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Statement of Purpose

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

1) Enhancing preparedness activities; 

2) Refining operational plans for responding to and recovering from disasters and medical emergencies;

3) Being cognizant of timelines and reporting expectations; and 

4) Recognizing specific accountability requirements that impact funding streams for the Healthcare Preparedness Program (HPP) through the Assistant Secretary for Preparedness and Response (ASPR) Cooperative Agreement.

Healthcare Preparedness Program Reference Documents

· 2017-2022 Health Care Preparedness and Response Capabilities and Performance Measures:




· July 2019 – June 2020 ASPR HPP Funding Opportunity Announcement 



· Ebola HPP EVD Supplemental Funding Announcement and Performance Measures




   



Healthcare Preparedness Program Goal and Deliverables1

The goal of the HPP is to promote safer and more resilient communities by preparing hospitals, healthcare systems, and healthcare system coalitions to meet four healthcare preparedness capabilities described in the 2017-2022 Health Care Preparedness and Response Capabilities.

The four healthcare preparedness capabilities are as follows:

Capability 1 – Foundation for Health Care and Medical Readiness
Capability 2 – Health Care and Medical Response Coordination
Capability 3 – Continuity of Health Care Service Delivery
Capability 4 – Medical Surge

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 Objectives for July 1, 2019 – June 30, 2020 include: 
· Each HCC will submit a draft pediatric surge response plan by April 1, 2020 and have a final plan completed and approved by all of the core membership by June 30, 2020, Benchmark Measure 4
· Every six months, each HCC will review HHS Empower data that will be provided by the State, Performance Measure 6
· Each HCC will review data from the Social Vulnerability Index at least annually, Performance Measure 7
· Each HCC will provide input into the State ESF 8 response plan, Performance Measure 8
· Each HCC will provide input into the TDH Jurisdictional Assessment, Performance Measure 9
· Each HCC will provide After Action Reports with Improvement Plans for response to exercises and real events within 120 days, Performance Measure 10
· Each HCC will adopt and review standards for care and allocation of scarce resources during crisis, Performance Measure 11
· Every six months, HCC members will participate in redundant communication drills, Performance Measures 12 & 13
· Within 30 days of funding each HCC will submit an annual work plan based on the current Hazard Vulnerability Analysis, Benchmark 7
· Each HCC will conduct an evacuation coalition surge test tabletop/functional exercise with executive after action review, Performance Measures 14-21
· Each HCC will assist hospitals in developing/maintaining capacity to receive, stabilize, and manage pediatric medical emergencies, Performance Measure 22
· Within 30 days following funding each HCC will submit a final budget to the State and upload a copy into the Coalition Assessment Tool (CAT), Benchmark 6
· Within the first 90 days of the project period each HCC will upload pre-event Essential Elements of Information data into the CAT, Benchmark 8
· Each HCC will provide complete reporting into the ASPR Coalition Assessment Tool by June 30, 2020.  HCCs must provide an update by January 31, 2020.2

· Each HCC must submit a HCC Surge Estimator Tool by January 1, 2020. (Page 78, FOA)
· Each HCC will utilize a clinical advisor to provide consultation, leadership and to guide the development of plans. (Page 48, FOA)
· Each HCC will review and update response and preparedness plans annually.
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 2016 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.  Specific funding restrictions are listed on page 4 of this document.  

	HCC Name
	Contracting Entity
	Contract Amount

	Northeast Tennessee Healthcare Coalition
	Mountain States Health Alliance
	$250,000

	Southeast/Hamilton Regional Healthcare Coalition
	Tennessee Hospital Education and Research (THERF)
	$250,000

	Knox/East Tennessee Healthcare Coalition
	
	$322,480

	TN Highland Rim Healthcare Coalition
	
	$474,880

	Watch 7 Healthcare Coalition
	
	$250,000

	Mid South Emergency Planning Coalition
	
	$354,720

	Upper Cumberland Healthcare Preparedness Coalition
	Cookeville Regional Charitable Foundation
	$250,000

	South Central Region Healthcare Coalition
	South Central Region Healthcare Coalition
	$250,000



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 four healthcare preparedness capabilities.3


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.  Expenditures of these funds should follow the EVD FOA Guidelines and EVD Performance Measure documents on page 1.  Listed in the table below are the allocations to HCCs for preparedness for highly infectious diseases to be completed during the period of July 2018 to May 2020.    
	HCC Name
	Contracting Entity
	Contract Amount

	Northeast Tennessee Healthcare Coalition
	Mountain States Foundation
	$123,756

	Southeast/Hamilton Regional Healthcare Coalition
	Tennessee Hospital Education and Research (THERF)
	$123,756

	Knox/East Tennessee Healthcare Coalition
	
	$123,756

	TN Highland Rim Healthcare Coalition
	
	$123,756



General Guidance for Allocating Funding:

1. Project meets mission of HPP (regional focus, capability based); this has a regional ESF-8 impact for Emergency Operations Coordination
1. Project was developed from gap analysis / resource analysis / AAR / or planning deficiency
1. Project was prioritized by a multidisciplinary HCC body
1. Project was voted on by HCC (either representative or democracy)

Reporting and Compliance Verification
HCCs/RHCs must report expenditures and preparedness information in the TDH electronic system no later than July 31, 2020.  

RHCs/HCCs will conduct compliance verifications of expenditures and report required data by September 1, 2020.  RHCs perform physical checks to verify purchases and documentation of goods procured and services performed.  Healthcare partners that accept funds must maintain reviewable documentation according to state and federal regulations for inventory, purchases, services performed, and performance measure compliance along with documentation of payments until a final audit has been performed.  All expenditure information, data elements, and performance target data are required to be reported to TDH and must be available for state and federal reviews and audits.

4

Restricted Expenditures
· Expenditures requiring a MOA or another formal agreement for proper utilization must be pre-approved before spending the funds
· All expenditures must meet State procurement rules
· Expenditures more than $10,000 for an item or items of the same type or equipment items for more than $5,000 must be pre-approved at the State TDH EP level
· Funding cannot be spent on PPE without State TDH EP pre-approval, TDH maintains a state-level PPE surge cache
· Funding cannot be spent on emergency water treatment equipment or Stop the Bleed projects without prior approval at the State TDH EP level
· Expenditures for patient tracking, alerting, inventory, and volunteer management IT systems must be approved by TDH EP.  TDH EP has allocated ASPR and CDC funding to develop and maintain statewide systems for these functions
· HPP funds may not be used to purchase clothing for promotional purposes, such as those items with recipient, HCC, and/or health care organization names/logos, as HPP funding is intended to address acute care patient surge. Clothing that can be used for personal protective equipment (PPE) and/or response purposes, and can be re-issued, may be purchased.
· Awardees may not use funds for research
· Recipients may not generally use funding for the purchase of furniture. Any such proposed spending must be identified in the budget and pre-approved by TDH EP
· Awardees may not use funds for clinical care except as allowed by law. For the purposes of this FOA, clinical care is defined as "directly managing the medical care and treatment of patients”
· HPP awardees cannot use funds to support stand-alone, single-facility exercises
· Payment or reimbursement of backfilling costs for staff is not allowed
· Other than for normal and recognized executive-legislative relationships, no funds may be used for: publicity or propaganda purposes, for the preparation, distribution, or use of any material designed to support or defeat the enactment of legislation before any legislative body the salary or expenses of any grant or contract recipient, or agent acting for such recipient, related to any activity designed to influence the enactment of legislation, appropriations, regulation, administrative action, or executive order proposed or pending before any legislative body
· Funds cannot be used for construction or major renovations unless pre-approved by TDH EP
· Recipients cannot spend funds on training courses, exercises and planning resources when similar offerings are available at no cost.
· HCCs may provide funding to individual hospitals or other health care entities, as long as the funding is used for activities to advance regional, HCC, or health care system wide priorities, and are in line with ASPR’s four health care preparedness and response capabilities. Funding to individual health care entities is not permitted to be used to meet Centers for Medicare & Medicaid Services (CMS) conditions of participation, conditions for coverage, or facility requirements (collectively called “CoPs”) including the rules set out in “Medicare and Medicaid Programs;\\\ Emergency Preparedness Requirements for Medicare and Medicaid Participating Providers and Suppliers”. (81 FR 63860, September 16, 2016).
All travel and meals paid for with State-provided funding must be reimbursed within the State travel regulation rates

State of Tennessee Procurement Manual:
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Introduction

The U.S. Department of Health and Human Services (HHS) Office of the Assistant Secretary for
Preparedness and Response (ASPR) leads the country in preparing for, responding to, and recovering
from the adverse health effects of emergencies and disasters. This is accomplished by supporting the
nation’s ability to withstand adversity, strengthening health and emergency response systems, and
enhancing national health security. ASPR’s Hospital Preparedness Program (HPP) enables the health care
delivery system to save lives during emergencies and disaster events that exceed the day-to-day
capacity and capability of existing health and emergency response systems. HPP is the only source of
federal funding for health care delivery system readiness, intended to improve patient outcomes,
minimize the need for federal and supplemental state resources during emergencies, and enable rapid
recovery. HPP prepares the health care delivery system to save lives through the development of health
care coalitions (HCCs) that incentivize diverse and often competitive health care organizations with
differing priorities and objectives to work together.

ASPR developed the 2017-2022 Health Care Preparedness and Response Capabilities guidance to
describe what the health care delivery system, including HCCs, hospitals, and emergency medical
services (EMS), have to do to effectively prepare for and respond to emergencies that impact the
public’s health. Each jurisdiction, including emergency management organizations and public health
agencies, provides key support to the health care delivery system.

Individual health care organizations, HCCs, jurisdictions, and other stakeholders that develop the
capabilities outlined in the 2017-2022 Health Care Preparedness and Response Capabilities document
will:

e Help patients receive the care they need at the right place, at the right time, and with the right
resources, during emergencies

e Decrease deaths, injuries, and illnesses resulting from emergencies

e Promote health care delivery system resilience in the aftermath of emergencies

The intended audience for this document is any health care delivery system organization, HCC, or state
or local agency that supports the provision of care during emergencies, including but not limited to:

e Behavioral health services and organizations

e Child care providers (e.g., daycare centers)

e Community Emergency Response Teams (CERT)! and Medical Reserve Corps (MRC)?

e Dialysis centers and regional Centers for Medicare & Medicaid Services (CMS)-funded end-stage
renal disease (ESRD) networks?

e EMS (including inter-facility and other non-EMS patient transport systems)

e Emergency management organizations

e Faith-based organizations

e Federal facilities (e.g., U.S. Department of Veterans Affairs (VA) Medical Centers, Indian Health
Service facilities, military treatment facilities)

e Home health agencies, including home and community-based services

L “Community Emergency Response Teams.” FEMA, 31 Aug. 2016. Web. Accessed 7 Sept. 2016.
www.fema.gov/community-emergency-response-teams.

2 “Medical Reserve Corps.” MRC, 22 Sept. 2016. Web. Accessed 26 Sept. 2016. https://mrc.hhs.gov.

3 “ESRD Networks.” KCER, 2016. Web. Accessed 7 Sept. 2016. http://kcercoalition.com/en/esrd-networks/.
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e Hospitals (e.g., acute care hospitals, trauma centers, burn centers, children's hospitals,
rehabilitation hospitals)

e Infrastructure companies (e.g., utility and communication companies)

e (Cities, counties, parishes, townships, and tribes

e Local chapters of health care professional organizations (e.g., medical societies, professional
societies, hospital associations)

e Local public safety agencies (e.g., law enforcement and fire services)

e Medical equipment and supply manufacturers and distributors

e Non-governmental organizations (e.g., American Red Cross, voluntary organizations active in
disasters, amateur radio operators, etc.)

e QOutpatient health care delivery (e.g., ambulatory care, clinics, community and tribal health
centers, Federally Qualified Health Centers (FQHCs),* urgent care centers, freestanding
emergency rooms, stand-alone surgery centers)

e Primary care providers, including pediatric and women’s health care providers

e Public health agencies

e Schools and universities, including academic medical centers

e Skilled nursing, nursing, and long-term care facilities

e Social work services

e Support service providers (e.g., clinical laboratories, pharmacies, radiology, blood banks, poison
control centers)

Planning for and responding to emergencies varies depending on a number of factors, including existing
resources, geography (e.g., urban, suburban, rural, or frontier settings), type of health care delivery
system (e.g., private sector, government), types of threats and hazards, and demographics. While the
goals and objectives of these capabilities are intended for all communities across the nation, ASPR
recognizes that the pathways to achieve them will differ based on the factors noted above and
acknowledges the importance of flexibility and scalability.

Purpose of the 2017-2022 Health Care Preparedness and Response
Capabilities

The 2017-2022 Health Care Preparedness and Response Capabilities document outlines the high-level
objectives that the nation’s health care delivery system, including HCCs and individual health care
organizations, should undertake to prepare for, respond to, and recover from emergencies. These
capabilities illustrate the range of preparedness and response activities that, if conducted, represent the
ideal state of readiness in the United States. ASPR recognizes that there is shared authority and
accountability for the health care delivery system's readiness that rests with private organizations,
government agencies, and Emergency Support Function-8 (ESF-8, Public Health and Medical Services)
lead agencies. Given the many public and private entities that must come together to ensure community
preparedness, HCCs serve an important communication and coordination role within their respective
jurisdiction(s).

These capabilities may not be achieved solely with the funding provided to HPP awardees and sub-
awardees (including HCCs and health care organizations) through the HPP Cooperative Agreement. ASPR
will present clear expectations and priorities, as well as performance measures for assessing HPP

4 “\What are Federally qualified health centers (FQHCs)?” HRSA, n.d. Web. Accessed 7 Sept. 2016.
www.hrsa.gov/healthit/toolbox/RuralHealthITtoolbox/Introduction/qualified.html.
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awardees’ and sub-awardees’ progress toward building the capabilities, in the HPP funding opportunity
announcement for the five-year project period that begins in July 2017.

The Four Capabilities
The four Health Care Preparedness and Response Capabilities are:
Capability 1: Foundation for Health Care and Medical Readiness

Goal of Capability 1: The community’s® health care organizations and other stakeholders—coordinated
through a sustainable HCC—have strong relationships, identify hazards and risks, and prioritize and
address gaps through planning, training, exercising, and managing resources.

Capability 2: Health Care and Medical Response Coordination

Goal of Capability 2: Health care organizations, the HCC, their jurisdiction(s), and the ESF-8 lead agency
plan and collaborate to share and analyze information, manage and share resources, and coordinate
strategies to deliver medical care to all populations during emergencies and planned events.

Capability 3: Continuity of Health Care Service Delivery

Goal of Capability 3: Health care organizations, with support from the HCC and the ESF-8 lead agency,
provide uninterrupted, optimal medical care to all populations in the face of damaged or disabled health
care infrastructure. Health care workers are well-trained, well-educated, and well-equipped to care for
patients during emergencies. Simultaneous response and recovery operations result in a return to
normal or, ideally, improved operations.

Capability 4: Medical Surge

Goal of Capability 4: Health care organizations—including hospitals, EMS, and out-of-hospital
providers—deliver timely and efficient care to their patients even when the demand for health care
services exceeds available supply. The HCC, in collaboration with the ESF-8 lead agency, coordinates
information and available resources for its members to maintain conventional surge response. When an
emergency overwhelms the HCC’s collective resources, the HCC supports the health care delivery
system’s transition to contingency and crisis surge response® and promotes a timely return to
conventional standards of care as soon as possible.

These four capabilities were developed based on guidance provided in the 2012 Healthcare
Preparedness Capabilities: National Guidance for Healthcare System Preparedness document. They
support and cascade from guidance documented in the National Response Framework,” National
Preparedness Goal,® and the National Health Security Strategy® to build community health resilience and

5 As the HCC defines in Capability 1, Objective 1, Activity 1 — Define HCC Boundaries

6 Altevogt, Bruce M., et al. “Guidance for Establishing Crisis Standards of Care for Use in Disaster Situations.” The
National Academies Press, 2009. Web. Accessed 26 Oct. 2016. www.nap.edu/read/12749/chapter/1.

7 “National Response Framework.” FEMA, ed. 3, Jun. 2016. PDF. Accessed 24 Aug. 2016. www.fema.gov/media-
library-data/1466014682982-9bcf8245badc60c120aa915abe74e15d/National_Response_Framework3rd.pdf.

8 “National Preparedness Goal.” FEMA, ed. 2. 5 Jul. 2016. PDF. Accessed 26 Oct. 2016.
https://www.fema.gov/media-library-data/1443799615171-
2aae90be55041740f97e8532fc680d40/National_Preparedness_Goal_2nd_Edition.pdf

% “National Health Security Strategy and Implementation Plan.” ASPR, HHS, 2015-2018. PDF. Accessed 26 Oct.
2016. http://www.phe.gov/Preparedness/planning/authority/nhss/Documents/nhss-ip.pdf
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integrate health care organizations, emergency management organizations, and public health agencies.
See Appendix 1 for more details on the process ASPR followed to revise the capabilities.

The Value of Health Care Coalitions in Preparedness and Response

HCCs—groups of individual health care and response organizations (e.g., hospitals, EMS, emergency
management organizations, public health agencies, etc.) in a defined geographic location—play a critical
role in developing health care delivery system preparedness and response capabilities. HCCs serve as
multiagency coordination groups that support and integrate with ESF-8 activities in the context of
incident command system (ICS) responsibilities. HCCs coordinate activities among health care
organizations and other stakeholders in their communities; these entities comprise HCC members that
actively contribute to HCC strategic planning, operational planning and response, information sharing,
and resource coordination and management. As a result, HCCs collaborate to ensure each member has
what it needs to respond to emergencies and planned events, including medical equipment and
supplies, real-time information, communication systems, and educated and trained health care
personnel.

The value of participating in an HCC is not limited to emergency preparedness and response. Day-to-day
benefits® may include:

e Meeting regulatory and accreditation requirements

e Enhancing purchasing power (e.g., bulk purchasing agreements)

Accessing clinical and non-clinical expertise

Networking among peers

Sharing leading practices

Developing interdependent relationships

e Reducing risk

e Addressing other community needs, including meeting requirements for tax exemption through
community benefit!!

Using the Capabilities Document

The 2017-2022 Health Care Preparedness and Response Capabilities document is organized into four
sections—one for each capability. Each capability has a goal and a set of objectives with associated
activities. Definitions of capability goal, objective, and activity are defined below.

e Goal: The outcome of developing the capability

e Objective: Overarching component of the capability that, when completed, helps achieve the
goal

e Activity: A task critical for achieving an objective

The capabilities are a high-level overview of the objectives and activities that the nation’s health care
delivery system, including HCCs and individual health care organizations, should undertake to prepare
for, respond to, and recover from emergencies. ASPR encourages HCCs, health care organizations, and

10 priest, Chad and Benoit Stryckman. “Identifying Indirect Benefits of Federal Health Care Emergency
Preparedness Grant Funding to Coalitions: A Content Analysis.” Disaster Medicine and Public Health Preparedness,
vol. 9, no. 6, 2015.

11 “Instructions for Schedule H (Form 990).” IRS, 2015. Web. Accessed 18 Jul. 2016. https://www.irs.gov/pub/irs-
pdf/i990sh.pdf.
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other stakeholders supporting the provision of care during emergencies to use ASPR’s Technical
Resources, Assistance Center, and Information Exchange (TRACIE)? to receive assistance and resources
for developing the capabilities.

12 “\Welcome to ASPR TRACIE.” ASPR TRACIE, 24 Aug. 2016. Web. Accessed 24 Aug. 2016.
https://asprtracie.hhs.gov/.
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Capability 1. Foundation for Health Care and Medical
Readiness

The foundation for health care and medical readiness enables the health care delivery system and other
organizations that contribute to responses to coordinate efforts before, during, and after emergencies;
continue operations; and appropriately surge as necessary. This is primarily accomplished through
health care coalitions (HCCs) that incentivize diverse and often competitive health care organizations
with differing priorities and objectives to work together. HCCs should collaborate with a variety of
stakeholders to ensure the community has the necessary medical equipment and supplies, real-time
information, communication systems, and trained and educated health care personnel to respond to an
emergency. These stakeholders include core HCC members—hospitals, emergency medical services
(EMS), emergency management organizations, and public health agencies—additional HCC members,
and the Emergency Support Function-8 (ESF-8, Public Health and Medical Services) lead agency. (For
more information, see Capability 1, Objective 1, Activity 2 — Identify Health Care Coalition Members.)

Goal for Capability 1: Foundation for Health Care and Medical Readiness

The community’s'® health care organizations and other stakeholders—coordinated through
a sustainable HCC—have strong relationships, identify hazards and risks, and prioritize and
address gaps through planning, training, exercising, and managing resources.

Objective 1: Establish and Operationalize a Health Care Coalition
HCCs should coordinate with their members to facilitate:

e Strategic planning

e Identification of gaps and mitigation strategies

e Operational planning and response

e Information sharing for improved situational awareness
e Resource coordination and management

HCCs serve as multiagency coordination groups that support and integrate with other ESF-8 activities.
Coordination between the HCC and the ESF-8 lead agency can occur in a number of ways. Some HCCs
serve as the ESF-8 lead agency for their jurisdiction(s). Others integrate with their ESF-8 lead agency
through an identified designee at the jurisdiction’s Emergency Operations Center (EOC) who represents
HCC issues and needs and provides timely, efficient, and bi-directional information flow to support
situational awareness. (See Capability 2 — Health Care and Medical Response Coordination for details on
ESF-8 and situational awareness.)

HCCs serve as a public-private partnership. As stated in the National Response Framework:

“...private sector organizations contribute to response efforts through partnerships with each
level of government....During an incident, key private sector partners should have a direct link to

13 As the HCC defines in Capability 1, Objective 1, Activity 1 — Define HCC Boundaries
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emergency managers and, in some cases, be involved in the decision making process....Private
sector entities can assist in delivering the response core capabilities by collaborating with
emergency management personnel before an incident occurs to determine what assistance may
be necessary and how they can support local emergency management organizations during
response operations....” 1

Activity 1. Define Health Care Coalition Boundaries

The HCC should define its boundaries based on daily health care delivery patterns—including those
established by corporate health systems—and organizations within a defined geographic region, such as
independent organizations and federal health care facilities. Additionally, the HCC may consider
boundaries based on defined catchment areas, such as regional EMS councils, trauma regions,
accountable care organizations, emergency management regions, etc. Defined boundaries should
encompass more than one of each member type (e.g., hospitals, EMS) to enable coordination and
enhance the HCC's ability to share the load during an emergency. HCC boundaries may span several
jurisdictional or political boundaries, and the HCC should coordinate with all ESF-8 lead agencies within
its defined boundaries.

The HCC should:

e Include enough members to ensure adequate resources; however, at the same time, having too
many members may make the HCC unmanageable

e Consider existing regional service areas, as they define common and known health care delivery
patterns and emergency response activities

e Consider HCC boundaries that cross state borders where appropriate

e Engage the jurisdiction’s public health agency to ensure all health care facilities, including
independent facilities, belong to an HCC and that there are no geographic gaps in HCC coverage

Activity 2. Identify Health Care Coalition Members

An HCC member is defined as an entity within the HCC's defined boundaries that actively contributes to
HCC strategic planning, identification of gaps and mitigation strategies, operational planning and
response, information sharing, and resource coordination and management. In cases where there are
multiple entities of an HCC member type, there may be a subcommittee structure that establishes a lead
entity to communicate common interests to the HCC (e.g., multiple dialysis centers forming a
subcommittee). HCC membership does not begin or end with attending meetings.

The HCC should include a diverse membership to ensure a successful whole community response. If
segments of the community are unprepared or not engaged, there is greater risk that the health care
delivery system will be overwhelmed. As such, the HCC should liaise with the broader response
community on a regular basis (see Introduction for a list of stakeholders). The list is recreated below,
delineating core and additional HCC members.

e Core HCC members should include, at a minimum, the following:

= Hospitals
= EMS (including inter-facility and other non-EMS patient transport systems)

14 “National Response Framework.” FEMA, ed. 3, Jun. 2016, pp. 10, 29. PDF. Accessed 24 Aug. 2016.
https://www.fema.gov/media-library-data/1466014682982-
9bcf8245ba4c60c120aa915abe74e15d/National_Response_Framework3rd.pdf.
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= Emergency management organizations
= Public health agencies

e Additional HCC members may include but are not limited to the following:

= Behavioral health services and organizations

*= Community Emergency Response Team (CERT)?® and Medical Reserve Corps (MRC)*®

= Dialysis centers and regional Centers for Medicare & Medicaid Services (CMS)-funded
end-stage renal disease (ESRD) networks?’

= Federal facilities (e.g., U.S. Department of Veterans Affairs (VA) Medical Centers, Indian
Health Service facilities, military treatment facilities)

= Home health agencies (including home and community-based services)

= [nfrastructure companies (e.g., utility and communication companies)

= Jurisdictional partners, including cities, counties, and tribes

= Local chapters of health care professional organizations (e.g., medical society,
professional society, hospital association)

= Local public safety agencies (e.g., law enforcement and fire services)

= Medical and device manufacturers and distributors

= Non-governmental organizations (e.g., American Red Cross, voluntary organizations
active in disasters, amateur radio operators, etc.)

=  Qutpatient health care delivery (e.g., ambulatory care, clinics, community and tribal
health centers, Federally Qualified Health Centers (FQHCs),® urgent care centers,
freestanding emergency rooms, stand-alone surgery centers)

=  Primary care providers, including pediatric and women’s health care providers

= Schools and universities, including academic medical centers

= Skilled nursing, nursing, and long-term care facilities

= Support service providers (e.g., clinical laboratories, pharmacies, radiology, blood banks,
poison control centers)

= QOther (e.g., child care services, dental clinics, social work services, faith-based
organizations)

Specialty patient referral centers (e.g., pediatric, burn, trauma, and psychiatric centers) should ideally be
HCC members within their geographic boundaries. They may also serve as referral centers to other HCCs
where that specialty care does not exist. In such cases, referral centers’ support of HCC planning,
exercises, and response activities can be mutually beneficial.

Urban and rural HCCs may have different membership compositions based on population
characteristics, geography, and types of hazards. For example, in rural and frontier areas—where the
distance between hospitals may exceed 50 miles and where the next closest hospitals are also critical
access hospitals with limited services—tribal health centers, referral centers, or support services may
play a more prominent role in the HCC.

15 “Community Emergency Response Teams.” FEMA, 31 Aug. 2016. Web. Accessed 7 Sept. 2016.
www.fema.gov/community-emergency-response-teams/.

16 “Medical Reserve Corps.” MRC, 22 Sept. 2016. Web. Accessed 26 Sept. 2016. https://mrc.hhs.gov.

17 “ESRD Networks.” KCER, 2016. Web. Accessed 7 Sept. 2016. http://kcercoalition.com/en/esrd-networks/.
18 “What are Federally qualified health centers (FQHCs)?” HRSA, n.d. Web. Accessed 7 Sept. 2016.
www.hrsa.gov/healthit/toolbox/RuralHealthITtoolbox/Introduction/qualified.html.
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Activity 3. Establish Health Care Coalition Governance

The HCC should define and implement a structure and processes to execute activities related to health
care delivery system readiness and coordination. The elements of governance include organizational
structures, roles and responsibilities, mechanisms to provide guidance and direction, and processes to
ensure integration with the ESF-8 lead agency. The HCC should specify how structure, processes, and
policies may shift during a response, as opposed to a steady state. HCC members should adopt these
elements and be part of regular reviews.

The HCC should document the following information related to its governance:

e HCC membership

e An organizational structure to support HCC activities, including executive and general
committees, election or appointment processes, and any necessary administrative rules and
operational functions (e.g., bylaws)

e Member guidelines for participation and engagement that consider each member and region’s
geography, resources, and other factors

e Policies and procedures, including processes for making changes, orders of succession, and
delegations of authority

e HCCintegration within existing state, local, and member-specific incident management
structures and specified roles—such as a primary point of contact who serves as the liaison to
the ESF-8 lead agency and EOCs during an emergency

Objective 2: Identify Risk and Needs

The HCC should identify and plan for risks, in collaboration with the ESF-8 lead agency, by conducting
assessments or using and modifying data from existing assessments for health care readiness purposes.
These assessments can determine resource needs and gaps, identify individuals who may require
additional assistance before, during, and after an emergency, and highlight applicable regulatory and
compliance issues. The HCC and its members may use the information about these risks and needs to
inform training and exercises and prioritize strategies to address preparedness and response gaps in the
region.

Activity 1. Assess Hazard Vulnerabilities and Risks

A hazard vulnerability analysis (HVA) is a systematic approach to identifying hazards or risks that are
most likely to have an impact on the demand for health care services or the health care delivery
system’s ability to provide these services. This assessment may also include estimates of potential
injured or ill survivors, fatalities, and post-emergency community needs based on the identified risks.

General principles for the HVA process include but are not limited to the following:

e HCC members should participate in the HVA process, using a variety of HVA tools?®
e The HVA process should be coordinated with state and local emergency management
organization assessments (e.g., Threat and Hazard Identification and Risk Assessment [THIRA]%)

19 “ASPR TRACIE Evaluation of Hazard Vulnerability Assessment Tools.” ASPR TRACIE, 19 Jul. 2016. PDF. Accessed 24
Aug. 2016. asprtracie.hhs.gov/documents/tracie-evaluation-of-HVA-tools.pdf.

20 “Threat and Hazard Identification and Risk Assessment.” FEMA, Mar. 2015. Web. Accessed 19 Jul. 2016.
www.fema.gov/threat-and-hazard-identification-and-risk-assessment.
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and any public health hazard assessments (e.g., jurisdictional risk assessment). The intent is to
ensure completion, share risk assessment results, and minimize duplication of effort

e Health care facilities, EMS, and other health care organizations should provide input into the
development of the regional HVA based on their facilities’ or organizations’ HVAs

e The assessment components should include regional characteristics, such as risks for natural or
man-made disasters, geography, and critical infrastructure

e The assessment components should address population characteristics (including
demographics), and consider those individuals who might require additional help in an
emergency, such as children; pregnant women; seniors; individuals with access and functional
needs, including people with disabilities; and others with unique needs

e The HCC should regularly review and share the HVA with all members

Activity 2. Assess Regional Health Care Resources

HCC members should perform an assessment to identify the health care resources and services that are
vital for continuity of health care delivery during and after an emergency. The HCC should then use this
information to identify resources that could be coordinated and shared. This information is critical to
uncovering resource vulnerabilities relative to the HVA that could impede the delivery of medical care
and health care services during an emergency.

The resource assessment will be different for various HCC member types, but should address resources
required to care for all populations during an emergency. The resource assessment should include but is
not limited to the following:

e C(linical services — inpatient hospitals, outpatient clinics, emergency departments, private
practices, skilled nursing facilities, long-term care facilities, behavioral health services, and
support services (see Capability 4 — Medical Surge)

e C(ritical infrastructure supporting health care (e.g., utilities, water, power, fuel, information
technology [IT] services, communications, transportation networks)

e Caches (e.g., pharmaceuticals and durable medical equipment)

e Hospital building integrity

e Health care facility, EMS, corporate health system, and HCC information and communications
systems and platforms (e.g., electronic health records [EHRs], bed and patient tracking systems)
and communication modalities (e.g., telephone, 800 MHz radio, satellite telephone)

e Alternate care sites

e Home health agencies (including home and community-based services)

Health care workforce

Health care supply chain

Food supply

Medical and non-medical transportation system

e Private sector assets that can support emergency operations

Activity 3. Prioritize Resource Gaps and Mitigation Strategies

A comparison between available resources and current HVA(s) will identify gaps and help prioritize HCC
and HCC member activities. Gaps may include a lack of, or inadequate, plans or procedures, staff,
equipment and supplies, skills and expertise, services, or any other resources required to respond to an
emergency. Just as the resource assessment will be different for different member types, so will efforts
to prioritize identified gaps. HCC members should prioritize gaps based on consensus and determine
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mitigation strategies based on the time, materials, and resources necessary to address and close gaps.
Gaps may be addressed through coordination, planning, training, or resource acquisition. Ultimately, the
HCC should focus its time and resource investments on closing those gaps that affect the care of acutely
ill and injured patients.

Certain response activities may require external support or intervention, as emergencies may exceed
the preparedness thresholds the HCC, its members, and the community have deemed reasonable. Thus,
during the prioritization process, planning to access and integrate external partners and resources (i.e.,
federal, state, and/or local) is a key part of gap closure.

Activity 4. Assess Community Planning for Children, Pregnant Women, Seniors,
Individuals with Access and Functional Needs, Including People with Disabilities,
and Others with Unique Needs

Certain individuals may require additional assistance before, during, and after an emergency. The HCC
and its members should conduct inclusive planning for the whole community, including children;
pregnant women; seniors; individuals with access and functional needs, such as people with disabilities;
individuals with pre-existing, serious behavioral health conditions; and others with unique needs.?

