecom.html

= Priority Communication Services: http://transition.fcc.gov/pshs/emergency/priorityservices.html

= Telecommunication Service Priority (TSP): http://transition.fcc.gov/pshs/emergency/telecom.html

= Government Emergency Telecommunications Service (GETS): http://transition.fcc.gov/pshs/emergency/gets.html
= Wireless Priority Services (WSP): http://transition.fcc.gov/pshs/emergency/wps.html

® Fact sheets: http://transition.fcc.gov/hspc/factsheets.html

S1. Communication training

Communication training should be coordinated by the State, Healthcare Coalition, and the healthcare organization with the appropriate
input from communication subject matter experts. Training curriculums should be based on:

= Communication training needs of the healthcare organization
= Emergency communication systems provided to the healthcare organization (both the primary and redundant systems)

= |nformation exchange protocols related to the exchange of information during emergency communication and the legal restrictions that
are applicable to the State
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The Medical surge capability is the ability to provide adequate medical evaluation and care during .
incidents that exceed the limits of the normal medical infrastructure within the community. This
encompasses the ability of healthcare organizations to survive an all-hazards incident, and maintain

or rapidly recover operations that were compromised.

Note: For the purposes of this document, the State — unless otherwise noted — refers to the organization and
its partners that represent the interests of healthcare preparedness or hospital preparedness for those healthcare
organizations within the State.

Capability Alignment:

Integration with public health aligns during planning and response. This is done in coordination with Emergency Management and

ESF #8 planners and specifically addresses pre-hospital, affected hospital, and receiving hospital surge management. To integrate this
capability, public health and healthcare disaster planners should coordinate efforts to maximize the use of resources that are available to
facilities affected by surge. This includes public health operations outlined in PHEP Capability 10 to support surge operations. Primary
areas of coordination include public health assistance with resources and integration with public health plans for alternate care sites. This
coordination should assist with resources and space to alleviate surge or enhance operations at healthcare organizations affected by surge.

Function 1: The Healthcare Coalition assists with the coordination of the healthcare organization
response during incidents that require medical surge

Develop, refine, and sustain processes to ensure incident management decisions during medical surge incidents are coordinated through
multi-agency collaboration representative of the community healthcare organizations’ priorities and needs. Coordination is achieved by
ensuring that there are plans and protocols in place to guide the decisions made by incident management. It may also be achieved through
real time multi-agency coordination by healthcare organizations during a response.

Suggested resources:
= Medical Surge Capacity and Capability: The Healthcare Coalition in Emergency Response and Recovery. U.S. Department of Health and
Human Services: http://www.phe.gov/Preparedness/planning/mscc/healthcarecoalition/Pages/default.aspx

= Medical Surge Capacity and Capability: A Management System for Integrating Medical and Health Resources During Large-Scale
Emergencies, 2007: http://www.phe.gov/preparedness/planning/mscc/handbook/pages/default.aspx

= Provisional Criteria for the Assessment of Progress toward Healthcare Preparedness. Center for Biosecurity of UPMC. Assessment Criteria |
December 2009

® The Next Challenge in Healthcare Preparedness: Catastrophic Health Events. Center for Biosecurity of UPMC. Preparedness Report |
January 2010: http://www.upmc-biosecurity.org/website/resources/publications/2010/pdf/2010-01-29-prepreport.pdf

Function Alignment:
PHEP Capability 10, Medical Surge; Function 2, Resource P4, Engage in healthcare coalitions

Tasks
Task 1 Provide healthcare coordination for healthcare emergency preparedness activities and surge planning that guide incident
management decisions during response

Task 2 Develop, refine, and sustain a method to ensure that healthcare organizations are adequately represented during medical surge
incidents in order to provide incident management with information and assist with decisions regarding the allocation of resources
to healthcare organizations

U.S. Department of Health and Human Services Healthcare Preparedness Capabilities:

30 Office of the Assistant Secretary for Preparedness and Response National Guidance for Healthcare System Preparedness





== CAPABILITY 10: Medical Surge

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Healthcare Coalition preparedness activities

The Healthcare Coalition, in coordination with the State, healthcare organizations, emergency management, Emergency Support
Function (ESF) #8, relevant response partners, and stakeholders, develop, refine, and sustain medical surge plans for healthcare system
preparedness. These plans should include, but are not limited to the following elements:

= Multi-agency coordination between healthcare organizations and emergency management to ensure healthcare organization medical
surge priorities and needs are addressed in local and state all-hazards plans

= Coordination and integration of medical surge preparedness activities with healthcare organizations, relevant response partners, and
stakeholders

= Coordination of medical surge training and exercises planned at the local or regional level by the Healthcare Coalition

= Coordination of regionally controlled surge resources if available

= Assistance with improvement planning for healthcare organizations” medical surge preparedness, response, and recovery capabilities

= Development of processes to enhance the regional surge capacity and capability of the healthcare delivery system

= Development of information and resource assistance strategies with the State and other partners to assist healthcare organization surge
operations during a response

For supporting information, please see Capability T — Healthcare Preparedness

P2. Multi-agency coordination during response

The State and the Healthcare Coalition, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain a plan to ensure healthcare organizations are represented in incident management
decisions during medical surge incidents. These plans should have processes that:

= Guide healthcare organization coordination and integration with ESF #8

= Guide healthcare organization coordination and integration with incident management at the Federal, state, local, tribal, and territorial
government levels

= Assist with healthcare organization information sharing procedures during medical surge operations (For supporting information, please
see Capability 6 — Information Sharing)

= Assist with healthcare organization resource coordination during medical surge operations (For supporting information, please see
Capability 3 — Emergency Operations Coordination)

Function 2: Coordinate integrated healthcare surge operations with pre-hospital Emergency Medical
Services (EMS) operations

Coordination between the State, healthcare organizations, and Healthcare Coalitions with EMS operations and medical oversight to
develop, refine, and sustain protocols for information sharing and communications. These protocols should assist with the coordination of
transport decisions and options during a medical surge incident. These protocols also assist healthcare organizations understand the EMS
disaster triage, transport, documentation, and CBRNE treatment methodologies during mass casualty incidents resulting in medical surge.

Function Alignment:
PHEP Capability 10, Medical Surge; Function 3, Resource: P6. Coordinate patient tracking efforts emergency medical services and 911
authorities

Tasks
Task 1 Promote information sharing processes that enable healthcare organizations to track the status and transport of patients
(situational awareness) from EMS during medical surge incidents

Task 2 Provide training and guidance to encourage healthcare organizations to understand EMS disaster triage protocols and CBRNE
treatment protocols that assist with the transition of disaster patients from the field to the facility
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Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Healthcare organization coordination with EMS during response

The State and Healthcare Coalitions, in coordination with public and private EMS, healthcare organizations, emergency management, ESF
#8, relevant response partners, and stakeholders, develop, refine, and sustain a plan that includes processes to coordinate information
sharing and surge resources. These processes should ensure the ability to:

= Provide ongoing communication to healthcare organizations about EMS activity during surge operations
= Coordinate transport decisions vertically and horizontally during medical surge incidents
= Provide healthcare organizations with situational awareness about the status of the transport and tracking of patients from EMS

= Provide situational awareness of healthcare organizations’ patient receiving status that assists with coordination for pre-hospital transport
decisions (e.g., primary and alternate facility receiving status/availability)

m Assist healthcare organizations to notify local, state or regional (Healthcare Coalition) personnel to request support
= Contact relevant EMS agencies within the region
= |nform EMS of bed status when requested (if not electronically available)

® Assist EMS and healthcare organizations make decisions to divert en route EMS facilities with the equivalent levels of care based on bed
status and patient tracking information

= Provide equal access for the transport of at-risk individuals and those with special medical needs

® Assist with the implementation of existing statewide mutual aid plans to deploy EMS units in jurisdictions/regions they do not normally
cover, in response to a mass casualty incident

P2. Coordinated disaster protocols for triage, transport, documentation, CBRNE

The State and Healthcare Coalitions, in coordination with public and private EMS, healthcare organizations, emergency management, ESF
#8, relevant response partners, and stakeholders, develop, refine, and sustain a plan to assist with training and guidance to understand
the local disaster EMS protocols for triage, transport, documentation, and decontamination. Plans may include but are not limited to the
following elements:

= Coordination with local and/or state EMS medical direction/oversight to ensure the most current guidance regarding EMS disaster triage,
transport, and CBRNE treatment is provided to healthcare organizations to include:
— Triage methodologies
— Protocols for:

> Transport of mass casualties during medical surge (e.g., transport patients from an incident scene or from local hospitals to
healthcare facilities in adjacent jurisdictions within or near the affected jurisdiction, and to nearby staging areas for transport to
more distant healthcare facilities)

> Disaster documentation during incident
> CBRNE exposure care

= A process for the promotion and dissemination of EMS protocols and methodologies to healthcare organizations

= Development of coordinated training and exercises between EMS and healthcare organizations

Suggested resources:

= |n A Moment’s Notice: Surge Capacity for Terrorist Bombings: http://www.bt.cdc.gov/masscasualties/pdf/CDC_Surge-508.pdf

= Mass Casualty Event Preparedness and Response: http://www.bt.cdc.gov/masscasualties/

= Terrorism Injuries Information, Dissemination and Exchange (TIIDE) Project: http://www.bt.cdc.gov/masscasualties/blastinjuryfacts.asp

® Disaster Med Public Health Prep. 2011 Jun;5(2):125-8., Model Uniform Core Criteria for Mass Casualty Triage

S1. Training on local EMS disaster triage methodologies

U.S. Department of Health and Human Services Healthcare Preparedness Capabilities:

32 Office of the Assistant Secretary for Preparedness and Response National Guidance for Healthcare System Preparedness





== CAPABILITY 10: Medical Surge

The State and Healthcare Coalitions, in coordination with public and private EMS, healthcare organizations, emergency management,
ESF #8, relevant response partners, and stakeholders, assess the need to provide training for healthcare organizations that includes the
local EMS disaster triage methodology. Training should focus on developing a common understanding of critical operations between the
healthcare organization and EMS.

$2. Coordinated CBRNE training

The State and Healthcare Coalitions, in coordination with public and private EMS, healthcare organizations, emergency management,
ESF #8, relevant response partners, and stakeholders, assess the need to provide training for healthcare organizations that includes the
local EMS CBRNE protocols. Training should focus on developing a common understanding of critical operations between the healthcare
organization and EMS.

Suggested resources:
= Standards for Personal Protective Gear for first Responders: http://www.dhs.gov/files/programs/gc_1218226975457.shtm#0

® NFPA 472: Standards for Competence of Responders to Hazardous Materials/\WWeapons of Mass Destruction Incidents, 2008

= NIOSH Personal Protective Equipment for Emergency Response: http://www.cdc.gov/niosh/topics/emres/ppe.html

Function 3: Assist healthcare organizations with surge capacity and capability

The rapid expansion of the capacity and capability of the healthcare system to provide the appropriate and timely clinical level of care in
response to an incident that causes increased numbers (capacity) or special types of patients (capability) that overwhelm the day-to-day
acute-care medical resources. This encompasses the appropriate decisions regarding patient care that require multi-agency coordination
between healthcare organizations and incident management during medical surge operations.

Supported by:
PHEP Capability 10, Medical Surge

Tasks

Task 1 Assist healthcare organizations with decisions regarding surge management by ensuring processes exist to provide healthcare
organizations with ongoing communication regarding the status of the incident and the status of medical surge operations when
requested

Task 2 Develop a process for healthcare organizations to provide multi-agency coordination regarding resource decisions during medical
surge operations

Task 3 Develop, refine, and sustain processes that assist healthcare organizations to maximize medical surge capacity and capability
during response operations

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Medical surge planning

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, coordinate plans to ensure the priorities and needs of healthcare organizations are addressed in the local and
state emergency operations plans. Coordinated medical surge plans should include but are not limited to the following:

® Processes to assess and maximize surge capability and capacity of healthcare organizations in the community (For more information,
please see Capability 1 — Healthcare Preparedness)

= Strategies for surge planning, training, exercising, and securing equipment to assist healthcare organizations respond to a medical surge
incident

= Validation of healthcare organization surge plans operability
= Processes to shorten response times to assist healthcare organizations with activation of medical surge plans

= Processes to ensure multi-agency coordination of resource decisions during medical surge operations
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= Protocols for the sharing of medical surge specific information between incident management, healthcare organizations, and stakeholders
in the community

= Protocols for the management of assistance with healthcare organization surge resources should include:

— Resource request process from local incident management
— Processes to allocate locally or regionally controlled assets if available
— Assistance with the implementation of other resource processes when requested

= Crisis standards of care guidance for healthcare organizations to assist with treatment decisions for a surge of casualties during periods of
minimal or scarce resources (For supporting information, please see Function 4 — Crisis Standards of Care)

m State led processes to contact the local, state or Federal volunteer agencies, the ESF#8 liaison and incident management to coordinate
volunteer assistance, including those involving health professionals (For supporting information, please see Capability 15 — Volunteer
Management) and Federal NDMS teams.

Suggested resources:
= Medical Surge Capacity and Capability: The Healthcare Coalition in Emergency Response and Recovery. U.S. Department of Health and
Human Services: http://www.phe.gov/Preparedness/planning/mscc/healthcarecoalition/Pages/default.aspx

= Medical Surge Capacity and Capability: A Management System for Integrating Medical and Health Resources During Large-Scale
Emergencies, 2007: http://www.phe.gov/preparedness/planning/mscc/handbook/pages/default.aspx

= [n A Moment’s Notice: Surge Capacity for Terrorist Bombings: http://www.bt.cdc.gov/masscasualties/pdf/CDC_Surge-508.pdf
= Mass Casualty Event Preparedness and Response: http://www.bt.cdc.gov/masscasualties/

= Conventional, contingency and disaster operations — *Guidance for Establishing Crisis Standards of Care for Use in Disaster Situations:
http://iom.edu/Reports/2009/DisasterCareStandards.aspx

P2. Medical surge emergency operations coordination

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain a plan for healthcare organizations to provide multi-agency coordination for
information sharing and resource decisions that assist healthcare organizations during surge operations. These decisions require real-time,
multi-agency coordination that represent healthcare organizations, or by plans that ensure incident management is informed before making
resource decisions affecting healthcare organizations.

For supporting information, please see Capability 3 — Emergency Operations Coordination

P3. Assist healthcare organizations maximize surge capacity

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners and stakeholders, develop, refine, and sustain a plan to maximize surge capacity for medical surge incidents. This plan may
include but is not limited to the following elements:

® Surge Assessment:

— Pre-incident assessment of normal operating capacity for healthcare organizations within the healthcare delivery area

— Pre-incident estimate of surge casualties (i.e., medical casualties, mental/behavioral health casualties)[estimates are based on the risk
assessment — For more information, please see Capability 1 — Healthcare Preparedness]

— Pre-incident assessment of available resources to address surge estimates

— Development of surge capacity indicators that would trigger different aspects of the medical surge plan (e.g., surge in place strategies;
early discharge, cancelled elective surgeries; augmented personnel; extra shifts, volunteers; established alternate care sites or activated
mobile units; requested mutual aid)

— Processes to immediately identify an increase in medical surge status during an incident (e.g., medical, mental/behavioral health,
concerned individuals)

® Decompression (clear) of critical beds:
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— Develop, refine, sustain, and implement processes that assist healthcare organizations with daily, continuous, triage of admitted
patients and discharge planning to permit the safe discharge of less acute patients, ensuring twenty percent acute bed availability in
the event of a disaster

— Coordination with non-acute care facilities to accept patients to clear beds (e.g., Community Health Centers, SNFs, and home
healthcare )

— State led coordination with Veterans Health Administration and Department of Defense to establish options for assistance with patient
care, transfer of patients, and additional assistance during medical surge operations

— Development of viable options to share healthcare assets (e.g., beds, staffing, equipment) between healthcare organizations
— Protocols to request immediate resources needed to decompress beds (e.g., transport, staffing, space, equipment and supply needs)
— Develop, refine, and sustain patient movement options to address psychiatric beds, involuntary holds, and patients with exposure to
CBRNE
m | ocally available resource assistance (mobile equipment and caches of supplies):

— Implementation of state or regional resource assistance (if available) to include plans to deploy mobile medical assets and utilize
caches of medical supplies

= Alternate surge sites (healthcare organization or Healthcare Coalition):

— Protocols to assist with activation of alternate surge sites if requested by the healthcare organization. This may include the following
elements:

> Processes to supply surge tents or trailers and equipment to serve as additional treatment areas for patients when available (e.g.,
mobile hospital)

> Processes to assist healthcare organizations request staffing to operate surge sites when requested and available (e.g., mobile
medical team)

> Coordination of alternate surge sites with state and local EMS authorities to ensure these sites can receive and transfer EMS
ambulance patients

> Coordination of assets requested through the Emergency Management Assistance Compact
> Coordination of Federal assets (e.g., Federal Medical Stations, Disaster Medical Assistance Team)
= Alternate care sites:

— Coordination with alternate care sites developed at non-healthcare facilities for the surge of individuals that do not require care at
healthcare organizations’ surge sites

= Mass death in healthcare facilities:

— Coordination with fatality management planning to address mass deaths and the ability to store human remains that occur at
healthcare facilities (For supporting information, please see Capability 5 — Fatality Management)

— Coordination of planning to address surges of concerned citizens at healthcare facilities that may occur during community mass
fatalities (For supporting information, please see Capability 5 — Fatality Management)

= \/olunteers and other staff resources:

— Develop, refine, and sustain processes that assist healthcare organizations to share staff during medical surge operations. This includes
the credentialing process prior to an incident

— Implementation of plans to utilize the local volunteer management process to gain access to trained, credentialed staff to assist with
patient care and other duties during surge operations (For more information, please see Capability 15: Volunteer Management)

= Crisis standards of care:

— State led processes to guide healthcare organizations during crisis standards of care when resources are scarce and when requested (For

supporting information, please see Function 4 in Capability 10)
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Suggested resources:
= Medical Surge Capacity and Capability: The Healthcare Coalition in Emergency Response and Recovery. U.S. Department of Health and
Human Services: http://www.phe.gov/Preparedness/planning/mscc/healthcarecoalition/Pages/default.aspx

= Medical Surge Capacity and Capability: A Management System for Integrating Medical and Health Resources During Large-Scale
Emergencies, 2007: http://www.phe.gov/preparedness/planning/mscc/handbook/pages/default.aspx

= [n A Moment’s Notice: Surge Capacity for Terrorist Bombings: http://www.bt.cdc.gov/masscasualties/pdf/CDC_Surge-508.pdf
= Mass Casualty Event Preparedness and Response: http://www.bt.cdc.gov/masscasualties/

= Conventional, contingency and disaster operations — *Guidance for Establishing Crisis Standards of Care for Use in Disaster Situations:
http://iom.edu/Reports/2009/DisasterCareStandards.aspx

= Public Health Preparedness Infrastructures: Comparing Israel to the United States: http://www.cjgsu.net/initiatives/IsraelReport.pdf

Note: Maximum facility surge capacity is the provision the highest level that can be provided to patients in the available beds that can be staffed and
also have the required resources for care. This is guided by risk assessments and gap analysis regarding the estimated surge.

P4. Assist healthcare organizations maximize surge capability

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain a plan to maximize surge capability for medical surge incidents. This plan should
include but is not limited to the following elements:

® Processes for providing specialized medical evaluation and care:

— Assistance to healthcare organizations with the management of patients requiring unusual or specialized medical evaluation and care.
This may include:

> Process to obtain specialized resources that are not routinely available to the healthcare organization (e.g., burn, pediatric, trauma
resources)

> Coordination with healthcare organizations to identify subject matter expertise (e.g., pediatric, neurology, trauma) that would be
requested to assist with special medical evaluation and care

> Coordination with healthcare organizations to identify services or supplies that would be requested to assist with identified
bottlenecks for care such as:

 Radiology services

e Critical care services

e Surgical services

* Special medical support (e.g., pharmacy, blood)

> Coordinated processes to request specialty medical teams and equipment (e.g., state and local medical assistance teams, National
Disaster Medical Assistance (NDMS) Teams, and Federal Medical Stations)

= Processes to provide assistance with decontamination, isolation, and quarantine:

— Processes to assist healthcare organizations with special interventions to protect medical providers, other patients, and the integrity of
the healthcare organization when there is a surge of patients with conditions that require decontamination, isolation or quarantine.
These interventions may include (if available and requested):

> Coordination for extra Personal Protective Equipment (PPE)
> Coordination for extra decontamination resources
> Coordination for state or regionally located caches of pharmaceuticals

> Processes to contact the responsible public health agency tasked with isolation and quarantine when there is a surge of patients
requiring these interventions
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Suggested resources:
= Medical Surge Capacity and Capability: The Healthcare Coalition in Emergency Response and Recovery. U.S. Department of Health and
Human Services: http://www.phe.gov/Preparedness/planning/mscc/healthcarecoalition/Pages/default.aspx

= Medical Surge Capacity and Capability: A Management System for Integrating Medical and Health Resources During Large-Scale
Emergencies, 2007: http://www.phe.gov/preparedness/planning/mscc/handbook/pages/default.aspx

= In A Moment'’s Notice: Surge Capacity for Terrorist Bombings: http://www.bt.cdc.gov/masscasualties/pdf/CDC_Surge-508.pdf

= Mass Casualty Event Preparedness and Response: http://www.bt.cdc.gov/masscasualties/

P5. Medical surge information sharing

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain a process to provide healthcare organizations with ongoing communication

regarding the status of medical surge operations. This includes incident status, surge status (e.g., bed availability, patient tracking, and
surges of concerned individuals), availability of resources, and healthcare organization operating status.

For more information, please see Capability 6 — Information Sharing

P6. Healthcare organization patient transport assistance

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain patient transport processes for medical surge incidents. These processes address
patient transport needs above routine healthcare organization transport agreements due to the number and severity of patients. The
methods used to transport may vary, however, the medical and legal obligations for patient transport should be considered and factored
into transportation processes. The coordination of multiple transport options include but are not limited to following considerations:

= Air, ground, and sea options
= Public and private options
= National guard collaboration

= Federal Coordinating Centers (FCC) and National Disaster Medical System collaboration (e.g., coordination with FCC to establish patient
movement protocols between the private sector and the Federal patient movement system)

= Volunteer agencies
= Family members

= Additional innovative options (just-in-time options)
Transportation processes should adhere to the appropriate regulatory guidance:

= Emergency Medical Treatment and Active Labor Act (EMTALA) and

= The Health Insurance Portability and Accountability Act of 1996 (HIPPA)

= Other medical and legal guides to transporting patients and transferring care

Suggested resources:

= National Disaster Medical System (NDMS): http://www.phe.gov/preparedness/responders/ndms/Pages/default.aspx

= [S-1900 NDMS Federal Coordinating Center Operations Course: http://training.fema.gov/EMIWeb/IS/is1900.asp

= Emergency Medical Treatment and Labor Act of 1986 (EMTALA): http://emtala.com/law/index.html

P7. Medical surge considerations for at-risk individuals and those with special medical needs

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, participate in planning for at-risk individuals and those with special medical needs for medical surge incidents.

This includes those at-risk patients requiring medical treatment at a healthcare facility that may contribute to medical surge (e.g., dialysis
patients, home care ventilator patients).
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Suggested Resource:
= ASPR Office for At-Risk Individuals, Behavioral Health, and Human Services Coordination (ABC), Special Medical Needs: Definitions and
Related Terms: http://www.phe.gov/Preparedness/planning/abc/Documents/SpecialMedicalNeeds.pdf

= ASPR Office for At-Risk Individuals, Behavioral Health, and Human Services Coordination (ABC), At-risk Individuals: http://www.phe.gov/
Preparedness/planning/abc/Documents/AtRisk. pdf

E1. Specialty equipment to increase medical surge capacity and capability

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, assess the need for equipment to assist with the existing capacity and capability. This type of equipment may
include but is not limited to:

m Equipment and supplies, including operational plans, that assist healthcare organizations to manage increased number of patients
(medical surge capacity) such as:
— Equipment to expand space (e.g., tents, mobile medical assets)
— Medical equipment to support a surge of patients
— Additional patient care supplies
= Equipment, including operational plans, that assists with the provision of specialized medical evaluation and care (medical surge
capability) such as:
— Specialty care equipment (e.g., pediatric, burn, and trauma care equipment and supplies)
— Mobile assets to supply services (e.g., radiology, pharmacy)

- Additional types of equipment and supplies for specialized surge services

Suggested Resource:
= Medical Surge Capacity and Capability: A Management System for Integrating Medical and Health Resources During Large-Scale
Emergencies, 2007, pg 1-5 and pg 1-6 http://www.phe.gov/preparedness/planning/mscc/handbook/pages/default.aspx

S1. Special training to maximize medical surge competency

The State and Healthcare Coalitions, in coordination with healthcare organizations, provide training to develop, refine, and sustain medical
surge capabilities. This may include training that is a based on an existing need and determined by pre-defined priorities of the healthcare
organizations and the State. Examples of this type of training may include:

® Burn, trauma, and pediatric training to enhance the specialty capabilities for providers in facilities that do not regularly care for these
types patients

= Additional types of training to enhance the specialty capabilities to treat types of patients not routinely cared for but encountered during
a disaster

Suggested Resource:
= Medical Surge Capacity and Capability: A Management System for Integrating Medical and Health Resources During Large-Scale
Emergencies, 2007, pg 1-5 and pg 1-6 http://www.phe.gov/preparedness/planning/mscc/handbook/pages/default.aspx

P8. Mobile medical assets for surge operations

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain plans for using mobile medical assets during medical surge operations. These plans
should include but are not limited to the following elements:

® QOperational plans for mobile medical assets to include:

The parameter of care delivered in the mobile platform (e.g., acute vs. non-acute; pediatric vs. adult)

Location (e.g., healthcare organization, local, and regional)

— Operational timeframe

Required resources (equipment, staffing, supplies, transportation, and utilities)
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— Movement procedures of assets during an incident or event
— Maintenance of assets

— Supply and resupply of assets

— The management of staff during a surge incident

— Training

— Communications

— Additional relevant resources to include Federal NDMS teams.

= Protocols to request mobile medical assets from the local, state or Federal incident management

E2. Mobile Medical Assets

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, assess the need for the procurement and use of mobile medical assets to be strategically located in the local or
regional area, for use by healthcare organizations. These assets should have the ability to increase medical surge capacity and capability
and include an operational and sustainment plan. Types of mobile medical assets may include but are not limited to:

= Mobile staff (mobile teams of healthcare professionals)
= Mobile caches of equipment and/or supplies

= Mobile trailers or shelters to provide:
— Space for treatment of patients (e.g., mobile hospital, Federal — Resources for emergency communications

Medical Stations) — Other viable surge uses
— Space for storage of surge equipment

P9. Decontamination assistance to healthcare organizations

The State and Healthcare Coalitions, in coordination with healthcare organizations, Hazardous Materials (HazMat) response authorities,
ESF #8, and relevant response partners, develop, refine, and sustain decontamination plans to provide assistance during incidents that
overwhelm the existing decontamination ability of the healthcare organization. Plans should include but are not limited to the following
elements:

= Assessments of the decontamination capability of healthcare organizations

= Assessments of the anticipated number of casualties resulting from a CBRNE exposure that are expected to seek treatment at healthcare
organizations without prior decontamination (based on local risk assessments)

= Develop, refine, and sustain strategies to provide assistance to healthcare organizations with decontamination planning, equipping, or
training to meet the anticipated need

® Processes to request decontamination assets during response, if available

= Coordination with local EMS decontamination units and HazMat units to support decontamination surges that overwhelm healthcare
organizations

= Processes to coordinate healthcare organization decontamination procedures with state, regional and local HazMat response teams
= Processes for healthcare organizations to return assets that were provided (e.g., cleaning, resupply)
Suggested resources:

= OSHA Best Practices for Hospital-Based First Receivers of Victims from Mass Casualty Incidents Involving the Release of Hazardous
Substances: http://www.osha.gov/dts/osta/bestpractices/html/hospital firstreceivers.html

= CDC: Preparing for and Responding to Specific Hazards: http://www.bt.cdc.gov/hazards-specific.asp
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E3. Decontamination assets

The State and Healthcare Coalitions, in coordination with healthcare organizations, and HazMat response authorities, assess the need for
the use of decontamination assets and strategically locate them in the local or regional area, for use by healthcare organizations. These
assets should have the ability to :

= Decontaminate more than one patient simultaneously
= Decontaminate both ambulatory and stretcher patients

= [nclude provisions for at-risk individuals and those with special medical needs

Decontamination assets should have operational plans that include:
® Request processes = Maintenance of assets
® | ocation of assets (e.g., healthcare organization, local, or regional = Supply and resupply of assets

[Healthcare Coalition]) = The management of staffing during a surge incident

Operational timeframe to deploy = Training plans including just-in-time training plans for new

= Movement procedures of assets during an incident or event healthcare workers assigned to use the asset

® Required resources (equipment, staffing, supplies, transportation, = Additional relevant resources
and utilities)

$2. Decontamination training
The State and Healthcare Coalitions, in coordination with healthcare organizations and HazMat response authorities, provide
decontamination training that may include but is not limited to the following elements:

= Training of the local or state approved decontamination methodology

= Decontamination training that has been coordinated through the appropriate subject matter expert agencies

® Assistance to healthcare organizations in the proper use of their decontamination equipment

= Training on decontamination equipment that may be available for healthcare organization response operations (i.e., training should

include procedures for implementation, maintenance, and operational guidance to help healthcare personnel use the asset)

P10. Mental/Behavioral health support

The State, in coordination with healthcare organizations and the agencies responsible for mental/behavioral health, participate in
coordinated planning to develop processes for healthcare organizations that would assist them with the procedures to request mental/
behavioral health support during medical surge incidents that could be made available to responders, survivors, and families. This is for
assistance beyond that of a healthcare organizations ability to provide. This could include but is not limited to the following elements:

m The processes for healthcare organizations to interact with mental/behavioral health professionals of the community and request support
to assist with the mental/behavioral needs of their staff including psychological first aid

= A contact list of pre-identified resources that could provide mental/behavioral health support to responders and families according to the
incident. Consideration should be given to the inclusion of the following elements:

— Mental/behavioral health professionals — Translators
— Spiritual care providers — Embassy and Consulate representatives when international
— Hospice victims are involved
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Function 4: Develop Crisis Standards of Care guidance

Provide State guidance and protocols on crisis standards of care in order to enable a substantial change in routine healthcare operations
including delivery of the optimal level of patient care for a pervasive (e.g., pandemic influenza) or catastrophic (e.g., earthquake,
hurricane) disaster. The need for crisis standards is justified by specific circumstances and may or may not be triggered by the formal
declaration of emergency, disaster, or public health emergency (with input from local, Healthcare Coalition, and regional authorities),

in recognition that crisis operations will be in effect for a sustained period. If an emergency declaration is made, it changes the legal
environment and enables specific legal and regulatory powers and protections for public health and healthcare providers concerning their
actions and omissions associated with allocating and utilizing scarce medical resources and implementing crisis standards of care. This
guidance provides a delineated continuum of care from normal operations to eventual crisis standards of care. The continuum involves the
scarcity of all other resource options until it is no longer feasible to provide normal care, including strategies to reduce demand, optimize
existing resources, and augment existing resources.

Note: Utilizing a crisis standard of care mode may not be optional — as it could be a forced choice based on the emerging situation. Under
such circumstances, failing to make substantive adjustments to healthcare operations, that is; not to adopt crisis standards can result in increased
morbidity and mortality.

Suggested resources:
= Cuidance for Establishing Crisis Standards of Care for Use in Disaster Situations: http://iom.edu/Reports/2009/DisasterCareStandards.aspx
2012 IOM Report: document reference placeholder

Function Alignment:
PHEP Capability 10, Medical Surge; Function 1, Resource: P5. Indicators for standards of care levels

Tasks
Task 1 Identify the current status of crisis standards of care planning to determine the future implementation requirements for use by the
healthcare organizations

Task 2 Identify the guidelines for crisis standards of care, including the effective allocation of scarce resources

Task 3 Identify the appropriate legal authorities and protections for healthcare providers and institutions for implementation of crisis
standards of care

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. State crisis standards of care guidance

States should develop collaborative crisis standards of care guidance by actively engaging Healthcare Coalitions, healthcare organizations,
healthcare practitioners, and local and state medical and public health authorities. There are five key elements to include in the
development the guidance:

= A strong ethical grounding
= |ntegrated and ongoing community and provider engagement, education, and communication

= Assurances regarding legal authority and environment

Clear indicators and roles and responsibilities

Evidenced-based (informed) clinical processes and operations

Suggested resource:
= |OM (Institute of Medicine). 2012. Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response. Washington, DC:
The National Academies Press.

= Guidance for Establishing Crisis Standards of Care for Use in Disaster Situations: http://iom.edu/Reports/2009/DisasterCareStandards.aspx
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P2. Indicators for crisis standards of care

The State, in coordination with healthcare organizations, Healthcare Coalitions, and public health and medical authorities, provides
guidance to assist healthcare organizations with crisis standards of care plan development to include indicators for crisis standards of care.
Components to consider in the guidance include:

= |dentification of the progressive indicators that lead to crisis standards of care (these are general and will vary state by state, use Institute
of Medicine (I0M) guidance for assistance):
— Recognition of a surge above the normal operating capacity of the healthcare system during a disaster

— Recognition of a depletion of the healthcare system’s resources to a pre-identified critical threshold of resource availability that warns
of impending resource exhaustion including but not limited to:

> Critical Infrastructure (essential services) availability > Equipment and supply availability
> Staffing availability > Patient care space availability

— A plan to discontinue specific patient care services or optimize existing services before resources are at critical levels or exhausted (e.g.,
elective procedures, primary care)

— A plan to implement crisis standards of care operations and begin the discontinuation of critical services when resources are no longer
available

Suggested resource:
= |OM (Institute of Medicine). 2012. Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response. Washington, DC:
The National Academies Press.

® Cuidance for Establishing Crisis Standards of Care for Use in Disaster Situations: http://iom.edu/Reports/2009/DisasterCareStandards.aspx

P3. Legal protections for healthcare practitioners and institutions

The State, in coordination with healthcare organizations, Healthcare Coalitions, and public health and medical authorities, identifies the
legal protections for public health and healthcare practitioners prior to crisis standards of care implementation. These may include the
following (dependent on the State government):

® The scope and breadth of emergency declarations and ensuing powers to respond

Medical and legal standards of care

Legal authorization to allocate personnel, resources, and supplies

® Licensure reciprocity and scope of practice limitations

Risks of liability and available liability protections (e.g., Federal PREP Act) for public health and healthcare practitioners and institutions

m |egal issues related to the deployment and use of volunteer health practitioners

Special waivers (e.g., 1135) of key regulatory requirements pursuant to emergency declarations

FDA issuance of emergency use authorizations for non-approved drugs or devices

Suggested Resource:
= Public Readiness and Emergency Preparedness Act (PREP Act): http://www.flu.gov/professional/federal/prep_act.html

P4. Provide guidance for crisis standards of care implementation processes
Crisis standards of care processes and/or plans should include but are not limited to the following elements:
= |ndicators for crisis standards of care

= |mplementation criteria for elements such as:

— Triage operations — Palliative care planning
— Clinical care in disasters — Pre-requisite command, control, and coordination elements
— Disaster mental/behavioral health — Decision tools and resource use guidance
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Suggested resource:
= |OM (Institute of Medicine). 2012. Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response. Washington, DC:
The National Academies Press.

= Guidance for Establishing Crisis Standards of Care for Use in Disaster Situations: http://iom.edu/Reports/2009/DisasterCareStandards.aspx

P5. Provide guidance for the management of scarce resources

Crisis standards of care resource allocation planning should be coordinated by the State, the Healthcare Coalition, and local medical and
public health authorities to develop guidance based on state laws and regulations. This guidance should assist healthcare organizations to
develop strategies for resource management during crisis standards of care. Recommended strategies may include but are not limited to
processes that:

® Reduce resource demand such as:

— Cancelling elective surgeries and outpatient appointments — Directing public to shelter-in-place locations

= Optimize existing resources such as:
— Use of non-healthcare providers for certain roles — Balancing and re-distributing patient loads across the different
— Adjusting triage techniques healthcare organizations
— Re-purposing existing resources
= Augment existing resources such as:
— Substituting effective alternatives — Utilizing alternate care sites

— Implementing mutual aid agreements — Utilizing volunteers

= Provide guidance for palliative care such as:

— Means to provide pain management and comfort to those dying - Reassessment protocols for palliative care patients to determine
during a disaster if resources can be made available for their care

= Include strategies to address specific types of resource shortages such as:
— Ventilators and components
— Oxygen and oxygen delivery devices
— Vascular access devices
— Pediatric equipment and supplies
— Intensive care unit (ICU) beds
— Healthcare providers, particularly critical care, burn, pediatric, surgical/ anesthesia staff (nurses and physicians), and respiratory therapists
— Hospitals (due to infrastructure damage or compromise)
— Specialty medications or intravenous fluids (sedatives/analgesics, specific antibiotics, and antiviral)
— Vasopressors/inotropes
— Medical transportation
= Example strategies to address resource shortages include: Substitution (e.g., narcotic substitution)

— Conservation (e.g., oxygen flow rates titrated to minimum required)

Adaptation (e.g., anesthesia machines used for mechanical ventilation)

Reuse of supplies (e.g., reuse nasogastric tubes and ventilator circuits after appropriate disinfection)

Reallocation (e.g., relocates oxygen saturation and cardiac monitors for use with multiple patients with critical illness or those patients
with borderline conditions to ensure their condition does not worsen; remove patients from ventilators who are unlikely to survive and
use the ventilator for patients with the greatest chance of survival)

= Example strategies for EMS agencies to address shortages:

— Alternate dispatch options (e.g., assign EMS to only life-threatening calls by pre-determined criteria; no response to cardiopulmonary
resuscitation-in-progress calls)
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— Staffing adjustments (e.g., adjust shift length and the number of individuals who will respond)

— Response alternatives (e.g., decline service to non-critical, non-vulnerable patients)

Suggested resource:
= |OM (Institute of Medicine). 2012. Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response. Washington, DC:
The National Academies Press.

® Cuidance for Establishing Crisis Standards of Care for Use in Disaster Situations: http://iom.edu/Reports/2009/DisasterCareStandards.aspx

S1. Crisis standards of care training
The State, in coordination with healthcare organizations, Healthcare Coalitions, and public health and medical authorities, provide training
for crisis standards of care that should include but is not limited to following elements:

= Multi-agency coordination of planning efforts related to crisis standards of care and the allocation of scarce resources
= The legal protections specific to local or state healthcare

= Training aids for Healthcare Coalitions and healthcare organizations related to crisis standards of care

Function 5: Provide assistance to healthcare organizations regarding evacuation and shelter in place
operations

Support healthcare organizations during evacuation and shelter in place operations in which no warning or ample warning is received prior
to the occurrence. This assists healthcare organizations with the safe and effective care of patients, use of equipment, and utilization of
staff during relocation to another facility within a region or outside of the region in response to an incident. This includes the provision of
assistance to healthcare organizations that have decided to shelter-in-place during the incident.

Function Alignment:
Unique HPP Function

Tasks
Task 1 Before, during, and after an incident ensure there are processes to provide resource assistance to healthcare organizations and
providers for evacuation and shelter-in-place operations

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Healthcare organization evacuation and shelter-in-place plans

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain a plan for large scale (multiple healthcare organizations and multiple local
jurisdictions/regions) evacuation and sheltering-in-place operations. Plans should include but are not limited to the following elements:

= Coordination of healthcare organization plans with the local and state evacuation plans

= |dentification and coordination of the roles and responsibilities of each partner healthcare organization, their activation procedures,
communication plans, and resource sharing/request plans for evacuation

= |dentification of the evacuation resources that are available to the healthcare organizations (For supporting information, see Capability
1 — Healthcare Preparedness)

® Processes to request resources (For supporting information, please see Capability 3 — Emergency Operations Coordination)
m Regional resource support (from Healthcare Coalition) to healthcare organizations undergoing evacuation and shelter-in-place operations
(if requested and available)

= Strategies that assist healthcare organizations return to their facilities after evacuation including but not limited to (For further
information, please see Capability 2 — Healthcare System Recovery):

— Resource assistance (if requested and available)
— Assistance with resource reconstitution if available

— Assistance with reimbursement processes

U.S. Department of Health and Human Services Healthcare Preparedness Capabilities:

44 Office of the Assistant Secretary for Preparedness and Response National Guidance for Healthcare System Preparedness





== CAPABILITY 10: Medical Surge

= Coordination of information between the healthcare organizations and appropriate state/local early warning agencies on the advisability
of shelter-in-place or evacuation operations

= State coordination of processes to keep communication and resource request processes open, efficient, and redundant during shelter-in-
place operations

® State coordination with interstate Emergency Management Assistance Compact requests (EMAC) and Federal (DHHS Regional Emergency
Coordinators) for assistance

= State coordination with Federal Coordinating Centers (FCC) and National Disaster Medical System (e.g., coordination with FCC to

establish patient movement protocols between the private sector and the Federal patient movement system)

Note: Evacuation plans are required by The Joint Commission standards for Hospitals, Critical Access Hospitals, LTC, Home Care, Ambulatory Care,
Behavioral Health Care, Labs EM.02.01.01 EP 2

P2. Healthcare organization preparedness to receive evacuation surge

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop a plan for receiving a large scale (multiple healthcare organizations and multiple local jurisdictions/
regions) evacuation in other regions of the state or other states. This plan should include strategies to coordinate evacuation plans with the
appropriate healthcare organizations that are most likely to receive the patients of an evacuation. The plan should also include processes to
assist these healthcare organizations with resources if requested and available.

P3. Transportation options for evacuation

The State and Healthcare Coalitions, in coordination with healthcare organizations, emergency management, ESF #8, relevant response
partners, and stakeholders, develop, refine, and sustain patient transport processes for evacuation. The coordination of multiple transport
options include but are not limited to following considerations:

= Air, ground, and sea options
= Public and private options
= National guard collaboration

= Federal Coordinating Centers (FCC) and National Disaster Medical System collaboration (e.g., coordination with FCC to establish patient
movement protocols between the private sector and the Federal patient movement system)

= Volunteer agencies
= Family members

= Additional innovative options (just-in-time options)

Transportation processes should adhere to the appropriate regulatory guidance:

= Emergency Medical Treatment and Active Labor Act (EMTALA) and

= The Health Insurance Portability and Accountability Act of 1996 (HIPPA)

= Other medical and legal guides to transporting patients and transferring care

Suggested resources:

= National Disaster Medical System (NDMS): http://www.phe.gov/preparedness/responders/ndms/Pages/default.aspx
= [S-1900 NDMS Federal Coordinating Center Operations Course: http://training.fema.gov/EMIWeb/IS/is1900.asp

= Emergency Medical Treatment and Labor Act of 1986 (EMTALA): http://emtala.com/law/index.html

E1. Specialized equipment needed to evacuate patients

The State and Healthcare Coalitions, in coordination with healthcare organizations, assess the need for a local or regional cache of
evacuation equipment for use by healthcare organizations to assist with evacuation or shelter-in-place operations (e.g., evacuation chairs,
transport ventilators). This type of equipment should include a process to request the resources and operational guidelines.
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== CAPABILITY 14: Responder Safety and Health

The responder safety and health capability describes the ability of healthcare organizations to
protect the safety and health of healthcare workers from a variety of hazards during emergencies
and disasters. This includes processes to equip, train, and provide other resources needed to ensure
healthcare workers at the highest risk for adverse exposure, illness, and injury are adequately
protected from all hazards during response and recovery operations.

Note: For the purposes of this document, the State — unless otherwise noted — refers to the organization and its
partners that represent the interests of healthcare preparedness or hospital preparedness for healthcare organizations
within the State.

Capability Alignment:

Integration with public health aligns during planning. This is done in coordination with public health, Emergency Management and ESF #8
planners and specifically addresses support that can be provided to healthcare organizations during response to protect healthcare workers.
To integrate this capability, public health and healthcare emergency planners should coordinate how best to address public health and
healthcare worker safety needs during the development of strategically placed caches of equipment, supplies and pharmaceuticals that
would provide timely resource assistance. This is specifically outlined in the functions of Capability 14 from the Healthcare Preparedness
Capability and cross-referenced to the Public Health Preparedness Capability.

Function 1: Assist healthcare organizations with additional pharmaceutical protection for healthcare
workers

Develop, refine, and sustain processes to assist healthcare organizations to provide the timely distribution of critical medication such as
prophylaxis or immediate treatment for healthcare workers and their families during an exposure incident (e.g., CBRNE).

Function Alignment:
Has connections to PHEP Capability 8, Medical Countermeasures

Tasks

Task 1 Identify the pharmaceuticals needed to safeguard healthcare workers and their families when indicated by a biological infectious
disease or during a likely exposure incident identified through risk assessments, hazards vulnerability assessments (HVAs), and
resource needs

Task 2  Assess the need for developing pharmaceutical caches that can be accessed by healthcare organizations when requested and
available during an exposure/incident

Task 3  Establish the appropriate processes to deliver caches of pharmaceuticals to healthcare organizations during an exposure requiring
prophylaxis and treatment when requested and available

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Pharmaceutical needs assessment

The State, in coordination with healthcare organizations, Healthcare Coalitions, emergency management, public health, and other
stakeholders (e.g., Schools of Pharmacy, State Boards of Pharmacy, pharmacy organizations, and academia) perform a needs assessment to
determine the types of pharmaceuticals that may be needed in an area to protect healthcare workers from priority threats. This includes an
assessment of the threats, vulnerabilities, and consequences of a CBRNE exposure to provide risk informed medical measures and ensures
healthcare responders are protected. Hazard identification is performed to provide guidance when developing strategies to store, rotate,
replace, and distribute pharmaceuticals at the local or regional level and/or healthcare organization specific level.
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P2. Pharmaceutical cache storage, rotation, replacement, and distribution

The State, in coordination with healthcare organizations, Healthcare Coalitions, emergency management, public health, and other stakeholders
(e.g.. Schools of Pharmacy, State Boards of Pharmacy, pharmacy organizations, and academia) develop, refine, and/or maintain pharmaceutical
caches. Caches of pharmaceuticals should include an operational plan that includes but is not limited to the following elements:

= Pharmacy oversight (agreements with pharmaceutical agencies addressing storage, rotation and replacement procedures or modalities)

= Placement of caches in strategic locations

® Emergency contact information for personnel with access to the cache

Processes for the timely access to the cache for identified healthcare organizations
= A contingency access plan

= Procedures and agreements for distribution

Coordination with emergency management, private transport agencies, security agencies and/or public safety to address:
— Security measures for the integrity of the supply chain
— Supply chain management during an incident
= Maintenance and rotation schedules
— Storage in appropriate conditions to maximize pharmaceutical shelf life
— Protocols to rotate pharmaceutical stock and/or processes for return management of stock
— Handling and administration protocols for each type of pharmaceutical in the stock such as:
> Antibiotic drugs for prophylaxis and post-exposure prophylaxis to biological agents
> Nerve agent antidotes
> Antiviral drugs
> Medications needed for exposure to other threats (e.g., radiological events)

> Coordination of planning to address options or the need for additional pharmaceuticals for healthcare workers families

P3. Medical Countermeasure dispensing

The State, in coordination with healthcare organizations, Healthcare Coalitions, emergency management, public health, and other
stakeholders, develop, refine, and sustain a plan to provide medical countermeasures to treat or provide prophylaxis to the affected
healthcare worker population in accordance with public health guidelines and/or recommendations. This includes healthcare coordination
with Federal countermeasure programs such as the Strategic National Stockpile program and other relevant programs.

Suggested resources:
= Public Health Emergency Medical Countermeasures Enterprise Review: http://www.phe.gov/preparedness/mcm/pages/default.aspx
= Strategic National Stockpile: http://www.cdc.gov/phpr/stockpile/stockpile.htm

= Biodefense and related programs: http://www.niaid.nih.gov/topics/biodefenserelated/Pages/default.aspx
For Supporting information, see PHEP Capability 8 — Medical Countermeasure Dispensing

E1. Pharmaceutical cache protection

The State, in coordination with healthcare organizations, Healthcare Coalitions, emergency management, public health and other
stakeholders, assesses the need for additional pharmaceutical caches to include the appropriate security and environmental protection
systems that protect medical supplies and pharmaceuticals. This type of equipment should include but is not limited to:

= Appropriate security for the pharmaceutical caches and medical supplies
= Appropriate environmental storage devices to maintain the appropriate climate control for the caches

m Operational plans to maintain the caches
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S1. Pharmaceutical cache training

The stockpiling of pharmaceutical caches in any location should include plans for associated training. Training curriculums may include
information regarding how to access the cache such as where it is located, request processes and contact information. Training for
healthcare organizations should include the coordination of just-in-time training (e.g., how it works, when and how to administer, and
precautions and follow-up).

Function 2: Provide assistance to healthcare organizations with access to additional Personal Protective
Equipment (PPE) for healthcare workers during response

Assist healthcare organizations with the ability to access the appropriate types of caches of Personal Protective Equipment (PPE) needed for
the safety of healthcare responders based on incident/event-specific conditions.

Suggested resources:
= NIOSH, Emergency Response Resources: http://www.cdc.gov/niosh/topics/emres/responders.html

® OSHA Best Practices for Hospital-Based First Receivers of Victims from Mass Casualty Incidents Involving the Release of Hazardous
Substances: http://www.osha.gov/dts/osta/bestpractices/html/hospital_firstreceivers.html

Function Alignment:
PHEP Capability 14, Responder Safety and Health; Function 1, Identify responder safety and health risks; Function 2, Identify safety and
personal protective needs; Function 3, Coordinate with partners to facilitate risk-specific safety and health training

Tasks

Task 1 Identify the PPE required to protect healthcare workers during exposure incidents based on risk assessments, HVAs, and resource
needs

Task 2  Establish processes to access personal protective equipment by healthcare organizations when requested and available during an
exposure incident

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Personal protective equipment needs assessment

The State, in coordination with healthcare organizations, Healthcare Coalitions, emergency management, public health, and other relevant
stakeholders, perform a needs assessment to determine additional levels and types of PPE to protect healthcare workers based on the risk
assessments, casualty estimates, level of decontamination expected, and isolation or quarantine planned in the affected areas.

P2. Personal protective equipment caches

The State, in coordination with healthcare organizations, Healthcare Coalitions, emergency management, public health, and other relevant
stakeholders, assess the need for additional caches of PPE based on estimated resource needs. This should include but is not limited to the
following elements:

= Coordination across a region so that training programs are consistent and pertain to the equipment that will be used
= Placement of PPE caches in strategic locations based on where the cache will be most effective

= Storage in appropriate conditions to maximize shelf life

Protocols to rotate stock as needed

Protocols for return management of stock as needed
= |nstructions for use of all PPE in the cache

= Cache inventory that is consistent with local brands used by healthcare organizations (e.g., precludes the need for fit testing for N95
during disaster situations)
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P3. Personal protective equipment supply and dispensing

The State, in coordination with healthcare organizations, Healthcare Coalition, emergency management, public health, and other relevant
stakeholders develop, refine, and sustain a plan to assist healthcare organization with PPE when requested and available. These processes
should include but is not limited to the following elements:

® Processes to assist healthcare organizations implement emergency supply plans or activate MOUs with vendors that can supply PPE
resource support (e.g., private vendor support)

® Processes to access a local or regional cache if available
= Processes to request PPE from local or state incident management

® Processes to resupply local and regional caches of PPE

E1. Personal Protective Equipment for healthcare workers

Have or have access to PPE consistent with the identified risks of the local jurisdiction and the PPE needs of response personnel across
varying job functions. The type of PPE that is procured for local or regional caches should be consistent with the type of PPE used locally to
promote interoperability and inter-facility sharing. Equipment should meet nationally recognized standards as defined by the OSHA, CDC,
FDA, and or Interagency Board for Equipment Standardization and Interoperability (https://iab.gov).

S1. Personal protective equipment training

The State, in coordination with healthcare organizations, Healthcare Coalition, emergency management, public health, and other relevant
stakeholders, develop, refine, and sustain processes to provide coordinated training to healthcare organizations when additional PPE caches
are developed. The training for the use of supplemental caches of PPE should include coordination with healthcare organization specific
training programs, and compliance with Federal or state OSHA regulations.

Suggested resources:
= NIOSH, Emergency Response Resources: http://www.cdc.gov/niosh/topics/emres/responders.html

= OSHA Best Practices for Hospital-Based First Receivers of Victims from Mass Casualty Incidents Involving the Release of Hazardous
Substances: http://www.osha.gov/dts/osta/bestpractices/html/hospital_firstreceivers.html
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== CAPABILITY 15: Volunteer Management

Volunteer management is the ability to coordinate the identification, recruitment, registration,
credential verification, training, engagement, and retention of volunteers to support healthcare
organizations with the medical preparedness and response to incidents and events.

Note: For the purposes of this document, the State — unless otherwise noted — refers to the organization and its
partners that represent the interests of healthcare preparedness or hospital preparedness for healthcare organizations
within the State.

Capability Alignment:

Integration with public health aligns during planning. This is done in coordination with public health, Emergency Management and ESF
#8 planners and specifically addresses support that can be provided to healthcare organizations during response to augment healthcare
professional staff. To integrate this capability, public health and healthcare emergency planners should coordinate with healthcare
organizations to determine when and why volunteers would be used to supplement staff at healthcare organizations and then work
towards strategies for their effective use. This is specifically outlined in the functions of Capability 15 from the Healthcare Preparedness
Capability and cross-referenced to the Public Health Preparedness Capability.

Function 1: Participate with volunteer planning processes to determine the need for volunteers in
healthcare organizations

Participate with volunteer planning to assess the situations in which volunteers may be needed by healthcare organizations to determine
the type and quantity of volunteers that may be used by healthcare organizations during a response. The coordinated planning involves
medical considerations for the recruitment, identification, and training of volunteers that can support a healthcare organization response.

Function Alignment:
PHEP Capability 15, Volunteer Management; Function 1, Coordinate volunteers

Tasks

Task 1 Assess which situations would necessitate the need for the use of volunteers in healthcare organizations during response and
participate in the planning that would provide this as an option when needed

Task 2 Identify the type and quantity of volunteers most likely needed to support healthcare response based on the risk assessments,
hazard vulnerability assessments, resource assessments and other data that may provide clarity into anticipated needs (For
supporting information, please see Capability 1 — Healthcare Preparedness).

Task 3  Prior to an incident or event, participate with volunteer planning for pre-incident screening and verification of volunteers’
credentials for healthcare professionals that may be used in healthcare organizations

Task 4 Prior to an incident or event, participate with training initiatives for the planning of initial and ongoing emergency response
training for registered volunteers that may be used in healthcare organizations during response

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Volunteer needs assessment for healthcare organizations response

The State, in coordination with healthcare organizations, Healthcare Coalitions, emergency management, public health, and the
appropriate volunteer organizations, perform a volunteer needs assessment. The volunteer needs assessment should include but is not
limited to the following elements:

= |dentification of situations that would necessitate the need for volunteers in healthcare organizations
= Estimation of the anticipated number of volunteers based on identified situations and resource needs of healthcare organizations
= |dentification of the health professional roles that may be needed by healthcare organizations in these situations

= |dentification of the volunteer liability issues and scope of practice issues that may deter volunteer use by healthcare organizations

50 U.S. Department of Health and Human Services Healthcare Preparedness Capabilities:
Office of the Assistant Secretary for Preparedness and Response National Guidance for Healthcare System Preparedness





== CAPABILITY 15: Volunteer Management

P2. Collect, assemble, maintain, and utilize volunteer information
The State coordinates with healthcare organizations to develop volunteer management guidelines to facilitate the use of volunteers to
support specific healthcare roles. These guidelines should ensure following aspects of volunteer management can be achieved:

= |nformation must be controlled and managed by authorized personnel responsible for the data

= \/olunteer information is collected, assembled, maintained, and utilized in a manner consistent with Federal, state, and local laws
governing information security and confidentiality

= Credentials and qualifications of health professionals are collected, registered, and verified with the issuing entity or appropriate
authority

= Credentials and qualifications of professions consistent with current guidance from the HHS ESAR-VHP program are registered, collected,
and verified

= Volunteers are assigned to credential levels consistent with current guidance from the HHS ESAR-VHP program. Assignments are based on
the credentials and qualifications that the State has collected and verified with the issuing entity or appropriate authority

= Volunteer health professional/emergency preparedness affiliations are recorded (individual, including local, state, and Federal entities)
= Volunteers willing to participate in a federally coordinated emergency response are identified

= Volunteer recruitment and retention strategies are implemented

E1. Electronic volunteer registration system
Have or have access to an electronic registration system for recording and managing volunteer information that is compliant with the
current guidelines of the HHS ESAR-VHP program.

Suggested resource:
= Emergency System for Advance Registration of Volunteer Health Professionals: http://www.phe.gov/esarvhp/pages/about.aspx

Function 2: Volunteer notification for healthcare response needs

Initiate the volunteer request process so that prospective volunteers are mobilized in the appropriate health professional role for the
healthcare organization’s response.

Function Alignment:
PHEP Capability 15, Volunteer Management; Function 2, Notify volunteers

Tasks
Task 1 At the time of an incident, determine the volunteers needed to assist the healthcare organization response including the role and
quantity of volunteers needed; communicate requests using the established volunteer request process

Resource Elements: Plans (P), Equipment (E), Skills (S)

P1. Process to contact registered volunteers

The State, in coordination with healthcare organizations, Healthcare Coalitions, public health, and the appropriate volunteer organizations,
develop a process with the applicable lead jurisdictional agency to contact registered volunteers and identify those willing and available to
participate in the healthcare response operation.

P2. Process to confirm credentials of responding volunteers
The State, in coordination with healthcare organizations, Healthcare Coalitions, public health, and the appropriate volunteer organizations,
develop a process to confirm credentials of responding volunteers that have been requested for healthcare organizations.

P3. Volunteer request process
The State, in coordination with healthcare organizations, Healthcare Coalitions, public health, and the appropriate volunteer agencies,
identify the processes to request volunteers that are to be utilized in healthcare organizations.
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Function 3: Organization and assignment of volunteers

Identify the process for allocating volunteers that are needed simultaneously across several healthcare organizations. This process should
include the placement of volunteers through the appropriate deployment channels and match the assignment of volunteers to the needs of
the requesting healthcare organizations (i.e., based on volunteer availability).

Function Alignment:
PHEP Capability 15, Volunteer Management; Function 3, Organize, assemble, and dispatch volunteers

Tasks

Task 1 Develop a process to assist healthcare organizations with volunteer placement during an incident that includes multi-agency
coordination between healthcare organizations in order to deconflict the needs of multiple healthcare organizations with the
availability of volunteers

Task 2 Develop a process to assist healthcare organizations with the provision of deployment briefings, tracking and rotation of
volunteers, spontaneous volunteer management, safety and incident-specific training

P1. Volunteer deployment protocols

The State, in coordination with healthcare organizations, Healthcare Coalitions, public health, and the appropriate local volunteer
organizations, develops a plan to assist healthcare organizations with the deployment management of volunteers during a response. This
coordinated planning should include but is not limited to the following elements:

= Protocols for deploying and tracking public health professional roles

Protocols for maintaining a history of volunteer deployments

Protocols for maintaining the security of volunteers’ personal information provided from another jurisdiction

Protocols for returning or destroying information no longer needed

P2. Briefing template for healthcare volunteers

The State, in coordination with healthcare organizations, Healthcare Coalitions, public health, and the appropriate local volunteer
organizations, coordinate for the use of a template that can be provided to healthcare organizations for briefing volunteers on the current
incident conditions and response operations. The template should include but is not limited to the following elements:

® [nstructions on the current status of the emergency

= Volunteer health professional role

® Just-in-time training

= Safety instructions

= Any applicable liabilities related to the incident and the volunteers’ roles, psychological first aid, and/or volunteer stress management
P3. Volunteer support services

The State, in coordination with healthcare organizations, Healthcare Coalitions, emergency management, public health, and the volunteer

organizations, develop a process to coordinate with emergency management or other jurisdictional lead agencies to ensure response
requirements (e.g., housing, feeding and mental/behavioral health needs) for healthcare volunteers are supported.
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Function 4: Coordinate the demobilization of volunteers

Coordinate the release of volunteers based on evolving incident requirements or incident status. This includes coordination with the
appropriate partner agencies to ensure provision of medical and mental/behavioral health support needed for the volunteers’ physical and
mental well-being.

Function Alignment:
PHEP Capability 15, Volunteer Management; Function 4, Demobilize volunteers

Tasks

Task 1 Coordinate with incident management and the appropriate jurisdictional volunteer organizations to ensure the proper out-
processing of volunteers

Task 2 Coordinate with incident management and the appropriate jurisdictional volunteer organizations to identify community resources
that can support volunteer post-deployment medical screening, stress, well-being assessments and, when requested or indicated,
have a process to refer volunteers to medical and mental/behavioral health services

P1. Volunteer Release Processes

The State, in coordination with healthcare organizations, Healthcare Coalitions, public health, and the appropriate local volunteer
organizations, coordinate the processes for releasing volunteers from healthcare organizations. This coordination should include but is not
limited to the following:

= Demobilization of volunteers in accordance with protocols for demobilization from the appropriate level of incident management
= Ensure the assigned tasks are completed, and/or replacement volunteers are informed of the task status

= Determination of whether additional volunteer assistance is needed

= Ensure equipment is returned by volunteers

= Confirmation of the volunteer’s follow-up contact information

P2. Volunteer exit screening protocols

The State, in coordination with healthcare organizations, Healthcare Coalitions, public health, and the appropriate local volunteer

organizations, develop a process to ensure volunteers provide accurate and complete information during out-processing. Documentation
should include but is not limited to the following:

= |dentification of injuries and illnesses acquired during the response
= |dentification of mental/behavioral health needs due to participation in the response

= When requested or indicated, referral of volunteers to medical and mental/behavioral health services
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Acronyms
Aconym
EMR Electronic Medical Record Systems
EMS Emergency Medical Services
ICS Incident Command System
JIS Joint Information System
JPATS Joint Patient Assessment and Tracking System
NDMS National Disaster Medical System: Includes Disaster Medical Assistance Teams (DMATs), Disaster Mortuary
Operational Response Teams (DMORTs), International Medical Surgical Response Team (IMSURT), National
Veterinary Response Team (NVRT)
Terms

At-Risk Individuals

54 U.S. Departm

At-Risk Individuals are defined as those having needs in the following functional areas: communication, medical
care, maintaining independence, supervision, and transportation. In addition to those individuals specifically
recognized as at-risk in the Pandemic and All-Hazards Preparedness Act (i.e., children, senior citizens, and pregnant
women), individuals who may need additional response assistance include those who have disabilities; live in
institutionalized settings; are from diverse cultures; have limited English proficiency or are non-English speaking; are
transportation disadvantaged; have chronic medical disorders; and have pharmacological dependency.

(b) AT-RISK INDIVIDUALS.—Section 2814 of the Public Health Service Act (42 U.S.C. 300hh-16) is amended—

“The Secretary, acting through such employee of the Department of Health and Human Services as determined by
the Secretary and designated publicly (which may, at the discretion of the Secretary, involve the appointment or
designation of an individual as the Director of At-Risk Individuals), shall—

“(1) monitor emerging issues and concerns as they relate to medical and public health preparedness and response
for at-risk individuals in the event of a public health emergency declared by the Secretary under section 319;""; and

“(2) oversee the implementation of the National Preparedness goal of taking into account the public health and
medical needs of at-risk individuals in the event of a public health emergency, as described in section 2802(b)(4);

“(3) assist other Federal agencies responsible for planning for, responding to, and recovering from public health
emergencies in addressing the needs of at-risk individuals;

“(4) provide guidance to and ensure that recipients of State and local public health grants include preparedness and
response strategies and capabilities that take into account the medical and public health needs of at-risk individuals
in the event of a public health emergency, as described in section 319C-1(b)(2)(A)(iii);

“(5) ensure that the contents of the strategic national stockpile take into account at-risk populations as described in
section 2811(b)(3)(B);

“(6) oversee the progress of the Advisory Committee on At-Risk Individuals and Public Health Emergencies
established under section 319F(b)(2) and make recommendations with a focus on opportunities for action based
on the work of the Committee;

“(7) oversee curriculum development for the public health and medical response training program on medical
management of casualties, as it concerns at-risk individuals as described in subparagraphs (A) through (C) of section
319F(a)(2);
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At-Risk Individuals | “(8) disseminate and, as appropriate, update novel and best practices of outreach to and care of at-risk individuals
(cont.) before, during, and following public health emergencies in as timely a manner as is practicable, including from the
time a public health threat is identified;

“(9) ensure that public health and medical information distributed by the Department of Health and Human
Services during a public health emergency is delivered in a manner that takes into account the range of
communication needs of the intended recipients, including at-risk individuals; and

“(10) not later than one year after the date of enactment of the Pandemic and All-Hazards Preparedness Act,
prepare and submit to Congress a report describing the progress made on implementing the duties described in this
section.”

Common A common operating picture offers a standard overview of an incident, thereby providing incident information
Operating Picture | that enables the Incident Commander/Unified Command and any supporting agencies and organizations to

make effective, consistent, and timely decisions. Compiling data from multiple sources and disseminating the
collaborative information COP ensures that all responding entities have the same understanding and awareness of
incident status and information when conducting operations.

FEMA Communications and Information Management: http://www.fema.gov/emergency/nims/
CommunicationsinfoMngmnt.shtm

Crisis Standards of | The level of care possible during a crisis or disaster due to limitations in supplies, staff, environment, or other
Care factors. These standards will usually incorporate the following principles: (1) prioritize population health rather
than individual outcomes; (2) respect ethical principles of beneficence, stewardship, equity, and trust; (3) modify
regulatory requirements to provide liability protection for healthcare providers making resource allocation
decisions; and/or (4) designate a crisis triage officer and include provisions for palliative care in triage models
for scarce resource allocation (e.g., ventilators) (Chang et al., 2008). Crisis standards of care will usually follow a
formal declaration or recognition by state government during a pervasive (pandemic influenza) or catastrophic
(earthquake, hurricane) disaster which recognizes that contingency surge response strategies (resource-sparing
strategies) have been exhausted, and crisis medical care must be provided for a sustained period of time. Formal
recognition of these austere operating conditions enables specific legal/regulatory powers and protections for
healthcare provider allocation of scarce medical resources and for alternate care facility operations. Under these
conditions, the goal is still to supply the best care possible to each patient.

Emergency Support | Emergency Support Function (ESF) #8 — Public Health and Medical Services provides the mechanism for

Function (ESF) #8 | coordinated Federal assistance to supplement State, tribal, and local resources in response to a public health and
medical disaster, potential or actual incidents requiring a coordinated Federal response, and/or during a developing
potential health and medical emergency. The phrase “medical needs” is used throughout this annex. Public Health
and Medical Services include responding to medical needs associated with mental health, behavioral health, and
substance abuse considerations of incident victims and response workers. Services also cover the medical needs of
members of the “at risk” or “special needs” population described in the Pandemic and All-Hazards Preparedness
Act and in the National Response Framework (NRF) Glossary, respectively. It includes a population whose members
may have medical and other functional needs before, during, and after an incident.
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Healthcare The Healthcare Coalition is a collaborative network of healthcare organizations and their respective public and
Coalition private sector response partners that serve as a multi-agency coordinating group to assist with preparedness,
response, recovery, and mitigation activities related to healthcare organization disaster operations. The primary
function of the Healthcare Coalition includes sub-state regional, healthcare system emergency preparedness
activities involving the member organizations. This includes planning, organizing and equipping, training, exercises
and evaluation. During response, Healthcare Coalitions should represent healthcare organizations by providing
multi-agency coordination in order to provide advice on decisions made by incident management regarding
information and resource coordination for healthcare organizations. This includes either a response role as part of a
multi-agency coordination group to assist incident management (area command/unified command) with decisions,
or through coordinated plans to guide decisions regarding healthcare organization support.

Healthcare The component(s) of a community’s healthcare delivery system to primarily include hospitals, Emergency Medical
Organization Services (EMS), primary care, long term care, mental/behavioral health systems, specialty services (dialysis,
pediatrics, woman’s health, stand alone surgery, urgent care, etc.), support services (laboratories, pharmacies,
blood banks, poison control, etc.), private entities associated with healthcare delivery (Hospital associations,
regulatory boards, etc.)

May or may not include components of public health, Tribal healthcare, Federal: VA hospitals, IHS facilities, etc.,
Community Health Centers, volunteer medical organizations (e.g. ARC.), DOD healthcare, Health services in city/
county/State jails, prisons, penitentiaries and others not noted.

Healthcare System | A Collection of a community’s healthcare organizations

Situational Is the ability to identify, process, and comprehend the essential information about an incident to inform the
Awareness decision making process in a continuous and timely cycle and includes the ability to interpret and act upon this
information
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Centers for Disease Control and Prevention (CDC) Office of Financial Resources (OFR)

Instructions for Preparing an Annual Performance Report and Continuation Funding Application

Catalog of Federal Domestic Assistance (CFDA): 93.074

Funding Opportunity Announcement (FOA) Number: CDC-RFA-TP12-120105CONT16



Hospital Preparedness Program (HPP) and

Public Health Emergency Preparedness (PHEP) Cooperative Agreements Assistant

Secretary for Preparedness and Response/National Healthcare Preparedness Programs Centers for Disease Control and Prevention/Office of Public Health Preparedness and Response



Eligibility

This award will be a continuation of funds intended only for awardees previously awarded under CDC-RFA- TP12-1201: Hospital Preparedness Program (HPP) and Public Health Emergency Preparedness (PHEP) Cooperative Agreements. A total of $840,250,000 in fiscal year 2016 funds is currently available for Budget Period 5, which begins July 1, 2016, and ends June 30, 2017. The HPP and PHEP funding amounts shown in Appendices 1 and 2 are for planning purposes only and will be revised based on the final fiscal year 2016 budget.



Statutory Authority

Hospital Preparedness Program Funding (HPP): 319C-2 of the Public Health Service (PHS) Act, as amended.



Contingent Emergency Response Funding (HPP Only)

Section 311 of the PHS Act (42 USC § 243), subject to available funding and other requirements and limitations.



This guidance describes a separate mechanism for awarding future contingent emergency response funding that may be issued in the event of a pandemic or an all-hazards public health emergency in one or more jurisdictions. Such funding is subject to restrictions imposed by ASPR at the time of the emergency and would provide funding under circumstances when a delay in award would result in serious injury or other adverse impact to the public. 



Since the funding is contingent upon Congressional appropriations, whether contingent emergency response funding awards can be made will depend upon the facts and circumstances that exist at the time of the emergency; the particular appropriation from which the awards would be made, including whether it contains limitations on its use; authorities for implementation; or other relevant factors. Funding will be subject to the funding authority, e.g., Section 311 of the PHS Act (42 USC § 243) or other applicable authority, the relevant notice of award, including restrictions imposed at the time of the emergency, and applicable grants regulations and policies.



Public Health Emergency Preparedness Program Funding (PHEP):  319C-1 of the PHS Act, as amended.



Contingent Emergency Response Funding (PHEP Only)

317(a) and 317(d) of the PHS Act, subject to available funding and other requirements and limitations.



This guidance describes a separate mechanism for awarding future contingent emergency response funding that may be issued in the event of a pandemic or an all-hazards public health emergency in one or more jurisdictions. Such funding is subject to restrictions imposed by CDC at the time of the emergency and would provide funding under circumstances when a delay in award would result in serious injury or other adverse impact to the public. 



Since the funding is contingent upon Congressional appropriations, whether contingent emergency response funding awards can be made will depend upon the facts and circumstances that exist at the time of the emergency; the particular appropriation from which the awards would be made, including whether it contains limitations on its use; authorities for implementation; or other relevant factors. Funding will be subject to the funding authority, e.g., sections 317(a) and (e) of the PHS Act or other applicable authority, the relevant notice of award, including restrictions imposed at the time of the emergency, and applicable grants regulations and policies.



Application Submission

The U.S. Department of Health and Human Services’ (HHS) Office of the Assistant Secretary for Preparedness and Response (ASPR) and the Centers for Disease Control and Prevention (CDC) require awardees to submit their annual performance reports, which also serve as their continuation funding applications, through www.Grants.gov no later than 11:59 p.m. EST on Tuesday, April 5, 2016.



If you encounter difficulties submitting your annual performance report through www.Grants.gov, please contact CDC’s Technical Information Management Section at 770-488-2700 prior to the submission deadline. If you need further information regarding the annual performance report process, please contact CDC Grants Management Officer Shicann Phillips at 770-488-2809. For HPP-specific programmatic information, please contact R. Scott Dugas at (202) 245-0732. For PHEP-specific programmatic information, please contact Sharon Sharpe at (404) 639-0817.



Reports must be submitted by April 1, 2016, for the reporting period July 1, 2016 – June 30, 2017. Late or incomplete reports could result in an enforcement action such as a delay in the award or a reduction in funds. On rare occasions, ASPR and CDC will accept requests for a deadline extension only after adequate justification has been provided.



General Application Packet Tips

· Properly label each item of the application packet.

· Each section should use 12-point font and 1.5 spacing with one-inch margins. 

· Number all narrative pages only.

· This report must not exceed 45 pages excluding administrative reporting; web links are allowed

· Where the instruction on the application forms conflict with these instructions, follow these instructions.

· ALL attachments must be in PDF format. Use of other file formats may result in the file being unreadable. Direction for creating PDF files can be found on www.Grants.gov. 



Checklist of Required Contents of Application Packet



1. Application for Federal Domestic Assistance-Short Organizational Form

2. SF-424A Budget Information-Non-Construction Programs

3. Budget Justification

4. Indirect Cost Rate Agreement

5. Project Narrative

· Budget Period 4 Progress Update (one each for HPP and PHEP)

· Program Requirements Update (one each for HPP and PHEP)

· Work Plan (Capabilities Plan - one each for HPP and PHEP)

6. Other Attachments Forms (1 each unless otherwise noted)

· Attachment A: Additional SF-424A

· Attachment B: Budget Justification Report

· Attachment C: Additional Indirect Cost Rate Agreement

· Attachment D: Preparedness Program Organizational Chart (one each of HPP and PHEP)

· Attachment E: Local Concurrence Letter (applicable PHEP awardees) or documentation of negotiation process

· Attachment F: Preparedness, Epidemiology, Laboratory Coordination Letter

· Attachment G: Updated Multiyear Training and Exercise Plan (combined PHEP and HPP)

· Attachment H: Subawardee Contracts Plan (optional; one each of HPP and PHEP)

· Attachment I: Interim Federal Financial Report (optional)



Instructions for Accessing and Completing Required Contents of the Application Package



a. Go to: www.Grants.gov

b. Select: “Apply for Grants”

c. Select: “Step 1: Download a Grant Application”

d. Insert: CDC-RFA-TP12-120105CONT16 

e. Download application package and complete all sections



Completing the Budget



1.  SF-424 Application for Federal Domestic Assistance - Short Organizational Form

· Complete all sections.

· In Block #5a, insert the legal name of your organization and the CDC award number provided in the CDC Notice of Award. Failure to provide your award number could cause delay in processing your application.

· In Block #8, insert your organization’s business official information.



Special Note: The following items 2, 3, and 4 should be attached to the application through the “Mandatory

Documents” section of the Grant Application page. Select “Other Attachments Form” and attach as a PDF file.



2.  SF-424A Budget Information and Justification



Download SF-424A from www.grants.gov and complete all applicable sections.



Estimated Unobligated

Funds that remain unobligated at the end of the current fiscal year remain available to awardees for the next fiscal year for the purposes for which such funds were provided. 



Expanded Authority for Unobligated Funds

In accordance with 45 CFR § 75.308(d), awardees are given expanded authority to carry forward unobligated balances to the successive budget period without receiving prior approval from CDC’s Office of Grants Services. The following restrictions apply with this authority.

1. The expanded authority can only be used to carry over unobligated balances from one budget period to the next successive budget period. Any unobligated funds not expended in the successive budget period must be deobligated and returned to the Treasury as required.  

2. Extensions will not be allowed for the last 12 months of the budget/project period.  

3. The recipient must report the amount carried over on the Federal Financial Report for the period in which the funds remained unobligated.  

4. This authority does not diminish or relinquish CDC and ASPR administrative oversight of the HPP and PHEP programs. The CDC and ASPR program offices will continue to provide oversight and guidance to the award recipients to ensure they are in compliance with statutes, regulations, and internal guidelines. 

5. The roles and responsibilities of the CDC and ASPR project officers will remain the same as indicated in the terms and conditions of the award. 

6. The roles and responsibilities of the grants management specialists in CDC’s Office of Grants Services will remain the same as indicated in the terms and conditions of the award. 

7. All other terms and conditions remain in effect throughout the budget period unless otherwise changed in writing by the CDC grants management officer.    



Note: Awardees are responsible for ensuring that all costs allocated and obligated are allowable, reasonable, and allocable and in line with the goals and objectives outlined in the base FOA TP12-1201 and approved work plans.   



Proposed Budget

The proposed budget should be based on the planning numbers provided in Appendices 1 and 2.



Budget Justification

In a separate narrative, provide a detailed, line-item budget justification of the funding amount requested to support the activities to be conducted with those funds. The budget justification must be prepared in the general form format, and to the level of detail as described in CDC’s guidance for developing a sample budget available at: http://www.cdc.gov/od/pgo/funding/grants/foamain.shtm. Create a PDF of the narrative and attach it in the “Mandatory Documents” box under “Budget Narrative Attachment Form.”



Awardees should consider the following in development of their budgets (SF-424A) and budget justification narratives:

· The itemized budget for conducting the project and the corresponding justification is allowable under HPP and PHEP programs, is reasonable and consistent with public health and healthcare preparedness program capabilities, and is consistent with stated objectives and planned program activities.

· While the HPP and PHEP programs are aligned and complementary, activities and their respective costs are not interchangeable. All costs must meet the criteria specified in the appropriate cost principles as necessary and reasonable for proper and efficient performance and administration of the respective HPP and PHEP components.

· For any new proposed subcontracts, provide the information specified in the CDC budget guidance.

· Nonfederal matching is required. Awardees must provide a line-item list of nonfederal contributions including source, amount, and/or value of third-party contributions proposed to meet a matching requirement.



Funding Formula, Use of Funds during Response, Match, Maintenance of Funding

Refer to CDC-RFA-TP12-1201 for guidance related to the funding formula, cost sharing or matching, maintenance of funding (MOF), and use of HPP and PHEP funds for emergency response.



Funding Restrictions

Funding restrictions, which apply to both awardees and their subawardees, must be taken into account while writing the budget. Restrictions are as follows:

· None of the funds awarded to these programs may be used to pay the salary of an individual at a rate in excess of Executive Level II or $185,100 per year. (See http://grants.nih.gov/grants/policy/salcap_summary.htm.)  

· Recipients cannot use funds for fund raising activities or lobbying.

· Recipients cannot use funds for research.

· Recipients cannot use funds for construction or major renovations.

· Recipients cannot use funds for clinical care.

· Recipients cannot use funds to acquire real property such as land, land improvements, structures, and appurtenances thereto. In addition, activities under individual grants that constitute major renovation of real property or purchase of a trailer or modular unit that will be used as real property may be charged to HHS grants only with specific statutory authority and GMO approval.

· Recipients cannot use funds for reimbursement of pre-award costs.

· Recipients may supplement but not supplant existing state or federal funds for activities described in the budget.

· The direct and primary recipient in a cooperative agreement program must perform a substantial role in carrying out project objectives and not merely serve as a conduit for an award to another party or provider who is ineligible.

· Payment or reimbursement of backfilling cost for staff, including healthcare personnel for exercises, is not allowed.

· HPP awardees cannot use funds to support stand-alone, single-facility exercises.

· PHEP awardees cannot use funds to purchase vehicles to be used as means of transportation for carrying people or goods, such as passenger cars or trucks and electrical or gas-driven motorized carts.



Other funding notes:

· PHEP awardees can use funds to support appropriate accreditation activities that meet the Public Health Accreditation Board’s preparedness-related standards.

· PHEP awardees can (with prior approval) use funds to purchase material-handling equipment (MHE) such as industrial or warehouse-use trucks to be used to move materials, such as forklifts, lift trucks, turret trucks, etc. Vehicles must be of a type not licensed to travel on public roads.

· PHEP awardees can (with prior approval) use funds to lease vehicles to be used as means of transportation for carrying people or goods, e.g., passenger cars or trucks and electrical or gas-driven motorized carts.

· HPP awardees can continue use of funds only for existing vehicle lease agreements during Budget Period 5.

· PHEP awardees can use funds to purchase caches of antibiotics for use by first responders and their families to assure the health and safety of the public health workforce.



Direct Assistance



PHEP awardees may request direct assistance (DA) for personnel (e.g. public health advisors, Career Epidemiology Field Officers, or other technical consultants) in lieu of financial assistance, provided the work is within scope of the cooperative agreement and is financially justified. PHEP awardees planning to request DA for personnel should submit a written request to their project officer stating they would like to continue funding their current CEFO/PHA no later than February 19, 2016. DA may also be requested for Statistical Analysis Software (SAS) licenses. DA requests for SAS licenses should be submitted no later than November 14, 2016.

HPP Funding Considerations

In the original HPP-PHEP funding opportunity announcement, CDC-RFA-TP12-1201, ASPR strongly encouraged HPP awardees to allocate 75% of HPP funds in support of local healthcare preparedness activities.”

In Budget Period 5, ASPR strongly recommends HPP awardees continue these efforts, with a concentrated effort to maximize efficiency. To achieve this, ASPR recommends the following:

· Awardees and subrecipients should consider limiting the use of contracts to only those projects where expertise does not exist among agency personnel or partner agencies or agency personnel are not appropriate for completing the specified project. When contracts are utilized, awardees must ensure the contract achieves set deliverables and that the contractor’s work is durable and sustainable.

· Awardees should consider the feasibility of hiring term employees or examine other jurisdictions’ best practices regarding hiring efficiency.



3.  Indirect Cost Rate Agreement

If indirect costs are requested, include a copy of the current negotiated federal indirect cost rate agreement or a cost allocation plan approval letter for those awardees under such a plan. Clearly describe the method used to calculate indirect costs and make sure the method is consistent with the indirect cost rate agreement.



To use indirect cost rates, a rate agreement must be in effect at the start of the budget period. If an indirect cost rate agreement is not in effect, indirect costs may be charged as direct if:

1. This practice is consistent with the awardee’s approved accounting practices, and costs are adequately supported and justified.



Please see the CDC budget guidelines (http://www.cdc.gov/od/pgo/funding/grants/foamain.shtm) for additional information. If applicable, awardees must attach the indirect cost agreement form in the “Mandatory Documents” box under “Other Attachments Form” and name the document “Indirect Cost Rate.”



4.  Project Narrative



Section I. Current Budget Period Progress

Provide a brief report on Budget Period 4 goals and objectives, including:

1. Status of Objectives: For those capabilities on which an awardee worked during Budget Period 4, a brief status update (e.g. completed, ongoing and on schedule, ongoing but not on schedule, or discontinued) is required for each objective proposed in Budget Period 4.

a. Progress to Date: Awardees must report progress on completing activities outlined within capability work plans, including descriptions of outcomes or outputs. Awardees should describe any additional successes, identified through evaluation results or lessons learned, achieved to date, including public health and medical preparedness and response accomplishments resulting from HPP- and PHEP-funded activities.

2. Risks/Challenges: In this section, awardees must describe:

a. Any challenges that might affect their ability to achieve Budget Period 4 goals/objectives, meet performance/program measures, or complete work plan activities.

b. Additional challenges encountered to date as identified through evaluation results or lessons learned.



Section II. New Budget Period Proposed Objectives and Activities



Budget Period 5 Program Requirements

For Budget Period 5, awardees must address and comply with joint program requirements, HPP-specific requirements, and PHEP-specific requirements. The joint requirements apply to HPP and PHEP awardees, including territories and freely associated states.



CDC will provide technical assistance documents that describe modified requirements for American Samoa, Commonwealth of the Northern Mariana Islands, Guam, U.S. Virgin Islands, and the freely associated states including Federated States of Micronesia, Republic of the Marshall Islands, and Republic of Palau. HPP has no modified requirements for territories and freely associated states; HPP field project officers will work with those awardees to ensure that they can meet program requirements.



In the Program Requirements Update, awardees must provide updates on joint, HPP-specific, and PHEP- specific program requirements, which are briefly outlined below. Refer to CDC-RFA-TP12-120103CONT14 for prior guidance. Completed program requirements updates must be attached as a PDF to the application through the “Other Attachments Form” when submitting via Grants. gov.



Interagency Grant Coordination



Federal agencies participating in the Emergency Preparedness Grant Coordination process are working to identify current preparedness activities and areas for collaboration across federal grants with public health and healthcare preparedness components. The participating federal agencies include:

· Department of Health and Human Services (HHS) Assistant Secretary for Preparedness and Response (ASPR)

· Department of Homeland Security (DHS) Federal Emergency Management Agency (FEMA)

· HHS Centers for Disease Control and Prevention (CDC)

· HHS Health Resources and Services Administration (HRSA)

· Department of Transportation (DOT) National Highway Traffic Safety Administration (NHTSA)



Federal agencies are actively coordinating guidance and technical assistance and encourage all recipients to actively coordinate preparedness activities for their jurisdictions. More information on the Emergency Preparedness Grant Coordination process effort can be found at www.phe.gov/preparedness/planning/hpp/pages/default.aspx. Awardees are encouraged to use their Budget Period 5 funding for initiatives that improve the coordination of federal investments from more than one agency so that emergency preparedness efforts are strategic and sustainable. 



Joint Requirements

1. Achieve progress on capability development as outlined in the strategic forecast.

· Awardees must:

· Describe their top jurisdictional strategic priorities for the remainder of the project period.

· Identify the data sources used to inform their Budget Period 5 strategic priorities. Sources include but are not limited to jurisdictional risk assessments, capability self-assessments, and after-action reviews and improvement plans.

· List challenges or barriers that are anticipated for Budget Period 5, including any budgetary issues that might hinder the success or completion of the project as originally proposed and approved.



2. Conduct jurisdictional risk assessments.

Awardees are required to complete jurisdictional risk assessments (JRA) to identify potential hazards, vulnerabilities, and risks within the community, including interjurisdictional (e.g., cross-border) risks as appropriate, that specifically relate to the public health, medical, and  behavioral health systems and the functional needs of at-risk individuals. Awardees must provide the date the jurisdictional risk assessment was completed or is projected to be completed.



In addition, HPP and PHEP awardees must coordinate risk assessment activities with relevant emergency management and homeland security programs in their jurisdictions to account for specific factors that affect the community. Active coordination supports whole community planning, builds community resiliency, and should support the comprehensive jurisdictional Threat and Hazard Identification and Risk Assessment (THIRA) administered by the U.S. Department of Homeland Security’s (DHS) Federal Emergency Management Agency (FEMA).



3. Coordinate exercise planning and implementation.

· Awardees must update their multiyear training and exercise plans (TEPs) to reflect planned activities. Updated TEPs must be submitted at the time of application.  

· In Budget Period 5, ASPR will no longer require submission of separate HPP exercise plans, exercise narratives, and training plans.

· Awardees must conduct one joint statewide or regional full-scale exercise within the five-year project period to test public health and healthcare preparedness capabilities.

· Joint exercises must include participation from healthcare coalitions (including, at a minimum, hospitals, public health departments, emergency management agencies, and emergency medical services) and public health jurisdictions.

· In addition, joint exercises should meet multiple program requirements, including HPP, PHEP, medical countermeasures planning and Cities Readiness Initiative (CRI) requirements, to help minimize the burden on exercise planners and participants.

· Exercises conducted with funding from other preparedness grant programs with similar exercise requirements may be used to fulfill the joint HPP-PHEP exercise requirements if the public health and healthcare preparedness capabilities are tested and evaluated. Awardees are encouraged to invite participation from representatives/planners involved with other federally mandated or private exercise activities. At a minimum, ASPR and CDC encourage HPP and PHEP awardees to share their TEP schedules with the entities included in their exercise plans.

· Awardees must conduct an annual public health and medical preparedness exercise or drill that specifically includes at-risk individuals or populations (see  www.phe.gov/Preparedness/planning/abc/Pages/atrisk.aspx) and report in the following year’s funding application on the strengths and weaknesses identified and corrective actions taken to address weaknesses. HPP awardees should consider the access and functional needs of at-risk individuals and engage these populations as they plan Budget Period 5 healthcare coalition-based exercises.

· Awardees must complete and submit after-action reports and improvement plans (AAR/IPs) for all responses to real incidents and for exercises conducted during Budget Period 5 to demonstrate compliance with HPP and PHEP program requirements. HPP and PHEP awardees should provide an AAR/IPs for each qualifying exercise within 90 days. 

· ASPR and CDC will provide awardees with technical assistance documents that provide more information on exercise planning and implementation.

· Awardees are strongly encouraged to nominate exercises into the National Exercise Program. (NEP). The NEP is critical to our nation’s ability to test and validate core capabilities. For additional information on the NEP, please refer to www.fema.gov/national-exercise-program. 



4. Continue to develop and implement administrative preparedness strategies.

· Awardees must work with their local public health jurisdictions to test and strengthen administrative preparedness planning including coordination with healthcare systems, law enforcement, and other relevant stakeholders. For Budget Period 5, awardees must also identify whether their jurisdictions have:

· Tested expedited procedures as identified in their administrative preparedness plans for:

· receiving emergency funds during a real incident or exercise

· reducing the cycle time for contracting and/or procurement during a real emergency or exercise

· Implemented internal controls related to subrecipient monitoring and any negative audit findings resulting from suboptimal internal controls.

· Tested emergency authorities and mechanisms as identified in their administrative preparedness plans to reduce time for hiring and/or reassignment of staff (workforce surge). If they were tested, identify which procedures were tested and describe the average times for recruitment and/or hiring of staff in routine and emergency circumstances.



5. Conduct all-hazards preparedness and response planning.

Awardees must maintain current all-hazards public health emergency preparedness and response plans and be prepared to submit plans to ASPR or CDC if requested and make plans available for review during site visits. In the Program Requirements Update, awardees must describe activities and the role of public health, healthcare, and behavioral health systems related to all-hazards preparedness and response planning, the process for obtaining public comment, and any cross-border activities (for border states only).



While the overarching focus of this continuation guidance is on healthcare preparedness (HPP) and public health preparedness (PHEP), it must be recognized that preparedness is but one element of the emergency management cycle that emphasizes preparedness “for response.” Response capabilities, whenever possible, should be included in preparedness efforts. How any given hospital, healthcare coalition, public health agency, emergency medical services entity, or region “responds” to an event is the ultimate measure of success, not simply the efficacy or cumulative acquisitions supported by the preparedness effort alone. Preparedness should be tested, mitigation strategies should be developed or adjusted based on those tests (or response to real incidents), and the results of such efforts should be incorporated into the preparedness portfolio whenever possible. Thus, continuity from preparedness to response should always be the ultimate goal.



6. Submit pandemic influenza preparedness plans.

Awardees are required to have updated plans describing activities they will conduct with respect to pandemic influenza as required by Sections 319C-1 and 319C-2 of the PHS Act. HPP awardees can satisfy the annual requirement through the submission of required program data such as the capability self-assessment and program measures that provide information on the status of state and local pandemic response readiness, barriers and challenges to preparedness and operational readiness, and efforts to address the needs of at-risk individuals. PHEP awardees must submit status reports describing corrective actions plans and improvements taken to address operational readiness gaps identified in the CDC pandemic influenza readiness assessment (PIRA) completed in 2015. Awardees must submit the status reports within 90 days of receiving their PIRA summary reports outlining operational gaps. In addition, awardees must submit any follow-up data needed to better inform the PIRA baseline data.



7. Integrate the access and functional needs of at-risk individuals.

Awardees must describe the structure or processes in place to integrate the access and functional needs of at-risk individuals, including but not limited to children, pregnant women, older adults, people with disabilities, and people with limited English proficiency and non-English speaking populations.  Strategies to integrate the access and functional needs of at-risk individuals involve inclusion in public health, healthcare, and behavioral health response strategies; furthermore, these strategies are identified and addressed in operational work plans. Awardees, subawardees, and healthcare coalitions are encouraged to identify community partners with established relationships with diverse at-risk populations, such as social services organizations, and to use demographic tools such as the Social Vulnerability Index and the U.S. Census/American Community Survey to better anticipate the potential access and functional needs of at-risk community members before, during, and after an emergency.



8. Address the needs of individuals with chronic medical conditions.

Awardees must describe the structure or processes in place to integrate individuals with chronic medical conditions, including individuals who rely on electricity to power life-sustaining medical and assistive equipment and health care services. Examples of such equipment includes, but is not limited to, ventilators, oxygen concentrators, enteral feeding machines, intravenous pumps, suction pumps, at-home dialysis machines, electric wheelchairs and scooters, and electric beds, as well as beneficiaries who rely on specific healthcare services including dialysis, oxygen tank services, and home health visits. Strategies to integrate the needs of individuals with chronic medical conditions involve inclusion in public health, healthcare, and behavioral health response strategies; furthermore, these strategies are identified and addressed in operational work plans. Awardees, subawardees, and healthcare organization are encouraged to use the HHS emPOWER Map at www.phe.gov/empowermap/Pages/default.aspx to better anticipate the potential access and functional needs of individuals with chronic medical conditions before, during, and after an emergency. 



9. Ensure cross-discipline coordination.

Awardees can use HPP and PHEP funding to support coordination activities, such as local health departments planning with health care coalitions, and must track accomplishments. Awardees should coordinate activities with state emergency management agencies, emergency medical services providers (including the State Office of Emergency Medical Services), mental health agencies (including the State Mental Health Authority and the Disaster Behavioral Health Coordinator), healthcare coalitions, and educational agencies and state child care lead agencies. When possible, efforts to coordinate with other stakeholders in the healthcare delivery system (skilled nursing facilities, dialysis centers, ambulatory clinics, community health centers, and other outpatient care delivery partners) should also be supported. HHS strongly encourages awardees to work collaboratively with other federal health and preparedness programs in their jurisdictions, including the Emergency Medical Services for Children Program, to maximize resources and prevent duplicative efforts.



10. Support integration with the daily healthcare delivery system.

The daily delivery of public health and health care, including accountable care organizations, health information exchanges, and integrated behavioral healthcare, impacts both public health and health care preparedness and response. Awardees should consider linkages with programs and activities that would improve their ability to execute the public health or health care preparedness capabilities. As awardees develop and refine health care coalitions, they should plan coalition activities that are built around day-to-day health care systems and referral patterns. In addition, awardees must work to establish new partnerships with infection control or prevention programs in their jurisdictions that can advance the development of stronger healthcare system infection control and prevention programs.



11. Establish and maintain senior advisory committees.

Awardees must establish and maintain advisory committees or similar mechanisms of senior officials from governmental and nongovernmental organizations involved in homeland security, health care, public health, and behavioral health to help integrate preparedness efforts across jurisdictions and to maximize funding streams. This will enable HPP and PHEP programs to better coordinate with relevant public health, health care, and preparedness programs.



12. Obtain public comment and input on public health emergency preparedness and response plans and their implementation.

Awardees must obtain public comment and input on public health emergency preparedness and response plans and their implementation using existing advisory committees or a similar mechanism to ensure continuous input from other state, local, and tribal stakeholders and the general public, including those with an understanding of at-risk populations and their needs.



13. Comply with SAFECOM requirements.

Awardees and subawardees that use federal preparedness grant funds to support emergency communications activities must comply with current SAFECOM guidance for emergency communications grants. SAFECOM guidance is available at www.safecomprogram.gov.



14. Meet Emergency System for Advance Registration of Volunteer Health Professionals (ESAR- VHP) compliance requirements.

The ESAR-VHP compliance requirements identify capabilities and procedures that state ESAR-VHP programs must have in place to ensure effective management and interjurisdictional movement of volunteer health personnel in emergencies. Awardees must coordinate with volunteer health professional entities and are encouraged to collaborate with the Medical Reserve Corps (MRC) to facilitate the integration of MRC units with the local, state, and regional infrastructure to help ensure an efficient response to a public health emergency. More information about the MRC program can be found at www.medicalreservecorps.gov.



15. Engage State Unit on Aging or Equivalent Office.

HPP and PHEP awardees must engage the State Unit on Aging, Area Agency on Aging, or an equivalent office in addressing the public health emergency preparedness, response, and recovery needs of older adults. Awardees must provide evidence that this state office is engaged in the jurisdictional planning process.



16. Utilize Emergency Management Assistance Compact (EMAC).

Awardees must describe in their all-hazards public health emergency preparedness and response plans how they will use EMAC or other mutual aid agreements for medical and public health mutual aid to support coordinated activities and to share resources, facilities, services, and other potential support required when responding to public health emergencies.



17. Conduct activities to enhance border health.

Awardees in jurisdictions located on the United States-Mexico border or the United States-Canada border must conduct activities that enhance border health, particularly regarding disease detection, identification, investigation, and preparedness and response activities related to emerging diseases and infectious disease outbreaks whether naturally occurring or due to bioterrorism. This focus on cross- border preparedness reinforces the U.S. public health and health system preparedness whole-of- community approach which is essential for local-to-global threat risk management and response to actual events regardless of source or origin.



18. Develop response plans for chemical, biological, radiological, or nuclear threats.

Awardees must conduct activities to meet preparedness goals with respect to chemical, biological, radiological, or nuclear threats, whether naturally occurring, unintentional, or deliberate. Awardees should also consider active shooter and bombing threats. Emphasis on the response should include the ability to create medical surge capacity and capability. Plans should highlight the importance of using a “systems” approach to manage scarce resources, including limited medical countermeasures, staff, and medical resources.



19. Enhance partnerships to ensure cross-discipline information sharing among state, local, and territorial public health preparedness programs and healthcare coalition (HCC) members, surveillance programs, communicable disease programs, and healthcare-associated infection control (HAI) programs.

Public health preparedness programs should prioritize and emphasize strengthening and sustaining cross-discipline coordination and communication between preparedness programs and HCC members, communicable disease programs, and state HAI programs/advisory groups (or other infection control groups) to advance infectious disease preparedness planning across the public health and healthcare systems. ASPR and CDC have developed guidelines to assist with further developing and refining healthcare and public health preparedness capability-based work plans to include, but not limited to, healthcare system and community preparedness, emergency public information and warning, information sharing, medical surge, non- pharmaceutical interventions, and responder safety and health. These guidelines are available in the PERFORMS Resource Library.



20. Coordinate emergency public health and healthcare preparedness and response plans with educational agencies and state child care lead agencies.

Awardees must ensure emergency preparedness and response coordination with designated educational agencies and lead child care agencies in their jurisdictions.



21. Assure compliance with the following requirements.

· Maintain a current all-hazards public health emergency preparedness and response plan and submit to ASPR or CDC when requested and make available for review during site visits.

· Submit required progress reports and program and financial data, including progress in achieving evidence-based benchmarks and objective standards; performance measures data including data from local health departments; outcomes of annual preparedness exercises including strengths, weaknesses and associated corrective actions; and accomplishments highlighting the impact and value of the HPP and PHEP programs in their jurisdictions.

· Inform and educate hospitals and healthcare coalitions within the jurisdiction on their role in public health emergency preparedness and response.

· Submit an independent audit report every two years to the Federal Audit Clearinghouse within 30 days of receipt of the report.

· Provide situational awareness data during emergency response operations and other times as requested.

· Document maintenance of funding and matching funds.

· Have in place fiscal and programmatic systems to document accountability and improvement. The following are accountability processes designed to generate programmatic improvements:

· Plan and participate in joint site visits at least once every 12-24 months. In addition to site visits, awardees are encouraged to invite HPP and PHEP project officers and senior ASPR and CDC staff to attend or observe events such as scheduled exercises, regional meetings, jurisdictional conferences, senior advisory committee meetings, and coalition meetings supported by HPP and PHEP funding to gain insight on strengths and challenges in preparedness planning.

· Participate in mandatory meetings and training. The following meetings are considered mandatory, and awardees should budget travel funds accordingly:

· Annual preparedness summit sponsored by the National Association of County and City Health Officials (NACCHO) 

· Directors of public health preparedness annual meeting sponsored by the Association of State and Territorial Health Officials

· Healthcare coalition preparedness conference as specified by ASPR

· Other mandatory training sessions that may be conducted via webinar or other remote meeting venues.

· Engage in technical assistance planning. Awardees must actively work with their HPP and PHEP project officers to properly identify, manage, and update technical assistance plans at least quarterly during Budget Period 5.

· Maintain all program documentation for purposes of data verification and validation. ASPR and CDC strongly encourage awardees to develop internal electronic systems that allow jurisdictions to share documentation with HPP and PHEP project officers, including evidence of progress completing corrective actions for weaknesses identified during exercises and drills. In Budget Period 5, ASPR and CDC will strengthen the emphasis on verification and validation of requirements to identify strengths and potential gaps, better review and evaluate progress, and engage in technical assistance.



HPP-specific Requirements

The purpose of the HPP component of this cooperative agreement is to build and maintain prepared healthcare systems, advance the development and maturation of healthcare coalitions, strengthen regional coordination, and ensure the healthcare system can maintain operations and surge to provide acute medical care during all- hazards emergencies. A prepared healthcare system is capable of “responding” to events, based on risks, threats and vulnerabilities that are identified using a process that allows for input from multiple stakeholders and takes into account a variety of data sources.



· HPP awardees must ensure the healthcare coalitions in their jurisdictions actively engage public health, emergency medical services (EMS), hospitals, and emergency management in preparedness activities. In particular, EMS providers should be integrated into planning for tracking emergency patients and to prevent critical deficits in transport capabilities during hospital evacuations, casualty redistribution between healthcare facilities, and initial transport capabilities and patient care from incident scenes to healthcare facilities. EMS is an integral partner in patient tracking. HPP awardees should familiarize themselves with the following data standards: the National Emergency Medical Services Information System (NEMSIS) data standard, the Tracking of Emergency Patients data standard, and the Hospital Availability Exchange (HAVE) data standard.

· HPP awardees, through their healthcare coalitions, must develop partnerships with other entities, such as behavioral health, home health care, ambulatory care, long-term care facilities, and dialysis/end-stage renal disease providers, community health centers, and pharmacies, to ensure they are fully integrated in planning and response efforts as their continuous operations and contributions to surge capacity are critical to healthcare system success in large-scale incidents. The coalitions’ partnerships with these entities may be accomplished through committees or work groups structured to prevent coalition size from becoming unmanageable.

· ASPR encourages coalitions to conduct social network analyses. While ASPR does not promote any specific tool, some options include the PARTNER tool and the Public Health PBRN Network Analysis Survey Instrument.

· HPP awardees must work with healthcare coalitions to define their operational responsibilities during an incident and detail how information is shared and exchanged. As coalitions mature, many work with state and local authorities on assuming more policy and resource management responsibilities.

· HPP awardees should ensure the development of coalitions reflects the usual patterns of medical care and transportation and should recognize the tiered approach articulated in ASPR’s Medical Surge Capacity and Capability (MSCC) framework.

· HPP awardees should recognize the growing reliance on computer-based operating systems, especially the use of the electronic health record (EHR) and application service provider (ASP) Web-based information sharing tools. Given this reliance, there is a growing threat to cybersecurity that must be mitigated. Such efforts may be conducted in conjunction with projects spearheaded by the HHS Critical Infrastructure Protection (CIP) Program. Coordination of plans and integration of healthcare platforms’ cybersecurity into existing planning efforts should be prioritized whenever possible.

· HPP awardees must ensure their jurisdictions conduct regional planning to respond to special emergency situations resulting in burns, radiation exposure, pediatric illnesses or injuries, active shooters, bombings, and illnesses resulting from special pathogens.

· HPP awardees must leverage available HPP funds to benefit the system as a whole. This includes joint training and exercising, patient tracking, creation of common response plans, purchase of resources to support a regional communication or specialty response plan, and other uses of funds that promote consistency and operational capacity within healthcare coalitions.

· HPP awardees may provide funding to individual hospitals or other healthcare facilities, as long as the funding is used for activities to advance regional and healthcare system-wide priorities, and are in line with ASPR’s eight healthcare preparedness capabilities.



Following are additional HPP requirements:

1. Ensure healthcare coalition hospitals address National Incident Management System (NIMS) implementation activities.

HPP awardees must ensure that the hospitals in their healthcare coalitions are conducting the 11 hospital-related NIMS implementation activities and must allocate funds to ensure the 11 NIMS implementation activities continue for hospitals engaged in healthcare coalition development. Awardees must report on status of these activities in their Budget Period 5 annual progress reports. More information is also available at http://www.phe.gov/Preparedness/planning/hpp/reports/Documents/nims-implementation-guide-jan2015.pdf. 



In addition, HPP awardees must ensure hospitals have all-hazards and hazard-specific preparedness and response plans, as well as the space, staff, and supplies needed to provide immediate bed availability to assure appropriate early medical care for individuals affected by disasters and public health incidents.



2. Develop multiyear training and exercise plans (TEPs).

HPP awardees should submit a complete TEP for Budget Period 5 as outlined under the joint requirements section to include all training plans and exercises scheduled for the next three years, or, at a minimum, Budget Period 5.



3. [bookmark: _Toc436659269]Submit HPP After-Action Reports/Improvement Plans (AAR/IP) 

HPP awardees must submit required AAR/IPs resulting from qualifying exercises and real incidents to ASPR_Ex@ynhh.org with an email copy to their field project officers. AAR/IPs that contain hospital-specific information, must be redacted. Although the HPP version is preferred, it is acceptable for awardees to use AAR/IP templates of their choice as long as they include the key HPP components as identified in the HPP requirements found in the supplemental joint HPP-PHEP training and exercise document found in the PERFORMS Resource Library.



4. Comply with National Hospital Available Beds for Emergencies and Disasters (HAvBED) standards.

HPP awardees are required to maintain and refine an operational bed-tracking, accountability/availability system compatible with the HAvBED data standards and definitions. Systems must be maintained, refined, and adhere to all requirements and definitions in the CDC-RFA-TP12-1201 funding opportunity announcement, including the following modifications:

· Awardees should continue working on implementation strategies for HAvBED version 4 during the last year of this project period.

· In the interim, HAvBED version 4 will be available for production and will be fully compatible with state systems using HAvBED version 3. Please see Appendix 14 for additional details.

· Complete yearly data sharing agreements provided by ASPR.

 

States must also demonstrate the ongoing ability to submit required data to the ASPR Office of Emergency Management (OEM) using either the HAvBED Web portal or the HAvBED EDXL Communication Schema (found at https://havbedws.hhs.gov). Information and technical assistance will be provided to awardees on both options. The HAvBED Web portal is available at https://havbed.hhs.gov. For more information, contact Jewel Wright at Jewel.Wright@hhs.gov.



5. Review Capability 14: Responder Safety and Health for gaps.

HPP awardees should evaluate state, healthcare coalition, and hospital needs for personal protective equipment (PPE) and training resulting from lessons learned during the 2014 Ebola response. Awardees should review the responder safety and health capability describing the ability of healthcare organizations to protect the safety and health of healthcare workers from a variety of hazards during emergencies and disasters. This healthcare preparedness capability includes processes to equip, train, and provide other resources needed to ensure healthcare workers at the highest risk for adverse exposure, illness, injury, and behavioral health consequences are adequately protected from all hazards during response and recovery operations.



6. Operationalize healthcare coalitions.

HPP awardees should work to increase membership diversity and move healthcare coalition membership from meetings and plan development to operational constructs that ensure coalitions can share information, effectively communicate with each other, have visibility of needs during an emergency, and integrate with Emergency Support Function 8. HPP awardees are encouraged to use the following tools and resources while crafting work plans to move from healthcare coalition planning to operational constructs:



· HHS Compendium of Response Resources

· www.phe.gov/emergency/hhscapabilities/Pages/default.aspx 

· emPower Map 

· www.phe.gov/empowermap 

· Hospital Surge Evaluation Tool

· www.phe.gov/Preparedness/planning/hpp/surge/Pages/default.aspx 

· TRACIE – Technical Resources, Assistance Center and Information Exchange

· https://asprtracie.hhs.gov/   

· Disaster Behavioral Health Capacity Assessment Tool

· www.phe.gov/Preparedness/planning/abc/Documents/dbh-capacity-tool.pdf 

· Psychological First Aid – A Course for Supervisors and Leaders

· https://live.blueskybroadcast.com/bsb/client/CL_DEFAULT.asp?Client=354947&PCAT=7365&CAT=9403



7. Identify existing healthcare coalitions.

All identified coalitions, in partnership with each HPP awardee, may be asked to complete a questionnaire that describes the coalition and its functions. ASPR will provide details on such questionnaires in advance of the request and similar inquiries along with adequate completion timeframes. ASPR will use this data to update information on existing coalitions. ASPR will share results with awardees. 



PHEP-specific Requirements

1. Obtain local concurrence.

PHEP awardees must seek and obtain local health department concurrence (applicable to decentralized state health departments). Awardees must consult with local public health departments or other subdivisions within their jurisdictions to reach consensus, approval, or concurrence on the overall strategies, approaches, and priorities described in their work plans and on the relative distribution of funding as outlined in the budgets associated with the work plans. Awardees do not need to obtain concurrence on the specific funding amounts but rather the process and formula used to determine local health department amounts. Awardees must describe the process used to obtain concurrence, including any nonconcurrence issues encountered, and plans to resolve issues identified.



State awardees must provide signed letters of concurrence on official agency letterhead from local health departments or representative entities upon request. Awardees who are unable to gain 100% concurrence must submit a PDF document with their applications describing the reasons for lack of concurrence and the steps taken to address them. CDC will work with awardees unable to gain concurrence to help develop strategies to resolve concurrence issues.



2. Obtain tribal input.

PHEP awardees must describe the mechanism by which they seek to obtain comments from tribal stakeholders on public health emergency preparedness and response plans and their implementation, which must be an advisory committee or a similar mechanism to ensure input.



3. Assure coordination among preparedness epidemiology and laboratory programs. 

PHEP awardee investments in Capability 12: Public Health Laboratory Testing and Capability 13: Public Health Surveillance and Epidemiological Investigation continue to represent a significant proportion of PHEP program investments. Continued coordination among jurisdictional preparedness, epidemiology, and laboratory programs will be particularly critical for updating chemical laboratory instrumentation and implementing targeted informatics and surveillance initiatives while balancing other jurisdictional priorities and PHEP cooperative agreement program requirements. Coordination among epidemiology, laboratory, and preparedness programs should occur when developing annual funding applications and continue throughout the budget period.



Each PHEP awardee must provide a letter signed by the jurisdiction’s senior health official on official agency letterhead confirming the PHEP director, the epidemiology lead, the public health laboratory director, or their designated representatives, have provided input into plans, strategies, and investment priorities within epidemiology, surveillance, and laboratory work plans. Awardees who are unable to obtain effective input from these stakeholders must submit a separate attachment with their applications describing the reasons why and the steps taken to address them. CDC will work with awardees to help resolve issues as necessary. An optional letter template is available in the PERFORMS Resource Library.



4. Comply with medical countermeasure planning/Cities Readiness Initiative (CRI) requirements.

CDC will continue in Budget Period 5 its medical countermeasure (MCM) operational readiness review (ORR) process to advance state and local medical countermeasure operational readiness. The MCM ORR is intended to identify medical countermeasure response planning and operational capabilities as well as gaps that may require more targeted technical assistance.



Following the full implementation of the MCM ORR process in Budget Period 4 to collect baseline data, CDC will focus on targeted technical assistance planning in Budget Period 5 based on MCM ORR results. To help jurisdictions move toward “established” planning and operational status levels by 2022, CDC will work with awardees and local planning jurisdictions to complete the following activities designed to address identified planning and operational gaps.  

· All 62 awardees and each local CRI planning jurisdiction must submit a summary of completed activities in response to technical assistance plans developed as a result of their Budget Period 4 MCM ORR outcomes.  

· State awardees are required to develop MCM ORR technical assistance plans for all remaining CRI local planning jurisdictions not reviewed by CDC and must submit completed plans to CDC.



Awardees must also meet the following requirements: 

· Conduct three different MCM planning drills during Budget Period 5 and provide reports to CDC. This requirement applies to each CRI local planning jurisdiction within the 72 metropolitan statistical areas (MSAs), including the four directly funded localities. 

· Conduct the following exercises and provide results to CDC:

· One MCM distribution full-scale exercise (FSE) during the current project period.

· One MCM dispensing FSE conducted in each CRI MSA during the current project period.

· Have current receipt, stage, and store (RSS) site survey information on file with CDC for all potential RSS sites in their jurisdictions. RSS site information should be updated to reflect any changes affecting operational capabilities. Awardees must survey their RSS sites at least once every three years and provide updated RSS site information to CDC.

· Respond to CDC’s Inventory Management and Tracking System (IMATS) data request. Awardees may use CDC’s electronic data exchange for reporting. Awardees that do not have this ability must implement the CDC inventory management system that can automatically generate inventory reports for a public health emergency.

· Have current operational information on file with CDC to identify points of contact to facilitate time-sensitive, accurate information sharing prior to a public health emergency. Awardees must review and update the operational critical contact information that is on the CDC MCM SharePoint site, at least every six months or as changes occur.

· Work with hospitals and healthcare coalitions to develop or leverage existing activities to meet PHEP exercise requirements and achieve common preparedness goals as referenced in the Budget Period 5 Medical Countermeasure (MCM) Reference Guide.

· State awardees are required to provide MCM guidance to local planning jurisdictions, as well as monitor, and evaluate dispensing and distribution activities and program requirements.



5. Continue to build and sustain Level 1 and Level 2 chemical laboratory capability. 

CDC’s Laboratory Response Network chemical laboratory (LRN-C) program is updating its testing profile to include an additional testing matrix for the organophosphorus nerve agent (OPNA) method. Expanding testing matrices for OPNA metabolites improves response capability to exposures from high threat chemical agents. The OPNA method in serum will replace the metabolic toxin panel method (MTP) as one of the nine core methods in the LRN-C proficiency testing (PT) program. Once retired, the LRN-C technical program will no longer support the materials and PT programs for the MTP method. CDC does not anticipate additional program costs for this replacement.  



LRN-C Equipment Refresh

LRN-C uses highly specialized instruments, referred to as ICP-MS (inductively coupled plasma mass spectrometry), to detect and measure toxic metals in people. These instruments enable high-speed, accurate, precise, and sensitive analytical methods for the detection of toxic metals in people at extremely low concentrations. 



Originally purchased LRN-C ICP-MS instruments will require replacement as, beginning in 2017, the manufacturer will no longer provide consumables, parts, maintenance, and service for this equipment. As a result, replacement of Perkin Elmer ELAN DRC II® equipment used for the toxic element, arsenic, and blood metals methods must be included within Budget Period 5 Capability 12 work plans. Awardees must consult with their chemical threat program coordinators and their laboratory directors to develop fiscal allocation strategies for the selection of appropriate replacement equipment. The inability to replace equipment by the end of Budget Period 5 will compromise Level 1 and Level 2 chemical laboratory capability to test for toxic threats from exposures to arsenic, lead, mercury, thallium, uranium, cadmium, barium, and beryllium. Equipment specifications and guidelines are located in the PERFORMS Resource Library and on the LRN-C website at https://lrnb.cdc.gov/. Additional technical assistance is available through the LRN-C Technical Program Office at LRN-C_QA_Program@cdc.gov.



LRN-C Laboratory Partnership Agreement and Laboratory Checklist

In 2017, CDC will transfer newly developed high-threat methods to LRN-C labs. In preparation for these activities, laboratories must ensure that minimal technical requirements are met. The LRN-C Laboratory Partnership Agreement (LPA) and Laboratory Checklist, available in the PERFORMS Resource Library, provide guidance on LRN-C program policies, procedures, and rules of conduct required for LRN-C membership. Noncompliance with the LPA or the Laboratory Checklist could result in loss of LRN-C proficiency testing program subscriptions. Additional information is available by contacting the LRN-C Technical Program Office at LRN-C_QA_Program@cdc.gov.



6. Continue to meet LRN requirements for biological laboratories. 

CDC has finalized its LRN policy to refine membership and nomenclature for biological reference laboratories (LRN-B). Introduced last year, the new policy now includes advanced reference laboratories and continues to use the term high priority areas (HPAs) rather than Urban Areas Security Initiative (UASI) jurisdictions to describe areas that must have access to standard level testing capabilities. HPAs are not expected to change over time. 



Standard reference laboratories must be able to perform multiple-agent screening on high-risk environmental samples, as well as other capabilities in the checklist posted on the LRN website and in the PERFORMS Resource Library. Advanced reference laboratories are required to meet the standard reference level requirements, as well as maintain Select Agent certification, and, if requested, support the LRN-B program with assay development, evaluation of new technologies, proficiency testing remediation, and high throughput surge capacity. Additional information is available by contacting the LRN-B Technical Program Office at LRN@cdc.gov



In collaboration with the Association of Public Health Laboratories (APHL), CDC’s LRN-B program office has identified the following 14 public health laboratories as advanced reference laboratories.

1. Arizona

2. California 

3. Colorado

4. Florida 

5. Los Angeles County

6. Maryland

7. Massachusetts 

8. Michigan 

9. Minnesota

10. New York

11. North Carolina 

12. Texas 

13. Virginia 

14. Washington



7. Coordinate with cross-cutting public health preparedness partners.

PHEP awardees must coordinate their PHEP program components with other public health, healthcare, and emergency management programs as applicable. For example, awardees should ensure public health emergency preparedness activities complement the core public health activities within CDC’s Epidemiology and Laboratory Capacity (ELC) for Infectious Diseases cooperative agreement. Awardees must also collaborate with immunization programs, syndromic surveillance efforts, public health informatics initiatives and other activities to prepare and respond to vaccine-preventable diseases, novel influenza, emerging infectious disease and other public health threats and emergencies.



8. Sustain and enhance public health information systems.

Public health information technology improvements offer tremendous potential to improve the timeliness, validity, and efficiency of public health data collection, analysis, and information sharing. This can help decision makers take action earlier and more appropriately while also linking public health agencies and systems more effectively with clinical systems and healthcare professionals. To advance these efforts, preparedness programs must harmonize PHEP information technology strategies, objectives, goals, and investments where applicable with CDC’s National Notifiable Diseases Surveillance System (NNDSS) Modernization Initiative, the Epidemiology and Laboratory Capacity (ELC) program, the Immunization and Vaccines for Children Program, the National Syndromic Surveillance Program (NSSP), and other initiatives that advance public health informatics preparedness. Information technology work plans supported with PHEP funding should include input from state laboratory directors, state epidemiologists, IT/informatics directors, or specifically designated individuals empowered by these authorities. Guidelines for developing public health informatics within associated capability-based work plans including, but not limited to Capability 6: Information Sharing; Capability 12: Public Health Laboratory Testing; and Capability 13: Public Health Surveillance and Epidemiological Investigation are located in the PERFORMS Resource Library.



9. Analyze real-time clinical specimens.

PHEP awardees must develop plans to analyze real-time clinical specimens for pathogens of public health or bioterrorism significance, including any utilization of poison control centers.



10. Conduct an annual PHEP exercise.

Awardees must conduct an annual public health exercise or drill that includes the access and functional needs of at-risk individuals.  



Work Plan



The Budget Period 5 work plan includes a capabilities plan and an optional subawardee contracts plan.



Capabilities Plan

Awardees must describe the short-term goals, supporting objectives, and planned activities that lead to proposed outputs for the capabilities they plan to address in their Budget Period 5 work plans. For HPP and PHEP awardees, their short-term goals, objectives, planned activities, and proposed outputs should support the long-term goals of building and sustaining each program’s preparedness capabilities.



HPP awardees are expected to describe specific activities to build or sustain any previously funded capability from the eight healthcare preparedness capabilities in their applications. For those capabilities funded in Budget Period 5, awardees should identify work plan objectives and planned activities that result in outcomes and outputs aligned with HPP program measures and healthcare coalition developmental assessment (HCCDA) factors. Awardees should indicate in their work plans the program measure indicators and HCCDA factors targeted for advancement in Budget Period 5.

PHEP awardees are expected to continue efforts to build and sustain the 15 public health preparedness capabilities. PHEP awardees have the flexibility to choose the specific capabilities they work on in a single budget period. The overarching PHEP program goal is to achieve the 15 public health preparedness capabilities by the end of the current five-year project period; however awardees should approach this goal based on their jurisdictional priorities and resources. CDC encourages awardees to build and maintain each capability to the scale that best meets their jurisdictional needs, so they are fully capable of responding to public health emergencies, regardless of size or scenario.



A complete Budget Period 5 capabilities plan includes the following nine elements.



1. A chosen planned activity type for each capability, using one of the following options:

a. Build

b. Sustain

c. Scale back

d. No planned activities for Budget Period 5



If “sustain” is selected, the awardee must identify in the short-term goal what level of sustainment or target is desired during Budget Period 5.



If there are no planned activities, the awardee must:

a. Identify any challenges or barriers that may have led to having no planned activities for Budget Period 5.

b. Indicate and describe, if applicable, any self-identified technical assistance needs for the capability.



2. Short-term goals.

Short-term goal descriptions should answer the question: For a specific capability, what operational gaps and programs or systems need to be created or improved with program funding during Budget Period 5? The description must identify the specific, measurable changes awardees need to achieve for each capability or to what degree the capability needs to be sustained. The goal can span multiple functions, tasks, or resource elements within each capability. Awardees can include multiple goals per capability.



3. Funding information.

Awardees must select one of the following sources of funding for each capability with planned activities:

a. HPP

b. PHEP

c. Other funding source (state, local, DHS, other)



Any capability functions with objectives supported by HPP or PHEP funding must have at least one line item associated with that function in the budget.



4. Objectives.

Awardees must provide at least one objective for each short-term goal. These objectives must support the intent of the original funding opportunity announcement (FOA) for this project period. The objective descriptions must also be specific, measurable, and directly support or contribute to the achievement of the short-term goal.



The objectives should also describe a desired outcome which could be reported as part of the Budget Period 5 annual progress report.



5. Planned activities.

Awardees must provide at least one planned activity for each objective that describes the necessary tasks, deliverables, or products required to meet the objective. The planned activities should describe specific actions that support the completion of an objective. Planned activities should lead to measurable outputs linked to program activities and outcomes.



6. Proposed outputs.

Awardees must provide at least one proposed output for each objective. The proposed outputs should directly relate to the expected results of completing the planned activities or objectives.



7. Function associations.

Awardees must associate objectives with functions for a specific capability.



8. Timeline for accomplishment(s).

Awardees must provide a timeline for accomplishing a proposed objective.



9. Technical assistance.

Awardees should describe any self-identified technical assistance needs for the objective, if applicable. This includes a description of how ASPR or CDC can help them overcome challenges to achieving annual and project period outcomes, performance/program measures, and/or completing activities outlined in the work plan.



Subawardee Contracts Plan (Optional)



See Budget Period 3 continuation guidance for information on the optional subawardee contracts plan.



Performance Measure Reporting

ASPR and CDC will release Budget Period 5 guidance documents for the HPP program measures and the PHEP performance measures, including detailed reporting requirements. ASPR and CDC recommend that awardees reflect performance/program measure requirements, in contracts, memoranda of understanding, and other binding documents with subawardees.



HPP-specific Provisions

ASPR’s evaluation model includes two program measures: medical surge and continuity of healthcare operations. Each of the program measures includes seven indicators, which incorporate critical components of ASPR’s National Healthcare Preparedness Capabilities: National Guidance for Healthcare System Preparedness and align with the National Health Security Strategy. The indicators represent more concise and informed measures that integrate key tenets and reduce awardee burden. ASPR expects that these HPP program measures and indicators will stay consistent throughout the remainder of the project period.



HPP awardees are required to collect data on program measure indicators and report their data to ASPR as part of the Budget Period 5 annual progress report. The unit of measurement for the majority of HPP-specific indicators is at the healthcare coalition level. Awardees must collect and aggregate the healthcare coalition indicators and report these along with awardee-level data. To meet HPP requirements, awardees must submit a response to ASPR for each program measure indicator.



In addition to the refined program measures and indicators, ASPR uses HCCDA factors to determine a healthcare coalition’s ability to perform essential functions. The HCCDA factors foster communication between healthcare coalitions and awardees and gauge the level of healthcare coalition development over time and across the disaster spectrum.



During Budget Period 5 ASPR will evaluate HPP awardees based on these sources of information:

1. Medical surge program measure: Seven indicators (three that are measured at the awardee level and four that are measured at the healthcare coalition level) that address essential aspects of medical surge and related preparedness and response efforts.

2. Continuity of healthcare operations program measure: Seven indicators (all measured at the healthcare coalition level) that address the maintenance of vital public health and medical services for optimization of federal, state, local, and tribal healthcare operations in the event of a public health emergency.