The HCC should:

e Support public health agencies with situational awareness and IT tools already in use that can
help identify children; pregnant women; seniors; and individuals with access and functional
needs, including people with disabilities; and others with unique needs (e.g., the U.S.
Department of Health and Human Services emPOWER map,?? which provides information on
Medicare beneficiaries who rely on electricity-dependent medical and assistive equipment, such
as ventilators, at-home dialysis machines, and wheelchairs)

e Support public health agencies in developing or augmenting existing response plans for these
populations, including mechanisms for family reunification

e Identify potential health care delivery system support for these populations (pre- and post-
event) that can reduce stress on hospitals during an emergency

e Assess needs and contribute to medical planning that may enable individuals to remain in their
residences. When that is not possible, coordinate with the ESF-8 lead agency to support the ESF-
6 (Mass Care, Emergency Assistance, Housing, and Human Services) lead agency with inclusion
of medical care at shelter sites

e Coordinate with the ESF-8 lead agency to assess medical transport needs for these populations

e Assess specific treatment and access to care needs; incorporate how to address needs into
individual HCC member Emergency Operations Plans (EOPs) and the HCC response plan (see
Capability 2, Objective 1 — Develop and Coordinate Health Care Organization and Health Care
Coalition Response Plans)

e Coordinate with the U.S. Department of Veterans Affairs (VA) Medical Center to identify
veterans in the HCC's coverage area (if applicable)

21 public Health Service Act § 2802, 42 U.S.C. 300hh-1 (2013).
22 “HHS emPOWER Map.” ASPR, 2016. Web. Accessed 19 Jul. 2016.
www.phe.gov/empowermap/Pages/default.aspx.
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Activity 5. Assess and Identify Regulatory Compliance Requirements

The HCC, in collaboration with the ESF-8 lead agency and state authorities, should assess and identify
regulatory compliance requirements that are applicable to day-to-day operations and may play a role in
planning for, responding to, and recovering from emergencies.

The HCC should:

e Understand federal statutory, regulatory, or national accreditation requirements that impact
emergency medical care, including:

= Centers for Medicare & Medicaid Services (CMS) conditions of participation, (including
CMS-3178-F Medicare and Medicaid Programs; Emergency Preparedness Requirements
for Medicare and Medicaid Participating Providers and Suppliers)?

» (Clinical Laboratory Improvement Amendments (CLIA)*

» Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule requirements?®
and circumstances when covered entities can disclose protected health information
(PHI) without individual authorization including to public health authorities and as
directed by laws (e.g., state law)?®

*  Emergency Medical Treatment & Labor Act (EMTALA) requirements?’

= Licensing and accrediting agencies for hospitals, clinics, laboratories, and blood banks
(e.g., Joint Commission,? DNV GL — Healthcare?®)

» Federal disaster declaration processes3®3! and public health authorities

= Available federal liability protections for responders (e.g., Public Readiness and
Emergency Preparedness (PREP) Act3?)

* Environmental Protection Agency (EPA) requirements33

* Occupational Safety and Health Administration (OSHA) requirements3(e.g., general
duty clause, blood-borne pathogen standard)

2 See “Medicare and Medicaid Programs; Emergency Preparedness Requirements for Medicare and Medicaid
Participating Providers and Suppliers.” 81 Fed. Reg. 63859. (16 Sept. 2016.) Federal Register: The Daily Journal of

the United States. Web. Accessed 26 Oct. 2016.

24 See “Clinical Laboratory Improvement Amendments (CLIA).” CMS, May 2016. Web. Accessed 18 Aug. 2016.
https://www.cms.gov/Regulations-and-Guidance/Legislation/CLIA/index.html.

25 See “Emergency Situations: Preparedness, Planning, and Response.” HHS, 2016. Web. Accessed 19 Jul. 2016.
www.hhs.gov/hipaa/for-professionals/special-topics/emergency-preparedness/index.html.

26 “HIPAA and Disasters: What Emergency Professionals Need to Know.” ASPR TRACIE, 31 Aug. 2016. PDF. Accessed
21 Oct. 2016. https://asprtracie.hhs.gov/documents/aspr-tracie-hipaa-emergency-fact-sheet.pdf

27 See “Emergency Medical Treatment & Labor Act (EMTALA).” CMS. 2012. Web. Accessed 19 Jul. 2016.
https://www.cms.gov/Regulations-and-Guidance/Legislation/EMTALA/.

28 “Emergency Management Resources.” The Joint Commission, 24 Aug. 2016. Web. Accessed 24 Aug. 2016.
Wwww.jointcommission.org/emergency_management.aspx.

2% “DNV GL Healthcare.” DNV GL Healthcare, 2016. Web. Accessed 19 Jul. 2016. dnvglhealthcare.com/.

30 See “The Disaster Declaration Process.” FEMA, 3 Jun. 2016. Web. Accessed 19 Jul. 2016. www.fema.gov/disaster-
declaration-process.

31 See “Legal Authority of the Secretary.” ASPR, 2016. Web. Accessed 19 Jul. 2016.
www.phe.gov/preparedness/support/secauthority/Pages/default.aspx.

32 See “Public Readiness and Emergency Preparedness Act.” ASPR, Dec. 2015. Web. Accessed 14 Aug. 2016.
http://www.phe.gov/preparedness/legal/prepact/pages/default.aspx.

33 See “EPA Laws and Regulations.” EPA, Jun. 2016. Web. Accessed 19 Jul. 2016. www.epa.gov/laws-regulations.
34 See “OSHA laws and regulations.” OSHA, 2016. Web. 19 Jul. 2016. www.osha.gov/law-regs.html.
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e Understand state or local regulations or programs that impact emergency medical care,
including:

= Scope and breadth of emergency declarations

= Regulations for health care practitioner licensure, practice standards, reciprocity, scope
of practice limitations, and staff-to-patient ratios

= Legal authorization to allocate personnel, resources, equipment, and supplies among
health care organizations

= Laws governing the conditions under which an individual can be isolated or quarantined

= Available state liability protections for responders

e Understand the process and information required to request necessary waivers and suspension
of regulations, including:

= Processes for emergency resource acquisition (this may require coordination with the
federal, state, and/or local government)

= Special waiver processes (e.g., section 1135 of the Social Security Act waivers®) of key
regulatory requirements pursuant to emergency declarations

®  Process and implications for Food and Drug Administration (FDA) issuance of emergency
use authorizations for use of non-approved drugs or devices or use of approved drugs or
devices for unapproved uses

= Legal resources®® related to hospital legal preparedness, such as the deployment and
use of volunteer health practitioners

= Legal and regulatory issues related to alternate care sites and practices

= Legal issues regarding population-based interventions, such as mass prophylaxis and
vaccination

= Processes for emergency decision making from state or local legislature

e Support crisis standards of care planning,®” including the identification of appropriate legal
authorities and protections necessary when crisis standards of care are implemented (see
Capability 4 — Medical Surge)

e Maintain awareness of standing contracts for resource support during emergencies

Objective 3: Develop a Health Care Coalition Preparedness Plan

The HCC preparedness plan enhances preparedness and risk mitigation through cooperative activities
based on common priorities and objectives. In collaboration with the ESF-8 lead agency, the HCC should
develop a preparedness plan that includes information collected on hazard vulnerabilities and risks,
resources, gaps, needs, and legal and regulatory considerations (as collected in Capability 1, Objective 2,
Activities 1-5 above). The HCC preparedness plan should emphasize strategies and tactics that promote
communications, information sharing, resource coordination, and operational response planning with
HCC members and other stakeholders. The HCC should develop its preparedness plan to include core
HCC members and additional HCC members so that, at a minimum, hospitals, EMS, emergency

35See “1135 Waivers.” ASPR, 2 May 2013. Web. Accessed 12 Sept. 2016.
http://www.phe.gov/Preparedness/legal/Pages/1135-waivers.aspx.

36 “Hospital Legal Preparedness: Relevant Resources.” CDC, 20 Apr. 2015. Web. Accessed 19 Jul. 2016.
www.cdc.gov/phlp/publications/topic/hospital.html.

37 Altevogt, Bruce M., et al. “Guidance for Establishing Crisis Standards of Care for Use in Disaster Situations.” The
National Academies Press, 2009. Web. Accessed 26 Oct. 2016. www.nap.edu/read/12749/chapter/1.
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management organizations, and public health agencies are represented. The plan can be presented in
various formats (e.g., a subset of strategic documents, annexes, or a portion of the HCC’s concept of
operations plans [CONOPS]).

The HCC preparedness plan should:

e Incorporate the HCC’s and its members’ priorities for planning and coordination based on
regional needs and gaps

= Priorities will depend on multiple factors, including perceived risk, emergencies
occurring in the region, available funds, applicable laws and regulations, supporting
personnel, HCC member facilities and organizations involved, and time constraints

e Draw from and address gaps identified in HCC members’ existing preparedness plans as required
by CMS-3178-F Medicare and Medicaid Programs; Emergency Preparedness Requirements for
Medicare and Medicaid Participating Providers and Suppliers

e Be developed by HCC leadership with broad input from HCC members and other stakeholders

e Qutline strategic and operational objectives for the HCC as a whole and for each HCC member

e Include short-term (e.g., within the year) and longer-term (e.g., three- to five-year) objectives

e Include a recurring objective to develop and review the HCC response plan, which details the
responsibilities and roles of the HCC and its members, including how they share information,
coordinate activities and resources during an emergency, and plan for recovery (see Capability 2
— Health Care and Medical Response Coordination)

e Include and inform training, exercise, and resource and supply management activities during the
year

e Include a checklist of each HCC member’s proposed activities, methods for members to report
progress to the HCC, and processes to promote accountability and completion

HCC members should approve the initial plan and maintain involvement in regular reviews. Following
reviews, the HCC should update the plan as necessary after exercises and real-world events. The review
should include identifying gaps in the preparedness plan and working with HCC members to define
strategies to address the gaps.

The HCC should also develop a complementary HCC response plan in collaboration with the ESF-8 lead
agency (see Capability 2 — Health Care and Medical Response Coordination).

Objective 4: Train and Prepare the Health Care and Medical Workforce

Training, drills, and exercises help identify and assess how well a health care delivery system or region is
prepared to respond to an emergency. These activities also develop the necessary knowledge, skills, and
abilities of an HCC member’s workforce. Trainings can cover a wide range of topics including clinical
subject matter, incident management, safety and protective equipment, workplace violence,
psychological first aid, or planning workshops. The HCC should promote these activities and participate
in training and exercises with its members, and in coordination with the ESF-8 lead agency, emphasizing
consistency, engagement, and demonstration of regional coordination.
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Activity 1. Promote Role-Appropriate National Incident Management System
Implementation

The HCC should assist its health care organization members and other HCC members with National
Incident Management System (NIMS)3®implementation.

The HCC should:

e Ensure HCC leadership receives NIMS training

e Promote NIMS implementation, including training and exercises, among HCC members to
facilitate operational coordination with public safety and emergency management organizations
during an emergency using an incident command system (ICS)

e Assist HCC members with incorporating NIMS components into their EOPs

e For those members not bound by NIMS implementation, the HCC should consider training on
response planning techniques, organizational structure, and other incident management
practices that will prepare members for their roles during a response

Activity 2. Educate and Train on Identified Preparedness and Response Gaps

HCC members should support education and training to address health care preparedness and response
gaps identified through strategic planning, development of the HCC preparedness and response plans,
or other assessments. Whenever possible, training should be standardized at the HCC level to ensure
efficiency and consistency.

The HCC should:

e Promote understanding of every HCC member’s specific roles and responsibilities in the health
care delivery system’s emergency response

e Base training on specific gaps and needs identified by HCC members

e Promote and support training for health care providers, laboratorians, non-clinical staff, and
ancillary workforce in:

=  Clinical management (e.g., chemical, biological, radiological, nuclear and explosives
[CBRNE]3%4°, burn, trauma, and other recognized hazards) for all populations

= Responder safety and health requirements (see Capability 3, Objective 5 — Protect
Responders’ Safety and Health)

= Management of patients in a resource-scarce environment, including the
implementation of crisis standards of care

e Ensure health care organization leadership is aware of and engaged in HCC activities*! (see
Capability 1, Objective 5, Activity 2 — Engage Health Care Executives below)

38 “N|MS Implementation for Healthcare Organizations Guidance.” ASPR HPP, Jan. 2015. PDF. Accessed 7 Sept.
2016. www.phe.gov/Preparedness/planning/hpp/reports/Documents/nims-implementation-guide-jan2015.pdf.
39 “Decontamination Guidance for Chemical Incidents.” HHS, 2016. Web. Accessed 11 Oct. 2016.
https://www.medicalcountermeasures.gov/barda/cbrn/decontamination-guidance-for-chemical-incidents/.

40 Cibulsky, Susan M., et al. “Patient Decontamination in a Mass Chemical Exposure Incident: National Planning
Guidance for Communities.” HHS, DHS, Dec. 2014. PDF. Accessed 11 Oct. 2016.
http://www.phe.gov/Preparedness/responders/Documents/patient-decon-natl-plng-guide.pdf.

41 Browning, Henry W., et al. “Collaborative Healthcare Leadership: A Six-Part Model for Adapting and Thriving
during a Time of Transformative Change.” Center for Creative Leadership, Mar. 2016. PDF. Accessed 7 Sept. 2016.
insights.ccl.org/wp-content/uploads/2015/04/CollaborativeHealthcareLeadership.pdf.
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e Develop and implement training plans, including those that support appropriate health care
providers and first responders. Training plans may include but are not limited to, initial
education, continuing education, appropriate certifications, and just-in-time training

e Employ a variety of modalities (e.g., online, classroom, etc.)

Activity 3. Plan and Conduct Coordinated Exercises with Health Care Coalition
Members and Other Response Organizations

The HCC, in collaboration with its members, should plan and conduct coordinated exercises to assess
the health care delivery system’s readiness. The HCC should focus exercises on the outcomes of HVAs
and other assessments that identify resource needs and gaps, identify individuals who may require
additional assistance before, during, and after an emergency, and highlight applicable regulatory and
compliance issues.

The HCC should:

e Plan and conduct health care delivery system-wide exercises that incorporate hospitals, EMS,
emergency management organizations, public health agencies, and additional HCC member
participation

e Base exercises on specific gaps and needs identified by HCC members, including emerging
infectious diseases and CBRNE threats

e Update an exercise schedule annually or in accordance with jurisdictional needs

e Provide opportunities for clinical laboratory participation

e Assess readiness to support emergencies involving children across the age and developmental
trajectory; children represent nearly 25 percent of the population*? and have unique response
needs during emergencies, including special medical equipment and treatment needs and family
reunification considerations

e Assess readiness to support other individuals who have special health needs and may require
additional assistance before, during, and after an emergency (e.g., pregnant women, seniors,
individuals who depend on electricity-dependent medical and assistive equipment, etc.)

e Exercise Continuity of Operations (COOP) plans (see Capability 3, Objective 2, Activity 1 —
Develop a Health Care Organization Continuity of Operations Plan and Capability 3, Objective 2,
Activity 2 — Develop a Health Care Coalition Continuity of Operations Plan)

e Exercise medical surge capacity and capability,*® including decisions leading to the
implementation of crisis standards of care (see Capability 4 — Medical Surge)

=  Assess the mobilization of beds, personnel, and key resources, including equipment,
supplies, and pharmaceuticals

e Coordinate exercises with other response organizations (e.g., Federal Emergency Management
Agency [FEMA], National Guard, etc.)

e When appropriate, include federal, state, and local response resources in exercises (e.g.,
National Disaster Medical System [NDMS] Disaster Medical Assistance Teams [DMAT],** NDMS

42 Lofquist, Daphne, et al. “Households ad Families: 2010.” 2010 Census Briefs, Apr. 2012. PDF. Accessed 26 Aug.
2016. www.census.gov/prod/cen2010/briefs/c2010br-14.pdf.

43 “Health Care Coalition Surge Evaluation Tool.” ASPR, Jun. 2016. Web. Accessed 19 Jul. 2016.
www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-tool.aspx.

4 “Disaster Medical Assistance Team.” ASPR, 25 Sept. 2015. Web. Accessed 15 Sept. 2016.
www.phe.gov/preparedness/responders/ndms/teams/pages/dmat.aspx.
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Federal Coordinating Centers [FCCs],*> Emergency System for Advance Registration of Volunteer
Health Professionals [ESAR-VHP],% state medical teams, MRC, and other federal, state, local,
and tribal assets)

e Collect information about HCC member operating status and resource availability during
exercises and disseminate the information to other members

e Develop an after-action report (AAR) and improvement plan (IP) that incorporates lessons
learned from exercises and a follow-up process, including steps to overcome the identified gaps
in the AAR/IP (see Capability 1, Objective 4, Activity 5 — Evaluate Exercises and Responses to

Emergencies below)

Activity 4. Align Exercises with Federal Standards and Facility Regulatory and
Accreditation Requirements

The HCC should consider the following when developing and executing exercises:

e Apply Homeland Security Exercise and Evaluation Program (HSEEP) fundamentals®’ to both the
exercise program and the execution of individual exercises

e Integrate current health care accreditation requirements such as the Joint Commission
Emergency Management Standards, and health care regulatory requirements such as CMS-
3178-F Medicare and Medicaid Programs; Emergency Preparedness Requirements for Medicare
and Medicaid Participating Providers and Suppliers

e Use a stepwise progression of exercise complexity for a variety of emergency response scenarios
(e.g., workshop to tabletop to functional to full-scale exercises)

Activity 5. Evaluate Exercises and Responses to Emergencies

The HCC should coordinate with its members and other response organizations to complete an AAR and
an IP after exercises and real-world events. The same exercise or response may generate facility,
member type, HCC, and community AAR/IPs — each with a somewhat different focus and level of detail.

The AAR should document gaps in HCC member composition, planning, resources, or skills revealed
during the exercise and response evaluation processes. The IP should detail a plan for addressing the
identified gaps, including responsible entities and the required time and resources to address the gaps.
The IP should also recommend processes to retest the revised plans and capabilities. Facility and
organization evaluations should follow a similar process. AARs may also reveal leading practices that can
be shared with HCC members and other HCCs.

Successful HCC maturation depends on integrating AAR/IP findings into the next planning, training,
exercise, and resource allocation cycle.

4 “National Disaster Medical System: Federal Coordinating Center Guide.” NDMS, Apr. 2014. PDF. Accessed 12
Sept. 2016. http://www.dmrti.army.mil/01_FCC%20Guide%20Apr%202014.pdf.

46 “The Emergency System for Advance Registration of Volunteer Health Professionals.” ASPR, n.d. Web. Accessed
7 Sept. 2016. http://www.phe.gov/esarvhp/pages/default.aspx.

47 “Homeland Security Exercise and Evaluation Program (HSEEP).” FEMA, Apr. 2013. pp. 1-1. Web. Accessed 19 Jul
2016. http://www.fema.gov/media-library-data/20130726-1914-25045-8890/hseep_aprl3_.pdf.
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Activity 6. Share Leading Practices and Lessons Learned

The HCC should coordinate with its members, government partners, and other HCCs to share leading
practices and lessons learned. Sharing information between HCCs will improve cross-HCC coordination
during an emergency and will help further improve coordination efforts.

The HCC should employ the following principles when sharing leading practices and lessons learned:

e Ensure information is shared among HCCs after real-world events and exercises to identify gaps,
leading practices, and lessons learned

e Incorporate lessons learned from real-world events and exercises into HCC plans, training, and
exercises

e Utilize mechanisms to rapidly acquire and share new clinical knowledge for a wide range of
hazards and threats during exercise scenarios and real-world events. Examples include:

= Utilizing the Office of the Assistant Secretary for Preparedness and Response (ASPR)
Technical Resources, Assistance Center, and Information Exchange (TRACIE)*

=  Sharing hazardous material (HAZMAT) information from poison control centers

»  Using virtual telemedicine platforms (e.g., Project ECHO*)

=  Obtaining information from federal alert systems (e.g., Centers for Disease Control and
Prevention [CDC], FDA, FEMA)

= Coordinating clinical treatment information on conference calls or webinars (e.g., CDC
Clinician Outreach and Communication Activity [COCA]*>)

Objective 5: Ensure Preparedness is Sustainable

Sustainability planning is a critical component to HCC development. Strong governance mechanisms,
constant regional stakeholder engagement, and sound financial planning help form the foundation to
continue HCC activities well into the future. Sustainability should emphasize HCC processes and
activities that support member needs and regulatory requirements (e.g., exercises and evacuation
planning).

Activity 1. Promote the Value of Health Care and Medical Readiness

The HCC, with support from its health care organization members, should be able to articulate its
mission, including its role in community preparedness and how that provides benefit (both direct and
indirect) to the region. The HCC has a duty to plan for a full range of emergencies and both planned and
unplanned events that could affect its community. It is essential that the HCC has leaders who can serve
as primary points of contact to promote preparedness and response needs to community leaders.
Additionally, members have a shared responsibility to ensure the HCC has visibility into their activities in
the region.

The HCC should:

48 “ASPR TRACIE Evaluation of Hazard Vulnerability Assessment Tools.” ASPR TRACIE, 19 Jul. 2016. PDF. Accessed
24 Aug. 2016. asprtracie.hhs.gov/documents/tracie-evaluation-of-HVA-tools.pdf.

4 “project ECHO.” UNM School of Medicine, 2016. Web. 19 Jul. 2016. echo.unm.edu/.

50 “Clinician Outreach and Communication Activity (COCA).” CDC, 18 Aug. 2016. Web. Accessed 7 Sept. 2016.
http://emergency.cdc.gov/coca/.
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o Develop materials that identify and articulate the benefits of HCC activities to its members and
additional stakeholders

e Engage champions among its members and other response organizations to promote HCC
preparedness efforts to health care executives, clinicians, community leaders, and other key
audiences

Activity 2. Engage Health Care Executives

The HCC should communicate the direct and indirect benefits of HCC membership to health care
executives to advance their engagement in preparedness and response. Executives can promote buy-in
across all facility and organization types, clinical departments, and non-clinical support services. The
benefits of HCC participation are not limited to emergency preparedness and response.

Day-to-day benefits may include:

e Meeting regulatory and accreditation requirements

e Enhancing purchasing power (e.g., bulk purchasing agreements)

e Accessing clinical and non-clinical expertise

e Networking among peers

e Sharing leading practices

e Developing interdependent relationships

e Reducing risk

e Addressing other community needs, including meeting requirements for tax exemption through
community benefit>!

Health care executives should formally endorse their organization’s participation in an HCC. This can
take the form of letters of support, memoranda of understanding, or other agreements. Health care
executives should be engaged in their facilities’ response plans and provide input, acknowledgement,
and approval regarding HCC strategic and operational planning.

The HCC should regularly inform health care executives of HCC activities and initiatives through reports
and invitation to participate in meetings, training, and exercises. The HCC should engage health care
executives in debriefs (“hotwashes”) related to exercises, planned events, and real-world events.

Activity 3. Engage Clinicians

The HCC should engage health care delivery system clinical leaders to provide input, acknowledgement,
and approval regarding strategic and operational planning. Clinicians from a wide range of specialties
should be included in HCC activities on a regular basis to validate medical surge plans and to provide
subject matter expertise to ensure realistic training and exercises. Clinicians with relevant expertise
should lead health care provider training for assessing and treating various types of illnesses and
injuries. Clinicians should be engaged in strategic and operational planning, contribute to committees
and advisory boards, and participate in training and education sessions. Additional engagement can
include active participation in planning, exercise, and response activities.

51 “Instructions for Schedule H (Form 990).” IRS, 2015. Web. Accessed 18 Jul. 2016. https://www.irs.gov/pub/irs-
pdf/i990sh.pdf.
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Activity 4. Engage Community Leaders

Consistent with a whole community approach to preparedness, the HCC should actively work with and
engage community leaders outside of its members. The HCC should identify and engage community
members, businesses, charitable organizations, and the media in health care preparedness planning and
exercises to promote the resilience of the entire community. Community engagement creates greater
awareness of the HCC's role and emergency preparedness activities, promotes community resilience,
and speeds the recovery process following emergencies.

Activity 5. Promote Sustainability of Health Care Coalitions

There are a variety of ways to promote greater community effectiveness and organizational and
financial sustainability. Full investment in readiness includes in-kind donation of time, resources,
support, and continued engagement with HCC members and the community. Financial strategies,
including cost-sharing techniques and other funding options, enhance stability and sustainment.

The HCC should:

e Offer HCC members technical assistance or consultative services in meeting CMS-3178-F
Medicare and Medicaid Programs; Emergency Preparedness Requirements for Medicare and
Medicaid Participating Providers and Suppliers

e Explore ways to meet individual member’s requirements for tax exemption through community
benefit>?

e Analyze critical functions to preserve, and identify financial opportunities beyond federal
funding (e.g., foundation, and private funding, dues, and training fees) to support or expand HCC
functions

e Develop a financing structure, and document the funding models that support HCC activities

e Determine ways to cost share (e.g., required exercises may be coordinated with public health
agencies, emergency management organizations, and other organizations with similar
requirements)

e Incorporate leadership succession planning into the HCC governance and structure

e Leverage group buying power to obtain consistent equipment across a region and allow for
sharing or emergency allocation of equipment

HCC members should be aware of the HCC's sustainability activities, including any requirements
established by HCC leadership, so they can plan their future investments accordingly.

52 Instructions for Schedule H (Form 990).” IRS, 2015. Web. Accessed 18 Jul. 2016. https://www.irs.gov/pub/irs-
pdf/i990sh.pdf.

Foundation for Health Care and Medical Readiness 24



https://www.irs.gov/pub/irs-pdf/i990sh.pdf



2017-2022 Health Care Preparedness and Response Capabilities | ASPR

Capability 2. Health Care and Medical Response
Coordination

Health care and medical response coordination enables the health care delivery system and other
organizations to share information, manage and share resources, and integrate their activities with their
jurisdictions’ Emergency Support Function-8 (ESF-8, Public Health and Medical Services) lead agency and
ESF-6 (Mass Care, Emergency Assistance, Housing, and Human Services) lead agency at both the federal
and state levels.

Private health care organizations and government agencies, including those serving as ESF-8 lead
agencies, have shared authority and accountability for health care delivery system readiness, along with
specific roles. In this context, health care coalitions (HCCs) serve a communication and coordination role
within their respective jurisdiction(s). This coordination ensures the integration of health care delivery
into the broader community’s incident planning objectives and strategy development. It also ensures
that resource needs that cannot be managed within the HCC itself are rapidly communicated to the ESF-
8 lead agency. HCC coordination may occur at its own coordination center, the local Emergency
Operations Center (EQC), or by virtual means — all of which are intended to interface with the ESF-8 lead
agency.

Coordination between the HCC and the ESF-8 lead agency can occur in a number of ways. Some HCCs
serve as the ESF-8 lead agency for their jurisdiction(s). Others integrate with their ESF-8 lead agency
through an identified designee at the jurisdiction’s EOC who represents HCC issues and needs and
provides timely, efficient, and bi-directional information flow to support situational awareness.
Regardless, HCCs connect the elements of medical response and provide the coordination mechanism
among health care organizations—including hospitals and emergency medical services (EMS)—
emergency management organizations, and public health agencies.

Goal for Capability 2: Health Care and Medical Response Coordination

Health care organizations, the HCC, their jurisdiction(s), and the ESF-8 lead agency plan and
collaborate to share and analyze information, manage and share resources, and coordinate
strategies to deliver medical care to all populations during emergencies and planned events.

Objective 1: Develop and Coordinate Health Care Organization and
Health Care Coalition Response Plans

Health care organizations respond to emergent patient care needs every day. During an emergency
response, health care organizations and other HCC members contribute to the coordination of
information exchange and resource sharing to ensure the best patient care outcomes possible. HCCs and
their members can best achieve enhanced coordination and improved situational awareness when there
is active participation from hospitals, EMS, emergency management organizations, and public health
agencies and by documenting roles, responsibilities, and authorities before, during, and immediately
after an emergency.
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Every individual health care organization must have an Emergency Operations Plan (EOP) per federal
and state regulations and multiple accreditation standards. The HCC, in collaboration with the ESF-8 lead
agency, should have a collective response plan that is informed by its members’ individual EOPs. In cases
where the HCC serves as the ESF-8 lead agency, the HCC response plan may be the same as the ESF-8
response plan. The purpose of coordinating response plans is not to supplant existing ESF-8 structures,
but to enhance effective response in accordance with the wide array of existing federal, state, and
municipal legal authorities in which HCC members operate (e.g., Emergency Medical Treatment & Labor
Act [EMTALA]*3, communicable disease reporting, and the Health Insurance Portability and
Accountability Act [HIPAA] Privacy Rule).

Activity 1. Develop a Health Care Organization Emergency Operations Plan

Each health care organization should have an EOP to address a wide range of emergencies. The EOP
should detail the use of incident management—including specific indicators for plan activation, alert,
and notification processes, response procedures, and resource acquisition and sharing—and a process
that delineates the thresholds to demobilize and begin the transition to recovery and the restoration of
normal operations (see Capability 3, Objective 7 — Coordinate Health Care Delivery System Recovery).
The plan should define the internal and external sources of information that will be necessary to assess
the impact of the emergency on the health care organization. The plan should also address how the
individual HCC member communicates this information to the HCC and to key health care organization
leadership.

Critical elements of the health care organization’s EOP include:

e Identification of triggers to activate the plan

e Communications (internal and external)

e Information management

Access to resources and supplies

Safety and security measures

Delineation of staff roles and responsibilities within the incident command system (ICS)
Utility readiness (e.g., back-up generator, water supplies)

e Provision of clinical care

e Support activities

The EOP should summarize the actions required to initiate and sustain a response to an emergency.
Health care organizations’ departmental plans should provide specific information for each unit or area.
Employees should have a clear understanding of their actions and how to communicate with the facility
or organization’s EOC during a response. The EOP should include plans for caring for employees and
their dependents during and after an emergency in an effort to promote their return to work>* (see
Capability 3, Objective 5 — Protect Responders’ Safety and Health).

During an emergency, the EOP should inform the HCC's expectations related to sharing information,
attaining situational awareness, and managing and sharing resources, at a minimum. The HCC may help

53 See “Emergency Medical Treatment & Labor Act (EMTALA).” CMS. 2012. Web. Accessed 19 Jul. 2016.
https://www.cms.gov/Regulations-and-Guidance/Legislation/EMTALA/.

54 “Tips for Retaining and Caring for Staff after a Disaster.” ASPR TRACIE, 10 Sep. 2016. PDF. Accessed 26 Oct. 2016.
https://asprtracie.hhs.gov/documents/tips-for-retaining-and-caring-for-staff-after-disaster.pdf.
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health care organizations facilitate patient and resource distribution (or re-distribution) during a surge
emergency (see Capability 4 — Medical Surge).

The EOP may contain annexes that document specific planning actions for various types of medical
responses (e.g., evacuation and relocation, hazardous material (HAZMAT), burn mass casualty, pediatric
mass casualty). Additionally, the EOP may contain provisions, including an annex, regarding actions
required by the health care organization if it is a member of the National Disaster Medical System
(NDMS) in a Federal Coordinating Center’s (FCC)** patient receiving area.

In coordination with their HCC, health care organizations should review and update their EOPs regularly,
and after exercises and real-world events. The review should involve identifying gaps in the health care
organization’s response plan. Health care organization leadership, supported by the HCC, should take
steps to define strategies and tactics that address those gaps to ensure a more robust response in the
next emergency. The HCC should continuously monitor the health care organization’s progress toward
gap closure and offer assistance to help close the gaps as appropriate.

Activity 2. Develop a Health Care Coalition Response Plan

The HCC, in collaboration with the ESF-8 lead agency, should have a collective response plan that is
informed by its members’ individual plans. In cases where the HCC serves as the ESF-8 lead agency, the
HCC response plan may be the same as the ESF-8 response plan. Regardless of the HCC structure, the
HCC response plan should describe HCC operations that support strategic planning, information sharing,
and resource management. The plan should also describe the integration of these functions with the
ESF-8 lead agency to ensure information is provided to local officials and to effectively communicate and
address resource and other needs requiring ESF-8 assistance.

The HCC should develop a response plan that clearly outlines:

e Individual HCC member organization and HCC contact information

e Locations that may be used for multiagency coordination

e Brief summary of each individual member’s resources and responsibilities

e Integration with appropriate ESF-8 lead agencies

e Emergency activation thresholds and processes

e Alert and notification procedures

e Essential Elements of Information (EEls) agreed to be shared, including information format (e.g.,
bed reporting, resource requests and allocation, patient distribution and tracking procedures,
processes for keeping track of unidentified [John Doe/Jane Doe] patients)

e Communication and information technology (IT) platforms and redundancies for information
sharing

e Support and mutual aid agreements

e Evacuation and relocation processes

e Policies and processes for the allocation of scarce resources and crisis standards of care,*®
including steps to prevent crisis standards of care without compromising quality of care (e.g.,
conserve supplies, substitute for available resources, adapt practices, etc.) (See Capability 4,
Obijective 1, Activity 1 — Incorporate Medical Surge into the HCC Response Plan)

55 “National Disaster Medical System: Federal Coordinating Center Guide.” NDMS, Apr. 2014. PDF. Accessed 12
Sept. 2016. http://www.dmrti.army.mil/01_FCC%20Guide%20Apr%202014.pdf.

56 Altevogt, Bruce M., et al. “Guidance for Establishing Crisis Standards of Care for Use in Disaster Situations.” The
National Academies Press, 2009. Web. Accessed 26 Oct. 2016. www.nap.edu/read/12749/chapter/1.
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e Additional HCC roles and responsibilities as determined by state and/or local plans and
agreements (e.g., staff sharing, alternate care site support, shelter support)

The HCC should coordinate the development of its response plan by involving core members and other
HCC members so that, at a minimum, hospitals, EMS, emergency management organizations, and public
health agencies are represented. While the interests of all members and stakeholders should be
considered in the plan, those of hospitals and EMS are paramount given these entities’ roles in patient
distribution across the HCC's geographic area during an emergency.