3. HCCDA: Twenty factors (all measured at the healthcare coalition level) that determine a healthcare coalition’s ability to perform certain functions, encourage and foster communications between the awardee and the healthcare coalitions in its jurisdiction, and gauge the level of healthcare coalition development over time and across the disaster spectrum.

4. Provisional program measures: ASPR may potentially add provisional program measures to help guide future work. ASPR will provide awardees with sufficient notice should these additional measures be added.



More information is available in the current HPP Program Measure Manual: Implementation Guidance for the HPP Program Measures at www.phe.gov/Preparedness/planning/sharper/Documents/bp3-hpp-implementation-guide.pdf.



PHEP-specific Provisions

CDC’s PHEP Budget Period 5 performance measure guidance will be very similar to the current Budget Period 4 guidance. Awardees must comply with the reporting requirements for all performance measures and evaluation tools in Budget Period 5. Except where noted in the performance measure implementation guidance, a small subset of measures will require data drawn from real incidents, exercises, or drills. For these measures, awardees cannot indicate they have no data to report; instead, they must conduct an exercise or, if permissible, a drill, to collect appropriate data if they do not experience a real incident or cannot use the data from such an event. Finally, awardees that experience significant public health emergencies or disasters are strongly encouraged to collect relevant performance measure data from such incidents.



Performance measure data, as well as data collected through the medical countermeasure operational readiness review, may be subject to public dissemination.



For Budget Period 5, the performance measure reporting requirements remain the same for most territorial awardees. American Samoa, the Commonwealth of the Northern Mariana Islands, Guam, the Federated States of Micronesia, the Republic of the Marshall Islands, the Republic of Palau, and the U.S. Virgin Islands must report data on recently developed performance goals, Community Preparedness Evaluation Tool, HPP-PHEP 6.1 and HPP-PHEP 15.1. CDC will provide awardees with technical assistance documents that provide more information.



Evidence-based Benchmarks

HPP and PHEP have specified a subset of measures and select program requirements as benchmarks as mandated by Sections 319C-1 and 319C-2 of the Public Health Service Act as amended. Awardees must document, or demonstrate, that they have substantially met a benchmark by providing complete and accurate information describing how the benchmark was achieved. ASPR and CDC expect awardees to achieve, maintain, and report on benchmarks throughout the five-year project period. Note that a key benchmark for both programs, “demonstrated adherence to application and reporting deadlines,” requires timely submission of applicable information throughout Budget Period 5. HPP and PHEP benchmarks can be found in Appendices 4 and 5.



Awardees should review funding opportunity announcement CDC-RFA-TP12-1201 for information on accountability provisions, enforcement actions and disputes, as well as withholding and repayment guidance.



Budget Period 5 Reporting Requirements

HPP and PHEP awardees must complete and submit all required HPP and PHEP program components by the published deadlines. Compliance with this key programmatic requirement is a Budget Period 5 benchmark subject to potential withholding of funds if awardees fail to meet this benchmark. Awardees may submit requests for extensions of reporting deadlines to ASPR and CDC. Such requests must be made in writing at least five business days prior to the deadline and submitted to CDC’s Office of Grants Services, formerly the Procurement and Grants Office, with copies provided to preparedness@cdc.gov.





Programmatic Reporting Requirements



· Descriptions of pandemic influenza plans: Sections 319C-1 and 319C-2 of the PHS Act, as amended, currently require that HPP and PHEP awardees annually submit descriptions of their pandemic influenza preparedness and response activities.



· HPP awardees can satisfy the annual requirement through the submission of required program data such as the capability self-assessment and program measures that provide information on the status of state and local pandemic response readiness, barriers and challenges to preparedness and operational readiness, and efforts to address the needs of at-risk individuals.



· PHEP awardees must submit status reports describing corrective actions plans and improvements taken to address operational readiness gaps identified in the CDC pandemic influenza readiness assessment (PIRA) completed in 2015. Awardees must submit the status reports within 90 days of receiving their PIRA summary reports outlining operational gaps. In addition, awardees must submit any follow-up data needed to better inform the PIRA baseline data.

 

· Awardees must document and submit annually data on their current preparedness status and self- identified gaps based on the public health and healthcare preparedness capabilities as they relate to overall jurisdictional needs. Further guidance and templates will be provided separately.



· A Budget Period 5 annual progress is due 90 days after the end of the budget period. This report should include updates on work plan activities including local contracts and progress on implementation of technical assistance plans; applicable PAHPRA benchmark data; program/performance measure data and supporting information; training updates; preparedness accomplishments, success stories, and program impact statements; PHEP outputs; healthcare coalition assessments (HPP only); updated healthcare coalition information (HPP only); NIMS compliance activities for hospitals within healthcare coalitions; and ESAR-VHP requirements (HPP only).



· Awardees must submit AAR/IP and training outcome information as detailed in the supporting Budget Period 5 joint training and exercise checklist found in the PERFORMS Resource Library.



· Each funded awardee must provide an annual performance report submitted via www.grants.gov.



Financial Reporting Requirements



· Combined HPP and PHEP Budget Period 5 Federal Financial Report (FFR) (SF-425) submitted in eRA Commons no later than 90 days after the end of the calendar quarter.



· Separate HPP and PHEP Budget Period 5 Final Federal Financial Reports (SF-425) submitted no later than 90 days after the end of the calendar quarter.



· Federal Funding Accountability And Transparency Act of 2006 (FFATA) Public Law 109-282, the Federal Funding Accountability and Transparency Act of 2006 as amended (FFATA) requires disclosures of the following:

· information on executive compensation when not already reported through the Central Contractor Registry; and

· similar information on all subawards/subcontracts/consortiums more than $25,000. For the full text of the requirements under FFATA, review: http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=109_cong_bills&docid=f:s2590enr.txt.pdf.



Project Period Closeout Requirements 



1. Final Performance Report

The Final Performance Report should include information to fulfill any specific reporting requirements in the assistance award, a summary statement of progress toward the achievement of the originally stated aims, a list of the results (positive or negative) considered significant, and a list of publications resulting from the project, with plans, if any, for further publications.  An original and two copies of the report are required.



2. Financial Status Report (FSR)

The enclosed SF 269 is to be used in preparing the final Financial Status Report (FSR).  A cumulative FSR for the total project period is required.  An original and two copies are required.  Unobligated funds reported on the FSR will revert to the U.S. government, subject to the carry-over provisions discussed on pages 3-4.  Should that amount not agree with the final expenditures reported to the Health and Human Services Payment Management System (PMS), awardees will be required to update their records to PMS accordingly. 



3. Equipment inventory/property accountability requirement.

An original and two copies of a complete inventory must be submitted for all major equipment or property acquired or furnished under this project with a unit acquisition cost of $5,000 or more.  The inventory list must include the description of the item, manufacturer serial and/or identification number, acquisition date and cost, and percentage of federal funds used in the acquisition of the item.  Awardees should also identify each item of equipment that you wish to retain for continued use in accordance with 45 CFR § 74.323 or 45 CFR § 75.381 for state and local governments. These requirements do not apply to equipment purchased with nonfederal funds for this program.



The awarding agency may exercise its right to require the transfer of equipment purchased under the assistance award referenced in the cover letter (45 CFR § 75.320) for state and local governments.  We will notify you if transfer to title will be required and provide disposition instruction on all major equipment.



Equipment, with a unit acquisition cost of less than $5,000 that is no longer to be used in projects or programs currently or previously sponsored by the U.S. government, may be retained, sold or disposed of, with no further obligation to the U.S. government.  If no equipment was acquired under this grant/cooperative agreement, a negative report is required.



4. Final invention statement

An original and two copies of a final Invention Statement are required.  If no inventions were conceived under this assistance award, a negative report is required. This statement may be included in a cover letter. 



5. Audits

· State and local governments: Reference 45 CFR § 75.501.

· Institutions of higher learning and other non-profit institutions:  Reference 45 CFR § 75.501.

· Small Business Innovative Research (SBIR): Reference 45 CFR § 75.501(d). 



6. General information

All records pertaining to the activities performed under this assistance award must be retained in accordance with 45 CFR 75.361.



Audit Requirements

An awardee may use its single audit to comply with 42 USC 247d-3a(i)(2) if at least once every two years, the awardee obtains an audit in accordance with the Single Audit Act (31 USC 7501-7507) and 2 CFR 200 Subpart F; submits that audit to and has the audit accepted by the Federal Audit Clearinghouse; and ensures that applicable HPP and PHEP CFDA numbers 93.069, 93.074, and 93.889 are listed on the Schedule of Expenditures of Federal Awards (SEFA) contained in that audit.



The audit requirement at 42 USC 247d-3a(i)(2) does not:

1. Conflict with the single audit requirement.

2. Require an audit of the applicable CFDAs in addition to the single audit.

3. Require submission of the single audit to CDC’s Office of Grants Services in addition to the Federal Audit Clearinghouse.

4. Mandate treatment of the applicable CFDAs as major programs in the single audit.








Appendix 1: HPP Budget Period 5 (Fiscal Year 2016) Funding[footnoteRef:1] [1:  HPP funding amounts are for planning purposes only and are subject to change based on the final fiscal year 2016 budget.] 




		

Awardee

		FY 2016 Total

Funding Available



		Alabama

		$3,213,182



		Alaska

		$946,524



		American Samoa

		$278,816



		Arizona

		$3,802,604



		Arkansas

		$2,021,657



		California

		$23,405,491



		Chicago

		$2,763,365



		Colorado

		$3,019,385



		Connecticut

		$2,351,714



		Delaware

		$1,057,820



		Florida

		$11,834,415



		Georgia

		$6,009,692



		Guam

		$358,284



		Hawaii

		$1,253,321



		Idaho

		$1,252,520



		Illinois

		$8,882,060



		Indiana

		$3,973,603



		Iowa

		$2,126,090



		Kansas

		$2,052,547



		Kentucky

		$2,798,229



		Los Angeles County

		$9,261,848



		Louisiana

		$2,899,154



		Maine

		$1,080,551



		Marshall Islands

		$268,005



		Maryland

		$4,911,525



		Massachusetts

		$4,372,887



		Michigan

		$6,172,668



		Micronesia

		$276,806



		Minnesota

		$3,546,523



		Mississippi

		$2,166,456



		Missouri

		$3,621,262



		Montana

		$927,401



		Nebraska

		$1,362,493



		Nevada

		$1,929,769



		New Hampshire

		$1,101,804



		New Jersey

		$5,459,638



		New Mexico

		$1,537,475



		New York

		$9,757,860



		New York City

		$8,033,288



		North Carolina

		$5,908,241



		North Dakota

		$886,426



		Northern Mariana Islands

		$270,553



		Ohio

		$7,210,035



		Oklahoma

		$2,612,637



		Oregon

		$2,580,105



		Palau

		$255,373



		Pennsylvania

		$8,193,982



		Puerto Rico

		$2,589,207



		Rhode Island

		$945,077



		South Carolina

		$3,120,729



		South Dakota

		$854,218



		Tennessee

		$4,062,164



		Texas

		$16,294,177



		Utah

		$2,288,020



		Vermont

		$782,301



		Virgin Islands (U.S.)

		$306,399



		Virginia

		$6,117,444



		Washington

		$4,292,040



		Washington, D.C.

		$948,679



		West Virginia

		$1,411,417



		Wisconsin

		$3,638,592



		Wyoming

		$843,452



		Total FY 2016 HPP

Funding

		

$228,500,000
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Appendix 2: PHEP Budget Period 5 (Fiscal Year 2016) Funding[footnoteRef:2] [2:  PHEP funding amounts are for planning purposes only and are subject to change based on the final fiscal year 2016 budget.] 




		





Awardee

		FY 2016 Total Base Plus

Population

Funding

		FY 2016 Cities Readiness Initiative Funding

		FY2016 Level 1 Chemical Laboratory Funding

		FY 2016 Total Funding Available



		Alabama

		$8,589,780

		$306,430

		$0

		$8,896,210



		Alaska

		$4,034,197

		$169,600

		$0

		          $4,203,797



		American Samoa

		$363,274

		$0

		$0

		             $363,274



		Arizona

		$10,672,362

		$1,155,230

		$0

		$11,827,592



		Arkansas

		$6,421,361

		$205,669

		$0

		$6,627,030



		California

		$35,999,744

		$5,375,338

		     $1,175,583

		$42,550,665



		Chicago

		$8,143,473

		$1,649,890

		$0

		$9,793,363



		Colorado

		$9,096,364

		$704,097

		$0

		$9,800,461



		Connecticut

		$7,162,089

		$562,012

		$0

		$7,724,101



		Delaware

		$4,069,899

		$316,507

		$0

		$4,386,406



		Florida

		$25,664,771

		$2,889,447

		     $932,317

		$29,486,535



		Georgia

		$14,557,415

		$1,455,897

		$0

		$16,013,312



		Guam

		$485,453

		$0

		$0

		$485,453



		Hawaii

		$4,629,279

		$261,094

		$0

		$4,890,373



		Idaho

		$4,865,007

		$170,232

		$0

		$5,035,239



		Illinois

		$14,762,101

		$1,955,185

		$0

		$16,717,286



		Indiana

		$10,598,028

		$801,105

		$0

		$11,399,133



		Iowa

		$6,575,821

		$202,802

		$0

		$6,778,623



		Kansas

		$6,348,552

		$396,124

		$0

		$6,744,676



		Kentucky

		$8,087,447

		$377,907

		$0

		$8,465,354



		Los Angeles County

		$16,438,904

		$3,299,780

		$0

		$19,738,684



		Louisiana

		$8,353,061

		$546,195

		$0

		$8,899,256



		Maine

		$4,536,441

		$169,600

		$0

		$4,706,041



		Marshall Islands

		$380,652

		$0

		$0

		$380,652



		Maryland

		$9,867,244

		$1,400,200

		$0

		$11,267,444



		Massachusetts

		$10,757,790

		$1,281,167

		     $1,080,144

		$13,119,101



		Michigan

		$14,445,751

		$1,162,649

		     $1,063,587

		$16,671,987



		Micronesia

		$422,693

		$0

		$0

		$422,693



		Minnesota

		$9,269,786

		$899,938

		     $1,092,880

		$11,262,604



		Mississippi

		$6,460,030

		$236,929

		$0

		$6,696,959



		Missouri

		$9,990,025

		$895,907

		$0

		$10,885,932



		Montana

		$4,173,535

		$169,600

		$0

		$4,343,135
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Awardee

		FY 2016 Total Base Plus

Population

Funding

		FY 2016 Cities Readiness Initiative Funding

		FY2016 Level 1 Chemical Laboratory Funding

		FY 2016 Total Funding Available



		Nebraska

		$5,161,178

		$203,987

		$0

		$5,365,165



		Nevada

		$6,227,937

		$535,063

		$0

		$6,763,000



		New Hampshire

		$4,529,404

		$283,425

		$0

		$4,812,829



		New Jersey

		$13,304,793

		$2,288,058

		$0

		$15,592,851



		New Mexico

		$5,413,176

		$241,759

		$1,096,376

		$6,751,311



		New York

		$16,213,214

		$1,864,769

		$1,726,734

		$19,804,717



		New York City

		$14,560,668

		$3,917,158

		$0

		$18,477,826



		North Carolina

		$14,388,771

		$529,244

		$0

		$14,918,015



		North Dakota

		$4,034,197

		$169,600

		$0

		$4,203,797



		N. Mariana Islands

		$359,170

		$0

		$0

		$359,170



		Ohio

		$16,381,259

		$1,523,143

		$0

		$17,904,402



		Oklahoma

		$7,455,543

		$345,850

		$0

		$7,801,393



		Oregon

		$7,542,212

		$491,756

		$0

		$8,033,968



		Palau

		$324,408

		$0

		$0

		$324,408



		Pennsylvania

		$17,779,620

		$1,744,657

		$0

		$19,524,277



		Puerto Rico

		$7,158,040

		$0

		$0

		$7,158,040



		Rhode Island

		$4,218,043

		$284,646

		$0

		$4,502,689



		South Carolina

		$8,518,008

		$302,741

		$1,010,999

		$9,831,748



		South Dakota

		$3,977,703

		$169,600

		$0

		$4,147,303



		Tennessee

		$10,513,101

		$740,326

		$0

		$11,253,427



		Texas

		$33,649,728

		$4,014,369

		$0

		$37,664,097



		Utah

		$6,356,631

		$299,732

		$0

		$6,656,363



		Vermont

		$4,034,197

		$169,600

		$0

		$4,203,797



		Virgin Islands (US)

		$421,112

		$0

		$0

		$421,112



		Virginia

		$12,563,393

		$1,523,497

		$962,945

		$15,049,835



		Washington

		$11,064,069

		$1,068,625

		$0

		$12,132,694



		Washington, D.C.

		$5,750,598

		$638,667

		$0

		$6,389,265



		West Virginia

		$5,143,400

		$184,251

		$0

		$5,327,651



		Wisconsin

		$9,640,850

		$501,597

		$1,445,235

		$11,587,682



		Wyoming

		$4,034,197

		$169,600

		$0

		$4,203,797



		Total FY 2016 PHEP Funding

		$546,940,949

		$53,222,251

		$11,586,800

		$611,750,000










Appendix 3: Cities Readiness Initiative (CRI) Budget Period 5 (Fiscal Year 2016) Funding[footnoteRef:3] [3:  PHEP CRI funding amounts are for planning purposes only and are subject to change based on the final fiscal year 2016
 budget.] 




		



Awardee

		



CRI City

		

2013 Census

Population

		



FY 2016 Awardee Total



		Alabama

		Birmingham

		1,132,182

		$306,430



		Alaska

		Anchorage

		386,756

		$169,600



		Arizona

		Phoenix

		4,268,289

		$1,155,230



		Arkansas

		Little Rock

		709,447

		null



		Arkansas

		Memphis

		50,447

		$205,669



		California

		Los Angeles

		3,051,771

		null



		California

		Riverside

		4,285,443

		Null



		California

		Sacramento

		2,174,401

		Null



		California

		San Diego

		3,138,265

		$5,375,338



		California

		San Francisco

		4,402,729

		Null



		California

		San Jose

		1,868,323

		Null



		California

		Fresno

		930,450

		null



		Chicago

		Chicago

		2,718,782

		$1,649,890



		Colorado

		Denver

		2,601,465

		$704,097



		Connecticut

		Hartford

		1,213,883

		null



		Connecticut

		New Haven

		862,611

		$562,012



		Delaware

		Philadelphia

		542,784

		null



		Delaware

		Dover

		165,030

		$316,507



		Florida

		Miami

		5,673,185

		null



		Florida

		Orlando

		2,183,363

		$2,889,447



		Florida

		Tampa

		2,819,241

		null



		Georgia

		Atlanta

		5,379,176

		$1,455,897



		Hawaii

		Honolulu

		964,678

		$261,094



		Idaho

		Boise

		628,966

		$170,232



		Illinois

		Chicago

		5,895,870

		null



		Illinois

		St Louis

		701,423

		null



		Illinois

		Peoria

		380,163

		n$1,955,185ull



		Indiana

		Chicago

		706,967

		null



		Indiana

		Indianapolis

		1,911,795

		null



		Indiana

		Cincinnati

		63,470

		null



		Indiana

		Louisville

		277,653

		$801,105



		Iowa

		Des Moines

		580,913

		null



		Iowa

		Omaha

		122,674

		$202,802



		Kansas

		Wichita

		633,020

		null



		Kansas

		Kansas City

		830,559

		$396,124



		Kentucky

		Louisville

		967,227

		null



		Kentucky

		Cincinnati

		429,044

		$377,907



		Los Angeles

		Los Angeles

		9,893,481

		$3,299,780



		Louisiana

		Baton Rouge

		808,816

		null



		Louisiana

		New Orleans

		1,209,239

		$546,195



		Maine

		Portland

		516,460

		$169,600



		Maryland

		Baltimore

		2,734,044

		null



		Maryland

		Washington D.C

		2,337,912

		$1,400,200



		Maryland

		Philadelphia

		101,435

		null



		Massachusetts

		Boston

		4,183,724

		null



		Massachusetts

		Providence

		549,870

		$1,281,167



		Michigan

		Detroit

		4,295,700

		$1,162,649



		Minnesota

		Fargo

		59,638

		null



		Minnesota

		Minneapolis

		3,265,409

		$899,938



		Mississippi

		Jackson

		571,881

		

null



		Mississippi

		Memphis

		248,765

		$236,929



		Missouri

		St. Louis

		2,115,415

		null



		Missouri

		Kansas City

		1,194,738

		$895,907



		Montana

		Billings

		160,991

		$169,600



		

Nebraska

		

Omaha

		

753,681

		

$203,987



		Nevada

		Las Vegas

		1,976,925

		$535,063



		New Hampshire

		Boston

		420,554

		null



		New Hampshire

		Manchester

		402,017

		$283,425



		New Jersey

		New York City

		6,508,777

		null



		New Jersey

		Philadelphia

		1,318,399

		$2,288,058



		New Jersey

		Trenton

		368,094

		null



		New Mexico

		Albuquerque

		893,241

		$241,759



		New York

		Albany

		873,238

		null



		New York

		Buffalo

		1,134,695

		$1,864,769



		New York

		New York City

		4,881,925

		null



		New York City

		New York City

		8,268,999

		$3,917,158



		North Carolina

		Charlotte

		1,919,562

		null



		North Carolina

		Virginia Beach

		35,862

		$529,244



		North Dakota

		Fargo

		154,080

		$169,600



		Ohio

		Cincinnati

		1,630,426

		null



		Ohio

		Cleveland

		2,070,965

		$1,523,143



		Ohio

		Columbus

		1,926,242

		null



		Oklahoma

		Oklahoma City

		1,277,830

		$345,850



		Oregon

		Portland

		1,816,916

		$491,756



		Pennsylvania

		Philadelphia

		4,030,148

		null



		Pennsylvania

		Pittsburgh

		2,358,746

		$1,744,657



		Pennsylvania

		New York City

		57,179

		null



		Rhode Island

		Providence

		1,051,695

		$284,646



		South Carolina

		Columbia

		776,794

		null



		South Carolina

		Charlotte

		341,759

		$302,741



		South Dakota

		Sioux Falls

		233,750

		$169,600



		

Tennessee

		

Nashville

		

1,702,603

		null



		

Tennessee

		

Memphis

		

1,032,719

		

$740,326



		Texas

		Dallas

		6,575,833

		

null







		Texas

		Houston

		6,063,540

		$4,014,369



		Texas

		San Antonio

		2,192,724

		null



		Utah

		Salt Lake City

		1,107,434

		$299,732



		Vermont

		Burlington

		212,640

		$169,600



		Virginia

		Richmond

		1,221,729

		null



		Virginia

		Virginia Beach

		1,659,298

		$1,523,497



		Virginia

		Washington D.C

		2,747,916

		null



		Washington

		Seattle

		3,504,628

		null





		Washington

		Portland

		443,675

		$1,068,625



		Washington D.C

		Washington D.C

		619,371

		$638,667



		West Virginia

		Charleston

		226,180

		null





		West Virginia

		Washington D.C

		54,131

		$184,251



		Wisconsin

		Chicago

		166,874

		null



		Wisconsin

		Milwaukee

		1,560,621

		$501,597



		Wisconsin

		Minneapolis

		125,782

		null



		Wyoming

		Cheyenne

		93,073

		$169,600



		Total FY 2016 Cities Readiness Initiative Funding    

		null

		175,240,879

		$53,222,251
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Appendix 4: HPP Budget Period 5 PAHPRA Benchmarks Subject to Withholding



ASPR has identified the following fiscal year 2016 benchmarks for Budget Period 5 to be used as a basis for withholding of fiscal year 2017 funding for HPP awardees. Awardees that fail to “substantially meet” the benchmarks are subject to withholding penalties to be applied the following fiscal year. Awardees that demonstrate achievement of these requirements are not subject to withholding of funds.



		

HPP Benchmark



		HPP PAHPRA1

		Awardees must submit timely and complete data for the annual progress report.



		HPP PAHPRA2

		Awardees must submit healthcare coalition development assessment

(HCCDA) factor data with their annual progress reports.



		HPP PAHPRA3

		Awardees must develop training and exercise plans and submit according to Budget Period 5 continuation guidance requirements. Plans must include a proposed exercise schedule and a discussion of the plans for healthcare coalition exercise development, conduct, evaluation, and improvement planning. Exercise plans must demonstrate:

· participation by healthcare coalitions and their participating hospitals

· include participating organizations

· anticipate capabilities to be tested



		HPP PAHPRA4

		Awardees must submit work plan activities according to Budget Period 5 continuation guidance requirements. Activities must ensure that coalitions’ hospitals are addressing the 11 NIMS implementation activities for hospitals and report on the status of those activities for each hospital in their Budget Period 5 annual progress reports.



		HPP PAHPRA5

		Awardees must update annual pandemic influenza preparedness

plans in accordance with sections 319C-1 and 319C-2 of the PHS

Act as amended. Data points reviewed:



· The healthcare coalition has tested its ability to address its members’ healthcare workforce safety needs through training and resources.



· The healthcare coalition has demonstrated the ability to do the following during an incident, exercise or event: 1) Monitor patient acuity and staffed bed availability in real-time and 2) Off-load patients.
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Table 1

Criteria to Determine Potential Withholding of HPP Fiscal Year 2017 Funds



		

		

Benchmark Measure

		

Yes

		

No

		Possible %

Withholding



		1

		Did the awardee (all awardees) meet all application and reporting deadlines?

		

		

		

















10%



		2

		Did the awardee (all awardees) submit healthcare coalition development assessment (HCCDA) factor data as required?

		

		

		



		3

		Did the awardee (all awardees) develop training and exercise plans and submit a TEP according to Budget Period 5 continuation guidance requirements?

		

		

		



		4

		Did the awardees (all awardees) submit work plan activities according to Budget Period 5 continuation guidance requirements, including NIMS implementation activities for hospitals?

		

		

		



		5

		Did the awardee (all awardees) meet the 2016 pandemic influenza plan requirement?

		

		

		

10%



		Total Potential Withholding Percentage

		20%







Scoring Criteria

The first four benchmarks are weighted the same, so failure to substantially meet any one of the four benchmarks will count as one failure and result in withholding of 10% of the fiscal year 2017 HPP award. Failure to submit the 2016 pandemic influenza preparedness plan as required may result in withholding of 10% of the fiscal year 2017 HPP award.



More information on withholding and repayment is available in the CDC-RFA-TP12-

1201 funding opportunity announcement posted at http://www.cdc.gov/phpr/documents/cdc-rfa-tp12-1201_4_17_12_FINAL.pdf.
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Appendix 5: PHEP Budget Period 5 PAHPRA Benchmarks Subject to Withholding





CDC has identified the following fiscal year 2016 benchmarks for Budget Period 5 to be used as a basis for withholding of fiscal year 2017 funding for PHEP awardees. Awardees that fail to “substantially meet” the benchmarks are subject to withholding penalties to be applied the following fiscal year. Awardees that demonstrate achievement of these requirements are not subject to withholding of funds.



		PHEP PAHPRA1

		Awardees must adhere to all PHEP reporting deadlines. This benchmark applies to all 62 awardees. Required reports include:

· HHS capabilities self-assessments (Capabilities Planning Guide) due in early 2017

· Fiscal year 2017 funding applications due approximately 60 calendar days following initial publication of the continuation guidance. The application includes a Budget Period 5 progress update, program requirements update, work plan, and budget justification

· Budget Period 4 annual progress reports (APR), due 90 days after the end of Budget Period 4 (September 30, 2016). Annual progress reports must include updates on work plan activities including local contracts and progress on implementation of technical assistance plans; PAHPRA benchmark data; performance measure data and supporting information; responses to program data questions; training updates; preparedness accomplishments, and program impact statements.



		PHEP

PAHPRA2

		Awardees must demonstrate capability to receive, stage, store, distribute, and dispense material during a public health emergency. This benchmark applies to all 62 awardees.

· As part of their response to public health emergencies, public health departments must be able to provide countermeasures to 100% of their identified population within 48 hours of the federal decision to do so. PHEP awardees must ensure that each local planning jurisdiction within their CRI metropolitan statistical areas, including the four directly funded localities, conduct three different drills. Drills should be part of the progressive approach outlined in the Homeland Security Exercise and Evaluation Program (HSEEP); results of the drills will be reviewed during site visits.

· Maintain and provide to CDC current receipt, stage, and store (RSS) information for all potential RSS facilities in their jurisdictions using the RSS site survey form. Site surveys must be conducted at least once every three years to ensure they reflect current operational capabilities.



		PHEP PAHPRA3

		Awardees must demonstrate that Laboratory Response Network laboratories biological (LRN-B) can pass proficiency testing which includes the ability to receive, test, and report on one or more suspected biological agents. This benchmark applies to each of the 50 state public health laboratories plus the LRN-B laboratories in Los Angeles County, New York City, and Washington, D.C.



Successful demonstration of this capability is defined by the LRN-B proficiency testing policy.

· CDC will use the following elements to determine if the awardee met this benchmark:

· Number of LRN-B proficiency tests successfully passed by the PHEP-funded laboratory (during any attempt, including remediation if applicable)

· Number of LRN-B proficiency tests participated in by the PHEP-funded  laboratory (includes remediation, if applicable)

· PHEP-funded laboratory cannot fail more than one proficiency testing challenge.



CDC’s LRN-B program office requires state public health laboratories to participate in all available proficiency testing  challenges specific to each laboratory’s testing capability; if a laboratory has testing capability for a specific agent and a proficiency testing challenge for that agent is being offered, the PHEP-funded laboratory must participate in that proficiency testing challenge. PHEP-funded laboratories that are offline long-term, undergoing renovation, or have other special circumstances are not expected to have their proficiency testing challenges completed by partner or back-up labs (such as municipal labs or labs in neighboring states). Instead, those laboratories are expected to report to the LRN-B program office what they would do in real situations had the proficiency testing challenge been associated with a true emergency event.  In such a circumstance, this will not adversely affect an awardee in terms of determining whether this benchmark has been met.



Although laboratories are required to participate in all available proficiency testing challenges (based on the individual lab’s testing capability), the determination for meeting this benchmark will be based exclusively on participation in, and successfully passing, proficiency tests as described in the Checklist of Laboratory Requirements for LRN-B Member Standard Level Reference Laboratories: Section I. Minimum Laboratory Testing Capabilities elements 1 and 2 (an updated version of this document is located in the PERFORMS Resource Library). Additional information is available by contacting the LRN-B Technical Program Office at LRN@cdc.gov





		PHEP PAHPRA4

		Awardees must ensure that at least one LRN chemical (LRN-C) laboratory in their jurisdictions passes the LRN-C specimen packaging, and shipping (SPaS) exercise. This benchmark applies to the 50 states; the directly funded localities of Los Angeles County, New York City, and Washington, D.C. 



This annual exercise evaluates the ability of a laboratory to collect relevant samples for clinical chemical analysis and ship those samples in compliance with International Air Transport Association regulations. Awardees must ensure at least one LRN-C laboratory passes CDC’s SPaS exercise. If a laboratory fails the exercise on its first attempt but passes on the second attempt, then the awardee will meet the benchmark. If a PHEP awardee has multiple laboratories, at least one laboratory must participate and pass. To pass, a laboratory must score at least 90% on the exercise.



		PHEP PAHPRA5

		Awardees must ensure that LRN-C laboratories pass proficiency testing in core and additional analysis methods. This benchmark applies to the 10 awardees with Level 1 laboratories (California, Florida, Massachusetts, Michigan, Minnesota, New Mexico, New York, South Carolina, Virginia, and Wisconsin). Although this benchmark does not apply to awardees with Level 2 laboratories during Budget Period 5, awardees with Level 2 laboratories must report on LRN-C proficiency testing performance measures as specified in PHEP performance measure and specifications guidance. 



The LRN-C conducts proficiency testing for all Level 1 and Level 2 chemical laboratories to support meeting the regulatory requirements for the reporting of patient results as part of an emergency response program. Each high complexity test is proficiency tested three times per budget period and each laboratory is evaluated on the ability to report accurate and timely results through secure electronic reporting mechanisms. 



CDC has identified nine core methods and four additional methods for detecting and measuring these agents and conducts testing to determine a laboratory’s proficiency in these methods.  The core methods are 1) arsenic in urine by DRC ICP-MS; 2) cadmium/lead/mercury in blood by ICP-MS; 3) cyanide in blood by headspace GC-MS; 4) volatile organic chemicals (VOCs) in blood by SPME GC-MS; 5) nerve agent metabolites (OPNAs) in urine by LC-MS/MS; 6) nerve agent metabolites (OPNAs) in serum by LC-MS/MS; 7) tetramine in urine by GC-MS; 8) toxic elements (barium, beryllium, cadmium, lead, uranium, and thallium) in urine by ICP-MS; and 9) plant toxins in urine by LC-MS/MS. Additional methods are 1) sulfur mustard metabolite in urine by LC-MS/MS; 2) Lewisite metabolite in urine by LC-ICP-MS; 3) nitrogen mustard metabolites in urine by LC-MS/MS; and 4) tetranitromethane biomarker in urine by LC-MS/MS



		PHEP

PAHPRA6

		Update and maintain Epi-X membership for jurisdictional PHEP directors, epidemiology leads, and laboratory directors and provide the CDC PHEP program office with current contact information for individuals in each role.



		PHEP PAHPRA7

		Awardees must update annual pandemic influenza preparedness plans in accordance with Section 319C-1 of the PHS Act as amended. Updates should reflect corrective actions plans and improvements taken to address operational readiness gaps identified in the CDC pandemic influenza readiness assessment (PIRA) completed in 2015. Awardees must submit the status updates within 90 days of receiving their PIRA summary reports outlining operational gaps. In addition, awardees must submit any follow-up data needed to better inform the PIRA baseline data.










Table 2

Criteria to Determine Potential Withholding of PHEP Fiscal Year 2017 Funds



		

		

Benchmark Measure

		

Yes

		

No

		Possible %

Withholding



		1

		Did the awardee (all awardees) meet all application and reporting deadlines?

		

		

		















10%



		2

		Did the awardee (all awardees) demonstrate capability to receive, stage, store, distribute, and dispense material during a public health emergency?

		

		

		



		3

		Did the applicable awardee demonstrate proficiency in public health laboratory testing and/or exercises for biological agents?

		

		

		



		4

		Did the applicable awardee meet packaging and shipping requirements for chemical specimens? 

		

		

		



		5

		Did the applicable awardee demonstrate proficiency in public health laboratory testing and/or exercises for chemical agents?

		

		

		



		6

		Did the awardee (all awardees) update and maintain Epi-X membership for appropriate jurisdictional partners? 

		

		

		



		7

		Did the awardee (all awardees) meet the 2016 pandemic influenza plan requirement?

		

		

		

10%



		Total Potential Withholding Percentage

		20%







Scoring Criteria

The first six benchmarks are weighted the same, so failure to substantially meet any one of the six benchmarks will count as one failure and result in withholding of 10% of the fiscal year 2017 PHEP award. Failure to submit the 2016 pandemic influenza preparedness plan as required may result in withholding of 10% of the fiscal year 2017 PHEP award.



More information on withholding and repayment is available in the CDC-RFA-TP12-

1201 funding opportunity announcement posted at http://www.cdc.gov/phpr/documents/cdc-rfa-tp12-1201_4_17_12_FINAL.pdf.
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I. FUNDING OPPORTUNITY DESCRIPTION

Executive Summary and Background

Beginning in March of 2014, West Africa experienced the largest Ebola outbreak on record. Unlike many
smaller preceding outbreaks of Ebola virus disease (Ebola), this particular outbreak spread to multiple African
countries and caused (as of February 2015) more than 22,000 suspected human cases. In August 2014, the
first American Ebola patient was flown to the United States (U.S.) for treatment. Additional patients have
subsequently been medically-evacuated to the U.S. and two returned travelers were diagnosed and treated in
Dallas, Texas and New York City, New York. These experiences, as well as the secondary infections of two
health care workers in a Dallas hospital, identified opportunities to improve preparedness for and treatment of
suspected and confirmed patients with Ebola. In response, Congress appropriated emergency funding, in part
to ensure that the health care system is adequately prepared to respond to future Ebola patients. In doing so,
Congress directed the Department of Health and Human Services (HHS) to develop a regional approach to
caring for future Ebola patients.

The funding provided through the Hospital Preparedness Program (HPP) Ebola Preparedness and Response
Activities is intended to ensure the nation’s health care system is ready to safely and successfully identify,
isolate, assess, transport, and treat patients with Ebola or patients under investigation for Ebola, and that it is
well prepared for a future Ebola outbreak. While the focus will be on preparedness for Ebola, it is likely that
preparedness for other novel, highly pathogenic diseases will also be enhanced through these activities.
Important lessons learned in the U.S. response to Ebola include that the safety of health care workers — from
clinicians and laboratorians to ancillary staff — must be foremost in health care system preparedness and
response activities; that the care of Ebola patients is clinically complex and demanding; and that early case
recognition is critical for preventing spread and improving outcomes. Health care worker safety is best
achieved through a deep understanding and correct implementation of infection control, appropriate use of
personal protective equipment (PPE), continuous training, demonstration of competencies, and participation in
frequent exercises. Assuring that Ebola patients are safely and well cared for in the U.S. health care system
and that frontline providers are trained to recognize and isolate a person with suspected Ebola are the
cornerstones of this HPP funding opportunity announcement (FOA).

In December 2014, HHS released its Interim Guidance for U.S. Hospital Preparedness for Patients under
Investigation or with Confirmed Ebola Virus Disease: A Framework for a Tiered Approach, which outlines
the different roles U.S. acute health care facilities can play in preparing to identify, isolate, and evaluate
patients with possible Ebola or treat patients with confirmed Ebola. These roles include serving as Ebola
treatment centers, assessment hospitals, and frontline health care facilities. Since the fall, state health officials
have been designating hospitals that have been assessed by a Centers for Disease Control and Prevention
(CDC)-led Rapid Ebola Preparedness (REP) team to serve as Ebola treatment centers. HHS appreciates the
ongoing efforts of the public health and health care communities across the country to prepare our nation’s
health care system for Ebola.

Experience with Ebola patients in the U.S. has shown that care of such individuals is clinically complex,
requiring highly skilled health care providers and technologically-advanced care. This has led Congress,
experts, and stakeholder groups to suggest that, to the extent possible, care of Ebola patients should be
concentrated in a small number of facilities. At the same time, however, the nation’s hospitals must be
prepared to handle one or more simultaneous clusters of Ebola patients. Further, as described in the Interim
Guidance, all hospitals must be able to identify, diagnose, and treat a suspected Ebola patient until they can be
transferred to a facility that can provide definitive care.
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http://www.cdc.gov/vhf/ebola/healthcare-us/preparing/frontline-healthcare-facilities.html



To that end, building upon the state- and jurisdiction-based tiered hospital approach and meeting Congress’
regional directive, through this FOA, HHS seeks to establish a nationwide, regional treatment network for
Ebola and other infectious diseases, which balances geographic need, differences in institutional capabilities,
and accounts for the potential risk of needing to care for an Ebola patient. This network will consist of:

1) Up to ten regional Ebola and other special pathogen treatment centers (one in each of the ten HHS
regions, that have been already designated by their state health officials to serve as Ebola treatment
centers and have been assessed by a CDC-led REP team) and that can be ready within a few hours
to receive a confirmed Ebola patient from their region, across the U.S., or medically-evacuated
from outside of the U.S., as necessary. These hospitals will also have enhanced capacity to care for
other highly infectious diseases. Part B of this FOA more fully describes these hospitals.

2) State or jurisdiction Ebola treatment centers that can safely care for patients with Ebola in the event
of a cluster of Ebola patients that overwhelms the regional Ebola and other special pathogen
treatment center (Clinical judgment, available logistical resources, and patient preference may
indicate the patient should receive treatment at a state/jurisdiction Ebola Treatment Center rather
than be transferred to a Regional Ebola and other special pathogen treatment center).

3) Assessment hospitals.

4) Frontline health care facilities.

Support for facilities in categories 2 through 4 above is described in Part A of this FOA.

This network will be supported by regular exercises and plans that describe how suspected Ebola patients are
identified, diagnosed, and if necessary, safely transferred to the appropriate facility.

The Hospital Preparedness Program (HPP) Ebola Preparedness and Response Activities will provide
awardees with funds to support this regional, tiered approach. At the state or jurisdiction level, awardees may
support health care facilities that are capable of serving as Ebola treatment centers and assessment hospitals for
their states or jurisdictions, as well as support health care coalitions to prepare frontline hospitals and overall
health care system Ebola preparedness activities. Hospitals that have been designated as Ebola treatment
centers as of February 14, 2015 should receive no less than $500,000 through Part A (refer to Appendix 3 for a
complete list of such facilities). Awardees will have the discretion to provide additional funding to the Ebola
treatment centers listed in Appendix 3 as their allocation allows. If an awardee funds an Ebola treatment
center not listed in Appendix 3, it must have already been assessed by a CDC-led REP team as of the posting
of this FOA. Awardees also have the discretion to fund assessment hospitals, as their allocation allows.
Awardees may support both future preparedness efforts and compensate facilities and coalitions for
preparedness activities undertaken since July 2014.

ASPR is awarding a total of $194,500,000 in funding for Ebola health care system preparedness and
response and the development of a regional Ebola treatment strategy.

e Part A: $162,000,000 to support state- or jurisdiction-designated Ebola treatment centers,
assessment hospitals, and health care coalitions for overall health care system preparedness.

e Part B: $32,500,000 for the development of a regional network for Ebola patient care, including the
establishment of approximately ten regional Ebola and other special pathogen treatment centers with
significantly enhanced Ebola and other infectious disease capabilities that will accept a confirmed
Ebola patient from their region, across the U.S., or medically-evacuated from West Africa, as
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necessary.

This announcement is only for non-research activities supported by ASPR’s Division of National
Healthcare Preparedness Programs (NHPP). If research is proposed, the application will not be reviewed.

Statutory Authority

Title VI of Division G of the Consolidated and Continuing Appropriations Act, 2015 and section 311 of the
Public Health Service Act, as amended.

Purpose

The purpose of this FOA is (1) to improve health care system preparedness for Ebola and (2) to develop a
regional hospital network for Ebola patient care.

Part A: Health Care System Preparedness for Ebola

Purpose

Through Part A, HHS will provide funding to all 62 HPP awardees for the purpose of supporting health care
system preparedness for Ebola. The awardees will have discretion about how to adequately fund their health
care systems, so they achieve the preparedness capabilities needed for Ebola. While the focus will be on
preparedness for Ebola, it is likely that preparedness for other novel, highly pathogenic diseases will also be
enhanced through these activities. Through Part A, jurisdictions may use a portion of the funding to:
compensate health care facilities for Ebola preparedness activities undertaken since July 2014, build additional
capabilities to ensure the nation’s health care system and health care workers are ready to safely and
successfully identify, isolate, assess, transport, and treat patients under investigation with Ebola or confirmed
to have Ebola, and be well prepared for a future Ebola-like event.

Project Outcomes

e Awardees will develop and implement a health care system concept of operations (CONOPS) for care
of Ebola patients. This CONOPS must link state activities related to active and direct active
monitoring of returning travelers to designated assessment hospitals and treatment hospitals, and
ensure that patients can be safely transported to a regional Ebola and other special pathogen treatment
center and/or a state or jurisdiction Ebola treatment center in the event that they are not the same or the
regional facility cannot accept patients. Awardees must ensure their Part A funding strategy for
state/jurisdiction Ebola treatment centers, assessment hospitals, and health care coalitions (including
frontline health care facilities, EMS and other partners) matches their CONOPS. Each awardee’s
health care system CONOPS for Ebola will be maintained and exercised annually throughout the
project period.

o Awardee CONOPS will outline health care system and facility gaps to improve operational readiness,
bearing in mind that the requirements of state/jurisdiction Ebola treatment centers should be more
extensive than those for assessment and frontline facilities, and that interfacility transport of patients
may be needed.
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The 18 states/jurisdictions at higher risk for Ebola* will have assessment hospitals located within 75
miles of at least 85 percent of their returning traveler populations. All other states/jurisdictions will
have at least one assessment hospital.

All awardees will have a plan and written agreement in place for the transfer of a patient with Ebola
from an assessment hospital to a regional Ebola and other special pathogen treatment center
(established through Part B of this FOA).

Any state/jurisdiction-based Ebola treatment center receiving funding through Part A will care for an
Ebola patient if the regional facility cannot accept additional patients (in the event of a national
emergency). Any funded Ebola treatment center may be expected to provide Ebola patient care
regardless of the patient’s home jurisdiction.

Each of the 18 high risk states/jurisdictions will designate at least one state/jurisdiction Ebola treatment
center to provide surge capacity for the regional Ebola and other special pathogen treatment centers
established through Part B of this FOA. If a high-risk state/jurisdiction does not currently have an
Ebola treatment center, they will establish a written agreement with a neighboring state or jurisdiction
to use that state or jurisdiction’s Ebola treatment center.

Note: For the 18 high-risk states/jurisdictions, if one of these awardees does not have a regional Ebola
and other special pathogen treatment center (established through Part B of this FOA) within their
jurisdiction’s political boundaries, they must have a state/jurisdiction Ebola treatment center.
Alternatively, if a high-risk state/jurisdiction does not currently have an Ebola treatment center, it must
establish written agreement with a neighboring state or jurisdiction to use that state or jurisdiction’s
Ebola treatment center for surge capacity. Upon reviewing each of the 18 high-risk state or
jurisdiction’s health care system CONOPS for Ebola, and other components of their funding
applications as detailed in the FOA, HHS will reduce allocations for those high-risk states or
jurisdictions that do not have an Ebola treatment center within their jurisdiction and provide additional
funding to those states/jurisdictions with which they have a written agreement.

Within 72 hours of the region’s Ebola treatment center (see Part B of this FOA) accepting a confirmed
Ebola patient, all state/jurisdiction Ebola treatment centers located within that region will begin their
just-in-time trainings and final preparations, so they are able to accept a patient (in the event of a small
cluster of cases).

All awardees will complete Ebola patient care and transport arrangements within four hours of a
diagnosis; planning for Ebola patient care and transport will begin at the time the decision is made to
conduct laboratory testing for Ebola. This includes transport to either a regional Ebola and other
special pathogen treatment centers or a state- or jurisdiction-designated Ebola treatment center (see
Appendix 2: Ebola Patient Decision Algorithm).

Health care coalitions will:
o Ensure the EMS system is capable of safely transporting Ebola patients.

! High-risk jurisdictions include: California, Chicago, Connecticut, District of Columbia, Georgia, Maryland, Massachusetts,
Minnesota, New Jersey, New York, New York City, North Carolina, Ohio, Pennsylvania, Rhode Island, Texas, Virginia, and
Washington. Risk is based on the percentage of returning travelers from impacted countries, and reflects West African diaspora
population centers, and jurisdictions with enhanced airport entrance screenings.
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(0]

(0]

Ensure the competency of health care workers, clinical laboratories, and EMS personnel in the
coalition through supporting annual training and exercises.

Purchase PPE or support facility or agency purchase and stockpile, preferably using vendor-
managed inventories, at the coalition/community/or regional level. At a minimum, coalitions
will coordinate with partners to obtain visibility of the PPE supplies available at health care
facilities and EMS agencies in their communities.

Implementation

Awardees must address all activities and strategies listed below in their Part A application.

Activity A: Develop a Concept of Operations

e Strategy: Outline the jurisdiction’s tiered approach for health care system response, including the
assessment, transport, and treatment of persons suspected or confirmed to have Ebola.

o

Develop and implement a health care system CONOPS for Ebola and ensure their Part A
funding strategy for state/jurisdiction Ebola treatment centers, assessment hospitals, and health
care coalitions (including frontline health care facilities, EMS, and other partners) matches
their CONOPS. Each awardee’s health care system CONOPS for Ebola will be maintained
and exercised annually throughout the project period.

Develop a plan and signed written agreement for the transfer of a patient with Ebola from an
assessment hospital to a regional Ebola and other special pathogen treatment center,
established through Part B of this FOA. Transfer to a regional facility will be part of a state’s
CONORPS and annual exercise.

Assure the health care system CONOPS includes a plan for coordinating with airport
authorities and other states within the region to identify airports that can accept air transport of
Ebola patients.

Assure the CONOPS includes the plan for active and direct active monitoring (AM/DAM) and
a communications strategy for notifying health care partners (i.e., EMS and assessment
hospitals) prior to transporting a patient in AM/DAM.

Outline a plan to address health care system and facility gaps to improve operational readiness,
bearing in mind that the requirements of Ebola treatment centers should be more extensive
than those for assessment and frontline facilities.

Outline a safe ground transport plan that allows for intra- and inter-state transport of

potential or confirmed Ebola patients, as necessary. See Appendix 2, the Ebola Patient
Decision Algorithm, for more information.

Activity B: Assure Readiness of Ebola Treatment Centers and Assessment Hospitals

e Strategy 1: Improve and maintain health care worker readiness for Ebola and Ebola-like diseases

(0}

Provide hospital-level training of staff, specifically focusing on health care worker safety when
caring for an Ebola patient (e.g., PPE donning/doffing, rapid identification and isolation of a
patient, safe treatment protocols, and the integration of behavioral health support) and early
recognition, isolation, and activation of the facility’s Ebola plan.

Conduct annual exercises (including after action reviews and corrective action plans), which
should include unannounced first encounter drills for Ebola (and other infectious diseases,
such as MERS-CoV and measles), patient transport exercises, and patient care simulations.
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(0]

Purchase PPE in accordance with CDC guidelines, and share, in real time, situational
awareness regarding their PPE models/types and supply levels with their health care coalitions
(HCC:s).

Conduct just-in-time training and final preparations to assure state/jurisdiction Ebola treatment
centers can provide surge capacity to the region’s Ebola and other special pathogen treatment
center (see Part B of this FOA) and are able to accept a patient (in the event of a small cluster
of cases) within 72 hours of the region’s Ebola and other special pathogen treatment center
accepting a confirmed patient.

Receive and participate in training, peer review, and an assessment of their readiness from the
National Training and Education Center (to be established) to ensure adequate preparedness
and trained clinical staff knowledgeable in treating patients with Ebola in the U.S.

e Strategy 2: Enhance the hospital’s physical infrastructure to ensure infection control for Ebola
preparedness and response, as necessary.

(0}

o
o
o

Reconfigure patient flow in the emergency department to provide isolation capacity for
patients under investigation (PUI) for Ebola and other potentially infectious patients.

Retrofit inpatient care areas for enhanced infection control (e.g., donning/doffing rooms).
Ensure PUIs receive appropriate care until an Ebola diagnosis is confirmed or ruled out.
Consider establishing dedicated space and procuring separate equipment and supplies for
clinical laboratories for Ebola.

Ensure capability to handle Ebola-contaminated or other highly-contaminated infectious waste
(e.g., through purchase or contract to use on-site a high-volume autoclave capable of
sterilizing all hospital waste used in the care of a patient with Ebola, or by having a waste
management facility within the state or jurisdiction willing and able to incinerate and dispose
of Ebola waste, or by having a written agreement with another state willing and able to do so).
Consider adjusting Electronic Health Records (EHRS) to ensure prompt staff screening for
patients’ travel histories and newly emerging diseases.

Identify opportunities to use and coordinate facility-specific pathways for state/jurisdiction
Ebola treatment centers and assessment hospitals to ensure better infection control through
resources linked to either CDC’s Public Health Emergency Preparedness (PHEP) program
and/or CDC’s Epidemiology and Laboratory Capacity (ELC) for Infectious Diseases program.

Activity C: Develop Capabilities of Health Care Coalitions to enable their members to care for Ebola

patients

e Strategy 1: Ensure all coalition partners have access to PPE, trainings, and exercises according to
their respective role in the health care system.

o

Purchase PPE or support facility purchase and stockpile, preferably using vendor-managed
inventories and mutual aid agreements at the coalition, community, or regional level. Rapidly
distribute or re-distribute PPE to a facility within their coalition as needed. Ata minimum,
coalitions will coordinate with partners to obtain visibility of the PPE supplies available at
health care facilities in their communities and ensure it can be moved rapidly as needed.
Ensure the competency of health care workers to identify, assess, and treat suspected or
confirmed patients with Ebola through annual training.

Conduct annual coalition level exercises with, at a minimum, frontline facilities and EMS.
Exercises in the first year should be specific to Ebola and will not necessarily satisfy the
annual HPP-PHEP exercise requirements. If in subsequent years, there are no global
outbreaks of Ebola, exercises may address other infectious diseases, such as MERS-CoV and
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measles, and may satisfy the annual HPP-PHEP exercise requirements upon approval of your
Field Project Officer.

o Conduct just-in-time training and assist coalition partners in final preparations to assure
state/jurisdiction Ebola treatment centers and assessment hospitals are able to accept a patient
(in the event of a small cluster of cases) within 72 hours of the region’s Ebola and other
special pathogen treatment center (see Part B of this FOA) accepting a confirmed patient. This
includes coordination with EMS and interfacility transport agencies.

e Strategy 2: Ensure that EMS and interfacility transport systems and 9-1-1/Public Safety Answering
Points are included in Ebola coalition planning.
o Provide funding, as necessary, to EMS agencies for Ebola preparedness activities, such as
PPE, training, and exercises.
o Ensure that medical waste generated through the care of Ebola patients for EMS is safely
managed through their own plans, a hospital’s plan, or a separate coalition plan.

e Strategy 3: Integrate health care system preparedness and infection control through health care
coalition engagement with State Healthcare-Associated Infection (HAI)/Infection Control advisory
groups, established with funding and guidance from CDC’s Epidemiology and Laboratory Capacity
for Infection Control (ELC) program and to consider how a regional emergency preparedness
structure could support improved infection control for coalition members.

Evaluation and Performance Measurement

Measures have not been finalized and are subject to change. ASPR will work with applicants over the first
six weeks post-award to develop the evaluation and performance measurement strategy. This information
and guidance containing ASPR-required performance measures will be issued by NHPP following the
posting of the funding announcement.

Potential performance measures for the project period:

1. The proportion of clinical, lab, and ancillary staff at Ebola Treatment Centers rostered to support
care for an Ebola patient with updated annual training certification on PPE donning/doffing (Goal:
100 percent).

2. Report the time, in minutes, it takes an assessment hospital to identify and isolate a patient with
Ebola or other highly contagious disease (e.g., MERS-CoV, measles, etc.) following emergency
department triage, as evidenced by a real-world case or no-notice exercise (Goal: 5 minutes).

3. For state/jurisdiction Ebola treatment centers, report the time it takes for the initial on-call team to
report to the unit upon notification of an incoming Ebola patient, as evidenced by a real-world
event or no-notice exercise (Goal: 8 hours).

4. The proportion of hospitals, EMS, and ambulatory care providers within a coalition that share
visibility, at least bi-monthly, of their PPE supply with coalition partners (Goal: 80 percent).

5. Report the time, in minutes, it takes from an assessment hospital’s notification to the health
department of the need for interfacility transfer of a patient with confirmed Ebola to the arrival of
a staffed and equipped EMS/interfacility transport unit, as evidenced by a no-notice exercise
(Goal: 4 hours).

6. Report the proportion of state/jurisdiction Ebola treatment center and assessment hospital staff
necessary to implement the facility’s Ebola plan that have been rostered and trained (Goal: 100
percent).
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7. For state/jurisdiction Ebola treatment centers, report the time it takes to recall all rostered and
trained staff designated to provide surge care for an Ebola patient upon notification of an Ebola
patient at a regional Ebola and other special pathogen treatment center, as evidenced by a no-notice
exercise (Goal: 72 hours).

Funding Strategy

ASPR will provide funding to all 62 HPP awardees (the 50 states, the District of Columbia, three directly-
funded cities, and the U.S. territories and freely associated states) for the purpose of supporting health care
system preparedness for Ebola using a base + population + Ebola risk formula. The risk portion is based on
the percentage of returning travelers from impacted countries, and reflects West African diaspora population
centers and jurisdictions with enhanced airport screenings.

The formula sets the base at $200,000 for islands/territories, $700,000 for low-risk awardees, and $1,700,000
for high-risk awardees. On top of the base, additional funding is distributed to all awardees based on
population (30 percent) and risk (70 percent). Additional funding ($500,000) is provided to the nine awardees
with a stand-alone pediatric Ebola treatment center (see Appendix 3 for complete list of Ebola treatment
centers).

Funding awarded for Part A will be based on a 60 months (5 years) budget and project period. Further, HPP
requires that all entities (Ebola treatment centers, assessment hospitals, and health care coalitions) receiving
funding through Part A have a plan to maintain their readiness to care for an Ebola patient for the duration of
the project period through annual staff trainings and exercises and sustainment of Ebola PPE.

Within their allocation for Part A, the awardees will have discretion as to how to adequately fund their health
care systems, so they achieve the preparedness capabilities needed for Ebola:

e ASPR requires that awardees limit funding to the Ebola treatment centers listed in Appendix 3, and to
assessment hospitals that have been designated by their state health officials as of the posting of this
FOA.

e Hospitals that have been designated as Ebola treatment centers as of February 14, 2015, including
stand-alone pediatric facilities, should receive no less than $500,000 through Part A (refer to Appendix
3 for a complete list of such facilities). Awardees will have the discretion to provide additional funding
to the Ebola treatment centers listed in Appendix 3 as their allocation allows. If an awardee funds an
Ebola treatment center not listed in Appendix 3, it must have already been assessed by a CDC-led REP
team as of the posting of this FOA. Awardees also have the discretion to fund assessment hospitals, as
their allocation allows.

e Awardees may use a portion of the funding to retroactively compensate health care coalitions and
health care facilities, including Ebola treatment centers and assessment hospitals, for Ebola
preparedness activities undertaken since July 2014 that are consistent with the activities described in
Part A of this FOA. Awardees must request retroactive compensation at the time of the application.
The request should contain the following information:

0 Time period,;
o Line item budget for the period; and,
o Narrative description of the Ebola preparedness activities.
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e Awardees must limit their direct costs (excluding subawards to HCCs and health care facilities) to no
more than 10 percent of the Part A allocation. ASPR will consider requests for exemptions on a case-
by-case basis. Of the funds for subawards:

0 At least 30 percent must be allocated to health care coalitions in the jurisdiction.
0 No more than 70 percent may be used to provide funding directly to Ebola treatment centers
and/or assessment hospitals.

e Funding to any individual facility in Part A (whether an Ebola treatment center or assessment hospital)
must be generally limited to no more than $1 million; however, funding for an Ebola treatment center
should be greater than for an assessment hospital.

e In awarding funds, states and jurisdictions should consider the investments made by the facilities to
become Ebola treatment centers or assessment hospitals. In addition, while awardees may not utilize
HPP resources to reimburse hospitals for the costs associated with caring for PUIs, states/jurisdictions
may wish to prioritize assessment hospitals that received multiple PUIs when allocating funding for
preparedness activities.

e None of the funds made available in Part A of this FOA may be used to reimburse hospitals or entities
for the costs associated with caring for persons under investigation for Ebola or for the costs of treating
a confirmed Ebola patient.

Awardees may also apply for additional funding through Part B of this FOA, which will be based on a five-
year budget and project period. Awardees may submit budget modifications for Part A upon learning of Part
B funding decisions.

Total availability of funds: $162,000,000
Approximate number of awards given: 62

Approximate average range of awards: $202,989 - $15,229,780

Part B: Development of a Regional Network for Ebola Patient Care
Purpose

HHS will award funding through Part B of the FOA to up to 10 HPP awardees to develop a regional network
for Ebola patient care, which includes a requirement to establish one regional Ebola and other special pathogen
treatment center to serve each HHS region. The facility sub-recipients funded through Part B of the FOA must
agree to serve as regional assets and agree to accept patients from outside of their jurisdiction. These facilities
will have enhanced preparedness capabilities to ensure they are the leading providers of care and treatment for
Ebola patients in the U.S. and have the capabilities needed to manage other high containment, Ebola-like
infectious diseases in the future.

All HPP jurisdictions are eligible to apply for Part B funding. However, HPP envisions Part B as a
cooperative process. ldeally, only one applicant will apply from each region because all the jurisdictions in
the region will agree on, and support, one applicant. HPP will award a maximum of 10 awards through Part B
(two sole source awards for [1] the Georgia Department of Public Health to support the Emory University
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Hospital, Atlanta, Georgia to serve as the Region 4 regional Ebola and other special pathogen treatment center
and [2] the Nebraska State Department of Health and Human Services to support the Nebraska Medicine -
Nebraska Medical Center, Omaha, Nebraska to serve as the Region 7 regional Ebola and other special
pathogen treatment center) and up to eight additional competitive awards for the remaining HHS regions.

Project Outcomes

Part B awardees will develop a plan that must include signed written agreements among all
states/jurisdictions in the region, and the regional Ebola and other special pathogen treatment center.
This plan will include EMS and interfacility plans to accommodate patient movement from any point
in the region to the designated hospital(s). Note: Awardees are not responsible for maintaining air
transport contracts or capabilities.

Any facility identified to serve as a regional Ebola and other special pathogen treatment center will:

o
(0}
o

Accept patients from within their HHS region within eight hours of notification.

Have the capacity (beds and staff) to treat at least two Ebola patients at one time.

Have respiratory isolation infectious disease capacity or negative pressure rooms for at least 10
patients, preferably, within the same unit.

Serve as the primary hospital in their HHS region for treatment of confirmed Ebola patients.
If necessary, accept patients that are medically evacuated from Ebola-affected countries or
other HHS regions.

Maintain a heightened state of readiness for at least the five-year project period by conducting
quarterly staff trainings and exercises.

Receive and participate in training, peer review, and an assessment of their readiness from the
National Training and Education Center (to be established) to ensure adequate preparedness
and trained clinical staff knowledgeable in treating patients with Ebola in the U.S.

Either have the capability to treat pediatric Ebola patients or partner with another facility
within their region to do so.

Care for Ebola patients without disrupting overall hospital and emergency department
operations.

Participate in clinical research, clinical trials, and experimental protocols, if appropriate.
Work with their human resources departments, as well as relevant employee unions, to
develop policies and procedures to ensure health care worker readiness and safety associated
with caring for an Ebola patient.

Have the capability to handle Ebola-contaminated or other highly-contaminated infectious
waste (e.g., through purchase of a high-volume autoclave capable of sterilizing all hospital
waste used in the care of a patient with Ebola; by having a waste management facility within
the state or jurisdiction willing and able to incinerate and dispose of Ebola waste; or by having
a written agreement with another state in the region willing and able to do so).

Integrate behavioral health considerations for patients and staff, as well as the provision of
culturally and linguistically appropriate services, into medical and safety procedures.