In coordination with its members, the HCC should review and update its response plan regularly, and
after exercises and real-world events. The review should include identifying gaps in the response plan
and working with HCC members to define strategies and tactics to address the gaps. In addition, the HCC
should review and recommend updates to the state and/or local ESF-8 response plan regularly.

The HCC response plan can be presented in various formats, including the placement of information
described above in a supporting annex.

Objective 2: Utilize Information Sharing Procedures and Platforms

Effective response coordination relies on information sharing to establish a common operating picture.
Information sharing is the ability to share real-time information related to the emergency, the current-
state of the health care delivery system, and situational awareness across the various response
organizations and levels of government (federal, state, local). The HCC's development of information
sharing procedures and use of interoperable and redundant platforms is critical to successful response.

Activity 1. Develop Information Sharing Procedures

Individual HCC members should be able to easily access and collect timely, relevant, and actionable
information about their own organizations and share it with the HCC, other members, and additional
stakeholders according to established procedures and predefined triggers and in accordance with
applicable laws and regulations.

HCC information sharing procedures, as documented in the HCC response plan, should:

e Define communication methods, frequency of information sharing, and the communication
systems and platforms available to share information during an emergency response and steady
state

e Identify triggers that activate alert and notification processes

e Define the EEls that HCC members should report to the HCC, and coordinate with other HCC
members and with federal, state, local, and tribal response partners during an emergency (e.g.,
number of patients, severity and types of illnesses or injuries, operating status, resource needs
and requests, bed availability)

e I|dentify the platform and format for sharing each EEI

e Describe a process to validate health care organization status and requests during an
emergency, including in situations where reports are received outside of HCC communications
systems and platforms (e.g., media reports, no report when expected, rumors of distress, etc.)

e Define processes for functioning without electronic health records (EHRs) and document issues
related to interoperability
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Activity 2. Identify Information Access and Data Protection Procedures

The HCC may coordinate with state and local authorities to identify information access and data
protection procedures, including:

e Access to public or private systems

e Authorization to receive and share data

e Types of information that can and will be shared (e.g., EEIs)

e Data use and re-release parameters for sensitive information

e Data protections

e Legal, statutory, privacy, and intellectual property issues, as appropriate

Activity 3. Utilize Communications Systems and Platforms

The HCC should utilize existing primary and redundant communications systems and platforms—often
provided by state government agencies—capable of sending EEls to maintain situational awareness.

The HCC should:

e Identify reliable, resilient, interoperable, and redundant information and communication
systems and platforms (e.g., incident management software; bed and patient tracking systems
and naming conventions; EMS information systems; municipal, hospital, and amateur radio
systems; satellite telephones; etc.), and provide access to HCC members and other stakeholders

e Use these systems to effectively coordinate information during emergencies and planned
events, as well as on a regular basis to ensure familiarity with these tools

e Maintain ability to communicate among all HCC members, health care organizations, and the
public (e.g., among hospitals, EMS, public safety answering points, emergency managers, public
health agencies, skilled nursing facilities, and long-term care facilities)

e Restore emergency communications quickly during disruptions through alternate
communications methods

e Leverage communications abilities of health information exchanges (HIEs) and capabilities of
EHR vendors where they exist

Objective 3: Coordinate Response Strategy, Resources, and
Communications

The HCC should coordinate its response strategies, track its members’ resource availability and needs,
and clearly communicate this information to all HCC members, other stakeholders, and the ESF-8 lead
agency. In addition, the HCC, in collaboration with its members, should provide coordinated, accurate,
and timely information to health care providers and the public in order to ensure a successful
emergency response.

Activity 1. Identify and Coordinate Resource Needs during an Emergency

The HCC and all of its members—particularly emergency management organizations and public health
agencies —should have visibility into member resources and resource needs (e.g., personnel, teams,
facilities, equipment, and supplies) to meet the community’s clinical care needs during an emergency.

Outlined below are the general principles when coordinating resource needs during emergencies:
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e HCC members should inform the HCC of their operational status, actions taken, and resource
needs. The HCC should relay this information to the jurisdiction’s EOC and the ESF-8 lead agency

e Resource management should include logging, tracking, and vetting resource requests across
the HCC and in coordination with the ESF-8 lead agency

e Ideally, systems should track beds available by bed type®’ (ideally, common bed types are
defined across the jurisdiction), resource requests, and resources shared between HCC
members, from HCC-controlled or other resource caches

e The HCC should work with distributors to understand and communicate which health care
organizations and facilities should receive prioritized deliveries of supplies and equipment (e.g.,
personal protective equipment [PPE]) depending on their role in the emergency. HCC members
should collectively determine the prioritization of limited resources provided by distributors,
reflecting needs at the time of the emergency (see Capability 3, Objective 3, Activity 1 — Assess
Supply Chain Integrity)

Activity 2. Coordinate Incident Action Planning During an Emergency

During an emergency or planned event, each health care organization should develop an Incident Action
Plan (IAP)%® and utilize incident action planning cycles to identify and modify objectives and strategies.
The HCC should develop an IAP based on its individual HCC members’ plans, with its own focus on
planning cycles, objectives, and strategies. Ultimately, the HCC’s IAP should be integrated into the
jurisdiction’s IAP, via the ESF-8 lead agency. This will enable a consistent, transparent, and scalable
approach to establishing strategies and tactics that will govern the response to an emergency or
planned event. Keeping response strategies (e.g., implementing alternate care sites, allocating
resources, and developing policies on visitors during infectious disease outbreaks) consistent across HCC
members requires coordinated discussion and joint decision making. The IAP can address both response
and recovery or a separate recovery plan may be developed in accordance with existing plans at the
state or local level (see Capability 3, Objective 7 — Coordinate Health Care Delivery System Recovery).

Activity 3. Communicate with Health Care Providers, Non-Clinical Staff, Patients,
and Visitors during an Emergency

Sharing accurate and timely information is critical during an emergency. Health care organizations
should have the ability to rapidly alert and notify their employees, patients, and visitors to update them
on the situation, protect their health and safety (see Capability 3, Objective 5 — Protect Responders’
Safety and Health), and facilitate provider-to-provider communication.

The HCC, in coordination with its public health agency members, should develop processes and
procedures to rapidly acquire and share clinical knowledge among health care providers and among
health care organizations during responses to a variety of emergencies (e.g., chemical, biological,
radiological, nuclear or explosive [CBRNE], trauma, burn, pediatrics, or highly infectious disease) in order
to improve patient management, particularly at facilities that may not care for these patients regularly.

57 Bed types include but are not limited to: adult ICU, adult medical/surgical, burn, pediatric ICU, pediatric
medical/surgical, psychiatric, airborne infection isolation, operating rooms

58 “EEMA Incident Action Planning Guide.” FEMA, Jan. 2012. PDF. Accessed 18 Jul. 2016.
http://www.fema.gov/media-library-data/20130726-1822-25045-
1815/incident_action_planning_guide_1_26_2012.pdf.
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Activity 4. Communicate with the Public during an Emergency

HCC members should coordinate relevant health care information with the community’s Joint
Information System (JIS) to ensure information is accurate, consistent, linguistically and culturally
appropriate, and disseminated to the community using one voice.

Coordinated health care information that could be shared with the JIS includes but is not limited to:

e Current health care facility operating status

e When and where to seek care

e Alternate care site locations

e Screening or intervention sites

e Expected health and behavioral health effects related to the emergency

e Information to facilitate reunification of families

e Other relevant health care guidance, including preventive strategies for the public’s health

The HCC and its members should agree upon the type of information that will be disseminated by either
the HCC or individual members.

The HCC should provide Public Information Officer (P10) training (including health risk communication
training) to those designated to act in that capacity during an emergency.
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Capability 3. Continuity of Health Care Service Delivery

Optimal emergency medical care relies on intact infrastructure, functioning communications and
information systems, and support services. The ability to deliver health care services is likely to be
interrupted when internal or external systems such as utilities, electronic health records (EHRs), and
supply chains are compromised. Disruptions may occur during a sudden or slow-onset emergency or in
the context of daily operations. Historically, continuity of operations planning has focused on business
continuity and ensuring information technology (IT) redundancies. However, health care organizations
and health care coalitions (HCCs) should take a broader view and address all risks that could
compromise continuity of health care service delivery. Continuity disruptions may range from an
isolated cyberattack on a single hospital’s IT system to a long-term, widespread infrastructure disruption
impacting the entire community and all of its health care organizations.

A safe, prepared, and healthy workforce and comprehensive recovery plans will bolster the health care
delivery system’s ability to continue services during an emergency and return to normal operations
more rapidly.

Goal for Capability 3: Continuity of Health Care Service Delivery

Health care organizations, with support from the HCC and the Emergency Support Function-8
(ESF-8) lead agency, provide uninterrupted, optimal medical care to all populations in the
face of damaged or disabled health care infrastructure. Health care workers are well-trained,
well-educated, and well-equipped to care for patients during emergencies. Simultaneous
response and recovery result in a return to normal or, ideally, improved operations.

Objective 1: Identify Essential Functions for Health Care Delivery

There are key health care functions (e.g., Mission Essential Functions [MEFs]) that should be continued
after a disruption of normal activities and are a priority for restoration should any be compromised.*®
Health care organizations should first determine its key functions when planning for continuity of health
care service delivery. The HCC may play an important role in assessing and supporting the maintenance
of these functions.

These key health care functions include clinical services and infrastructure:

e Pre-hospital care

e Inpatient services

e Qutpatient care

e Skilled nursing facilities and long-term care facilities
e Home care

e Laboratory

e Radiology

59 “Healthcare: COOP & Recovery Planning: Concepts, Principles, Templates & Resources.” ASPR HPP, Jan. 2015.
PDF. Accessed 12 Sept. 2016. www.phe.gov/Preparedness/planning/hpp/reports/Documents/hc-coop2-
recovery.pdf.
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e Pharmacy

e Supply chain management (leasing, purchasing, and delivery of critical equipment and supplies
such as medical devices, blood products, personal protective equipment (PPE), and
pharmaceuticals)

e  Facility infrastructure

e Utilities (water, electricity, gas, sewer, and fuel)

Medical gases

Air handling systems (heating, ventilation, and air conditioning [HVAC])

Telecommunications and internet services

Information technology (e.g., software and hardware for EHRs and patient billing)

Central supply

Transportation services

Nutrition and dietary services

Security

e Laundry

e Human resources

Health care and administrative personnel are a critical component of continuity. More information is
included in Capability 3, Objective 5 — Protect Responders’ Safety and Health.

Objective 2: Plan for Continuity of Operations

The foundation for safe medical care delivery includes a robust, redundant infrastructure and availability
of essential resources. Health care organizations should determine their priorities for ensuring key
functions are maintained during an emergency, including the provision of care to existing and new
patients. Facilities should determine those services that are critical to patient care and those that could
be suspended (e.g., closing a hospital’s outpatient clinics to preserve staff to manage an elevated
inpatient census). In addition, the HCC should have a plan to maintain its own operations.

During continuity preparedness activities, health care organizations and the HCC should consider what
disaster risk reduction strategies should be implemented in order to lessen the likelihood of complete
and total failure. The HCC should facilitate each individual member’s approach to risk reduction to
promote a regional approach to addressing critical infrastructure (e.g., utilities, telecommunications,
and supply chain).

Activity 1. Develop a Health Care Organization Continuity of Operations Plan

Continuity of Operations (COOP) planning ensures the ability to continue essential business operations,

patient care services, and ancillary support functions across a wide range of potential emergencies. The

health care organization’s COOP plan may be an annex to the organization’s Emergency Operations Plan
(EQOP) and during a response should be addressed under the incident command system (ICS).

Regardless of the format, the COOP plan should include the following:

e Activation and response functions

e Supervisor and managerial points of contact for each department

Orders of succession and delegations of authority

Immediate actions and assessments to be performed in case of disruptions

e Safety assessment and resource inventory to determine whether the health care organization
can continue to operate
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e Redundant, replacement, or supplemental resources
e Strategies and priorities for addressing disruptions

Multiple employees from each HCC member organization should understand and have access to the
HCC'’s information sharing platforms to ensure the continuity of information flow and coordination
activities.

The HCC and governmental partners (including the ESF-8 lead agency) should be engaged when one or
more health care organizations has lost capacity or ability to provide patient care or when a disruption
to a health care organization requires evacuation.

The HCC and its members should incorporate COOP into their routine exercises (see Capability 1,
Obijective 4, Activity 3 — Plan and Conduct Coordinated Exercises with HCC Members and Other
Response Organizations).

Activity 2. Develop a Health Care Coalition Continuity of Operations Plan

HCC COOP plans may be an annex to the HCC's response plan or may take another form. In addition to
the topics covered in Capability 3, Objective 2, Activity 1 — Develop a Health Care Organization
Continuity of Operations Plan, the HCC COOP plan should include strategies for communications and
leadership continuity.

The HCC, in coordination with the ESF-8 lead agency, should ensure that communication and
coordination systems that are used for incident management are adequately secured, backed up, and
have redundant power and server protections. In addition, redundant or backup systems should be
identified in case the usual means of coordination (e.g., internet software platform) is unavailable.
Backup plans for communications should be understood prior to an emergency and documented in the
HCC response plan.

HCC leadership may not be available to assist with coordination during an emergency due to illness,
injury, or commitments external to the HCC. The HCC COOP plan should detail orders of succession and
delegations of authority, and a suitable number of personnel (ideally not from the same organization)
should be trained to carry out HCC coordination activities.

Activity 3. Continue Administrative and Finance Functions

Health care organizations and the HCC should maintain administrative and financial functions during and
after an emergency even if these functions need to continue at an off-site location. This includes
essential business processes used to maintain financial security (e.g., registration, billing, access to
health records, payroll, and human resource systems).

Activity 4. Plan for Health Care Organization Sheltering-in-Place

The decision to shelter-in-place is based on the nature and timing of the emergency (e.g., tornado,
flooding, active shooter, or improvised nuclear device detonation), the potential effects on patient care
delivery, and the status of critical infrastructure in the surrounding community.®°

Health care organizations should consider the following when developing their shelter-in-place plans:

60 7ane R, Biddinger, et. al. “Hospital Evacuation Decision Guide.” AHRQ, May 2010. PDF. Accessed 19 Jul. 2016.
http://archive.ahrqg.gov/prep/hospevacguide/hospevac.pdf.
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e Decision-making criteria and authorities

e Identification of patient and non-patient care locations to provide protection from the external
environment

e Operational procedures for shutting down HVAC, lock-down, and access control

e Assessment of internal capabilities and needs

e Acquisition of supplies, equipment, pharmaceuticals, and other necessary resources for
sustainment (e.g., water and food), as well as materials that may be important for children and
others during extended sheltering (e.g., books and games)

e Internal and external communications plans, including plans for communicating with patients’
and workforce’s families

e Triggers for lifting shelter-in-place orders

Objective 3: Maintain Access to Non-Personnel Resources during an
Emergency

Critical equipment and supplies for all populations should be available to ensure the ongoing delivery of
patient care services. HCC members should assess equipment and supply needs that will likely be in
demand during an emergency and develop strategies to address potential shortfalls.

Activity 1. Assess Supply Chain Integrity

Each individual HCC member should examine its supply chain vulnerabilities by collaborating with
manufacturers and distributors to determine access to critical supplies, amounts available in regional
systems, and potential alternate delivery options in the case that access or infrastructure is
compromised. The HCC should then collect and use this information to coordinate effectively within the
region, in collaboration with the ESF-8 lead agency.

The supply chain integrity assessment should include the following:

e Blood banks

e Medical gas suppliers

Fuel suppliers

Nutritional suppliers and food vendors

e Pharmaceutical vendors

e Leasing entities for biomedical (monitors, ventilators, etc.) and other durable medical
equipment and beds

e Manufacturers and distributors for disposable supplies

e Manufacturers and distributors for PPE

e Hazardous waste removal services

The HCC should collaborate with health care organization members and other stakeholders to develop
joint understanding and strategies to address supply chain vulnerabilities.

These vulnerabilities may be addressed at a health care organization and/or HCC level by decisions and
mitigation strategies including but not limited to:

e Accessing stockpile (or maintain and rotate higher stock levels)

e Accessing vendor- and/or distributor-managed inventory/stockpile

e Establishing secondary vendors

e Developing ‘push’ or pre-event disaster supply procedures and triggers for activation
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e Identifying alternate modes of delivery
e Using bulk purchasing to benefit from advantages in pricing and availability across HCC members

Health care organizations will need to determine whether additional new contracts or other agreements
are needed prior to an emergency. In many cases, there is little redundancy in available vendors and
little available inventory, which may contribute to rapid exhaustion of supplies in a major emergency.
HCC agreements to share supplies may provide a critical resource during emergencies. These
agreements should be developed and documented prior to an emergency (see Capability 1, Objective 2,
Activity 2 — Assess Regional Health Care Resources). The HCC and its members should also be aware of
the need for redundancies in backup planning (e.g., in events affecting all HCC members, individual
facilities may plan for the same vendors to provide backup supplies or utilities).

When these strategies fail, health care organizations and the HCC should consider implementing
contingency plans, which may include conservation, substitution, adaptation, reuse, or reallocation.®?
Additional strategies may include transferring resources from other HCCs and/or coordinating with the
ESF-8 lead agency to request assets from the Strategic National Stockpile (SNS).%?

Activity 2. Assess and Address Equipment, Supply, and Pharmaceutical
Requirements

Pharmaceuticals and medical materiel are needed for both emergency treatment and to maintain the
health of patients, health care providers, and first responders. Health care organizations should
maintain awareness of critical medications and materiel they have on hand and how to obtain additional
supplies through their established procurement processes, their HCC, and any state/local stockpiles.

Certain categories of pharmaceuticals and medical materiel are more likely to be required during a
patient surge, such as:

e Pharmaceuticals

= Analgesia and sedation medications (including oral and injectable)
= Anesthesia medications (e.g., paralytics)

= Antibiotics (including oral and injectable)

= Antivirals (e.g., oseltamivir)

=  Tetanus vaccine

=  Pressor medications

= Antiemetics

= Respiratory medications (e.g., albuterol)

= Anticonvulsant drugs

= Antidotes (e.g., atropine, hydroxocobalamin) — based on community risks and resources
=  Psychotropic medications

e Maedical supplies and equipment

= Blood products
= Intravenous fluids and infusion pumps

61 Altevogt, Bruce M., et al. “Guidance for Establishing Crisis Standards of Care for Use in Disaster Situations.” The
National Academies Press, 2009. Web. Accessed 26 Oct. 2016. www.nap.edu/read/12749/chapter/1.

62 “Strategic National Stockpile.” CDC, Jun. 17, 2016. Web. Accessed 26 Aug. 2016.
www.cdc.gov/phpr/stockpile/stockpile.htm.
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= Ventilators

=  Bedside monitors

= Airway suction for all populations, including children

= Surgical equipment and supplies

= Supplies needed to administer pharmaceuticals, blood products, and intravenous fluids
(e.g., needles, syringes, etc.)

Health care organizations should ensure access to formulations appropriate for dosing all patient types,
including children and other special populations.

For most health care organizations, small increases above baseline levels of common, inexpensive
medications will provide a buffer, particularly when organizations can share resources with HCC
members during an emergency. Decisions to stockpile medications are complex and rely on a risk
assessment and resource commitments by health care organizations, the HCC, and other stakeholders.
Acquisition, storage, rotation, activation, use, and disposal decisions should all be considered and
documented.

All health care organizations and the HCC should understand the SNS distribution plan for their
jurisdiction(s). Health care organizations and HCCs in jurisdictions participating in the CHEMPACK®3
program, the Cities Readiness Initiative (CRI),% and local and state-based plans that maintain treatment
or prophylaxis caches should be engaged in the development, training, and exercising of those
distribution plans.

Objective 4: Develop Strategies to Protect Health Care Information
Systems and Networks

Cyberattacks on health care organizations have had significant effects on every aspect of patient care
and organizational continuity. With increasing reliance on information systems, including EHRs,
administrative and payment systems, mobile technology, communication systems, and networked
medical devices, there is a potential risk to their integrity and safety. To combat these risks, health care
organizations should implement cybersecurity leading practices and conduct robust planning and
exercising for cyber incident response and consequence management. As the number of cyberattacks on
the health care sector increases, health care practitioners, executives, IT professionals, legal and risk
management professionals, and emergency managers should remain current on the ever-changing
nature and type of threats to their organizations, systems, patients, and staff.®

Health care organizations, assisted by the HCC, should explore industry cybersecurity standards,
guidelines, and leading practices necessary to protect these systems (e.g., National Institute of
Standards and Technology Cybersecurity Framework - Framework for Improving Critical Infrastructure
Cybersecurity), ®® and have a plan in place for response and recovery should they be compromised.

63 “CHEMPACK.” HHS, 25 Jun. 2011. Web. Accessed 19 Jul. 2016. chemm.nIm.nih.gov/chempack.htm.

64 “Cities Readiness Initiative.” CDC, 17 Jun. 2016. Web. Accessed 19 Jul. 2016. www.cdc.gov/phpr/stockpile/cri/.

65 “Cybersecurity Topic Collection: 6/16/2016.” ASPR TRACIE, 16 Jun.2016. PDF. Accessed 16 Sept. 2016.
asprtracie.hhs.gov/documents/cybersecurity.pdf.

66 “Framework for Improving Critical Infrastructure Cybersecurity.” NIST, 12 Feb. 2014. PDF. Accessed 26 Oct. 2016.
https://www.nist.gov/sites/default/files/documents/cyberframework/cybersecurity-framework-021214.pdf
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Some industry-recognized leading practices®” for protecting health care information systems and
networks include but are not limited to:

Conducting a computer network assessment to obtain the information necessary to develop a
cybersecurity plan to reduce cyberattacks and reduce breaches

Encrypting all computers and mobile devices

Pre-approving the use of any devices not issued by the organization

Implementing role-based access to any systems to ensure employees only have access to
programs and applications necessary to perform functions of their jobs

Configuring any EHR system or database to require specific access permissions to each user;
inquiring with the EHR vendor to determine how they provide updates and technical support
Developing security policies for the use of virtual private network (VPN) or private connections
Implementing staff cybersecurity training and enforcement policies

Including cybersecurity and continuity of information systems considerations in the
organization's hazard vulnerability analysis (HVA)

Including appropriate IT personnel and considerations in EOPs, training, and exercises
Engaging outside partners (e.g., law enforcement, regulatory agencies, and IT security
providers/vendors) for assistance with cybersecurity incidents

Developing mechanisms for IT personnel to obtain needed cybersecurity information through
law enforcement partnerships

Becoming a member in information sharing and analysis organizations (ISAOs)®® or other means

Objective 5: Protect Responders’ Safety and Health

The safety and health of clinical and non-clinical personnel are high priorities for preparedness and
continuity as effective care cannot be delivered without available staff. Health care organizations, in
coordination with the HCC, should develop processes to protect responders’ safety and health and align
with various requirements, certifications, and standards (e.g., Occupational Safety and Health
Administration [OSHA],®® Joint Commission, etc.). Those processes should be implemented to equip,
train, and provide resources necessary to protect responders, employees, and their families from
hazards during response and recovery operations. PPE, medical countermeasures (MCMs), workplace
violence training, psychological first aid training, and other interventions specific to an emergency are all
necessary to protect health care workers from illness or injury and should be readily available to the
health care workforce. This section addresses selected aspects of workforce safety and protection
relevant to emergencies, but does not include the much broader spectrum of health care worker safety
during routine operations.

Activity 1. Distribute Resources Required to Protect the Health Care Workforce

It is important to keep patients, responders, employees, and their families safe during emergencies. The
health care organization should be prepared to distribute MCMs, using a closed point of dispensing

67“Protecting the Healthcare Digital Infrastructure: Cybersecurity Checklist.” ASPR CIP Healthcare & Public Health

Sector Coordinating Councils Public Private Partnership, 2016. PDF. Accessed 19 Jul. 2016.
www.phe.gov/Preparedness/planning/cip/Documents/cybersecurity-checklist.pdf.
68 “|nformation Sharing and Analysis Organizations.” DHS, 13 Apr. 2016. Web. Accessed 20 Sept. 2016.

https://www.dhs.gov/isao.
69 “OSHA: Regulations (Standards — 29 CFR).” OSHA, 2012. Web. Accessed 12 Sept. 2016.

www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=STANDARDS&p_id=10051.
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(POD) or other model, when there is potential or confirmed exposure to any chemical, biological,
radiological, nuclear, and explosives (CBRNE) hazard for which MCMs exist. Access to such MCMs should
be coordinated and planned for with the local public health department. This approach allows for
organized and timely MCM distribution.

In addition, PPE (e.g., respirators, protective clothing, gloves, face shields, etc.) should be available to
response personnel across varying job functions to offer protection from a wide range of threats such as
infectious diseases, radiation, chemical exposure, and various physical hazards. In certain situations,
staff exposures may warrant pharmaceutical prophylaxis, which should be managed according to the
health care organization’s infection control policies. Exposures may result from PPE failure, emerging
infectious disease outbreaks, industrial accidents, natural disasters, or terrorist attacks. Providing access
to food and sleeping arrangements is also key to protecting responders’ safety and health, increasing
their ability and willingness to work during an emergency.

The HCC should promote regional PPE procurement that could offer significant advantages in pricing and
consistency for staff, especially when PPE is shared across health care organizations in an emergency. In
circumstances where HCC members are part of a larger corporate health system, a balance between
corporate procurement and regional procurement could be considered (see Capability 3, Objective 3,
Activity 1 — Assess Supply Chain Integrity).

Activity 2. Train and Exercise to Promote Responders’ Safety and Health

Training, drills, and exercises develop the knowledge, skills, and abilities of an HCC members’ workforce
to effectively respond to emergencies (see Capability 1, Objective 4 — Train and Prepare the Health Care
and Medical Workforce).

Health care organizations, in collaboration with other HCC members, should:

e Integrate responder safety and health policy development, training, and program
implementation with existing occupational health and infection control programs (e.g., PPE
including respiratory protection, MCMs, workplace violence, psychological first aid)

e Plan for pre-hospital decontamination, and ensure coordination among fire, emergency medical
services (EMS), and other health care organizations

e Create hazardous material (HAZMAT) plans that include appropriate staff training requirements
and PPE to perform decontamination per OSHA guidance for first receivers’® (see Capability 4 —
Medical Surge for more information on HAZMAT response)

e Provide training for health care providers, laboratorians, and support staff for contact, droplet,
airborne infectious diseases, including those that may be classified as highly pathogenic and
transmissible

e Work with human resources departments and health care unions, as applicable, to develop
policies and procedures to ensure health care worker readiness and safety associated with
caring for patients

e Maintain PPE in a state of readiness, and ensure inventory is updated and adequate for staffing
demands and needs

70“OSHA Best Practices for Hospital-based First Receivers of Victims from Mass Casualty Incidents Involving the
Release of Hazardous Substances.” OSHA, Jan. 2005. Web. Accessed 19 Jul. 2016.
www.osha.gov/dts/osta/bestpractices/html/hospital_firstreceivers.html.
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Activity 3. Develop Health Care Worker Resilience
A resilient workforce is critical to successful emergency response and recovery.
The HCC and its members should consider the following:

e Pre-emergency resilience building, such as encouraging healthy lifestyles; developing family
emergency plans; conducting staff training for active shooter events and psychological first aid;
and instituting workplace violence reduction strategies

e Emergency resilience support, such as rotating staff to limit fatigue; providing support to staff
and families (e.g., child care); providing accurate and timely updates during an emergency;
providing opportunities for interacting with health care organization leadership; and providing
just-in-time training relative to the emergency

e Post-emergency support, ’* such as providing psychological first aid; distributing information on
expected stress responses; conducting self- and peer-assessment and monitoring activities;
providing access to employee assistance programs, including professional behavioral health
services; and modifying duty assignments. Post-emergency activities may continue for months
and even years beyond the emergency

e Ongoing health and safety monitoring activities, such as determining which groups of
responders should be included in a health care or disease registry program to monitor their
long-term physical and behavioral health; establishing and implementing long-term tracking of
responder health, and where appropriate, community health; and providing technical assistance
to help determine the appropriate duration and content of long-term health tracking

The HCC can disseminate information and promote these programs and initiatives to all HCC members.

Objective 6: Plan for and Coordinate Health Care Evacuation and
Relocation

Health care organizations should evacuate or relocate when continuity planning efforts cannot sustain a
safe working environment or when a government entity orders a health care organization to evacuate.
The HCC should ensure all members and other stakeholders are included in evacuation and relocation
planning including but not limited to, skilled nursing facilities and long-term care facilities. The HCC plays
a critical role in coordinating the various elements of patient evacuation and relocation.

Activity 1: Develop and Implement Evacuation and Relocation Plans

The HCC and its members should prepare for evacuation or relocation with little or no warning.
Evacuation and relocation plans assist health care organizations with the safe and effective care of
patients, use of equipment, and utilization of staff when relocating to another part of the facility or
when evacuating patients to another facility. Health care organizations may rely on the HCC and their
affiliated corporate health systems to assist in planning, evacuation, and relocation processes.

The HCC and its members, in coordination with the ESF-8 lead agency, should consider the following
when planning and coordinating patient evacuation and relocation:

e Planning considerations:

71 “Tips for Retaining and Caring for Staff after a Disaster.” ASPR TRACIE, 10 Sep. 2016. PDF. Accessed 26 Oct. 2016.
https://asprtracie.hhs.gov/documents/tips-for-retaining-and-caring-for-staff-after-disaster.pdf.
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Establish authorities for decision-making processes, including triggers for evacuation
Ensure internal and external communications

Identify appropriate relocation and evacuation staging areas within the facility
Integrate health care organization evacuation planning with local and regional patient
movement plans

Identify situations for early discharge

Identify available destination facilities and their ability to expand existing services to
receive patients from evacuating facilities

Establish processes for when patients cannot be moved (see Capability 3, Objective 2,
Activity 4 — Plan for Health Care Organization Sheltering-in-Place)

Establish procedures for facility closure

Evacuation and relocation considerations:

Prioritize the order and category of patients chosen for evacuation and relocation
Obtain section 1135 of the Social Security Act waivers;’? these waivers can be obtained
retroactively in certain emergency situations

Match patient needs with available transport resources (including non-EMS
transportation assets)

Move and track patients and their belongings, staff, and medical records; ensure vital
patient medications and equipment (e.g., mechanical ventilators, monitors, intravenous
[IV] poles, etc.) are brought with the patient during patient transport and are returned
to the facility of origin

Notify families, and initiate reunification

Planning, training, and exercising these activities are critical to the success of evacuation and relocation.
High risk patients should be given special consideration during evacuation and relocation. These patients
include adults, children, and neonates in critical care units, current operative cases, psychiatric
(including memory/dementia care) patients, and other patients who may need specialized care during
evacuation and relocation.

Activity 2. Develop and Implement Evacuation Transportation Plans

The HCC and its members, in collaboration with the ESF-8 lead agency, should develop and implement
transportation plans for evacuating patients from one health care facility to another.

The plans should:

Articulate the HCC's role in coordinating EMS assistance
Include a process to appoint a transport manager or similar position under the ICS operations

section

Identify a coordinating entity for public and private EMS agencies, including both ground and air
medical services

Identify transportation assets including non-medical transportation partners, such as
commercial bus companies

Identify processes to access specialized transportation assets through emergency management
organizations (e.g., National Guard [State Active Duty], tractors, boats)

72 See “1135 Waivers.” ASPR, 2 May 2013. Web. Accessed 12 Sept. 2016.
http://www.phe.gov/Preparedness/legal/Pages/1135-waivers.aspx.
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e Consider age- and size-related transportation equipment needs

e Develop processes to track patients and staff during transport

e Establish processes for transport partners to communicate with sending and receiving facilities

e Establish processes to communicate with patients’ families when transferring patients to the
next health care provider

Objective 7: Coordinate Health Care Delivery System Recovery

Effective recovery and reconstitution of the health care delivery system includes pre-incident planning
and implementation of recovery processes that begin at the outset of a response. The HCC can play an
important role in monitoring and facilitating the recovery processes of the health care delivery system
disrupted by an emergency. These efforts are intended to promote an effective and efficient return to
normal or, ideally, improved operations for the provision of and access to health care in the community.

Activity 1. Plan for Health Care Delivery System Recovery

Recovery processes can be integrated into existing plans (e.g., annex to EOPs) or be developed as a
separate stand-alone plan. The HCC and its members should participate in state and local pre-emergency
recovery planning activities as described in the National Disaster Recovery Framework® in order to
leverage existing recovery resources, programs, projects, and activities.

Response, continuity operations, and recovery are overlapping, interdependent, and often conducted
concurrently. Therefore, identifying connected functions, tasks, or activities in the post-emergency
environment will facilitate a coordinated transition from response to recovery.