Implementation

Applicants must address all activities and strategies listed below in their Part B application.

Activity A: Supporting regional planning for the development of a regional network for Ebola patient

care.
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e Strategy 1: Develop written agreements between states within the region to develop a regional
network for Ebola patient care, which are signed by state or jurisdiction elected officials and state or
jurisdiction health officials from each state in the region.

e Strategy 2: Ensure that interfacility and interstate transport plans are developed for Ebola patients
that consider ground transport times between facilities and from designated airports to the
Regional Ebola and other special pathogen treatment center.

(0]

Coordinate with public health and emergency management leaders and elected officials,
such as state governors, to ensure permissible movement of patients between states. There
should be a clear, written understanding of how patients from all parts of the region will be
transported to the Regional Ebola and other special pathogen treatment center and what
will happen if the center is at capacity (See Appendix 2, the Ebola Patient Decision
Algorithm, for more information).

Coordinate with all states in the region; EMS agencies; state EMS officials;
state/jurisdiction assessment and treatment hospitals; and regional Ebola and other special
pathogen treatment centers to determine the indications for ground transport and air
transport of Ebola patients.

Review laws and regulations within each state and jurisdiction in the region to identify and
address barriers to patient transport.

Activity B: Developing, supporting, and maintaining regional Ebola and other special pathogen treatment

centers

e Strategy 1: Ensure regional Ebola and other special pathogen treatment centers are ready to accept an
Ebola patient within eight hours of notification by developing and maintaining strong health care
worker competencies and safety procedures and surge capacity for Ebola and Ebola-like diseases.

(0]

@]

Ensure regional Ebola and other special pathogen treatment centers are willing to accept
training, peer review, and assessment by the National Training and Education Center to
evaluate readiness and develop an improvement plan to address gaps.

Develop, maintain, and exercise policies and procedures to ensure health care worker
readiness and safety, including behavioral health considerations, associated with caring for an
Ebola patient for the five-year project period of this FOA.

Train staff at least quarterly, specifically focusing on health care worker safety when caring for
an Ebola patient (e.g., PPE donning/doffing, rapid identification and isolation of a patient, safe
treatment protocols and behavioral health considerations) and early recognition, isolation, and
activation of the facility’s Ebola plan.

Conduct quarterly exercises, including after action reviews and corrective action plans, which
should include unannounced first patient encounter drills for Ebola (and other infectious
diseases, such as MERS-CoV and measles), patient transport exercises, and patient care
simulations.

Purchase PPE in accordance with facility Ebola treatment plans.

Ensure behavioral health considerations for patients and staff, as well as the provision of
culturally and linguistically appropriate services, are fully integrated into medical and safety
procedures.
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e Strategy 2: Ensure the regional Ebola and other special pathogen treatment center’s infrastructure is
ready and policies are established to accept an Ebola patient within eight hours of notification;
collaborate with partners, as necessary, to achieve this.

(0]

(0]

Ensure regional Ebola and other special pathogen treatment center capacity (beds and staff) to
treat at least two Ebola patients at one time.

Ensure respiratory isolation infectious disease capacity or negative pressure rooms (for at least
10 patients, preferably, within the same unit).

Ensure collaboration with a health care partner to provide pediatric Ebola care capabilities (if
the regional Ebola and other special pathogen treatment center does not already possess these
capabilities). For example, this may be accomplished by bringing specialized equipment and
staff (pre-trained and credentialed) to treat a pediatric patient within the regional Ebola and
other special pathogen treatment center from a partner health facility.

Ensure the ability to provide care to the normal flow of patients and assure normal patient care
is not is not interrupted during the time in which an Ebola patient or patients are being cared
for in the Ebola treatment unit.

During periods without an Ebola patient, Ebola treatment units may have alternate day—to-day
uses, such as for other patient care or for research and training purposes.

Consider the potential for offering labor and delivery services for Ebola patients, and
conducting other procedures.

Participate in clinical research, clinical trials and experimental protocols, as needed.
Reconfigure patient flow in the emergency department to provide isolation capacity for PUIs
and other potentially infectious patients.

Retrofit inpatient care areas for enhanced infection control (e.g. donning/doffing rooms).
Consider establishing dedicated space and procuring separate equipment and supplies for
clinical laboratories for Ebola.

Ensure capability to handle Ebola-contaminated or other highly-contaminated infectious waste
(e.g., through purchase or contract to use on-site a high-volume autoclave capable of
sterilizing all hospital waste used in the care of a patient with Ebola, by having a waste
management facility within the state or jurisdiction willing and able to incinerate and dispose
of Ebola waste, or by having a written agreement with another state willing and able to do so).
Consider adjusting Electronic Health Records (EHRS) to ensure prompt staff screening for
patients’ travel histories and newly emerging diseases.

Evaluation and Performance Measurement

Measures have not been finalized and are subject to change. ASPR will work with applicants over the first
six weeks post-award to develop the evaluation and performance measurement strategy. This information
and guidance containing ASPR-required performance measures will be issued by NHPP following the
posting of the funding announcement. In addition, facilities will receive peer assessment using metrics
developed by the National Training and Education Center (NTEC), to be established by a separate FOA.

Potential performance measures for the project period:

1. The proportion of clinical, lab, and ancillary staff at regional Ebola and other special pathogen
treatment centers rostered to support care for an Ebola patient with updated quarterly training
certification on PPE donning/doffing (Goal: 100 percent).

2. The time it takes until a regional Ebola and other special pathogen treatment center is ready to
accept Ebola patients (both an adult and pediatric patient), as evidenced by an exercise or actual
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patient transfer (Goal: within 8 hours of notification).

The proportion of states and jurisdictions in the HHS region for which a current written and signed
agreement is in place to transfer patients from assessment hospitals to the regional Ebola and other
special pathogen treatment center (Goal: 100 percent).

Report the proportion of regional Ebola and other special pathogen treatment center staff
necessary to implement the facility’s Ebola plan that have been rostered and trained (Goal: 100
percent).

For regional Ebola and other special pathogen treatment centers, report the time it takes for the
initial on-call team to report to the unit upon notification of an incoming Ebola patient, as
evidenced by a real-world event or no-notice exercise (Goal: 4 hours).

For regional Ebola and other special pathogen treatment centers, report the time it takes to recall
all rostered and trained staff designated to care for an Ebola patient upon notification of an
incoming Ebola patient, as evidenced by a real-world event or no-notice exercise or “secret
shopper” (Goal: 8 hours).

The proportion of states and jurisdictions in the HHS region that have demonstrated the ability to
move a patient across jurisdictions to a regional Ebola and other special pathogen treatment
center, as evidenced by a real-world event or participation in a multi-jurisdiction exercise (Goal:
100 percent).

Eligibility and Funding Strategy

HHS will award funding through Part B of the FOA to up to 10 HPP awardees to develop a regional network
for Ebola patient care, which includes a requirement to establish one regional Ebola and other special pathogen
treatment center to serve each HHS region. The facility sub-recipients funded through Part B of the FOA must
agree to serve as regional assets and agree to accept patients from outside of their jurisdiction. These facilities
will have enhanced preparedness capabilities to ensure they are the leading providers of care and treatment for
Ebola patients in the U.S. and have the capabilities needed to manage other high containment, Ebola-like
infectious diseases in the future. Regional facilities must have had a REP team visit as of the date of posting
of this FOA.

All HPP jurisdictions are eligible to apply for Part B funding (See Section V for detailed
selection/review criteria).

HPP will award a maximum of 10 awards through Part B:

0 Two sole source awards for [1] the Georgia Department of Public Health to support the Emory
University Hospital, Atlanta, Georgia to serve as the Region 4 regional Ebola and other special
pathogen treatment center and [2] the Nebraska State Department of Health and Human
Services to support the Nebraska Medicine - Nebraska Medical Center, Omaha, Nebraska to
serve as the Region 7 regional Ebola and other special pathogen treatment center; and,

0 Up to eight additional competitive awards for the remaining HHS regions.

The states/jurisdictions that receive funding through Part B must agree to provide no less than 90
percent of the Part B funding to at least one health care facility to serve as a regional Ebola and other
special pathogen treatment center. ASPR will consider requests for exemptions on a case-by-case
basis.

Of the total for the regional Ebola and other special pathogen treatment center, HPP will provide at
least $2,250,000 during the first year and $250,000 in the four subsequent years to maintain and
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sustain the capabilities of these regional centers.

¢ None of the funds made available in Part B of this FOA may be used to reimburse hospitals or entities
for the costs associated with caring for persons under investigation for Ebola or for the costs of
treating a confirmed Ebola patient.

Applications will be reviewed by a review panel.
Total availability of funds: $32,500,000
Approximate number of awards given: Up to 10

Approximate award: $3,250,000 - $4,600,000
ASPR Activities

In a cooperative agreement, ASPR staff is substantially involved in the program activities, above and beyond
routine grant monitoring. ASPR’s NHPP and other ASPR subject matter experts will use application
submission information to identify strengths and weaknesses to update work plans and to establish priorities
for site visits and technical assistance. To assist recipients in achieving the purpose of this cooperative
agreement, ASPR will conduct the following activities:

e Establish a National Training and Education Center (NTEC) comprised of staff from hospitals that
have successfully treated Ebola to assist with peer review and assessment of regional Ebola and other
special pathogen treatment centers, state/jurisdiction Ebola treatment centers, and, if desired,
assessment hospitals.

e Provide ongoing guidance, programmatic support, and training as it relates to the activities outlined in
this Ebola and other funding announcement guidance documents.

e Convene conference calls, site visits, and other communications as applicable with awardees.

e Facilitate communication among awardees to advance the sharing of expertise on health care
preparedness and response activities for Ebola.

e Coordinate planning and implementation activities with federal partners, including the PHEP
cooperative agreement administered by CDC, to optimize preparedness investments and eliminate
duplication where possible.

Additionally, for Part B of this cooperative agreement, the HPP Field Project Officers and the Division of
Regional and International Coordination Regional Emergency Coordinators will work with states/jurisdictions
in their region (and at least one health care facility identified by the states/jurisdictions in each HHS region) to
help establish at least one Regional Ebola and other special pathogen treatment center.

Page 16 of 50





Collaborations:
With ASPR-funded programs:

ASPR will collaborate with other programs and initiatives, as relevant (e.g., the Emergency Care Coordination
Center and the Biomedical Advanced Research and Development Authority) to assure that efforts are being
maximized while reducing duplication of effort.

With organizations external to ASPR:

States have limited resources to improve health care system preparedness and develop Regional Ebola and
other special pathogen treatment centers. Therefore, it is imperative that awardees partner with other federal
(e.g., CDC’s PHEP program) and state and local organizations (e.g., local public health departments) working
to effectively prepare for Ebola and the possibility of having an Ebola patient or patient under investigation for
Ebola.

Awardees must also collaborate to integrate preparedness and infection control efforts by participating in State
Healthcare-Associated Infection (HAI)/Infection Control advisory groups, established with funding and
guidance from CDC’s Epidemiology and Laboratory Capacity for Infection Control (ELC) program and to
consider how a regional emergency preparedness structure could support improved infection control
throughout the community

Other Important Notes about this Funding Opportunity Announcement:

e This FOA covers two separate, but related projects: Part A — Health Care System Preparedness for
Ebola and Part B — Development of a Regional Network for Ebola Patient Care.

e Applicants should include narratives and budgets spanning the entire length of the projects applied for,
which may not exceed 60 months (five years) for Parts A and B.

e ASPR will work with applicants over the first six weeks post-award to develop the evaluation and
performance measurement strategy. This information and guidance containing ASPR-required
performance measures will be issued by NHPP following the posting of the funding announcement.

e Applicants should coordinate the HPP activities with supplemental activities under the ELC
Cooperative Agreement (CK-14-1401PPHFSUPP15) and the PHEP Cooperative Agreement (CDC-
RFA-TP12-12010302SUPP15), as well as the activities under the annual cooperative agreements for
ELC (CDC-RFA-CK14-1401PPHF14) and HPP-PHEP (CDC-RFA-TP12-120102CONT14).

e Funding will be provided for U.S. health care system Ebola preparedness efforts, including those of
Ebola treatment centers and assessment hospitals, which can be applied retroactively to July 2014.

e Applicants must submit a discrete application, itemized budget, and budget narrative for each HPP
project for which they are applying. For example, Part A — Health Care System Preparedness and
Response will have a separate budget from Part B — Development of a Regional Network for Ebola
Patient Care.
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1. AWARD INFORMATION

Part A: Health Care System Preparedness for Ebola

Type of Award: Cooperative Agreement
Fiscal Year Funds: 2015
Approximate Total Funding: $162,000,000

This amount is subject to availability of funds.
Includes direct and indirect costs.

Approximate Number of Awards: 62
Approximate Average Award: $2,612,903

This amount is for a 60-month budget period, and
includes both direct and indirect costs.

Floor of Individual Award Range: $202,989
Ceiling of Individual Award Range: $15,229,780
This ceiling is for a 60-month budget period.
Anticipated Award Date: 05/18/2015
Budget Period Length: 60 months (five years)
Project Period Length: 60 months (five years)

Part B: Development of a Regional Network for Ebola Patient Care

Type of Award: Cooperative Agreement
Fiscal Year Funds: 2015
Approximate Total Funding: $32,500,000

This amount is subject to availability of funds.
Includes direct and indirect costs.

Approximate Number of Awards: 10
Approximate Average Award: $3,250,000
This amount is for a 60-month project period, and

includes both direct and indirect costs.

Floor of Individual Award Range: $3,250,000
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Ceiling of Individual Award Range:

Anticipated Award Date:

Budget Period Length:
Project Period Length:

1. ELIGIBILITY INFORMATION

Eligible Applicants

The following recipients may submit an application:

Eligibility Category:

$4,600,000
This ceiling is for a 60-month project period.

05/18/2015

12 months (one year)
60 months (five years)

State governments
County governments
City or township governments

Eligible entities include the current 62 HPP awardees, which include health departments in the following

states, localities (city and county), and territories.

Awardee Awardee
Alabama Montana
Alaska Nebraska
American Samoa Nevada
Arizona New Hampshire
Arkansas New Jersey
California New Mexico
Chicago New York
Colorado New York City
Connecticut North Carolina
Delaware North Dakota
Florida Northern Mariana Islands
Georgia Ohio
Guam Oklahoma
Hawaii Oregon
Idaho Palau
Illinois Pennsylvania
Indiana Puerto Rico
lowa Rhode Island
Kansas South Caroline
Kentucky South Dakota
Los Angeles County Tennessee
Louisiana Texas
Maine Utah
Marshall Islands Vermont
Maryland Virgin Islands (U.S.)
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Massachusetts Virginia
Michigan Washington
Micronesia Washington, D.C.
Minnesota West Virginia
Cost Mississippi Wisconsin
Sharing/Match | Missouri Wyoming and

Maintenance of Effort/Funding

There is no cost sharing or match requirement for this project.
Maintenance of effort/funding is not required for this program.

Special Requirements

Note: Title 2 of the United States Code Section 1611 states that an organization described in Section
501(c)(4) of the Internal Revenue Code that engages in lobbying activities is not eligible to receive federal
funds constituting a grant, loan, or an award.

V. APPLICATION AND SUBMISSION INFORMATION

Address to Request Application Package

Application materials can be obtained from http://www.grants.gov.
Contact person regarding this FOA is:

Robert Scott Dugas, MPH

Branch Chief, Hospital Preparedness Program
Telephone: (202) 245-0732

Email: Robert.dugas@hhs.gov

Applicants must download the application package associated with this funding opportunity from
grants.gov. If the applicant encounters technical difficulties with grants.gov, the applicant should contact
grants.gov customer service. The grants.gov contact center is available 24 hours a day, 7 days a week,
with the exception of all federal holidays. The contact center provides customer service to the applicant
community. The extended hours will provide applicants support around the clock, ensuring the best
possible customer service is received any time it is needed. You can reach the grants.gov support center
at 1-800-518-4726 or by email at support@grants.gov. Submissions sent by email, fax, CDs, or thumb
drives of applications will not be accepted.

Applicants are encouraged to submit their application prior to the due date.
Required Registrations

Central Contractor Registration and Data Universal Numbering System Requirements

Except for those entities exempt from requirements listed at 2 CFR §25.110(b) or (c) ( individuals), effective
October 1, 2010, HHS requires all entities that plan to apply for and ultimately receive federal grant funds
from any HHS Operating/Staff Division (OPDIV/STAFFDIV) or receive subawards directly from recipients of
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those grant funds to:
e Be registered in the Central Contractor Registration (CCR) prior to submitting an application of plan;

e Maintain an active CCR registration with current information at all times during which it has an active
award or an application or plan under consideration by an OPDIV/STAFFDIV; and

e Provide its Data Universal Numbering System (DUNS) number in each application or plan it submits
to the OPDIV/STAFFDIV.

An award cannot be made until an applicant has complied with these requirements. At the time an award is
ready to be made, if the intended recipient has not complied with these requirements, the OPDIV/STAFFDIV:

e May determine that the applicant is no qualified to receive an award; and
e May use that determination as a basis for making an award to another applicant.

Additionally, all first-tier subaward recipients (e.g., direct subrecipient) must have a DUNS number at the time
the subaward is made.

CCR registration may be made online at http://www.sam.gov or by phone at 1-877-252-2700.

Due to the possibility of heavy traffic at the sam.gov website, applicants are strongly encouraged to register at
the CCR well in advance of the application due date. Applicants must assure that the CCR registration is
current for the anticipated start date of the award. Applications will not be reviewed if applicant is not
registered with CCR or CCR registration is not current.

Grants.gov registration — All entities must register and/or renew registration with grants.gov prior to
submitting an application. Grantees previously registered must assure that the registration is still valid and up-

to-date. Registration and re-registration take up to 10 working days to process. Failure to submit the
application on time due to late registration will result in ASPR not accepting the application.

Application Screening Criteria

Applications must be submitted electronically via http://www.grants.gov by [04/22/2015 at 11:59 pm EST.

Content and Form of Application Submission

The following required documents and sections must be included in the application package in order to be
considered for funding. Please note, applicants must submit a discrete project abstract and project
narrative for each HPP project for which they are applying. For example, Part A: Health Care System
Preparedness for Ebola will have a separate budget form for Part B: Development of a Regional Network for
Ebola Patient Care. Please also ensure that the budget request associated with various activities within the
same Part is clearly delineated.

Cover Letter (optional)
Cover letters should be addressed to the following:

Brenda Cox
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Chief Grants Management Officer (Acting)

Acquisition Management Contracts and Grants

Office of the Assistant Secretary for Preparedness and Response
U.S. Department of Health and Human Services

200 Independence Ave. S.W.

Washington, DC 20201

Telephone: (202) 809-4144

E-mail: asprgrants@hhs.gov

Project Abstract

A project abstract must be completed in the grants.gov application forms. The project abstract must contain
a summary of the proposed activity suitable for dissemination to the public. It should be a self-contained
description of the project and should contain a statement of objectives and methods to be employed. It
should be informative to other persons working in the same or related fields and insofar as possible
understandable to a technically literate lay reader. This abstract must not include any proprietary or
confidential information.

Project Narrative

A project narrative must be submitted with the application forms. The project narrative must be uploaded
in a PDF file format when submitting via grants.gov. The narrative should address activities to be
conducted over the entire project period, with a more detailed work plan for the first year (when
applicable). Each of these project narratives should be succinct, self-explanatory, and in the order outlined
in this section.

The narrative must be submitted in the following format:

The project narrative must be double-spaced, on 8 %2” x 11” paper with 1” margins on both sides, and a
font size of not less than 11. You may use smaller font sizes to fill in the Standard Forms and Sample
Formats. Forms do not need to be double spaced. ASPR will not accept applications with a Project
Narrative for Part A or Part B that exceeds 100 pages. If the narrative exceeds the page limit, only the
pages which are within the page limit will be reviewed.

The components of the project narrative counted as part of the 100 page limit include:

Background

Current capacity

Approach and work plan

Administrative preparedness plan execution
Budget narrative and justification

Performance measurement and evaluation strategy

Any other relevant additional information that does not count toward the 100 page limit including:

Curricula vitae for key project personnel

Letters of commitment

Copy of the applicant’s most recent indirect cost agreement, if requesting indirect costs
Other documents, as needed
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The project narrative is the most important part of the application, since it is the primary basis on which ASPR
determines whether or not a project meets the minimum requirements for grants under Public Health Service
Act, Section 311 (42 U.S.C. Section 243). The project narrative should provide a clear and concise description
of the project. The following is a brief description of each required component:

Background

Applicants must describe the core background information relative to the specific Part. The core background
information must help reviewers understand how the applicant's response to the FOA will address the health
care system problem and support health care system priorities.

Current Capacity

For each Part applied for, address the jurisdiction’s current capacity to successfully implement the proposed
project and associated activities, including describing staff and other infrastructure already in place in which
to build upon, to meet project period outcomes.

Approach and Work Plan

For each Part applied for, applicants must clearly identify the outcomes they expect to achieve by the end of
the project period and provide a clear and concise description of the strategies and activities they used to
achieve the project’s outcomes. Briefly introduce the activity(ies) being proposed and describe what the
expected outputs (e.g., milestones) will be over the first 12-months of the project and a higher-level
description for each subsequent year.

Define the expected outcomes that align with resolving the problem of closing the gaps. The outcomes should
define what changes or improvements will occur in the health care system, the community, or the region.
Outcomes should be well-defined, specific, measurable, realistically achievable, and contribute to closing the gaps
identified in the problem statement. Ideally, outcomes should link to planned activities, quantify the targeted
change, and include an estimated timeline for achieving the change. Awardees can include as many outcomes as
needed.

List the intermediate activities the jurisdiction will undertake, including tasks and estimated start and end
dates, which will lead to the associated outcome and contribute to resolving the identified issue or
problems. Awardees can include as many planned activities as needed.

List the proposed outputs that will be produced as a result of the planned activities, such as a health care
system concept of operations. Awardees can include as many planned outputs as needed.

Administrative Preparedness Plan Execution

Awardees must include estimated timelines for obligation and liquidation of funds within the budget and
project period. Timelines should be consistent with cycle times identified in jurisdiction’s current HPP-PHEP
Administrative Preparedness Plan.

Budget Narrative and Justification

A detailed budget with supporting justification must be provided and be related to recipient activities that are
stated in awardees’ work plans for both Parts A and B. Awardees must note the following budget-related
ISsues:

e If indirect costs are requested, it will be necessary to include a copy of the organization’s current
negotiated Federal Indirect Cost Rate Agreement or a Cost Allocation Plan for those awardees under
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such a plan.
e Travel for program implementation should be justified and related to implementation activities.

e Budgets that include costs for equipment (e.g., laboratory or waste management equipment) must be
detailed in the budget narrative and justification.

e Budgets that include retroactive incurred costs must provide adequate detailed documentation to
substantiate those costs were incurred and meet the criteria for allowable costs as per 2 CFR
SUBPART E.

e Awardees must request retroactive compensation at the time of the application. The request should
contain the following information:

o Time period
o0 Line item budget for the period
o Narrative description of the Ebola preparedness activities

ASPR expects that no less than 90 percent of the funds for Part A and Part B will be distributed to, and used, at
the health care facility or health care coalition level to support Ebola health care system preparedness and
response efforts. ASPR will consider requests for exemptions on a case-by-case basis.

The budget narrative or justification should be provided using the instructions included in Attachment A
(Instructions for Completing Required Forms) of this FOA. Applicants are encouraged to pay particular
attention to Attachment B (Budget Narrative/Justification Sample Format), which provides an example of the
level of detail sought.

Performance Measurement and Evaluation Strategy

Awardees will be required to report on a small set of ASPR-defined performance measures that will
demonstrate, or show progress toward, the accomplishment of program outcomes of the cooperative
agreement. ASPR expects to release information and guidance containing these required performance
measures following the posting of the funding announcement.

As part of this application and for each Part applied for, awardees should describe in a brief narrative a plan
to affirm and acknowledge the awardee’s ability to collect and respond to required ASPR-defined
performance measures. For example, awardees may describe who will be monitoring and responding to
required performance measures, potential data sources, and anticipated barriers and challenges and how this
will be resolved. Awardees may also describe how evaluation data will be shared with key stakeholders
and used by the awardee to improve program quality and demonstrate the value of this funding.

Additional Information

Additional information may be included in the application appendices. The appendices must be uploaded to
the "Other Attachments Form" of application package in grants.gov. Note: appendices will not be counted
toward the narrative page limit.

Submission Deadline Dates and Times

The deadline for the submission of applications under this FOA is 04/22/2015 at 11:59 pm EST. Applications
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must be submitted electronically by 11:59 p.m. Eastern Time on 04/22/2015 Applications that are submitted
after the deadlines will not be processed.

Intergovernmental Review

This FOA is not subject to the requirements of Executive Order 12372, “Intergovernmental Review of Federal
Programs.”

Funding Restrictions
Restrictions, which must be taken into account while writing the budget, are as follows:

e Recipients may not use funds for research.

e Recipients may not use funds for clinical care.

e Recipients may only expend funds for reasonable program purposes, including personnel, travel,
supplies, and services, such as contractual.

e Awardees may not generally use HHS/ASPR/HPP funding for the purchase of furniture. Any
such proposed spending must be identified in the budget.

e The direct and primary recipient in a cooperative agreement program must perform a substantial
role in carrying out project objectives and not merely serve as a conduit for an award to another
party or provider who is ineligible.

e Recipients may not use funds to carry out any program of distributing sterile needles or syringes

for hypodermic injections of any illegal drug.

Recipients may not use funds to advocate or promote gun control.

Salaries may not exceed the rate of $181,500 USD per year.

Recipients may not use funds for lobbying activities.

Recipients may not use funds for fund raising.

Recipients may not use funds for the cost of money even if part of the negotiated indirect cost

rate agreement.

Recipients may not use funds for vehicles.

Recipients may not use funds for salaries for back filling of personnel.

Recipients may not use funds for antibiotics for treatment of secondary infections.

Funding under these awards may only be used for minor alteration and renovation (A&R)

activities. Construction and major A&R activities are not permitted. A&R of real property

generally is defined as work required to change the interior arrangements or installed equipment
in an existing facility so that it may be more effectively utilized for its currently designated
purpose or be adapted for an alternative use to meet a programmatic requirement. The work may
be categorized as improvement, conversion, rearrangement, rehabilitation, remodeling, or
modernization, but it does not include expansion, new construction, development, or repair of
parking lots, or activities that would change the “footprint” of an existing facility (e.g., relocation
of existing exterior walls, roofs, or floors; attachment of fire escapes). Minor A&R may include
activities and associated costs that will result in:

0 Changes to physical characteristics (interior dimensions, surfaces, and finishes); internal
environments (temperature, humidity, ventilation, and acoustics); or utility services
(plumbing, electricity, gas, vacuum, and other laboratory fittings);

o Installation of fixed equipment (including casework, fume hoods, large autoclaves,
biological safety cabinets);

0 Replacement, removal, or reconfiguration of interior non-load bearing walls, doors,
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framed, or windows in order to place equipment in a permanent location;

o Making unfinished shell space suitable for purposes other than human occupancy, such as
storage of pharmaceuticals; or,

o0 Alterations to meet requirements for accessibility by physically disabled individuals.

V. APPLICATION REVIEW INFORMATION

Section V addresses both Part A and Part B. Applicants may review the relevant part, or both if relevant, as
applicable to their situation.

Part A: Health Care System Preparedness for Ebola

Eligible recipients are required to provide a project narrative that addresses the implementation activities and
strategies listed above in section I, and demonstrate how objectives in this FOA will be accomplished.

Applications will be initially reviewed for completeness by the Office of Acquisition Management Contracts
and Grants staff. In addition, applications will be jointly reviewed for responsiveness to program requirements
and technical acceptability by field project offices from ASPR’s NHPP and subject matter experts. Eligible
applications must meet all of the requirements defined in this FOA. Eligible recipients will be evaluated
against the following criteria:

Identification of gaps: How clearly did the work plan identify and quantify existing operational gaps and the
root cause of the gaps to be addressed?

Outcomes: For each identified topic area, how well do the expected outcomes align with successfully
addressing the problem or gap? What evidence is provided that any expected changes or improvements to
preparedness will be demonstrated during the project period? What evidence is provided that demonstrates
that the activities, deliverables (outputs), and outcomes can be achieved during the project period?

Administrative Preparedness Planning Execution: Has the applicant included estimated timelines for
completion of all performance and work plan activities as well as obligation and liquidation of funds within
the budget and project period? Timelines should be consistent with cycle times identified in the jurisdiction’s
current HPP-PHEP Administrative Preparedness Plan.

Budget Justification and Narrative: The extent to which the proposed budget is adequately justified and
consistent with this program announcement and the applicant’s proposed activities. The applicant must map
the activity and strategy to each item in the budget justification. Is the itemized budget for conducting the
project and justification reasonable and consistent with stated objectives and planned program activities?
Further, budgets that include retroactive incurred costs must provide adequate detailed documentation to
substantiate those costs were incurred and meet the criteria for allowable costs as per 2 CFR SUBPART E.

Part B: Development of a Regional Network for Ebola Patient Care

As discussed above, the goal of Part B is to support a regional approach to Ebola and infectious disease
treatment. HPP awardees, in conjunction with a facility in their jurisdiction, are eligible to apply. However,
HPP envisions Part B as a cooperative process. Ideally, only one applicant will apply from each region
because all the jurisdictions in the region will agree on and support, one applicant.
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Eligible applicants will be evaluated against the following review criteria:

Background - Maximum Points: 10
Provide a statement explaining why the applicant (the jurisdiction and the hospital within) is the best choice
for the Regional Ebola and other special pathogen treatment center.

Required Components - Maximum Points: 60
e Does the applicant provide letters of support from other states/jurisdictions in the region? Points will
be allocated based on the percentage of support from other states/jurisdictions in the region. [30

points]

e s the applicant located in areas with the highest risk for Ebola within each region? If so, the
applicant will be allocated more points. [10 points]

e Does the applicant submit a joint letter speaking to the requirements below from the awardee and the
facility proposed as the regional hospital? To meet this requirement, it is also possible to submit a
letter from the awardee that speaks to the requirements below and a letter from the proposed facility
approving the contents of the letter. Please note, some sub-bullets require a commitment only and
some require a commitment as well as a work plan explaining how the facility will fulfill the
commitment. [20 points]

0 Requiring only a statement of commitment:

Applicant must name the facility that would serve as the regional hospital.

Applicant must commit to serve as the primary hospital in their HHS region for
treatment of confirmed Ebola patients. Applicant must commit to accepting patients
from within their HHS region and other HHS regions or those that are medically
evacuated from Ebola-affected countries (if necessary).

Applicant must be located within a 90-minute drive of an airport, should patients
require air transport to the Regional Ebola and other special pathogen treatment
center(s), and the airports must be named in the application. Applicant must also
commit to having EMS and interfacility transport plans for ground transportation.
Applicants must state their plan for handling Ebola-contaminated, or other highly-
contaminated infectious waste. The three options are: 1) purchasing a high-volume
autoclave capable of sterilizing all hospital waste used in the care of a patient with
Ebola; 2) contracting for a high-volume autoclave; or, 3) having a waste management
facility within the state or jurisdiction willing and able to incinerate and dispose of
Ebola waste. If the applicant chooses #3, the applicant must include the plan for waste
disposal in the application.

Applicant must commit to accept training, peer review, and assessment from the
NTEC.

Applicants must commit to conducting quarterly staff trainings and exercises.
Applicants must commit to maintaining a heighted state of readiness for at least the
five-year budget period covered in the FOA; measured by the applicant’s ability to
accept a patient from an assessment hospital within their region within eight hours.
Applicants must commit to having respiratory isolation infectious disease capacity or
negative pressure rooms for at least 10 patients.

Applicants must commit that their Ebola treatment units will have day-to-day use when
there are no Ebola patients, either through the provision of direct patient care or for
training or patient simulation purposes.
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= Applicants must commit to caring for Ebola patients without disrupting overall
hospital and emergency department operations.

= Applicants must commit to having the capability of providing education and training,
research and knowledge generation, and applying for and using experimental drug
protocols as well as ready access to infectious disease and critical care clinical services
expertise.

= Applicants must commit to working with their human resources departments, as well
as relevant employee unions, to develop policies and procedures to ensure frontline
health care worker readiness and safety associated with caring for an Ebola patient.

0 Requiring a work plan along with a statement of commitment:

= Applicant must state, or give a range for, the number of beds (must be at least two) that
will be available for Ebola patients. Applicant must also attach a work plan describing
how they will staff the beds.

= Applicants must commit to treating pediatric Ebola patients or partner with another
facility within their region to do so. Applicants must share their work plan for either
treating or partnering. Ideally, applicants will partner with another institution to
develop the capability in house. It is not ideal, but will be considered, to house the
capability in a different institution in the region.

Desired Components - Maximum Points: 20
e Applicant has experience caring for a patient with confirmed Ebola, or experience
assessing more than one PUI.
e Applicant that has, or plans to have, capabilities for labor and delivery and other
procedures will be viewed favorably.

Evaluation and Performance Measurement Strategy - Maximum Points: 10
Does the awardee demonstrate and affirm the ability to monitor and collect data on performance
measures specified by ASPR?

Potential performance measures for the project period:

1. The proportion of clinical, lab, and ancillary staff at regional Ebola and other special pathogen
treatment centers with updated quarterly training certification on PPE donning/doffing (Goal; 100
percent).

2. The time it takes until a regional Ebola and other special pathogen treatment center is ready to
accept Ebola patients (both an adult and pediatric patient), as evidenced by an exercise or actual
patient transfer (Goal: within 8 hours of notification).

3. The proportion of states and jurisdictions in the HHS region for which a current written and signed
agreement is in place to transfer patients from assessment hospitals to the regional Ebola and other
special pathogen treatment center (Goal: 100 percent).

4. Report the proportion of regional Ebola and other special pathogen treatment center staff
necessary to implement the facility’s Ebola plan that have been rostered and trained (Goal: 100
percent).

5. For regional Ebola and other special pathogen treatment centers, report the time it takes for the
initial on-call team to report to the unit upon notification of an incoming Ebola patient, as
evidenced by a real-world event or no-notice exercise (Goal: 4 hours).

6. For regional Ebola and other special pathogen treatment centers, report the time it takes to recall
all rostered and trained staff designated to care for an Ebola patient upon notification of an

Page 28 of 50





incoming Ebola patient, as evidenced by a real-world event or no-notice exercise or “secret
shopper” (Goal: 8 hours).

7. The proportion of states and jurisdictions in the HHS region that have demonstrated the ability to
move a patient across jurisdictions to a regional Ebola and other special pathogen treatment
center, as evidenced by a real-world event or participation in a multi-jurisdiction exercise (Goal:
100 percent).

Note: Measures have not been finalized and are subject to change. ASPR will work with applicants over
the first six weeks post-award to develop the evaluation and performance measurement strategy. This
information and guidance containing ASPR-required performance measures will be issued by NHPP
following the posting of the funding announcement. In addition, facilities will receive peer assessment
using metrics developed by NTEC, to be established by a separate FOA.

Post-Award Requirements

Please note, after the awardees for Part B are chosen, they will be required to submit a detailed work plan that
explains exactly how they will achieve their commitments. In order to expedite the funding process, the award
itself will be based on largely the applicant’s commitment to attaining levels of readiness.

Review and Selection Process

Eligible applications will be jointly screened for responsiveness by HPP and the Office of
Acquisition Management Contracts and Grants (AMCG). Incomplete applications and
applications that are non-responsive will not advance through the review process. Recipients will
be notified in writing of the results.

An objective review panel will evaluate applications that pass the screening criteria. The review panel will
be comprised of reviewers who are experts in their field and may be drawn from academic institutions, non-
profit organizations, state and local government, and federal government agencies. Based on the application
review criteria, the reviewers will comment on and score the applications, focusing their comments and
scoring decisions on the identified criteria.

Final award decisions will be made by ASPR. In making these decisions, ASPR will take into
consideration: recommendations of the review panel; reviews for programmatic and grants management
compliance; the reasonableness of the estimated cost to the government considering the available funding
and anticipated results; and the likelihood that the proposed project will result in the benefits expected.

VI: AWARD ADMINISTRATION INFORMATION

Award Notices

The Notice of Award is the authorizing document from the ASPR authorizing official, the Office of
Acquisition Management Contracts and Grants, and the ASPR Office of Financial Planning and Analysis. The
Notice of Award will be sent electronically upon successful review of the application. The Notice of Award
sets forth the amount of funds granted, the terms and conditions of the award, the effective date of the award,
the budget period for which initial support will be given, the non-federal share to be provided (if applicable),
and the total project period for which support is contemplated.
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Each applicant will receive written notification of the outcome of the objective review process, including a
summary of the expert committee’s assessment of the application’s strengths and weaknesses, and whether the
application was selected for funding. Applicants who are selected for funding may be required to respond in a
satisfactory manner to conditions placed on their application before funding can proceed. Letters of
notification do not provide authorization to begin performance.

Administrative and National Policy Requirements

The award is subject to OMB 2 CFR Part 200 (subparts A through D), HHS Administrative Requirements,
which can be found in 45 CFR Part 74 and 92 and the Standard Terms and Conditions implemented through
the HHS Grants Policy Statement located at http://www.hhs.gov/grantsnet/adminis/gpd/index.htm.

Reporting

Applicants funded under this announcement will be required to electronically submit a semi-annual program
progress report and Federal Financial Report (FFR) SF-425. In addition, applicants must submit an end-of-
year program progress report and end-of-year Federal Financial Report, both due 90 days after the budget
period ends. Awardees will receive instructions for both reports with their Notice of Award. Final
performance and financial reports are due 90 days after the end of the project period. For more information
see DHHS/ASPR Standard Terms and Conditions.

Progress Reporting: Applicants funded under this announcement will be required to electronically submit an
annual program progress report. As part of the progress report financial information will be reported both per
major category of expense, and by objectives.

Subaward and Executive Compensation Reporting: Applicants must ensure that they have the necessary
processes and systems in place to comply with the sub-award and executive total compensation reporting
requirements established under OMB guidance at 2 CFR Part 170, unless they qualify for an exception from
the requirements, should they be selected for funding.

Cash Transaction Reporting Recipients must report cash transaction data using the Federal Financial Report
(FFR), SF-425. Recipients will utilize the SF-425 lines 10.a through 10.c to report cash transaction data to the
Division of Payment Management. The FFR SF-425 (lines 10.a through 10.c) is due to the Payment
Management System 30 days after the end of each calendar quarter. The FFR SF-425 electronic submission
and dates for the new quarters will be announced through the Payment Management/SmartLink Payment
System’s bulletin board. Funds will be frozen if the report is not filed on or before the due date.

Federal Disbursement Reporting: The SF-425 will also be used for reporting of expenditure data to meet
ASPR’s semi-annual and annual financial reporting requirement. All other lines except 10.a through 10.c
should be completed.

Tangible Property Report: Awardees will be required to submit an annual Tangible Property Report (SF
428) at the time the annual SF 425 is submitted to ASPR. Final SF 428 reports are due 90 days after the end of
the project period.

Other Reporting Requirements: Throughout the course of the project the awardee may be asked to submit
additional reports as needed.
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VII. AGENCY CONTACTS

Grants Management Officer

U.S. Department of Health and Human Services

Office of the Assistant Secretary for Preparedness and Response
Acquisition Management Contracts and Grants

Washington, D.C. 20201

Attn: Brenda Cox

Telephone: (202) 809-4144

Email: asprgrants@hhs.gov

Project Officer

U.S. Department of Health and Human Services

Office of the Assistant Secretary for Preparedness and Response
Hospital Preparedness Program

Washington, D.C. 20201

Attn: Robert Scott Dugas

Telephone: (202) 245-0732

E-email: Robert.dugas@hhs.gov

VIIl. OTHER INFORMATION

Appendices
e Appendix 1: HPP Ebola Supplemental Funding Table, Part A
e Appendix 2: Ebola Patient Decision Algorithm
e Appendix 3: Ebola Treatment Centers, as of February 11, 2015

Attachments
e Attachment A: Instructions for Completing Required Forms (SF 424, Budget (SF 424A), Budget
Narrative/Justification)
e Attachment B: Budget Narrative/Justification - Sample Format
e Attachment C: Project Work Plan - Sample Template
e Attachment D: Instructions for Completing the Project Abstract
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Appendix 1:

HPP Ebola Supplemental Funding Table, Part A

Awardee Total Award
Alabama $1,207,077
Alaska $789,652
American Samoa $205,978
Arizona $1,862,300
Arkansas $1,030,732
California $5,610,581
Chicago $2,635,256
Colorado $2,394,069
Connecticut $2,689,862
Delaware $1,441,784
District of Columbia $4,197,219
Florida $3,714,962
Georgia $8,570,305
Guam $214,944
Hawaii $831,511
Idaho $884,291
Illinois $1,954,126
Indiana $1,730,877
lowa $1,314,487
Kansas $1,080,508
Kentucky $1,325,524
Los Angeles County $2,213,969
Louisiana $1,381,293
Maine $878,298
Marshall Islands $205,978
Maryland $11,055,061
Massachusetts $4,671,521
Michigan $2,369,275
Micronesia $208,967
Minnesota $5,513,716
Mississippi $1,012,813
Missouri $1,648,208
Montana $1,046,536
Nebraska $908,202
Nevada $1,120,326
New Hampshire $1,003,744
New Jersey $6,022,489
New Mexico $1,110,324
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Awardee Total Award
New York $3,529,655
New York City $15,229,780
North Carolina $4,499,279
North Dakota $949,944
Northern Marianas Islands $205,978
Ohio $4,465,541
Oklahoma $1,170,175
Oregon $1,283,680
Palau $202,989
Pennsylvania $10,417,536
Puerto Rico $1,037,745
Rhode Island $2,453,740
South Carolina $1,619,252
South Dakota $812,557
Tennessee $1,634,299
Texas $7,818,913
Utah $1,174,097
Vermont $871,285
Virgin Islands (US) $208,967
Virginia $6,910,524
Washington $3,485,778
West Virginia $943,048
Wisconsin $2,243,765
Wyoming $774,708
TOTAL $162,000,000
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Appendix 2:

Ebola Patient Decision Algorithm

This algorithm outlines where returning travelers and domestic cases will seek treatment for Ebola once
regional Ebola and other special pathogen treatment centers are established through Part B of the FOA.

Screening/Evaluation:

1. An actively monitored individual who becomes symptomatic will contact his/her local health
department and will be transported per protocol to an Ebola assessment center. The Ebola assessment
center will be selected based on proximity, patient preference, clinical judgment, and state and local
health authority guidance.

2. Itis possible that a patient could spontaneously present at a local hospital emergency department for
assessment that is outside of the recognized assessment and treatment facility infrastructure. Those
hospitals need to remain prepared to recognize, isolate, and when appropriate, treat for Ebola until the
patient can be transferred.

Treatment: All things being equal, it would be preferable for patients to be treated in their HHS
Region’s regional Ebola and other special pathogen treatment centers.

1. Depending on clinical circumstances, available logistical resources (e.g., available beds and transport),
and patient preferences, and in consultation with the relevant state and local public health authorities,
patients with confirmed Ebola should be transferred to their region’s regional Ebola and other special
pathogen treatment center.

2. If the regional Ebola and other special pathogen treatment center where the patient is located cannot
accept the patient, the patient, in concert with their clinical team and relevant state and local public
health authorities, will be transferred to an Ebola Treatment Center in their jurisdiction/state, consistent
with their state’s plan (i.e., an ETC in their state or to an ETC in a neighboring state with which the
state has made arrangements) under the following circumstances:

0 Regional Ebola and other special pathogen treatment center is at capacity.

o Clinical judgment and available logistical resources (e.g., available beds and transport) indicate
the patient should receive treatment at a state/jurisdiction Ebola Treatment Center rather than be
transferred to a Regional Ebola and other special pathogen treatment center.

0 The patient wishes to be treated at a facility closer to home and this decision is supported by
clinical judgment and available logistical resources (e.g., available beds and transport).

o Clinical judgment contraindicates transport. There are not resources available to transport the
patient to a Regional Ebola and other special pathogen treatment center (e.g., no available
medevac).

3. If the regional Ebola and other special pathogen treatment center where the patient is located and Ebola
treatment centers in the patient’s state or neighboring states are unable to accept the patient, the patient
will be transported to a neighboring region’s regional Ebola and other special pathogen treatment
center.
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Visual depiction and simplification:
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Appendix 3:

Ebola Treatment Centers, as of February 14, 2015

Hospital/Facility

AZ Phoenix Maricopa Integrated Health Systems

AZ Tucson University of Arizona Health Network

CA Oakland Kaiser Oakland Medical Center

CA Sacramento Kaiser South Sacramento Medical Center

CA Sacramento University of California Davis Medical Center

CA San Francisco | University of California San Francisco Medical Center
CA Orange University of California Irvine Medical Center

CA San Diego University of California San Diego Medical Center
CHI Chicago Rush University Medical Center

CHI Chicago Ann & Robert H. Lurie Children’s Hospital of Chicago
CHI Chicago University of Chicago Medical Center

CHI Chicago Northwestern Memorial Hospital

CO Denver Denver Health Medical Center

CcO Aurora Children's Hospital Colorado

DC Washington, DC | MedStar Washington Hospital Center

DC Washington, DC | Children's National Medical Center

DC Washington, DC | George Washington University Hospital

GA Atlanta Emory University Hospital

GA Atlanta Grady Memorial Hospital
LAC Los Angeles University of California Los Angeles Medical Center
LAC Los Angeles Kaiser Los Angeles Medical Center

MA Boston Massachusetts General Hospital

MA Boston Boston Children's Hospital

MA Springfield Baystate Medical Center

MA Worcester UMass Memorial Medical Center

MD Baltimore Johns Hopkins Hospital

MD Baltimore University of Maryland Medical Center

MN Fridley Allina Health’s Unity Hospital

Children’s Hospitals and Clinics of Minnesota — Saint Paul

MN St. Paul Campus

MN Rochester Mayo Clinic Hospital — Rochester, Saint Mary's Campus
MN Minneapolis University of Minnesota Medical Center, West Bank Campus
NE Omaha Nebraska Medicine - Nebraska Medical Center

NJ New Brunswick | Robert Wood Johnson University Hospital

NY Glen Cove North Shore System LI1J/Glen Cove Hospital
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Hospital/Facility

NYC NYC New Y ork-Presbyterian/Allen Hospital
NYC NYC The Mount Sinai Hospital
NYC Health and Hospitals Corporation/HHC Bellevue
NYC NYC Hospital Center
NYC NYC Montefiore Health System
OH Cleveland MetroHealth
PA Philadelphia Hospital of the University of Pennsylvania
PA Philadelphia Children's Hospital of Philadelphia
PA Hershey Penn State Milton S. Hershey Medical Center
PA Bethlehem Lehigh Valley Health Network - Muhlenberg Campus
TX Houston Texas Children’s Hospital
TX Galveston University of Texas Medical Branch at Galveston
VA Charlottesville | University of Virginia Medical Center
VA Richmond Virginia Commonwealth University Medical Center
WA Seattle Harborview Medical Center
WA Seattle Seattle Children’s Hospital
WA Spokane Providence Sacred Heart Medical Center
UW Health — University of Wisconsin Hospital, Madison,
WI Madison and the American Family Children’s Hospital, Madison
Froedtert & the Medical College of Wisconsin — Froedtert
WI Milwaukee Hospital, Milwaukee
WI Milwaukee Children’s Hospital of Wisconsin, Milwaukee
WV Morgantown West Virginia University Hospital
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Attachment A: Instructions for Completing Required Forms
(SF 424, Budget (SF 424A), Budget Narrative/Justification)

This section provides step-by-step instructions for completing the four (4) standard federal forms required as
part of your grant application, including special instructions for completing Standard Budget Forms 424 and
424A. Standard Forms 424 and 424A are used for a wide variety of federal grant programs, and federal
agencies have the discretion to require some or all of the information on these forms. ASPR does not require
all the information on these Standard Forms. Accordingly, please use the instructions below to complete these
forms in lieu of the standard instructions attached to SF 424 and 424A.

a. Standard Form 424

1. Type of Submission: (Required): Select one type of submission in accordance with agency instructions.
e Application

2. Type of Application: (Required) Select one type of application in accordance with agency instructions.
e New

3. Date Received: Leave this field blank.
4. Applicant Identifier: Leave this field blank
5a Federal Entity Identifier: Leave this field blank
5b. Federal Award Identifier: For new applications leave blank.
6. Date Received by State: Leave this field blank.
7. State Application Identifier: Leave this field blank.
8. Applicant Information: Enter the following in accordance with agency instructions:
a. Legal Name (Required): Enter the name that the organization has registered with the Central

Contractor Registry. Information on registering with CCR may be obtained by visiting the
Grants.gov website (http://www.grants.gov).

b. Employer/Taxpayer Number (EIN/TIN)(Required): Enter the Employer or Taxpayer
Identification Number (EIN or TIN) as assigned by the Internal Revenue Service.

c. Organizational DUNS (Required): Enter the organization’s DUNS or DUNS+4 number
received from Dun and Bradstreet. Information on obtaining a DUNS number may be obtained
by visiting the Grants.gov website (http://www.grants.gov).

d. Address (Required): Enter the complete address including the county.

e. Organizational Unit: Enter the name of the primary organizational unit (and department or
division, if applicable) that will undertake the project.
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f. Name and contact information of person to be contacted on matters involving this
application: Enter the name (first and last name required), organizational affiliation (if
affiliated with an organization other than the applicant organization), telephone number
(Required), fax number, and e-mail address (required) of the person to contact on matters
related to this application.

9. Type of Applicant (Required): Select the applicant organization “type” from the drop down list.
10. Name of Federal Agency (Required): Enter U.S. Assistant Secretary for Preparedness and Response

11. Catalog of Federal Domestic Assistance Number/Title: The CFDA number can be found on page
one of the FOA.

12. Funding Opportunity Number/Title (Required): The Funding Opportunity Number and title of the
opportunity can be found on page one of the FOA.

13. Competition Identification Number/Title: Leave this field blank.
14. Areas Affected By Project: List the largest political entity affected (cities, counties, state etc.).
15. Descriptive Title of Applicant’s Project (Required): Enter a brief descriptive title of the project.

16. Congressional Districts Of (Required): 16a. Enter the applicant’s Congressional District, and 16b.
Enter all district(s) affected by the program or project. Enter in the following format: 2 characters state
abbreviation — 3 characters district number, CA-005 for California 5" district. If all congressional districts
in a state are affected, enter *“all” for the district number, (e.g. MD-all for all congressional districts in
Maryland). If nationwide enter US-all.

17. Proposed Project Start and End Dates (Required): Enter the proposed start date and final end date of
the project. Therefore, if you are applying for a multi-year grant, such as a 3 year grant project, the final
project end date will be 3 years after the proposed start date. The Grants Office can alter the start and end
date at their discretion.

18. Estimated Funding (Required): Enter the amount requested or to be contributed during the first
funding/budget period by each contributor. Value of in-kind contributions should be included on
appropriate lines, as applicable.

19. Is Application Subject to Review by State Under Executive Order 12372 Process? Check
appropriate box

20. Is the Applicant Delinquent on any Federal Debt? (Required): This question applies to the applicant
organization, not the person who signs as the authorized representative. If yes, include an explanation on
the continuation sheet.

21. Authorized Representative (Required): To be signed and dated by the authorized representative of
the applicant organization. Enter the name (first and last name required) title (required), telephone number
(required), fax number, and e-mail address (required) of the person authorized to sign for the applicant. A
copy of the governing body’s authorization for you to sign this application as the official representative
must be on file in the applicant’s office. (Certain federal agencies may require that this authorization be
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submitted as part of the application.)

. Standard Form 424A

NOTE: Standard Form 424A is designed to accommodate applications for multiple grant programs; thus,
for purposes of this ASPR program, many of the budget item columns and rows are not applicable. You
should only consider and respond to the budget items for which guidance is provided below. Unless
otherwise indicated, the SF 424A should reflect a one year budget.

Section A - Budget Summary

Line5: Leave columns (c) and (d) blank. Enter TOTAL federal costs in column (e) and total
non-federal costs (including third party in-kind contributions and any program income to be used as part of
the awardee match) in column (f). Enter the sum of columns (e) and (f) in column (g).

Section B - Budget Categories
Column 3:  Enter the breakdown of how you plan to use the federal funds being requested by object class
category (see instructions for each object class category below).

Column 4: Enter the breakdown of how you plan to use the non-federal share by object class category.
[DOES NOT APPLY TO THIS FOA ]

Column 5:  Enter the total funds required for the project (sum of Columns 3 and 4) by object class
category.

Separate Budget Narrative/Justification Requirement

Applicants requesting funding for multi-year grant programs are REQUIRED to provide a
combined multi-year Budget Narrative/Justification, as well as a detailed Budget
Narrative/Justification for each year of potential grant funding. A separate Budget
Narrative/Justification is also REQUIRED for each potential year of grant funding requested.

For your use in developing and presenting your Budget Narrative/Justification, a sample format with
examples and a blank sample template have been included in these Attachments. In your Budget
Narrative/Justification, you should include a breakdown of the budgetary costs for all of the object class
categories noted in Section B, across three columns: federal; non-federal cash; and non-federal in-kind.
Cost breakdowns, or justifications, are required for any cost of $1,000 or for the thresholds as established
in the examples. The Budget Narratives/Justifications should fully explain and justify the costs in each
of the major budget items for each of the object class categories, as described below. Non-federal cash
as well as, sub-contractor or sub-Awardee (third party) in-kind contributions designated as match must
be clearly identified and explained in the Budget Narrative/Justification The full Budget
Narrative/Justification should be included in the application immediately following the SF 424 forms.

Line 6a - Personnel: Enter total costs of salaries and wages of applicant/awardee staff. Do not include the
costs of consultants, which should be included under 6h - Other.

In the Justification: ldentify the project director, if known. Specify the key staff, their titles, and time
commitments in the budget justification.
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Line 6 - Fringe Benefits: Enter the total costs of fringe benefits unless treated as part of an approved indirect
cost rate.

In the Justification: If the total fringe benefit rate exceeds 35% of personnel costs, provide a break-down of
amounts and percentages that comprise fringe benefit costs, such as health insurance, FICA, retirement, etc. A
percentage of 35% or less does not require a break down but you must show the percentage charged for each
full/part time employee.

Line 6¢ - Travel: Enter total costs of all travel (local and non-local) for staff on the project. NEW: Local
travel is considered under this cost item not under the “Other” cost category.

Local transportation (all travel which does not require per diem is considered local travel). Do not enter costs
for consultant’s travel - this should be included in line 6h.

In the Justification: Include the total number of trips, number of travelers, destinations, purpose (attend
conference), length of stay, subsistence allowances (per diem), and transportation costs (including mileage
rates).

Line 6d - Equipment: Enter the total costs of all equipment to be acquired by the project. For all awardees,
“equipment” is non-expendable tangible personal property having a useful life of more than one year and an
acquisition cost of $5,000 or more per unit. If the item does not meet the $5,000 threshold, include it in your
budget under Supplies, line 6e.

In the Justification: Equipment to be purchased with federal funds must be justified as necessary for the
conduct of the project. The equipment must be used for project-related functions. Further, the purchase of
specific items of equipment should not be included in the submitted budget if those items of equipment, or a
reasonable facsimile, are otherwise available to the applicant or its sub-awardees.

Line 6e: Supplies - Enter the total costs of all tangible expendable personal property (supplies) other than
those included on line 6d.

In the Justification: For any grant award that has supply costs in excess of 5% of total direct costs (federal or
non-federal), you must provide a detailed breakdown of the supply items ( 6% of $100,000 = $6,000 —
breakdown of supplies needed). If the 5% is applied against $1 million total direct costs (5% x $1,000,000 =
$50,000) a detailed breakdown of supplies is not needed. Please note: any supply costs of $5,000 or less
regardless of total direct costs does not require a detailed budget breakdown (5% x $100,000 = $5,000 — no
breakdown needed).

Line 6f - Contractual: Regardless of the dollar value of any contract, you must follow your established
policies and procedures for procurements and meet the minimum standards established in the Code of Federal
Regulations (CFR’s) mentioned below. Enter the total costs of all contracts, including procurement contracts
(except those which belong on other lines such as equipment, supplies, etc.). Note: The 33% provision has
been removed and line item budget detail is not required as long as you meet the established procurement
standards. Also include any contracts with organizations for the provision of technical assistance. Do not
include payments to individuals on this line.

In the Justification: Provide the following three items — 1) a list of contractors indicating the name of the
organization; 2) the purpose of the contract; and 3) the estimated dollar amount. If the name of the contractor
and estimated costs are not available or have not been negotiated, indicate when this information will be
available. The federal government reserves the right to request the final executed contracts at any time. If an
individual contractual item is over the small purchase threshold, currently set at $100K in the CFR, you must
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certify that your procurement standards are in accordance with the policies and procedures as stated in 45 CFR
74.44 for non-profits and 45 CFR 92.36 for states, in lieu of providing separate detailed budgets. This
certification should be referenced in the justification and attached to the budget narrative.

Line 6g - Construction: While construction is not an allowable cost for this program, minor A&R is
permitted.

Line 6h - Other: Enter the total of all other costs. Such costs, where applicable, may include, but are not
limited to: insurance, medical and dental costs (e.g. for project volunteers this is different from personnel
fringe benefits), non-contractual fees and travel paid directly to individual consultants, postage, space and
equipment rentals/lease, printing and publication, computer use, training and staff development costs (e.g.
registration fees). If a cost does not clearly fit under another category, and it qualifies as an allowable cost,
then it belongs in this section.

In the Justification: Provide a reasonable explanation for items in this category. For example, individual
consultants explain the nature of services provided and the relation to activities in the Work Plan or indicate
where it is described in the Work Plan. Describe the types of activities for staff development costs.

Line 6i - Total Direct Charges: Show the totals of Lines 6a through 6h.

Line 6j - Indirect Charges: Enter the total amount of indirect charges (costs), if any. If no indirect costs are
requested, enter “none.” Indirect charges may be requested if: (1) the applicant has a current indirect cost rate
agreement approved by the HHS or another federal agency; or (2) the applicant is a state or local government
agency. State governments should enter the amount of indirect costs determined in accordance with
HHS requirements._An applicant that will charge indirect costs to the grant must enclose a copy of the
current rate agreement. Indirect Costs can only be claimed on Federal funds, more specifically, they are to only
be claimed on the federal share of your direct costs. Any unused portion of the awardee’s eligible Indirect
Cost amount that are not claimed on the federal share of direct charges can be claimed as un-reimbursed
indirect charges, and that portion can be used towards meeting the recipient match.

NOTE: If indirect costs are to be included in the application, a copy of the approved indirect cost
agreement must be included with the application. Further, if any sub-contractors or sub-awardees are
requesting indirect costs, copies of their indirect cost agreements must also be included with the
application.

Line 6k - Total: Enter the total amounts of Lines 6i and 6j.

Line 7- Program Income: As appropriate, include the estimated amount of income, if any, you expect to be
generated from this project that you wish to designate as match (equal to the amount shown for Item 15(f) on
Form 424). Note: Any program income indicated at the bottom of Section B and for item 15(f) on the face
sheet of Form 424 will be included as part of non-federal match and will be subject to the rules for
documenting completion of this pledge. If program income is expected, but is not needed to achieve matching
funds, do not include that portion here or on Item 15(f) of the Form 424 face sheet. Any anticipated program
income that will not be applied as Awardee match should be described in the Level of Effort section of the
Program Narrative.

Section C - Non-Federal Resources
Line 12: Enter the amounts of non-federal resources that will be used in carrying out the proposed
project, by source (applicant; state; other) and enter the total amount in Column (e). Federal match is not
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required for this FOA.
Section D - Forecasted Cash Needs - Not applicable.
Section E - Budget Estimate of Federal Funds Needed for Balance of the Project

Line 20: Section E is relevant for multi-year grant applications, where the project period is 24 months or
longer. This section does not apply to grant awards where the project period is less than 17 months.

Section F - Other Budget Information

Line 22 - Indirect Charges: Enter the type of indirect rate (provisional, predetermined, final or fixed) to be
in effect during the funding period, the base to which the rate is applied, and the total indirect costs. Include a
copy of your current Indirect Cost Rate Agreement.

Line 23 - Remarks: Provide any other comments deemed necessary.

c. Standard Form 424B - Assurances

This form contains assurances required of applicants under the discretionary funds programs administered by
the Assistant Secretary for Preparedness and Response. Please note that a duly authorized representative of
the applicant organization must certify that the organization is in compliance with these assurances.

d. Certification Regarding Lobbying

This form contains certifications that are required of the applicant organization regarding lobbying. Please
note that a duly authorized representative of the applicant organization must attest to the applicant’s
compliance with these certifications.

Proof of Non-Profit Status

Non-profit applicants must submit proof of non-profit status. Any of the following constitutes acceptable

proof of such status:

e A copy of a currently valid IRS tax exemption certificate.

e A statement from a state taxing body, State Attorney General, or other appropriate State official certifying
that the applicant organization has a non-profit status and that none of the net earnings accrue to any
private shareholders or individuals.

e A certified copy of the organization’s certificate of incorporation or similar document that clearly
establishes non-profit status.

Indirect Cost Agreement

Applicants that have included indirect costs in their budgets must include a copy of the current indirect cost
rate agreement approved by the HHS or another Federal agency. This is optional for applicants that have not
included indirect costs in their budgets.
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Attachment B: Budget Narrative/Justification — Sample Format

The budget summary is used to determine reasonableness and allowability of costs for the project. All of the
proposed costs listed must be reasonable, necessary to accomplish project objectives, allowable in accordance
with applicable federal cost principles, auditable, and incurred during the budget period.

An allowable project cost meets the following criteria:

e Necessary for the performance of the award.

e Allocable to the project.

¢ In conformance with any limitations or exclusions set forth in the federal cost principles applicable to
the organization incurring the cost.

e Consistent with the recipient’s regulations, policies, and procedures which are applied uniformly to
both Federally-supported and other activities of the organization.

e Accorded consistent treatment as a direct or indirect cost.

e Determined in accordance with generally accepted accounting principles.

e Not included as a cost in any other Federally-supported award.

The following four tests are used in determining the allowability of costs:

Reasonableness (including necessity). A cost is reasonable if it does not exceed that which would
be incurred by a prudent person under the circumstances prevailing at the time the decision was
made to incur the cost. The cost principles elaborate on this concept and address considerations
such as whether the cost is of a type generally necessary for the organization’s operations or the
grant’s performance, whether the recipient complied with its established organizational policies in
incurring the cost or charge, and whether the individuals responsible for the expenditure acted with
due prudence in carrying out their responsibilities to the federal government and the public at large,
as well as to their organization.