Key considerations to recovery planning include:

e Goals and strategic priorities for the continued delivery of essential health care services,
including behavioral health, and opportunities for improvement after an emergency

e Flexible operational objectives and tactics to accommodate different recovery approaches

e Integration with pre-incident assessments and plans (e.g., community health needs
assessments, community health improvement plans, organizational capital improvement plans)

e C(ritical infrastructure dependencies (e.g., public utilities, IT, transportation, etc.)

e  Workforce retention issues essential to operations (e.g., access to child or adult dependent care)

Activity 2. Assess Health Care Delivery System Recovery after an Emergency

The HCC may assist its members’ assessment of emergency-related structural, functional, and
operational impacts.

The HCC can assist its members with the following activities:

e Data collection and analysis to identify priorities in the reconstitution and delivery of community
health care services at the outset of an emergency

73 “National Disaster Recovery Framework.” FEMA, ed. 2, Jun. 2016. PDF. Accessed 12 Sept. 2016.
www.fema.gov/media-library-data/1466014998123-
4bec8550930f774269e0c5968b120ba2/National_Disaster_Recovery_Framework2nd.pdf
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Collaboration with federal infrastructure assessment teams’® to enhance knowledge of disaster
impacts on physical infrastructure and inform future risk mitigation strategies

Implementation of emergency management organizations’ disaster impact assessments to
assess post-disaster community health concerns

Activity 3. Facilitate Recovery Assistance and Implementation

The HCC, in coordination with its government partners, supports its members in the post-emergency
recovery process by facilitating patient repatriation and system operations restoration.

The HCC should:

Assist HCC members with government processes for reimbursement, reconstitution, and
resupply in concert with its emergency management organizations and ESF partners

Convene a platform to identify long-term health care and community health recovery gaps, and
develop potential strategies to address them

Develop and communicate short- and long-term priorities to the jurisdiction’s government and
emergency management functions (e.g., ESF-6 [Mass Care, Emergency Assistance, Housing, and
Human Services], ESF-8, and the Health and Social Services Recovery Support Function)
Collaborate with emergency management organizations and government officials to identify
opportunities for future mitigation strategies or initiatives to enhance the resilience of the
physical health care infrastructure

Health care organizations should ensure that their ICS prepares for a return to normal operations by:

Identifying and preparing documentation necessary for government assistance

Assessing damaged infrastructure and impacted patient care services to restore functionality
Supporting the physical and behavioral health needs of affected patients, staff, and families
Connecting patients and staff with case management and financial services’®

Planning the after-action learning and improvement processes

Successful reconstitution and recovery should be guided by efforts to build back better.

74 “Mitigation Assessment Team Program.” FEMA, 16 Feb. 2016. Web. Accessed 12 Sept. 2016.

www.fema.gov/mitigation-assessment-team-program.
7> “Tips for Retaining and Caring for Staff after a Disaster.” ASPR TRACIE, 10 Sep. 2016. PDF. Accessed 26 Oct. 2016.

https://asprtracie.hhs.gov/documents/tips-for-retaining-and-caring-for-staff-after-disaster.pdf.
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Capability 4. Medical Surge

Medical surge is the ability to evaluate and care for a markedly increased volume of patients that
exceeds normal operating capacity. Providing an effective medical surge response is dependent on the
planning and response capabilities developed in Capability 1 — Foundation for Health Care and Medical
Readiness, Capability 2 — Health Care and Medical Response Coordination, and Capability 3 — Continuity
of Health Care Service Delivery. Developing health care coalitions (HCCs) is especially important to
support the coordination of the medical response across health care organizations.

Medical surge requires building capacity and capability:

e Surge capacity is the ability to manage a sudden influx of patients. It is dependent on a well-
functioning incident command system (ICS) and the variables of space, supplies, and staff.”® The
surge requirements may extend beyond placing patients into beds, and should include all
aspects related to clinical services (e.g., laboratory studies, radiology exams, operating rooms)”’

e Surge capability is the ability to manage patients requiring very specialized medical care. Surge
requirements span a range of medical and health care services (e.g., expertise, information,
procedures, or personnel) that are not normally available at the location where they are needed
(e.g., pediatric care provided at non-pediatric facilities or burn care services at a non-burn
center). Surge capability also includes special interventions in response to uncommon and
resource intensive patient diagnoses (e.g., Ebola, radiation sickness) to protect medical
providers, other patients, and the integrity of the medical care facility”®

Although these terms are not mutually exclusive (e.g., an emergency with large numbers of burn
patients results in a need for both capacity and capability), they provide context for medical surge
planning and can assist the HCC in developing regional approaches to providing care to patients with
specific illnesses or injuries resulting from a wide variety of emergencies (e.g., regional viral hemorrhagic
fever plan, regional mass burn plan, and regional mass pediatric plan).

HCCs and their members that coordinate during a medical surge response are more likely to be able to
manage the emergency without state or federal assets or employing crisis care strategies.” However, it
is not possible to plan for all worst case scenarios, and there may be times when the health care delivery
system is stressed beyond its maximum surge capacity. For those scenarios, crisis care strategies® may
be employed and planned well in advance. Planning for medical surge should follow the Medical Surge

76“Health Care System Surge Capacity Recognition, Preparedness, and Response.” American College of Emergency
Physicians, 2014. Web. Accessed 19 Jul. 2016. www.acep.org/Clinical---Practice-Management/Health-Care-System-
Surge-Capacity-Recognition,-Preparedness,-and-Response/.

77*|CDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for
Crisis, Disaster, and Risk Management, 30 Jun. 2010. pp. 14. PDF. Accessed 19 Jul. 2016.
www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.

78 |bid.

79 Altevogt, Bruce M., et al. “Guidance for Establishing Crisis Standards of Care for Use in Disaster Situations.” The
National Academies Press, 2009. Web. Accessed 26 Oct. 2016. www.nap.edu/read/12749/chapter/1.

80 |bid.
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Capacity and Capability (MSCC)® tiered approach, where successive levels of assistance are activated as
the emergency evolves.

Goal for Capability 4: Medical Surge

Health care organizations—including hospitals, emergency medical services (EMS), and out-
of-hospital providers—deliver timely and efficient care to their patients even when the
demand for health care services exceeds available supply. The HCC, in collaboration with the
Emergency Support Function-8 (ESF-8) lead agency, coordinates information and available
resources for its members to maintain conventional surge response. When an emergency
overwhelms the HCC’s collective resources, the HCC supports the health care delivery
system’s transition to contingency and crisis surge response and promotes a timely return to
conventional standards of care as soon as possible.

Objective 1: Plan for a Medical Surge

Health care organizations can most effectively implement and manage medical surge when appropriate
information sharing systems and procedures have been established, appropriate plans for all levels of
care and populations have been developed, and personnel have been trained in their use.

Activity 1. Incorporate Medical Surge Planning into a Health Care Organization
Emergency Operations Plan

An emergency event will require the HCC and its members to share information, attain and maintain
situational awareness, and manage and share resources, at a minimum. The HCC may help facilitate
patient and resource distribution (or re-distribution) during a surge emergency. The health care
organization’s Emergency Operations Plan (EOP) will help inform these efforts.

The health care organization EOP should summarize the actions to initiate a response to a medical
surge. The EOP should include individual departmental sections that provide specific surge strategies for
each unit or service line. Further, employees should clearly know how to communicate with the
organization’s Emergency Operations Center (EOC). The EOP should include a process for the health care
organization to request waivers and emergency use authorizations. As the response evolves and
situational awareness is enhanced, the health care organization can refine its response strategies
according to the scope of the emergency.

For more information on the health care organization’s EOP, see Capability 2 — Health Care and Medical
Response Coordination.

81 Barbera, Joseph. A., Macintyre, Anthony. G., M.D. “Medical Surge Capacity and Capability: A Management
System for Integrating Medical and Health Resources During Large-Scale Emergencies.” HHS, Second Edition. Sept.
2007. PDF. Accessed 24 Aug. 2016.
www.phe.gov/preparedness/planning/mscc/handbook/documents/mscc080626.pdf.
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Activity 2. Incorporate Medical Surge into an Emergency Medical Services
Emergency Operations Plan

EMS organizations, the HCC, and its members support each other during medical surge. The EMS EOP
should incorporate information on dispatch, response, pre-hospital triage and treatment,
transportation, supplies, and equipment. Like the health care organization EOP, the EMS EOP will help
inform the overarching HCC response.

The EMS EOP should detail the implementation of a stepwise approach to medical surge, including the
use of conventional, contingency, and crisis care strategies, as well as state (e.g., request for National
Guard) and interstate (e.g., Emergency Management Assistance Compact [EMAC]??) resources to
address potential shortfalls. Ultimately, EMS organizations should strive to return to normal operations
as quickly as possible. EMS providers should develop and consistently implement common strategies
within the HCC. EMS medical directors and managers should develop and activate surge procedures
appropriate for the emergency that enable their employees to make informed decisions in the field so
they can provide the best care possible, given limited resources and staff. Table 1 below outlines key
elements to incorporate into an EMS EOP.

Table 1 Medical Surge Elements to Incorporate into an EMS Emergency Operations
Plan

Category Elements to incorporate into an EMS EOP

Dispatch e |dentify procedures to:

= Alert hospitals of an emergency

= Communicate hospital capacity and capability to EMS
providers

= Track patient distribution (or redistribution)

= Change emergency dispatch processes (e.g., not
dispatching EMS to motor vehicle crashes until police or
fire report significant injuries)

= Assign low priority calls to other resources or alternative
forms of transport

Response e Match appropriate specialized providers and equipment with the
nature of the emergency (e.g., hazardous materials [HAZMAT]
trained crews during a chemical spill)

e Consider surge strategies such as changing shift lengths or crew
configurations, using alternate vehicles, using community
paramedicine, or other non-ambulance responses in coordination
with dispatch priorities

82 “Emergency Management Assistance Compact.” EMAC, 2015. Web. Accessed 15 Sept. 2016.
http://www.emacweb.org/.
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Category Elements to incorporate into an EMS EOP

Pre-hospital triage and e Implement disaster triage procedures and other standard

treatment operating procedures (e.g., eliminate requirement for verbal
orders)

e Consider processes that allow for expanded scope of practice

e Plan for specialty responses, such as HAZMAT, highly infectious
disease, mass burn, mass trauma, and mass pediatric
emergencies

Transportation e |dentify procedures to surge the numbers of patients transported

per vehicle or aircraft

e |dentify procedures for changing preferred destination facilities
(e.g., trauma center, pediatric hospital) or not using the closest
hospital

e Identify procedures for type and level of pre-hospital care
delivery and mode of transport (ground and air medical)

e Develop and implement EMS patient distribution strategies to
avoid overloading any single hospital

e |dentify procedures for transporting patients to alternate care
sites

Supplies and equipment e Utilize physical resources including supplies, equipment, and

cached materials to support a medical surge

Activity 3. Incorporate Medical Surge into a Health Care Coalition Response Plan

The HCC response plan as described in Capability 2 — Health Care and Medical Response Coordination
should detail the activation and notification processes for initiating medical surge response coordination
among HCC members, including ESF-8 partners. The HCC response plan should include the following
elements related to medical surge:

Strategies to implement if the emergency overwhelms regional capacity or specialty care (e.g.,
trauma, burn, pediatric) capability, including the execution of crisis standards of care plans;
plans should also address steps to prevent crisis standards of care without compromising quality
of care (e.g., conserve supplies, substitute for available resources, adapt practices, etc.)
Strategies for patient tracking, including a process for keeping track of unidentified (John
Doe/Jane Doe) patients

Strategies for initial patient distribution (or re-distribution) in the event a facility becomes
overwhelmed (e.g., across proximal geographic region among local hospitals)

Strategies for definitive patient movement out of the affected region coordinated with U.S.
Department of Defense (DoD) or U.S. Department of Veterans Affairs (VA) Federal Coordinating
Centers (FCCs),® including the establishment of aerial ports of embarkation and debarkation for
patient movement (e.g., deployable U.S. Department of Health and Human Services [HHS]
response teams, definitive medical care in National Disaster Medical System [NDMS] civilian
hospitals)

83 “National Disaster Medical System: Federal Coordinating Center Guide.” NDMS, Apr. 2014. PDF. Accessed 12

Sept. 2016. http://www.dmrti.army.mil/01_FCC%20Guide%20Apr%202014.pdf.

Medical Surge 47



http://www.dmrti.army.mil/01_FCC%20Guide%20Apr%202014.pdf



2017-2022 Health Care Preparedness and Response Capabilities | ASPR

e Processes for joint decision making and engagement among the HCC, HCC members, and the
ESF-8 lead agency to avoid crisis conditions based on proactive decisions about resource
utilization

Objective 2: Respond to a Medical Surge

Health care organizations and the HCC will need to respond to a surge in demand for health care
services as a result of an emergency. This will require a coordinated approach to share information and
resources, including staff, and ensure the stewardship of beds, medical equipment, supplies,
pharmaceuticals, and other key items to provide the best possible care under such conditions.

Certain emergencies require a specialized response, either because of the type of event or specific
vulnerabilities of different patient populations. The HCC facilitates these responses through timely
information and resource sharing (e.g., Essential Elements of Information (EEIs), expertise that exists
within the HCC, etc.).

Activity 1. Implement Emergency Department and Inpatient Medical Surge
Response

Hospitals should activate their EOP to rapidly develop a medical surge response proportionate to the
emergency. While the goal of immediate bed availability (IBA) 8 is to create capacity within hospitals,
other health care organization partners (e.g., home care, skilled nursing facilities, long-term care
facilities, clinics, and community and tribal health centers) can meet the needs of patients who are
discharged early as part of the surge response. DoD military treatment facilities and VA Medical Centers
should be included in surge planning and response.® Hospitals should engage HCC members with the
end goal of returning to normal operations as quickly as possible by either acquiring additional resources
or sharing the patient load. Hospitals should develop medical surge capacity and capability for all
populations across a number of areas (as described in Table 2 below).

Table 2 Areas to Develop Emergency Department and Inpatient Medical Surge
Capacity and Capability

Area Description

Emergency e Make beds and surge spaces rapidly available for initial triage and

Department stabilization, and obtain additional staff, equipment, and supplies

General medical, e Ensure IBA (at least 20 percent additional acute hospital inpatient

general surgical, and capacity within the first four hours following an emergency) by rapidly

monitored beds prioritizing patients for discharge, maximizing the use of staffed beds,
and using non-traditional spaces (e.g., observation areas)

84 Hick, John L, et al. “Health Care Facility and Community Strategies for Patient Care Surge Capacity.” 15 Jul. 2004.
PDF. Accessed 15 Sept. 2016. www.aha.org/content/00-10/Hick.pdf.

85 DoD military treatment facilities and VA Medical Centers provide medical care for active duty service members,
other military health care beneficiaries, and their families. In an emergency, DoD military treatment facilities may

provide lifesaving (e.g., emergency department) care for non-military health care beneficiaries and transfer them

at the appropriate time (e.g., patient is stable) to a civilian hospital for inpatient care.
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intervention

Area Description
Critical care e Rapidly expand capacity (for those facilities that provide it) by adapting
procedural, pre- and post-operative, and other areas for critical care
e Assess staff, equipment, and supply needs for these spaces to facilitate
requests
Surgical e Secure resources, such as operating rooms, surgeons,

anesthesiologists, operating room nurses, and surgical equipment and
supplies to provide time-sensitive, immediate surgical interventions to
patients with life threatening injuries

Clinical laboratory
and radiology

Rapidly expand basic laboratory services (e.g., hematology,
chemistries, Gram stain, blood cultures), including mechanisms for
staff augmentation and rapid reporting

Consider use of point-of-care testing

Rapidly expand radiology services (e.g., diagnostic radiology,
ultrasound, computed tomography [CT]), including mechanisms for
staff augmentation and rapid reporting

Staffing e Call back clinical and non-clinical staff; utilize staff in non-traditional
roles
e Adjust staffing ratios and shifts as required, and implement HCC
member staff sharing plans
Health care e |dentify situations that would necessitate the need for volunteers in
volunteer hospitals
management e Identify processes to assist with volunteer coordination

Estimate the anticipated number of volunteers and health professional
roles based on identified situations and resource needs of the facility
Identify and address volunteer liability issues, scope of practice issues,
and third party reimbursement issues that may deter volunteer use
Leverage existing government and non-governmental volunteer
registration programs (e.g., Emergency System for Advance
Registration of Volunteer Health Professional [ESAR-VHP]® and
Medical Reserve Corps [MRC]?)

Develop rapid credential verification processes to facilitate emergency
response

Equipment and
supplies

Implement emergency equipment, supplies and stocking strategies,
and HCC resource sharing agreements

Activity 2. Implement Out-of-Hospital Medical Surge Response

Patient care settings outside of hospitals may be impacted during an emergency. For example, structural
impacts from natural disasters or increased demand during epidemics may compromise an outpatient

86 “The Emergency System for Advance Registration of Volunteer Health Professionals.” Public Health Emergency,

n.d. Web. Accessed 7 Sept. 2016. www.phe.gov/esarvhp/pages/default.aspx.
87 “Medical Reserve Corps.” MRC, 22 Sept. 2016. Web. Accessed 26 Sept. 2016. https://mrc.hhs.gov.
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clinic’s ability to provide care. If not adequately addressed, the demand for out-of-hospital care will
usually fall on hospitals and EMS, further overloading an already burdened system. Safe, continued
operations of a community’s out-of-hospital care resources are critical to an effective medical surge
response. Therefore, HCC out-of-hospital members should share staff and resources and fully integrate
with the region’s surge response activities. Out-of-hospital members include but are not limited to,
ambulatory care (including primary care providers), Federally Qualified Health Centers (FQHCs),%®
community and tribal health centers, stand-alone surgical and specialty centers, skilled nursing facilities,
long-term care facilities, clinics, private practitioners, and home care.

Activity 3. Develop an Alternate Care System

An alternate care system—the utilization of non-traditional settings and modalities for health care
delivery—may be required when demand overwhelms a region or the nation’s health care delivery
system for a prolonged period, or an emergency has significantly damaged infrastructure and limited
access to health care. In these situations, the ESF-8 lead agency, in collaboration with health care
organizations and the HCC, should work together to meet patient care needs. Public health agencies and
emergency management organizations have leadership roles in selecting, establishing, and operating
the sites, though the health care delivery system may provide support, including personnel and supplies.

Initial efforts for staffing an alternate care system should not disrupt health care delivery services (see
Capability 3 — Continuity of Health Care Service Delivery). Communities should utilize MRCs and other
staffing augmentation efforts (e.g., nursing and medical students) to staff an alternate care system
whenever possible. When these resources are no longer available, request for additional assistance
(e.g., federal and state assistance, etc.) may be required. Table 3 below outlines key elements to
consider when developing an alternate care system.

Table 3 Key Considerations to Develop an Alternate Care System

Category Key considerations
Telemedicine/virtual e Use telephone, internet, telemedicine consultations, or other virtual
medicine platforms to provide consultation between providers

e Provide access to specialty care expertise where it does not exist
within the HCC to allow for remote triage and initial patient
stabilization

e Establish call centers to offer scripted patient support

88 “What are Federally qualified health centers (FQHCs)?” HRSA, n.d. Web. Accessed 7 Sept. 2016.
www.hrsa.gov/healthit/toolbox/RuralHealthITtoolbox/Introduction/qualified.html.
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Category Key considerations
Screening/early e Ensure that a section 1135 of the Social Security Act waiver® is in
treatment place if required

e Establish assessment and screening centers that allow the health care
delivery system to respond to increased demand for screening and
early treatment (e.g., during a pandemic)

e Preferentially manage patients with minor symptoms and those who
might require limited medical intervention as these patients might
otherwise overwhelm emergency departments

Medical care at e Provide medical care support at community-established shelters (may
shelters involve ESAR-VHP, MRC, state disaster medical teams, nursing home
staff, or a variety of ambulatory care providers)

Disaster alternate e Be able to provide non-ambulatory care for patients when hospital
care facilities beds are not available

selection and e Select sites for out-of-hospital patient care management based on
operation recommended guidance®

e Identify the process to assist with multiagency volunteer coordination
to organize, assemble, dispatch, and properly out-process volunteers
(e.g., Volunteer Reception Center)

e Integrate with Federal Medical Stations (FMS)

Activity 4. Provide Pediatric Care during a Medical Surge Response

All hospitals should be prepared to receive, stabilize, and manage pediatric patients. However, given the
limited number of pediatric specialty hospitals, an emergency affecting large numbers of children may
require HCC and ESF-8 lead agency involvement to ensure those children who can most benefit from
pediatric specialty services receive priority for transfer. Additionally, pediatric practitioners may be able
to help identify patients who are appropriate for transfer to non-pediatric facilities. EMS resources,
including providers with appropriate training and equipment, should be prepared to transport pediatric
patients.

The HCC should promote its members’ planning for pediatric medical emergencies and foster
relationships and initiatives with emergency departments that are able to stabilize and/or manage
pediatric medical emergencies.

Activity 5. Provide Surge Management during a Chemical or Radiation Emergency
Event
Communities should be prepared to manage exposed or potentially exposed patients during a chemical

or radiation emergency. During such events, individuals may go to various health care facilities, police
and fire stations, and other locations for assistance.

89 See “1135 Waivers.” ASPR, 2 May 2013. Web. Accessed 12 Sept. 2016.
http://www.phe.gov/Preparedness/legal/Pages/1135-waivers.aspx.

90 “Disaster Alternate Care Facilities: Selection and Operation.” AHRQ, Oct. 2009. PDF. Accessed 19 Jul. 2016.
archive.ahrq.gov/prep/acfselection/dacfreport.pdf.
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To ensure successful surge management, HCC members should be prepared to do the following:

e Provide wet and dry decontamination by personnel trained and equipped according to the
Occupational Safety and Health Administration (OSHA) guidance for first receivers®® and the
Patient Decontamination in a Mass Chemical Exposure Incident: National Planning Guidance for
Communities®?

e Ensure involvement and coordination with regional HAZMAT resources (where available),
including EMS, fire service, health care organizations, and public health agencies (for public

messaging)

e Distribute and administer available antidotes, including mobilization of CHEMPACKs®® when
necessary

e Screen to differentiate exposed from unexposed patients, especially in radiation emergency
events

e Develop a process for radiation triage, treatment, and transport (RTR response)®*

e Manage behavioral health consequences for these types of emergency events (see Capability 4
Objective 2, Activity 8 — Respond to Behavioral Health Needs during a Medical Surge Response
below)

Activity 6. Provide Burn Care during a Medical Surge Response

All hospitals should be prepared to receive, stabilize, and manage burn patients. However, given the
limited number of burn specialty hospitals, an emergency resulting in large numbers of burn patients
may require HCC and ESF-8 lead agency involvement to ensure those patients who can most benefit
from burn specialty services receive priority for transfer. Additionally, burn surgeons may be able to help
identify patients who do not require burn center care and who are appropriate for transfer to other
health care facilities.

Activity 7. Provide Trauma Care during a Medical Surge Response

The HCC and its members should coordinate a response to large-scale trauma emergencies with all
trauma system partners. All hospitals should be prepared to receive, stabilize, and manage trauma
patients. However, given the limited number of trauma centers, an emergency resulting in large
numbers of trauma patients may require HCC and ESF-8 lead agency involvement to ensure those
patients who can most benefit from trauma services receive priority for transfer. Health care facilities
should ensure sufficient availability of operating rooms, surgeons, anesthesiologists, operating room
nurses, and surgical equipment and supplies to provide immediate surgical interventions to patients
with life threatening injuries.

91 “OSHA Best Practices for Hospital-based First Receivers of Victims from Mass Casualty Incidents Involving the
Release of Hazardous Substances.” OSHA, Jan. 2005. Web. Accessed 19 Jul. 2016.
https://www.osha.gov/dts/osta/bestpractices/html/hospital_firstreceivers.html.

92 Cibulsky, Susan M., et al. “Patient Decontamination in a Mass Chemical Exposure Incident: National Planning
Guidance for Communities.” HHS, DHS, Dec. 2014. PDF. Accessed 15 Sept. 2016.
www.dhs.gov/sites/default/files/publications/Patient%20Decon%20National%20Planning%20Guidance_Final_Dec
ember%202014.pdf.

93 “CHEMPACK.” HHS, 25 Jun. 2011. Web. Accessed 19 Jul. 2016. chemm.nIm.nih.gov/chempack.htm.

94 “Radiation Triage, Treat, and Transport System (RTR) after a Nuclear Detonation: Venues for the Medical
Response.” HHS REMM, 16 Aug. 2016. Web. Accessed 15 Sept. 2016. www.remm.nlm.gov/RTR.htm.
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Activity 8. Respond to Behavioral Health Needs during a Medical Surge Response

Emergencies may have severe emotional impact on survivors, their families, and responders and also
cause substantial destabilization of patients with existing behavioral health issues. Hospitals and
outpatient care providers, including behavioral health professionals, should identify a regional approach
to assess and address the needs of the community. Behavioral health organizations are valuable HCC
members and can provide needed support to survivors, responders, and people with pre-existing
behavioral health concerns.

HCC members should promote a robust behavioral health response that include the following elements:

e A proportional behavioral health response, addressing the unique behavioral health needs of
children, implemented according to the impact of emergencies on the community

e The development and use of behavioral health support and strike teams to support the affected
population

e Ongoing support for inpatient and outpatient care of psychiatric patients

e  Widespread information dissemination to help providers, patients, family, and the community
understand the symptoms and signs of acute stress responses and when and where to seek
treatment

e Behavioral health professionals increasing contact with clients

e Provision of psychological first aid to those impacted (including health care workers)

Activity 9. Enhance Infectious Disease Preparedness and Surge Response

Both health care organizations and the HCC have roles in planning for and responding to infectious
disease outbreaks that stress either the capacity and/or capability of the health care delivery system.

Health care organizations should:

e Screen patients for signs, symptoms, and relevant travel and exposure history

e Support treatment protocol and algorithm use in clinical care by deploying clinical decision
support (CDS) where electronic health records (EHRs) are in use

e Document exposure information in EHRs, and ensure it is communicated to the entire care team
and state and local health departments (by electronic means, if available)

e Rapidly isolate patients

e Provide personal protective equipment (PPE) and prophylaxis to their employees and visitors
while awaiting either comprehensive evaluation, definitive diagnosis, or transfer

e Utilize tertiary care facilities, when possible, or designated facilities to assess, manage, and treat
patients with suspected highly pathogenic transmissible infections (e.g., severe acute
respiratory syndrome [SARS]/Middle East respiratory syndrome [MERS]) or non-transmissible
infections (e.g., anthrax)

o Define and implement visitor policies for infectious disease emergencies, in collaboration with
the HCC, to ensure uniformity

The HCC, in collaboration with the ESF-8 lead agency, should:

e Expand existing Ebola concept of operations plans (CONOPs) to enhance preparedness and
response for all infectious disease emergencies that stress the health care delivery system

e Ensure jurisdictional public health infection control and prevention programs (including
healthcare-associated infections [HAI] programs) participate in developing infectious disease
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response plans, and include HCC members for management of individual cases and larger
emerging infectious disease outbreaks

e Develop HCC and regional trainings and strategies for the consistent use of PPE

e Manage PPE resources, including stockpiling considerations, vendor managed inventory, and the
potential reuse of equipment. This includes consistent policies regarding the type of PPE
necessary for various infectious pathogens and sharing information about PPE supplies across
HCCs, EMS, public health agencies, and other HCC members

e Include HAI coordinators and quality improvement professionals at the facility and jurisdiction
levels in HCC activities, including planning, training, and exercises/drills; include HCC leaders in
state HAI coordination work groups

e Develop and/or integrate a uniform process of continuous screening, integrated with EHRs
where possible, throughout HCC member facilities and organizations

e Coordinate patient distribution for highly pathogenic respiratory viruses and other highly
transmissible infections when tertiary care facilities or designated facilities are not available

e Provide real-time information through coordinated HCC and jurisdictional public health
information sharing systems (see Capability 2, Objective 3, Activity 4 — Communicate with the
Public during an Emergency)

e Partner with relevant public health and health care delivery system informatics initiatives,
including electronic laboratory reporting, electronic test ordering, electronic death reporting,
and syndromic surveillance as it relates to the submission of emergency department visit data to
the public health agency

e Identify, utilize, and share leading practices to optimize infectious disease preparedness and
response; support the use of these practices with CDS in EHRs whenever possible

Activity 10. Distribute Medical Countermeasures during Medical Surge Response

In coordination with public health agencies, the HCC and its member organizations should be prepared
to receive and dispense medical countermeasures (MCMs) to patients, responders, and employees and
their household members during a medical surge emergency (e.g., radiation, botulism, anthrax, and
other category A bioterrorism agents®®).

Where possible, health care organizations should coordinate with local public health agencies prior to an
emergency to establish a closed point of dispensing (POD) in their facility. In the event of a public health
emergency requiring mass dispensing of MCMs to local populations, available MCMs may exist in HCC or
individual HCC member’s caches or be provided by local public health agencies to established closed
PODs. Establishing closed PODs prior to an emergency allows for organized and timely distribution of
medication or vaccines to hospital patients, employees, and their families.

Activity 11. Manage Mass Fatalities

Mass fatality management may involve emergency management organizations, public health agencies,
coroners, medical examiners, and other stakeholders depending on the nature of the emergency.
Hospitals should be able to manage an increase in decedents at their facilities. Hospitals should be
aware of community plans and authorities for an emergency resulting in mass fatalities.

Health care organizations, in collaboration with public health agencies and other stakeholders, should:

9 “NJAID Emerging Infectious Diseases/Pathogens.” NIAID, 25 Jan. 2016. Web. Accessed 20 Jul. 2016.
https://www.niaid.nih.gov/research/emerging-infectious-diseases-pathogens.
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e Prepare for a surge in initial storage of decedents, including those who will not become medical
examiner cases (e.g., pandemic)

e Manage large numbers of family members and friends of decedents who may come to the
hospital

e Facilitate the identification of temporary, ad hoc mass fatality storage sites in the community
(e.g., parking decks, ice rinks) when refrigerated trailers and other conventional storage means
are not immediately available

e Manage contagious, chemically, or radiologically contaminated remains
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Glossary

Term Definition

Access and functional needs Access-based needs: All people must have access to certain
resources, such as social services, accommodations, information,
transportation, medications to maintain health, and so on.

Function-based needs: Function-based needs refer to restrictions or
limitations an individual may have that requires assistance before,
during, and/or after a disaster or public health emergency.%

Alternate care sites Substitute non-medical physical locations converted to provide
health care services when existing health care facilities are
compromised by a hazard impact, or the volume of patients
exceeds the capacity and/or capabilities of everyday health care
facilities. They may be managed by private health care or public
agencies.”’

In some instances, these sites may be located on hospital campuses
or other health care facilities.

Alternate care system Encompasses a full array of organizations outside the hospital in
which health care can be delivered in a health care emergency,
including nursing homes, home care, skilled nursing facilities, and
long-term care facilities, etc.%®

Category A bioterrorism agents | Category A bioterrorism agents (pathogens) are those
organisms/biological agents that pose the highest risk to national
security and public health because they:

e (Can be easily disseminated or transmitted from person to
person

e Result in high mortality rates and have the potential for
major public health impact

e  Might cause public panic and social disruption

e Require special action for public health preparedness®

% “At-Risk Individuals.” ASPR, 8 Sept. 2016. Web. Accessed 16 Sept. 2016.
http://www.phe.gov/Preparedness/planning/abc/Pages/atrisk.aspx.

97 “|ICDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for
Crisis, Disaster, and Risk Management, 30 Jun. 2010. pp. 6. PDF. Accessed 19 Jul. 2016.
www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.

%8 Hanfling, Dan, et al., “Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response.”
National Academies Press, 2012 Mar. 21. 8, Out-of-Hospital and Alternate Care Systems. Web. Accessed 12 Sep.
2016. https://www.ncbi.nlm.nih.gov/books/NBK201069/.

9 “NJAID Emerging Infectious Diseases/Pathogens.” NIAID, 25 Jan. 2016. Web. Accessed 20 Jul. 2016.
https://www.niaid.nih.gov/research/emerging-infectious-diseases-pathogens.
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Term Definition

CHEMPACK The CHEMPACK program is an ongoing initiative of the Centers for
Disease Control and Prevention’s (CDC) Division of Strategic
National Stockpile (SNS) launched in 2003, which provides
antidotes (three countermeasures used concomitantly) to nerve
agents for pre-positioning by state, local, and/or tribal officials
throughout the U.S. The CHEMPACK program is envisioned as a
comprehensive capability for the effective use of medical
countermeasures in the event of an attack on civilians with nerve
agents,1®

Cities Readiness Initiative (CRI) | A federally funded program designed to enhance preparedness in
the nation's largest population centers where more than 50% of the
U.S. population resides. Using CRI funding, state and large
metropolitan public health departments develop, test, and
maintain plans to quickly receive and distribute life-saving medicine
and medical supplies from the nation’s Strategic National Stockpile
(SNS) to local communities following a large-scale public health
emergency.1%!

Clinical decision support (CDS) | A process for enhancing health-related decisions and actions with
pertinent, organized clinical knowledge and patient information to
improve health and health care delivery.%

Closed point of dispensing A specific business or organization that has the ability to dispense
(POD) medical countermeasures to a defined population, as opposed to
the general public (e.g., private sector workplace, hospital, etc.)®

Community Emergency An organization of volunteer emergency workers who have
Response Teams (CERT) received specific training in basic disaster response skills and who
agree to supplement existing emergency responders in the event of
an emergency or disaster.104

100 “CHEMPACK.” HHS, 25 Jan. 2011. Web. Accessed 12 Sept. 2016. https://chemm.nlm.nih.gov/chempack.htm.
101 “Cities Readiness Initiative.” CDC, 17 Jun. 2016. Web. Accessed 20 Jul. 2016. www.cdc.gov/phpr/stockpile/cri/.