Allocability. A cost is allocable to a specific grant, function, department, or other component,
known as a cost objective, if the goods or services involved are chargeable or assignable to that cost
objective in accordance with the relative benefits received or other equitable relationship. A cost is
allocable if it is incurred solely to advance work under the grant; it benefits both the grant and other
work of the organization, including other grant-supported projects or programs; or it is necessary to
the overall operation of the organization and is deemed to be assignable, at least in part, to the
grant.

Consistency. Recipients must be consistent in assigning costs to cost objectives. Regulations
regarding cost assignment must be consistent for all work of the organization under similar
circumstances, regardless of the source of funding, to avoid duplicate charges.

Conformance. Conformance with limitations and exclusions contained in the Terms and
Conditions of award, including those in the cost principles, may vary by the type of activity, the
type of recipient, and other characteristics of individual awards.

Budget Summary

Section A — Personnel: An employee of the applying agency whose work is tied to the application. Proposed
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salaries must be reasonable. Compensation paid for employees must be reasonable and consistent with that
paid for similar work within the applicant’s organization and similar positions in the industry.

Table 1: Personnel

Position Name Annual Level of Federal Match
Salary/Rate Effort Cost
Project Susan Jones | $45,000/year 100% $45,000
Director
Project Brad Smith $42,000/year 50% $21,000
Coordinator
TOTAL $66,000

NARRATIVE JUSTIFICATION: Enter a description of the personnel funds requested and how their use
will support the purpose and goals of this proposal. Describe the role, responsibilities, and unique
qualifications of each position.

B. Fringe Benefits - Fringe benefits may include contributions for items such as social security, employee
insurance, and pension plans. Only those benefits not included in an organization's indirect cost pool may be
shown as direct costs. If fringe benefits are not computed as a percentage of salary (e.g. 25%), list all
components of the fringe benefits rate, for example:

Table 2: Fringe Benefits

Component Rate Wage Federal | Match
Cost
FICA 7.65% 66,000 $5,049
Insurance 5% 66,000 $3,300
TOTAL | $8,349

NARRATIVE JUSTIFICATION: Enter a description of the fringe funds requested and how the rate was
determined.

C. Travel - Federal funds requested for travel are for staff travel only (travel for consultants is listed in
consultant category). Travel for other participants, committee members, etc. should be listed under the cost
category “other”. Applicants are to use the lowest available commercial fares for coach or equivalent
accommodations. Note that Applicants will be expected to follow federal travel policies found at
http://www.gsa.gov.

Table 3: Travel

Purpose of Travel Location Item Rate Federal Match
Cost
Attend awardee Washington, Air Fare $350 X 4 people $1,400
meeting DC Per Diem $71/day X 4 days X
4 people $1,136
Airport $10/day X 4 days $40
Parking $28/RT X 4 people | $112
Airport $211/night X 3
Shuttle nights X 4 people | $2532
Hotel Subtotal $4,120
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Purpose of Travel Location Item Rate Federal Match
Cost
Local travel Various POV 44/mile X 2,000 | $880
miles/year
TOTAL | $5,000

NARRATIVE JUSTIFICATION: Explain the purpose for all travel and how costs were determined. List
any required travel, funds for local travel that are needed to attend local meetings, project activities, and
training events. Local travel rate should be based on agency’s personally owned vehicle (POV) reimbursement
rate, which should correspond with the GSA rate found at http://www.gsa.gov.

D. Equipment - Permanent equipment is defined as tangible nonexpendable personal property having a useful
life of more than one year and an acquisition cost of $5,000 or more. If the applying agency defines
“equipment” at a different rate, then follow the applying agency’s policy. In the case of vehicles, etc. applicant
should justify purchase rather than rental. If equipment is used by several different projects, you may only
charge a percentage of the costs for the purchase based on the amount of time, etc. that the equipment will be
used for this grant program. Any purchased equipment must be inventoried according to the guidelines in the
HHS Grants Policy Statement.

Table 4: Equipment

Item(s) Rate Federal Match
Cost
Computer Work Station $5,500 X 2 $11,000
Computer $6,000 X .5FTE $3,000
TOTAL | $ 14,000

NARRATIVE JUSTIFICATION: Enter a description of the equipment and how its purchase will support the
purpose and goals of this proposal.

E. Supplies - Materials costing less than $5,000 per unit and often having one-time use, for example —
general office supplies, postage, printers, etc.

Table 5: Supplies

Item(s) Rate Federal Match
Cost
General Office Supplies $50/month X 4 FTE $200
TOTAL | $200

NARRATIVE JUSTIFICATION: Enter a description of the supplies requested and how their purchase will
support the purpose and goals of this proposal. Rates for office supplies, etc. may be based on average
monthly costs, FTE, etc.

F. Contracts and Consultants - An arrangement to carry out a portion of the programmatic effort by a third-
party or for the acquisition of goods or services is allowed under the grant. Such arrangements may be in the
form of sub awards (grants) or contracts. A consultant is a non-employee retained to provide advice and
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expertise in a specific program area for a fee. List each contract, consultant or sub award separately and
provide an itemization of the costs. If a contractor is to be determined, provide a best estimate as to costs for
the goods or services to be purchased.

The awardee must establish written procurement policies and procedures that are consistently applied. All
procurement transactions are required to be conducted in a manner to provide to the maximum extent practical,
open and free competition. The awardee should be alert to organizational conflicts of interest as well as to
noncompetitive practices among contractors that may restrict or eliminate competition or otherwise restrain

trade.

Method of Selection: This will be sole source, competition, or grant.

Scope of Work: Provide a breakout of the goods and/or services being provided by the contractor. If
personnel are being charged then should list name, position, hours and rate/hour. Goods will be listed at
number of units and cost/unit. List method to be used for sub-recipient monitoring — site visit, semi-annual
reports, etc. Documentation of monitoring should be kept with the contract/award file.

Table 6: Contract/Sub award

Activity Name Method of Scope of Work Federal | Match
Selection Cost
Public WMTV Sole source | Paid Ads 12/month X $18,000
Information $250/ad X 6 mo.
Paid Ads 12/month X $18,000
$250/ad X 6 mo.
Monitoring: semi-annual
report
Mobil To Be Competition | Medical supply inventory | $223,600
Medical Determined ($1,600)
Assets Wheelchair bus
conversions( 6 X $37,000)
Monitoring: semi-annual
report
TOTAL | $241,600 | $18,000

NARRATIVE JUSTIFICATION: Provide information as to how the contracted services or goods will

enhance the project goals and objectives. Provide sole source justification.

Table 7: Consultant

Organization Name Number of Rates Federal Match
Days Cost
Trepid Jon Smith 20 $150/day $73816
Travel 4 trips X 1,204
(travel @ $475; lodging
@ $175/night X 3; Per
Diem @ $51 x4) =
$4,816
TOTAL | $7,816
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NARRATIVE JUSTIFICATION: Provide information as to how the consultant services or goods will
enhance the project goals and objectives.

G. Other_- Expenses not covered in any of the previous budget categories. If rent is requested (direct or
indirect), provide the name of the owner(s) of the space/facility. If anyone related to the project owns the
building which is less than an arm’s length arrangement, provide cost of ownership/use allowance calculations.

Table 8: Other

Item Rate Federal Match
Cost
Postage $65/mo. X 4 FTE $3,120
TOTAL | $3,120

NARRATIVE JUSTIFICATION: Explain the need for each item and how it will support the purpose and
goals of this proposal. Break down costs into cost/unit (cost/square foot or cost/month or cost/FTE).

H. Indirect Costs:

Also known as “facilities and administrative costs”, indirect costs are costs that cannot be specifically
identified with a particular project, program, or activity, but are necessary to the operation of the organization
(e.g., overhead). Facilities operation and maintenance costs, depreciation, and administrative expenses are
examples of costs that are usually treated as indirect costs. The organization must not include costs associated
with its indirect rate as direct costs. If indirect costs are claimed, applicant is to submit a copy of a current
negotiated indirect cost rate agreement. Indirect costs are only charged on the items cited in the indirect cost
rate agreement (e.g. personnel and fringe, subawards over $25,000).

Table 9: Indirect costs

Total Direct Cost applied to Indirect Cost Rate Federal Match
Indirect Cost Cost
$450,000 22% $99,000
TOTAL | $99,000
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Attachment C: Project Work Plan, Page 1 — Sample Template
Goal:
Measurable Outcome(s):
* Time Frame (Start/End Dates by Month in Project Cycle)

Major Objectives Key Tasks Lead Person |1*|2*|3*|4*|5*|6*|7*|8*{9*|10*|11*|12*

1.

Add as many pages as needed
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Attachment D: Instructions for Completing the Project Abstract

e All applications for grant funding must include an abstract that concisely describes the proposed project. It
should be written for the general public.

e To ensure uniformity, please limit the length to no more than 265 words on a single page with a font size of
not less than 11, doubled-spaced.

e The abstract must include the project’s goal(s), objectives, overall approach (including target population and
significant partnerships), anticipated outcomes, products, and duration. The following are very simple
descriptions of these terms, and a sample Compendium abstract.

Goal(s) — broad, overall purpose, usually in a mission statement, e.g. what you want to do, where you want to
be

Objective(s) — narrow, more specific, identifiable or measurable steps toward a goal. Part of the planning
process or sequence (the “how”). Specific performances that will result in the attainment of a goal.

Outcomes — measurable results of a project. The positive benefits or negative changes, or measurable
characteristics that occur as a result of an organization’s or program’s activities. (outcomes are the end-point).

Products — materials, deliverables.
e A model abstract is provided below:

The awardee, Okoboji University, supports this three year Dementia Disease demonstration (DD) project in
collaboration with the local Alzheimer’s Association and related Dementias groups. The goal of the project is to
provide comprehensive, coordinated care to individuals with memory concerns and to their caregivers. The
approach is to expand the services and to integrate the bio-psycho-social aspects of care. The objectives are: 1) to
provide dementia specific care, e.g., care management fully integrated into the services provided; 2) to train staff,
students and volunteers; 3) to establish a system infrastructure to support services to individuals with early stage
dementia and to their caregivers; 4) to develop linkages with community agencies; 5) to expand the assessment
and intervention services; 6) to evaluate the impact of the added services; 7) to disseminate project information.
The expected outcomes of this project are: 1) patients will maintain as high a level of mental function and
physical functions (thru Yoga) as possible; 2)caregivers will increase ability to cope with changes; and 3)pre and
post — project patient evaluation will reflect positive results from expanded and integrated services. The products
from this project are: 1) a final report, including evaluation results; 2) a website; articles for publication; 3) data
on driver assessment and 4) in-home cognitive retraining; abstracts for national conferences.
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TN EVD Supplemental Workplan.docx
TN HPP Supplemental Ebola Viral Disease (Part A) Work Plan 

Hospital Preparedness Program (HPP) Ebola Preparedness and Response Activities (CFDA #93.817)

Funding Opportunity Announcement (FOA) Number: EP-U3R-15-002

1. 

		Awardee:

		State of Tennessee Department of Health (TDH)



		Submitted By:

		



		Date:

		April 9, 2015







Work Plan

[bookmark: _Strategy_1:_]Recipient Activity A: Develop a Concept of Operations

		Recipient Activity A Problem Statement (Please limit to 500 characters)



		The TN Ebola CONOPs needs to be refined and tested across the State.



		Recipient Activity A Baseline Capacity (Please limit to 500 characters)



		1. As of 9April15 there were 17 Ebola Assessment Hospitals identified through ongoing dialogue between the Tennessee Department of Health (TDH), Tennessee Hospital Association, and a workgroup of Hospital Chief Medical Officers.

2. All acute care hospital facilities (>129 exercises) and public health departments (>275 exercises) have conducted exercises with focus on Ebola patient identification, isolation, assessment, and referral. 

3. 207 Healthcare workers became Ebola PPE trainers and as of 06Mar15 and had trained 2,288 additional healthcare workers.  

4. A TN Crisis Standards of Care (CSC) plan has been developed.

5. TN DOH recognizes the State of Georgia Department of Public Health’s plan to establish a Region IV Ebola and other special pathogen treatment center at the Emory University Hospital in Atlanta, GA.



		Outcomes (Please limit to 500 characters)



		1. Strengthened Ebola readiness through refined healthcare system roles and exercises of the TN Ebola CONOPs.



		Planned Activities for Outcomes  (250 character limit each, please add rows as needed)

		Estimated Timeframe



		1. Update the Tennessee Ebola CONOPS plan to include patient referral, transport, and assessment strategies.

		Start:07/01/2015

End:09/30/2016



		2. Partner with healthcare coalition (HCC) and other forums to ensure an understanding of gaps, roles, and responsibilities.

		Start:07/01/2015

End:09/30/2016



		3. Work with the HCCs, public health, first responders, EMA, and HCOs to assess, aggregate, and categorize the findings of Ebola exercises and onsite hospital visits to identify gaps in response capabilities and planning.

		Start:07/01/2015

End:09/30/2016



		4. Deliver prioritized training to healthcare coalition members and first responders with a focus on referral, transport, assessment, and infection control strategies

		Start:07/01/2015

End:09/30/2016



		5. Exercise the Tennessee Ebola CONOPS plan and implement corrective actions.

		Start:07/01/2015

End:09/30/2016



		6. Provide Ebola training materials.

		Start:07/01/2015

End:09/30/2016



		7. Identify and reach targeted groups to conduct Ebola and CSC trainings.

		Start:07/01/2015

End:09/30/2016



		8.  In coordination with the Georgia Department of Public Health and Emory University, TDH will develop a plan and signed written agreement for the transfer of a TN patient with Ebola to the Region IV-designated Ebola Treatment Center or other special pathogen treatment center, established through Part B of this FOA.  Plans will be developed for the transfer of an EVD patient to the Region IV treatment facility and will be exercised annually.

		Start:07/01/2015

End:09/30/2016



		Proposed Outputs Associated to Outcomes  (250-character limit each; please add rows as needed)



		1. An updated Tennessee Ebola CONOPS plan



		2. First responders, emergency management, and the healthcare workforce will have an understanding of the statewide and regional approaches for Ebola patient referral, transport, assessment, and infection control strategies





· Approximate year 1 grant expenditure on Recipient Activity A: $400,010  

[bookmark: _Strategy_2:_]Recipient Activity B: Assure Readiness of Ebola Treatment Centers and Assessment Hospitals

Describe activities stratified by and commensurate with details provided under the following 2 strategies:

“Strategy 1: Improve and maintain health care worker readiness for Ebola and Ebola-like diseases.”

“Strategy 2: Enhance the hospital’s physical infrastructure to ensure infection control for Ebola preparedness and response, as necessary.” 

		Recipient Activity B Problem Statement (Please limit to 500 characters)



		A comprehensive program to improve the TN Ebola CONOPs needs to be developed with integration of the TN Ebola Assessment Hospitals.



		Recipient Activity B Baseline Capacity (Please limit to 500 characters)



		1. Currently 17 Ebola Assessment Hospitals have been identified through ongoing dialogue between the Tennessee Department of Health, Tennessee Hospital Association, and a workgroup of Hospital Chief Medical Officers.

2. All acute care hospital facilities (>129 exercises) and public health departments (>275 exercises) conducted exercises in 2014 with focus on Ebola patient identification, isolation, assessment, and referral.  The results from these exercises have been used to develop a roadmap to assist hospitals in developing additional capability to respond to highly infectious diseases.	Comment by Tim F. Jones: This is just pasted from above. Somehow tie it to “assessment hospitals” (topic of this section)?

3. In November 2014, 207 Healthcare workers became PPE trainers and as of 06March15 had trained 2,288 additional healthcare workers. 



		Outcomes (Please limit to 500 characters)



		Improved capability for TN Ebola Assessment Hospitals to respond to EVD.



		Planned Activities for Outcomes  (250-character limit each; please add rows as needed)

		Estimated Timeframe



		Strategy 1 Activities:

1. Conduct packaging and shipping workshops to make healthcare lab workers aware of DOT regulations and give them the knowledge of how to meet these regulations.  DOT approved shipping containers will be made accessible for transport of specimens.  Biosafety training and utilization of this knowledge will prevent exposure to infectious agents and prevent laboratory-acquired infections in the healthcare setting.  	Comment by Tim F. Jones: Specific to assessment hospitals?

		Start:07/01/2015

End:06/30/2016



		2. Develop and coordinate procurement, inventory systems, and a common operating picture for protective equipment (including PPE) with HCCs for the needs of first responders, emergency management, healthcare organizations (HCOs), mortuary service workers, and transportation officials.	Comment by Tim F. Jones: Seems like many of the sections in this part belong in the next section
Seems like we need to help do this with both the HCCs and Hospitals, probably doesn’t really matter what section it is in in the workplan, we just need to address it…

		Start:07/01/2015

End:06/30/2016



		3. Conduct unannounced drills with HCOs to develop and test best practices for isolation and treatment of potential Ebola patients.

		Start:07/01/2015

End:06/30/2016



		4. Assess training needs to develop and deliver training for targeted first responders and healthcare workers to improve infection control practices.  Collaborate with the healthcare associated infections (HAI) team on gaps identified.

		Start:07/01/2015

End:06/30/2016



		Strategy 2 Activities:

1. Partner with potential Ebola patient assessment hospitals to assess needs, provide technical assistance, and training. 

		Start:07/01/2015

End:06/30/2016



		2. Conduct full scale exercises involving each TN Ebola Assessment Hospital to test the TN Ebola CONOPs integrated transportation and EMS responses with the Regional Ebola Treatment Center.

		Start:07/01/2015

End:06/30/2016



		3. Establish an agreement and plans with the State of Georgia to integrate the Regional Ebola Treatment Center into the TN CONOPs for treatment of Ebola patients originating in TN.

		Start:07/01/2015

End:06/30/2016



		4. Partner with HCCs to support TN Ebola Assessment Hospitals.

		Start:07/01/2015

End:06/30/2016



		Proposed Outputs Associated to Outcomes  (250-character limit each; please add rows as needed)



		1. Healthcare workers through the Healthcare continuum will be made aware of regulations, best practices, equipment, and administrative procedures to prevent exposure to infectious agents.  	Comment by Tim F. Jones: Ditto changed it to just healthcare workers



		2. First responders, emergency management, healthcare organizations, mortuary service workers, and transportation officials will have an understanding and provide input for corrective actions to improve the statewide and regional approaches for Ebola patient referral, transport, assessment, waste and corpse disposal, and infection control strategies.





· Approximate year 1 grant expenditure on Recipient Activity B:   

· Strategy 1 Activities: $150,000

· Strategy 2 Activities: $150,000

Ebola Treatment Center and/or Assessment Hospital Information: 

List/describe by Ebola Treatment Center (see Ebola FOA Appendix 3) or Assessment, 1. Hospital Name, 2. Planned or Retroactive Work (short descriptive narrative), and 3. Estimated Funding Allocation amounts (add rows as needed).

		Ebola Treatment Center: Hospital Name/s

		Planned or Retroactive Work (short descriptive narrative; include time period)

		Est. Funding Allocation



		N/A

		

		



		

		

		







		HCC

		Number of Assessment Hospitals as of

April 9, 2015

		Cross-walked detailed work plan for assessment Hospital Capacity Building

		Funding Allocation



		East/Knox

		3

		



		$136,054



		TN Highland Rim (Middle)

		3

		

		$211,864



		Northeast TN

		2

		

		$100,000



		South Central TN

		1

		

		$100,000



		Southeast TN

		2

		

		$100.000



		Memphis Delta

		3

		

		$152,092



		Upper Cumberland

		1

		

		$100,000



		West TN

		2

		

		$100,000





Recipient Activity C:  Develop Capabilities of Health Care Coalitions to enable their members to care for Ebola patients

Describe activities stratified by and commensurate with details provided under the following 2 strategies:

“Strategy 1: Ensure all coalition partners have access to PPE, trainings, and exercises according to their respective role in the health care system.”

“Strategy 2: Ensure that EMS and interfacility transport systems and 9-1-1/Public Safety Answering Points are included in Ebola coalition planning.” 

“Strategy 3: Integrate health care system preparedness and infection control through health care coalition engagement with State Healthcare-Associated Infection (HAI)/Infection Control advisory groups, established with funding and guidance from CDC’s Epidemiology and Laboratory Capacity for Infection Control (ELS) program and to consider how a regional emergency preparedness structure could support improved infection control for coalition members.” 

		Recipient Activity C Problem Statement (Please limit to 500 characters)



		Coordination with the HCCs for Ebola preparedness is critical to build enduring capacity.





		Recipient Activity C Baseline Capacity (Please limit to 500 characters)



		The TDH HPP, HAI and PHEP programs have worked closely during the 2014 Ebola response and for other previous responses in TN including the 2012 fungal infections outbreak.





		Outcomes (Please limit to 500 characters)



		Build enduring broad-based infectious disease response capability in TN that crosscuts many programs and partnerships.





		Planned Activities for Outcomes  (250-character limit each; please add rows as needed)

		Estimated Timeframe



		Strategy 1 Activities:

1. Work with HCCs and HCOs to refine PPE cache composition to provide a more interoperable training and equipping approach.

		Start:07/01/2015

End:06/30/2016



		2. Develop procurement methods, inventory system, and a common operating picture for protective equipment (including PPE) with first responders, emergency management, healthcare organizations, mortuary service workers, and transportation officials.

		Start:07/01/2015

End:06/30/2016



		3. Conduct exercises to test and improve the inventory and distribution systems for PPE.

		Start:07/01/2015

End:06/30/2016



		4. Conduct CSC stakeholder training and feedback sessions with each of the 8 TN HCCs.

		Start:07/01/2015

End:06/30/2016



		Strategy 2 Activities:

1. Coordinate activities between HCCs and state and private EMS/911 resources to ensure appropriate EMS services and PPE are available.

		Start:07/01/2015

End:06/30/2016



		2. Conduct full scale exercises to improve transfers between frontline facilities,  assessment hospitals and other destinations for Ebola Patients.

		Start:07/01/2015

End:06/30/2016



		Strategy 3 Activities:

1. Coordinate a partnership between the TDH HAI program, HCCs, TDH HPP staff and other partners to provide guidance for Ebola infection prevention activities including participation in the TN HAI Multi-disciplinary Advisory Group and the healthcare preparedness and infection control subgroup.

		Start: 03/01/2015

End: 06/30/2020



		2. Each HCC will conduct an assessment of their gaps and capabilities and submit a list of goals and a spending plan for the first 24 months of the project period by June 30, 2015.

		Start: 03/01/2015

End: 06/30/2015



		Proposed Outputs Associated to Outcomes  (250-character limit each; please add rows as needed)



		1. HCCs will build enduring capacity for their specific Ebola regional responses based on the needs of their communities and their capacities to respond. 



		2. Partnerships both with TDH and external agencies will be leveraged to build enduring Ebola response capacity.





· [bookmark: _Strategy_3:_]Approximate year 1 grant expenditures on strategies under Recipient Activity C: 

· Strategy 1 Activities: $100,000

· Strategy 2 Activities: $100,000

· Strategy 3 Activities: $100,000






Healthcare Coalition Information: 

		HCC

		Number of Assessment Hospitals as of

April 9, 2015

		Cross-walked detailed work plan for assessment Hospital Capacity Building

		Funding Allocation



		East/Knox

		3

		



		$136,054



		TN Highland Rim (Middle)

		3

		

		$211,864



		Northeast TN

		2

		

		$100,000



		South Central TN

		1

		

		$100,000



		Southeast TN

		2

		

		$100.000



		Memphis Delta

		3

		

		$152,092



		Upper Cumberland

		1

		

		$100,000



		West TN

		2

		

		$100,000






Administrative Preparedness Plan Execution

Upon receipt of the Notice of Award (NOA) TDH will initiate endowment grant contracts with HCC vendors. This type of contract expedites the availability of funds for the vendors and provides TDH with flexibility to guide HCC EVD activities.  All activities will adhere to State procurement and fiscal management rules. TDH currently has a HPP-PHEP Administrative Preparedness Plan on file with ASPR and exercised the plan in 2014.



HPP EVD funds are expected to be obligated by August 1, 2015 and all funds are expected to be liquidated by the end of the budget period and project period.



Technical Assistance Required 



None required at this time.
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TN Ebola Narrative.pdf

Epidemiology and Laboratory Capacity (ELC)

Building and Strengthening Epidemiology, Laboratory and Health Information Systems
Capacity in State and Local Health Departments

Healthcare Infection Control and Response

Awardee Tennessee Department of Health

Navigation

Click CTRL + Link to jump to specific sections of this document:
Guidance
Project Approach
Applicant Capacity
Work Plan
Activity A
Strategy 1
Strategy 2
Strategy 3
Strategy 4
Activity B
Strategy 1
Strategy 2
Strategy 3

Performance Measurement and Evaluation

Guidance

The following work plan will outline the awardee’s plans, milestones, and expected outcomes related to public health

functions described in CK14-1401PPHFSUPP15. Please review the supplement prior to completing this application.

If there are any questions or concerns while completing this application, please contact the ELC or Program POC to

address and resolve the issue.







When completing the form, it is important to note that this is a locked document and only specific form fields and
sections are editable. Please do not attempt to edit or alter sections of the form that are not available for edit as it

could delay and hinder the ability to review the application.

Spell Check: Please run a spell check by clicking the button below.

Spell Check

Track Changes: You may use track changes with this document by clicking the buttons below.

Turn Track Changes On/Off Accept All Changes

Back to Navigation

Project Approach

Problem Statement
Please limit the response to this section to half a page - This section is unrestricted to allow entry of additional

materials beyond text (including graphics, pictures, etc) as necessary.

Recent events have illustrated the importance of a strong infection control infrastructure across the
healthcare system to have the ability to rapidly identify, isolate and inform all that need to know of pathogens
of public health and epidemiologic importance. Examples of such pathogens include Ebola virus, measles,
MERS-CoV, avian influenza (H7N9, H5N1) and multidrug resistant pathogens such as carbapenem resistant
Enterobacteriaceae (CRE). Obtaining travel histories is critically important so that registration, triage and
clinical staff may consider diagnoses such as Ebola and MERS Co-V and take the appropriate actions to protect
staff, patients and the community. This was highlighted in September when an undiagnosed man from Liberia
infected two healthcare workers in a Dallas hospital.

State and CMS reporting requirements and value-based purchasing have resulted in many hospital infection
preventionists (IPs) focusing energy and time on the surveillance and prevention of a select number of device-
associated and procedure-associated healthcare associated infections (HAIs) as well as Clostridium difficile
infections (CDI) and methicillin-resistant Staphylococcus aureus (MRSA). Currently, there is tremendous
variability in the performance of facilities on these measures, reflecting highly variable policies and practices.
Healthcare workers and patients also remain vulnerable due to significant gaps in basic infection control
infrastructure. Gaps are likely even more significant outside of acute care hospitals. Settings such as urgent
care centers are not licensed in Tennessee; there currently is no oversight. Urgent care settings frequently see
returned travelers in the early stages of illness—there is a need to identify these facilities, perform on-site

assessments and mitigate gaps in infection control infrastructure and explore oversight mechanisms.
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Epidemiology and Laboratory Capacity (ELC)

Building and Strengthening Epidemiology, Laboratory and Health Information Systems
Capacity in State and Local Health Departments

PROGRAM COMPONENT: Enhanced Laboratory Biosafety Capacity

Purpose
Describe in 2-3 sentences specifically how the application will address the project’s problem as described in

the component project’s ‘Problem Statement.’

Funding will strengthen epidemiologic capacity and information systems at the Tennessee Department of
Health (TDH) so that TDH staff can accurately identify gaps in policies, procedures, infection control
infrastructure and oversight across the healthcare spectrum, and to mitigate these through activities such as
trainings and providing technical assistance. The HAI team will forge even closer ties with the PHEP and HPP to
improve collaboration. Funding will also result in the bolstering of policy and capacity to promote good
infection control across the healthcare spectrum through active assessment and interventions. In turn, this will
result in more rapid and effective deployment of infection control expertise which is essential to control
contagious threats in healthcare and prevent amplification of these agents in healthcare settings.

Back to Navigation

Applicant Capacity

Address the jurisdiction’s current capacity to successfully implement the proposed strategies and activities
(including describing staff and other infrastructure already in place that you will build upon) to meet project
period outcomes. If applying to both Activities A and B, please cover the capacity to complete each activity
including the size of the catchment area involved (e.g., area of state, population affected)

Please limit the response to this section to 1 page - This section is unrestricted to allow entry of additional

materials beyond text (including graphics, pictures, etc.) as necessary.

The HAI team at the TDH has the capacity and experience to conduct the proposed strategies and activities. We have
built an infrastructure that consists of a team of highly skilled, committed, and enthusiastic epidemiologists, nurses, and
support staff under the leadership of Dr. Marion Kainer. Dr. Kainer, Director of the HAl and Antimicrobial Resistance
Program in Tennessee, is an adult infectious diseases physician and healthcare epidemiologist with over 20 years of
experience in infection control and healthcare epidemiology. She was an Epidemic Intelligence Service officer in the
Division of Healthcare Quality Promotion (DHQP), CDC, from 2000-2002. She is the subcommittee chair for HAl and

antimicrobial resistance for the Council of State and Territorial Epidemiologists (CSTE), the co-chair of CSTE’s HAI








standards committee, and the CSTE liaison to the Healthcare Infection Control Practices Advisory Committee and the
NHSN steering workgroup (see Curriculum Vitae for additional details). She was the co-chair of the Antimicrobial
Resistance Reporting work group. She serves on the public policy and governmental affairs committee for the Society
for Healthcare Epidemiology of America (SHEA). She is the Principal Investigator (Pl) for the Epidemiology and
Laboratory Capacity grant and the Pl for the Healthcare Associated Infections- Community Interface (HAIC) section of
the Emerging Infections Program. She co-chairs the multidisciplinary advisory group on Healthcare-Associated Infections

in Tennessee.

For a long time, the HAI team has worked closely with the public health emergency preparedness (PHEP) and hospital
preparedness program (HPP) (e.g., drafting major sections of the influenza pandemic plan) and coordinating activities.
Our close working relationship has been most recently exemplified by our response to the fungal meningitis outbreak
and with Ebola. HAI team members are part of the mission coordination group and hold key leadership roles under
incident command structure (ICS) at our State Health Operations Center (SHOC). PHEP and HPP are housed a few steps

away from the HAI program on the same floor/building.

We also have excellent long-standing partnerships and working relationships with our state healthcare quality
improvement organization, Qsource, and other professional organizations including the Tennessee Hospital Association
(THA), the Tennessee Center for Patient Safety (TCPS), the Tennessee Initiative for Perinatal Quality Care (TIPQC), and
End Stage Renal Disease Network 8. Our relationship with QSource and THA has been formalized into the Tennessee
Partnership for Patients, which has allowed these organizations to coordinate, align and maximize efforts, and avoid

initiative overlap.

We provide significant support to TN facilities for HAI surveillance. For example, we provide annual training webinars
covering NHSN surveillance definitions. This January, we also provided a series of trainings on using the NHSN
application and analysis features. These trainings, a series of webinars and two in-person sessions, were attended by

over 100 IPs; space in the in-person training was filled within hours of announcing the opportunity.

We have a very active multidisciplinary advisory group (MDAG) on HAI that reviews progress made in HAl in
TN and provides input into prioritization of initiatives and interventions. In Tennessee we have made major
strides in reduction of HAls, but significant opportunities for improvement remain especially related to
catheter associated urinary tract infections (CAUTI) and metbhicillin-resistant Staphylococcus aureus (MRSA).
The following graphs show progress over time by quarter and the table, from CDC’s HAI Progress Report,

shows our progress compared to the rest of the country.
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More recently, in our response to Ebola, we have developed relationships with the Chief Medical Officer
(CMO) society of the THA and other hospital leadership. THA and hospital leadership have been an integral
part of discussions on the 3-tiered framework. In TN, we currently have 18 Ebola assessment hospitals but no
designated Ebola treatment hospitals (primarily because of financial concerns). We adapted a draft of CDC’s
Ebola Hospital assessment tool, designated which portions were applicable to different types of facilities, and

distributed these to our hospitals and regional health departments in early November. Hospitals have been
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using this checklist and performing self-assessments. There is significant overlap between the tool distributed
by TDH in November and the most recent CDC version. In our outreach to healthcare facilities, we sought to
use this as an opportunity to strengthen overall infrastructure. This is reflected in the triage guidance that
asks about travel outside of the US in the last month, followed by the countries visited. The pathway then
splits for concerns about potential Ebola, vs. MERS CoV. As the names of affected countries may change over
time, and new emerging pathogens emerge, we developed an interactive resource portal that is updated with
CDC travel warnings, shows a map of affected countries and has URL links to the most important CDC and
state guidance (e.g., infection control recommendations, laboratory submission forms). This resource portal
has been extremely popular. Some of our healthcare systems are linking their electronic health records to this
page; others have marked this as a favorite for use by triage and clinical staff. The URL
http://health.state.tn.us/Ceds/ebolaMap.htm is also referenced in the triage documents, that also provide

24/7 contact details for public health.
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In addition to providing support via frequent webinars and conference calls with our hospitals we also
partnered with our PHEP and the THA to offer train-the-trainer sessions in East, Middle and West Tennessee in
Mid-November. Led by trainers from the Elizabeth R. Griffin Foundation (ERGF) and staff who were involved
in looking after patients with Ebola at Emory and in Nigeria, the training was extremely well received. About
70 persons attended each training (1 trainer for 10 attendees), including hospital staff, EMS and public health
(including 4 members of the HAI team). The agenda included glove debeaking, demonstration of donning and
doffing of personal protective equipment (PPE). Attendees practiced donning and doffing PPE and glove
debeaking under the watchful eye of the trainers and competency was assessed with the aid of GloGerm.
Other topics included spill management, “what-if” scenarios, local facility risk assessments as well as lessons
learned from Emory, West Africa, Dallas, Nebraska, Bethesda and Bellevue. Because of our recent experience
working with ERGF, ideally we would like to engage with them or another suitable contractor to provide

supplemental technical assistance.

TDH staff also performed a risk assessment at biochemistry and hematology laboratories and raised some
concerns especially regarding automated equipment to CDC'’s laboratory and infection control groups for the
Ebola response. We participated in conference calls with CDC staff and shared pictures that illustrated some
of these concerns. Ideally NIOSH/industrial hygienists would be able to provide technical on-site assistance/
risk assessment in this area. However, hospital leadership has concerns about inviting NIOSH. We respectfully

suggest that CDC ask for hospitals/labs to volunteer to participate in such an assessment; placed in such a








context, hospital leadership may be more willing to participate. A NIOSH risk assessment would provide
tremendous benefit/reassurance or would identify clearly what gaps in biosafety need to be addressed in the

biochemistry and hematology laboratory by instrument manufacturers.

The HAI team will need to hire additional staff in order to perform the activities outlined below, including
conducting facility risk assessments and expanding our efforts beyond acute care settings. However, the
current team has the skills and capacity to train and develop new staff for these roles. Among other staff, we
request a physician to assist Dr. Kainer in these activities and be the overall project manager for Projects Al
and A2, participate in on-site facility assessments, training activities, and interactions with the regulatory arm
of the TDH. They also will be tasked with developing trusting personal relationships with non-hospital/LTAC
staff including urgent care, long term care and ambulatory surgical centers. Trusting relationships are
absolutely key in ensuring that public health gets rapidly notified about outbreaks and incidents of potential
public health importance.

Enter the population the program will cover: 6.35 million

Enter the number of acute care hospitals: 116

Back to Navigation

Work Plan

Activity A

Infection Control Assessment Program (states must address all strategies and activities to be considered for
Activity A funding). Local health departments receiving funding must work collaboratively with the state
health department to assure strategies are complementary and coordinated within 2 years (within 1 year for
activities 1.1 and 1.2).

Strategy 1

Name: Assure an expanded State HAI Plan and Advisory Group is in place.
Associated Outcomes:

1. Establish leadership through an infection control advisory group including local opinion leaders,

hospitals leadership, infection control leaders, and other relevant partners

Activity 1.1
Name: Update current state/city plan to include an assessment of gaps in infection control practices and
outbreak reporting, prioritizing Ebola-designated assessment hospitals and Ebola Treatment Centers, if

applicable. Plan can expand to other acute care hospitals and non-acute care settings.
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Description (1000 Characters): Tennessee's state HAI plan will be updated to include a plan for assessing gaps
in infection control and outbreak reporting in Tennessee Hospitals. We will prioritize Ebola Assessment
Hospitals (EAH)s. Our current approach is described in more detail in A1-1-3. Tennessee's Multi-Disciplinary
Advisory Group (MDAG) on HAI, which meets three times per year (next 3/2/2015), will provide input into
these assessments as well as general updating of the plan, incorporating new HHS action goals, and reviewing
the priorities in Tennessee. The MDAG also will explore expanding this plan to other acute care hospitals as
well as outpatient settings. We will collaborate with HPP/PHEP with the aim that the CONOPS and HAI plans
are synergistic/complementary.

Project Years for this Activity: X] Year 1

If this is a Year 1 Activity please complete the table below:

#1: State HAI plan will be updated to include an assessment of gaps Epidemiologist Start Date:
in infection control practices and outbreak reporting in acute care (new); Physician 4/1/2015
hospitals (prioritizing Ebola Assessment Hospitals). Draft(s) will be (new);‘ End Date:
presented to the State Multi-Disciplinary Advisory Group (MDAG) Meredith Kanago '
on HAI. We expect to form a subgroup (the HPIC) within the MDAG (] st e, 10/1/2015

to discuss this in further detail (see Activity A1-1-2). Dr. Kainer

#2: State Multi-Disciplinary Advisory Group will explore updating Epidemiologist Start Date:
state HAI plan to include an assessment of gaps in infection control  (new); Physician 4/1/2015
practices beyond Ebola Assessment hospitals and outbreak (new);

Meredith Kanago End Date:
(HAI coordinator); 3/31/2016
Dr. Kainer

reporting in outpatient settings (pending funding of activity A2).
Pending input from the MDAG and potential subgroup, this may be
phased in after assessments have taken place at Ebola Assessment
hospitals.

#3: Start Date:

End Date:

Activity 1.2

Name: Expand current HAI advisory group to include additional partners, specifically hospital preparedness
(through representatives from hospital/healthcare coalitions funded through the ASPR Hospital Preparedness
Program), state and/or regional hospital associations, etc. The group should be actively involved with a)
updating the state’s HAI plan; b) interpreting findings from infection control assessments (e.g., gap analysis);
and c) developing mitigation strategies for addressing identified gaps.

Description (1000 Characters): TDH already has a very active MDAG on HAI. We will add the TDH hospital
preparedness (HPP) coordinator and the Director of the TDH Emergency preparedness program (PHEP) to the
MDAG, as well as representatives from the healthcare coalitions funded through ASPR and regional hospital
coordinators (RHCs). Dr. Kainer has already met with leadership of the 8 healthcare coalitions in TN, extended
invitations and has identified persons willing to serve on the overarching MDAG, as well as a sub-working
group of the MDAG on hospital preparedness and infection control; interested RHCs and IPs also have
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volunteered. This working group will review the findings from infection control assessments. Together with
other partners, they will assist in the gap analysis and in development of mitigation strategies and present
these to the overarching MDAG and ensure that HPP/PHEP activities are aligned and synergistic with the HAI
program (e.g., training). The next MDAG is scheduled March 2, 2015.

Project Years for this Activity: X Year 1

If this is a Year 1 Activity please complete the table below:

#1: Extend invitation to hospital preparedness coordinator, Dr. Kainer; Start Date:
representatives of ASPR-funded healthcare coalitions and regional ~ Meredith Kanago 1/20/2015
hospital coordinators to attend MDAG meeting in early March (HAI coordinator); _
2015. At MDAG meeting, explain rationale and expected outcomes; Epidemiologist End Date:
identify volunteers to participate in the sub-working group on e 4/30/2015
hospital preparedness and infection control (HPIC).
#2: MDAG and HPIC will provide input and review drafts to update  Dr. Kainer; Start Date:
state HAI plan (prioritizing EAH)s. Drafts will be updated after Meredith Kanago 5/1/2015
review of findings from assessments of EAHs. (HAI coordinator); )
Physician (new) End Date:

8/1/2015
#3: Initial on-site infection control assessments will be performed  Physician (new); Start Date:
at least 4 EAHs (see A1-3-1), findings recorded in database, gaps PHNC 2 (new); 7/15/2015
identified and reported to MDAG and HPIC. Dr. Kainer End Date:

10/1/2015
#4: HPIC interpret findings reported by EAH assessment team, Physician (new); Start Date:
assist in performing gap analysis, develop suggestions for mitigation = Dr. Kainer 10/1/2015
strategies and present these to the MDAG for approval/input and End Date:
assistance in implementation of mitigation strategies.

12/1/2015
#5: MDAG partners will assist TDH HAI, PHEP and HPP with Physician (new); Start Date:
implementation of mitigation strategies. HPIC will be involved in Dr. Kainer 12/1/2015
reviewing any new findings from EAH assessments/gaps and End Date:
whether any additional mitigation strategies need to be employed.

4/1/2016

HPIC/MDAG will provide feedback on whether mitigation strategies
appear to be effective or need to be adjusted

Back to Navigation

Strategy 2

Name: Improve coordination between public health and all healthcare setting in the state through a mapping
initiative.
Associated Outcomes:

1. Establish inventory of healthcare settings to improve categorization of key parameters outlined in

strategies
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Activity 2.1

Name: Create an inventory of all healthcare settings (acute care, non-acute care, ambulatory) in the state (list
must include at least one infection control point of contact, available HAl-related data, and current
regulatory/licensing oversight authorities for each healthcare facility). This inventory should be sustainable
and updated, as needed, to reflect changes. Include estimated number of healthcare facilities that will be

included in the mapping/inventory.

Description (1000 Characters): TDH will expand and maintain an Access Database which currently includes all
facilities reporting to NHSN (116 ACH; 10 LTACs; 9 IRFs (standalone); 155 OPHD and 158 ASC) to also include
401 LTCFs and 100 urgent care centers. This database includes IC, employee health, and pharmacy points of

contact at each facility, with plans to add laboratory contacts. We will work with state licensure and the

Emergency Preparedness program to update facility information on regular intervals, and facilities will be able

to update their contact information on an on-going basis through a REDCap survey. Infection control contacts

at VA and DOD hospitals will be included. We estimate >900 facilities (including non-licensed urgent care

centers) will be included in the database. We will capture licensing/certification/accreditation requirements

(e.g., TIC), provision for unannounced inspections and credentialing requirements for individual practitioners,

especially those that stipulate IC competencies.

|Z|Year1 |Z|Year2

If this is a Year 1 Activity please complete the table below:

Project Years for this Activity:

#1: Expand Access database to enable capture of long term care
and urgent care centers as well as regulatory/licensure oversight

#2: Work with state licensure and emergency preparedness
program and trade organizations (e.g., TN healthcare association)
to capture facility information and initial points of contact for long
term care facilities. Identify mechanism to get regular updates on
changes to facilities (e.g., mergers, closures, and new facilities)

#3: Send out REDCap survey to update contact information in
Access database. This will be performed on a regular basis (at least
annually). Send out survey to healthcare facilities that capture that
facility's credentialing requirements for individual practitioners,
particularly those that stipulate IC competencies

#4: Conduct meetings with State licensure staff (including
attorneys) and Office of General Council to clarify current
regulatory/licensure authority.

Meet with the TOSHA (state OSHA) to gain understanding of their

authority
#5: Inventory and mapping of healthcare facilities completed
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Epidemiologist
(new);
Ashley Fell

Physician (new);
Epidemiologist
(new)

Epidemiologist
(new);
Ashley Fell

Physician (new);
Dr. Kainer

Epidemiologist
(new);
Ashley Fell

Start Date:
4/1/2015
End Date:
7/1/2015
Start Date:
4/1/2015
End Date:
3/1/2016
Start Date:
11/1/2015
End Date:
3/1/2016
Start Date:
4/1/2015
End Date:
3/1/2016

Start Date:
4/1/2015







End Date:
3/31/2016

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

We will continue to update inventory of facilities, and contact details on at least an annual basis as well as
changes/updates in their credentialing requirements of individual practitioners, especially those that stipulate
infection control competencies. We will attempt to identify a sustainable method of becoming aware of
changes to facilities (e.g., mergers, closures, name changes) and changes to contact details by working with
licensure and trade organizations. We will explore strategies suggested by other ELC funded partners, CDC
DHQP staff, or public health law program. We will work with licensure/regulation to ensure that the HAl team
gets updated to any changes in oversight/licensing authority and any proposed changes (in rules and
regulations or legislation/bills). We will explore the possibility of engaging partners at ASTHO and/or CSTE

(e.g., public health law committee) for suggestions on ways this can be accomplished (see A1-2-2).

Activity 2.2

Name: Explore, pilot, and implement ways to expand oversight (e.g., licensing and credentialing) to include
infection control capacity or competence as a requirement for operations.

Description (1000 Characters): We will request that the public health law subcommittee from the Council of
State and Territorial Epidemiologists (CSTE) consider developing a survey of state and large local health
departments to identify models in rules/regulations and law at state/local levels to support oversight
expansion in licensing and credentialing to include infection control capacity and/or competence as a
requirement for operations. We also hope to obtain input from the CSTE HAI subcommittee, CDC DHQP and
public health law staff, and/or the Association of State and Territorial Health Officials (ASTHO) in developing
this survey and encouraging their members to respond to this survey. Findings from this survey will assist in
discussion on which of these models/concepts could be applied in the Tennessee context for both facility
licensure and relevant professional boards and whether this would require changes in rules/regulations or law
and present this to the relevant boards/attorneys.

Project Years for this Activity: X] Year 1 X] Year 2

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Develop an understanding of current oversight (licensing) and Physician (New); Start Date:
credentialing in the area of infection control in Tennessee as Dr. Kainer 6/1/2015
required by the state End Date:
4/1/2015
#2: Contact CSTE Public Health Law Subcommittee co-chairs to Dr. Kainer Start Date:
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request consideration of the development of a CSTE survey as 4/1/2015

described above. One of the co-chairs of the public health law End Date:
committee is from Tennessee and is supportive of this concept. 6/1/2015
#3: If CSTE is agreeable to concept, convene conference call Physician (New); Start Date:
between representatives from PH Law subcommittee, HAI Dr. Kainer 6/1/2015
subcommittee, CDC staff, and/or ASTHO to discuss concept in End Date:
reater detail; potentially form working group. ’
g p y g group 7/1/2015
#4: Provide input into survey, review drafts, pilot survey Physician (New); Start Date:
Dr. Kainer; 7/1/2015
CSTE PH Law/HAI
working group End Date:
1/1/2016
#5: Survey is deployed and completed; CSTE staff follow-up with CSTE PH Law/HAI Start Date:
non-responders; responses begin to be aggregated by working W0rk_ifjg group; 1/1/2016
group. Potential models are identified and additional details Physician (New) End Date:
obtained from those states/large local health departments '
4/1/2016

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

CSTE working group continues to review data from survey, identifies potential models, and follows-up to
obtain additional details from states and local health departments. Working group produces a report (e.g.,
white paper with promising models). TDH HAI staff will review models and provide evidence to relevant
attorneys in licensure/boards why certain models deserve consideration and obtain feedback/input from
attorneys that work in this area to examine practicability. Together with attorneys will examine whether
implementation of these would be permissible under current law or would require changes in legislation.
Examine whether implementation of these are permissible under current rules and regulations or would
require modification of rules and regulations. We expect that it is likely that some models will require
legislative changes, some may only require rule changes. Determine next steps (e.g., change in

rules/regulations) to achieve aim.

Back to Navigation

Strategy 3

Name: Assess readiness of Ebola-designated assessment hospitals within the state.
Associated Outcomes:
1. State or city-wide healthcare system with comprehensive, effective infection control programs and
practices (i.e., healthcare setting infrastructure, facility level staff competence, healthcare provider

competence, and infection prevention staff competence)
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2. Qualified personnel in both health department and healthcare facilities better prepared to respond to
infectious disease outbreaks in healthcare settings (including interrupting cross transmission) through

on-site assessments, observations, and relevant training

Activity 3.1

Name: Using CDC readiness assessment tool, conduct on-site infection control assessments of, at a minimum,
all Ebola-designated assessment hospitals, to determine gaps in infection control readiness (this should
include an onsite assessment by state health department staff or contractors). At a minimum, include
estimated number of facilities that will be part of the on-site infection control assessments by a 6 month
milestone.

Description (1000 Characters): We will hire a physician, and 2 nurses whose primary responsibility will be to

perform on-site assessments using the latest version of CDC's assessment tool. They will be mentored and
trained by current experienced HAI team staff using training tools made available by CDC and partners. At
present, 18 hospitals have self-designated themselves as Ebola Assessment Hospitals (EAH); there are no
Ebola treatment centers in TN. A checklist distributed by TDH in early Nov 2015 (based on an earlier version of
CDC's readiness assessment tool), was used to assess their current and planned capacity and ability to provide
laboratory point of care testing. Data from assessments will be recorded in a REDCap database. Staff will
identify gaps in infection control readiness using findings from the on-site assessment, including competency
in donning/doffing of personal protective equipment (PPE) as well as data reported to NHSN. Findings will be
presented to the MDAG and the HPIC subcommittee.

Project Years for this Activity: X Year1  [X]Year2

If this is a Year 1 Activity please complete the table below:

#1: Hire staff (physician-- preferably Infectious disease and/or EIS Dr. Kainer Start Date:
trained) and 2 nurses (preferably infection preventionists). [Note-- 4/1/2015
this assumes funding for Project A2; staff will be shared between End Date:
Project Al and A2) '
6/1/2015
#2: Staff (including PHEP and HPP staff) are trained in use of CDC's  Physician (new); Start Date:
tool and how to conduct on-site assessments, including proper Dr. Kainer 6/1/2015
donning and doffing procedures for personal protective equipment End Date:
(PPE). Staff will learn how to document competency in glove
debeaking and doffing of PPE (e.g.,use GloGerm and UV light). 7/15/2015
HPIC and PHEP and Healthcare coalitions will provide input into
prioritization of EAH.
#3: Staff have visited 4 EAHs and provided on-site infection control  Physician (new); Start Date:
assessments, recorded findings in REDCap database, identified PHNC I - A (new); 7/15/2015
gaps, and reported findings to MDAG and HPIC subcommittee (see ~ PHNCII - B (new) S e
A1-1-2). '
10/1/2015

Lessons learned from on-site visits incorporated into future visits.
We will invite local/regional public health staff, especially RHCs and
other PHEP staff, to participate in assessment visits to build local
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public health capacity in infection control.

#4: Staff have visited an additional 5 EAHs (total of 9) and Physician (new); Start Date:
conducted on-site infection control assessments, recorded findings ~ PHNCII - A (new); 10/1/2015
in REDCap database, and identified gaps. Local/regional public PHNCII - B (new); End Date:
health staff attend assessments as time/resources allow. ’
12/1/2015
#5: Staff have visited an additional 9 EAHs (total of 18) and Physician (new); Start Date:
provided on-site infection control assessments, recorded findings in  PHNCII - A (new); 12/1/2015
REDCap database, and identified gaps. Local/regional public health ~ PHNCII-B (new) End Date:
staff attend assessments as time/resources allow. '
3/31/2016

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

Ebola assessment hospitals will receive a follow-up visit to ensure that gaps that have been identified have
been mitigated and that competencies (e.g., in donning and doffing of PPE have been maintained). Follow-up
visits will be scheduled so that facility staff will have had an opportunity to mitigate identified gaps (e.g.,
attended trainings, implemented new policies).

Activity 3.2

Name: Address gaps in the readiness assessment by providing consultation and/or training to assessment
hospitals, working with hospitals to develop a plan to mitigate identified gaps. At a minimum, have a 6 month
and 1 year milestone indicating number of assessment facilities with gaps mitigated.

Description (1000 Characters): Staff will be hired and trained to start performing on-site assessments by mid-
July. Findings and gaps will be documented in REDCap. Findings will be presented to HAI; PHEP; HPP; MDAG,
and HPIC. It is likely that common themes will emerge in the gaps identified in TN and other states. Together
with our partners in TN (e.g., MDAG, APIC chapters,THA, HEN, QSource, healthcare coalitions, PHEP, HPP), we
will develop a plan to address these by providing consultation/training to multiple facilities using a
combination of on-site and webinar training, utilizing CDC-developed training materials. Training will be
interactive (e.g., audience response &/or practicing donning and doffing of own PPE). Ideally we will contract
with the Elizabeth R. Griffin Foundation (ERGF) to provide some training. Our healthcare coalition partners
and IPs expressed strong interest in this approach. Team will work with individual EAHs to develop plans to
mitigate gaps and track corrective actions.

Project Years for this Activity: X Year 1 X] Year 2

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Hire staff (physician-- preferably Infectious Disease and/or EIS Dr. Kainer Start Date:
trained) and 2 nurses (preferably infection preventionists). [Note-- 4/1/2015

this assumes funding for Project A2; staff will be shared between
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Project Al and A2]

#2: Staff are trained in use of CDC's tool and how to conduct on-
site assessments, including competency assessment and how to
document assessments, and identify gaps. On-site assessments are
conducted, documented in REDCap, and lessons learned are shared
with team members. # of EAH facilities with no gaps: Goal=4, but
realistically expect=1 (note: # highly dependent on which EAH get
prioritized for on-site assessment and whether on-site follow-up
assessment have to be performed).

#3: Findings from on-site assessments including gaps will be
discussed with HAI team, MDAG, and HPIC working group. Group
will interpret/review findings including gap analysis reported by
EAH assessment team and develop suggestions for mitigation
strategies. Present suggestions to MDAG for approval/input and
assistance in implementation of mitigation strategies.

#4: TDH staff will provide interactive training (in-person and
webinar) using CDC-provided materials and supplementary
materials from other partners (e.g., Emory/ Nebraska). Will work
closely with emergency preparedness staff to coordinate trainings.
If funded, may contract with ERGF to provide training in East,
Middle and West Tennessee

#5: Number of EAHs with gaps mitigated= 12 (if not all require
follow-up on-site assessment, but phone/webinar
consultation/remote review is acceptable)

Physician (new);
Dr. Kainer

Physician (new);
PHNC Il - A (new);
PHNC Il - B (new)

Physician (new);
PHNC I - A (new);
PHNC Il - B (new)

Physician (new);
PHNC I - A (new);
PHNC Il - B (new)

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

End Date:
6/1/2015
Start Date:
6/1/2015
End Date:
10/1/2015

Start Date:
10/1/2015
End Date:
12/1/2015

Start Date:
10/15/2015
End Date:
3/31/2017

Start Date:
10/15/2015
End Date:
4/1/2016

TDH staff will continue to provide consultation to EAH to develop plans to mitigate gaps and assist in

troubleshooting. TDH staff together with partners (e.g., APIC, THA) will continue to provide interactive

trainings based on planned curriculum from early assessment visits to EAH. We plan to use a train-the-trainer
approach (multiple attendees from each facility). We expect that there may be additional training needs/gaps
identified as more EAHs are visited. Training will include these newly identified needs. As follow-up visits are
performed, TDH staff will note any remaining gaps. We will review these gaps, determine whether there are

common themes among these follow-up EAHs and address these through trainings (potentially using ERGF) or

peer to peer mentoring to assist facilities in overcoming barriers

Activity 3.3
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Name: Perform follow-up assessments to confirm mitigation of identified gaps in infection control in Ebola-
designated assessment hospitals and those identified in acute and non-acute care settings. At a minimum
indicate 6 month and 1 year milestones with number of facilities with follow-up assessments.

Description (1000 Characters): TDH staff will track the timeline of planned corrective actions for identified
gaps for each facility in REDCap and communicate with facility to ascertain that progress is made. To conserve
resources, follow-up visits will not be scheduled unless the EAH believes that they have mitigated identified
gaps. We will explore other methods apart from the on-site follow-up visit to ensure sustainability. This
includes using video captured on smart-phones by staff at EAH to assess/document competencies (e.g., in
donning/doffing of PPE, spill-management, safe transportation of specimens). Such videos and other
associated documents (e.g., picture of signage at triage, floor-plan routes, policies) could be uploaded securely
to REDCap. This would allow staff to review such documentation remotely and not review this on-site, saving
time and resources. These ideas will be presented to MDAG and HPIC workgroup.

Project Years for this Activity: |E Year 1 |E Year 2

If this is a Year 1 Activity please complete the table below:

#1: TDH will communicate with staff at EAHs to track progress Physician (new); Start Date:
made in developing corrective action plans, and mitigating gaps. PHNCII-A(new); | 2/95 /5015
Once facility believes they have mitigated gaps, facility will upload ~ PHNCII - B (new); —
supportive documentation to REDCap. Epidemiologist '
(new) 3/31/2017
#2: After supportive documentation is received, TDH staff will Physician (new); Start Date:
review this information and schedule follow-up site visit to confirm  PHNCII - A (new); 7/15/2015
any outstanding issues PHNC II - B (new) End Date:
3/31/2017
#3: Follow-up visits to EAH are conducted by TDH staff. Physician (new); Start Date:
Local/regional public health staff attend assessments as PHNC I - A (new); 7/15/2015
time/resources allow. Progress made in mitigating gaps will be PHNCII - B (new) End Date:
documented in REDCap. EAH facilities are classified as Ebola ready '
. . 3/31/2017
if no gaps remain.
#4: # of EAH receiving follow-up visit at 6 month mark: Goal= 2 Physician (new); Start Date:
(Note: # depends on extent of gaps identified at initial visit and PHNCII-A(new); 5 /15 /5015
progress made by EAH). PHNCII - B (new) End Date:
10/1/2015
#5: # of EAH receiving follow-up visit at 12 month mark: Goal= 8 Physician (new); Start Date:
(Note: # depends on extent of gaps identified at initial visit and PHNC Il - A (new); 7/15/2015
progress made by EAH). PHNCII - B (new) Sl B
3/31/2016

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters
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We will continue activities described under Year 1. The aim is to ensure that all 18 EAH are "Ebola Ready" in
the shortest period of time. We plan to ensure that staff competencies are maintained at EAH by performing
spot-checks of documentation kept by the facility. This could include video-documentation (e.g., smartphone)

of staff on the Ebola response team donning/doffing PPE. We will continue to track progress in REDCap.

Back to Navigation

Strategy 4

Name: Assess outbreak reporting and response in healthcare facilities
Associated Outcomes:
1. Qualified personnel in both health department and healthcare facilities better prepared to respond to
infectious disease outbreaks in healthcare settings (including interrupting cross transmission) through

on-site assessments, observations, and relevant training

Activity 4.1

Name: Using a standardized outbreak assessment tool, assess capacity of healthcare facilities to detect,
report, and respond to potential outbreaks threats to determine gaps in outbreak reporting and outbreak
responses for all healthcare settings. Outline the timeline and strategy/process for improving infrastructure to
improve outbreak reporting and response.

Description (1000 Characters): Current capacity for detecting, reporting, and responding to outbreaks at the
individual facilities, including ACH, LTACs,OPHD, ASC, LTCFs, IRFs, etc.. will be assessed through a variety of
mechanisms including in-person and/or phone surveys with healthcare facility personnel using CDC's
standardized assessment tool. We will utilize a 3 level scoring system to characterize capacities for HAI
outbreak detection, reporting, and investigation at each facility. We will address identified gaps. Shareable
slide sets will be created with input from CDC for use for different healthcare facilities/practitioners. Training
will be provided to healthcare facility and public health staff and include elements of outbreak detection,
response including defining reportable events, communication protocol, and methods of reporting suspected
clusters/outbreaks to simplify and streamline communication and foster trusting relationships.

Project Years for this Activity: X] Year 1 X] Year 2

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Provide input to CDC in the creation of facility assessment tool ~ Epidemiologist Start Date:
and adapt to develop our own TN facility specific version that may (new) 6/1/2015
capture additional data elements that we wish to capture End Date:
9/1/2015
#2: Deploy assessment tool in person/via telephone using a tiered  Epidemiologist Start Date:
approach strategy to staff at TN healthcare facilities initially (new) 9/1/2015
focusing on 18 identified Ebola assessment hospitals followed in End Date:

descending order by size beginning with other large facilities, long
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term acute care, smaller hospitals, dialysis facilities, long term care 3/31/2017
facilities and ambulatory surgery centers.

#3: Create a training slide set based on CDC training materials, Physician (New); Start Date:
augment with SHEA training materials and other TDH training Epidemiologist 9/1/2015
materials (e.g., fungal meningitis). Trainings will be developed (new) End Date:
using an interactive format (e.g., utilizing audience response and '
feedback) as a mechanism for increased participation and effective Ll
learning.
#4: Conduct in-person and webinar training using developed slide Physician (New); Start Date:
set to address previously identified gaps using a train-the-trainer Epidemiologist 11/1/2015
approach. Training will be conducted for facilities using tiered (new) End Date:
approach as described above. Recorded training webinars will be '
created and made available as reference and continued education 3/31/2016
for new and existing staff.
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

As time and resources allow (e.g., funded for Project A2), TDH will continue to administer the outbreak
capacity assessment tool to healthcare facilities using a tiered approach as described above (A1-4-1-2). Train
the trainer trainings will be continued to be administered as well as recordings made available for new staff
members and the continued education of existing staff. Any additional gaps identified throughout assessment
process and as part of data collected on outbreak responses will be addressed. Tennessee will reach out to
additional partners (e.g., APIC, Renal Networks, healthcare association) in efforts to increase activity

participation and support.

Activity 4.2

Name: Track healthcare associated infections outbreak response and outcome
Description (1000 Characters): TDH staff will provide input to CDC on draft standardized outbreak collection

tool and proposed metrics. The current EFORS data collection tool used for foodborne illnesses will need
major modification to make it applicable to HAls and MDROs and to capture public health impact (e.g.,
number of patients notified/screened). Decisions will need to be made whether to include severe lapses in
infection control (e.g., injection safety, drug diversion). We anticipate data elements will include date of first
event/case, when IP became aware, and the date public health was notified. Once finalized, we will create an
electronic version of this form in REDCap. This tool can then be shared with other state partners.

Project Years for this Activity: X Year 1 X] Year 2

If this is a Year 1 Activity please complete the table below:

#1: Provide input to CDC and other partners on elements to be Physician (new); Start Date:
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used for capture of outbreak data and response. Develop
standardized tool for recording HAI outbreak and event data using
REDCap. In addition, we may include TN specific data fields.

#2: Train HAI team in TDH central office on use of developed
REDCap collection tool and follow with piloting of collection tool in
central office.

#3: Provide input into standard metrics and output measures
suggested by CDC.

#4: Track outbreak response and outcome of HAI events using
public health-submitted REDCap reports. Develop report coding in
SAS that can be used to produce automated reports based on
decided metrics and shared with state partners.

#5: Produce an annual report summarizing outbreak information
documenting summary of response and outcome based on
developed data measures. Data will be reviewed quarterly and
used to tailor focus of future trainings.

Dr. Kainer

Epidemiologist
(new)

Physician (new);
Epidemiologist
(new);

Dr. Kainer

Epidemiologist
(new);

Epidemiologist
(new);

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

4/1/2015
End Date:
7/1/2015
Start Date:
7/1/2015
End Date:
8/1/2015
Start Date:
4/1/2015
End Date:
7/1/2015
Start Date:
7/1/2015
End Date:
3/31/2016
Start Date:
7/1/2015
End Date:
3/31/2016

Data will be collected and tracked in REDCap by public health staff in efforts to identify gaps in outbreak

response and reporting. This information will be presented to the MDAG and trainings described in A1-4-1-3
and A1-4-1-4 will be modified as needed/additional audiences identified and/or re-prioritized. Decisions will
be made on the future of this REDCap outbreak tool regarding the collection of infection control gaps, drug

diversion incidents, etc. (if not already included in the initial outbreak database). We will offer training twice

a year to familiarize new staff with reporting procedures and tools.

Back to Navigation

Activity B

Targeted Healthcare Infection Prevention Programs (select at least Strategy 1, with or without additional

strategies, to be considered for Activity B.

Strategy 1
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Name: Expand infection control assessments
Associated Outcomes:

1. State or city-wide healthcare system with comprehensive, effective infection control programs and
practices (i.e., healthcare setting infrastructure, facility level staff competence, healthcare provider
competence, and infection prevention staff competence)

2. Qualified personnel in both health department and healthcare facilities better prepared to respond to
infectious disease outbreaks in healthcare settings (including interrupting cross transmission) through
on-site assessments, observations, and relevant training

3. Increased implementation of prevention guidelines and policies to assure best practices to eliminate
cross-transmission of pathogens from patient-to-patient or patient-to-healthcare worker, across
healthcare settings

4. Qualified informatics and analytic staff to access, analyze, and interpret HAI surveillance data from,

region to direct and inform actions and response

Activity 1.1

Name: Expand infection control assessments, both in number of facilities and depth/content of assessments,
to identify gaps in infection control practices and procedures at both the facility and provider level. Include
estimates of number of facilities to be assessed in time specific milestones (at 1 year, 2 year, and 3 year) that
are specific for each category of facility (i.e., acute care, long term care, and outpatient).

Description (1000 Characters): We will discuss prioritization of facility/provider types for the expanded
infection control assessments with the multidisciplinary advisory group (MDAG) on HAI and its workgroup on
healthcare preparedness and infection control (HPIC). We propose a tiered approach to assessing non-EAH
facilities: 1) Hospitals with >150 beds that are not designated EAH (N=17); 2) long term acute care hospitals
[LTAC] (N=10). We would sample to gain a better understanding of the extent and nature of gaps by
facility/provider type among: a) smaller acute care hospitals (<151beds), (N=81); b) urgent care centers
(N=100); c) outpatient hemodialysis (N=155); d) outpatient diagnostic centers (N=38); e) ambulatory surgical
centers [ASC] (N=158); f) long term care facilities (N=401). We can then focus on facility types/providers that
pose greatest risk and/or common themes in gaps. CDC's checklist for outpatient settings, CMS tools and
TDH's checklist for dialysis settings will be used/modified.

Project Years for this Activity: Xlyear1  [X]Year2  [X]Year3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Hire staff: physician-- preferably Infectious Disease and/or EIS Dr. Kainer Start Date:
trained) and 2 nurses (preferably infection preventionists) . [Note-- 4/1/2015
staff will be shared between Project A1 and A2]. An administrative
. . . End Date:
assistant will be shared with emergency preparedness to
6/1/2015

coordinate logistics of trainings and site visits.
#2: Present proposal outlining prioritization of non-EAH Dr. Kainer,; Start Date:

facilities/providers for on-site assessments to MDAG and HPIC for Meredith Kanago 4/1/2015
(HAI coordinator);
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input. We propose LTACs and larger non-EAH hospitals be high Physician (new) End Date:
priority because of the likelihood of widespread transmission of 7/1/2015
multi-drug resistant organisms. Urgent care centers in TN have

frequently contacted public health with suspect MERS cases (60%

of calls). Dialysis settings have amplified MERS; ASCs and diagnostic

imaging centers have had injection safety issues.

#3: MDAG and HPIC provide input to prioritization proposal. Physician (New); Start Date:

Proposal is modified and a timeline is established for number and ~ Dr. Kainer 7/1/2015

type of facilities that will be visited. This timeline will be revised End Date:

after we get a better understanding of the time/resources needed

to conduct assessments of different facilities. S

#4: Modify/supplement checklists (e.g., expand Ebola readiness Physician (new); Start Date:

assessment tool) and train staff in their use for different facility PHNC-IIA (new); 6/1/2015

types. Highest priority will be to perform broader assessment of PHNC-IB (new); 4 Date:

infection control in EAH so that these can be combined at the same  EPidemiologist End Date:
.. . . (new); 12/1/2017

visit (see Project A1-3). HAI staff attend training course from SPICE Dr. Kainer

in North Carolina (e.g., provide hands-on training by visiting of '

disinfection/sterilization department). Epidemiologist will create

assessment tool in REDCap.

#5: Staff will perform on-site facility assessments as outlined in #3.  Physician (new); Start Date:

We will strongly encourage local/regional public health staff PHNC-IIA (new); 8/1/2015

(including PHEP and RHCs) to participate in assessments. PHNC-IIB (new) End Date:

At 12 months: expanded, on-site assessment performed at: '

3/31/2017

1) 30 acute care hospitals

2) 3 LTACs

3) 3 outpatient facilities

4) no long term care facilities

Metric is provided to CDC

If this activity occurs within Year 2 please answer the following question.
Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

Staff will continue to perform onsite expanded assessments according to timeline established and
prioritization; results of expanded assessments and identified gaps will be shared with MDAG and HPIC
workgroup.

At 24 months: expanded on-site assessment performed at:

1) 40 acute care hospitals

2) 10 LTACs

3) 20 outpatient facilities

4) 10 long term care facilities

The on-site expanded assessments also will inform a potential hybrid approach of utilizing both on-site and
remote assessments. If we perform remote assessments, we plan to sample some of the facilities where
remote assessments were performed and do on-site visits to get an understanding on the adequacy of remote

22







assessments. Remote assessments likely will involve in-person interviews of key staff and uploading of
supportive materials (e.g., video of competency in donning/doffing PPE, floor-plans and route of moving
suspect measles or Ebola patient, copies of triage signage/ documentation, policies/procedures) to REDCap.

If this activity occurs within Year 3 please answer the following question.
Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

Staff will continue to perform on-site expanded assessments according to timeline established; results of
expanded assessments and identified gaps will be shared with MDAG and HPIC workgroup.

At 36 months: expanded on-site assessment performed at:

1) 50 acute care hospitals

2) 10 LTACs

3) 30 outpatient facilities

4) 20 long term care facilities

In addition, we will perform remote assessments to expand the number of facilities assessed.

Activity 1.2

Name: Perform follow-up assessments to confirm and document mitigation of identified gaps (or potential
problems in outbreak reporting and response) and develop sustainable capacity to assess and address
gaps/problems. Include estimates of number of facilities to be assessed in milestones, specific for each
category of facility (i.e., acute care, long term care, and outpatient). Outline a sustainable capacity to perform
future assessments to assure gaps are identified and mitigated.

Description (1000 Characters): TDH staff will track the timeline of planned corrective actions for identified
gaps for each facility in REDCap and communicate with facility to ascertain that progress is made. To conserve
resources, follow-up visits will not be scheduled unless the facility/provider believes that they have mitigated
identified gaps. We will explore other methods apart from the on-site follow-up visit to ensure sustainability.
This includes using video captured on smart-phones by staff to assess/document competencies (e.g., in
donning/doffing of PPE, safe transportation of specimens). Such videos and other associated documents (e.g.,
picture of signage at triage, floor-plan routes, policies) could be uploaded securely to REDCap. This would
allow staff to review such documentation remotely and not review this on-site, saving time and resources.
Project Years for this Activity: X] Year 1 X] Year 2 X] Year 3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Epidemiologist will modify REDCap to allow for tracking of Epidemiologist Start Date:
expanded assessments for EAH and non-EAH hospitals, LTACs, and (new.);. 7/15/2015
other facility types including ability to perform follow-up. Physician (New);
Dr. Kainer End Date:
3/31/2018
#2: TDH will provide interactive training to mitigate gaps identified = Physician (new); Start Date:

in expanded assessments. We anticipate being able to use training  PHNCII - A (new);
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tools provided by CDC; these will be modified as needed to ensure PHNC Il - B (new) 7/15/2015
that they address identified gaps/needs. End Date:
TDH will communicate with staff at facilities to track progress made 3/31/2018
in developing corrective action plans, and mitigating gaps. Once

facility believes they have mitigated gaps, facility will upload

supportive documentation to REDCap.

#3: After supportive documentation is received, TDH staff will Physician (new); Start Date:
review this information and schedule follow-up site visit to confirm  PHNCII-A(new); 5155515
any outstanding issues have been resolved PHNC II - B (new) I
3/31/2018
#4: Follow-up visits to facilities are conducted by TDH staff. Physician (new); Start Date:
Local/regional public health staff attend assessments as PHNC II - A (new); 7/15/2015
time/resources allow. Progress made in mitigating gaps will be PHNCII - B (new) End Date:
documented in REDCap. '
3/31/2018
#5: Number of facilities that have received follow-up visit at 12 Physician (new); Start Date:
months= 8 acute care facilities. PHNC I - A (new); 7/15/2015
In addition, we will perform remote assessments to expand the PHNC II - B (new) ] s
number of facilities receiving follow-up visits. ate:
3/31/2016

Metric is provided to CDC

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

We will continue activities described above under Year 1. In addition, we will train surveyors on key elements
of infection control to examine when visiting licensed facilities. We also will ensure that investigators working
for professional boards are made aware of key infection control principles and the consequences of not
adhering to these. To establish closer personal relationships with the regulatory arm of the health
department, we propose that one of the nurses spend 1-2 days per week (as travel allows) embedded within
the regulatory arm (building is located about 4 miles from the HAI team).

We may perform some follow-up assessments remotely (see A2-1 above).

Lessons learned in TN and from other states will be incorporated. Tools (including REDCap) will be shared with
other states.

At 24 months: follow-up on-site assessment performed at:
1) 25 acute care hospitals

2) 3 LTACs

3) 3 outpatient facility

4) 0 long term care facilities

If this activity occurs within Year 3 please answer the following question.
Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

We will continue activities described above under Year 1 and 2.
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At 36 months: follow-up on-site assessment performed at:
1) 40 acute care hospitals

2) 10 LTACs

3) 20 outpatient facilities

4) 10 long term care facilities

We anticipate that these on-site assessments will have been supplemented by remote follow-up assessments

Back to Navigation

Strategy 2

Name: Increase infection control competency and practice in all healthcare settings through training.
Associated Outcomes:

1. State or city-wide healthcare system with comprehensive, effective infection control programs and
practices (i.e., healthcare setting infrastructure, facility level staff competence, healthcare provider
competence, and infection prevention staff competence)

2. Qualified personnel in both health department and healthcare facilities better prepared to respond to
infectious disease outbreaks in healthcare settings (including interrupting cross transmission) through
on-site assessments, observations, and relevant training

3. Increased implementation of prevention guidelines and policies to assure best practices to eliminate
cross-transmission of pathogens from patient-to-patient or patient-to-healthcare worker, across
healthcare settings

Activity 2.1

Name: Collect responses from oversight, licensing, or credentialing authorities to incorporate basic infection
control knowledge and practice assessments of competency into state licensing board requirements,
credentialing, and continuing education requirements for healthcare providers (e.g., medical license,
admitting privileges) and/or licensing/accreditation requirements for healthcare facilities.

Description (1000 Characters):

Project Years for this Activity: [ ]Year1 [ ]Year2 [ ]Year3

If this is a Year 1 Activity please complete the table below:

Person Responsible Timeframe

#1: Start Date:
End Date:

#2: Start Date:
End Date:

#3: Start Date:
End Date:

#4: Start Date:
End Date:
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#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

If this activity occurs within Year 3 please answer the following question.
Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

Activity 2.2

Name: Develop and initiate a sustainable training program that will address the most important infection
control gaps. Please indicate types of training proposed in your sustainable training program (e.g., train-the-
trainer, training by partner organizations, etc.). Include a milestone that estimates the number of facilities
receiving training (and indicate if acute care, long term care, or outpatient).

Description (1000 Characters): TDH will develop interactive infection prevention training courses,
incorporating CDC guidance and materials. We will collaborate with the 4 APIC chapters in Tennessee, as well
as appropriate healthcare associations (e.g., THA, Ambulatory Surgery Center Association, etc.) to offer
regional, in-person “train-the-trainer” trainings every year for different healthcare settings. Trainings will focus
on common infection control gaps and basic infection control principles, in addition to providing resources and
materials for attendees to train staff at their own facilities. Tools for evaluation and assessing infection
prevention competencies will be provided. Training will be modular; some will be specific to certain
healthcare settings (e.g., dialysis) and some general. We aim to provide CE credits. We will deliver the same
modules as a series of interactive webinars to allow those unable to travel to regional training to participate.
Materials/recordings will be available online.

Project Years for this Activity: X] Year 1 X] Year 2 X] Year 3

If this is a Year 1 Activity please complete the table below:

Timeframe
#1: Develop training courses, incorporating CDC Physician (New); Start Date:
guidance/materials and similar training programs in other states 11/1/2015

End Date:
12/1/2015
#2: Partner with local APIC chapters and healthcare associations to  Physician (New); Start Date:
schedule regional trainings Dr. Kainer 11/1/2015
End Date:
1/1/2016
#3: Work with local/regional health departments, state Physician (New); Start Date:
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licensure/regulatory agencies, and review facility-level data (NHSN

HAI data, for example) to identify ‘priority’ facilities to attend the (new); End Date:

training in each region ET.NKCa?n(:IreW)’ 1/1/2016

Start series of interactive webinars covering different modules.

Regional and local public health staff will be encouraged to attend

to develop capacity.

#4: Complete three regional, in-person trainings covering Physician (new); Start Date:

approximately 75 acute care hospitals, 10 LTACs, 30 long term care  PHNC2 (new); 1/1/2016

facilities, and 30 urgent care facilities. We also plan to conduct Epidemiologist End Date:

separate training using the same modules for survey staff from (new){ na bate:

regulatory arm (to foster trust between TDH staff and facility staff) Dr. Kainer 3/31/2016

#5: Make training materials/recordings available online (as Physician (new); Start Date:

modules become available) ASA3 (New) 12/1/2015
End Date:
3/31/2016

Epidemiologist

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

11/1/2015

We will continue to deliver interactive train-the trainer trainings (in person and via webinar). Under the PHEP
grant we have requested audience response system/clickers which we plan to utilize during in-person
trainings. We already have experience delivering interactive webinars.

We will develop additional modules for different audiences/healthcare settings. We will develop a "matrix"
of which modules are applicable to what audiences. We will update modules to incorporate lessons learned
from previous trainings, IC assessments, surveyor findings, outbreak investigations in Tennessee and in other

States and as CDC updates training materials.

If this activity occurs within Year 3 please answer the following question.
Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

We will continue to deliver interactive train-the trainer trainings (in person and via webinar)/ observe delivery
of individual modules by regional public health staff. We will update modules to incorporate lessons learned
from previous trainings, IC assessments, surveyor findings, outbreak investigations in Tennessee and in other
States and as CDC updates training materials.

Back to Navigation

Strategy 3

Name: Enhance surveillance capacity to improve situational awareness, describe emerging threats, and
target on-site assessments to implement prevention programs.

Associated Outcomes:
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1. Increased implementation of prevention guidelines and policies to assure best practices to eliminate
cross-transmission of pathogens from patient-to-patient or patient-to-healthcare worker, across
healthcare settings

2. Qualified informatics and analytic staff to access, analyze, and interpret HAI surveillance data from
region to direct and inform actions and response

Activity 3.1

Name: Build capacity to analyze data reported by facilities in a defined region (indicate if different from
region outlined in capacity section) that allows for a comprehensive or representative assessment of risk
adjusted infection rates for a priority infection threat or pathogen. Communicate summarized results to
healthcare facilities in a way to target action based on data. Specifically mention access and use of NHSN data
(and number of facilities targeted for access to data) in milestones. At minimum include one milestone for
obtaining access to NHSN HAI data, including projected/planned number of acute hospitals included and one
milestone for producing reports that identify facilities with higher than predicted HAIs to target prevention

activity.

Description (1000 Characters): TDH has access to HAI data through the NHSN group function; our state
reports are available at: http://health.state.tn.us/Ceds/HAl/index.htm. Our hospitals receive reports on the
number of infections of each type they need to prevent to reach goals (i.e., TAP report); the TAP strategy
allows us to target facilities for prevention/recruitment for collaboratives. We hope that in the future, TN
facilities will submit antimicrobial use and resistance (AUR) data to NHSN, so that TDH can analyze these.
Carbapenem resistant Enterobacteriaceae (CRE) are reportable to our National Electronic Disease Surveillance
System (NBS). We plan to improve situational awareness of CRE and other pathogens identified in CDC
Antimicrobial Resistance Threat Report by displaying geospatial data in a timely manner to stakeholders. We
will explore dashboard capabilities to communicate these data to our stakeholders so that providers can take
appropriate infection control measures and modify antibiotic usage.

Project Years for this Activity: Xyear1  [X]Year2  [X]Year3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Extract CRE data from the NEDSS base system and display on Epidemiologist Start Date:
maps (e.g., similar to Ebola maps used to track progress in West (new) 4/1/2015
Africa) so that appropriate interventions can be taken (low
. . . End Date:
incidence vs. moderate incidence vs. high incidence)

3/1/2016
#2: Discuss with MDAG appropriate ways to display emerging Epidemiologist Start Date:
threats such as CRE. (new); 4/1/2015
Investigate functionality and security issues related to dashboard Dr. Kainer End Date:
options to display geospatial data. '

P play geosp 3/1/2016

#3: Calculate cumulative attributable differences (CADs) using Meredith Kanago Start Date:
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NHSN data from 112 acute care hospitals, 10 long term acute care (HAI coordinator); 4/1/2015
hospitals, 9 free-standing inpatient rehab facilities, 21 inpatient Ashley Fell End Date:
rehab facilities, and 155 outpatient dialysis facilities allowing 3/1/2016
targeted prevention activities in facilities with the most infections

when such calculations can be performed/ risk adjusted models are

available.
#4: Use NHSN data to describe antimicrobial susceptibilities for Epidemiologist Start Date:
selected pathogens in Tennessee; geospatial display of such data (new); 4/1/2015
Meredith Kanago;
Ashley Fell End Date:
3/1/2016
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

We plan to extend the CRE data extraction and analysis to other pathogens (e.g., pneumococcus) where
susceptibility data are captured in NBS. We also will use susceptibility data reported for HAls to NHSN and
display these data geospatially. We will update automated outbreak detection SAS code reports that identify
potential "spikes" in HAI rates at the facility level to match new NHSN variable changes. We will refine
educational materials and approaches for facilities using the TAP strategy using lessons learned from
prevention collaboratives in TN and other states. TDH will work with CDC to guide analytic direction and
identify facilities for prioritized assessments. In addition, we would like to develop facility ranking metrics for
MRSA and CDI that identify facilities that have "excess" community-onset infections of MRSA and CDI.

If this activity occurs within Year 3 please answer the following question.

Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

We will work with CDC to develop an evaluation plan to measure the impact of using the TAP report (e.g.,
specifically examining the number of infections prevented and standardized infection ratio change for those
facilities targeted using the TAP strategy). Currently, susceptibility results are not requested for most
reportable conditions to the NBS. The foodborne diseases group at TDH is interested in exploring its utility for
pathogens such as Shigella, building on the use case of CRE (e.g., geospatial representation). If this proves
useful for Shigella, we likely will request susceptibility data for all bacterial pathogens reported to NBS that are
listed in CDC's antimicrobial resistance threat report, as we on-board facilities for electronic laboratory result

(ELR) reporting.

Activity 3.2
Name: Implement a response plan to address potential emerging threats identified by using enhanced

surveillance (through outbreak reporting and through action based on analysis of surveillance data).
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Description (1000 Characters): REDCap was implemented in TN in Sept. 2013. During 2014, we developed an
outbreak template for Middle East Respiratory Syndrome (MERS) using CDC-developed draft standard forms
as our starting point. This template was then adapted for use during the Ebola response for contact tracing
and symptom monitoring. TDH’s goal is to compose a generalizable and useful outbreak template for any
outbreak threat such as MERS, Ebola, Measles, or CRE. TDH wants to enable joint monitoring by both
healthcare and public health regions. REDCap has limitations regarding data access groups; TDH has developed
a workaround for this issue but for usability in future outbreaks, monitoring needs to be streamlined. The
developers are willing to work with us to develop "plug-ins" to mitigate these limitations. In addition, different
pathogens have different requirements for outbreak investigations/response. We would like to create some
outbreak templates that takes these different requirements into account.

Project Years for this Activity: XlYear1  [X]Year2  [X]Year3

If this is a Year 1 Activity please complete the table below:

#1: Draft contract with REDCap developers to mitigate gaps and Dr. Kainer; Start Date:
ensure REDCap is highly functional and user friendly during 4/1/2015
outbreak response. End Date:
3/1/2016
#2: Explore REDCap plug-in concept with developers to improve Dr. Kainer; Start Date:
functionality (e.g., allow joint monitoring by public health and Caleb Wiedeman 4/1/2015
healthcare facility). Currently, data access groups are mutually End Date:
exclusive with regard to individual records. The concept is to allow a/1 2016.
the healthcare facility to "borrow" a record from the public health /1
jurisdiction and "return" as soon as they completed the daily fever
monitoring.
#3: Modify MERS outbreak project in REDCap as a standard Epidemiologist Start Date:
template for any outbreak and develop standard analysis code in (new) 6/1/2015
T End Date:
3/1/2017
#4: Adapt outbreak project for other emerging pathogens, Epidemiologist Start Date:
including such conditions as measles, antimicrobial resistant (new) 6/1/2016
organisms, MERS-CoV, and novel influenza viruses. End Date:
3/31/2018
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.
Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters
In year 2, TDH will pilot the REDCap outbreak template in local, regional, and metro health departments and

hospitals. The pilot will identify areas for improvement, train PH staff and healthcare facilities in data entry
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and reporting with REDCap, and result in a better trained workforce for outbreak response and increase
response capacity. MDAG and HPIC will discuss ways to strengthen relationships with hospitals and
surrounding facilities to increase regional surveillance and establish a workflow/communication protocol that
may utilize REDCap. A 1-page outbreak guide will be developed for any facility type/provider. This will include
clear definitions of infectious threats of epidemiologic importance, including definition of outbreaks and what
must be reported to public health. This should assist in reducing transmission of pathogens. This 1-page guide

will also be distributed through APIC chapters to all existing and new Infection Preventionists.

If this activity occurs within Year 3 please answer the following question.

Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

In year 3, TDH will provide ongoing training in outbreak response strategies to ensure qualified healthcare
personnel are available to respond to infectious disease outbreaks in facilities. It is our goal that each facility
will have trained staff to access, analyze, and interpret REDCap outbreak data for use in informing actions and
response (e.g., contact investigations, monitoring for symptoms). Public health staff will use at least part of
the facility assessments described in A1-3 and A2-1 when investigating outbreaks. The 1-page outbreak guide
will be updated and distributed annually to providers along with the reportable disease list. TDH and HPIC will
evaluate the gaps in facility communication when transferring patients to reduce transmission of infectious
pathogens between facilities. Transfer forms will be piloted to various facility types to identify the best way

for facilities to communicate infectious diseases and prevent transmission upon patient transfer.

Back to Navigation

Performance Measurement and Evaluation
Note: Awardees will be required to report on a small set of CDC-defined performance measures. CDC will

release supplemental information and guidance containing required performance measures following the

posting of this funding announcement.

Applicants should describe in a brief narrative (one paragraph maximum) a plan to collect and respond to
required CDC-defined performance measures. This paragraph should include a statement acknowledging the
understanding that CDC-defined measures are forthcoming and that the applicant will actively work with CDC
to provide the measure data and contact CDC if barriers in providing measures are identified. Applicants
should also describe the anticipated individual(s) responsible for monitoring and responding to required
performance measures. Additionally, possible barriers/challenges to data collection/reporting may be noted
along with any high level mitigation strategies. Applicants may also describe how evaluation data might be
shared with key stakeholders and used by the awardee to improve program quality and demonstrate the value

of this supplemental funding.
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Epidemiology and Laboratory Capacity (ELC)

Building and Strengthening Epidemiology, Laboratory and Health Information Systems
Capacity in State and Local Health Departments

PROGRAM COMPONENT: Enhanced Laboratory Biosafety Capacity

We understand that CDC defined measures are forthcoming. We will actively work with CDC to provide these
performance measures and alert CDC if we encounter barriers in providing these. The new physician (to be
funded under this application) will be the person responsible for monitoring and reporting performance
measures. Until the physician is hired, Dr. Kainer will be the person responsible. Evaluation data will be
shared within the TDH (including emergency and hospital preparedness), and external partners in Tennessee
such as the multidisciplinary advisory group (MDAG) on HAI (and its membership organizations) and the
healthcare preparedness infection control (HPIC) working group. We also will share lessons learned and any
best practices identified and tools used with CDC and other States/large city counterparts. Data sources will
include the access database inventory of healthcare facilities, REDCap databases (to be developed) to capture
information for the performance measures; records kept on training activities (number, type of attendees,
evaluation forms).

Performance measures will include:

1) Complete inventory and mapping of healthcare facilities (annual)

2) Number of acute care facilities receiving on-site assessments, by type of facility (Ebola Assessment
Facility, other acute care, non-acute care) (at least semi-annual)

3) Number of surveyors, health department staff, and related partners trained in on-site assessments
(annual)

4) Number of acute care facilities having staff participate in IC training program/activities (Annual

5) Number of healthcare providers receiving training linked to competency assessment, licensure, or CE
(Annual)

6) Line list of summary information documenting outbreaks reported and summary of response and
outcome, using standard reporting instrument developed with CDC (Annual)

7) Number and Standardized Infection Ratios of each HAI (i.e., CDI and MRSA BSls, CAUTI, CLABSI) among
facilities in catchment and also the subsetting facilities receiving any assessment and/or any training
activity (Annual)

8) Line list of Ebola assessment facilities and status of on-site assessments, proposed dates of assessment,
documentation of any gaps that exist and documented mitigation status.

9) Updated HHS HAl action plan

10) Discuss activities with CDC at beginning of project to discuss project plans and clarify activities

11) Participation in regular (monthly/quarterly) technical assistance calls

We offer the following comments/suggestions about these proposed performance measures: (2) consider also
capturing number of remote assessments performed (in addition to on-site assessments); (5) this may be very
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difficult to obtain without burdening healthcare facilities; (8) in TN there is sensitivity surrounding public
identification of Ebola Assessment Hospitals; no such list is currently published. We also respectfully request
that CDC strongly consider allowing an option for sites to upload (e.g., CSV file) the status of assessments, gaps
etc... to the online tracking tool. We are planning to use REDCap to capture information on the status of each
facility, gaps etc.... To ensure data integrity and accuracy it would be very helpful to be able to upload this
information, rather than perform double data entry.

The metric under A1-3-2 asking us to report number of EAH having successfully mitigated all gaps will be
heavily dependent on how each state prioritizes initial assessments of EAH. If a state prioritizes in its
assessment EAH that are more “prepared”, then this number will be much higher than states that prioritize
facilities they are more concerned about. CDC guidance on prioritization of such assessments would be

appreciated if such a metric will be used as a performance measure.

The amount of travel required to perform on-site assessments in a long state such as Tennessee is substantial;

We anticipate that this will impact ability to recruit staff.

Back to Navigation
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Epidemiology and Laboratory Capacity (ELC)

Building and Strengthening Epidemiology, Laboratory and Health Information Systems
Capacity in State and Local Health Departments

Enhanced Laboratory Biosafety Capacity

Awardee Tennessee Department of Health

Navigation

Click CTRL + Link to jump to specific sections of this document:
Guidance
Project Approach
Applicant Capacity
Work Plan
Strategy 1
Strategy 2

Performance Measurement and Evaluation

Guidance

The following work plan will outline the awardee’s plans, milestones, and expected outcomes related to public health
functions described in CK14-1401PPHFSUPP15. Please review the supplement prior to completing this application.

If there are any questions or concerns while completing this application, please contact your ELC or Program POC to

address and resolve the issue.

When completing the form it is important to note that this is a locked document, and only specific form fields and
sections are editable. Please do not make an attempt to edit or alter sections of the form that are not available for edits

as it could delay and alter the ability to review the application.

Spell Check: Please run a spell check by clicking the button below.

Spell Check








Track Changes: You may use track changes with this document by clicking the buttons below.

Turn Track Changes On/Off Accept All Changes

Back to Navigation

Project Approach

Problem Statement
Please limit the response to this section to half a page - This section is unrestricted to allow entry of additional

materials beyond text (including graphics, pictures, etc) as necessary.

In March of 2014, the largest Ebola outbreak occurred in Western Africa and cases were seen in the United
States. This event prompted all states to assess their capability to handle high risk infectious diseases. One
aspect of this preparation was to assess the capability of clinical laboratories to handle potentially infectious
body fluids for not just infectious disease testing, but also routine clinical chemistry and hematology testing
that is required to diagnose patients. In Tennessee, the Department of Health received numerous inquiries
from laboratories on the proper procedures for collection of samples, performing routine tests such as malaria
microscopy, handling contaminated waste, and shipping specimens to the state laboratory for influenza and
Ebola Virus Disease (EVD) testing. There was much confusion about the risk of working with an Ebola patient’s
specimens and the application of established blood borne pathogen practices. These inquiries point to a lack
of biosafety knowledge in most clinical laboratories. It appears that biosafety plans may be absent or
incomplete, staff may require biosafety education and biosafety procedures need to be fully implemented and

enforced. Tennessee is applying for this grant to help correct this problem.

Purpose
Describe in 2-3 sentences specifically how the application will address the project’s problem as described in

the component project’s ‘Problem Statement.’

The Tennessee Department of Health will create and fill a Laboratory Biosafety Officer position. This person
will work with all clinical laboratories in Tennessee to assess their biosafety practices and look for any existing
gaps in biosafety. They will provide education on biosafety practices and biosecurity to help fill any gaps

found and create a long lasting biosafety environment.

Back to Navigation








Applicant Capacity

Address the jurisdiction’s current capacity to successfully implement the proposed strategies and activities
(including describing staff and other infrastructure already in place that you will build upon) to meet project
period outcomes.

Please limit the response to this section to 1 page - This section is unrestricted to allow entry of additional

materials beyond text (including graphics, pictures, etc) as necessary.

Tennessee has approximately 125 laboratories that collect and perform some limited patient testing. Half of
these laboratories only collect specimens and perform on-site waived point of care testing. All other testing is
sent to a commercial clinical laboratory or to a parent hospital laboratory. The remaining 60+ laboratories
perform a range of clinical chemistries and infectious disease testing. Tennessee also has three Laboratory
Response Network (LRN) laboratories performing the LRN test protocols. To ensure a rapid response
capability and surge capacity, these laboratories are geographically located in the three grand divisions of the
state. Whether only collecting specimens, performing point of care tests, or sophisticated automated clinical
chemistries, all of these laboratories handle biological specimens and need to be aware and practice
bloodborne pathogen and infectious disease laboratory practices. Samples need to be packaged and shipped
using current federal Department of Transportation (DOT) approved shipping containers and regulations.

The Tennessee Department of Health (TDH), Laboratory Services has a long history of working with
laboratories and providing education and training. TDH has a Laboratory Bioterrorism Coordinator, a Sentinel
Laboratory Coordinator, and a Training Coordinator who work with clinical laboratories to provide continuing
education and training. The Training Coordinator also acts as the Select Agent Responsible Official and has
ensured that the laboratory complies with all Select Agent/LRN biosafety and biosecurity practices and
successfully passes the Select Agent inspections. They offer workshops on LRN/ASM testing protocols and
updates on emerging infections. The Sentinel Laboratory Coordinator maintains a data base of contact
information and regularly provides health alerts and updates. TDH provides workshops on DOT approved
packaging and shipping of biological specimens. These workshops are held at no charge at locations across
the state to ensure that they are readily accessible to the clinical laboratories and allow the laboratories to
meet the bi-annual certification requirements. After the EVD scare, TDH received numerous inquiries about
shipping specimens to the State public health laboratory or CDC for testing. Laboratories lacked adequate
DOT certified staff. TDH immediately developed and hosted 11 shipping and packaging classes that trained
242 laboratorians so that they could be certified.

The Central Laboratory Facility in Nashville has a dedicated training laboratory with an attached classroom.
This facility is used to train clinical laboratorians on all aspects of infectious disease testing. Tennessee was
the first state to develop and provide Sentinel Laboratory training in the ASM bioterrorism testing procedures.
In addition to local workshops and a dedicated training site, TDH has the capability to provide webinars. In

2014, a webinar on biosafety and shipping of potential EVD specimens was held for laboratorians. This








webinar provided information on blood borne pathogens, proper PPE, use of biological safety cabinets, and
packaging and shipping of biological specimens. The webinar reached laboratories all over Tennessee and had
100 participating sites.

The Public Health Laboratory Director, Dr. Richard Steece, serves on APHL’s Infectious Disease Committee and
is working with the Biosafety Subcommittee on a biosafety checklist that can be used to assess the biosafety
practices and gaps that laboratories have.

Back to Navigation

Work Plan

Strategy 1

Name: Enhance Public Health Laboratory Biosafety Capacity
Associated Outcomes:
1. More trained staff knowledgeable in working with infectious organisms and other
emerging pathogens of public health concern

2. Improved biosafety practices for handling/processing Ebola and other highly
infectious specimens at public health and clinical labs

3. Labs better equipped to serve jurisdiction in the inactivation and disposal of
specimens and other laboratory waste from suspected Ebola or other highly

infectious agents

Activity 1.1

Name: Update jurisdiction’s biosafety guidelines for Ebola specimens and other emerging infectious diseases
based upon CDC guidelines and make them readily available.

Description (1000 Characters): TDH will create a position and hire a laboratory biosafety officer. Approval to
create the position has already been obtained. This person will be trained in biosafety and biosecurity
procedures. Funds are requested to allow this person to attend biosafety training at CDC/APHL developed
training, attend the week long biosafety course available from the American Biological Safety Association, and
attend Tennessee Occupational Safety and Health safety workshops. After completion of this training, the
biosafety officer will review and update the biosafety and biosecurity guidelines for Ebola specimens and
emerging infections. TDH will contract with a consulting organization to provide biosafety consultation. The
consultant will assist the biosafety officer along with other TDH staff in developing training material to provide
information to clinical laboratories.

Project Years for this Activity: Xvear1  [X]Year2  [X]Year3

If this is a Year 1 Activity please complete the table below:
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Year 1 Milestones/Outputs (500 Characters each) Person Responsible  Timeframe

#1: Designate a laboratory biosafety officer with jurisdiction’s Dr. Richard Steece,  Start Date:
public health laboratory. Jim Gibson 4/1/2015
End Date:
7/1/2015
#2: Discuss this project’s funded activities and work plan with APHL = Dr. Richard Steece, = Start Date:
(CDC’s designated Subject Matter Expert for this project). Jim Gibson 5/1/2015
End Date:
6/30/2015
#3: The biosafety officer will obtain training at CDC/APHL Biosafety Officer Start Date:
sponsored training 7/1/2015
End Date:
3/30/2016
#4: The current TDH consultant contract will be amended and Jim Gibson Start Date:
utilized to provide biosafety consulting to assist in training. The 4/1/2015
biosafety officer will work with the consultant to gain knowledge of End Date:
biosafety practices and assess and update laboratory biosafety '
T 3/30/2016
guidelines.
#5: The biosafety officer will attend the American Biological Safety  Biosafety Officer Start Date:
Association convention to obtain up to date information on 10/9/2015
biosafety End Date:
10/14/2015

If this activity occurs within Year 2 please answer the following question.
Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters
The biosafety officer will attend all CDC/APHL biosafety and biosecurity training events. The biosafety officer

will continue to update guidelines and make them accessible to all laboratories in Tennessee.

If this activity occurs within Year 3 please answer the following question.
Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters
The biosafety officer will attend all CDC/APHL biosafety and biosecurity training events. The biosafety officer

will continue to update guidelines and make them accessible to all laboratories in Tennessee.

Activity 1.2

Name: Perform risk assessment(s) of jurisdiction’s public health laboratory to assure the lab can safely handle
and dispose of specimens suspected of Ebola and other highly infectious agents.

Description (1000 Characters): The biosafety officer will visit each of the three Tennessee public health
laboratories to assess their current biosafety practices and discover gaps that need closing. Both self-

assessments and on-site observations may be used to complete the assessments. Assistance will be given in







helping these laboratories close gaps through education and training of staff. -A report will be developed for
the Public Health Laboratory Director to list the issues found during the assessments and address resources
that are needed to correct deficiencies.

Project Years for this Activity: XlYear1  [X]Year2  [X]Year3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Develop a risk assessment tool/checklist to be used to assess Biosafety officer Start Date:
laboratory biosafety and biosecurity practices. 7/1/2015
End Date:
9/1/2015
#2: Visit the three public health laboratories and complete Biosafety officer Start Date:
assessments of biosafety 9/1/2015
End Date:
10/1/2015
#3: Work with each public health laboratory to develop mitigation  Biosafety officer Start Date:
strategies and provide laboratorian education and training. 10/1/2016
End Date:
3/30/2016
#4: Develop a report explaining the most common biosafety issue Biosafety officer Start Date:
found during the assessments 2/1/2016
End Date:
3/30/2016
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

The biosafety officer will annually visit Tennessee each of the three public health laboratories to assess their
current biosafety practices and discover gaps that need to be mitigated. Both self-assessments and on-site
observations may be used to complete the assessments. Assistance will be given in helping laboratories close
gaps through education and training of staff. An annual report will be written to list the deficiencies found

and address strategies to correct these issues and ensure long term compliance.

If this activity occurs within Year 3 please answer the following question.

Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

The biosafety officer will annually visit each of the three public health laboratories to assess their current
biosafety practices and discover gaps that need to be mitigated. Both self-assessments and on-site

observations may be used to complete the assessments. Assistance will be given in helping laboratories close
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| gaps through education and training of staff. An annual report will be written to discuss issues that may
continue to be found and address improvements that have occurred due the assessment process, assistance

with gaps, and education of staff.

Activity 1.3

Name: Develop, provide or assure access to tools (i.e., risk assessment templates or models, exercises),
guidance, trainings and other educational activities for sentinel clinical laboratories and facilities to maintain
component staff knowledgeable in working with infectious organisms of public health concern.

Description (1000 Characters): Training will be provided across the state for clinical laboratory staff. This
training will include Sentinel Laboratory training, Packaging and Shipping of biological specimens, biosafety
practices, and the proper use of a biological safety cabinet. Training resources such as newsletters, emails,
webinars, and individual communication will be utilized to provide information and assist laboratories in
biosafety. Laboratory packaging and shipping classes will continue to be held to ensure that all laboratories
understand DOT regulations and have certified staff.

Project Years for this Activity: X] Year 1 X] Year 2 X] Year 3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Training aids, presentations, and workshops will be developed  Biosafety Officer, Start Date:
in biosafety practices Rolinda Eddings 9/1/2015
(Training
Coordinator), End Date:
Sentinel 12/31/2015

Coordinator,

Irmgard Brown (

Laboratory

Bioterrorism

Coordinator)
#2: Develop a risk assessment tool/checklist to be used to assess Biosafety officer Start Date:
laboratory biosafety and biosecurity practices. 7/1/2015

End Date:
10/1/2015

#3: Workshops in packaging and shipping will be held across the Rolinda Eddings, Start Date:

state. Sentinel Laboratory 4/1/2015

Coordinator
End Date:

3/30/2016
#4: Biosafety Training workshops will be provided Biosafety Officer, Start Date:
Rolinda Eddings 1/1/2016
End Date:
3/30/2016
#5: Start Date:
End Date:







If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

Training will be provided across the state for clinical laboratory staff. This training will include Sentinel
Laboratory training, Packaging and Shipping of biological specimens, biosafety practices, and the proper use of
a biological safety cabinet. Training resources such as newsletters, emails, webinars, and individual
communication will be utilized to provide information and assist laboratories in biosafety. Laboratory
packaging and shipping classes will continue to be held to ensure that all laboratories understand DOT

regulations and have certified staff.

If this activity occurs within Year 3 please answer the following question.

Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

Training will be provided across the state for clinical laboratory staff. This training will include Sentinel
Laboratory training, Packaging and Shipping of biological specimens, biosafety practices, and the proper use of
a biological safety cabinet. Training resources such as newsletters, emails, webinars, and individual
communication will be utilized to provide information and assist laboratories in biosafety. Laboratory
packaging and shipping classes will continue to be held to ensure that all laboratories understand DOT

regulations and have certified staff.

Activity 1.4
Name: Implement mitigation strategies based upon results of assessment at Public Health Lab.

Description (1000 Characters): When the Biosafety Officer visits each of the three public health laboratories
they will implement any immediate mitigation that is critical and can be implemented with current resources.
After the visit, they will compile a list of mitigation that requires additional resources and meet with
management staff to discuss obtaining the resources that are needed. A short-term and long-term mitigation
strategy will be developed. They will work with Ftraining staff to provide in-house training or explore other
training that may be needed. The Public Health Laboratory Director will be informed of all practices that need
to be updated or changed.

Project Years for this Activity: X] Year 1 X] Year 2 X] Year 3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: During the laboratory assessments, mitigation will be Biosafety Officer Start Date:
implemented for practices that are required and can be 10/1/2015
lish ith t .
accomplished with current resources End Date:
3/30/2016
#2: Biosafety practices that require additional resources or training = Biosafety Officer, Start Date:
will be noted. Meetings with laboratory management to discuss Laboratory 10/1/2015
availability of resources and developing expertise will be Management End Date:
conducted. '







3/30/2016

#3: The Public Health Laboratory Director will be provided a report  Biosafety Officer Start Date:
listing deficiencies and the mitigation that has occurred to correct 10/1/2015
the deficiencies. End Date:
3/30/2016
#4. Start Date:
End Date:
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.
Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters
Annual assessments and subsequent mitigation of deficiencies will be conducted at the public health

laboratories. A status report will be generated for the Public Health Laboratory Director.

If this activity occurs within Year 3 please answer the following question.
Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters
Annual assessments and subsequent mitigation of deficiencies will be conducted at the public health

laboratories. A status report will be generated for the Public Health Laboratory Director.

Activity 1.5

Name: Address gaps identified through assessment at public health laboratory.

Description (1000 Characters): When the Biosafety Officer visits each of the three public health laboratories
they will discuss any observed deficiencies with the laboratory manager and implement any immediate
mitigation that is critical and can be implemented with current resources. Any deficiency that cannot be
immediately corrected will be compiled and discussed with laboratory management staff to obtain the
required resources, equipment, or training. A short-term and long-term mitigation strategy will be developed
and implemented as soon as the resource is obtained. A follow-up assessment will be conducted to ensure
that deficiencies were addressed and solutions implemented and in practice.

Project Years for this Activity: X] Year 1 X] Year 2 X] Year 3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: During the laboratory assessments, mitigation will be Biosafety Officer, Start Date:
implemented for practices that are required and can be Laboratory Manager 10/1/2015
accomplished with current resources. End Date:
3/30/2016
#2: All deficiencies will be corrected as resources are obtained Biosafety Officer, Start Date:

Laboratory Manager 10/1/2015







End Date:

3/30/2016
#3: A reassessment will be conducted after implementation of the  Biosafety Officer Start Date:
mitigation strategies. 10/1/2015
End Date:
3/30/2016
#4: A report of the assessments and implementation of mitigation  Biosafety Officer Start Date:
will be written and provided to the Public Health Laboratory 2/1/2016
Director. End Date:
3/30/2016
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.
Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters
Annual assessments and subsequent mitigation of deficiencies will be conducted at the public health

laboratories. A status report will be generated for the Public Health Laboratory Director.

If this activity occurs within Year 3 please answer the following question.

Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

Annual assessments and subsequent mitigation of deficiencies will be conducted at the public health
laboratories. A status report will be generated for the Public Health Laboratory Director.

Back to Navigation

Strategy 2

Name: Improve Laboratory Coordination and Outreach
Associated Outcomes:
1. Improved biosafety practices for handling/processing Ebola and other highly

infectious specimens at public health and clinical labs

2. Better coordination of biosafety practices between public health labs and clinical
partners
3. Labs better equipped to serve jurisdiction in the inactivation and disposal of

specimens and other laboratory waste from suspected Ebola or other highly

infectious agents

Activity 2.1
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Name: Work with jurisdiction’s clinical laboratory partners to perform their own risk assessments and
coordinate this activity with any proposed infection control assessments performed as part of a proposed
Infection Control Assessment and Promotion Program.

Description (1000 Characters): The biosafety officer will develop a letter to introduce him/herself and explain
the need to assess the biosafety and biosecurity practices in clinical laboratories. The letter will include
resources such as the recently updated CDC "Guidance for U.S. Laboratories for Managing and Testing Routine
Clinical Specimens When There is a Concern About Ebola Virus Disease" and the CDC "Biosafety in
Microbiological and Biomedical Laboratories" manual. The biosafety officer will develop a risk assessment
checklist and provide it to laboratories to use to perform a self-assessment. They will visit these laboratories
and review their self-assessment findings and possibly help them conduct their assessment. They will discuss
deficiencies that are found and possible mitigation. State laboratory training resources will be used to train
laboratorians on biosafety and biosecurity practices, packing and shipping regulations, and Sentinel Laboratory
bioterrorism procedures.

Project Years for this Activity: Xlyear1  [X]Year2  [X]Year3

If this is a Year 1 Activity please complete the table below:

#1: Develop an informational letter to be sent to all laboratories to  Biosafety Officer Start Date:
introduce the biosafety officer and explain the need and process for 7/1/2015
assessment of biosafety and biosecurity .
I Y ! urity End Date:
10/1/2015
#2: Develop an assessment tool that can be used by clinical Biosafety Officer Start Date:
laboratories to assess their biosafety and biosecurity practices. 7/1/2015
End Date:
10/1/2015
#3: Provide the assessment tool to clinical laboratories. Biosafety Officer Start Date:
7/1/2015
End Date:
10/1/2015
#4: Visit clinical laboratories to help them review their assessment, = Biosafety Officer Start Date:
help develop mitigation strategies, explain available training 8/1/2015
resources, and be available as a consultant.
End Date:
3/30/2016
#5: The state laboratory will provide training on biosafety and Biosafety Officer, Start Date:
biosecurity, packaging and shipping, and Sentinel Laboratory Rolinda Eddings 4/1/2015
procedures. (Training End Date:
Coordinator), nd Date:
Sentinel 3/30/2016

Coordinator,
Irmgard Brown (
Laboratory
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Bioterrorism
Coordinator)

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

The Biosafety Officer and the State laboratory will continue to provide biosafety and biosecurity assessments
and training to ensure that all laboratories have an opportunity to comply with biosafety guidelines and
improve their compliance. Training will be provided on packaging and shipping biological specimens so that all

laboratories have DOT certified shippers.

If this activity occurs within Year 3 please answer the following question.

Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

The Biosafety Officer and the State laboratory will continue to provide biosafety and biosecurity assessments
and training to ensure that all laboratories have an opportunity to comply with biosafety guidelines and
improve their compliance. Training will be provided on packaging and shipping biological specimens so that all

laboratories have DOT certified shippers.

Activity 2.2

Name: Work with jurisdiction’s clinical partners to address gaps identified in their own risk assessments.
Description (1000 Characters): The biosafety officer will provide the self-assessment tool to each clinical
laboratory. They will conduct a conference call/webinar to discuss the tool and give laboratories a mechanism
to ask questions and address any issues they have. A survey will be conducted using Survey Gizmo to assess
the major gaps that are being found as laboratories complete their assessment and any difficulties with the
assessment tool. During this process, the safety officer will be available by telephone and email to act as a
biosafety consultant. In turn, the biosafety officer will use the laboratory contract consultant as a resource to
help find solutions to difficult to unique gaps that they cannot address. The biosafety officer will begin making
appointments and visiting laboratories that need help completing the assessment and develop gap solutions.
Project Years for this Activity: X] Year 1 X] Year 2 X] Year 3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Self-assessment tool is provided to clinical labs and an Biosafety Officer Start Date:
introductory conference call/webinar is held to introduce the 7/1/2015
assessment. End Date:
10/1/2015
#2: A survey conducted using Survey Gizmo to assess the major Biosafety Officer Start Date:
deficiencies found during the self-assessment and the satisfaction 8/1/2015
with the assessment tool. End Date:
11/1/2015
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#3: The Biosafety Officer remains available to the laboratories for Biosafety Officer Start Date:

consultation. 7/1/2015
End Date:
3/30/2016

#4: The contract biosafety consultant is utilized to help develop Biosafety Officer, Start Date:

training needs, develop mitigation solutions, and help the biosafety = Contract Consultant 7/1/2015

officer with issues. End Date:

3/30/2016
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.
Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters
Visits to clinical laboratories will continue. The biosafety officer will be available to answer questions from the

laboratories and provide possible solutions to gaps. Data will be gathered using survey tools and on-site visits.

If this activity occurs within Year 3 please answer the following question.

Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

Visits to clinical laboratories will continue. The biosafety officer will be available to answer questions from the
laboratories and provide possible solutions to gaps. Data will be gathered using survey tools and on-site visits.

Activity 2.3

Name: Work with clinical labs to identify and implement mitigation strategies from the clinical laboratory risk
assessments.

Description (1000 Characters): When the Biosafety Officer visits each of the clinical laboratories he will
discuss any observed deficiencies with the laboratory manager and suggest ways to implement any immediate
mitigation that is critical and can be implemented with current resources. Any deficiency that cannot be
immediately corrected will be noted and ways to obtain the required resources, equipment, or training will be
discussed. A follow-up call or on-site visit be conducted to ensure that deficiencies were addressed and
solutions implemented and in practice.

Project Years for this Activity: X] Year 1 X] Year 2 X] Year 3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Discuss the assessment findings and mitigation solutions with Biosafety Officer Start Date:
the clinical laboratory staff through telephone calls, email, or on- 7/1/2015
site visits. End Date:
3/30/2015
#2: Provide mitigation solution guidance when requested and Biosafety Officer Start Date:
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inform the laboratory of resources that can be obtained by them or 7/1/2015

provided through state laboratory training and education. End Date:
3/30/2015
#3: Provide follow-up contact calls or visits to assess the progress  Biosafety Officer Start Date:
in mitigating gaps and the need for more assistance in getting gaps 7/1/2015
closed. End Date:
3/30/2016
#4: Provide mitigation successes to all laboratories through a Biosafety Officer Start Date:
newsletter, email or mailing. 8/1/2015
End Date:
3/30/2015
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.
Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters
Calls, visits, and communication to clinical laboratories will continue. The biosafety officer will be available to

answer questions from the laboratories and provide possible solutions to gaps.

If this activity occurs within Year 3 please answer the following question.
Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters
Calls, visits, and communication to clinical laboratories will continue. The biosafety officer will be available to

answer questions from the laboratories and provide possible solutions to gaps.

Back to Navigation

Performance Measurement and Evaluation

Note: Awardees will be required to report on a small set of CDC-defined performance measures. CDC will
release supplemental information and guidance containing required performance measures following the

posting of this funding announcement.

Applicants should describe in a brief narrative (one paragraph maximum) a plan to collect and respond to
required CDC-defined performance measures. This paragraph should include a statement acknowledging the
understanding that CDC-defined measures are forthcoming and that the applicant will actively work with CDC
to provide the measure data and contact CDC if barriers in providing measures are identified. Applicants
should also describe the anticipated individual(s) responsible for monitoring and responding to required

performance measures. Additionally, possible barriers/challenges to data collection/reporting may be noted
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along with any high level mitigation strategies. Applicants may also describe how evaluation data might be
shared with key stakeholders and used by the awardee to improve program quality and demonstrate the value
of this supplemental funding.

TDH is prepared to use surveys, observations, and other methods to collect data that can be used to respond
to the required CDC —defined performance measures that will be developed and issued by the ELC following
the posting of the funding announcement. The Biosafety Officer is responsible for gathering and tabulating
the data and working with CDC on any barriers/challenges to collecting/reporting the data in the format
prescribed by CDC. This data will also be shared with the clinical laboratories through newsletters, emails, or
mailings to inform them of common biosafety issues that are found, strategies developed to correct gaps, and
improvement that has occurred to develop a more trained staff knowledgeable in working with infectious
specimens, utilizing biosafety practices, and better coordination of biosafety practices between public health
and clinical partners. The data will also be used by public health to develop or refine clinical laboratory

training.

Back to Navigation
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Performance Measurement and Evaluation

Guidance

The following work plan will outline the awardee’s plans, milestones, and expected outcomes related to public health

functions described in CK14-1401PPHFSUPP15. Please review the supplement prior to completing this application.

If there are any questions or concerns while completing this application, please contact the ELC or Program POC to

address and resolve the issue.







When completing the form, it is important to note that this is a locked document and only specific form fields and
sections are editable. Please do not attempt to edit or alter sections of the form that are not available for edit as it

could delay and hinder the ability to review the application.

Spell Check: Please run a spell check by clicking the button below.

Spell Check

Track Changes: You may use track changes with this document by clicking the buttons below.

Turn Track Changes On/Off Accept All Changes

Back to Navigation

Project Approach

Problem Statement
Please limit the response to this section to half a page - This section is unrestricted to allow entry of additional

materials beyond text (including graphics, pictures, etc) as necessary.

Recent events have illustrated the importance of a strong infection control infrastructure across the
healthcare system to have the ability to rapidly identify, isolate and inform all that need to know of pathogens
of public health and epidemiologic importance. Examples of such pathogens include Ebola virus, measles,
MERS-CoV, avian influenza (H7N9, H5N1) and multidrug resistant pathogens such as carbapenem resistant
Enterobacteriaceae (CRE). Obtaining travel histories is critically important so that registration, triage and
clinical staff may consider diagnoses such as Ebola and MERS Co-V and take the appropriate actions to protect
staff, patients and the community. This was highlighted in September when an undiagnosed man from Liberia
infected two healthcare workers in a Dallas hospital.

State and CMS reporting requirements and value-based purchasing have resulted in many hospital infection
preventionists (IPs) focusing energy and time on the surveillance and prevention of a select number of device-
associated and procedure-associated healthcare associated infections (HAIs) as well as Clostridium difficile
infections (CDI) and methicillin-resistant Staphylococcus aureus (MRSA). Currently, there is tremendous
variability in the performance of facilities on these measures, reflecting highly variable policies and practices.
Healthcare workers and patients also remain vulnerable due to significant gaps in basic infection control
infrastructure. Gaps are likely even more significant outside of acute care hospitals. Settings such as urgent
care centers are not licensed in Tennessee; there currently is no oversight. Urgent care settings frequently see
returned travelers in the early stages of illness—there is a need to identify these facilities, perform on-site

assessments and mitigate gaps in infection control infrastructure and explore oversight mechanisms.
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Epidemiology and Laboratory Capacity (ELC)

Building and Strengthening Epidemiology, Laboratory and Health Information Systems
Capacity in State and Local Health Departments

PROGRAM COMPONENT: Enhanced Laboratory Biosafety Capacity

Purpose
Describe in 2-3 sentences specifically how the application will address the project’s problem as described in

the component project’s ‘Problem Statement.’

Funding will strengthen epidemiologic capacity and information systems at the Tennessee Department of
Health (TDH) so that TDH staff can accurately identify gaps in policies, procedures, infection control
infrastructure and oversight across the healthcare spectrum, and to mitigate these through activities such as
trainings and providing technical assistance. The HAI team will forge even closer ties with the PHEP and HPP to
improve collaboration. Funding will also result in the bolstering of policy and capacity to promote good
infection control across the healthcare spectrum through active assessment and interventions. In turn, this will
result in more rapid and effective deployment of infection control expertise which is essential to control
contagious threats in healthcare and prevent amplification of these agents in healthcare settings.

Back to Navigation

Applicant Capacity

Address the jurisdiction’s current capacity to successfully implement the proposed strategies and activities
(including describing staff and other infrastructure already in place that you will build upon) to meet project
period outcomes. If applying to both Activities A and B, please cover the capacity to complete each activity
including the size of the catchment area involved (e.g., area of state, population affected)

Please limit the response to this section to 1 page - This section is unrestricted to allow entry of additional

materials beyond text (including graphics, pictures, etc.) as necessary.

The HAI team at the TDH has the capacity and experience to conduct the proposed strategies and activities. We have
built an infrastructure that consists of a team of highly skilled, committed, and enthusiastic epidemiologists, nurses, and
support staff under the leadership of Dr. Marion Kainer. Dr. Kainer, Director of the HAl and Antimicrobial Resistance
Program in Tennessee, is an adult infectious diseases physician and healthcare epidemiologist with over 20 years of
experience in infection control and healthcare epidemiology. She was an Epidemic Intelligence Service officer in the
Division of Healthcare Quality Promotion (DHQP), CDC, from 2000-2002. She is the subcommittee chair for HAl and

antimicrobial resistance for the Council of State and Territorial Epidemiologists (CSTE), the co-chair of CSTE’s HAI








standards committee, and the CSTE liaison to the Healthcare Infection Control Practices Advisory Committee and the
NHSN steering workgroup (see Curriculum Vitae for additional details). She was the co-chair of the Antimicrobial
Resistance Reporting work group. She serves on the public policy and governmental affairs committee for the Society
for Healthcare Epidemiology of America (SHEA). She is the Principal Investigator (Pl) for the Epidemiology and
Laboratory Capacity grant and the Pl for the Healthcare Associated Infections- Community Interface (HAIC) section of
the Emerging Infections Program. She co-chairs the multidisciplinary advisory group on Healthcare-Associated Infections

in Tennessee.

For a long time, the HAI team has worked closely with the public health emergency preparedness (PHEP) and hospital
preparedness program (HPP) (e.g., drafting major sections of the influenza pandemic plan) and coordinating activities.
Our close working relationship has been most recently exemplified by our response to the fungal meningitis outbreak
and with Ebola. HAI team members are part of the mission coordination group and hold key leadership roles under
incident command structure (ICS) at our State Health Operations Center (SHOC). PHEP and HPP are housed a few steps

away from the HAI program on the same floor/building.

We also have excellent long-standing partnerships and working relationships with our state healthcare quality
improvement organization, Qsource, and other professional organizations including the Tennessee Hospital Association
(THA), the Tennessee Center for Patient Safety (TCPS), the Tennessee Initiative for Perinatal Quality Care (TIPQC), and
End Stage Renal Disease Network 8. Our relationship with QSource and THA has been formalized into the Tennessee
Partnership for Patients, which has allowed these organizations to coordinate, align and maximize efforts, and avoid

initiative overlap.

We provide significant support to TN facilities for HAI surveillance. For example, we provide annual training webinars
covering NHSN surveillance definitions. This January, we also provided a series of trainings on using the NHSN
application and analysis features. These trainings, a series of webinars and two in-person sessions, were attended by

over 100 IPs; space in the in-person training was filled within hours of announcing the opportunity.

We have a very active multidisciplinary advisory group (MDAG) on HAI that reviews progress made in HAl in
TN and provides input into prioritization of initiatives and interventions. In Tennessee we have made major
strides in reduction of HAls, but significant opportunities for improvement remain especially related to
catheter associated urinary tract infections (CAUTI) and metbhicillin-resistant Staphylococcus aureus (MRSA).
The following graphs show progress over time by quarter and the table, from CDC’s HAI Progress Report,

shows our progress compared to the rest of the country.
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More recently, in our response to Ebola, we have developed relationships with the Chief Medical Officer
(CMO) society of the THA and other hospital leadership. THA and hospital leadership have been an integral
part of discussions on the 3-tiered framework. In TN, we currently have 18 Ebola assessment hospitals but no
designated Ebola treatment hospitals (primarily because of financial concerns). We adapted a draft of CDC’s
Ebola Hospital assessment tool, designated which portions were applicable to different types of facilities, and

distributed these to our hospitals and regional health departments in early November. Hospitals have been
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using this checklist and performing self-assessments. There is significant overlap between the tool distributed
by TDH in November and the most recent CDC version. In our outreach to healthcare facilities, we sought to
use this as an opportunity to strengthen overall infrastructure. This is reflected in the triage guidance that
asks about travel outside of the US in the last month, followed by the countries visited. The pathway then
splits for concerns about potential Ebola, vs. MERS CoV. As the names of affected countries may change over
time, and new emerging pathogens emerge, we developed an interactive resource portal that is updated with
CDC travel warnings, shows a map of affected countries and has URL links to the most important CDC and
state guidance (e.g., infection control recommendations, laboratory submission forms). This resource portal
has been extremely popular. Some of our healthcare systems are linking their electronic health records to this
page; others have marked this as a favorite for use by triage and clinical staff. The URL
http://health.state.tn.us/Ceds/ebolaMap.htm is also referenced in the triage documents, that also provide

24/7 contact details for public health.
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In addition to providing support via frequent webinars and conference calls with our hospitals we also
partnered with our PHEP and the THA to offer train-the-trainer sessions in East, Middle and West Tennessee in
Mid-November. Led by trainers from the Elizabeth R. Griffin Foundation (ERGF) and staff who were involved
in looking after patients with Ebola at Emory and in Nigeria, the training was extremely well received. About
70 persons attended each training (1 trainer for 10 attendees), including hospital staff, EMS and public health
(including 4 members of the HAI team). The agenda included glove debeaking, demonstration of donning and
doffing of personal protective equipment (PPE). Attendees practiced donning and doffing PPE and glove
debeaking under the watchful eye of the trainers and competency was assessed with the aid of GloGerm.
Other topics included spill management, “what-if” scenarios, local facility risk assessments as well as lessons
learned from Emory, West Africa, Dallas, Nebraska, Bethesda and Bellevue. Because of our recent experience
working with ERGF, ideally we would like to engage with them or another suitable contractor to provide

supplemental technical assistance.