102 “How to Implement EHRs: Clinical Decision Support (CDS).” ONC, 28 Mar. 2016. Web. Accessed 26 Oct. 2016.
healthit.gov/providers-professionals/clinical-decision-support-cds.

103 Stroud, C., et al. “Prepositioning Antibiotics for Anthrax.” National Academies Press, 30 Sept. 2011. pp. 14. Web.
Accessed 16 Sep. 2016. http://www.ncbi.nIm.nih.gov/books/NBK190049/.

104 “Community Emergency Response Teams.” FEMA, 31 Aug. 2016. Web. Accessed 7 Sept. 2016.
https://www.fema.gov/community-emergency-response-teams/.
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Term Definition

Community paramedicine An organized system of services, based on local need, which are
provided by emergency medical technicians and paramedics
integrated into the local or regional health care delivery system and
overseen by emergency and primary care physicians. This not only
addresses gaps in primary care services, but enables the presence
of emergency medical services (EMS) personnel for emergency
response in low call-volume areas by providing routine use of their
clinical skills and additional financial support from these non-EMS
activities.'®

Corporate health system An organized, coordinated, and collaborative network that (1) links
various health care providers, via common ownership or contract,
across three domains of integration — economic, noneconomic, and
clinical — to provide a coordinated, vertical continuum of services to
a particular patient population or community, and (2) is
accountable both clinically and fiscally for the clinical outcomes and
health status of the population or community served, and has
systems in place to manage and improve them.%

Critical care Critical care helps people with life-threatening injuries and illnesses.
It might treat problems such as complications from surgery,
accidents, infections, and severe breathing problems. It involves
close, constant attention by a team of specially-trained health care
providers. Critical care usually takes place in an intensive care unit
(ICU) or trauma center.?’

Disaster A hazard impact causing adverse physical, social, psychological,
economic or political effects that challenges the ability to respond
rapidly and effectively. Despite a stepped-up capacity and capability
(call-back procedures, mutual aid, etc.) and change from routine
management methods to an incident command/management
process, the outcome is lower than expected compared with a
smaller scale or lower magnitude impact (see “emergency” for
important contrast between the two terms).1®

105 “Community Paramedicine Evaluation Tool.” HRSA, Mar. 2012. PDF. Accessed 20 Sep. 2016.
http://www.hrsa.gov/ruralhealth/pdf/paramedicevaltool.pdf.

106 “|ntegrated Delivery Systems: The Cure for Fragmentation.” AJMC, 15 Dec. 2009. Web. Accessed 20 Jul. 2016.
www.ajmc.com/journals/supplement/2009/a264_09dec_hlthpolicycvrone/a264 _09dec_enthovens284t0290/.
107 “Critical Care.” MedlinePlus, 2 Apr. 2015. Web. Accessed 16 Sept. 2016. medlineplus.gov/criticalcare.html.

108 “|CDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for
Crisis, Disaster, and Risk Management, 30 Jun. 2010. pp. 30. PDF. Accessed 19 Jul. 2016.
www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.
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Term Definition
Disaster Medical Assistance A component of the National Disaster Medical System (NDMS)
Team (DMAT) Response Teams. A DMAT is a group of professional and para-

professional medical personnel (supported by a cadre of logistical
and administrative staff) designed to provide medical care during a
disaster or other event. NDMS recruits personnel for specific
vacancies, plans for training opportunities, and coordinates the
deployment of the teams.

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

between the two terms).'*°
Emergency Management A congressionally ratified organization that provides form and
Assistance Compact (EMAC) structure to interstate mutual aid. Through EMAC, a disaster

impacted state can request and receive assistance from other
member states quickly and efficiently, resolving two key issues
upfront: liability and reimbursement. 11!

Emergency Operations Center | The physical location at which the coordination of information and
(EOC) resources to support incident management (on-scene operations)
activities normally takes place. An EOC may be a temporary facility
or may be located in a more central or permanently established
facility, perhaps at a higher level of organization within a
jurisdiction. EOCs may be organized by major functional disciplines
(e.g., fire, law enforcement, medical services), by jurisdiction (e.g.,
federal, state, regional, tribal, city, county), or by some
combination thereof.!

Emergency Operations Plan The “response plan” that an entity (organization, jurisdiction, state,
(EOP) etc.) maintains that describes intended response to any emergency
situation. It provides action guidance for management and

emergency response personnel during the response phase.*3

109 “Disaster Medical Assistance Team (DMAT).”ASPR, 25 Sept. 2015. Web. Accessed 16 Sept. 2016.
http://www.phe.gov/preparedness/responders/ndms/teams/pages/dmat.aspx.

110 “|CDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for
Crisis, Disaster, and Risk Management, 30 Jun. 2010. pp. 32. PDF. Accessed 19 Jul. 2016.
www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.

111 bid., 33.

112 |pid., 34.

113 |bid., 34.
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Term Definition

Emergency Support Function-6 | ESF-6 (Mass Care, Emergency Assistance, Housing, and Human

(ESF-6) — Mass Care, Services) coordinates the delivery of federal mass care, emergency
Emergency Assistance, assistance, housing, and human services when local, tribal, and
Temporary Housing, and state response and recovery needs exceed their capabilities.'*

Human Services Annex

Emergency Support Function-8 | ESF-8 (Public Health and Medical Services) provides the mechanism
(ESF-8) — Public Health and for coordinated federal assistance to supplement state, tribal, and
Medical Services Annex local resources in response to the following:

e  Public health and medical care needs

e Veterinary and/or animal health issues in coordination with
the U.S. Department of Agriculture (USDA)

e Potential or actual incidents of national significance

e Adeveloping potential health and medical situation?®

Emergency System for Advance | ESAR-VHP is a federal program created to support states and

Registration of Volunteer territories in establishing standardized volunteer registration
Health Professionals (ESAR- programs for disasters and public health and medical emergencies.
VHP) The program, administered on the state level, verifies health

professionals' identification and credentials so that they can
respond more quickly when disaster strikes.1®

Emergency use authorization This authority allows U.S. Food and Drug Administration (FDA) to
help strengthen the nation’s public health protections against
chemical, biological, radiological, nuclear or explosive (CBRNE)
threats by facilitating the availability and use of medical
countermeasures (MCMs) needed during public health
emergencies. Under section 564 of the Federal Food, Drug, and
Cosmetic Act, the FDA Commissioner may allow unapproved
medical products or unapproved uses of approved medical
products to be used in an emergency to diagnose, treat, or prevent
serious or life-threatening diseases or conditions caused by CBRNE
threat agents when there are no adequate, approved, and available
alternatives.!”

114 “Emergency Support Function #6 — Mass Care, Emergency Assistance, Housing, and Human Services Annex.”
FEMA, Jan. 2008. PDF. Accessed 20 Jul. 2016. www.fema.gov/pdf/emergency/nrf/nrf-esf-06.pdf.

115 “Emergency Support Function #8 — Public Health and Medical Services Annex.” FEMA, Jan. 2008. Web. Accessed
20 Jul. 2016. www.fema.gov/media-library-data/20130726-1825-25045-
8027/emergency_support_function_8 public_health_ medical_services_annex_2008.pdf

116 “The Emergency System for Advance Registration of Volunteer Health Professionals.” ASPR, n.d. Web. Accessed
20 Jul. 2016. www.phe.gov/esarvhp/Pages/about.aspx.

117 “Emergency Use Authorization.” FDA, 7 Sept. 2016. Web. Accessed 16 Sept. 2016.
www.fda.gov/EmergencyPreparedness/Counterterrorism/ucm182568.htm.
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Term Definition

ESF-8 lead agency ESF-8 language distinguishes between lead and supporting agencies
to conduct an emergency response.*® Within the context of
Emergency Support Functions (ESF), primary agencies have
significant authorities, roles, resources, and capabilities for a
particular function within an ESF.

Essential Elements of Important and standard information items needed to make timely
Information (EEI) and informed decisions. EEls also provide context and contribute to
analysis. EEls are also included in situation reports.!*®

Federal Coordinating Center A federal facility (U.S. Department of Defense or U.S. Department
(FCC) of Veterans Affairs) located in a metropolitan area of the United
States, responsible for day-to-day coordination of planning,
training, and operations in one or more assigned geographic
National Disaster Medical System (NDMS) Patient Reception Areas
(PRA). NDMS participating medical treatment facilities (MTF) should
be within 5 miles of the managing FCC.!%

Federal Medical Station (FMS) A U.S. Department of Health and Human Services (HHS)- deployable
health care facility that can provide surge beds to support health
care systems anywhere in the U.S. that are impacted by disasters or
public health emergencies. FMS are not mobile and cannot be

relocated once established.*
Hazard vulnerability analysis A systematic approach to identifying all hazards that may affect an
(HVA) organization and/or its community, assessing the risk (probability of

hazard occurrence and the consequence for the organization)
associated with each hazard, and analyzing the findings to create a
prioritized comparison of hazard vulnerabilities. The consequence,
or “vulnerability,” is related to both the impact on organizational
function and the likely service demands created by the hazard
impact.1?

118 “Emergency Support Functions.” ASPR, 2 Jun. 2015. Web. Accessed 12 Sept. 2016.
http://www.phe.gov/Preparedness/support/esf8/Pages/default.aspxt#teme.

119 “EEMA Incident Action Planning Guide.” FEMA, Jan. 2012. PDF. Accessed 18 Jul. 2016.
http://www.fema.gov/media-library-data/20130726-1822-25045-
1815/incident_action_planning_guide_1_26_2012.pdf.

120 “National Disaster Medical System: Federal Coordinating Center Guide.” NDMS, Apr. 2014. PDF. Accessed 12
Sept. 2016. http://www.dmrti.army.mil/01_FCC%20Guide%20Apr%202014.pdf.

121 “pedical Assistance.” ASPR, 8 May 2015. Web. Accessed 16 Sept. 2016.
http://www.phe.gov/Preparedness/support/medicalassistance/Pages/default.aspx#fms.

122 “|cDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for
Crisis, Disaster, and Risk Management, 30 Jun. 2010. pp. 48. PDF. Accessed 19 Jul. 2016.
www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.
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Term Definition

Hazardous material (HAZMAT) | Any material that is explosive, flammable, poisonous, corrosive,
reactive, or radioactive (or any combination) and requires special
care in handling because of the hazards posed to public health,
safety, and/or the environment.!?

Health and Social Services Assists locally-led recovery efforts in the restoration of the public
Recovery Support Function health, health care and social services networks to promote the
resilience, health and well-being of affected individuals and
communities.?

Healthcare-associated Healthcare-associated infections (HAIls) are infections people get
infections (HAI) while they are receiving health care for another condition. HAls can
happen in any health care facility, including hospitals, ambulatory
surgical centers, end-stage renal disease facilities, and long-term
care facilities. HAls can be caused by bacteria, fungi, viruses, or
other less common pathogens.®

Health care coalition (HCC) A group of individual health care and response organizations (e.g.,
hospitals, emergency medical services (EMS), emergency
management organizations, public health agencies, etc.) in a
defined geographic location. HCCs play a critical role in developing
health care delivery system preparedness and response
capabilities. HCCs serve as multiagency coordinating groups that
support and integrate with ESF-8 activities in the context of incident
command system (ICS) responsibilities.

Health care coalition (HCC) An HCC member is defined as an entity within the HCC’s defined
member boundaries that actively contributes to HCC strategic planning,
operational planning and response, information sharing, and
resource coordination and management.

Health care executive Health care organization senior executives with institutional
decision-making authority. Titles of health care executives may
include but are not limited to, President, Chief Executive Officer,
Chief Operating Officer, Chief Medical Officer, Chief Nursing Officer,
and Medical Director.

123 “|CDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for
Crisis, Disaster, and Risk Management, 30 Jun. 2010. pp. 48. PDF. Accessed 19 Jul. 2016.
www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.

124 “Health and Social Services Recovery Support Function.” ASPR, 27 Apr. 2015. Web. Accessed 12 Sept. 2016.
http://www.phe.gov/about/oem/recovery/Pages/hss-rsf.aspx.

125 “Oyerview — Heath Care-Associated Infections.” ODPHP, 16 Sept. 2016. Web. Accessed 16 Sept. 2016.
health.gov/hcg/prevent-hai.asp.
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Term Definition

Health care facility Any asset where point-of-service medical care is regularly provided
or provided during an incident. It includes hospitals, integrated
health care systems, private physician offices, outpatient clinics,
nursing homes, and other medical care configurations. During an
emergency response, alternative medical care facilities and sites
where definitive medical care is provided by emergency medical
services (EMS) and other field personnel would be included in this
definition.1%®

Health Insurance Portability Public Law 104-191 (August 21, 1996) addresses many aspects of
and Accountability Act (HIPAA) | health care practice and medical records. This federal act most
notably addresses the privacy of protected health information
(PHI), and directs the development of specific parameters as to how
PHI may be shared.'?

Homeland Security Exercise Doctrine and policy provided by the U.S. Department of Homeland
and Evaluation Program Security for design, development, conduct, and evaluation of
(HSEEP) preparedness exercises. The terminology and descriptions related

to exercise in this document is a Homeland Security industry
application of emergency management concepts and principles.!?

Immediate bed availability [The ability of a hospital] to provide no less than 20 percent bed
(1BA) availability of staffed beds within four hours of a disaster. It is built
on three pillars: continuous monitoring across the health system;
off-loading of patients who are at low risk for untoward events
through reverse triage; and on-loading of patients from the
disaster.'®

Incident Action Plan (IAP) An oral or written plan containing general objectives reflecting the

overall strategy for managing an incident. It may include the
identification of operational resources and assignments. It may also
include attachments that provide direction and important
information for management of the incident during one or more
operational periods.*°

126 “|CDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for
Crisis, Disaster, and Risk Management, 30 Jun. 2010. pp. 48. PDF. Accessed 19 Jul. 2016.
www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.

127 |bid., 49.

128 |bid., 49.

129 Hick, John L., et al. “Health Care Facility and Community Strategies for Patient Care Surge Capacity.” Annals of
Emergency Medicine. 15 Jul. 2004. PDF. Accessed 15 Sept. 2016. http://www.aha.org/content/00-10/Hick.pdf.
130 “|cDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for
Crisis, Disaster, and Risk Management, 30 Jun. 2010. pp. 51. PDF. Accessed 19 Jul. 2016.
www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.
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Definition

Incident action planning cycles

The flux in incident and response conditions is best managed using
a deliberate planning process that is based on regular, cyclical
reevaluation of the incident objectives. Commonly known in the
incident command system (ICS) as the planning cycle, this iterative
process enhances the integration of public health and medical

assets with other response agencies that operate planning cycles.3!

Incident command system (ICS)

The combination of facilities, equipment, personnel, procedures,
and communications operating within a common organizational
structure, designed to aid in the management of resources during
incidents. It is used for all kinds of emergencies and is applicable to
small as well as large and complex incidents. ICS is used by various
jurisdictions and functional agencies, both public and private, to
organize field-level incident management operations.!32

Joint Commission

The Joint Commission is an independent, not-for-profit organization
that accredits and certifies health care organizations and programs
in the United States. Joint Commission accreditation and
certification standards are the basis of an objective evaluation
process designed to help health care organizations measure, assess,
and improve performance.*

Joint Information System (JIS)

A structure that integrates incident information and public affairs
into a cohesive organization designed to provide consistent,
coordinated, accurate, accessible, timely, and complete
information during crisis or incident operations. The mission of the
JIS is to provide a structure and system for developing and
delivering coordinated interagency messages; developing,
recommending, and executing public information plans and
strategies on behalf of the Incident Commander (IC); advising the IC
concerning public affairs issues that could affect a response effort;
and controlling rumors and inaccurate information that could
undermine public confidence in the emergency response effort.’3*

131 “The Incident Command Process.” ASPR, 14 Feb. 2012. Web. Accessed 12 Sept. 2016.
http://www.phe.gov/preparedness/planning/mscc/handbook/chapterl/pages/theincidentcommand.aspx.
132 “|CDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for

Crisis, Disaster, and Risk Management, 30 Jun. 2010. pp. 48. PDF. Accessed 19 Jul. 2016.
www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.

133 “Ahout the Joint Commission.” The Joint Commission, 2016. Web. Accessed 20 Jul. 2016.
www.jointcommission.org/about_us/about_the_joint_commission_main.aspx.

134 “|CDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for

Crisis, Disaster, and Risk Management, 30 Jun. 2010. pp. 58. PDF. Accessed 19 Jul. 2016.
www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.
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Medical countermeasures Medical countermeasures, or MCMs, are Food and Drug
(MCMs) Administration (FDA)-regulated products (biologics, drugs, devices)

that may be used in the event of a potential public health
emergency stemming from a terrorist attack with a biological,
chemical, or radiological/nuclear material, a naturally occurring
emerging disease, or a natural disaster. MCMs can be used to
diagnose, prevent, protect from, or treat conditions associated with
chemical, biological, radiological, nuclear, and explosives (CBRNE)
threats, or emerging infectious diseases.*

Medical Reserve Corps (MRC) A national network of local groups of volunteers engaging local
communities to strengthen public health, reduce vulnerability,
build resilience, and improve preparedness, response, and recovery

capabilities.?*®
Medical Surge Capacity and A management methodology based on valid principles of
Capability (MSCC) emergency management and the incident command system (ICS).

Medical and public health disciplines may apply these principles to
coordinate effectively with one another and to integrate with other
response organizations that have established ICS and emergency
management systems (fire service, law enforcement, etc.). This
promotes a common management system for all response
entities—public and private—that may be brought to bear in an
emergency. In addition, the MSCC Management System guides the
development of public health and medical response that is
consistent with the National Incident Management System
(NIMS). 237

Member type A category of health care coalition (HCC) members that represents
a type of facility or organization (e.g., all nursing facilities, all
hospitals, or all emergency medical services [EMS] agencies within

one HCC).
Mission Essential Functions Functions that are required to be performed by statute, Executive
(MEFs) Order, or otherwise deemed essential by the heads of principal

organizational elements to meet mission requirements.**®

135 “\What are Medical Countermeasures?” FDA, 29 Apr. 2016. Web. Accessed 20 Jul. 2016.
www.fda.gov/EmergencyPreparedness/Counterterrorism/MedicalCountermeasures/AboutMCMi/ucm431268.htm
136 “(edical Reserve Corps.” MRC, 22 Sept. 2016. Web. Accessed 26 Sept. 2016. https://mrc.hhs.gov.

137 Barbera, Joseph. A., Macintyre, Anthony. G., M.D. “Medical Surge Capacity and Capability: A Management
System for Integrating Medical and Health Resources During Large-Scale Emergencies.” HHS, ed. 2, Sept.

2007. PDF. Accessed 24 Aug. 2016.
www.phe.gov/preparedness/planning/mscc/handbook/documents/mscc080626.pdf.

138 “|CDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for
Crisis, Disaster, and Risk Management, 30 Jun. 2010. pp. 37. PDF. Accessed 19 Jul. 2016.
www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.
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Multiagency coordination
group

A multiagency coordination group functions within a broader
multiagency coordination system. It may establish the priorities
among incidents and associated resource allocations, deconflict
procedures, and provide strategic guidance and direction to
support incident management activities.'®

National Disaster Medical
System (NDMS)

The National Disaster Medical System (NDMS) is a federally
coordinated health care system and partnership of the U.S.
Departments of Health and Human Services, Homeland Security,
Defense, and Veterans Affairs. The purpose of the NDMS is to
support state, local, tribal, and territorial authorities following
disasters and emergencies by supplementing health and medical
systems and response capabilities. The NDMS hospital network also
supports the military and U.S. Department of Veterans Affairs (VA)
Medical Centers in a military health emergency.%

National Incident Management
System (NIMS)

A systematic, proactive approach to guide departments and
agencies at all levels of government, nongovernmental
organizations, and the private sector to work together seamlessly
and manage incidents involving all threats and hazards—regardless
of cause, size, location, or complexity—in order to reduce loss of
life, property, and harm to the environment.*!

Personal protective equipment
(PPE)

Equipment worn to minimize exposure to a variety of hazards.
Examples of PPE include such items as gloves, masks, foot and eye
protection, protective hearing devices (earplugs, muffs) hard hats,
respirators, and full body suits.#?

Psychological first aid

An evidence-informed modular approach for assisting people in the
immediate aftermath of disaster and terrorism to reduce initial

distress and to foster short- and long-term adaptive functioning.*®

139 “|CDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for

Crisis, Disaster, and Risk Management, 30 Jun. 2010. pp. 66. PDF. Accessed 19 Jul. 2016.
www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.
140 “National Disaster Medical System.” ASPR, 1 Jul. 2016. Web. Accessed 20 Jul. 2016.

www.phe.gov/Preparedness/responders/ndms/Pages/default.aspx.
141 “National Incident Management System.” FEMA, 28 Jun. 2016. Web. Accessed 12 Sept. 2016.

http://www.fema.gov/national-incident-management-system.

142 “parsonal Protective Equipment.” OSHA, n.d. Web. Accessed 20 Jul. 2016.
https://www.osha.gov/SLTC/personalprotectiveequipment.

143 Jacobs A., Brymer M., et. al. “Psychological First Aid: Field Operations Guide.” National Child Traumatic Stress

Network & National Center for PTSD. ed. 2, 2006. Web. Accessed 26 Oct. 2016.
www.ptsd.va.gov/professional/manuals/manual-pdf/pfa/PFA_2ndEditionwithappendices.pdf.
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Term Definition

Public Information Officer (PIO) | As part of the incident response team, responsible for
communicating with the public, media, and/or coordinating with
other agencies, as necessary, with incident-related information
requirements. The PIO is responsible for developing and releasing
information about the incident to the news media, incident

personnel, and other appropriate agencies and organizations.*

Public safety answering points | 9-1-1 call centers, also known as public safety answering points
(PSAPs) (PSAPs), are the public's first line of contact to public safety
authorities in an emergency.®

Section 1135 of the Social When the President declares a major disaster or an emergency
Security Act waivers under the Stafford Act or an emergency under the National
Emergencies Act, and the HHS Secretary declares a public health
emergency, the Secretary is authorized to take certain actions in
addition to his/her regular authorities under section 1135 of the
Social Security Act. [The Secretary] may waive or modify certain
Medicare, Medicaid, Children’s Health Insurance Program (CHIP)
and Health Insurance Portability and Accountability Act (HIPAA)
requirements as necessary to ensure to the maximum extent
feasible that, in an emergency area during an emergency period,
sufficient health care items and services are available to meet the
needs of individuals enrolled in Social Security Act (SSA) programs
and that providers of such services in good faith who are unable to
comply with certain statutory requirements are reimbursed and
exempted from sanctions for noncompliance other than fraud or

abuse.*®
Strategic National Stockpile Strategic National Stockpile (SNS) has large quantities of medicine
(SNS) and medical supplies to protect the American public if there is a

public health emergency (e.g., terrorist attack, flu outbreak,
earthquake) severe enough to cause local supplies to run out. Once
federal and local authorities agree that the SNS is needed,
medicines will be delivered to any state in the U.S. in time for them
to be effective.'¥

144 “Basic Guidance for Public Information Officers (P10s).” FEMA, Nov. 2007. Web. Accessed 20 Jul. 2016.
www.fema.gov/media-library-data/20130726-1623-20490-
0276/basic_guidance_for_pios_final_draft_12_06_07.pdf.

145 “9.1-1 Call Centers/PSAPs.” FCC, n.d. Web. Accessed 18 Sept. 2016. https://transition.fcc.gov/pshs/psaps.html.
146 See “1135 Waivers.” ASPR, 2 May 2013. Web. Accessed 12 Sept. 2016.
http://www.phe.gov/Preparedness/legal/Pages/1135-waivers.aspx.

147 “strategic National Stockpile (SNS).” CDC, 17 Jun. 2016. Web. Accessed 12 Sept. 2016.
http://www.cdc.gov/phpr/stockpile/stockpile.htm.
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Definition

Threat and Hazard
Identification and Risk
Assessment (THIRA)

A four-step common risk assessment process that helps the whole
community—including individuals, businesses, faith-based
organizations, nonprofit groups, schools, and academia and all
levels of government—understand its risks and estimate capability
requirements.*®

Whole community

A means by which residents, emergency management practitioners,
organizational and community leaders, and government officials
can collectively understand and assess the needs of their respective
communities and determine the best ways to organize and
strengthen their assets, capacities, and interests.'#

148 “Threat and Hazard Identification and Risk Assessment.” FEMA, 19 Mar. 2016. Web. Accessed 20 Jul. 2016.

www.fema.gov/threat-and-hazard-identification-and-risk-assessment.
149 “Whole Community.” FEMA, 10 Jun. 2016. Web. Accessed 20 Jul. 2016. www.fema.gov/whole-community.
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Appendix 1: The 2017-2022 Health Care Preparedness
and Response Capabilities Revision Process

The 2017-2022 Health Care Preparedness and Response Capabilities document improves upon the 2012
version titled Healthcare Preparedness Capabilities: National Guidance for Healthcare System
Preparedness. The Office of the Assistant Secretary for Preparedness and Response (ASPR) incorporated
lessons learned from previous responses to emergencies and extensive stakeholder engagement into
the revised capabilities. Stakeholder feedback included a Capability Needs Assessment in 2015, which
involved surveys and facilitated discussions with awardees, health care coalitions (HCCs), and other
stakeholders, to obtain their reactions to the capability content, structure, and level of detail in the 2012
version, and suggested areas for revision. ASPR also solicited and considered input from more than 50
national associations whose members have an interest in emergency preparedness and response.
Finally, ASPR facilitated discussions at emergency preparedness and response conferences, solicited
public feedback on ASPR’s Technical Resources, Assistance Center, and Information Exchange (TRACIE)
website, and consulted preparedness and response and health care subject matter experts. ASPR also
conducted a thorough review of relevant preparedness and response literature and researched recent
past events to inform the revision process.

Based on process described above, ASPR streamlined the eight capabilities in the 2012 version into four
capabilities. While the number of capabilities have decreased, the concepts from all of the capabilities in
the 2012 version can be found within the new set of four capabilities. As seen in Figure 1 below, the
2017 capabilities were informed by the content found in the 2012 capabilities. Foundation for Health
Care and Medical Readiness aligns with the 2012 capability 1 (Healthcare System Preparedness). Health
Care and Medical Response Coordination aligns with the 2012 capabilities 3 (Emergency Operations
Coordination) and 6 (Information Sharing). Continuity of Health Care Service Delivery aligns with the
2012 capabilities 2 (Healthcare System Recovery) and 14 (Responder Safety and Health). Finally, Medical
Surge aligns with the 2012 capabilities 10 (Medical Surge), 15 (Volunteer Management) and 5 (Fatality
Management).

Figure 1: Crosswalk of the 2012 and 2017-2022 Capabilities
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Appendix 2: Health Care Preparedness and Response
Capabilities and Public Health Preparedness Capabilities
Areas for Alignment

This appendix will be developed upon the completion of the Public Health Preparedness Capabilities in
2017. The appendix will include a crosswalk of 2017-2022 Health Care Preparedness and Response
Capabilities, the 2017-2022 Public Health Preparedness Capabilities, and National Preparedness Goal
core capabilities.
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Background

The U.S. Department of Health and Human Services (HHS) Office of the Assistant Secretary for
Preparedness and Response (ASPR) leads the country in preparing for, responding to, and recovering
from the adverse health effects of emergencies and disasters. This is accomplished by supporting the
nation’s ability to withstand adversity, strengthening health and emergency response systems, and
enhancing national health security. ASPR’s Hospital Preparedness Program (HPP) enables the health care
delivery system to save lives during emergencies and disaster events that exceed the day-to-day
capacity and capability of existing health and emergency response systems. HPP is the only source of
federal funding for health care delivery system readiness, intended to improve patient outcomes,
minimize the need for federal and supplemental state resources during emergencies, and enable rapid
recovery. HPP prepares the health care delivery system to save lives through the development of health
care coalitions (HCCs) that incentivize diverse and often competitive health care organizations (HCOs)
with differing priorities and objectives to work together.

For the 2017-2022 cooperative agreement project period, there are two key documents that guide the
program the 2017-2022 Health Care Preparedness and Response Capabilities and the 2017-2022
Hospital Preparedness Program (HPP) - Public Health Emergency Preparedness (PHEP) Cooperative
Agreement Funding Opportunity Announcement CDC-RFA-TP17-1701 described below. These two
documents informed the development of the 2017-2022 Hospital Preparedness Program Performance
Measures Implementation Guidance.

2017-2022 Health Care Preparedness and Response Capabilities

ASPR developed the 2017-2022 Health Care Preparedness and Response Capabilities to describe the
high-level objectives that the health care delivery system, including HCCs, hospitals, and emergency
medical services (EMS), should undertake to prepare for, respond to, and recover from emergencies.
The four Health Care Preparedness and Response Capabilities are:

Capability 1: Foundation for Health Care and Medical Readiness

Goal of Capability 1: The community?! has a sustainable HCC comprised of members with strong
relationships that can identify hazards and risks and prioritize and address gaps through planning,
training, exercising, and managing resources.

Capability 2: Health Care and Medical Response Coordination

Goal of Capability 2: HCOs, the HCC, their jurisdiction(s), and the Emergency Support Function (ESF)-8
lead agency plan and collaborate to share and analyze information, manage and share resources, and
coordinate strategies to deliver medical care to all populations during emergencies and planned events.

Capability 3: Continuity of Health Care Service Delivery

Goal of Capability 3: HCOs, with support from the HCC and the ESF-8 lead agency, provide
uninterrupted, optimal medical care to all populations in the face of damaged or disabled health care
infrastructure. Health care workers are well trained, educated, and equipped to care for patients during
emergencies. Simultaneous response and recovery operations result in a return to normal or, ideally,
improved operations.

1 As the HCC is defined in Capability 1, Objective 1, Activity 1 — Define Regional Boundaries of the 2017-2012 Health
Care Preparedness and Response Capabilities.
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Capability 4: Medical Surge

Goal of Capability 4: HCOs, including hospitals, EMS, and out-of-hospital providers, deliver timely and
efficient care to their patients even when the demand for health care services exceeds available supply.
The HCC, in collaboration with the ESF-8 lead agency, coordinates information and available resources
for its members to maintain conventional surge response. When an emergency overwhelms the HCC's
collective resources, the HCC supports the health care delivery system’s transition to contingency and
crisis surge response? and promotes a timely return to conventional standards of care as soon as
possible.

These capabilities illustrate the range of preparedness and response activities that, if conducted,
represent the ideal state of readiness in the United States. ASPR recognizes that there is shared
authority and accountability for the health care delivery system's readiness that rests with private
organizations, government agencies, and ESF-8, Public Health and Medical Services lead agencies. Given
the many public and private entities that must come together to ensure community preparedness, HCCs
serve an important communication and coordination role within their respective jurisdiction(s).

These capabilities may not be achieved solely with the funding provided through the HPP Cooperative
Agreement.

2017-2022 Hospital Preparedness Program (HPP) - Public Health
Emergency Preparedness (PHEP) Cooperative Agreement Funding
Opportunity Announcement (FOA) CDC-RFA-TP17-1701

ASPR provides clear expectations and priorities for HPP awardees and HPP-funded HCCs in the FOA for
the five-year project period that begins on July 1, 2017. The FOA provides guidance to ensure that HPP
awardees focus on activities that advance progress toward meeting the goals of the four capabilities
detailed in the 2017-2022 Health Care Preparedness and Response Capabilities and document progress
toward establishing or maintaining ready health care systems through strong HCCs. The FOA organizes
expectations across six key domains, as listed in Appendix 1: CDC-RFA-TP17-1701 Logic Model: HPP-
PHEP Cooperative Agreement.

2 “Guidance for Establishing Crisis Standards of Care for Use in Disaster Situations.” Institute of Medicine of

the National Academies, 2009. Web. Accessed 19 Jul. 2016. www.nap.edu/read/12749/chapter/1.
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Introduction to the 2017-2022 Hospital Preparedness
Program Performance Measures Implementation
Guidance

The two branches of the National Healthcare Preparedness Programs (NHPP), the Hospital Preparedness
Program (HPP) and the Science Healthcare Preparedness Evaluation and Research (SHARPER),
developed these performance measures (PMs). The PMs were developed to align to the core concepts
of the capabilities and the FOA, to evaluate program performance and track program progress.
Performance measurement is a component of a comprehensive program evaluation strategy that
includes program monitoring and supplemental ad hoc evaluations. The new PMs will enable better
communication of program results to elected officials and various internal and external stakeholders
and inform continuous program improvement.

To measure HPP performance, a variety of measures were developed at the input-, activity-, output-, or
outcome-level. While the HPP PMs have historically focused on program activities and outputs, the new
PMs for 2017-2022 further target output and outcome measures to address the information needs of
various stakeholders. At a high-level, HPP stakeholders can be organized into three groups based on
their information needs—national-, program-, and implementation-level. For example, at the national-
level, Congress, HHS and ASPR leadership, and other national stakeholders may be most interested in
the preparedness of the nation’s health care delivery system; at the program-level, HPP is interested in
program effectiveness, appropriate use of funds, and identifying trends to continually improve the
nation’s preparedness; and, at the implementation-level, awardees, HCCs, and individual HCOs may be
most interested in how prepared they are to respond to events in their communities.

These PMs were developed based on guidance provided in the 2017-2022 Health Care Preparedness and
Response Capabilities and the FOA. For more information on stakeholder engagement, see Appendix 2:
The 2017-2022 HPP Performance Measures Development Process for more details.

Using this Document

The 2017-2022 Hospital Preparedness Program Performance Measures Implementation Guidance
document is framed for the primary users—awardees and HCCs—to foster ease of comprehension,
improve information aggregation, and enable faster data collection. The intended audience for this
document is any individual responsible for collecting and reporting data on awardee and HCC progress
toward meeting the goals of the four capabilities detailed in the 2017-2022 Health Care Preparedness
and Response Capabilities. This document organizes the PMs into five sections:

Section 1: Input, Activity, and Output Performance Measures

This section includes PMs 1 to 11 that gauge progress at both the awardee and HCC levels in fiscal
preparedness, preparedness and response planning, identification of populations with unique needs,
jurisdictional engagement, and systematic learning.

Section 2: Redundant Communications Drill Performance Measures

Each HCC will conduct a redundant communications drill (RCD) semi-annually to test redundant forms of
communication among its members. This section includes PMs 12 and 13 that measure whether regular
RCDs are taking place, if communication is occurring between the HCC and its members, and which
platforms are being used during an RCD.
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Section 3: Coalition Surge Test Performance Measures

This section contains PMs 14 to 21 that use data produced while conducting the Coalition Surge Test
(CST). The CST is described at the beginning of section 3. To gauge the full extent of HCC performance,
ASPR selected the eight PMs in this section to assess the speed and extent to which HCCs can coordinate
an evacuation exercise. The eight PMs assess participation and both time- and percent-based outcomes
on the ability of HCCs to coordinate patient load-sharing across the coalition.

Section 4: Joint Performance Measures

This section contains joint PMs with HPP and the Emergency Medical Services for Children (EMSC) and
the Public Health Emergency Preparedness (PHEP) programs—PMs 22, J.1, and J.2. Awardees and HCCs
will not report data on these PMs to HPP. EMSC and PHEP will collect this information as part of their
grants and cooperative agreements, and share the data with HPP and SHARPER.

Section 5: Select U.S. Territories and Freely Associated States Performance Measures

This section contains PMs 23 to 28 that use data produced by a Hospital Surge Test (HST) and only
applies to the following U.S. Territories and Freely Associated States: American Samoa, Commonwealth
of Northern Marianas, U.S. Virgin Islands, Federated States of Micronesia, Republic of Palau, and
Republic of the Marshall Islands. The U.S. Territories of Guam and Puerto Rico are not included in this
category and shall report on all PMs except 23 to 28. For more information on which PMs from other
sections apply to these awardees, please see Overview of Performance Measures for Select U.S.
Territories and Freely Associated States.

Performance Measure Guidance

For each PM, there is a full description of the measure and instructions on how to collect the relevant
data. With the exception of two previously used joint measures (J.1 and J.2), the guidance for each PM
includes the following:

e Performance Measure: The section will begin with the PM number and the PM itself.

e Goal or Target: This section will outline the ideal or recommended result based on baseline
data, benchmarks, or program requirements. In some cases, this section indicates that the goal
or target may be set by SHARPER at a later date after data from the first budget period has been
reviewed.

e Operational Intent: The operational intent provides a brief description of the purpose of the
measure and its link to preparedness program priorities.

e Data Points: This section includes a table that describes the individual data points that must be
reported to calculate the measure, including the data entity, data source, and response.

= Data Entity: This column will indicate organization(s) providing the data for the
measure—awardee, HCC, or hospital.

= Data Source: The data source includes examples of documentation or systems where
PM data is documented and managed (e.g., exercise materials, meeting notes, or
financial statements). Data sources should be archived for future verification purposes.

= Response: The response column outlines the format for reporting on the required data
points.

o Definitions and Interpretation: Specific language throughout the PM guidance is linked to a
detailed definition within that section. These definitions and interpretations provide guidance
on how to interpret key terms and phrases within the context of the PM.
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ASPR encourages HCCs, HCOs, and other stakeholders reporting on these PMs to consult their field
project officer (FPO) to receive technical assistance and resources for completing these measures.

Baseline and Target/Goal Setting

SHARPER will use the data reported for Budget Period 1 to establish a baseline for awardees and HCCs,
unless otherwise noted in the Goal or Target section of the PM. Targets and goals will be set by
SHARPER based on baseline data, benchmarks, and/or program requirements. Achievement in future
budget years will be determined by comparing awardees and HCCs against previously reported data and
their peers or a subset of their peers, such as those sharing similar demographics, resources, risk
profiles, among other characteristics.

HPP Performance Measure Requirements

The following HPP PM requirements apply to all awardees and HCCs, except for select U.S. Territories
and Freely Associated States (American Samoa, Commonwealth of Northern Marianas, U.S. Virgin
Islands, Federated States of Micronesia, Republic of Palau, and Republic of the Marshall Islands).

Annual Requirement to Exercise Coalition Surge Test

All HCCs that receive HPP funding are required to use the CST annually. Data from the CST will be used
to respond to PMs 14 to 21, collected using the associated evaluation tools as identified in this
implementation guidance. The detailed CST manual and evaluation tools can be viewed online at
https://www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-tool.aspx. In the event that an HCC
has a real-world evacuation of at least 20 percent of a coalition’s total staffed acute care bed capacity
during the reporting year, the HCC can use the data from the real-world evacuation to respond to each
applicable PM. The HCC must still submit an After-Action Report and Improvement Plan (AAR/IP) that
specifically responds to each applicable PM if a real-world evacuation occurs during the reporting year.

Data Collection System

HPP and PHEP are working with HHS Administration for Children and Families (ACF) to develop a new
joint data collection system where awardees will enter responses to the data points listed in this
implementation guidance. At a future date, HPP will provide specific guidance on using the new joint
data collection system.

Optimized HCCs with Response Capabilities

HCCs must collaborate with a variety of stakeholders to ensure the community has the necessary
medical equipment and supplies, real-time information, communication systems, and trained and
educated health care personnel to respond to an emergency. These stakeholders include core HCC
members—hospitals, emergency medical services (EMS), emergency management organizations, and
public health agencies—additional HCC members, and the ESF-8 lead agency. The HCC should include a
diverse membership to ensure a successful whole community response. If segments of the community
are unprepared or not engaged, there is greater risk that the health care delivery system will be
overwhelmed. As such, the HCC should liaise with the broader response community on a regular basis.
The list of HCC membership, delineating core and additional HCC members, is included in Appendix 3:
List of Core and Additional HCC Member Types.
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Overview of Performance Measures for Select U.S. Territories and Freely
Associated States

These measures only apply to the U.S. Territories of American Samoa, Commonwealth of Northern
Marianas, and U.S. Virgin Islands, and the Freely Associated States of Federated States of Micronesia,
Republic of Palau, and Republic of the Marshall Islands. The U.S. Territories of Guam and Puerto Rico are
not included in this category and shall report on all measures except 23 to 28. The select U.S. Territories
and Freely Associated States have unique risk profiles, resource constraints, supply chains, and
regulatory requirements compared to the rest of the awardees and HCCs receiving HPP funding.

In the following table, the reporting requirements for these select U.S. Territories and Freely Associated
States are cross-walked to each PM: a ‘Yes’ indicates the PM shall be reported while a ‘No’ indicates the
PM is not required to be reported.

Select U.S. Territories Freely Associated States
Section PM (American Samoa, Commonwealth of (Federated States of Micronesia,
Northern Marianas, and U.S. Virgin Republic of Palau, and Republic of the
Islands) Marshall Islands)
1 1 Yes Yes
1 2 No No
1 3-5 Yes Yes
1 6 Yes No
1 7 No No
1 8-11 Yes Yes
2 12-13 Yes Yes
3 14-21 No No
4 22 Yes Yes
4 J.1 No No
4 J.2 Yes Yes
5 23-28 Yes Yes

Table 1: Measures Required for U.S. Territories and Freely Associated States

The HST will only be annually required for select U.S. Territories and Freely Associated States. The HST
is a user-friendly peer assessment designed to identify gaps in a hospital’s preparedness and help assess
its ability to respond to a mass casualty event. The HST includes a low- to no-notice exercise, and
incorporates the real-life considerations of healthcare delivery in acute care settings. The detailed HST
manual and evaluation tools can be viewed online at
https://www.phe.gov/Preparedness/planning/hpp/surge/Pages/default.aspx.
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Section 1: Input, Activity, and Output Performance
Measures

This section contains input, activity, and output performance measures (PMs) aligned to the
requirements of the 2017-2022 Health Care Preparedness and Response Capabilities and the FOA. For a
crosswalk of PMs to the 2017-2022 Health Care Preparedness and Response Capabilities, see Appendix
4: Crosswalk of Performance Measures to 2017-2022 Health Care Preparedness and Response

Capabilities.

The following table lists the Data Entity—the organizational level at which the data are captured
(awardee or HCC)—and PM type for each PM:

PM Data Entity PM Type
1 HCC Input
2 Awardee Activity
3 HCC Input
4 HCC Output
5 HCC Output
6 Awardee & HCC Activity
7 Awardee & HCC Activity
8 Awardee Activity
9 HCC Activity
10 HCC Activity
11 Awardee Output

Table 2: Section 1 Data Entity and PM Type

The definitions for the PM types are:

e Input: Resources that are required to support HPP, including staff and volunteers, funding,
facilities, and equipment;

e  Activity: Actions that use or involve HPP inputs; and,

e Output: Products and services produced by HPP activities.
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Performance Measure 1

Percent of funding each HCC receives from the awardee, other federal sources,
and non-federal sources.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

Provides insight into the amount and composition of funding each HCC receives to better enable linking
HCC funding and program outcomes, as well as HCC sustainability (diversity of funding). A greater
diversity of funding for preparedness and response strengthening activities means less dependency on
any one resource and a lower funding risk should one resource be decreased or eliminated. While in-
kind support is critical to many HCCs, consistently quantifying the value of in-kind support is difficult and
burdensome. Therefore, this measure only seeks to capture the various types of in-kind support (and
not value) each HCC receives from sources other than the awardee to help assess diversity of support.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response
Total HPP funding amount each . HCC Name:
HCC received from the awardee HCC HCC Operating Budget S
Total funding each HCC received HCC HCC Operating Budget HCC Name:
from other federal sources S
Total funding each HCC received HCC HCC Operating Budget HCC Name:
from non-federal sources S
Total funding each HCC received HCC HCC Operating Budget HCC Name:
from all sources S
HCC Name:__
. . . #L
The HCC receives in-kind support O Ph §|cal Space .
. O Equipment/Supplies
from sources other than the HCC Operations .
- HCC O Services
awardee in the form of (check all Documents =
tihat apply) O Labor Hours
PRy O Other
O None received

Table 3: Data Reporting for Performance Measure 1

Definitions and Interpretation

e Funding: In this case funding means the program funds distributed by HPP to HCCs. Funding
includes all allocations to the HCC during the annual budget period from July 1 to June 30. The
percent is calculated by SHARPER from the data points collected from the awardee on behalf of
the HCC. Carryover funding is not reported under allocations.

o From the awardee: The total amount of funding directly made available to the HCC from the
awardee or its agent (e.g., if the awardee distributes funding to a state hospital association that

Implementation Guidance 8






2017-2022 HPP Performance Measures Implementation Guidance

then funds the HCC, the HCC would report the amount of funding made available from the state
hospital association).

e Other federal sources: The total amount of funding directly made available to the HCC from
other federal sources (e.g., PHEP and/or Urban Area Security Initiative funding (UASI)).

e Non-federal sources: The total amount of funding directly made available to the HCC from other
non-federal sources (e.g., state or municipal funding, non-federal public-private partnership, or
nonprofit or foundation grant).

¢ In-kind support from sources other than the awardee: Any non-monetary support for HCC
activities received from sources other than the awardee. For further definitions of in-kind
support, see 45 Code of Federal Regulation (CFR), Part 92.24 at
https://www.gpo.gov/fdsys/pkg/CFR-2005-title45-vol1/pdf/CFR-2005-title45-vol1-sec92-24.pdf.

e Physical space: For example, meeting space, exercise space, offices, storage, etc.

e Equipment/Supplies: For example, communication or office equipment, or administrative
supplies.

e Services: For example, printing, logistical, transportation, accounting, or administrative services.

e Labor Hours: For example, labor hours of HCC coordinator or other HCC members working on
HCC-related activities, if the individual is a volunteer or employed by a member organization.
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Performance Measure 2

Number of calendar days from start of budget period for awardees to execute
subawards with each HCC.

Goal or Target

Awardees must execute subawards with each HCC within 90 calendar days from the start of each budget
period. SHARPER will evaluate data from the first budget period and determine if the 90-day benchmark
needs to be adjusted for subsequent budget periods. ASPR will use this measure as a benchmark to
assess achievement of preparedness goals for the health care system. Failure to achieve this
benchmark may result in withholding of funding amounts in succeeding years pursuant to Section
319C-1(g)(5) of the Public Health Service Act.

Operational Intent

Provides insight into fiscal preparedness and ability of awardees to execute subawards to HCCs in a
timely manner. How quickly HCCs can begin to execute programming and contracts may impact their
ability to perform on an annual basis. The sooner implementing groups have the subaward in place, the
sooner they are able to begin work and access HPP funding, the greater likelihood of having sufficient
time to complete subaward activities.

Data Reporting

Awardees should report the associated data point for this PM for each HCC in their jurisdiction to
SHARPER. SHARPER will calculate duration from start of budget period.

Data Point Data Entity Data Source Response
E ted
Date(s) subaward(s) are executed Awardee s;(g:l\jvsrd HCC Name:
with each HCC Date Executed:
agreements

Table 4: Data Reporting for Performance Measure 2

Definitions and Interpretation

o Number of calendar days: Calendar days, inclusive of weekends, holidays, and leap day (if
applicable).

e Start of budget period: July 1 is the start date of each budget period. If extenuating
circumstances prevent the timely award of HPP awards to awardees before or on this date, this
start date will be adjusted to reflect the federal government’s delay in awarding funds to the
awardees.

e Awardees to execute subawards: The regular process by which awardees issue a contract,
cooperative agreement, or grant (collectively referred to as a subaward) which allows an HCC to
legally enter into obligations or expend funding. Reimbursement of pre-award costs generally is
not allowed.

o  With each HCC: While the awardee is responsible for reporting this measure, the date of
subaward execution should only be calculated from when the HCC and only the HCC receives an
executed subaward from the awardee. If an awardee uses a pass through entity such as a
501(c)(3) or a state hospital association to subsequently execute a subaward to the HCC, the
date of executed subaward is when the HCC ultimately receives an executed subaward.
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Performance Measure 3

Membership representation rate of HCC core (acute care Hospitals, EMS,
Emergency Management, Public Health) and additional member organizations
by member type.

Goal or Target

Per the FOA, HCCs must ensure the following core members are represented. Further, awardees are not
permitted to use HPP funds to make subawards to any HCC that does not meet the core membership
requirements, including, at least, the following:

e Hospitals (a minimum of two acute care hospitals)

e EMS (including interfacility and other non-EMS patient transport systems)

e Emergency management organizations

e Public health agencies

SHARPER will establish a baseline for the participation of additional members based on performance
data collected in the first budget period which will be used to set targets and goals for subsequent
budget periods.

Operational Intent

Determine if HCCs meet program requirements for core membership, assess membership rates by
member type, and track HCC membership trends over time. ASPR understands that HCCs may have
different membership compositions based on population characteristics, geography, and types of
hazards. ASPR recognizes that more members do not necessarily mean greater capacity to prepare and
respond to hazards. Therefore, the intent of this measure is to assess HCC membership representation
as appropriate for the needs of their communities and to inform the program knowledge base about the
appropriate mix of member organizations and organization types to respond to community needs.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages. See Appendix 3: List of Core and
Additional HCC Member Types for a full list of member types.

Data Point Data Entity | Data Source Response
Core member organizations HCC HCC core member organizations’
represented in the HCC, HCC Governance type, legal name (no abbreviations),
disaggregated by member type Documents and address
Total ber of b

o num er O.w Awardee HCC member organizations’ type,
organizations within HCC HCC . . .

. . provided list legal name (no abbreviations), and
boundaries, disaggregated by
or survey address
member type
Addltl.ona.l member . HCC HCC additional member
organizations represented in HCC Governance organizations’ type, legal name (no
the HCC, di ted b o ’
N Isaggregated by Documents abbreviations), and address

member type
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Data Point Data Entity | Data Source Response
Total number of additional .
T o Awardee HCC additional member
member organizations within HCC . . e,
. . provided list organizations’ type, legal name (no
HCC boundaries, disaggregated -
or survey abbreviations), and address

by member type

Table 5: Data Reporting for Performance Measure 3

Definitions and Interpretation

Membership representation: As evidenced by memoranda of understanding (MOU), letters of
agreements, and/or attendance at an HCC meeting in the past budget period. Representation
can be achieved through an authorized representative from the member organization or an
authorized representative of a group or network of member organizations (e.g., an integrated
health care delivery system or corporate network). In instances where there are multiple
entities of an HCC member type, there may be a subcommittee structure that establishes a lead
entity to communicate common interests to the HCC (e.g., multiple dialysis centers forming a
subcommittee). If a subcommittee lead participates in an HCC meeting, for example, the
members engaged in that subcommittee (through MOU, letters of agreement, and/or
attendance at a subcommittee meeting in the past budget year) are also considered
represented.

HCC core member organizations: Core members are defined in the 2017-2022 Health Care
Preparedness and Response Capabilities as acute care hospitals, EMS, emergency management,
and public health. See Appendix 3: List of Core and Additional HCC Member Types for a full list.
Acute care hospitals: A hospital that provides inpatient medical care and other related services
for surgery, acute medical conditions or injuries (usually for a short term illness or condition).
HCC additional member organizations: See Appendix 3: List of Core and Additional HCC

Member Types for a full list.
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Performance Measure 4

Percent of HCCs that have a complete and approved Preparedness Plan.

Goal or Target

One hundred percent of HCCs have a draft preparedness plan completed by April 1, 2018, and a
complete Preparedness Plan by the end of the first budget period with 100 percent approval by the core
member organizations of each HCC every budget period. ASPR will use this measure as a benchmark to
assess achievement of preparedness goals for the health care system. Failure to achieve this
benchmark may result in withholding of funding amounts in succeeding years pursuant to Section

319C-1(g)(5) of the Public Health Service Act.

One hundred percent of additional member organizations have been provided an opportunity to
provide input into the Preparedness Plan, and 100 percent of core and additional member organizations

have received a final copy of the Preparedness Plan.

Operational Intent

Determine if HCCs have a Preparedness Plan approved by member organizations as described in
Capability 1, Objectives 1 to 3 of the 2017-2022 Health Care Preparedness and Response Capabilities.

One of the key roles of an HCC is to promote collaboration across its membership in order to prepare
communities for emergencies and hazards. A complete and approved Preparedness Plan provides
evidence that HCCs are performing this role for their communities. Specific requirements for the

Preparedness Plan are delineated in the FOA and included in Appendix 5: Required Components of

Preparedness and Response Plans.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity | Data Source Response
The HCC has a complete HCC Name:
Preparedness Plan with the HCC Preparedness Plan | [0 Yes
required components O No
The HCC has a Preparedness
Plan that has beenpaggroved by HCC Name:
. HCC Preparedness Plan | [0 Yes
all of its core member
L O No
organizations
All of the HCC’s additional
member organizations have
been given an opportunity to HCC Name:
provide input into the HCC Preparedness Plan | [0 Yes
Preparedness Plan, and all O No

member organizations have
received a final copy of the plan

Table 6: Data Reporting for Performance Measure 4
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Definitions and Interpretation

Complete Preparedness Plan: A complete Preparedness Plan has all of the required
components identified in the FOA. HCCs may elect to address the components associated with
the Preparedness Plan in one document, in combination with the Response Plan, or in multiple
documents, but all components must be documented.

Approved Preparedness Plan: For core member organizations, approval is considered to be a
formal process by which an authorized representative of each core member organization signs
the Preparedness Plan.

Required Components: Complete Preparedness and Response Plans have all of the required
components identified in the FOA as well as the 2017-2022 Health Care Preparedness and
Response Capabilities. See Appendix 5: Required Components of Preparedness and Response
Plans for more information. Additional guidance on the components of the Preparedness and
Response Plans can be found in the 2017-2022 Health Care Preparedness and Response
Capabilities.

HCC core member organizations: Core members are defined in the 2017-2022 Health Care
Preparedness and Response Capabilities as acute care hospitals, EMS, emergency management,
and public health. See Appendix 3: List of Core and Additional HCC Member Types for a full list.
HCC additional member organizations: See Appendix 3: List of Core and Additional HCC

Member Types for a full list.
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Performance Measure 5

Percent of HCCs that have a complete and approved Response Plan.

Goal or Target

One hundred percent of HCCs have a complete Response Plan by the end of the second budget period
with, 100 percent approval by the core member organizations of each HCC for every budget period.

One hundred percent of additional member organizations have been provided an opportunity to
provide input into the Response Plan, and 100 percent of core and additional member organizations
have received a final copy of the Response Plan.

Operational Intent

Determine if HCCs have a Response Plan approved by member organizations as described in Capability
2, Objective 1, Activities 1 and 2 of the 2017-2022 Health Care Preparedness and Response Capabilities.
One of the key roles of an HCC is to promote collaboration across its membership in order to better
respond to emergencies. A complete and approved Response Plan provides evidence that HCCs are
performing this role for their communities. Specific requirements for the Response Plan are delineated
in the FOA (see Appendix 5: Required Components of Preparedness and Response Plans for more
information) and may be updated in future budget years’ continuation guidance.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response
HCC Name:

The HCC has a complete Response

. ) HCC Response Plan O Yes
Plan with the required components
O No
The HCC has a Response Plan that HCC Name:
has been approved by all of its core | HCC Response Plan O Yes
member organizations O No
All of the HCC’s additional member
e e e
PP ytop P HCC Response Plan O Yes
the Response Plan, and all member O No

organizations have received a final
copy of the plan

Table 7: Data Reporting for Performance Measure 5

Definitions and Interpretation

e Complete Response Plan: A complete Response Plan has all of the required components
identified in the FOA. HCCs may elect to address the components associated with the Response
Plan in one document, in combination with the Preparedness Plan, or in multiple documents;
however, all components must be documented.

® Approved Response Plan: For core member organizations, approval is considered to be a formal
process by which an authorized representative of each core member organization signs the
Response Plan.
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e Required Components: Complete Preparedness and Response Plans have all of the required
components identified in the FOA as well as the 2017-2022 Health Care Preparedness and
Response Capabilities. See Appendix 5: Required Components of Preparedness and Response
Plans for more information. Additional guidance on the components of the Preparedness and
Response Plans can be found in the 2017-2022 Health Care Preparedness and Response
Capabilities.

e HCC core member organizations: Core members are defined in the 2017-2022 Health Care
Preparedness and Response Capabilities as acute care hospitals, EMS, emergency management,
and public health. See Appendix 3: List of Core and Additional HCC Member Types for a full list.

e HCC additional member organizations: See Appendix 3: List of Core and Additional HCC

Member Types for a full list.
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Performance Measure 6

Part A: Percent of awardees that obtain de-identified data from emPOWER at
least once every six months to identify numbers of individuals with electricity-
dependent medical and assistive equipment for planning purposes.

Part B: Percent of HCCs that obtain de-identified data from emPOWER at least
once every six months to identify numbers of individuals with electricity-
dependent medical and assistive equipment for planning purposes.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

Determine if awardees and HCCs have up-to-date data on populations with electricity-dependent
medical and assistive equipment in their jurisdiction for planning purposes. Awardees and HCCs should
be planning how to address the needs of these populations during an emergency. Numbers of
individuals with electricity-dependent medical and assistive equipment from emPOWER represents a
minimum of potential population needs in an emergency. Awardees and HCCs should at least plan for
the populations’ needs based on emPOWER data, although actual needs of the population are certainly
greater since emPOWER data does not capture populations with electricity-dependent medical and
assistive equipment covered by Medicaid, including children. Awardees may also consider obtaining
similar information from their Medicaid programs and health insurers with significant market share in
their communities.

Data Reporting

Each HCC should report the second data point to the awardee. Awardees should report both data points
to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response
The awardee obtains de-identified Meeting
data from emPOWER at least once notes,
every six months to identify numbers agendas, or O Yes
o . - Awardee

of individuals with electricity- other O No
dependent medical and assistive operational
equipment for planning purposes documents
The HCC obtains de-identified data Meeting
from emPOWER at least once every notes,

- - - HCC Name:
six months to identify numbers of agendas, or
. . . HCC O Yes
individuals with electricity-dependent other 0 No
medical and assistive equipment for operational
planning purposes documents

Table 8: Data Reporting for Performance Measure 6
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Definitions and Interpretation

e Obtain de-identified data from emPOWER: emPOWER data can be accessed at
https://empowermap.hhs.gov/. De-identified data are HIPAA compliant.

o emPOWER: emPOWER, developed by HHS ASPR, is an integrated platform that provides
progressively dynamic data and mapping tools that can help state and local health departments,
and their partners, to better anticipate, mitigate, plan for, and respond to the potential needs of
at-risk persons with access and functional needs electricity-dependent medical and assistive
equipment prior to, during, and after a disaster. One of its tools, the HHS emPOWER Map, is a
publicly-available resource that integrates de-identified Medicare billing-data, real-time National
Oceanic and Atmospheric Administration (NOAA) severe weather tracking, and geographic
information system (GIS) mapping to highlight the number of at-risk individuals that use
electrically-dependent, life-maintaining, and assistive durable medical equipment in geographic
areas down to the zip code level.?

e At least once every six months: Each budget period is 12 months. An awardee or HCC should
access emPOWER data at least once every six months.

o Identify numbers of individuals with electricity-dependent medical and assistive equipment:
The emPOWER map provides the number of individuals with electricity-dependent medical and
assistive equipment. If the number of individuals is less than 11, emPOWER reports 11
individuals are present in a zip code; numbers above 10 individuals are reported accurately.

3 “The HHS emPOWER Initiative: Emergency Preparedness Tools Addressing the Needs of Energy Dependent, At-
Risk Populations.” National Association of County & City Health Officials (NACCHO). Accessed on 7 Dec. 2016.
http://nacchopreparedness.org/the-hhs-empower-initiative-emergency-preparedness-tools-addressing-the-
needs-of-energy-dependent-at-risk-populations-2/.

Implementation Guidance 18



https://empowermap.hhs.gov/

http://nacchopreparedness.org/the-hhs-empower-initiative-emergency-preparedness-tools-addressing-the-needs-of-energy-dependent-at-risk-populations-2/

http://nacchopreparedness.org/the-hhs-empower-initiative-emergency-preparedness-tools-addressing-the-needs-of-energy-dependent-at-risk-populations-2/



2017-2022 HPP Performance Measures Implementation Guidance

Performance Measure 7

Part A: Percent of awardees that obtain data from the Social Vulnerability Index
to estimate the populations with a higher likelihood of having access and
functional needs for planning purposes at least once per year.

Part B: Percent of HCCs that obtain data from the Social Vulnerability Index to
estimate the populations with a higher likelihood of having access and
functional needs for planning purposes at least once per year.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

The Social Vulnerability Index is one of the sources coalitions should use to estimate populations with a
higher likelihood of having access and functional needs for planning purposes. Determine if awardees
and HCCs have up-to-date data on populations with access and functional needs in their jurisdiction for
planning purposes.

ASPR outlines the importance of preparedness and response planning for individuals with access and
functional needs on the Public Health Emergency website: “During a disaster, it has been observed that
certain at-risk individuals, specifically those with access and functional needs, have required additional
response assistance before, during, and after an incident. These additional considerations for at-risk
individuals with access and functional needs are vital towards inclusive planning for the whole
community, and have been mandated for inclusion in federal, state, territorial, tribal, and local public
health emergency plans by the Public Health Service Act. Such plans must also meet applicable
requirements of the Americans with Disabilities Act.”*

Data Reporting

Each HCC should report the second data point to the awardee. Awardees should report both data points
to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response
. Meetin
The awardee obtains data from the &
. - notes,
Social Vulnerability Index at least
) . agendas, or O Yes
once per year to estimate populations | Awardee
) ) o . other O No
with a higher likelihood of having .
. operational
access and functional needs
documents

4 Access and Functional Needs - PHE. ASPR. 2016. Available at:
http://www.phe.gov/Preparedness/planning/abc/Pages/afn-guidance.aspx. Accessed November 10, 2016.
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Data Point Data Entity Data Source Response
. . Meetin
The HCC obtains data from the Social notes &
Vulnerability Index at least once per ! HCC Name:
. . . agendas, or
year to estimate populations with a HCC other O Yes
higher likelihood of having access and . O No
. operational
functional needs
documents

Table 9: Data Reporting for Performance Measure 7

Definitions and Interpretation

e Census/Social Vulnerability Index: The Social Vulnerability Index can be accessed at
http://svi.cdc.gov/map.aspx. The index contains information on 14 population variables with
access and functional needs drawn from the Census and American Community Survey. The
Census data is updated every decade and the American Community Survey is updated annually.
The SVI provides an estimate of the access and functional needs in a community across four
domains derived from the Census and the American Community Survey: Socioeconomic status
(below the poverty line; unemployed; low income; adults without a high school diploma),
Household Composition & Disability (elderly; children; civilian with a Disability; single parent
households), Minority Status & Language (minority households and speak English ‘less than
well’), and Housing & Transportation (individuals in group homes; high density housing; mobile
homes; high density households; and households without vehicles).

e Population with access and functional needs: Access-based needs: All people must have access
to certain resources, such as social services, accommodations, information, transportation,
medications to maintain health, and so on. Function-based needs: Function-based needs refer
to restrictions or limitations an individual may have that require assistance before, during,
and/or after a disaster or public health emergency.

e At least once per year: The Social Vulnerability Index is updated annually. An awardee or HCC
should access the index at least once per year.
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Performance Measure 8

Percent of awardees that have provided an opportunity for each HCC to review
and provide input to the awardee’s ESF-8 preparedness and response plan.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

One of the key components of successful community preparedness is a shared understanding of the
roles and processes for preparing and responding to emergencies. This measure will assess engagement
of HCCs into the awardee-level ESF-8 plans.

Data Reporting
Awardees should report the following data to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response
The awardee has provided an

Meeting notes or

opportunity for each HCC to review . Name of HCC:

L p agenda, website —
and provide input to the awardee’s | Awardee osting. or other O Yes
ESF-8 preparedness and response P & O No

documents
plan

Table 10: Data Reporting for Performance Measure 8

Definitions and Interpretation

e Provided an opportunity for each HCC to review and provide input: Opportunity for the HCC to
1) review the ESF-8 plan during development or 2) update and provide written or oral comments
to the awardee or the awardee’s designated representative on the plan.

e Emergency Support Function-8 (ESF-8) — Public Health and Medical Services Annex: ESF-8
(Public Health and Medical Services) provides the mechanism for coordinated federal assistance
to supplement state, tribal, and local resources in response to the following:

= Public health and medical care needs

= Veterinary and/or animal health issues in coordination with the U.S. Department of
Agriculture (USDA)

=  Potential or actual incidents of national significance

» Adeveloping potential health and medical situation®

e ESF-8 preparedness and response plan: ESF-8 (Public Health and Medical Services) provides the
mechanism for coordinated federal assistance to supplement state, tribal, and local resources in
response to the following: public health and medical care needs; veterinary and/or animal
health issues in coordination with the U.S. Department of Agriculture; potential or actual
incidents of national significance; and, a developing potential health and medical situation.

5 “Emergency Support Functions” Public Health Emergency, 2 Jun. 2015. Web. Accessed

12 Sept. 2016. http://www.phe.gov/Preparedness/support/esf8/Pages/default.aspx#8.
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Performance Measure 9

Percent of HCCs engaged in their awardee’s jurisdictional risk assessment.

Goal or Target

Each HCC responds ‘yes’ at least one time between the start of BP1 and the end of BP3.