TDH staff also performed a risk assessment at biochemistry and hematology laboratories and raised some
concerns especially regarding automated equipment to CDC'’s laboratory and infection control groups for the
Ebola response. We participated in conference calls with CDC staff and shared pictures that illustrated some
of these concerns. Ideally NIOSH/industrial hygienists would be able to provide technical on-site assistance/
risk assessment in this area. However, hospital leadership has concerns about inviting NIOSH. We respectfully

suggest that CDC ask for hospitals/labs to volunteer to participate in such an assessment; placed in such a








context, hospital leadership may be more willing to participate. A NIOSH risk assessment would provide
tremendous benefit/reassurance or would identify clearly what gaps in biosafety need to be addressed in the

biochemistry and hematology laboratory by instrument manufacturers.

The HAI team will need to hire additional staff in order to perform the activities outlined below, including
conducting facility risk assessments and expanding our efforts beyond acute care settings. However, the
current team has the skills and capacity to train and develop new staff for these roles. Among other staff, we
request a physician to assist Dr. Kainer in these activities and be the overall project manager for Projects Al
and A2, participate in on-site facility assessments, training activities, and interactions with the regulatory arm
of the TDH. They also will be tasked with developing trusting personal relationships with non-hospital/LTAC
staff including urgent care, long term care and ambulatory surgical centers. Trusting relationships are
absolutely key in ensuring that public health gets rapidly notified about outbreaks and incidents of potential
public health importance.

Enter the population the program will cover: 6.35 million

Enter the number of acute care hospitals: 116

Back to Navigation

Work Plan

Activity A

Infection Control Assessment Program (states must address all strategies and activities to be considered for
Activity A funding). Local health departments receiving funding must work collaboratively with the state
health department to assure strategies are complementary and coordinated within 2 years (within 1 year for
activities 1.1 and 1.2).

Strategy 1

Name: Assure an expanded State HAI Plan and Advisory Group is in place.
Associated Outcomes:

1. Establish leadership through an infection control advisory group including local opinion leaders,

hospitals leadership, infection control leaders, and other relevant partners

Activity 1.1
Name: Update current state/city plan to include an assessment of gaps in infection control practices and
outbreak reporting, prioritizing Ebola-designated assessment hospitals and Ebola Treatment Centers, if

applicable. Plan can expand to other acute care hospitals and non-acute care settings.
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Description (1000 Characters): Tennessee's state HAI plan will be updated to include a plan for assessing gaps
in infection control and outbreak reporting in Tennessee Hospitals. We will prioritize Ebola Assessment
Hospitals (EAH)s. Our current approach is described in more detail in A1-1-3. Tennessee's Multi-Disciplinary
Advisory Group (MDAG) on HAI, which meets three times per year (next 3/2/2015), will provide input into
these assessments as well as general updating of the plan, incorporating new HHS action goals, and reviewing
the priorities in Tennessee. The MDAG also will explore expanding this plan to other acute care hospitals as
well as outpatient settings. We will collaborate with HPP/PHEP with the aim that the CONOPS and HAI plans
are synergistic/complementary.

Project Years for this Activity: X] Year 1

If this is a Year 1 Activity please complete the table below:

#1: State HAI plan will be updated to include an assessment of gaps Epidemiologist Start Date:
in infection control practices and outbreak reporting in acute care (new); Physician 4/1/2015
hospitals (prioritizing Ebola Assessment Hospitals). Draft(s) will be (new);‘ End Date:
presented to the State Multi-Disciplinary Advisory Group (MDAG) Meredith Kanago '
on HAI. We expect to form a subgroup (the HPIC) within the MDAG (] st e, 10/1/2015

to discuss this in further detail (see Activity A1-1-2). Dr. Kainer

#2: State Multi-Disciplinary Advisory Group will explore updating Epidemiologist Start Date:
state HAI plan to include an assessment of gaps in infection control  (new); Physician 4/1/2015
practices beyond Ebola Assessment hospitals and outbreak (new);

Meredith Kanago End Date:
(HAI coordinator); 3/31/2016
Dr. Kainer

reporting in outpatient settings (pending funding of activity A2).
Pending input from the MDAG and potential subgroup, this may be
phased in after assessments have taken place at Ebola Assessment
hospitals.

#3: Start Date:

End Date:

Activity 1.2

Name: Expand current HAI advisory group to include additional partners, specifically hospital preparedness
(through representatives from hospital/healthcare coalitions funded through the ASPR Hospital Preparedness
Program), state and/or regional hospital associations, etc. The group should be actively involved with a)
updating the state’s HAI plan; b) interpreting findings from infection control assessments (e.g., gap analysis);
and c) developing mitigation strategies for addressing identified gaps.

Description (1000 Characters): TDH already has a very active MDAG on HAI. We will add the TDH hospital
preparedness (HPP) coordinator and the Director of the TDH Emergency preparedness program (PHEP) to the
MDAG, as well as representatives from the healthcare coalitions funded through ASPR and regional hospital
coordinators (RHCs). Dr. Kainer has already met with leadership of the 8 healthcare coalitions in TN, extended
invitations and has identified persons willing to serve on the overarching MDAG, as well as a sub-working
group of the MDAG on hospital preparedness and infection control; interested RHCs and IPs also have
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volunteered. This working group will review the findings from infection control assessments. Together with
other partners, they will assist in the gap analysis and in development of mitigation strategies and present
these to the overarching MDAG and ensure that HPP/PHEP activities are aligned and synergistic with the HAI
program (e.g., training). The next MDAG is scheduled March 2, 2015.

Project Years for this Activity: X Year 1

If this is a Year 1 Activity please complete the table below:

#1: Extend invitation to hospital preparedness coordinator, Dr. Kainer; Start Date:
representatives of ASPR-funded healthcare coalitions and regional ~ Meredith Kanago 1/20/2015
hospital coordinators to attend MDAG meeting in early March (HAI coordinator); _
2015. At MDAG meeting, explain rationale and expected outcomes; Epidemiologist End Date:
identify volunteers to participate in the sub-working group on e 4/30/2015
hospital preparedness and infection control (HPIC).
#2: MDAG and HPIC will provide input and review drafts to update  Dr. Kainer; Start Date:
state HAI plan (prioritizing EAH)s. Drafts will be updated after Meredith Kanago 5/1/2015
review of findings from assessments of EAHs. (HAI coordinator); )
Physician (new) End Date:

8/1/2015
#3: Initial on-site infection control assessments will be performed  Physician (new); Start Date:
at least 4 EAHs (see A1-3-1), findings recorded in database, gaps PHNC 2 (new); 7/15/2015
identified and reported to MDAG and HPIC. Dr. Kainer End Date:

10/1/2015
#4: HPIC interpret findings reported by EAH assessment team, Physician (new); Start Date:
assist in performing gap analysis, develop suggestions for mitigation = Dr. Kainer 10/1/2015
strategies and present these to the MDAG for approval/input and End Date:
assistance in implementation of mitigation strategies.

12/1/2015
#5: MDAG partners will assist TDH HAI, PHEP and HPP with Physician (new); Start Date:
implementation of mitigation strategies. HPIC will be involved in Dr. Kainer 12/1/2015
reviewing any new findings from EAH assessments/gaps and End Date:
whether any additional mitigation strategies need to be employed.

4/1/2016

HPIC/MDAG will provide feedback on whether mitigation strategies
appear to be effective or need to be adjusted

Back to Navigation

Strategy 2

Name: Improve coordination between public health and all healthcare setting in the state through a mapping
initiative.
Associated Outcomes:

1. Establish inventory of healthcare settings to improve categorization of key parameters outlined in

strategies
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Activity 2.1

Name: Create an inventory of all healthcare settings (acute care, non-acute care, ambulatory) in the state (list
must include at least one infection control point of contact, available HAl-related data, and current
regulatory/licensing oversight authorities for each healthcare facility). This inventory should be sustainable
and updated, as needed, to reflect changes. Include estimated number of healthcare facilities that will be

included in the mapping/inventory.

Description (1000 Characters): TDH will expand and maintain an Access Database which currently includes all
facilities reporting to NHSN (116 ACH; 10 LTACs; 9 IRFs (standalone); 155 OPHD and 158 ASC) to also include
401 LTCFs and 100 urgent care centers. This database includes IC, employee health, and pharmacy points of

contact at each facility, with plans to add laboratory contacts. We will work with state licensure and the

Emergency Preparedness program to update facility information on regular intervals, and facilities will be able

to update their contact information on an on-going basis through a REDCap survey. Infection control contacts

at VA and DOD hospitals will be included. We estimate >900 facilities (including non-licensed urgent care

centers) will be included in the database. We will capture licensing/certification/accreditation requirements

(e.g., TIC), provision for unannounced inspections and credentialing requirements for individual practitioners,

especially those that stipulate IC competencies.

|Z|Year1 |Z|Year2

If this is a Year 1 Activity please complete the table below:

Project Years for this Activity:

#1: Expand Access database to enable capture of long term care
and urgent care centers as well as regulatory/licensure oversight

#2: Work with state licensure and emergency preparedness
program and trade organizations (e.g., TN healthcare association)
to capture facility information and initial points of contact for long
term care facilities. Identify mechanism to get regular updates on
changes to facilities (e.g., mergers, closures, and new facilities)

#3: Send out REDCap survey to update contact information in
Access database. This will be performed on a regular basis (at least
annually). Send out survey to healthcare facilities that capture that
facility's credentialing requirements for individual practitioners,
particularly those that stipulate IC competencies

#4: Conduct meetings with State licensure staff (including
attorneys) and Office of General Council to clarify current
regulatory/licensure authority.

Meet with the TOSHA (state OSHA) to gain understanding of their

authority
#5: Inventory and mapping of healthcare facilities completed

11

Epidemiologist
(new);
Ashley Fell

Physician (new);
Epidemiologist
(new)

Epidemiologist
(new);
Ashley Fell

Physician (new);
Dr. Kainer

Epidemiologist
(new);
Ashley Fell

Start Date:
4/1/2015
End Date:
7/1/2015
Start Date:
4/1/2015
End Date:
3/1/2016
Start Date:
11/1/2015
End Date:
3/1/2016
Start Date:
4/1/2015
End Date:
3/1/2016

Start Date:
4/1/2015







End Date:
3/31/2016

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

We will continue to update inventory of facilities, and contact details on at least an annual basis as well as
changes/updates in their credentialing requirements of individual practitioners, especially those that stipulate
infection control competencies. We will attempt to identify a sustainable method of becoming aware of
changes to facilities (e.g., mergers, closures, name changes) and changes to contact details by working with
licensure and trade organizations. We will explore strategies suggested by other ELC funded partners, CDC
DHQP staff, or public health law program. We will work with licensure/regulation to ensure that the HAl team
gets updated to any changes in oversight/licensing authority and any proposed changes (in rules and
regulations or legislation/bills). We will explore the possibility of engaging partners at ASTHO and/or CSTE

(e.g., public health law committee) for suggestions on ways this can be accomplished (see A1-2-2).

Activity 2.2

Name: Explore, pilot, and implement ways to expand oversight (e.g., licensing and credentialing) to include
infection control capacity or competence as a requirement for operations.

Description (1000 Characters): We will request that the public health law subcommittee from the Council of
State and Territorial Epidemiologists (CSTE) consider developing a survey of state and large local health
departments to identify models in rules/regulations and law at state/local levels to support oversight
expansion in licensing and credentialing to include infection control capacity and/or competence as a
requirement for operations. We also hope to obtain input from the CSTE HAI subcommittee, CDC DHQP and
public health law staff, and/or the Association of State and Territorial Health Officials (ASTHO) in developing
this survey and encouraging their members to respond to this survey. Findings from this survey will assist in
discussion on which of these models/concepts could be applied in the Tennessee context for both facility
licensure and relevant professional boards and whether this would require changes in rules/regulations or law
and present this to the relevant boards/attorneys.

Project Years for this Activity: X] Year 1 X] Year 2

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Develop an understanding of current oversight (licensing) and Physician (New); Start Date:
credentialing in the area of infection control in Tennessee as Dr. Kainer 6/1/2015
required by the state End Date:
4/1/2015
#2: Contact CSTE Public Health Law Subcommittee co-chairs to Dr. Kainer Start Date:
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request consideration of the development of a CSTE survey as 4/1/2015

described above. One of the co-chairs of the public health law End Date:
committee is from Tennessee and is supportive of this concept. 6/1/2015
#3: If CSTE is agreeable to concept, convene conference call Physician (New); Start Date:
between representatives from PH Law subcommittee, HAI Dr. Kainer 6/1/2015
subcommittee, CDC staff, and/or ASTHO to discuss concept in End Date:
reater detail; potentially form working group. ’
g p y g group 7/1/2015
#4: Provide input into survey, review drafts, pilot survey Physician (New); Start Date:
Dr. Kainer; 7/1/2015
CSTE PH Law/HAI
working group End Date:
1/1/2016
#5: Survey is deployed and completed; CSTE staff follow-up with CSTE PH Law/HAI Start Date:
non-responders; responses begin to be aggregated by working W0rk_ifjg group; 1/1/2016
group. Potential models are identified and additional details Physician (New) End Date:
obtained from those states/large local health departments '
4/1/2016

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

CSTE working group continues to review data from survey, identifies potential models, and follows-up to
obtain additional details from states and local health departments. Working group produces a report (e.g.,
white paper with promising models). TDH HAI staff will review models and provide evidence to relevant
attorneys in licensure/boards why certain models deserve consideration and obtain feedback/input from
attorneys that work in this area to examine practicability. Together with attorneys will examine whether
implementation of these would be permissible under current law or would require changes in legislation.
Examine whether implementation of these are permissible under current rules and regulations or would
require modification of rules and regulations. We expect that it is likely that some models will require
legislative changes, some may only require rule changes. Determine next steps (e.g., change in

rules/regulations) to achieve aim.

Back to Navigation

Strategy 3

Name: Assess readiness of Ebola-designated assessment hospitals within the state.
Associated Outcomes:
1. State or city-wide healthcare system with comprehensive, effective infection control programs and
practices (i.e., healthcare setting infrastructure, facility level staff competence, healthcare provider

competence, and infection prevention staff competence)
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2. Qualified personnel in both health department and healthcare facilities better prepared to respond to
infectious disease outbreaks in healthcare settings (including interrupting cross transmission) through

on-site assessments, observations, and relevant training

Activity 3.1

Name: Using CDC readiness assessment tool, conduct on-site infection control assessments of, at a minimum,
all Ebola-designated assessment hospitals, to determine gaps in infection control readiness (this should
include an onsite assessment by state health department staff or contractors). At a minimum, include
estimated number of facilities that will be part of the on-site infection control assessments by a 6 month
milestone.

Description (1000 Characters): We will hire a physician, and 2 nurses whose primary responsibility will be to

perform on-site assessments using the latest version of CDC's assessment tool. They will be mentored and
trained by current experienced HAI team staff using training tools made available by CDC and partners. At
present, 18 hospitals have self-designated themselves as Ebola Assessment Hospitals (EAH); there are no
Ebola treatment centers in TN. A checklist distributed by TDH in early Nov 2015 (based on an earlier version of
CDC's readiness assessment tool), was used to assess their current and planned capacity and ability to provide
laboratory point of care testing. Data from assessments will be recorded in a REDCap database. Staff will
identify gaps in infection control readiness using findings from the on-site assessment, including competency
in donning/doffing of personal protective equipment (PPE) as well as data reported to NHSN. Findings will be
presented to the MDAG and the HPIC subcommittee.

Project Years for this Activity: X Year1  [X]Year2

If this is a Year 1 Activity please complete the table below:

#1: Hire staff (physician-- preferably Infectious disease and/or EIS Dr. Kainer Start Date:
trained) and 2 nurses (preferably infection preventionists). [Note-- 4/1/2015
this assumes funding for Project A2; staff will be shared between End Date:
Project Al and A2) '
6/1/2015
#2: Staff (including PHEP and HPP staff) are trained in use of CDC's  Physician (new); Start Date:
tool and how to conduct on-site assessments, including proper Dr. Kainer 6/1/2015
donning and doffing procedures for personal protective equipment End Date:
(PPE). Staff will learn how to document competency in glove
debeaking and doffing of PPE (e.g.,use GloGerm and UV light). 7/15/2015
HPIC and PHEP and Healthcare coalitions will provide input into
prioritization of EAH.
#3: Staff have visited 4 EAHs and provided on-site infection control  Physician (new); Start Date:
assessments, recorded findings in REDCap database, identified PHNC I - A (new); 7/15/2015
gaps, and reported findings to MDAG and HPIC subcommittee (see ~ PHNCII - B (new) S e
A1-1-2). '
10/1/2015

Lessons learned from on-site visits incorporated into future visits.
We will invite local/regional public health staff, especially RHCs and
other PHEP staff, to participate in assessment visits to build local
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public health capacity in infection control.

#4: Staff have visited an additional 5 EAHs (total of 9) and Physician (new); Start Date:
conducted on-site infection control assessments, recorded findings ~ PHNCII - A (new); 10/1/2015
in REDCap database, and identified gaps. Local/regional public PHNCII - B (new); End Date:
health staff attend assessments as time/resources allow. ’
12/1/2015
#5: Staff have visited an additional 9 EAHs (total of 18) and Physician (new); Start Date:
provided on-site infection control assessments, recorded findings in  PHNCII - A (new); 12/1/2015
REDCap database, and identified gaps. Local/regional public health ~ PHNCII-B (new) End Date:
staff attend assessments as time/resources allow. '
3/31/2016

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

Ebola assessment hospitals will receive a follow-up visit to ensure that gaps that have been identified have
been mitigated and that competencies (e.g., in donning and doffing of PPE have been maintained). Follow-up
visits will be scheduled so that facility staff will have had an opportunity to mitigate identified gaps (e.g.,
attended trainings, implemented new policies).

Activity 3.2

Name: Address gaps in the readiness assessment by providing consultation and/or training to assessment
hospitals, working with hospitals to develop a plan to mitigate identified gaps. At a minimum, have a 6 month
and 1 year milestone indicating number of assessment facilities with gaps mitigated.

Description (1000 Characters): Staff will be hired and trained to start performing on-site assessments by mid-
July. Findings and gaps will be documented in REDCap. Findings will be presented to HAI; PHEP; HPP; MDAG,
and HPIC. It is likely that common themes will emerge in the gaps identified in TN and other states. Together
with our partners in TN (e.g., MDAG, APIC chapters,THA, HEN, QSource, healthcare coalitions, PHEP, HPP), we
will develop a plan to address these by providing consultation/training to multiple facilities using a
combination of on-site and webinar training, utilizing CDC-developed training materials. Training will be
interactive (e.g., audience response &/or practicing donning and doffing of own PPE). Ideally we will contract
with the Elizabeth R. Griffin Foundation (ERGF) to provide some training. Our healthcare coalition partners
and IPs expressed strong interest in this approach. Team will work with individual EAHs to develop plans to
mitigate gaps and track corrective actions.

Project Years for this Activity: X Year 1 X] Year 2

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Hire staff (physician-- preferably Infectious Disease and/or EIS Dr. Kainer Start Date:
trained) and 2 nurses (preferably infection preventionists). [Note-- 4/1/2015

this assumes funding for Project A2; staff will be shared between
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Project Al and A2]

#2: Staff are trained in use of CDC's tool and how to conduct on-
site assessments, including competency assessment and how to
document assessments, and identify gaps. On-site assessments are
conducted, documented in REDCap, and lessons learned are shared
with team members. # of EAH facilities with no gaps: Goal=4, but
realistically expect=1 (note: # highly dependent on which EAH get
prioritized for on-site assessment and whether on-site follow-up
assessment have to be performed).

#3: Findings from on-site assessments including gaps will be
discussed with HAI team, MDAG, and HPIC working group. Group
will interpret/review findings including gap analysis reported by
EAH assessment team and develop suggestions for mitigation
strategies. Present suggestions to MDAG for approval/input and
assistance in implementation of mitigation strategies.

#4: TDH staff will provide interactive training (in-person and
webinar) using CDC-provided materials and supplementary
materials from other partners (e.g., Emory/ Nebraska). Will work
closely with emergency preparedness staff to coordinate trainings.
If funded, may contract with ERGF to provide training in East,
Middle and West Tennessee

#5: Number of EAHs with gaps mitigated= 12 (if not all require
follow-up on-site assessment, but phone/webinar
consultation/remote review is acceptable)

Physician (new);
Dr. Kainer

Physician (new);
PHNC Il - A (new);
PHNC Il - B (new)

Physician (new);
PHNC I - A (new);
PHNC Il - B (new)

Physician (new);
PHNC I - A (new);
PHNC Il - B (new)

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

End Date:
6/1/2015
Start Date:
6/1/2015
End Date:
10/1/2015

Start Date:
10/1/2015
End Date:
12/1/2015

Start Date:
10/15/2015
End Date:
3/31/2017

Start Date:
10/15/2015
End Date:
4/1/2016

TDH staff will continue to provide consultation to EAH to develop plans to mitigate gaps and assist in

troubleshooting. TDH staff together with partners (e.g., APIC, THA) will continue to provide interactive

trainings based on planned curriculum from early assessment visits to EAH. We plan to use a train-the-trainer
approach (multiple attendees from each facility). We expect that there may be additional training needs/gaps
identified as more EAHs are visited. Training will include these newly identified needs. As follow-up visits are
performed, TDH staff will note any remaining gaps. We will review these gaps, determine whether there are

common themes among these follow-up EAHs and address these through trainings (potentially using ERGF) or

peer to peer mentoring to assist facilities in overcoming barriers

Activity 3.3
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Name: Perform follow-up assessments to confirm mitigation of identified gaps in infection control in Ebola-
designated assessment hospitals and those identified in acute and non-acute care settings. At a minimum
indicate 6 month and 1 year milestones with number of facilities with follow-up assessments.

Description (1000 Characters): TDH staff will track the timeline of planned corrective actions for identified
gaps for each facility in REDCap and communicate with facility to ascertain that progress is made. To conserve
resources, follow-up visits will not be scheduled unless the EAH believes that they have mitigated identified
gaps. We will explore other methods apart from the on-site follow-up visit to ensure sustainability. This
includes using video captured on smart-phones by staff at EAH to assess/document competencies (e.g., in
donning/doffing of PPE, spill-management, safe transportation of specimens). Such videos and other
associated documents (e.g., picture of signage at triage, floor-plan routes, policies) could be uploaded securely
to REDCap. This would allow staff to review such documentation remotely and not review this on-site, saving
time and resources. These ideas will be presented to MDAG and HPIC workgroup.

Project Years for this Activity: |E Year 1 |E Year 2

If this is a Year 1 Activity please complete the table below:

#1: TDH will communicate with staff at EAHs to track progress Physician (new); Start Date:
made in developing corrective action plans, and mitigating gaps. PHNCII-A(new); | 2/95 /5015
Once facility believes they have mitigated gaps, facility will upload ~ PHNCII - B (new); —
supportive documentation to REDCap. Epidemiologist '
(new) 3/31/2017
#2: After supportive documentation is received, TDH staff will Physician (new); Start Date:
review this information and schedule follow-up site visit to confirm  PHNCII - A (new); 7/15/2015
any outstanding issues PHNC II - B (new) End Date:
3/31/2017
#3: Follow-up visits to EAH are conducted by TDH staff. Physician (new); Start Date:
Local/regional public health staff attend assessments as PHNC I - A (new); 7/15/2015
time/resources allow. Progress made in mitigating gaps will be PHNCII - B (new) End Date:
documented in REDCap. EAH facilities are classified as Ebola ready '
. . 3/31/2017
if no gaps remain.
#4: # of EAH receiving follow-up visit at 6 month mark: Goal= 2 Physician (new); Start Date:
(Note: # depends on extent of gaps identified at initial visit and PHNCII-A(new); 5 /15 /5015
progress made by EAH). PHNCII - B (new) End Date:
10/1/2015
#5: # of EAH receiving follow-up visit at 12 month mark: Goal= 8 Physician (new); Start Date:
(Note: # depends on extent of gaps identified at initial visit and PHNC Il - A (new); 7/15/2015
progress made by EAH). PHNCII - B (new) Sl B
3/31/2016

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters
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We will continue activities described under Year 1. The aim is to ensure that all 18 EAH are "Ebola Ready" in
the shortest period of time. We plan to ensure that staff competencies are maintained at EAH by performing
spot-checks of documentation kept by the facility. This could include video-documentation (e.g., smartphone)

of staff on the Ebola response team donning/doffing PPE. We will continue to track progress in REDCap.

Back to Navigation

Strategy 4

Name: Assess outbreak reporting and response in healthcare facilities
Associated Outcomes:
1. Qualified personnel in both health department and healthcare facilities better prepared to respond to
infectious disease outbreaks in healthcare settings (including interrupting cross transmission) through

on-site assessments, observations, and relevant training

Activity 4.1

Name: Using a standardized outbreak assessment tool, assess capacity of healthcare facilities to detect,
report, and respond to potential outbreaks threats to determine gaps in outbreak reporting and outbreak
responses for all healthcare settings. Outline the timeline and strategy/process for improving infrastructure to
improve outbreak reporting and response.

Description (1000 Characters): Current capacity for detecting, reporting, and responding to outbreaks at the
individual facilities, including ACH, LTACs,OPHD, ASC, LTCFs, IRFs, etc.. will be assessed through a variety of
mechanisms including in-person and/or phone surveys with healthcare facility personnel using CDC's
standardized assessment tool. We will utilize a 3 level scoring system to characterize capacities for HAI
outbreak detection, reporting, and investigation at each facility. We will address identified gaps. Shareable
slide sets will be created with input from CDC for use for different healthcare facilities/practitioners. Training
will be provided to healthcare facility and public health staff and include elements of outbreak detection,
response including defining reportable events, communication protocol, and methods of reporting suspected
clusters/outbreaks to simplify and streamline communication and foster trusting relationships.

Project Years for this Activity: X] Year 1 X] Year 2

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Provide input to CDC in the creation of facility assessment tool ~ Epidemiologist Start Date:
and adapt to develop our own TN facility specific version that may (new) 6/1/2015
capture additional data elements that we wish to capture End Date:
9/1/2015
#2: Deploy assessment tool in person/via telephone using a tiered  Epidemiologist Start Date:
approach strategy to staff at TN healthcare facilities initially (new) 9/1/2015
focusing on 18 identified Ebola assessment hospitals followed in End Date:

descending order by size beginning with other large facilities, long
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term acute care, smaller hospitals, dialysis facilities, long term care 3/31/2017
facilities and ambulatory surgery centers.

#3: Create a training slide set based on CDC training materials, Physician (New); Start Date:
augment with SHEA training materials and other TDH training Epidemiologist 9/1/2015
materials (e.g., fungal meningitis). Trainings will be developed (new) End Date:
using an interactive format (e.g., utilizing audience response and '
feedback) as a mechanism for increased participation and effective Ll
learning.
#4: Conduct in-person and webinar training using developed slide Physician (New); Start Date:
set to address previously identified gaps using a train-the-trainer Epidemiologist 11/1/2015
approach. Training will be conducted for facilities using tiered (new) End Date:
approach as described above. Recorded training webinars will be '
created and made available as reference and continued education 3/31/2016
for new and existing staff.
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

As time and resources allow (e.g., funded for Project A2), TDH will continue to administer the outbreak
capacity assessment tool to healthcare facilities using a tiered approach as described above (A1-4-1-2). Train
the trainer trainings will be continued to be administered as well as recordings made available for new staff
members and the continued education of existing staff. Any additional gaps identified throughout assessment
process and as part of data collected on outbreak responses will be addressed. Tennessee will reach out to
additional partners (e.g., APIC, Renal Networks, healthcare association) in efforts to increase activity

participation and support.

Activity 4.2

Name: Track healthcare associated infections outbreak response and outcome
Description (1000 Characters): TDH staff will provide input to CDC on draft standardized outbreak collection

tool and proposed metrics. The current EFORS data collection tool used for foodborne illnesses will need
major modification to make it applicable to HAls and MDROs and to capture public health impact (e.g.,
number of patients notified/screened). Decisions will need to be made whether to include severe lapses in
infection control (e.g., injection safety, drug diversion). We anticipate data elements will include date of first
event/case, when IP became aware, and the date public health was notified. Once finalized, we will create an
electronic version of this form in REDCap. This tool can then be shared with other state partners.

Project Years for this Activity: X Year 1 X] Year 2

If this is a Year 1 Activity please complete the table below:

#1: Provide input to CDC and other partners on elements to be Physician (new); Start Date:
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used for capture of outbreak data and response. Develop
standardized tool for recording HAI outbreak and event data using
REDCap. In addition, we may include TN specific data fields.

#2: Train HAI team in TDH central office on use of developed
REDCap collection tool and follow with piloting of collection tool in
central office.

#3: Provide input into standard metrics and output measures
suggested by CDC.

#4: Track outbreak response and outcome of HAI events using
public health-submitted REDCap reports. Develop report coding in
SAS that can be used to produce automated reports based on
decided metrics and shared with state partners.

#5: Produce an annual report summarizing outbreak information
documenting summary of response and outcome based on
developed data measures. Data will be reviewed quarterly and
used to tailor focus of future trainings.

Dr. Kainer

Epidemiologist
(new)

Physician (new);
Epidemiologist
(new);

Dr. Kainer

Epidemiologist
(new);

Epidemiologist
(new);

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

4/1/2015
End Date:
7/1/2015
Start Date:
7/1/2015
End Date:
8/1/2015
Start Date:
4/1/2015
End Date:
7/1/2015
Start Date:
7/1/2015
End Date:
3/31/2016
Start Date:
7/1/2015
End Date:
3/31/2016

Data will be collected and tracked in REDCap by public health staff in efforts to identify gaps in outbreak

response and reporting. This information will be presented to the MDAG and trainings described in A1-4-1-3
and A1-4-1-4 will be modified as needed/additional audiences identified and/or re-prioritized. Decisions will
be made on the future of this REDCap outbreak tool regarding the collection of infection control gaps, drug

diversion incidents, etc. (if not already included in the initial outbreak database). We will offer training twice

a year to familiarize new staff with reporting procedures and tools.

Back to Navigation

Activity B

Targeted Healthcare Infection Prevention Programs (select at least Strategy 1, with or without additional

strategies, to be considered for Activity B.

Strategy 1
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Name: Expand infection control assessments
Associated Outcomes:

1. State or city-wide healthcare system with comprehensive, effective infection control programs and
practices (i.e., healthcare setting infrastructure, facility level staff competence, healthcare provider
competence, and infection prevention staff competence)

2. Qualified personnel in both health department and healthcare facilities better prepared to respond to
infectious disease outbreaks in healthcare settings (including interrupting cross transmission) through
on-site assessments, observations, and relevant training

3. Increased implementation of prevention guidelines and policies to assure best practices to eliminate
cross-transmission of pathogens from patient-to-patient or patient-to-healthcare worker, across
healthcare settings

4. Qualified informatics and analytic staff to access, analyze, and interpret HAI surveillance data from,

region to direct and inform actions and response

Activity 1.1

Name: Expand infection control assessments, both in number of facilities and depth/content of assessments,
to identify gaps in infection control practices and procedures at both the facility and provider level. Include
estimates of number of facilities to be assessed in time specific milestones (at 1 year, 2 year, and 3 year) that
are specific for each category of facility (i.e., acute care, long term care, and outpatient).

Description (1000 Characters): We will discuss prioritization of facility/provider types for the expanded
infection control assessments with the multidisciplinary advisory group (MDAG) on HAI and its workgroup on
healthcare preparedness and infection control (HPIC). We propose a tiered approach to assessing non-EAH
facilities: 1) Hospitals with >150 beds that are not designated EAH (N=17); 2) long term acute care hospitals
[LTAC] (N=10). We would sample to gain a better understanding of the extent and nature of gaps by
facility/provider type among: a) smaller acute care hospitals (<151beds), (N=81); b) urgent care centers
(N=100); c) outpatient hemodialysis (N=155); d) outpatient diagnostic centers (N=38); e) ambulatory surgical
centers [ASC] (N=158); f) long term care facilities (N=401). We can then focus on facility types/providers that
pose greatest risk and/or common themes in gaps. CDC's checklist for outpatient settings, CMS tools and
TDH's checklist for dialysis settings will be used/modified.

Project Years for this Activity: Xlyear1  [X]Year2  [X]Year3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Hire staff: physician-- preferably Infectious Disease and/or EIS Dr. Kainer Start Date:
trained) and 2 nurses (preferably infection preventionists) . [Note-- 4/1/2015
staff will be shared between Project A1 and A2]. An administrative
. . . End Date:
assistant will be shared with emergency preparedness to
6/1/2015

coordinate logistics of trainings and site visits.
#2: Present proposal outlining prioritization of non-EAH Dr. Kainer,; Start Date:

facilities/providers for on-site assessments to MDAG and HPIC for Meredith Kanago 4/1/2015
(HAI coordinator);
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input. We propose LTACs and larger non-EAH hospitals be high Physician (new) End Date:
priority because of the likelihood of widespread transmission of 7/1/2015
multi-drug resistant organisms. Urgent care centers in TN have

frequently contacted public health with suspect MERS cases (60%

of calls). Dialysis settings have amplified MERS; ASCs and diagnostic

imaging centers have had injection safety issues.

#3: MDAG and HPIC provide input to prioritization proposal. Physician (New); Start Date:

Proposal is modified and a timeline is established for number and ~ Dr. Kainer 7/1/2015

type of facilities that will be visited. This timeline will be revised End Date:

after we get a better understanding of the time/resources needed

to conduct assessments of different facilities. S

#4: Modify/supplement checklists (e.g., expand Ebola readiness Physician (new); Start Date:

assessment tool) and train staff in their use for different facility PHNC-IIA (new); 6/1/2015

types. Highest priority will be to perform broader assessment of PHNC-IB (new); 4 Date:

infection control in EAH so that these can be combined at the same  EPidemiologist End Date:
.. . . (new); 12/1/2017

visit (see Project A1-3). HAI staff attend training course from SPICE Dr. Kainer

in North Carolina (e.g., provide hands-on training by visiting of '

disinfection/sterilization department). Epidemiologist will create

assessment tool in REDCap.

#5: Staff will perform on-site facility assessments as outlined in #3.  Physician (new); Start Date:

We will strongly encourage local/regional public health staff PHNC-IIA (new); 8/1/2015

(including PHEP and RHCs) to participate in assessments. PHNC-IIB (new) End Date:

At 12 months: expanded, on-site assessment performed at: '

3/31/2017

1) 30 acute care hospitals

2) 3 LTACs

3) 3 outpatient facilities

4) no long term care facilities

Metric is provided to CDC

If this activity occurs within Year 2 please answer the following question.
Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

Staff will continue to perform onsite expanded assessments according to timeline established and
prioritization; results of expanded assessments and identified gaps will be shared with MDAG and HPIC
workgroup.

At 24 months: expanded on-site assessment performed at:

1) 40 acute care hospitals

2) 10 LTACs

3) 20 outpatient facilities

4) 10 long term care facilities

The on-site expanded assessments also will inform a potential hybrid approach of utilizing both on-site and
remote assessments. If we perform remote assessments, we plan to sample some of the facilities where
remote assessments were performed and do on-site visits to get an understanding on the adequacy of remote
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assessments. Remote assessments likely will involve in-person interviews of key staff and uploading of
supportive materials (e.g., video of competency in donning/doffing PPE, floor-plans and route of moving
suspect measles or Ebola patient, copies of triage signage/ documentation, policies/procedures) to REDCap.

If this activity occurs within Year 3 please answer the following question.
Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

Staff will continue to perform on-site expanded assessments according to timeline established; results of
expanded assessments and identified gaps will be shared with MDAG and HPIC workgroup.

At 36 months: expanded on-site assessment performed at:

1) 50 acute care hospitals

2) 10 LTACs

3) 30 outpatient facilities

4) 20 long term care facilities

In addition, we will perform remote assessments to expand the number of facilities assessed.

Activity 1.2

Name: Perform follow-up assessments to confirm and document mitigation of identified gaps (or potential
problems in outbreak reporting and response) and develop sustainable capacity to assess and address
gaps/problems. Include estimates of number of facilities to be assessed in milestones, specific for each
category of facility (i.e., acute care, long term care, and outpatient). Outline a sustainable capacity to perform
future assessments to assure gaps are identified and mitigated.

Description (1000 Characters): TDH staff will track the timeline of planned corrective actions for identified
gaps for each facility in REDCap and communicate with facility to ascertain that progress is made. To conserve
resources, follow-up visits will not be scheduled unless the facility/provider believes that they have mitigated
identified gaps. We will explore other methods apart from the on-site follow-up visit to ensure sustainability.
This includes using video captured on smart-phones by staff to assess/document competencies (e.g., in
donning/doffing of PPE, safe transportation of specimens). Such videos and other associated documents (e.g.,
picture of signage at triage, floor-plan routes, policies) could be uploaded securely to REDCap. This would
allow staff to review such documentation remotely and not review this on-site, saving time and resources.
Project Years for this Activity: X] Year 1 X] Year 2 X] Year 3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Epidemiologist will modify REDCap to allow for tracking of Epidemiologist Start Date:
expanded assessments for EAH and non-EAH hospitals, LTACs, and (new.);. 7/15/2015
other facility types including ability to perform follow-up. Physician (New);
Dr. Kainer End Date:
3/31/2018
#2: TDH will provide interactive training to mitigate gaps identified = Physician (new); Start Date:

in expanded assessments. We anticipate being able to use training  PHNCII - A (new);
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tools provided by CDC; these will be modified as needed to ensure PHNC Il - B (new) 7/15/2015
that they address identified gaps/needs. End Date:
TDH will communicate with staff at facilities to track progress made 3/31/2018
in developing corrective action plans, and mitigating gaps. Once

facility believes they have mitigated gaps, facility will upload

supportive documentation to REDCap.

#3: After supportive documentation is received, TDH staff will Physician (new); Start Date:
review this information and schedule follow-up site visit to confirm  PHNCII-A(new); 5155515
any outstanding issues have been resolved PHNC II - B (new) I
3/31/2018
#4: Follow-up visits to facilities are conducted by TDH staff. Physician (new); Start Date:
Local/regional public health staff attend assessments as PHNC II - A (new); 7/15/2015
time/resources allow. Progress made in mitigating gaps will be PHNCII - B (new) End Date:
documented in REDCap. '
3/31/2018
#5: Number of facilities that have received follow-up visit at 12 Physician (new); Start Date:
months= 8 acute care facilities. PHNC I - A (new); 7/15/2015
In addition, we will perform remote assessments to expand the PHNC II - B (new) ] s
number of facilities receiving follow-up visits. ate:
3/31/2016

Metric is provided to CDC

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

We will continue activities described above under Year 1. In addition, we will train surveyors on key elements
of infection control to examine when visiting licensed facilities. We also will ensure that investigators working
for professional boards are made aware of key infection control principles and the consequences of not
adhering to these. To establish closer personal relationships with the regulatory arm of the health
department, we propose that one of the nurses spend 1-2 days per week (as travel allows) embedded within
the regulatory arm (building is located about 4 miles from the HAI team).

We may perform some follow-up assessments remotely (see A2-1 above).

Lessons learned in TN and from other states will be incorporated. Tools (including REDCap) will be shared with
other states.

At 24 months: follow-up on-site assessment performed at:
1) 25 acute care hospitals

2) 3 LTACs

3) 3 outpatient facility

4) 0 long term care facilities

If this activity occurs within Year 3 please answer the following question.
Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

We will continue activities described above under Year 1 and 2.
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At 36 months: follow-up on-site assessment performed at:
1) 40 acute care hospitals

2) 10 LTACs

3) 20 outpatient facilities

4) 10 long term care facilities

We anticipate that these on-site assessments will have been supplemented by remote follow-up assessments

Back to Navigation

Strategy 2

Name: Increase infection control competency and practice in all healthcare settings through training.
Associated Outcomes:

1. State or city-wide healthcare system with comprehensive, effective infection control programs and
practices (i.e., healthcare setting infrastructure, facility level staff competence, healthcare provider
competence, and infection prevention staff competence)

2. Qualified personnel in both health department and healthcare facilities better prepared to respond to
infectious disease outbreaks in healthcare settings (including interrupting cross transmission) through
on-site assessments, observations, and relevant training

3. Increased implementation of prevention guidelines and policies to assure best practices to eliminate
cross-transmission of pathogens from patient-to-patient or patient-to-healthcare worker, across
healthcare settings

Activity 2.1

Name: Collect responses from oversight, licensing, or credentialing authorities to incorporate basic infection
control knowledge and practice assessments of competency into state licensing board requirements,
credentialing, and continuing education requirements for healthcare providers (e.g., medical license,
admitting privileges) and/or licensing/accreditation requirements for healthcare facilities.

Description (1000 Characters):

Project Years for this Activity: [ ]Year1 [ ]Year2 [ ]Year3

If this is a Year 1 Activity please complete the table below:

Person Responsible Timeframe

#1: Start Date:
End Date:

#2: Start Date:
End Date:

#3: Start Date:
End Date:

#4: Start Date:
End Date:
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#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

If this activity occurs within Year 3 please answer the following question.
Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

Activity 2.2

Name: Develop and initiate a sustainable training program that will address the most important infection
control gaps. Please indicate types of training proposed in your sustainable training program (e.g., train-the-
trainer, training by partner organizations, etc.). Include a milestone that estimates the number of facilities
receiving training (and indicate if acute care, long term care, or outpatient).

Description (1000 Characters): TDH will develop interactive infection prevention training courses,
incorporating CDC guidance and materials. We will collaborate with the 4 APIC chapters in Tennessee, as well
as appropriate healthcare associations (e.g., THA, Ambulatory Surgery Center Association, etc.) to offer
regional, in-person “train-the-trainer” trainings every year for different healthcare settings. Trainings will focus
on common infection control gaps and basic infection control principles, in addition to providing resources and
materials for attendees to train staff at their own facilities. Tools for evaluation and assessing infection
prevention competencies will be provided. Training will be modular; some will be specific to certain
healthcare settings (e.g., dialysis) and some general. We aim to provide CE credits. We will deliver the same
modules as a series of interactive webinars to allow those unable to travel to regional training to participate.
Materials/recordings will be available online.

Project Years for this Activity: X] Year 1 X] Year 2 X] Year 3

If this is a Year 1 Activity please complete the table below:

Timeframe
#1: Develop training courses, incorporating CDC Physician (New); Start Date:
guidance/materials and similar training programs in other states 11/1/2015

End Date:
12/1/2015
#2: Partner with local APIC chapters and healthcare associations to  Physician (New); Start Date:
schedule regional trainings Dr. Kainer 11/1/2015
End Date:
1/1/2016
#3: Work with local/regional health departments, state Physician (New); Start Date:
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licensure/regulatory agencies, and review facility-level data (NHSN

HAI data, for example) to identify ‘priority’ facilities to attend the (new); End Date:

training in each region ET.NKCa?n(:IreW)’ 1/1/2016

Start series of interactive webinars covering different modules.

Regional and local public health staff will be encouraged to attend

to develop capacity.

#4: Complete three regional, in-person trainings covering Physician (new); Start Date:

approximately 75 acute care hospitals, 10 LTACs, 30 long term care  PHNC2 (new); 1/1/2016

facilities, and 30 urgent care facilities. We also plan to conduct Epidemiologist End Date:

separate training using the same modules for survey staff from (new){ na bate:

regulatory arm (to foster trust between TDH staff and facility staff) Dr. Kainer 3/31/2016

#5: Make training materials/recordings available online (as Physician (new); Start Date:

modules become available) ASA3 (New) 12/1/2015
End Date:
3/31/2016

Epidemiologist

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

11/1/2015

We will continue to deliver interactive train-the trainer trainings (in person and via webinar). Under the PHEP
grant we have requested audience response system/clickers which we plan to utilize during in-person
trainings. We already have experience delivering interactive webinars.

We will develop additional modules for different audiences/healthcare settings. We will develop a "matrix"
of which modules are applicable to what audiences. We will update modules to incorporate lessons learned
from previous trainings, IC assessments, surveyor findings, outbreak investigations in Tennessee and in other

States and as CDC updates training materials.

If this activity occurs within Year 3 please answer the following question.
Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

We will continue to deliver interactive train-the trainer trainings (in person and via webinar)/ observe delivery
of individual modules by regional public health staff. We will update modules to incorporate lessons learned
from previous trainings, IC assessments, surveyor findings, outbreak investigations in Tennessee and in other
States and as CDC updates training materials.

Back to Navigation

Strategy 3

Name: Enhance surveillance capacity to improve situational awareness, describe emerging threats, and
target on-site assessments to implement prevention programs.

Associated Outcomes:
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1. Increased implementation of prevention guidelines and policies to assure best practices to eliminate
cross-transmission of pathogens from patient-to-patient or patient-to-healthcare worker, across
healthcare settings

2. Qualified informatics and analytic staff to access, analyze, and interpret HAI surveillance data from
region to direct and inform actions and response

Activity 3.1

Name: Build capacity to analyze data reported by facilities in a defined region (indicate if different from
region outlined in capacity section) that allows for a comprehensive or representative assessment of risk
adjusted infection rates for a priority infection threat or pathogen. Communicate summarized results to
healthcare facilities in a way to target action based on data. Specifically mention access and use of NHSN data
(and number of facilities targeted for access to data) in milestones. At minimum include one milestone for
obtaining access to NHSN HAI data, including projected/planned number of acute hospitals included and one
milestone for producing reports that identify facilities with higher than predicted HAIs to target prevention

activity.

Description (1000 Characters): TDH has access to HAI data through the NHSN group function; our state
reports are available at: http://health.state.tn.us/Ceds/HAl/index.htm. Our hospitals receive reports on the
number of infections of each type they need to prevent to reach goals (i.e., TAP report); the TAP strategy
allows us to target facilities for prevention/recruitment for collaboratives. We hope that in the future, TN
facilities will submit antimicrobial use and resistance (AUR) data to NHSN, so that TDH can analyze these.
Carbapenem resistant Enterobacteriaceae (CRE) are reportable to our National Electronic Disease Surveillance
System (NBS). We plan to improve situational awareness of CRE and other pathogens identified in CDC
Antimicrobial Resistance Threat Report by displaying geospatial data in a timely manner to stakeholders. We
will explore dashboard capabilities to communicate these data to our stakeholders so that providers can take
appropriate infection control measures and modify antibiotic usage.

Project Years for this Activity: Xyear1  [X]Year2  [X]Year3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Extract CRE data from the NEDSS base system and display on Epidemiologist Start Date:
maps (e.g., similar to Ebola maps used to track progress in West (new) 4/1/2015
Africa) so that appropriate interventions can be taken (low
. . . End Date:
incidence vs. moderate incidence vs. high incidence)

3/1/2016
#2: Discuss with MDAG appropriate ways to display emerging Epidemiologist Start Date:
threats such as CRE. (new); 4/1/2015
Investigate functionality and security issues related to dashboard Dr. Kainer End Date:
options to display geospatial data. '

P play geosp 3/1/2016

#3: Calculate cumulative attributable differences (CADs) using Meredith Kanago Start Date:
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NHSN data from 112 acute care hospitals, 10 long term acute care (HAI coordinator); 4/1/2015
hospitals, 9 free-standing inpatient rehab facilities, 21 inpatient Ashley Fell End Date:
rehab facilities, and 155 outpatient dialysis facilities allowing 3/1/2016
targeted prevention activities in facilities with the most infections

when such calculations can be performed/ risk adjusted models are

available.
#4: Use NHSN data to describe antimicrobial susceptibilities for Epidemiologist Start Date:
selected pathogens in Tennessee; geospatial display of such data (new); 4/1/2015
Meredith Kanago;
Ashley Fell End Date:
3/1/2016
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

We plan to extend the CRE data extraction and analysis to other pathogens (e.g., pneumococcus) where
susceptibility data are captured in NBS. We also will use susceptibility data reported for HAls to NHSN and
display these data geospatially. We will update automated outbreak detection SAS code reports that identify
potential "spikes" in HAI rates at the facility level to match new NHSN variable changes. We will refine
educational materials and approaches for facilities using the TAP strategy using lessons learned from
prevention collaboratives in TN and other states. TDH will work with CDC to guide analytic direction and
identify facilities for prioritized assessments. In addition, we would like to develop facility ranking metrics for
MRSA and CDI that identify facilities that have "excess" community-onset infections of MRSA and CDI.

If this activity occurs within Year 3 please answer the following question.

Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

We will work with CDC to develop an evaluation plan to measure the impact of using the TAP report (e.g.,
specifically examining the number of infections prevented and standardized infection ratio change for those
facilities targeted using the TAP strategy). Currently, susceptibility results are not requested for most
reportable conditions to the NBS. The foodborne diseases group at TDH is interested in exploring its utility for
pathogens such as Shigella, building on the use case of CRE (e.g., geospatial representation). If this proves
useful for Shigella, we likely will request susceptibility data for all bacterial pathogens reported to NBS that are
listed in CDC's antimicrobial resistance threat report, as we on-board facilities for electronic laboratory result

(ELR) reporting.

Activity 3.2
Name: Implement a response plan to address potential emerging threats identified by using enhanced

surveillance (through outbreak reporting and through action based on analysis of surveillance data).
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Description (1000 Characters): REDCap was implemented in TN in Sept. 2013. During 2014, we developed an
outbreak template for Middle East Respiratory Syndrome (MERS) using CDC-developed draft standard forms
as our starting point. This template was then adapted for use during the Ebola response for contact tracing
and symptom monitoring. TDH’s goal is to compose a generalizable and useful outbreak template for any
outbreak threat such as MERS, Ebola, Measles, or CRE. TDH wants to enable joint monitoring by both
healthcare and public health regions. REDCap has limitations regarding data access groups; TDH has developed
a workaround for this issue but for usability in future outbreaks, monitoring needs to be streamlined. The
developers are willing to work with us to develop "plug-ins" to mitigate these limitations. In addition, different
pathogens have different requirements for outbreak investigations/response. We would like to create some
outbreak templates that takes these different requirements into account.

Project Years for this Activity: XlYear1  [X]Year2  [X]Year3

If this is a Year 1 Activity please complete the table below:

#1: Draft contract with REDCap developers to mitigate gaps and Dr. Kainer; Start Date:
ensure REDCap is highly functional and user friendly during 4/1/2015
outbreak response. End Date:
3/1/2016
#2: Explore REDCap plug-in concept with developers to improve Dr. Kainer; Start Date:
functionality (e.g., allow joint monitoring by public health and Caleb Wiedeman 4/1/2015
healthcare facility). Currently, data access groups are mutually End Date:
exclusive with regard to individual records. The concept is to allow a/1 2016.
the healthcare facility to "borrow" a record from the public health /1
jurisdiction and "return" as soon as they completed the daily fever
monitoring.
#3: Modify MERS outbreak project in REDCap as a standard Epidemiologist Start Date:
template for any outbreak and develop standard analysis code in (new) 6/1/2015
T End Date:
3/1/2017
#4: Adapt outbreak project for other emerging pathogens, Epidemiologist Start Date:
including such conditions as measles, antimicrobial resistant (new) 6/1/2016
organisms, MERS-CoV, and novel influenza viruses. End Date:
3/31/2018
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.
Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters
In year 2, TDH will pilot the REDCap outbreak template in local, regional, and metro health departments and

hospitals. The pilot will identify areas for improvement, train PH staff and healthcare facilities in data entry
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and reporting with REDCap, and result in a better trained workforce for outbreak response and increase
response capacity. MDAG and HPIC will discuss ways to strengthen relationships with hospitals and
surrounding facilities to increase regional surveillance and establish a workflow/communication protocol that
may utilize REDCap. A 1-page outbreak guide will be developed for any facility type/provider. This will include
clear definitions of infectious threats of epidemiologic importance, including definition of outbreaks and what
must be reported to public health. This should assist in reducing transmission of pathogens. This 1-page guide

will also be distributed through APIC chapters to all existing and new Infection Preventionists.

If this activity occurs within Year 3 please answer the following question.

Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

In year 3, TDH will provide ongoing training in outbreak response strategies to ensure qualified healthcare
personnel are available to respond to infectious disease outbreaks in facilities. It is our goal that each facility
will have trained staff to access, analyze, and interpret REDCap outbreak data for use in informing actions and
response (e.g., contact investigations, monitoring for symptoms). Public health staff will use at least part of
the facility assessments described in A1-3 and A2-1 when investigating outbreaks. The 1-page outbreak guide
will be updated and distributed annually to providers along with the reportable disease list. TDH and HPIC will
evaluate the gaps in facility communication when transferring patients to reduce transmission of infectious
pathogens between facilities. Transfer forms will be piloted to various facility types to identify the best way

for facilities to communicate infectious diseases and prevent transmission upon patient transfer.

Back to Navigation

Performance Measurement and Evaluation
Note: Awardees will be required to report on a small set of CDC-defined performance measures. CDC will

release supplemental information and guidance containing required performance measures following the

posting of this funding announcement.

Applicants should describe in a brief narrative (one paragraph maximum) a plan to collect and respond to
required CDC-defined performance measures. This paragraph should include a statement acknowledging the
understanding that CDC-defined measures are forthcoming and that the applicant will actively work with CDC
to provide the measure data and contact CDC if barriers in providing measures are identified. Applicants
should also describe the anticipated individual(s) responsible for monitoring and responding to required
performance measures. Additionally, possible barriers/challenges to data collection/reporting may be noted
along with any high level mitigation strategies. Applicants may also describe how evaluation data might be
shared with key stakeholders and used by the awardee to improve program quality and demonstrate the value

of this supplemental funding.
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Epidemiology and Laboratory Capacity (ELC)

Building and Strengthening Epidemiology, Laboratory and Health Information Systems
Capacity in State and Local Health Departments

PROGRAM COMPONENT: Enhanced Laboratory Biosafety Capacity

We understand that CDC defined measures are forthcoming. We will actively work with CDC to provide these
performance measures and alert CDC if we encounter barriers in providing these. The new physician (to be
funded under this application) will be the person responsible for monitoring and reporting performance
measures. Until the physician is hired, Dr. Kainer will be the person responsible. Evaluation data will be
shared within the TDH (including emergency and hospital preparedness), and external partners in Tennessee
such as the multidisciplinary advisory group (MDAG) on HAI (and its membership organizations) and the
healthcare preparedness infection control (HPIC) working group. We also will share lessons learned and any
best practices identified and tools used with CDC and other States/large city counterparts. Data sources will
include the access database inventory of healthcare facilities, REDCap databases (to be developed) to capture
information for the performance measures; records kept on training activities (number, type of attendees,
evaluation forms).

Performance measures will include:

1) Complete inventory and mapping of healthcare facilities (annual)

2) Number of acute care facilities receiving on-site assessments, by type of facility (Ebola Assessment
Facility, other acute care, non-acute care) (at least semi-annual)

3) Number of surveyors, health department staff, and related partners trained in on-site assessments
(annual)

4) Number of acute care facilities having staff participate in IC training program/activities (Annual

5) Number of healthcare providers receiving training linked to competency assessment, licensure, or CE
(Annual)

6) Line list of summary information documenting outbreaks reported and summary of response and
outcome, using standard reporting instrument developed with CDC (Annual)

7) Number and Standardized Infection Ratios of each HAI (i.e., CDI and MRSA BSls, CAUTI, CLABSI) among
facilities in catchment and also the subsetting facilities receiving any assessment and/or any training
activity (Annual)

8) Line list of Ebola assessment facilities and status of on-site assessments, proposed dates of assessment,
documentation of any gaps that exist and documented mitigation status.

9) Updated HHS HAl action plan

10) Discuss activities with CDC at beginning of project to discuss project plans and clarify activities

11) Participation in regular (monthly/quarterly) technical assistance calls

We offer the following comments/suggestions about these proposed performance measures: (2) consider also
capturing number of remote assessments performed (in addition to on-site assessments); (5) this may be very
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difficult to obtain without burdening healthcare facilities; (8) in TN there is sensitivity surrounding public
identification of Ebola Assessment Hospitals; no such list is currently published. We also respectfully request
that CDC strongly consider allowing an option for sites to upload (e.g., CSV file) the status of assessments, gaps
etc... to the online tracking tool. We are planning to use REDCap to capture information on the status of each
facility, gaps etc.... To ensure data integrity and accuracy it would be very helpful to be able to upload this
information, rather than perform double data entry.

The metric under A1-3-2 asking us to report number of EAH having successfully mitigated all gaps will be
heavily dependent on how each state prioritizes initial assessments of EAH. If a state prioritizes in its
assessment EAH that are more “prepared”, then this number will be much higher than states that prioritize
facilities they are more concerned about. CDC guidance on prioritization of such assessments would be

appreciated if such a metric will be used as a performance measure.

The amount of travel required to perform on-site assessments in a long state such as Tennessee is substantial;

We anticipate that this will impact ability to recruit staff.

Back to Navigation
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Guidance

The following work plan will outline the awardee’s plans, milestones, and expected outcomes related to public health
functions described in CK14-1401PPHFSUPP15. Please review the supplement prior to completing this application.

If there are any questions or concerns while completing this application, please contact your ELC or Program POC to

address and resolve the issue.

When completing the form it is important to note that this is a locked document, and only specific form fields and
sections are editable. Please do not make an attempt to edit or alter sections of the form that are not available for edits

as it could delay and alter the ability to review the application.

Spell Check: Please run a spell check by clicking the button below.

Spell Check








Track Changes: You may use track changes with this document by clicking the buttons below.

Turn Track Changes On/Off Accept All Changes

Back to Navigation

Project Approach

Problem Statement
Please limit the response to this section to half a page - This section is unrestricted to allow entry of additional

materials beyond text (including graphics, pictures, etc) as necessary.

In March of 2014, the largest Ebola outbreak occurred in Western Africa and cases were seen in the United
States. This event prompted all states to assess their capability to handle high risk infectious diseases. One
aspect of this preparation was to assess the capability of clinical laboratories to handle potentially infectious
body fluids for not just infectious disease testing, but also routine clinical chemistry and hematology testing
that is required to diagnose patients. In Tennessee, the Department of Health received numerous inquiries
from laboratories on the proper procedures for collection of samples, performing routine tests such as malaria
microscopy, handling contaminated waste, and shipping specimens to the state laboratory for influenza and
Ebola Virus Disease (EVD) testing. There was much confusion about the risk of working with an Ebola patient’s
specimens and the application of established blood borne pathogen practices. These inquiries point to a lack
of biosafety knowledge in most clinical laboratories. It appears that biosafety plans may be absent or
incomplete, staff may require biosafety education and biosafety procedures need to be fully implemented and

enforced. Tennessee is applying for this grant to help correct this problem.

Purpose
Describe in 2-3 sentences specifically how the application will address the project’s problem as described in

the component project’s ‘Problem Statement.’

The Tennessee Department of Health will create and fill a Laboratory Biosafety Officer position. This person
will work with all clinical laboratories in Tennessee to assess their biosafety practices and look for any existing
gaps in biosafety. They will provide education on biosafety practices and biosecurity to help fill any gaps

found and create a long lasting biosafety environment.

Back to Navigation








Applicant Capacity

Address the jurisdiction’s current capacity to successfully implement the proposed strategies and activities
(including describing staff and other infrastructure already in place that you will build upon) to meet project
period outcomes.

Please limit the response to this section to 1 page - This section is unrestricted to allow entry of additional

materials beyond text (including graphics, pictures, etc) as necessary.

Tennessee has approximately 125 laboratories that collect and perform some limited patient testing. Half of
these laboratories only collect specimens and perform on-site waived point of care testing. All other testing is
sent to a commercial clinical laboratory or to a parent hospital laboratory. The remaining 60+ laboratories
perform a range of clinical chemistries and infectious disease testing. Tennessee also has three Laboratory
Response Network (LRN) laboratories performing the LRN test protocols. To ensure a rapid response
capability and surge capacity, these laboratories are geographically located in the three grand divisions of the
state. Whether only collecting specimens, performing point of care tests, or sophisticated automated clinical
chemistries, all of these laboratories handle biological specimens and need to be aware and practice
bloodborne pathogen and infectious disease laboratory practices. Samples need to be packaged and shipped
using current federal Department of Transportation (DOT) approved shipping containers and regulations.

The Tennessee Department of Health (TDH), Laboratory Services has a long history of working with
laboratories and providing education and training. TDH has a Laboratory Bioterrorism Coordinator, a Sentinel
Laboratory Coordinator, and a Training Coordinator who work with clinical laboratories to provide continuing
education and training. The Training Coordinator also acts as the Select Agent Responsible Official and has
ensured that the laboratory complies with all Select Agent/LRN biosafety and biosecurity practices and
successfully passes the Select Agent inspections. They offer workshops on LRN/ASM testing protocols and
updates on emerging infections. The Sentinel Laboratory Coordinator maintains a data base of contact
information and regularly provides health alerts and updates. TDH provides workshops on DOT approved
packaging and shipping of biological specimens. These workshops are held at no charge at locations across
the state to ensure that they are readily accessible to the clinical laboratories and allow the laboratories to
meet the bi-annual certification requirements. After the EVD scare, TDH received numerous inquiries about
shipping specimens to the State public health laboratory or CDC for testing. Laboratories lacked adequate
DOT certified staff. TDH immediately developed and hosted 11 shipping and packaging classes that trained
242 laboratorians so that they could be certified.

The Central Laboratory Facility in Nashville has a dedicated training laboratory with an attached classroom.
This facility is used to train clinical laboratorians on all aspects of infectious disease testing. Tennessee was
the first state to develop and provide Sentinel Laboratory training in the ASM bioterrorism testing procedures.
In addition to local workshops and a dedicated training site, TDH has the capability to provide webinars. In

2014, a webinar on biosafety and shipping of potential EVD specimens was held for laboratorians. This








webinar provided information on blood borne pathogens, proper PPE, use of biological safety cabinets, and
packaging and shipping of biological specimens. The webinar reached laboratories all over Tennessee and had
100 participating sites.

The Public Health Laboratory Director, Dr. Richard Steece, serves on APHL’s Infectious Disease Committee and
is working with the Biosafety Subcommittee on a biosafety checklist that can be used to assess the biosafety
practices and gaps that laboratories have.

Back to Navigation

Work Plan

Strategy 1

Name: Enhance Public Health Laboratory Biosafety Capacity
Associated Outcomes:
1. More trained staff knowledgeable in working with infectious organisms and other
emerging pathogens of public health concern

2. Improved biosafety practices for handling/processing Ebola and other highly
infectious specimens at public health and clinical labs

3. Labs better equipped to serve jurisdiction in the inactivation and disposal of
specimens and other laboratory waste from suspected Ebola or other highly

infectious agents

Activity 1.1

Name: Update jurisdiction’s biosafety guidelines for Ebola specimens and other emerging infectious diseases
based upon CDC guidelines and make them readily available.