Operational Intent

ASPR requires all HPP awardees to participate in or complete a jurisdiction’s risk assessment (JRA) in
conjunction with their HCCs at least once every five years. The JRA is a critical input into a community’s
emergency planning process, identifying hazards, vulnerabilities, and risks. This measure will assess if
HCCs are engaged in the development of JRAs.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response
Written

The HCC has provided input into its communications, HCC Name:

awardee’s jurisdictional risk HCC meeting notes, or | 0 Yes

assessment other operational | OO No
documents

Table 11: Data Reporting for Performance Measure 9

Definitions and Interpretation

e Engaged: Provided meaningful opportunity to review and provide input to the awardee during
the development or update of the jurisdictional risk assessment.

e Jurisdictional risk assessment (JRA): Awardees are required to coordinate the completion of
JRAs to identify potential hazards, vulnerabilities, and risks within the community, including
interjurisdictional (i.e., cross-border) risks as appropriate, that specifically relate to the public
health, medical, and mental/behavioral systems and the functional needs of at-risk individuals.
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Performance Measure 10

Percent of HCCs where areas for improvement have been identified from HCC
and member organizations’ own exercises or real-world events and the HCCs’
preparedness and response plans have been revised to reflect improvements.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

In order to improve whole community preparedness, HCCs must continuously learn and, where
appropriate, systematically inform planning efforts using lessons learned from exercises, JRAs, or other
activities. HPP expects awardees and HCCs to operationalize this type of systematic learning. Therefore,
this measure was introduced to assess the ability of HCCs to integrate continuous learning from
exercises and events.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response
The HCC provides an opportunity for Meeting notes,
member organizations to share exercise or drill HCC Name:
lessons learned from their facility’s HCC debrief O Yes
drills and exercises to inform documents, or O No
coalition planning AAR/IPs
Meeting notes,
The HCC has identified areas for exercise or drill HCC Name:
improvement from HCC exercises or | HCC debrief O Yes
real-world events documents, or O No
AAR/IPs
If yes, the HCC has revised its
ereparedness and response plans in Preparedness HCC Name:
the past year to reflect HCC and Response O Yes
Plans O No

improvements
Table 12: Data Reporting for Performance Measure 10

Definitions and Interpretation

e Areas for improvement: The concrete, actionable steps outlined in an improvement plan (IP)
that are intended to resolve preparedness gaps and shortcomings experienced in exercises or
real-world events.

e Meeting notes: Any written documentation describing the content and events—discussions,
presentations, etc.—of a meeting held by an HCC or its member organizations.

e Exercise or drill debrief documents: Any documentation describing or analyzing the results of
an exercise or drill conducted by an HCC or its member organizations.
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e AAR/IPs: An After Action Report and Improvement Plan (AAR/IP) is used to provide feedback to
participating entities on their performance during an exercise. The AAR/IP summarizes exercise
events and analyzes performance of the tasks identified as important during the planning
process. It also evaluates achievement of the selected exercise objectives and demonstration of
the overall capabilities being validated. The IP portion of the AAR/IP includes corrective actions
for improvement, timelines for implementation of corrective actions, and assignment to
responsible parties. AAR/IPs should follow Homeland Security Exercise and Evaluation Program
(HSEEP) principles and HPP will provide an optional template for future use.®

e Preparedness Plan: A Preparedness Plan meets the required components identified in the FOA.
This includes information collected on hazard vulnerabilities and risks, resources, gaps, needs,
and legal and regulatory considerations. The HCC Preparedness Plan enhances preparedness
and risk mitigation through cooperative activities based on common priorities and objectives.

e Response Plan: A Response Plan meets the required components identified in the FOA. An HCC
Response Plan describes HCC operations that support strategic planning, information sharing,
and resource management. The plan also describes the integration of these functions with the
ESF-8 lead agency to ensure information is provided to local officials and to effectively
communicate and address resource and other needs requiring ESF-8 assistance.

6 “Phase 4: After Action Report and Improvement Planning.” City and County of San Francisco Department

of Emergency Management. Accessed 7 Dec. 2016. http://sfdem.org/phase-4-after-action-report-and-

improvement-planning-0.
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Performance Measure 11

Percent of awardees with a complete, jurisdiction-wide protocol that delineates
a) the appropriate allocation of scarce resources during crises and b) local and
regional crisis standards of care (CSC) planning and implementation efforts.

Goal or Target

One hundred percent of awardees with a complete CSC protocol by the end of the five-year project
period.

Operational Intent

Assess how many awardees have a formalized CSC protocol by the end of the five-year project period.

Data Reporting
Awardees should report the following data to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response
The awardee has a complete,
jurisdiction-wide protocol that
. . O Complete

delineates a) the appropriate In broeress. but not vet
allocation of scarce resources during | Awardee CSC Protocol prog ! y

. - .. complete
crises and b) local and regional crisis

O No protocol

standards of care (CSC) planning and
implementation efforts

Table 13: Data Reporting for Performance Measure 11

Definitions and Interpretation

e Complete, jurisdiction-wide protocol that delineates a) the appropriate allocation of scarce
resources during crises and b) local and regional crisis standards of care (CSC) planning and
implementation efforts: By the conclusion of the five-year project period, HPP awardees must
document their processes to oversee jurisdictional crisis standards of care (CSC) planning and to
coordinate all local or regional planning efforts. HPP awardees must be prepared to submit
documentation to their FPOs and ASPR’s Technical Resource, Assistance Center, and Information
Exchange (TRACIE) detailing these processes upon request. Further, HPP awardees must ensure
the documentation includes:

= Efforts undertaken to promote a uniform approach to establishing the ethical and legal
frameworks necessary for CSC planning and implementation, for example, liability
protections and specific rules and laws that might need modification or suspension to
support CSC implementation, such as to broaden scope of practice or relax interstate
licensure requirements;

= Efforts undertaken to promote community engagement and discussion related to CSC
planning;

= Evidence of jurisdictional support of crisis surge response, including specific
methodologies to allow for the expansion of health care service delivery, including
establishment of alternate care facilities, adjustment of prescribing practices, and
amendment of EMS protocols;
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= Efforts undertaken to socialize and describe CSC planning in a whole-of-government
context, including discussions with elected officials and other government leaders; and,

= The process used to ensure provision of consistent and uniform clinical guidance for
scarce resource conditions.

HCCs also play a role in CSC planning. By the end of the five-year project period, each HPP-
funded HCC must document its plan for implementing CSC, integrating EMS, hospital, public
health, and emergency management policies related to situations in which the usual delivery of
health care services is not possible due to disaster conditions. HCCs must be prepared to submit
the documentation regarding this plan to an HPP FPO upon request. HCCs must include in the
documentation:

= The key stakeholders involved in the planning, including a description of how these
stakeholders integrate with each other to ensure a coordinated response to crisis
conditions;

= Efforts undertaken to promote provider engagement in CSC planning;

= Activities to support the implementation of crisis care decision-making by EMS agencies,
including dispatch, transport, and treatment decisions; and,

= Activities to support the implementation of crisis care decision-making by hospitals and
other health care entities, especially as they relate to managing limited resources and
the integration of crisis strategies into surge capacity planning and incident
management.
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Section 2: Redundant Communications Drill Performance
Measures

This section contains performance measures (PMs) that use data produced by a Redundant
Communications Drill (RCD) that is a requirement of the 2017-2022 Health Care Preparedness and
Response Capabilities and the FOA. For a crosswalk of PMs to the 2017-2022 Health Care Preparedness
and Response Capabilities, see Appendix 4: Crosswalk of Performance Measures to 2017-2022 Health

Care Preparedness and Response Capabilities.

Each HCC will conduct an RCD semiannually to test redundant forms of communication among its
members. Redundant communications refers to having multiple back-up communication modalities and
is imperative in emergency preparedness planning. Past exercise and real-world event experience
demonstrate that health care coalitions cannot depend on just one or even two means for
communication.

The following table lists the Data Entity—the organizational level at which the data are captured
(awardee or HCC)—and PM type for each PM:

PM Data Entity PM Type
12 HCC Activity
13 HCC Outcome

Table 14: Section 2 Data Entity and PM Type

The definitions for the PM types are:

e  Activity: Actions that use or involve HPP inputs; and,

e Outcome: Changes or benefits resulting from program activities and outputs. Outcomes can be
intended or unintended, positive or negative, and are often divided into short-, intermediate,
and long-term timeframes.
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Performance Measure 12

Percent of HCCs that have drilled their redundant communications plans and
systems and platforms at least once every six months.

Goal or Target

One hundred percent of HCCs are expected to respond ‘Yes’ (the HCC has drilled their redundant
communications plans and systems and platforms at least once every six months) every budget period.

Operational Intent

Redundant communication systems improve the likelihood that HCCs are able to coordinate response
activities during an emergency should one communication system fail. HCCs should test their redundant
communication systems using the drill prescribed in the FOA and take corrective action when systems
fail. This PM will assess whether regular communications drills are taking place to help ensure that
communications plans and systems and platforms are working when needed. The expectation is that
each HCC is testing at least one primary and one backup communication system during each drill as
detailed in the drill guidance in the FOA.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response
The HCC has drilled their redundant Exercise notes
. HCC Name:

communications plans and systems or other

X HCC . O Yes
and platforms at least once every six operational

O No

months documents

Table 15: Data Reporting for Performance Measure 12

Definitions and Interpretation

o Drilled: Testing at least one primary and one backup communication system as detailed in the
drill guidance in the FOA.

e Redundant communications plans and systems and platforms: Plans identify reliable, resilient,
interoperable, and redundant information and communication systems and platforms by which
the HCC intends to send and collect Essential Elements of Information (EEIs). These plans may
include incident management software; bed and patient tracking systems; EMS information
systems; municipal, hospital, and amateur radio systems; satellite telephones; among others,
and are designed to maintain situational awareness during an emergency. Systems and
platforms are the tools or methods of sharing EEI to HCC members and other stakeholders.

e At least once every six months: The budget period is 12 months. The HCC should plan to
conduct at least two RCDs per budget period.
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Performance Measure 13

Percent of HCC member organizations that responded during a redundant
communications drill by system and platform type used.

Goal or Target

At least two systems and platforms are used in every RCD. SHARPER will establish a baseline based on
performance data collected in the first budget period which will be used to set targets and goals for
subsequent budget periods.

Operational Intent

Having redundant communication systems improves the likelihood that HCCs are able to coordinate
response activities during an emergency. HCCs should test their redundant communication systems
using the drill prescribed in the FOA (testing at least one primary and one backup communication
system) and take corrective action when systems fail. However, communications systems—even when
functional—have limited value if they are not used by HCC members. This measure will provide insight
into the communication process—determining both (a) if communication is occurring between the HCC
and its members and (b) which platforms are most widely used during an RCD (see PM 12).

Data Reporting

Each HCC should report the following data to the awardee for each RCD conducted. Awardees should
report the following data on behalf of each HCC to SHARPER. Data will be collected for a maximum of
one drill each six months. SHARPER will calculate percentages.
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Data Point Data Entity Data Source Response

Primary communication

HCC Name:

(Select primary system)

O Telephone (landline, fax,
Government Emergency
Telecommunications Service)

system used by the HCC Drill notes or - Inte‘rnet (cable, fllber-op.tlc, VOIP)
. . O Radio (Land Mobile Radio system,
during the drill and number other
. HCC . amateur, two-way)
of core and additional operational
.. O Cellular (text, calls, data, pager,
member organizations documents . e .
respondin Wireless Priority Service)
P & O Satellite (phone, data)
(For each member) Member
Response:
O Yes
O No

(Select backup system)

O Telephone (landline, fax,
Government Emergency
Telecommunications Service)

Backup communication O Internet (cable, fiber-optic, VOIP)
system used by the HCC Drill notesor | 0 Radio (Land Mobile Radio system,
during the drill and number other amateur, two-way)
. HCC .
of core and additional operational O Cellular (text, calls, data, pager,
member organizations documents Wireless Priority Service)
responding O Satellite (phone, data)
(For each member) Member
Response:
O Yes
O No

Table 16: Data Reporting for Performance Measure 13

Definitions and Interpretation

Government Emergency Telecommunications Service: “Supports national leadership; federal,
state, local, tribal and territorial governments; and other authorized national security and
emergency preparedness (NS/EP) users. Provides priority access and prioritized processing in
the local and long distance segments of the landline networks, greatly increasing the probability
of call completion. There is no charge to subscribe to GETS; the only charge for GETS is usage.””’
Land Mobile Radio system: “Terrestrially-based, wireless communications systems commonly
used by federal, state, local, tribal, and territorial emergency responders, public works
companies, and even the military to support voice and low-speed data communications. LMR
systems typically consist of handheld portable radios, mobile radios, base stations, a network,
and repeaters.”®

7 Government Emergency Telecommunications Service (GETS). Department of Homeland Security. Accessed 10

Feb, 2017. https://www.dhs.gov/government-emergency-telecommunications-service-gets.

8 Land Mobile Radio (LMR) 101. Department of Homeland Security. Accessed 10 Feb, 2017. https://

www.dhs.gov/sites/default/files/publications/LMR%20101_508FINAL.pdf.
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e Responded: The number of HCC member organizations that have actively confirmed receipt of
the HCC's drill communication.

e Redundant communications drill: See drill guidance in the FOA.

e Redundant communications system and platform: Tools or methods of sharing EEIl to HCC
members and other stakeholders (e.g., incident management software; bed and patient tracking
systems; EMS information systems; municipal, hospital, and amateur radio systems; satellite
telephones; among others).
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Section 3: Coalition Surge Test Performance Measures

This section contains performance measures (PMs) that use data produced during the annual Coalition
Surge Test (CST). These PMs are aligned to the requirements of the 2017-2022 Health Care Preparedness
and Response Capabilities and the FOA. For a crosswalk of PMs to the 2017-2022 Health Care
Preparedness and Response Capabilities, see Appendix 4: Crosswalk of Performance Measures to 2017-
2022 Health Care Preparedness and Response Capabilities.

ASPR recognizes that HCCs are diverse and their response capacities may vary. To gauge the full extent
of HCC performance, ASPR selected eight PMs to assess the speed and extent to which HCCs can
coordinate an evacuation exercise. The eight PMs assess participation and both time- and percent-based
outcomes. In aggregate, these eight PMs should enable greater understanding of HCCs’ preparedness
capacities.

The following table lists the Data Entity—the organizational level at which the data are captured
(awardee or HCC)—and PM type for each PM:

PM Data Entity PM Type
14 HCC Output

15 HCC Output

16 HCC Outcome
17 HCC Outcome
18 HCC Outcome
19 HCC Outcome
20 HCC Outcome
21 HCC Outcome

Table 17: Section 3 Data Entity and PM Type

The definitions for the PM types are:

e Output: Products and services produced by HPP activities; and,

e Outcome: Changes or benefits resulting from program activities and outputs. Outcomes can be
intended or unintended, positive or negative, and are often divided into short-, intermediate,
and long-term timeframes.

Coalition Surge Test

The CST captures information on HCC performance that directly informs the PMs. The CST tests a
coalition’s ability to work in a coordinated way using their own systems and plans to find appropriate
destinations for patients using a simulated evacuation of inpatient facilities that collectively represent at
least 20 percent of a coalition’s staffed acute care bed capacity. The detailed exercise manual and
evaluation tools can be viewed online at
http://www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-tool.aspx. In the event that an HCC
has a real-world evacuation of at least 20 percent of a coalition’s total staffed acute care bed capacity
during the reporting year, the HCC can use the data from the real-world evacuation to respond to each
applicable PM. The HCC must still submit an AAR/IP that specifically responds to each applicable PM if a
real-world evacuation occurs during the reporting year.
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The CST includes a low- to no-notice exercise. Low- to no-notice exercising is important in ensuring that
HCCs can transition quickly and efficiently into “disaster mode” and provide a more realistic picture of
readiness than pre-announced exercises. At least one month in advance, a trusted insider will identify
the assessment team and inform HCC members of the two-week window in which the CST will occur.
HCC members will not know the exact date and time, and they will not know whether they are playing
the role of “evacuating” or “receiving” facility until 60 minutes before the start of the exercise.

The CST is designed to be challenging. Struggling with a challenging exercise may be more helpful in the
long run than succeeding with an easier one. Within 90 minutes, an HCC should be able to identify the
beds it can make available, determine the patient placements necessary, match patients to those beds,
and identify transportation resources appropriate for each patient. While no patients will be moved
during the exercise, the actual movement of patients during a real evacuation event may not happen
within the 90-minutes of Phase 1 (during the CST, some HCCs may not be able to identify beds and
transportation for all patients within 90 minutes).

The CST is intended to improve health care system response readiness. HCCs will select their own peer
assessors who can provide exacting, but constructive, feedback to improve response.

The CST tests the overall health care system response. Although the exercise simulates a health facility
evacuation, it can reveal preparedness capabilities needed for a number of different scenarios. These
capabilities may include emergency operations coordination, information sharing, and medical surge
capacity.

The entire CST takes approximately four hours to complete and includes the following phases:

e Phase 1: Table Top Exercise with Functional Elements and Facilitated Discussion (180-210
minutes)

The exercise starts 60 minutes after the assessment team notifies one or more hospitals or
other patient-care facilities that they need to stand up their facility command centers. The
exercise ends when all patients are placed or after 90 minutes, whichever comes first, after
which participants will join a facilitated discussion that explores issues raised during the
exercise. The facilitated discussion may include: patient transportation planning, receiving
health care facility capacity, patient tracking and public information, the needs of vulnerable
patients, and continuity of operations.

e Phase 2: After Action Review (30-45 minutes)

An after action review concludes the CST and consists of an assessment of strengths and
weaknesses and corrective action planning. Ideally, this should occur immediately after Phase 1,
but it can be scheduled for a later date to maximize health care executive participation;
however, it must occur within 30 days of Phase 1.
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Performance Measure 14

Percent of HCC core member organizations participating in Phase 1: Table Top
Exercise with Functional Elements and Facilitated Discussion of the Coalition

Surge Test.

Goal or Target

One hundred percent of each HCC’s core member organizations are participating in Phase 1 of the CST
every budget period.

Operational Intent

Other than actual events, exercises are the primary method for HCCs and their member organizations to
demonstrate their ability to perform under emergency scenarios. Therefore, a number of HPP
performance indicators are based on exercises. Participation of HCC members is crucial to truly test
preparedness and response capabilities thus this indicator is intended to gauge the extent to which HCC
core member organizations are engaged in coalition exercises.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity | Data Source Response

Attendance log for
Phase 1: Table Top

HCC core member organizations
participating in Phase 1: Table Top

. . . Exercise with HCC Name:

Exercise with Functional Elements . ———

- . . Functional Elements For each core member:
and Facilitated Discussion of the HCC . L

, and Facilitated O Participating

Coalition Surge Test (or real-world . . e

. Discussion of the O Not Participating
evacuation of at least 20 percent .\
of coalition’s total beds) Coalition Surge Text

(or AAR/IP)

Table 18: Data Reporting for Performance Measure 14

Definitions and Interpretation

e HCC core member organizations: Core members are defined in the 2017-2022 Health Care
Preparedness and Response Capabilities as acute care hospitals, EMS, emergency management,
and public health. See Appendix 3: List of Core and Additional HCC Member Types for a full list.

e Participating: A member organization is considered to be participating if they are physically or
remotely connected to the conduct of the CST or real-world evacuation in real time. A core
member organization should be marked as “not participating” if it did not participate.

e Phase 1: Table Top Exercise with Functional Elements and Facilitated Discussion: The exercise
starts 60 minutes after the assessment team notifies one or more hospitals or other patient-care
facilities that they need to stand up their facility command centers. The exercise ends when all
patients have an identified bed and mode of transport, or after 90 minutes, whichever comes
first. Immediately following the exercise, participants will join a facilitated discussion that
explores issues raised during the exercise, which may include: patient transportation planning;
receiving health care facility capacity; patient tracking and public information; and, the needs of
vulnerable patients and continuity of operations.
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e Coalition Surge Test: The CST tests a coalition’s ability to work in a coordinated way using their
own systems and plans to find appropriate destinations for patients using a simulated
evacuation of inpatient facilities that collectively represent at least 20 percent of a coalition’s
staffed acute care bed capacity. The CST is designed to help HCCs identify gaps in their surge
planning through a no- or low-notice exercise. The exercise’s foundation comes from a real-
world health care system disaster challenge—the evacuation of a hospital or other patient care
facility. Further, the test incorporates lessons learned from pilot tests with HCCs in South
Dakota, Texas, Michigan, and Wyoming that contributed significantly to the tool’s development.
The test is available and free for all to use in their health care disaster preparedness and
planning. The CST and related materials are available at
http://www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-tool.aspx.

e AAR/IPs: An After Action Report and Improvement Plan (AAR/IP) is used to provide feedback to
participating entities on their performance during an exercise. The AAR/IP summarizes exercise
events and analyzes performance of the tasks identified as important during the planning
process. It also evaluates achievement of the selected exercise objectives and demonstration of
the overall capabilities being validated. The IP portion of the AAR/IP includes corrective actions
for improvement, timelines for implementation of corrective actions, and assignment to
responsible parties. AAR/IPs should follow Homeland Security Exercise and Evaluation Program
(HSEEP) principles and HPP will provide an optional template for future use.’

% “Phase 4: After Action Report and Improvement Planning.” City and County of San Francisco Department of

Emergency Management. Accessed 7 Dec. 2016. http://sfdem.org/phase-4-after-action-report-and-improvement-
planning-0.
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Performance Measure 15

Percent of HCC core member organizations’ executives participating in Phase 2:
After Action Review of the Coalition Surge Test.

Goal or Target

SHARPER will establish a baseline based on participation of HCCs’ core member organizations’
executives in Phase 2: After Action Review of the CST in the first budget period which will be used to set
targets and goals for subsequent budget periods.

Operational Intent

Member organizations’ executive participation demonstrates an HCC's ability to perform its role as a
convener. Executive-level participation in the after action review phase of the CST increases the
likelihood that HCC member organizations can act on lessons learned, improving preparedness and
response capabilities for their communities. This indicator provides insight into the extent to which HCC
core member organizations’ executives are engaged in the lessons learned event of the required surge
exercise to enable systematic learning.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response

HCC core member organizations’ Attendance log

executives participating (in person or for Phase 2: HCC Name:

virtually) in Phase 2: After Action After Action For each core member’s
Review (30-45 minutes) of the HCC Review of the executive(s):

Coalition Surge Test (or real-world Coalition Surge | OO Participating
evacuation of at least 20 percent of Text (or OO Not Participating
coalition’s total beds) AAR/IP)

Table 19: Data Reporting for Performance Measure 15

Definitions and Interpretation

e Executives: An executive is a decision-maker for his/her respective organization and should have
decision-making power to include, but not limited to, allocating or reallocating resources,
changing staffing roles and responsibilities, and modifying business processes in his/her
organization. Typical titles of executives with decision-making power include Chief Executive
Officer, Chief Operating Officer, Chief Medical Officer, Chief Clinical Officer, Chief Nursing
Officer, State and/or Local Director of Public Health, Director of Emergency Management,
Administrator on Duty, or Chief of EMS, among others.

e Participating: A member organization or executive is considered to be participating if they are
physically or remotely connected to the conduct of the After Action Review in real time.

e Phase 2: After Action Review: An after action review concludes the exercise and consists of an
assessment of strengths and weaknesses and corrective action planning. This phase should be
conducted within 30 days of the exercise of the CST.

e Coalition Surge Test: The CST tests a coalition’s ability to work in a coordinated way using their
own systems and plans to find appropriate destinations for patients using a simulated
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evacuation of inpatient facilities that collectively represent at least 20 percent of a coalition’s
staffed acute care bed capacity. The CST is designed to help HCCs identify gaps in their surge
planning through a no- or low-notice exercise. The exercise’s foundation comes from a real-
world health care system disaster challenge—the evacuation of a hospital or other patient care
facility. Further, the test incorporates lessons learned from pilot tests with HCCs in South
Dakota, Texas, Michigan, and Wyoming that contributed significantly to the tool’s development.
The test is available and free for all to use in their health care disaster preparedness and
planning. The CST and related materials are available at
http://www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-tool.aspx.

e AAR/IPs: An After Action Report and Improvement Plan (AAR/IP) is used to provide feedback to
participating entities on their performance during an exercise. The AAR/IP summarizes exercise
events and analyzes performance of the tasks identified as important during the planning
process. It also evaluates achievement of the selected exercise objectives and demonstration of
the overall capabilities being validated. The IP portion of the AAR/IP includes corrective actions
for improvement, timelines for implementation of corrective actions, and assignment to
responsible parties. AAR/IPs should follow Homeland Security Exercise and Evaluation Program
(HSEEP) principles and HPP will provide an optional template for future use.°

10 “Phase 4: After Action Report and Improvement Planning.” City and County of San Francisco Department of
Emergency Management. Accessed 7 Dec. 2016. http://sfdem.org/phase-4-after-action-report-and-improvement-
planning-0.
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Performance Measure 16

Percent of patients at the evacuating facilities that are identified as able to be:
a) discharged safely to home or b) evacuated to receiving facilities during Phase
1: Table Top Exercise with Functional Elements and Facilitated Discussion of the
Coalition Surge Test.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

Under a real-world evacuation, it is critical that facilities assess each patient’s care needs and determine
the most appropriate approach to ensure his/her care and well-being. This indicator will assess HCC
member organizations’ ability to identify current inpatient needs and decompress. An HCC
demonstrates the ability to identify patients able to be evacuated or safely discharged through the
successful completion of the CST or real-world evacuation of at least 20 percent of the coalition’s
baseline of staffed acute care beds. In the exercise, evacuating facilities are instructed to take a current
patient count and to work (using whatever communication mechanisms it would during a real
evacuation) to find appropriate destinations for each patient.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages. All patients at the evacuating
facilities shall be represented in one of the data points below.

Data Point Data Entity | Data Source Response
Number of patients at evacuating

facilities identified as being able to

be discharged safely to home HCC Name:

during a Coalition Surge Test (or HCC CST (or AAR/IP) # (Patients)

real-world evacuation of at least 20

percent of coalition’s beds)

Number of patients at evacuating

facilities identified as being able to

be evacuated to receiving facilities HCC Name:

during a Coalition Surge Test (or HCC CST (or AAR/IP) # (Patients)

real-world evacuation of at least 20

percent of coalition’s beds)

Total patients at all evacuating

facilities at the beginning of the

Coalition Surge Teg;t (or feal-world HCC CST (or AAR/IP) HCC Name:.—
# (Patients)

evacuation of at least 20 percent of
coalition’s beds)
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Data Point Data Entity | Data Source Response
Total number of staffed acute care HCC State licensing data HCC Name:
beds in the coalition (baseline) & # (Beds)

Table 20: Data Reporting for Performance Measure 16

Definitions and Interpretation

e Evacuated or discharged safely: Patients should be categorized by two levels of acuity during
the exercise: 1) able to be safely discharged to home or 2) able to be evacuated to receiving
facilities based on the patient’s clinical status.

e Home or receiving facilities: For the purposes of the CST, no patients will actually be moved.
However, the evacuating facilities, in coordination with their HCC, should identify patients that
can be safely discharged or who will need to be evacuated to receiving facilities. Home is the
patient’s usual and regular living arrangement, such as a barracks, dorm, single-family house,
apartment, group home, or other institutional housing. Receiving facilities are all facilities that
are able to receive patients. The LEAD Excel tool from the Coalition Surge Tool provides a table
for organizing this information.

e Total patients at evacuating facilities: The total number of patients at all evacuating facilities
participating in Phase 1 of the CST, to include all inpatients in each facility regardless of location
or admission status.

e Total number of staffed acute care beds in the coalition: HCCs are expected to determine the
approximate total number of staffed acute care beds across the coalition in order to identify the
evacuating facilities for a CST. The evacuating facilities should collectively represent at least 20
percent of the HCC's total number of staffed acute care beds in order to adequately stress the
coalition.

e Coalition Surge Test: The CST tests a coalition’s ability to work in a coordinated way using their
own systems and plans to find appropriate destinations for patients using a simulated
evacuation of inpatient facilities that collectively represent at least 20 percent of a coalition’s
staffed acute care bed capacity. The CST is designed to help HCCs identify gaps in their surge
planning through a no- or low-notice exercise. The exercise’s foundation comes from a real-
world health care system disaster challenge—the evacuation of a hospital or other patient care
facility. Further, the test incorporates lessons learned from pilot tests with HCCs in South
Dakota, Texas, Michigan, and Wyoming that contributed significantly to the tool’s development.
The test is available and free for all to use in their health care disaster preparedness and
planning. The CST and related materials are available at
http://www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-tool.aspx.

e AAR/IPs: An After Action Report and Improvement Plan (AAR/IP) is used to provide feedback to
participating entities on their performance during an exercise. The AAR/IP summarizes exercise
events and analyzes performance of the tasks identified as important during the planning
process. It also evaluates achievement of the selected exercise objectives and demonstration of
the overall capabilities being validated. The IP portion of the AAR/IP includes corrective actions
for improvement, timelines for implementation of corrective actions, and assignment to
responsible parties. AAR/IPs should follow Homeland Security Exercise and Evaluation Program
(HSEEP) principles and HPP will provide an optional template for future use.!

11 “Phase 4: After Action Report and Improvement Planning.” City and County of San Francisco Department

of Emergency Management. Accessed 7 Dec. 2016. http://sfdem.org/phase-4-after-action-report-and-
improvement-planning-0.

Implementation Guidance 39



http://www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-tool.aspx

https://www.fema.gov/media-library-data/20130726-1914-25045-8890/hseep_apr13_.pdf

https://www.fema.gov/media-library-data/20130726-1914-25045-8890/hseep_apr13_.pdf

http://sfdem.org/phase-4-after-action-report-and-improvement-planning-0



2017-2022 HPP Performance Measures Implementation Guidance

Performance Measure 17

Time [in minutes] for evacuating facilities in the HCC to report the total number
of evacuating patients.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

The CST assesses the preparedness and response performance of HCCs and member organizations
across a number of critical functions. While an HCC may have completed foundational aspects of
community preparedness (i.e., Preparedness and Response Plans), exercises test an HCC's ability to
perform critical functions in an emergency scenario. One of these functions is to identify the total
number of patients in an evacuating facility so that receiving facilities may prepare to receive them. This
measure determines how quickly evacuating facilities are able to assess and communicate essential
patient counts across the HCC.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response

Time [in minutes] for the last

evacuating facility to report the HCC Name:

total number of patients identified & (min)

as able to be evacuated after start | HCC CST (or AAR/IP) O Not complete in 90
of a Coalition Surge Test (or real- minute Phase 1
world evacuation of at least 20 exercise

percent of coalition’s total beds)

Table 21: Data Reporting for Performance Measure 17

Definitions and Interpretation

e Time [in minutes]: Measured from the start of Phase 1 of the CST and ending when the last
evacuating facility reports the patient count to be evacuated or 90 minutes elapses, whichever is
less. If the last evacuating facility cannot report the patient count before 90 minutes elapses, the
HCC should indicate ‘not complete in 90 minute Phase 1 exercise’.

e Evacuating facilities: A trusted insider creates a list of patient care facilities (e.g., hospitals,
skilled nursing facilities) that could play the role of evacuating facilities during the exercise. The
list should identify backup facilities as well, in case some decline to participate when called, as
well as include information on bed and patient count, which might help the assessment team
select evacuating facilities. The assessment team (led by the LEAD assessor) will use facility
information provided by the trusted insider to identify a facility (or set of facilities) whose
evacuation would adequately stress the coalition. Assessors should seek to identify inpatient
facilities whose collective evacuation would surge the coalition to 20 percent above staffed
acute care bed capacity. The LEAD Excel tool from the Coalition Surge Tool provides a table for
organizing this information.
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e Report the total number of patients identified as able to be evacuated: Evacuating facilities
should plan to evacuate all of their patients. Evacuating facilities are instructed to take a current
patient count; however, there will be no movement of actual patients. The end point of this
measure will be achieved when the last evacuating facility reports their patient count.

e Coalition Surge Test: The CST tests a coalition’s ability to work in a coordinated way using their
own systems and plans to find appropriate destinations for patients using a simulated
evacuation of inpatient facilities that collectively represent at least 20 percent of a coalition’s
staffed acute care bed capacity. The CST is designed to help HCCs identify gaps in their surge
planning through a no- or low-notice exercise. The exercise’s foundation comes from a real-
world health care system disaster challenge—the evacuation of a hospital or other patient care
facility. Further, the test incorporates lessons learned from pilot tests with HCCs in South
Dakota, Texas, Michigan, and Wyoming that contributed significantly to the tool’s development.
The test is available and free for all to use in their health care disaster preparedness and
planning. The CST and related materials are available at
http://www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-tool.aspx.

e AAR/IPs: An After Action Report and Improvement Plan (AAR/IP) is used to provide feedback to
participating entities on their performance during an exercise. The AAR/IP summarizes exercise
events and analyzes performance of the tasks identified as important during the planning
process. It also evaluates achievement of the selected exercise objectives and demonstration of
the overall capabilities being validated. The IP portion of the AAR/IP includes corrective actions
for improvement, timelines for implementation of corrective actions, and assignment to
responsible parties. AAR/IPs should follow Homeland Security Exercise and Evaluation Program
(HSEEP) principles and HPP will provide an optional template for future use.*?