Description (1000 Characters): TDH will create a position and hire a laboratory biosafety officer. Approval to
create the position has already been obtained. This person will be trained in biosafety and biosecurity
procedures. Funds are requested to allow this person to attend biosafety training at CDC/APHL developed
training, attend the week long biosafety course available from the American Biological Safety Association, and
attend Tennessee Occupational Safety and Health safety workshops. After completion of this training, the
biosafety officer will review and update the biosafety and biosecurity guidelines for Ebola specimens and
emerging infections. TDH will contract with a consulting organization to provide biosafety consultation. The
consultant will assist the biosafety officer along with other TDH staff in developing training material to provide
information to clinical laboratories.

Project Years for this Activity: Xvear1  [X]Year2  [X]Year3

If this is a Year 1 Activity please complete the table below:
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Year 1 Milestones/Outputs (500 Characters each) Person Responsible  Timeframe

#1: Designate a laboratory biosafety officer with jurisdiction’s Dr. Richard Steece,  Start Date:
public health laboratory. Jim Gibson 4/1/2015
End Date:
7/1/2015
#2: Discuss this project’s funded activities and work plan with APHL = Dr. Richard Steece, = Start Date:
(CDC’s designated Subject Matter Expert for this project). Jim Gibson 5/1/2015
End Date:
6/30/2015
#3: The biosafety officer will obtain training at CDC/APHL Biosafety Officer Start Date:
sponsored training 7/1/2015
End Date:
3/30/2016
#4: The current TDH consultant contract will be amended and Jim Gibson Start Date:
utilized to provide biosafety consulting to assist in training. The 4/1/2015
biosafety officer will work with the consultant to gain knowledge of End Date:
biosafety practices and assess and update laboratory biosafety '
T 3/30/2016
guidelines.
#5: The biosafety officer will attend the American Biological Safety  Biosafety Officer Start Date:
Association convention to obtain up to date information on 10/9/2015
biosafety End Date:
10/14/2015

If this activity occurs within Year 2 please answer the following question.
Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters
The biosafety officer will attend all CDC/APHL biosafety and biosecurity training events. The biosafety officer

will continue to update guidelines and make them accessible to all laboratories in Tennessee.

If this activity occurs within Year 3 please answer the following question.
Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters
The biosafety officer will attend all CDC/APHL biosafety and biosecurity training events. The biosafety officer

will continue to update guidelines and make them accessible to all laboratories in Tennessee.

Activity 1.2

Name: Perform risk assessment(s) of jurisdiction’s public health laboratory to assure the lab can safely handle
and dispose of specimens suspected of Ebola and other highly infectious agents.

Description (1000 Characters): The biosafety officer will visit each of the three Tennessee public health
laboratories to assess their current biosafety practices and discover gaps that need closing. Both self-

assessments and on-site observations may be used to complete the assessments. Assistance will be given in







helping these laboratories close gaps through education and training of staff. -A report will be developed for
the Public Health Laboratory Director to list the issues found during the assessments and address resources
that are needed to correct deficiencies.

Project Years for this Activity: XlYear1  [X]Year2  [X]Year3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Develop a risk assessment tool/checklist to be used to assess Biosafety officer Start Date:
laboratory biosafety and biosecurity practices. 7/1/2015
End Date:
9/1/2015
#2: Visit the three public health laboratories and complete Biosafety officer Start Date:
assessments of biosafety 9/1/2015
End Date:
10/1/2015
#3: Work with each public health laboratory to develop mitigation  Biosafety officer Start Date:
strategies and provide laboratorian education and training. 10/1/2016
End Date:
3/30/2016
#4: Develop a report explaining the most common biosafety issue Biosafety officer Start Date:
found during the assessments 2/1/2016
End Date:
3/30/2016
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

The biosafety officer will annually visit Tennessee each of the three public health laboratories to assess their
current biosafety practices and discover gaps that need to be mitigated. Both self-assessments and on-site
observations may be used to complete the assessments. Assistance will be given in helping laboratories close
gaps through education and training of staff. An annual report will be written to list the deficiencies found

and address strategies to correct these issues and ensure long term compliance.

If this activity occurs within Year 3 please answer the following question.

Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

The biosafety officer will annually visit each of the three public health laboratories to assess their current
biosafety practices and discover gaps that need to be mitigated. Both self-assessments and on-site

observations may be used to complete the assessments. Assistance will be given in helping laboratories close
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| gaps through education and training of staff. An annual report will be written to discuss issues that may
continue to be found and address improvements that have occurred due the assessment process, assistance

with gaps, and education of staff.

Activity 1.3

Name: Develop, provide or assure access to tools (i.e., risk assessment templates or models, exercises),
guidance, trainings and other educational activities for sentinel clinical laboratories and facilities to maintain
component staff knowledgeable in working with infectious organisms of public health concern.

Description (1000 Characters): Training will be provided across the state for clinical laboratory staff. This
training will include Sentinel Laboratory training, Packaging and Shipping of biological specimens, biosafety
practices, and the proper use of a biological safety cabinet. Training resources such as newsletters, emails,
webinars, and individual communication will be utilized to provide information and assist laboratories in
biosafety. Laboratory packaging and shipping classes will continue to be held to ensure that all laboratories
understand DOT regulations and have certified staff.

Project Years for this Activity: X] Year 1 X] Year 2 X] Year 3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Training aids, presentations, and workshops will be developed  Biosafety Officer, Start Date:
in biosafety practices Rolinda Eddings 9/1/2015
(Training
Coordinator), End Date:
Sentinel 12/31/2015

Coordinator,

Irmgard Brown (

Laboratory

Bioterrorism

Coordinator)
#2: Develop a risk assessment tool/checklist to be used to assess Biosafety officer Start Date:
laboratory biosafety and biosecurity practices. 7/1/2015

End Date:
10/1/2015

#3: Workshops in packaging and shipping will be held across the Rolinda Eddings, Start Date:

state. Sentinel Laboratory 4/1/2015

Coordinator
End Date:

3/30/2016
#4: Biosafety Training workshops will be provided Biosafety Officer, Start Date:
Rolinda Eddings 1/1/2016
End Date:
3/30/2016
#5: Start Date:
End Date:







If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

Training will be provided across the state for clinical laboratory staff. This training will include Sentinel
Laboratory training, Packaging and Shipping of biological specimens, biosafety practices, and the proper use of
a biological safety cabinet. Training resources such as newsletters, emails, webinars, and individual
communication will be utilized to provide information and assist laboratories in biosafety. Laboratory
packaging and shipping classes will continue to be held to ensure that all laboratories understand DOT

regulations and have certified staff.

If this activity occurs within Year 3 please answer the following question.

Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

Training will be provided across the state for clinical laboratory staff. This training will include Sentinel
Laboratory training, Packaging and Shipping of biological specimens, biosafety practices, and the proper use of
a biological safety cabinet. Training resources such as newsletters, emails, webinars, and individual
communication will be utilized to provide information and assist laboratories in biosafety. Laboratory
packaging and shipping classes will continue to be held to ensure that all laboratories understand DOT

regulations and have certified staff.

Activity 1.4
Name: Implement mitigation strategies based upon results of assessment at Public Health Lab.

Description (1000 Characters): When the Biosafety Officer visits each of the three public health laboratories
they will implement any immediate mitigation that is critical and can be implemented with current resources.
After the visit, they will compile a list of mitigation that requires additional resources and meet with
management staff to discuss obtaining the resources that are needed. A short-term and long-term mitigation
strategy will be developed. They will work with Ftraining staff to provide in-house training or explore other
training that may be needed. The Public Health Laboratory Director will be informed of all practices that need
to be updated or changed.

Project Years for this Activity: X] Year 1 X] Year 2 X] Year 3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: During the laboratory assessments, mitigation will be Biosafety Officer Start Date:
implemented for practices that are required and can be 10/1/2015
lish ith t .
accomplished with current resources End Date:
3/30/2016
#2: Biosafety practices that require additional resources or training = Biosafety Officer, Start Date:
will be noted. Meetings with laboratory management to discuss Laboratory 10/1/2015
availability of resources and developing expertise will be Management End Date:
conducted. '







3/30/2016

#3: The Public Health Laboratory Director will be provided a report  Biosafety Officer Start Date:
listing deficiencies and the mitigation that has occurred to correct 10/1/2015
the deficiencies. End Date:
3/30/2016
#4. Start Date:
End Date:
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.
Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters
Annual assessments and subsequent mitigation of deficiencies will be conducted at the public health

laboratories. A status report will be generated for the Public Health Laboratory Director.

If this activity occurs within Year 3 please answer the following question.
Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters
Annual assessments and subsequent mitigation of deficiencies will be conducted at the public health

laboratories. A status report will be generated for the Public Health Laboratory Director.

Activity 1.5

Name: Address gaps identified through assessment at public health laboratory.

Description (1000 Characters): When the Biosafety Officer visits each of the three public health laboratories
they will discuss any observed deficiencies with the laboratory manager and implement any immediate
mitigation that is critical and can be implemented with current resources. Any deficiency that cannot be
immediately corrected will be compiled and discussed with laboratory management staff to obtain the
required resources, equipment, or training. A short-term and long-term mitigation strategy will be developed
and implemented as soon as the resource is obtained. A follow-up assessment will be conducted to ensure
that deficiencies were addressed and solutions implemented and in practice.

Project Years for this Activity: X] Year 1 X] Year 2 X] Year 3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: During the laboratory assessments, mitigation will be Biosafety Officer, Start Date:
implemented for practices that are required and can be Laboratory Manager 10/1/2015
accomplished with current resources. End Date:
3/30/2016
#2: All deficiencies will be corrected as resources are obtained Biosafety Officer, Start Date:

Laboratory Manager 10/1/2015







End Date:

3/30/2016
#3: A reassessment will be conducted after implementation of the  Biosafety Officer Start Date:
mitigation strategies. 10/1/2015
End Date:
3/30/2016
#4: A report of the assessments and implementation of mitigation  Biosafety Officer Start Date:
will be written and provided to the Public Health Laboratory 2/1/2016
Director. End Date:
3/30/2016
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.
Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters
Annual assessments and subsequent mitigation of deficiencies will be conducted at the public health

laboratories. A status report will be generated for the Public Health Laboratory Director.

If this activity occurs within Year 3 please answer the following question.

Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

Annual assessments and subsequent mitigation of deficiencies will be conducted at the public health
laboratories. A status report will be generated for the Public Health Laboratory Director.

Back to Navigation

Strategy 2

Name: Improve Laboratory Coordination and Outreach
Associated Outcomes:
1. Improved biosafety practices for handling/processing Ebola and other highly

infectious specimens at public health and clinical labs

2. Better coordination of biosafety practices between public health labs and clinical
partners
3. Labs better equipped to serve jurisdiction in the inactivation and disposal of

specimens and other laboratory waste from suspected Ebola or other highly

infectious agents

Activity 2.1
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Name: Work with jurisdiction’s clinical laboratory partners to perform their own risk assessments and
coordinate this activity with any proposed infection control assessments performed as part of a proposed
Infection Control Assessment and Promotion Program.

Description (1000 Characters): The biosafety officer will develop a letter to introduce him/herself and explain
the need to assess the biosafety and biosecurity practices in clinical laboratories. The letter will include
resources such as the recently updated CDC "Guidance for U.S. Laboratories for Managing and Testing Routine
Clinical Specimens When There is a Concern About Ebola Virus Disease" and the CDC "Biosafety in
Microbiological and Biomedical Laboratories" manual. The biosafety officer will develop a risk assessment
checklist and provide it to laboratories to use to perform a self-assessment. They will visit these laboratories
and review their self-assessment findings and possibly help them conduct their assessment. They will discuss
deficiencies that are found and possible mitigation. State laboratory training resources will be used to train
laboratorians on biosafety and biosecurity practices, packing and shipping regulations, and Sentinel Laboratory
bioterrorism procedures.

Project Years for this Activity: Xlyear1  [X]Year2  [X]Year3

If this is a Year 1 Activity please complete the table below:

#1: Develop an informational letter to be sent to all laboratories to  Biosafety Officer Start Date:
introduce the biosafety officer and explain the need and process for 7/1/2015
assessment of biosafety and biosecurity .
I Y ! urity End Date:
10/1/2015
#2: Develop an assessment tool that can be used by clinical Biosafety Officer Start Date:
laboratories to assess their biosafety and biosecurity practices. 7/1/2015
End Date:
10/1/2015
#3: Provide the assessment tool to clinical laboratories. Biosafety Officer Start Date:
7/1/2015
End Date:
10/1/2015
#4: Visit clinical laboratories to help them review their assessment, = Biosafety Officer Start Date:
help develop mitigation strategies, explain available training 8/1/2015
resources, and be available as a consultant.
End Date:
3/30/2016
#5: The state laboratory will provide training on biosafety and Biosafety Officer, Start Date:
biosecurity, packaging and shipping, and Sentinel Laboratory Rolinda Eddings 4/1/2015
procedures. (Training End Date:
Coordinator), nd Date:
Sentinel 3/30/2016

Coordinator,
Irmgard Brown (
Laboratory
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Bioterrorism
Coordinator)

If this activity occurs within Year 2 please answer the following question.

Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters

The Biosafety Officer and the State laboratory will continue to provide biosafety and biosecurity assessments
and training to ensure that all laboratories have an opportunity to comply with biosafety guidelines and
improve their compliance. Training will be provided on packaging and shipping biological specimens so that all

laboratories have DOT certified shippers.

If this activity occurs within Year 3 please answer the following question.

Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

The Biosafety Officer and the State laboratory will continue to provide biosafety and biosecurity assessments
and training to ensure that all laboratories have an opportunity to comply with biosafety guidelines and
improve their compliance. Training will be provided on packaging and shipping biological specimens so that all

laboratories have DOT certified shippers.

Activity 2.2

Name: Work with jurisdiction’s clinical partners to address gaps identified in their own risk assessments.
Description (1000 Characters): The biosafety officer will provide the self-assessment tool to each clinical
laboratory. They will conduct a conference call/webinar to discuss the tool and give laboratories a mechanism
to ask questions and address any issues they have. A survey will be conducted using Survey Gizmo to assess
the major gaps that are being found as laboratories complete their assessment and any difficulties with the
assessment tool. During this process, the safety officer will be available by telephone and email to act as a
biosafety consultant. In turn, the biosafety officer will use the laboratory contract consultant as a resource to
help find solutions to difficult to unique gaps that they cannot address. The biosafety officer will begin making
appointments and visiting laboratories that need help completing the assessment and develop gap solutions.
Project Years for this Activity: X] Year 1 X] Year 2 X] Year 3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Self-assessment tool is provided to clinical labs and an Biosafety Officer Start Date:
introductory conference call/webinar is held to introduce the 7/1/2015
assessment. End Date:
10/1/2015
#2: A survey conducted using Survey Gizmo to assess the major Biosafety Officer Start Date:
deficiencies found during the self-assessment and the satisfaction 8/1/2015
with the assessment tool. End Date:
11/1/2015
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#3: The Biosafety Officer remains available to the laboratories for Biosafety Officer Start Date:

consultation. 7/1/2015
End Date:
3/30/2016

#4: The contract biosafety consultant is utilized to help develop Biosafety Officer, Start Date:

training needs, develop mitigation solutions, and help the biosafety = Contract Consultant 7/1/2015

officer with issues. End Date:

3/30/2016
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.
Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters
Visits to clinical laboratories will continue. The biosafety officer will be available to answer questions from the

laboratories and provide possible solutions to gaps. Data will be gathered using survey tools and on-site visits.

If this activity occurs within Year 3 please answer the following question.

Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters

Visits to clinical laboratories will continue. The biosafety officer will be available to answer questions from the
laboratories and provide possible solutions to gaps. Data will be gathered using survey tools and on-site visits.

Activity 2.3

Name: Work with clinical labs to identify and implement mitigation strategies from the clinical laboratory risk
assessments.

Description (1000 Characters): When the Biosafety Officer visits each of the clinical laboratories he will
discuss any observed deficiencies with the laboratory manager and suggest ways to implement any immediate
mitigation that is critical and can be implemented with current resources. Any deficiency that cannot be
immediately corrected will be noted and ways to obtain the required resources, equipment, or training will be
discussed. A follow-up call or on-site visit be conducted to ensure that deficiencies were addressed and
solutions implemented and in practice.

Project Years for this Activity: X] Year 1 X] Year 2 X] Year 3

If this is a Year 1 Activity please complete the table below:

Year 1 Milestones/Outputs (500 Characters each) Person Responsible Timeframe
#1: Discuss the assessment findings and mitigation solutions with Biosafety Officer Start Date:
the clinical laboratory staff through telephone calls, email, or on- 7/1/2015
site visits. End Date:
3/30/2015
#2: Provide mitigation solution guidance when requested and Biosafety Officer Start Date:
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inform the laboratory of resources that can be obtained by them or 7/1/2015

provided through state laboratory training and education. End Date:
3/30/2015
#3: Provide follow-up contact calls or visits to assess the progress  Biosafety Officer Start Date:
in mitigating gaps and the need for more assistance in getting gaps 7/1/2015
closed. End Date:
3/30/2016
#4: Provide mitigation successes to all laboratories through a Biosafety Officer Start Date:
newsletter, email or mailing. 8/1/2015
End Date:
3/30/2015
#5: Start Date:
End Date:

If this activity occurs within Year 2 please answer the following question.
Describe at a high level the milestones for Year 2 (if applicable). 1000 Characters
Calls, visits, and communication to clinical laboratories will continue. The biosafety officer will be available to

answer questions from the laboratories and provide possible solutions to gaps.

If this activity occurs within Year 3 please answer the following question.
Describe at a high level the milestones for Year 3 (if applicable). 1000 Characters
Calls, visits, and communication to clinical laboratories will continue. The biosafety officer will be available to

answer questions from the laboratories and provide possible solutions to gaps.

Back to Navigation

Performance Measurement and Evaluation

Note: Awardees will be required to report on a small set of CDC-defined performance measures. CDC will
release supplemental information and guidance containing required performance measures following the

posting of this funding announcement.

Applicants should describe in a brief narrative (one paragraph maximum) a plan to collect and respond to
required CDC-defined performance measures. This paragraph should include a statement acknowledging the
understanding that CDC-defined measures are forthcoming and that the applicant will actively work with CDC
to provide the measure data and contact CDC if barriers in providing measures are identified. Applicants
should also describe the anticipated individual(s) responsible for monitoring and responding to required

performance measures. Additionally, possible barriers/challenges to data collection/reporting may be noted
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along with any high level mitigation strategies. Applicants may also describe how evaluation data might be
shared with key stakeholders and used by the awardee to improve program quality and demonstrate the value
of this supplemental funding.

TDH is prepared to use surveys, observations, and other methods to collect data that can be used to respond
to the required CDC —defined performance measures that will be developed and issued by the ELC following
the posting of the funding announcement. The Biosafety Officer is responsible for gathering and tabulating
the data and working with CDC on any barriers/challenges to collecting/reporting the data in the format
prescribed by CDC. This data will also be shared with the clinical laboratories through newsletters, emails, or
mailings to inform them of common biosafety issues that are found, strategies developed to correct gaps, and
improvement that has occurred to develop a more trained staff knowledgeable in working with infectious
specimens, utilizing biosafety practices, and better coordination of biosafety practices between public health
and clinical partners. The data will also be used by public health to develop or refine clinical laboratory

training.

Back to Navigation
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Introduction

Beginning in March of 2014, West Africa experienced the largest Ebola outbreak on record.
Unlike many smaller preceding outbreaks of Ebola virus disease (Ebola), this particular
outbreak spread to multiple African countries and caused (as of July 2015) more than 27,000
suspected human cases. In August 2014, the first American citizen with Ebola was flown to
the United States (U.S.) for treatment. Additional patients have subsequently been
medically-evacuated to the U.S. and two returned travelers were diagnosed and treated in
Dallas, Texas and New York City, New York. These experiences, as well as the secondary
infections of two health care workers in a Dallas hospital, identified opportunities to improve
preparedness for and treatment of suspected and confirmed patients with Ebola. In response,
Congress appropriated emergency funding, in part to ensure that the health care system is
adequately prepared to respond to future patients infected with Ebola. In doing so, Congress
directed the Department of Health and Human Services (HHS) to develop a regional approach
to caring for future patients with Ebola.

The funding provided through the Hospital Preparedness Program (HPP) Ebola Preparedness
and Response Activities is intended to ensure the nation’s health care system is ready to
safely and successfully identify, isolate, assess, transport, and treat patients with Ebola or
patients under investigation for Ebola, and that it is well prepared for a future Ebola
outbreak. While the focus will be on preparedness for Ebola, it is likely that preparedness for
other novel, highly pathogenic diseases will also be enhanced through these activities.
Assuring that patients with Ebola are safely and well cared for in the U.S. health care system
and that frontline providers are protected and trained to recognize and isolate a person with
suspected Ebola are the cornerstones of the HPP funding opportunity announcement (FOA).

Experience with patients with Ebola in the U.S. has shown that care of such individuals is
clinically complex, requiring highly skilled health care providers and technologically-advanced
care. This has led Congress, experts, and stakeholder groups to suggest that, to the extent
possible, care of patients with Ebola should be concentrated in a small number of facilities.
At the same time, however, the nation’s hospitals must be prepared to handle one or more
simultaneous clusters of Ebola. Further, all hospitals must be able to identify, diagnose, and
treat a patient with suspected Ebola until they can be transferred to a facility that can
provide definitive care. Ultimately, the HPP funding aims to ensure the health care
system is well prepared in the event of future Ebola or other special pathogen outbreaks.
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Preface: How to Use This Manual

The Hospital Preparedness Program (HPP) created this manual as a resource for HPP awardees
to clarify the meaning of the Ebola measures and assess outcomes. HPP expects that
awardees will use the manual as a reference tool. The Ebola measures were designed to
demonstrate achievement or progress towards accomplishing the relevant goals described in
the Ebola Preparedness and Response Activities Funding Opportunity Announcement (FOA).
Although most of the Ebola or other special pathogens capabilities are intended to be
addressed in the first year of funding, these capabilities will continue to be built and
maintained over the remaining four years.

All awardees receiving funds for the HPP Ebola Preparedness and Response Activities should
understand that the federal government requires program measures. The Ebola measures aim
to describe and illustrate an awardee’s progress toward meeting Part A and Part B (applicable
only for Part B awardees) goals described in the HPP Ebola Preparedness and Response
Activities Funding Opportunity Announcement. It is the responsibility of the awardees to
provide performance information through the Ebola measures. Ebola performance
information will be collected in an Excel template, annually in May, for the next five years to
monitor progress. This information will allow the HPP to assess both the awardee and its
effectiveness in implementing the Program’s goals. This manual provides:

Performance Measures
Reporting Element
Data Source

Metrics

Goals

Definitions

The Ebola Measures

There are 26 core Ebola measures outlined in this document that address both Part A (18
measures) and Part B (8 measures). The data to support these measures will be collected by
the awardee, coalitions, Ebola treatment centers (ETCs), and assessment hospitals for Part A,
and the awardee and the regional Ebola and other special pathogen treatment center for Part
B. While the measures primarily aim to address health care workforce training and patient
care, much of the data will be collected during training, exercises, and real-world events.
Per the FOA, the awardee, coalitions, ETCs, and assessment hospitals must conduct annual
exercises, and regional Ebola and other special pathogen treatment centers must conduct
guarterly exercises. To ensure these exercises allow each entity to collect sufficient data to
collect the measures, the National Ebola Training and Education Center (NETEC) will be
developing exercise templates. HPP will provide templates to awardees, coalitions, and
individual health care facilities to use to facilitate and conduct exercises to capture the
required metrics. Awardees will be expected to provide a mid-year and end-of-year report on
their level of performance (guidance on mid-year reporting is forthcoming).

There are also eight additional measures developed to better illustrate impact. These impact
measures are both quantitative and qualitative. Four impact measures will ask awardees to
rate their levels of preparedness for an Ebola or special pathogen event both pre- and post-
funding on a 5-point Likert scale (1= Not Prepared and 5= Very Prepared). The remaining four
open-ended qualitative questions will highlight the most prominent perceived impacts and

gaps.
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Sufficient Documentation

Awardees and sub-recipients should maintain appropriate documentation for all data reported
on the HPP Ebola Measures. Documentation should contain sufficient information to
substantiate HPP Ebola measure data submitted to ASPR. ASPR may request documentation
to clarify or verify information submitted by awardees. Awardees are responsible for
documenting their program measure data.
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HPP Ebola Preparedness Measures
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Number

Part

Activity

Measure

Develop A Concept of Operations

Time, in minutes, it takes from an assessment hospital’s notification to
the health department of the need for an inter-facility transfer of a
patient with confirmed Ebola to the arrival of a staffed and equipped
EMS/inter-facility transport unit, as evidenced by a no-notice exercise
(Goal: Within 240 minutes or 4 hours).

Assure readiness of Ebola Treatment Centers

Proportion of rostered staff that are trained in safely donning and

Source

Coalition or AH exercise
or real event

ETC measure

2 A B doffing personal protective equipment (PPE) (Goal: 100%).

Time it takes for all rostered staff, upon notification of a patient with ETC exercise or real
3 A B Ebola at the regional Ebola and other special pathogen treatment event

center, to receive just-in-time (JIT) training (Goal: Within 72 hours).

Time until an Ebola treatment center is ready to admit a patient with ETC exercise or real
4 A B Ebola as evidenced by an exercise or actual patient transfer (Goal: event

Within 72 hours of confirmation of an Ebola patient at a regional

center).

Proportion of rostered staff contacted by hospital within 4 hours of a ETC exercise or real
5 A B patient with confirmed Ebola’s admission to a regional Ebola and other | event

special pathogen treatment center (Goal: 100%).

Proportion of rostered staff contacted that indicated they are able to ETC exercise or real
6 A B report to fulfill Ebola-related staffing needs within 72 hours (Goal: event

100%).

Proportion of Ebola Treatment Centers (ETCs) that can access their ETC exercise or real

PPE supply (i.e., know location and have sufficient quantity of event
7 A B unexpired supply) within 10 minutes of patient with suspected Ebola

transfer notification or upon the patient’s arrival (if no notification)
(Goal: 100%).

Assure Readiness of Assessment Hospitals

Time, in seconds, from active monitoring/direct active monitoring

AH exercise or real

15

8 A B (AM/DAM) patient’s arrival to placement in isolation at assessment event
hospital (Goal: = <60 seconds).
Time, in minutes, it takes an assessment hospital to identify and AH exercise or coalition
isolate a patient with Ebola or other highly infectious disease (e.g., exercise, or real world
9 A B MERS-CoV, measles, etc.) following emergency department triage, as event
evidenced by a real-world case or no-notice exercise (Goal: Within 5
minutes).
Proportion of health care and emergency medical services (EMS) AH exercise or real
10 A B workers in PPE that an AM/DAM suspected Ebola patient under event
investigation (PUI) makes contact with after health department
notification to the assessment hospital or ETC (Goal: 100%).
Number of health care and EMS workers in PPE that an AM/DAM AH exercise or real
11 A B suspected Ebola patient makes contact with after health department event
notification until isolation (Goal: =<3).
12 A B Proportion of emergency department staff trained at least annually in AH measure
infection control and safety (Goal: 100%).
13 A B _Prop0|_'tion of intensive care unit staff trained at least annually in AH measure
infection control and safety (Goal: 100%).
Proportion of assessment hospitals that can access their PPE supply AH exercise
14 A B (i.e., know location and have sufficient quantity of unexpired supply)

within 10 minutes of a patient with suspected Ebola transfer
notification or arrival, if no notification (Goal: 100%).

Care Coalitions to enable their members to care for Ebola patients
Proportion of frontline facilities that receive information from their
coalition on the quantity and location of personal protective
equipment (PPE) supply within 8 hours of a patient under
investigation’s (PUI) arrival at a coalition member facility (Goal:
100%).

Coalition exercise

16

Proportion of frontline facilities that have received coalition-funded
training (Goal: 75%).

Coalition measure

17

Proportion of EMS agencies that are required to execute the awardee’s
CONOPs that are in engaged in all phases of the Ebola and other
special pathogen preparedness process (Goal: 100%).

Coalition and awardee
measure
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18

Supporting

19

Proportion of coalitions within an awardee’s jurisdiction that
participate in the Health care-Associated Infection (HAI)/Infection
Control advisory group (Goal: 80%).

to notification by the health department and/or transferring hospital
(assessment hospital or ETC) to the health department in the

state/jurisdiction where the regional Ebola and other special pathogen

treatment center is located about the need for patient transfer (Goal:
Within 30 minutes).

Time from confirmation of Ebola patient at assessment hospital or ETC

Awardee measure

AH or ETC exercise

20

Proportion of member states/jurisdictions in the region that have
participated in the development of the regional CONOPS (Goal: 100%).

Part B awardee measure

21

Proportion of states/jurisdictions in the HHS region for which a current | Part B awardee measure

written and signed agreement is in place to transfer patients from
assessment hospitals or ETCs to the regional Ebola and other special
pathogen treatment center (Goal: 100%).

22

Developing
centers

Proportion of states/jurisdictions in the HHS region that have
demonstrated the ability to move a patient across jurisdictions by

ground or air to a regional Ebola and other special pathogen treatment
center, as evidenced by a real-world event or participation in a multi-

jurisdiction exercise (Goal: 100%).

Proportion of rostered staff at the regional Ebola and other special
pathogen treatment center that received quarterly training in

Part B awardee measure

Regional ETC or other
special pathogen

23 infection control and safety, and patient care for a patient with Ebola | treatment center
(Goal: 100%). measure
Time it takes for the on-call team to report to the unit upon Part B exercise or real
24 notification of an incoming patient with Ebola, as evidenced by a real- | event
world event or no-notice exercise (Goal: 4 hours).
Proportion of rostered staff contacted by the regional Ebola and other | Part B exercise or real
special pathogen treatment center within 4 hours upon notification of event
25 - - - - -
an incoming patient with Ebola, as evidenced by a real-world event or
no-notice exercise (Goal: 100%).
Time until a regional Ebola and other special pathogen treatment Part B exercise or actual
26 center is ready to admit a patient with confirmed Ebola (adult or patient transfer

pediatric patient), as evidenced by an exercise or actual patient
transfer (Goal: Within 8 hours of notification).
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Ebola Measures:

PART A

Number 1

Part A

Activity Activity A: Develop a Concept of Operations.

Measure Time, in minutes, it takes from an assessment hospital’s notification to
the health department of the need for an inter-facility transfer of a
patient with confirmed Ebola to the arrival of a staffed and equipped
EMS/inter-facility transport unit, as evidenced by a no-notice exercise or
real-world event.

Reporting Assessment Hospital

Element

Data Source Coalition or Assessment Hospital Exercise or Real-World Event

Metrics Start Time: Time the health department was notified by the assessment
hospital of the need for an inter-facility transfer.

Stop Time: Time of arrival of a staffed and equipped EMS/ inter-facility
transport unit.

Goal Within 240 minutes or 4 hours

Definitions Assessment Hospital: Pre-designated facilities that are prepared to
receive and isolate a patient under investigation (PUI) for Ebola and care
for the patient until an Ebola diagnosis can be confirmed or ruled out and
until discharge or transfer is completed.

EMS/ Inter-facility transport unit: EMS agencies are those identified in the
awardee’s CONOPS to transport an actively monitored or directly actively
monitored (AM/DAM) patient to an Ebola assessment facility or to provide
inter-facility transport (i.e., from a frontline facility to an Ebola
assessment/treatment facility or from an Ebola assessment facility to an
Ebola treatment facility).

Number 2

Part A

Activity Activity B: Assure Readiness of Ebola Treatment Centers.

Measure Proportion of rostered staff that are trained in safely donning and doffing
personal protective equipment (PPE).

Reporting Ebola Treatment Center

Element

Data Source Ebola Treatment Center

Metrics Numerator: Total number of rostered staff that completed training.
Denominator: Total number of rostered staff.

Goal 100% of rostered staff

Definitions Rostered Staff: Individuals that have been pre-identified to provide

patient care to patients with confirmed Ebola.

Donning: The administration or act of putting on PPE.

Doffing: The removal of used PPE; this is a high-risk process that requires
a structured procedure, a trained observer, and a designated area for
removal to ensure protection.

Trained: Individuals who have completed Ebola/infection control and
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safety training to specifically include proper donning (putting on PPE) and
doffing (taking off PPE) methods.
(http://www.cdc.gov/vhf/ebola/hcp/ppe-training/)

PPE: Devices or equipment designated to provide protection while
providing care for a confirmed or suspected patient with Ebola.

Number 3

Part A

Activity Activity B: Assure Readiness of Ebola Treatment Centers.

Measure Time it takes for all rostered staff, upon notification of a patient with
Ebola at the regional Ebola and other special pathogen treatment center,
to receive just-in-time (JIT) training.

Reporting Ebola Treatment Center

Element

Data Source Ebola Treatment Center Exercise or Real-World Event

Metrics Start Time: Time of notification (in hours and minutes) of a patient with
Ebola at the regional Ebola and other special pathogen treatment center.
Stop Time: Time all rostered staff completed JIT training (in hours and
minutes).

Goal Within 72 hours

Definitions Notification: The ETC receives notification from the health department
that the regional Ebola and other special pathogen treatment facility in
their region received a confirmed patient.

Rostered Staff: Individuals that have been pre-identified to provide
patient care to a patient with confirmed Ebola.

Just-In-Time (JIT) training: Training that is conducted as a refresher to
prepare for a patient with Ebola, including donning and doffing, facility-
specific protocols and procedures, and care/treatment protocols.

Number 4

Part A

Activity Activity B: Assure Readiness of Ebola Treatment Centers.

Measure Time until an Ebola treatment center is ready to admit a patient with
Ebola as evidenced by an exercise or actual patient transfer.

Reporting Ebola Treatment Center

Element

Data Source Ebola Treatment Center Exercise or Real-World Event

Metrics Start Time: Time the ETC was notified (in hours and minutes) that a
patient with confirmed Ebola was admitted to the regional Ebola and
other special pathogen treatment center in their region.

Stop Time: Time ETC is ready to admit a patient with Ebola (in hours and
minutes).

Goal Within 72 hours (upon confirmation of an Ebola patient at a regional
Ebola and other special pathogen treatment centers)

Definitions Notification: The ETC receives notification from the health department
that the regional Ebola and other special pathogen treatment center in
their region received a confirmed patient.

| Number |5
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Part A

Activity Activity B: Assure Readiness of Ebola Treatment Centers.

Measure Proportion of rostered staff contacted by hospital within 4 hours of a
patient with confirmed Ebola’s admission to a regional Ebola and other
special pathogen treatment center.

Reporting Ebola Treatment Center

Element

Data Source Ebola Treatment Center Exercise or Real-World Event

Metrics Numerator: Number of rostered staff contacted within 4 hours of
notification of a patient with confirmed Ebola at the regional Ebola and
other special pathogens treatment center.

Denominator: Total number of rostered staff.

Goal 100% of rostered staff

Definitions Rostered Staff: Individuals that have been pre-identified to provide
patient care to confirmed Ebola patient.

Confirmation: Laboratory-confirmed diagnostic evidence of Ebola virus
infection.

Contact: The hospital successfully contacted the staff members (and
received a response) by phone, email, or automated call-back system.

Number 6

Part A

Activity Activity B: Assure Readiness of Ebola Treatment Centers.

Measure Proportion of rostered staff contacted that indicated they are able to
report to fulfill Ebola-related staffing needs within 72 hours.

Reporting Ebola Treatment Center

Element

Data Source Ebola Treatment Center Exercise or Real-World Event

Metrics Numerator: Number of rostered staff able to report within 72 hours to
fulfill Ebola-related staffing needs.

Denominator: Total number of rostered staff contacted.

Goal 100% of contacted rostered staff

Definitions Rostered staff: Individuals pre-identified to provide patient care for
patients with confirmed Ebola.

Contact: The hospital successfully contacted the staff members (and
received a response) by phone, email, or automated call-back system.

Number 7

Part A

Activity Activity B: Assure Readiness of Ebola Treatment Centers.

Measure Proportion of Ebola Treatment Centers (ETCs) that can access their PPE
supply (i.e., know location and have sufficient quantity of unexpired
supply) within 10 minutes of patient with suspected Ebola transfer
notification or upon the patient’s arrival (if no notification).

Reporting Ebola Treatment Center

Element

Data Source Ebola Treatment Center Exercise or Real-World Event

Metrics Numerator: Number of ETCs that can access their PPE supply within 10

minutes of patient with suspected Ebola transfer notification or upon the
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patient’s arrival (if no notification).
Denominator: All ETCs in an awardee’s jurisdiction.

Goal

100% of Ebola Treatment Centers

Definitions

Notification: The ETC receives notification from the health department,
assessment hospital, or EMS of a suspected patient transfer.

PPE Access: The ability to identify the location and have sufficient
guantity of unexpired supply of PPE at the patient care location (e.g.,
emergency department, intensive care unit, Ebola treatment unit).
Sufficient: The extent to which the availability of PPE supplies meets the
pre-identified needs (i.e., CDC guidelines, needs assessment, CONOPS).

Number

8

Part

A

Activity

Activity B: Assure Readiness of Assessment Hospitals.

Measure

Time, in seconds, from active monitoring/direct active monitoring
(AM/DAM) patient’s arrival to placement in isolation at assessment
hospital.

Reporting
Element

Assessment Hospital

Data Source

Assessment Hospital Exercise or Real-World Event

Metrics

Start Time: Time in minutes and seconds of AM/DAM patient’s arrival at
assessment hospital.

Stop Time: Time in minutes and seconds of AM/DAM patient’s placement
in isolation at assessment hospital.

Goal

Less than or equal to 60 seconds

Definitions

AM/DAM: Active monitoring means that the state or local public health
authority assumes responsibility for establishing regular communication
with potentially exposed individuals, including checking daily to assess for
the presence of symptoms and fever, rather than relying solely on
individuals to self-monitor and report symptoms if they develop. Direct
active monitoring means the public health authority conducts active
monitoring through direct observation.

Isolation: Precautions that are taken in a health care facility to prevent
the spread of an infectious agent from an infected or colonized patient to
susceptible persons. Isolation practices can include placement in a
private room or with a select roommate, the use of protective barriers
such as masks, gowns and gloves, a special emphasis on handwashing
(which is always very important), and special handling of contaminated
articles.

Number

9

Part

A

Activity

Activity B: Assure Readiness of Assessment Hospitals.

Measure

Time, in minutes, it takes an assessment hospital to identify and isolate a
patient with Ebola or other highly infectious disease (e.g., MERS-CoV,
measles, etc.) following emergency department triage, as evidenced by a
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real-world case or no-notice exercise.

Reporting Assessment Hospital

Element

Data Source Assessment Hospital Exercise or Coalition Exercise, or Real-World Event

Metrics Start Time: Time of the initiation of an emergency room triage in minutes
and seconds.

Stop Time: Time the patient is placed in isolation in minutes and seconds.

Goal Less than or equal to 5 minutes

Definitions
No-notice exercise: Exercise that is given unannounced.

Number 10

Part A

Activity Activity B: Assure Readiness of Assessment Hospitals.

Measure Proportion of health care and emergency medical services (EMS) workers
in PPE that an AM/DAM suspected Ebola patient under investigation (PUI)
makes contact with after health department notification to the
assessment hospital or ETC.

Reporting Assessment Hospital or ETC

Element

Data Source Assessment Hospital Exercise or Real-World Event

Metrics Numerator: The number of health care and EMS workers in PPE while in
contact with an AM/DAM Ebola patient after notification to an EMS
agency, assessment hospital, or ETC.

Denominator: The total number of health care and EMS workers in
contact with an actively monitored or direct actively monitored Ebola
patient after notification to an EMS agency, assessment hospital, or ETC.

Goal 100% of health care and EMS workers

Definitions AM/DAM: Active monitoring means that the state or local public health
authority assumes responsibility for establishing regular communication
with potentially exposed individuals, including checking daily to assess for
the presence of symptoms and fever, rather than relying solely on
individuals to self-monitor and report symptoms if they develop. Direct
active monitoring means the public health authority conducts active
monitoring through direct observation.

Notification: Communication of a PUI to an assessment hospital or ETC.
*Note that the goal is for no health care or EMS worker to be without PPE
while in contact with an AM/DAM suspected Ebola patient after notification.

Number 11

Part A

Activity Activity B: Assure Readiness of Assessment Hospitals.

Measure Number of health care and EMS workers in PPE that an AM/DAM suspected
Ebola patient makes contact with after health department notification
until isolation.

Reporting Assessment Hospital

Element

Data Source Assessment Hospital Exercise or Real-World Event

Metrics Number of health care and EMS workers in PPE that make contact with an
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AM/DAM suspected patient between the time of notification and
isolation.

Goal

Less than or equal to 3

Definitions

AM/DAM patients: Active monitoring means that the state or local public
health authority assumes responsibility for establishing regular
communication with potentially exposed individuals, including checking
daily to assess for the presence of symptoms and fever, rather than
relying solely on individuals to self-monitor and report symptoms if they
develop. Direct active monitoring means the public health authority
conducts active monitoring through direct observation.

Isolation: Precautions that are taken in a health care facility to prevent
the spread of an infectious agent from an infected or colonized patient to
susceptible persons. Isolation practices can include placement in a
private room or with a select roommate, the use of protective barriers
such as masks, gowns and gloves, a special emphasis on handwashing
(which is always very important), and special handling of contaminated
articles.

* Note: Health care and EMS involve all hospital or EMS personnel in the
facility or transport unit in either clinical or non-clinical roles
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Number 12

Part A

Activity Activity B: Assure Readiness of Assessment Hospitals.

Measure Proportion of emergency department staff trained at least annually in
infection control and safety.

Reporting Assessment Hospital

Element

Data Source Assessment Hospital

Measure Numerator: Number of emergency department staff trained at least
annually in infection control and safety.

Denominator: Total number of emergency department staff.

Goal 100% of emergency department staff

Definitions Infection control and safety: Policies used to minimize the risk of
spreading infections, especially in health care facilities, and procedures
used to minimize the risk of spreading infections.

Number 13

Part A

Activity Activity B: Assure Readiness of Assessment Hospitals.

Measure Proportion of intensive care unit staff trained at least annually in
infection control and safety.

Reporting Assessment Hospital

Element

Data Source Assessment Hospital

Metrics Numerator: Number of intensive care unit staff trained at least annually
in infection control and safety.

Denominator: Total number of intensive care unit staff.

Goal 100% of intensive care unit staff

Definitions Infection control and safety: Policies used to minimize the risk of
spreading infections, especially in health care facilities, and procedures
used to minimize the risk of spreading infections.

Number 14

Part A

Activity Activity B: Assure Readiness of Assessment Hospitals.

Measure Proportion of assessment hospitals that can access their PPE supply (i.e.,
know location and have sufficient quantity of unexpired supply) within 10
minutes of a patient with suspected Ebola transfer notification or arrival,
if no notification.

Reporting Assessment Hospital

Element

Data Source Assessment Hospital Exercise

Metrics Numerator: Number of assessment hospitals that can access their PPE
supply within 10 minutes of a patient with suspected Ebola transfer
notification or arrival, if no notification.

Denominator: Number of assessment hospitals in the awardee’s
jurisdiction.

Goal 100% of Assessment Hospitals
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Definitions

Assessment Hospital: Pre-designated facilities that are prepared to
receive and isolate a PUI for EVD and care for the patient until an Ebola
diagnosis can be confirmed or ruled out and until discharge or transfer is
completed.

Notification: The Assessment Hospital receives notification from the
health department or EMS of a suspected patient transfer.

PPE Access: The ability to identify the location and have sufficient
guantity of unexpired supply of PPE at the patient care location (e.g.
emergency department, intensive care unit, Ebola treatment unit).
Sufficient: The extent to which the availability of PPE supplies can meet
the pre-identified needs (i.e., CDC guidelines, needs assessment,
CONOPS).

Number

15

Part

A

Activity

Activity C: Develop Capabilities of Health Care Coalitions to enable their
members to care for Ebola patients.

Measure

Proportion of frontline facilities that receive information from their
coalition on the quantity and location of personal protective equipment
(PPE) supply within 8 hours of a patient under investigation’s (PUI) arrival
at a coalition member facility.

Reporting
Element

Frontline Facility

Data Source

Coalition Exercise

Metrics

Numerator: Number of frontline facilities that receive information about
PPE quantities and locations of PPE from their coalition within 8 hours of
a patient under investigation’s (PUI) arrival at a coalition member’s
facility.

Denominator: Total number of frontline facilities in the coalition.

Goal

100% of frontline facilities

Definitions

Frontline Facility: Frontline facilities are hospitals and other health care
providers that are not designated Ebola assessment hospitals or Ebola
treatment centers that have the possibility of a suspected Ebola patient
encounter if a patient were to access the health care system outside of
the active monitoring/direct active monitoring program.

Number

16

Part

A

Activity

Activity C: Develop Capabilities of Health Care Coalitions to enable their
members to care for Ebola patients.

Measure

Proportion of frontline facilities that have received coalition-funded
training.

Reporting
Element

Coalition

Data Source

Coalition

Metrics

Numerator: Total number of frontline facilities that received coalition-
funded training.
Denominator: Total number of frontline facilities in the coalition.

Goal

75% of frontline facilities received coalition-funded training
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Definitions Frontline Facility: Frontline facilities are hospitals and other health care
providers that are not designated Ebola assessment hospitals or Ebola
treatment centers that have the possibility of a suspected Ebola patient
encounter if a patient were to access the health care system outside of
the active monitoring/direct active monitoring program.

Number 17

Part A

Activity Activity C: Develop Capabilities of Health Care Coalitions to enable their
members to care for Ebola patients.

Measure Proportion of EMS agencies that are required to execute the awardee’s
CONOPs that are engaged in all phases of the Ebola and other special
pathogen preparedness process.

Reporting Coalition

Element

Data Source Coalitions and awardee

Metrics Numerator: Number of EMS agencies that are required to execute the
awardee’s CONOPs that are engaged in all phases of Ebola and other
special pathogen preparedness process.

Denominator: Number of EMS agencies that are required to execute the
awardees CONOPs

Goal 100% of EMS agencies

Definitions EMS agencies required to execute the awardee’s CONOPS: EMS agencies
that will provide 9-1-1 emergency medical services to suspect Ebola
patients’ homes or other locations; inter-facility EMS agencies that will
transport suspect or confirmed patients with Ebola between frontline
health care facilities, assessment hospitals, Ebola treatment centers,
regional Ebola and other special pathogen treatment centers, and
airports.

All Phases of the Ebola and Other Special Pathogen Preparedness Process:
All Phases includes planning, training, exercising, and responding with
other Ebola preparedness partners.

Number 18

Part A

Activity Activity C: Develop Capabilities of Health Care Coalitions to enable their
members to care for Ebola patients.

Measure Proportion of coalitions within an awardee’s jurisdiction that participate
in the Health care-Associated Infection (HAI)/Infection Control
advisory group

Reporting Coalition

Element

Data Source Awardee

Metrics Numerator: Number of coalitions participating in the HAI Advisory group.
Denominator: Number of coalitions within an Awardees jurisdiction.

Goal 80% of coalitions participate in HAl Advisory Group

Definitions HAI Advisory Group: An advisory committee charged with making

recommendations on the prevention of health care-associated infections.
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PART B

Number 19

Part B

Activity Activity A: Supporting regional planning for the development of a regional
network for Ebola patient care.

Measure Time from confirmation of Ebola patient at assessment hospital or ETC to
notification by the health department and/or transferring hospital
(assessment hospital or ETC) to the health department in the
state/jurisdiction where the regional Ebola and other special pathogen
treatment center is located about the need for patient transfer.

Reporting Part B awardee

Element

Data Source Assessment Hospital or Ebola Treatment Center Exercise

Metrics Start Time: Time of confirmation of patient with confirmed Ebola in
minutes and seconds.
End Time: Time of notification by the Health Department and/or
transferring hospital (assessment hospital or ETC) to the health
department in the state/jurisdiction where the regional Ebola and other
special pathogen treatment center is located about the need for patient
transfer (in minutes and seconds).

Goal Within 30 minutes

Definitions Confirmation: Laboratory-confirmed diagnostic evidence of Ebola virus
infection.

Number 20

Part B

Activity Activity A: Supporting regional planning for the development of a regional
network for Ebola patient care.

Measure Proportion of member states/jurisdictions in the region that have
participated in the development of the regional CONOPS.

Reporting Part B awardee

Element

Data Source Part B awardee

Metrics Numerator: Number of states/jurisdictions within a region that
participated in the development of the regional CONOPS.
Denominator: Number of states/jurisdictions in the region.

Goal 100% of states/jurisdictions in the region

Definitions Participation: The involvement in the development, implementation,
exercising, and sustainment of the regional CONOPS.

Number 21

Part B

Activity Activity A: Supporting regional planning for the development of a regional
network for Ebola patient care.

Measure Proportion of states/jurisdictions in the HHS region for which a current

written and signed agreement is in place to transfer patients from
assessment hospitals or ETCs to the regional Ebola and other special
pathogen treatment center.
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Reporting Part B awardee

Element

Data Source Part B awardee

Metrics Numerator: Number of States/jurisdictions with a current written and
signed transfer agreement.

Denominator: Number of states/jurisdictions in the HHS region.

Goal 100% of states/jurisdictions

Definitions Transfer Agreement: Written, signed document that denotes a formal
willingness to transfer patients from assessment hospitals or ETCs to
regional Ebola and other special pathogen treatment centers.

Number 22

Part B

Activity Activity A: Supporting regional planning for the development of a regional
network for Ebola patient care.

Measure Proportion of states/jurisdictions in the HHS region that have
demonstrated the ability to move a patient across jurisdictions by ground
or air to a regional Ebola and other special pathogen treatment center, as
evidenced by a real-world event or participation in a multi-jurisdiction
exercise.

Reporting Part B awardee

Element

Data Source Part B Exercise or Real-World Event

Metrics Numerator: Number of states/jurisdictions in the HHS region that have
demonstrated the ability to move a patient across jurisdictions by ground
or air to a regional Ebola and other special pathogen treatment center, in
a real-world event or exercise (tabletop exercise, at a minimum).
Denominator: Number of states/jurisdictions in the HHS region.

Goal 100% of states/jurisdictions

Definitions Not applicable.

Number 23

Part B

Activity Activity B: Developing, supporting, and maintaining regional Ebola and
other special pathogens treatment centers.

Measure Proportion of rostered staff at the regional Ebola and other special
pathogen treatment center that received quarterly training in infection
control and safety, and patient care for a patient with Ebola.

Reporting Regional Ebola and other special pathogen treatment center

Element

Data Source Regional Ebola and other special pathogen treatment center

Metrics Numerator: Number of rostered staff that received quarterly training in
infection control and safety, and patient care for a patient with Ebola.
Denominator: Number of rostered staff.

Goal 100% of rostered staff

Definitions Rostered staff: Individuals pre-identified to provide patient care for

patients with confirmed Ebola.
Infection control and safety: Policies and procedures used to minimize
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the risk of spreading infections, especially health care facilities, and
procedures used to minimize the risk of spreading infections.

Number 24

Part B

Activity Activity B: Developing, supporting, and maintaining regional Ebola and
other special pathogens treatment centers.

Measure Time it takes for the on-call team to report to the unit upon notification
of an incoming patient with Ebola, as evidenced by a real-world event or
no-notice exercise.

Reporting Regional Ebola and other special pathogen treatment center

Element

Data Source Part B Exercise or Real-World Event

Metrics Start Time: Time (in hours and minutes) of notification of on-call team
that a confirmed patient with Ebola is being transferred to their facility
in a real-world event or no-notice exercise.

Stop Time: Time (in hours and minutes) for the on-call team to report to
the unit.

Goal 4 hours

Definitions On-call team: Group of individuals that are pre-designated to staff the
Ebola treatment unit at the time of the patient’s scheduled arrival.
Notification: The regional Ebola and other special pathogen treatment
center receives notification from the health department or another
health care facility that a patient with confirmed Ebola is being
transferred to their facility.

Number 25

Part B

Activity Activity B: Developing, supporting, and maintaining regional Ebola and
other special pathogens treatment centers.

Measure Proportion of rostered staff contacted by the regional Ebola and other
special pathogen treatment center within 4 hours upon notification of an
incoming patient with Ebola, as evidenced by a real-world event or no-
notice exercise.

Reporting Regional Ebola and other special pathogen treatment center

Element

Data Source Part B Exercise or Real-World Event

Metrics Numerator: Number of rostered staff contacted by the regional Ebola and
other special pathogen treatment center within 4 hours upon notification
of an incoming patient with Ebola.

Denominator: Total number of rostered staff at the regional Ebola and
other special pathogen treatment center.

Goal 100% of rostered staff

Definitions Notification: The regional Ebola and other special pathogen treatment

center receives notification from the health department or another
health care facility that a confirmed patient with Ebola is being
transferred to their facility.

Rostered staff: Individuals pre-identified to provide patient care for
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patients with confirmed Ebola.
Contact: The hospital successfully contacted the staff member (and
received a response) by phone, email, or automated call-back system.

Number 26

Part B

Activity Activity B: Developing, supporting, and maintaining regional Ebola and
other special pathogens treatment centers.

Measure Time until a regional Ebola and other special pathogen treatment center
is ready to admit a patient with confirmed Ebola (adult or pediatric
patient), as evidenced by an exercise or actual patient transfer.

Reporting Regional Ebola and other special pathogen treatment center

Element

Data Source Part B Exercise or actual patient transfer

Metrics Start Time: Time (in hours and minutes) that the regional Ebola and other
special pathogen treatment center is notified of the need to transfer and
admit a patient with confirmed Ebola.

Stop Time: Time (in hours and minutes) when the regional Ebola and
other special pathogen treatment center is ready to admit the patient.

Goals Within 8 hours of notification

Definitions Not applicable.
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PART A: IMPACT

Number 27a
Part A
Activity Impact
Measure
Please rate your level of agreement with each of the following
statements:
A. My state/jurisdiction, including coalitions, frontline health facilities,
and inter-facility transport providers, was prepared for an Ebola event
in or before July 2014.
Reporting Awardee
Element
Data Source Awardee
Goal N/A

Metrics 1 - Not prepared
2 - Slightly prepared
3 - Moderately prepared
4 - Adequately prepared
5 - Very prepared

Definitions Frontline Facility: Frontline facilities are hospitals and other health care
providers that are not designated Ebola assessment hospitals or Ebola
treatment centers that have the possibility of a suspected Ebola patient
encounter if a patient were to access the health care system outside of
the active monitoring/direct active monitoring program.inter-facility
transport providers: Staff that supports the transport between two
entities, for example, between an assessment hospital and an ETC.

Number 27b

Part A

Activity Impact

Measure
Please rate your level of agreement with each of the following
statements:
B. My state/jurisdiction, including coalitions, frontline health facilities,

and inter-facility transport providers, is prepared for an Ebola event
after July 2014

Reporting Awardee

Element

Data Source Awardee

Goal

Mean above 4.0 or 100% of awardees are Adequately Prepared or Very
Prepared

Metrics

1 - Not prepared

2 - Slightly prepared

3 - Moderately prepared
4 - Adequately prepared
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5 - Very prepared

Definitions Frontline Facility: Frontline facilities are hospitals and other health care
providers that are not designated Ebola assessment hospitals or Ebola
treatment centers that have the possibility of a suspected Ebola patient
encounter if a patient were to access the health care system outside of
the active monitoring/direct active monitoring program.

Inter-facility transport providers: Staff that supports the transport
between two entities, for example, between an assessment hospital and
an ETC.

Number 28a

Part A

Activity Impact

Measure
Please provide a written response in 250 words or less:

A. Describe the impact of the Hospital Preparedness Program Ebola
Preparedness and Response Activities Funding) on the overall
preparedness of your state/jurisdiction for an Ebola or other special
pathogen event. This may include capabilities developed as a result of
funding or guidance from this program or other synergies you
experienced. In addition, describe any impacts translate to all-
hazards preparedness.

Reporting Awardee

Element

Data Source Awardee

Metrics Free Text Narrative

Goal Not Applicable

Definitions Not Applicable

Number 28b

Part A

Activity Impact

Measure
Please provide a written response in 250 words or less:

B. Describe any remaining gaps in the overall preparedness of your
state/jurisdiction for an Ebola or other special pathogen event. Note:
Gaps are not limited to the existing capabilities.

Reporting Awardee

Data Source Awardee

Metrics Free Text Narrative

Goal Not Applicable

Definitions Not Applicable
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PART B: IMPACT

Number 29a
Part B
Activity Impact
Measure Please rate your level of agreement with each of the following
statements:
A. My region was prepared for an Ebola event in July 2014.
Reporting Awardee
Element
Data Source Awardee
Metrics 1 - Not prepared
2 - Slightly prepared
3 - Moderately prepared
4 - Adequately prepared
5 - Very prepared
Goal N/A
Definitions Not Applicable
Number 29b
Part B
Activity Impact
Measure Please rate your level of agreement with each of the following
statements:
B. My region is now prepared for an Ebola event.
Reporting Awardee
Element
Data Source Awardee
Metrics 1 - Not prepared
2 - Slightly prepared
3 - Moderately prepared
4 - Adequately prepared
5 - Very prepared
Goal Mean above 4.0 or 100% of awardees Adequately Prepared or Very
Prepared
Definitions Not Applicable
Number 30a
Part B
Activity Impact
Measure Please provide a written response in 250 words or less:

A. Describe the impact of the Hospital Preparedness Program Ebola
Preparedness and Response Activities Funding) on the overall
preparedness of your region for an Ebola or other special pathogen
event. This may include capabilities developed as a result of funding
or guidance from this program or other synergies you experienced. In
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addition, describe any impacts translate to all hazards preparedness.

Reporting Awardee

Data Source Awardee

Metrics Free Text Narrative

Goal N/A

Definitions Not Applicable

Number 30b

Part B

Activity Impact

Measure Please provide a written response in 250 words or less:
Describe any remaining gaps in the overall preparedness of your region
for an Ebola or other special pathogen event. Note: Gaps are not limited
to existing capabilities.

Reporting Awardee

Element

Data Source Awardee

Metrics Free Text Narrative

Goal N/A

Definitions Not Applicable
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Glossary

All Phases of the Ebola and Other Special Pathogen Preparedness Process: All Phases
includes planning, training, exercising, and responding with other Ebola preparedness
partners.

Actively monitored or directly actively monitored (AM/DAM): Active monitoring means that
the state or local public health authority assumes responsibility for establishing regular
communication with potentially exposed individuals, including checking daily to assess for the
presence of symptoms and fever, rather than relying solely on individuals to self-monitor and
report symptoms if they develop. Direct active monitoring means the public health authority
conducts active monitoring through direct observation.

Assessment Hospital: Pre-designated facilities that are prepared to receive and isolate a PUI
for EVD and care for the patient until an Ebola diagnosis can be confirmed or ruled out and
until discharge or transfer is completed.

Confirmation: Laboratory-confirmed diagnostic evidence of Ebola virus infection.

Contact: The hospital successfully contacted the staff member (and received a response) by
phone, email, or automated call-back system.

Doffing: The removal of used PPE; this is a high-risk process that requires a structured
procedure, a trained observer, and a designated area for removal to ensure protection.

Donning: The administration or act of putting on PPE.

EMS agencies required to execute the awardee’s CONOPS: EMS agencies that will provide 9-
1-1 emergency medical services to suspect Ebola patients’ homes or other locations; inter-
facility EMS agencies that will transport suspect or confirmed patients with Ebola between
frontline health care facilities, assessment hospitals, Ebola treatment centers, regional Ebola
and other special pathogen treatment centers, and airports.

EMS/ Inter-facility transport unit: EMS agencies are those identified in the awardee’s
CONORPS to transport an actively monitored or directly actively monitored (AM/DAM) patient
to an Ebola assessment facility or to provide inter-facility transport (i.e., from a frontline
facility to an Ebola assessment/treatment facility or from an Ebola assessment facility to an
Ebola treatment facility).

Frontline Facility: Frontline facilities are hospitals and other health care providers that are
not designated Ebola assessment hospitals or Ebola treatment centers that have the
possibility of a suspected Ebola patient encounter if a patient were to access the health care
system outside of the active monitoring/direct active monitoring program.

Health care Associated Infection (HAI)/Infection Control Advisory Group: An advisory
committee charged with making recommendations on the prevention of health care-
associated infections.
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Infection control and safety: Policies and procedures used to minimize the risk of spreading
infections, especially health care facilities, and procedures used to minimize the risk of
spreading infections.

Inter-facility transport providers: Staff that supports the transport between two entities, for
example, between an assessment hospital and an ETC.

Isolation: Precautions that are taken in a health care facility to prevent the spread of an
infectious agent from an infected or colonized patient to susceptible persons. Isolation
practices can include placement in a private room or with a select roommate, the use of
protective barriers such as masks, gowns and gloves, a special emphasis on handwashing
(which is always very important), and special handling of contaminated articles.

Just-In-Time (JIT) training: Training that is conducted to as a refresher to prepare for a
patient with Ebola, including donning and doffing, facility-specific protocols and procedures,
and care/treatment protocols.

No-notice exercise: Exercise that is given unannounced.

Notification: The definition of notification may vary relative to the context of the measure.

On-call team: Group of individuals that are pre-designated to staff the Ebola treatment unit
at the time of the patient’s scheduled arrival.

Participation: The involvement in the development, implementation, or sustainment of the
regional CONOPS.

PPE: Devices or equipment designated to provide protection while providing care for a
confirmed or suspected patient with Ebola.

PPE Access: The ability to identify the location and have sufficient quantity of unexpired
supply of PPE at the patient care location (e.g., emergency department, intensive care unit,
Ebola treatment unit).

Sufficient: The extent to which the availability of PPE supplies meets the pre-identified
needs (i.e., CDC guidelines, needs assessment, CONOPS).

Rostered staff: Individuals pre-identified to provide patient care for patients with confirmed
Ebola.

Trained: Individuals who have completed Ebola/infection control and safety training to
specifically include proper donning (putting on PPE) and doffing (taking off PPE) methods.
(http://www.cdc.gov/vhf/ebola/hcp/ppe-training/)

Transfer Agreement: Written, signed document that denotes a formal willingness to transfer
patients from assessment hospitals or ETCs to regional Ebola and other special pathogen
treatment centers.
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