12 “Phase 4: After Action Report and Improvement Planning.” City and County of San Francisco Department
of Emergency Management. Accessed 7 Dec. 2016. http://sfdem.org/phase-4-after-action-report-and-
improvement-planning-0.
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Performance Measure 18

Percent of evacuating patients with an appropriate bed identified at a receiving
health care facility in 90 minutes.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

In the CST, HCCs and their member organizations are expected to simulate the assessment of patient
acuity at evacuating facilities and identify beds appropriate for patient care needs at receiving facilities.
This PM demonstrates the ability of HCCs to load share to meet initial patient care needs under an
emergency scenario.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity | Data Source Response
Total beds identified at all receiving

facilities at the end of the exercise during

a Coalition Surge Test (or real-world HCC CST (or AAR/IP)
evacuation of at least 20 percent of

coalition’s beds)

(See PM 16) Number of patients at

evacuating facilities identified as being

able to be evacuated to receiving facilities HCC Name:

during a Coalition Surge Test (or real- HCC CST (or AAR/IP) # (Patients)
world evacuation of at least 20 percent of

coalition’s beds)

HCC Name:
# (Beds)

Table 22: Data Reporting for Performance Measure 18

Definitions and Interpretation

e Evacuating patients: Evacuating facilities are instructed to identify all inpatients in each facility
regardless of location or admission status and to find appropriate destinations for each patient
using whatever communication mechanisms used during a real evacuation. However, there will
be no movement of actual patients.

e Appropriate bed identified: A bed will be considered identified when there is verbal or written
(e.g., email or notation in incident management software) agreement from another facility that
it can provide an appropriate destination for the patient. Appropriate refers to the clinically
appropriate decision based on the patient’s specific health care needs.

e Receiving health care facility: Potential receiving facilities are all facilities that are able to
receive patients, including hospitals and alternate care facilities.

e Coalition Surge Test: The CST tests a coalition’s ability to work in a coordinated way using their
own systems and plans to find appropriate destinations for patients using a simulated
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evacuation of inpatient facilities that collectively represent at least 20 percent of a coalition’s
staffed acute care bed capacity. The CST is designed to help HCCs identify gaps in their surge
planning through a no- or low-notice exercise. The exercise’s foundation comes from a real-
world health care system disaster challenge—the evacuation of a hospital or other patient care
facility. Further, the test incorporates lessons learned from pilot tests with HCCs in South
Dakota, Texas, Michigan, and Wyoming that contributed significantly to the tool’s development.
The test is available and free for all to use in their health care disaster preparedness and
planning. The CST and related materials are available at
http://www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-tool.aspx.

® AAR/IPs: An After Action Report and Improvement Plan (AAR/IP) is used to provide feedback to
participating entities on their performance during an exercise. The AAR/IP summarizes exercise
events and analyzes performance of the tasks identified as important during the planning
process. It also evaluates achievement of the selected exercise objectives and demonstration of
the overall capabilities being validated. The IP portion of the AAR/IP includes corrective actions
for improvement, timelines for implementation of corrective actions, and assignment to
responsible parties. AAR/IPs should follow Homeland Security Exercise and Evaluation Program
(HSEEP) principles and HPP will provide an optional template for future use.?

13“Phase 4: After Action Report and Improvement Planning.” City and County of San Francisco Department of
Emergency Management. Accessed 7 Dec. 2016. http://sfdem.org/phase-4-after-action-report-and-
improvement-planning-0.
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Performance Measure 19

Time [in minutes] for receiving facilities in the HCC to report the total number of
beds available to receive patients.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

In order to perform its role effectively in an emergency situation, an HCC and its member organizations
requires timely access to Essential Elements of Information (EEI). Just as evacuating facilities must
communicate the number of patients identified for evacuation, HCCs and their member organizations
must know how many beds are available at receiving facilities in order to match them to incoming
patients. This measure gauges how quickly receiving facilities are able to assess and communicate EEI
across the HCC.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response

Time [in minutes] for the last

receiving facility to report the total HCC Name:

number of beds available to receive (min)
patients after start of a Coalition HCC CST (or AAR/IP) O Not complete in 90
Surge Test (or real-world evacuation minute Phase 1

of at least 20 percent of coalition’s exercise

total beds)

Table 23: Data Reporting for Performance Measure 19

Definitions and Interpretation

e Time [in minutes]: Measured from the start of Phase 1 of the CST and ending when the last
potential receiving facility reports the number of beds available to receive patients or 90
minutes elapses, whichever is less. If the last receiving facility cannot report the number of beds
to receive patients before 90 minutes elapses, the HCC should indicate ‘not complete in 90
minute Phase 1 exercise’.

o For the last receiving facility: Receiving facilities are all facilities that are able to receive
patients. The LEAD Excel tool from the Coalition Surge Tool provides a table for organizing this
information.

e Report the total number of beds available to receive patients: Evacuating facilities are
instructed to take a current patient count and to work (using whatever communication
mechanisms it would during a real evacuation) to find appropriate destinations for each patient.
Appropriate refers to the clinically appropriate decision based on the patient’s specific health
care needs. A patient will have a bed identified when there is verbal or written (e.g., email or
notation in incident management software) agreement from a receiving facility that it can
provide an appropriate destination for the patient. However, there will be no movement of
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actual patients. The end point of this measure will be achieved when the last
potential patient has a bed identified at a receiving facility.

e Coalition Surge Test: The CST tests a coalition’s ability to work in a coordinated way using their
own systems and plans to find appropriate destinations for patients using a simulated
evacuation of inpatient facilities that collectively represent at least 20 percent of a coalition’s
staffed acute care bed capacity. The CST is designed to help HCCs identify gaps in their surge
planning through a no- or low-notice exercise. The exercise’s foundation comes from a real-
world health care system disaster challenge—the evacuation of a hospital or other patient care
facility. Further, the test incorporates lessons learned from pilot tests with HCCs in South
Dakota, Texas, Michigan, and Wyoming that contributed significantly to the tool’s development.
The test is available and free for all to use in their health care disaster preparedness and
planning. The CST and related materials are available at
http://www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-tool.aspx.

e AAR/IPs: An After Action Report and Improvement Plan (AAR/IP) is used to provide feedback to
participating entities on their performance during an exercise. The AAR/IP summarizes exercise
events and analyzes performance of the tasks identified as important during the planning
process. It also evaluates achievement of the selected exercise objectives and demonstration of
the overall capabilities being validated. The IP portion of the AAR/IP includes corrective actions
for improvement, timelines for implementation of corrective actions, and assignment to
responsible parties. AAR/IPs should follow Homeland Security Exercise and Evaluation Program
(HSEEP) principles and HPP will provide an optional template for future use.*

14 “Phase 4: After Action Report and Improvement Planning.” City and County of San Francisco Department
of Emergency Management. Accessed 7 Dec. 2016. http://sfdem.org/phase-4-after-action-report-and-
improvement-planning-0.

Implementation Guidance 45



http://www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-tool.aspx

https://www.fema.gov/media-library-data/20130726-1914-25045-8890/hseep_apr13_.pdf

https://www.fema.gov/media-library-data/20130726-1914-25045-8890/hseep_apr13_.pdf

http://sfdem.org/phase-4-after-action-report-and-improvement-planning-0



2017-2022 HPP Performance Measures Implementation Guidance

Performance Measure 20

Percent of evacuating patients with acceptance for transfer to another facility
that have an appropriate mode of transport identified in 90 minutes.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

Once appropriate beds are identified by receiving facilities, the HCC and its member organizations will
identify the appropriate modes of transport to receiving facilities based on patient care needs. This PM
assesses demonstrated ability to meet patient transportation needs.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity | Data Source Response
Total patients matched to a

confirmed, appropriate mode of

transport to their receiving facility HCC Name:

at the end of the exercise (or real- HCC CST (or AAR/IP) # (Patients)

world evacuation of at least 20

percent of coalition’s beds)

(See PM 16) Number of patients at

evacuating facilities identified as

being able to be evacuated to

receiving facilities during a HCC CST (or AAR/IP) HCCName: _______
# (Patients)

Coalition Surge Test (or real-world
evacuation of at least 20 percent of
coalition’s beds)

Table 24: Data Reporting for Performance Measure 20

Definitions and Interpretation

e Evacuating patients: Evacuating facilities are instructed to identify all inpatients in each facility
regardless of location or admission status and to find appropriate destinations and
transportation for each patient using whatever communication mechanisms used during a real
evacuation. However, there will be no movement of actual patients.

e Acceptance for transfer to another facility that have a mode of appropriate transport
identified: A patient will be considered accepted for transfer when: 1) there is verbal or written
(e.g., email or notation in incident management software) agreement from another facility that
it can provide an appropriate destination for the patient; and, 2) the exercise participants have
identified appropriate modes of transport that could move patients to their new locations.
Appropriate refers to the clinically appropriate decision based on the patient’s specific health
care needs.
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e Coalition Surge Test: The CST tests a coalition’s ability to work in a coordinated way using their
own systems and plans to find appropriate destinations for patients using a simulated
evacuation of inpatient facilities that collectively represent at least 20 percent of a coalition’s
staffed acute care bed capacity. The CST is designed to help HCCs identify gaps in their surge
planning through a no- or low-notice exercise. The exercise’s foundation comes from a real-
world health care system disaster challenge—the evacuation of a hospital or other patient care
facility. Further, the test incorporates lessons learned from pilot tests with HCCs in South
Dakota, Texas, Michigan, and Wyoming that contributed significantly to the tool’s development.
The test is available and free for all to use in their health care disaster preparedness and
planning. The CST and related materials are available at
http://www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-tool.aspx.

e AAR/IPs: An After Action Report and Improvement Plan (AAR/IP) is used to provide feedback to
participating entities on their performance during an exercise. The AAR/IP summarizes exercise
events and analyzes performance of the tasks identified as important during the planning
process. It also evaluates achievement of the selected exercise objectives and demonstration of
the overall capabilities being validated. The IP portion of the AAR/IP includes corrective actions
for improvement, timelines for implementation of corrective actions, and assignment to
responsible parties. AAR/IPs should follow Homeland Security Exercise and Evaluation Program
(HSEEP) principles and HPP will provide an optional template for future use.®®

15“Phase 4: After Action Report and Improvement Planning.” City and County of San Francisco Department of
Emergency Management. Accessed 7 Dec. 2016. http://sfdem.org/phase-4-after-action-report-and-
improvement-planning-0.
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Performance Measure 21

Time [in minutes] for the HCCs to identify an appropriate mode of transport for
the last evacuating patient.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

Once evacuating patients and receiving facility beds have been identified and counted, appropriate
modes of transport for patients should be identified. This indicator measures how quickly HCCs can
coordinate between EMS, evacuating facilities, other member organizations, and community resources
to identify appropriate transport for evacuating patients.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response

Time [in minutes] for an available

and appropriate mode of transport HCC Name:

to be identified for the last & (min)
evacuating patient after start of a HCC CST (or AAR/IP) O Not complete in 90
Coalition Surge Test (or real-world minute Phase 1
evacuation of at least 20 percent of exercise

coalition’s total beds)

Table 25: Data Reporting for Performance Measure 21

Definitions and Interpretation

o Time [in minutes]: Measured from the start of Phase 1 of the CST and ending when the last
evacuating patient has an available and appropriate mode of transport identified or 90 minutes
elapses, whichever is less. If an available and appropriate mode of transport is not identified for
the last evacuating patient before 90 minutes elapses, the HCC should indicate ‘not complete in
90 minute Phase 1 exercise’.

e Appropriate mode of transport to be identified for the last evacuating patient: Evacuating
facilities are instructed to take a current patient count and to work (using whatever
communication mechanisms it would during a real evacuation) to find appropriate destinations
and appropriate transport for each patient. Appropriate refers to the clinically appropriate
decision based on the patient’s specific health care needs. However, there will be no
movement of actual patients. Evacuating facilities identify appropriate mode(s) of transport
that could move patients to their new locations (players are asked to match transportation
assets to each individual patient). The LEAD Excel tool from the Coalition Surge Tool provides a
table for organizing this information.
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e Coalition Surge Test: The CST tests a coalition’s ability to work in a coordinated way using their
own systems and plans to find appropriate destinations for patients using a simulated
evacuation of inpatient facilities that collectively represent at least 20 percent of a coalition’s
staffed acute care bed capacity. The CST is designed to help HCCs identify gaps in their surge
planning through a no- or low-notice exercise. The exercise’s foundation comes from a real-
world health care system disaster challenge—the evacuation of a hospital or other patient care
facility. Further, the test incorporates lessons learned from pilot tests with HCCs in South
Dakota, Texas, Michigan, and Wyoming that contributed significantly to the tool’s development.
The test is available and free for all to use in their health care disaster preparedness and
planning. The CST and related materials are available at
http://www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-tool.aspx.

e AAR/IPs: An After Action Report and Improvement Plan (AAR/IP) is used to provide feedback to
participating entities on their performance during an exercise. The AAR/IP summarizes exercise
events and analyzes performance of the tasks identified as important during the planning
process. It also evaluates achievement of the selected exercise objectives and demonstration of
the overall capabilities being validated. The IP portion of the AAR/IP includes corrective actions
for improvement, timelines for implementation of corrective actions, and assignment to
responsible parties. AAR/IPs should follow Homeland Security Exercise and Evaluation Program
(HSEEP) principles and HPP will provide an optional template for future use.®

16 “Phase 4: After Action Report and Improvement Planning.” City and County of San Francisco Department of
Emergency Management. Accessed 7 Dec. 2016. http://sfdem.org/phase-4-after-action-report-and-improvement-
planning-0.
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Section 4: Joint Performance Measures

This section contains joint performance measures (PMs) between HPP and the Emergency Medical
Services for Children (EMSC) and the Public Health Emergency Preparedness (PHEP) programs. These
PMs are aligned to the requirements of the 2017-2022 Health Care Preparedness and Response
Capabilities and the FOA. For a crosswalk of PMs to the 2017-2022 Health Care Preparedness and
Response Capabilities, see Appendix 4: Crosswalk of Performance Measures to 2017-2022 Health Care
Preparedness and Response Capabilities.

Awardees and HCCs will not report data on these PMs to HPP. EMSC and PHEP will collect this
information as part of their grants and cooperative agreements, and share the data with HPP and
SHARPER.

The following table lists the Data Entity—the organizational level at which the data are captured
(awardee or HCC)—and PM type for each PM:

PM Data Entity PM Type
22 Hospital Activity

J.1 Awardee Outcome
J.2 Awardee Outcome

Table 26: Section 4 Data Entity and PM Type

The definitions for the PM types are:

e  Activity: Actions that use or involve HPP inputs; and,

e Outcome: Changes or benefits resulting from program activities and outputs. Outcomes can be
intended or unintended, positive or negative, and are often divided into short-, intermediate,
and long-term timeframes.
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Performance Measure 22

Percent of hospitals with an Emergency Department (ED) recognized through a
statewide, territorial, or regional standardized system that are able to stabilize
and/or manage pediatric medical emergencies.

Goal or Target
Determined by Emergency Medical Services for Children (EMSC).

Operational Intent

Determine if hospitals have EDs that are recognized through a statewide, territorial, or regional
standardized system that are able to stabilize and/or manage pediatric medical emergencies. HPP will
review overall trends in HCCs with hospitals capable of stabilizing and managing a pediatric patient. The
inclusion of this measure links the HPP and Emergency Medical Services for Children (EMSC) programs:
highlighting pediatric readiness as key to ensuring states are considering the special needs of children
during emergencies.

Data Reporting

As the data on this joint measure is collected by EMSC as part of their grant requirements, no data will
be collected by HPP.

Data Point Data Entity Data Source Response
Reported by EMSC: Hospitals with

Emergency Departments that are able

to stabilize and/or manage pediatric Hospitals EMSCY n/a
medical emergencies provided by

EMSC

Table 27: Data Reporting for Performance Measure 22

Definitions and Interpretation

e Emergency Medical Services for Children (EMSC): EMSC grants have helped all 50 states, the
District of Columbia, and five U.S. territories and freely associated states (the Commonwealth of
the Northern Mariana Islands, American Samoa, the U.S. Virgin Islands, Guam, and Puerto Rico).
Grant funds have improved the availability of child-appropriate equipment in ambulances and
emergency departments; supported hundreds of programs to prevent injuries; and provided
thousands of hours of training to emergency medical technicians, paramedics, and other
emergency medical care providers. The EMSC Program supported legislation mandating EMSC
initiatives in several states, and to educational materials covering every aspect of pediatric
emergency care. Most importantly, EMSC efforts are saving kids' lives.

17 No data collection required. EMSC will provide the data on the hospitals with EDs that are able to stabilize
and/or manage pediatric medical emergencies. HPP awardees, HCCs, and hospitals do not need to provide any
data to HPP for this component of the measure.
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Performance Measure HPP-PHEP J.1: Information Sharing

Percentage of local partners that requested Essential Elements of Information
(EEI) to the public health/medical lead within the awardee’s timeframe.

Awardees are required to report twice for this measure. If you have zero or one data point to report,
conduct exercises (including drills) or planned events to obtain two data points for this PM. Only
information sharing related to an MCM incident or scenario (including an exercise or drill) will count
towards the MCM ORR, so ensure this is accomplished at least every other year. In alternate years,
consider exercising information sharing related to non-MCM incidents and scenarios to test capability
for sharing different types of EEl with different local partners.

How is the measure calculated?

Numerator: Number of local partners that reported requested EEI to the public health/medical lead
within the requested timeframe

Denominator: Number of local partners that received a request for EEI

Why is this measure important?

The intent of this measure is to assess the extent to which local response entities communicate
requested information to the public health/medical lead in order to facilitate situational awareness and
the effective management of resources in a timely manner.

What other requirements are there for reporting measure data?

This measure requires submission of self-reported data. Data should be collected and reported by
incident (or planned event or exercise). Awardees are required to report at least two data points for this
measure. One data point must reflect the awardee’s best performance (highest percentage); the other
must reflect performance which, based on a determination from the awardee, calls for focused quality
improvement and, if applicable, technical assistance. Awardees are encouraged to submit data on
additional incidents, planned events and exercises as well. There are no specific reporting requirements
or parameters for these additional data points.

How does this measure align with the MCM ORR tool?

Information sharing is essential during responses to all emergencies, and is particularly important to
the facilitation of situational awareness and appropriate allocation of resources during an MCM
incident. The MCM ORR tool requires exercising the sharing of EEl every two years during an MCM-
related incident. There is an opportunity to work with partners to align EEIl sharing processes for the
HPP-PHEP J.1 and the MCM ORR by conducting an MCM-oriented exercise or drill every two years and
on alternate years conducting an exercise or drill to share EEI for other hazards. Data from HPP-PHEP
J.1 will apply directly to the MCM ORR.

What data must be reported?

1. Number of local partners that received a request for EEl (denominator) [Max five digits]
2. Number of local partners that reported requested EEI to the health and medical lead within the
requested timeframe (numerator) [Max five digits]
Performance Measure: Percent of local partners that reported EEI to the health/medical lead
within the requested timeframe (System calculated) [Percentage]
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3. The request for EEl occurred during a/an: [Select one]
e Incident
e Full scale exercise
e Functional exercise
e Drill
e Planned event

4. Please identify the type of incident/exercise/planned event upon which the request for EEI was
based.* [Select only one, even if multiple hazards existed in one incident]
e Extreme weather (e.g., heat wave, ice storm)
e Flooding
e Earthquake
e Hurricane/tropical storm
e Hazardous material
e Fire
e Tornado
e Biological hazard or disease, please specify [Max 100 characters]
e Radiation
e Other, please specify [Max 100 characters]

5. Was this incident/exercise/planned event MCM-related? New — check to align with MCM ORR
e Yes
e No

6. Please provide the name and date of the incident/planned event/exercise.
e Name [Max 100 characters]
e Date [MM/DD/YYYY]

7. This incident/planned event/exercise utilized or demonstrated one or more functions within the
[Select one]
e HPP Capability
e PHEP Capability
e Both HPP and PHEP Capabilities

8. Please state how many of each type(s) of local partners responded to the request.
[Max five digits for each type]
e Hospitals
e Long-term care facilities
e Community health center
e Healthcare Organizations (HCOs)
e Local public health entities

9. Did “other” types of local partners (not listed above) respond to the request?
[Maximum five “other” types]

e Yes

e No
= Please describe other type #1. [Max 100 characters]
= How many local partners of “other” type #1 responded to the request?[Max three

digits]

= Please describe other type #2. [Max 100 characters]
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= How many local partners of other type #2 responded to the request? [Max three digits]

= Please describe other type #3. [Max 100 characters]

= How many local partners of other type #3 responded to the request? [Max three digits]

= Please describe other type #4. [Max 100 characters]

=  How many local partners of “other” type #4 responded to the request? [Max three
digits]

= Please describe other type #5. [Max 100 characters]

= How many local partners of “other” type #5 responded to the request? [Max three
digits]

10. Please identify the requesting entity (e.g., public health/medical lead at the state, sub-state regional
or local level). [Select one]

State health/medical lead (or designee)

Sub-state regional health/medical lead (or designee)
Local health/medical lead (or designee)

Other, please specify [Max 100 characters]

11. Please identify the types of EEl requested. [Select all that apply]

Facility operating status

Facility structural integrity

The status of evacuations/shelter in-place operations

Status of critical medical services (e.g., trauma, critical care)

Critical service/infrastructure status(e.g., electric, water, sanitation, heating, ventilation, and
air conditioning)

Bed or patient status

Equipment/supplies/medications/vaccine status or needs

Staffing status

Emergency Medical Services (EMS)status

Epidemiological, surveillance or lab data (e.g., test results, case counts, deaths)
School-related data (closure, absenteeism, etc.)

POD/mass vaccine sites data (e.g. throughout, open/set-up status, etc.),
Other, please specify [Max 100 characters]

12. Please identify the type of IT or other communication system used to request EEI from local
partners. [Select all that apply]

Telecommunication (e.g., cell phone, satellite phone, landline)

E-mail

Online/web interface (electronic bed or patient tracking, survey tools, WebEOC or similar,
etc.)

Health Alert Network

Other, please specify [Max 100 characters]

13. Continuous Quality Improvement:

Were relevant corrective actions/improvement plans items from prior responses (including
exercises, drills, etc.) related to information sharing incorporated into planning and/or
response procedures before this incident/drill took place?

=  Yes
= No
=  Some
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e Have corrective actions/improvement plan items related to information sharing been
identified as a result of this incident/drill?

= Yes
= No
e Have they been implemented?
= Yes
= No
= Some

14. Please indicate any barriers to submitting requested EEI within the requested timeframe. [Select all
that apply]
e Communication
e Equipment
e Funding
e Participation
e Policies/procedures
e Resource limitations

e Staffing

e Time constraints

e Training

e Other, please specify
e None

15. [Optional] Please provide any additional clarifying, contextual, or other information
[Max 1,000 characters]

How is this measure operationalized?

This measure intends to capture information on the communication of incident-specific public
health/medical EEIs. Determination of which EEls are to be requested or collected during a response, as
well as which local entities should report the information and the timeframe in which the information
should be reported, should be based on established plans, protocols and procedures, but are ultimately
at the discretion of the incident commander or designee.

If large volumes of EEl are collected in an incident, it is the responsibility of the awardee to determine
which of this information was “essential”’—and therefore able to count towards the numerator and
denominator—for this PM.

Key Measurement Terms

Essential Elements of Information (EEI): Essential elements of information are discrete types of
reportable public health or healthcare-related incident-specific knowledge communicated or received
concerning a particular fact or circumstance, preferably reported in a standardized manner or format,
which assists in generating situational awareness for decision-making purposes. EEl are often
coordinated and agreed upon pre-incident (and communicated to local partners) as part of
information collection request templates and emergency response playbooks.

Local partners: Local partners are entities, at the local level, which receive requests for EEI. Local
partners may differ based on the type of incident/exercise/planned event (e.g., HCOs, LHDs,
healthcare coalitions.

Requested timeframe: Requested timeframe is an awardee-defined period of time for receiving
requested EEIl (e.g., operational period, set time to meet special request, e.g., 1500 hours).
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Responsible entity or entities: A responsible entity or entities refers to an organization at the awardee
or sub-awardee level, which is accountable for completing the specific activity or element associated
with one or more PHEP PMis.
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Performance Measure HPP-PHEP J.2: Volunteer Management

Percentage of volunteers deployed to support a public health/medical incident
within the requested timeframe.

How is the measure calculated?

Numerator: Number of volunteers, determined to be needed for the response by the public
health/medical lead or other authorized official that arrived on scene (including staging area or other
designated area) within the requested timeframe

Denominator: Number of volunteers determined to be needed for the response by the public
health/medical lead or other authorized official

Why is this measure important?

The immediate intent of this measure is to assess the timeliness of implementing key stages of
volunteer management — from receipt of request, to activation of volunteers, to deployment —in order
to determine key bottlenecks and chokepoints which inhibit timely deployment of volunteers.

The broader programmatic intent of this measure is to ensure that the public health/medical lead meets
requests for volunteers in a timely manner.

This measure is NOT intended to assess routine or day-to-day volunteer activities in health care
organizations.

What other requirements are there for reporting measure data?

e Awardees may report the numerator and denominator of this measure by incident or
exercise at the state, sub-state regional or local level.

e Awardees that experience two or more incidents or exercises involving deployment of
volunteers must report on at least two of those.

=  One data point must reflect the awardee’s best performance (highest percentage);

= The other data point must reflect performance that, based on a determination from the
awardee, calls for focused quality improvement and — if applicable — technical
assistance.

= Awardees are encouraged to submit data on additional incidents and exercises as
well. There are no specific reporting requirements or parameters for additional data
points.

o Awardees that experience only one incident or exercise involving deployment of volunteers must
report on it.

e Awardees that experience no incidents or exercises involving deployment of volunteers do not
need to report on this measure; however, they must conduct a call down and
acknowledgement drill. The call down and acknowledgement drill contains the following
required data elements:

= Number of volunteers contacted (registered in the Emergency System for Advance
Registration of Volunteer Health Professionals (ESAR-VHP) system)
= Number of volunteer contacted (registered in other systems)

=  Number of volunteers in the ESAR-VHP system that acknowledged contact within the
requested timeframe
= Number of volunteers registered in other systems that acknowledged contact within
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the requested timeframe
= The requested timeframe for acknowledgment (e.g., four hours, eight hours, 12 hours,
etc.)
= Date of call down drill
e The call down and acknowledgement drill, above, may not be reported in lieu of PM HPP-PHEP J.2,
if there occurred incidents or exercises involving actual deployment of volunteers in the budget
period.
e In future budget periods, awardees may be required to exercise actual volunteer deployment if
there are no volunteer deployments during a public health/medical incident in consecutive budget
periods.

How does this measure align with the MCM ORR tool?

While there are no direct links between HPP-PHEP J.2 and the MCM ORR, there are various activities
related to volunteer management that are applicable to both.

What data must be reported?

1. This PM is required if an incident/exercise involving the management of volunteers occurred within
the past budget period. Did an incident/exercise involving the deployment of volunteers occur?
e Yes
e No [If no, only Question 15 is required]
For each incident or exercise reported for demonstration of the Volunteer Management Capability,
please enter the following information:

2. The number of volunteers determined to be needed for the response by the public health/medical
lead or other authorized official (denominator)
3. The number of volunteers who arrived at staging area/on scene within the requested timeframe
(numerator) [Max five digits]. Of these:
e Number of deployed volunteers registered in ESAR-VHP [Max five digits]
e Number of deployed volunteers registered in other systems [Max five digits]
Total [Max five digits] [System Calculated] (Note: Sum of 3a and 3b must equal value entered
for Question 3.)
Percentage of volunteers deployed to support a public health/medical incident within an
appropriate timeframe. [System Calculated]
(PM for HPP/PHEP — J.2)

4. Requested timeframe for on-scene (including staging area or other designated area) arrival of
volunteers [Max 100 characters]
5. The request for volunteers occurred during a(n): [Select one]
e Incident
e Full Scale Exercise
e Functional Exercise
e Drill

6. This incident or exercise utilized or demonstrated one or more functions within the:
[Select one]
e HPP Volunteer Management Capability
e PHEP Volunteer Management Capability
e Both HPP and PHEP Volunteer Management Capabilities
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7. The name and date of the incident or exercise. Name [Max 100 characters]
Date [MM/DD/YYYY]

8. The type of incident or exercise upon which the request for volunteers was based: [Select only one,
even if multiple hazards existed in one incident]

Extreme weather (e.g., heat wave, ice storm)

Flooding

Earthquake

Hurricane/tropical storm

Hazardous material

Fire

Tornado

Biological hazard or disease - Please specify [Max 100 characters]
Radiation

Other (Please Specify) [Max 100 characters]

9. The entity that made the original request for volunteers [Select one]

Local health department

State health department

Healthcare organization

Healthcare coalition

Other, please specify: [Max 100 characters]

10. The requested location for the deployment [Select one]

Staging/assembly area(s) (not actual incident site)
Hospital(s)

Shelter(s)

Points of Dispensing (POD or PODs)

Alternate care site(s), please specify [Max 750 characters]
Other, please specify [Max 100 characters]

11. The number of volunteers who were contacted for potential deployment [Max five digits]
12. Please indicate any barriers to deploying volunteer to support a public health/medical incident
within requested timeframe. [Select all that apply]

Communication
Equipment

Funding
Participation
Policies/procedures
Resource limitations
Staffing

Time constraints
Training

Other, please specify
None

13. Continuous Quality Improvement:

Were relevant corrective actions/improvement plans items from prior responses (including
exercises, drills, etc.) related to volunteer management incorporated into planning and/or
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response procedures before this incident/drill took place?

= Yes
= No
=  Some

e Have corrective actions/improvement plan items related to volunteer management been
identified as a result of this incident/drill?

= Yes
= No
e Have they been implemented?
= Yes
= No
= Some

14. [Optional] Please provide any additional clarifying, contextual, or other information
e [Max 1,000 characters]

15. Awardees that experience no incidents or exercises involving deployment of volunteers do not need
to report on this measure; however they must conduct a call down and acknowledgement drill.
Please enter the following information on the call down drill.

e Number of volunteers contacted (registered in the ESAR-VHP system) [Max five digits]

¢ Number of volunteers contacted (registered in other systems) [Max five digits]

e Number of volunteers in the ESAR-VHP system that acknowledged contact within the
requested timeframe [Max five digits]

e Number of volunteers registered in other systems that acknowledged contact within the
requested timeframe [Max five digits]

e Requested timeframe for acknowledgment: Hours/Minutes

How is this measure operationalized?

The numerator and denominator for this measure should refer to aggregate numbers of volunteers
across a given incident. For example, the public health/medical lead determines in Week 1 of an incident
that 100 volunteers are needed.

In Week 2 it is determined that an additional 100 volunteers are needed. The denominator for this
incident is 200.

Awardees should ensure that the number of volunteers included in the denominator does not refer to
the total number of potential volunteers that have been contacted to determine deployment availability
or “requested” to deploy. It should only refer to the number of volunteers that the public
health/medical lead has determined are needed for the response and has requested for the incident.
This number may or may not coincide with how many have been “requested” to deploy via a call down
or activation, and should be independent of how many are known to be available. For example, the
public health/medical lead determines that 75 volunteers are needed on-scene within three days.

She makes this request to the state volunteer coordinator, who contacts 900 individuals currently in the
ESAR-VHP database. After contacting the entire database of potential volunteers, the volunteer
coordinator informs the public health/medical lead that only 20 are available for deployment. The public
health/medical lead agrees to take however many are available. Twenty volunteers arrive at the staging
area within the three day timeframe. The numerator for this incident is 20. The denominator is 75. The
denominator is not 20 even though the public health/medical lead “agrees” that 20 is acceptable, since
this number did not reflect true need, but rather was a function of how many volunteers were available
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for deployment. Similarly, the denominator is not 900 since this number simply reflects how many
individuals were contacted for potential deployment

Key Measurement Terms

Deploy: Deployment is defined as the movement of activated volunteers to a staging area or
assigned mission location such as the scene of an incident, planned event, or exercise.

Out-processing volunteers: Out-processing volunteers refers to the return of equipment, operational
debriefing, and any transfer of command or responsibilities.

Request: A request is a formal application to ask for a specified number of needed volunteers, typically
by local response entities, to the health and medical lead at the local, regional or state level.

Requested timeframe: Requested timeframe is the period of time in which volunteers are requested
to report for duty.

Responsible entity or entities: A responsible entity or entities refers to an organization at the awardee
or sub-awardee level, which is accountable for completing the specific activity or element associated
with one or more PHEP PMs.

Tracking volunteers: Tracking volunteers refers to the process, plans, or procedures to capture
volunteer activities, roles, locations, etc.

Volunteers: Volunteers are individuals supporting the public health/medical incident, including
medical and non-medical professionals (e.g., from the ESAR-VHP system, Medical Reserve Corps,
etc.)
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Section 5: Select U.S. Territories and Freely Associated
States Performance Measures

This section only applies to the U.S. Territories of American Samoa, Commonwealth of Northern

Marianas, and U.S. Virgin Islands, and the Freely Associated States of Federated States of Micronesia,
Republic of Palau, and Republic of the Marshall Islands. The U.S. Territories of Guam and Puerto Rico
are not included in this category and shall report on all performance measures (PMs) except 23 to 28.

Please refer to the section Overview of Performance Measures for Select U.S. Territories and Freely
Associated States for guidance on measures in other sections of this document that are relevant to
these select U.S. Territories and Freely Associated States. For a crosswalk of PMs to the 2017-2022
Health Care Preparedness and Response Capabilities, see Appendix 4: Crosswalk of Performance
Measures to 2017-2022 Health Care Preparedness and Response Capabilities.

ASPR recognizes that awardees and HCCs in the select U.S. Territories and Freely Associated States are
diverse and their response capacities may vary. To gauge the full extent of HCC performance, ASPR
selected six PMs to assess the extent to which HCCs can coordinate a medical surge exercise. The six
PMs assess participation and percent-based outcomes. In aggregate, these six PMs should enable
greater understanding of preparedness capacities in the select U.S. Territories and Freely Associated
States.

The following table lists the Data Entity—the organizational level at which the data are captured
(awardee or HCC)—and PM type for each PM:

PM Data Entity PM Type
23 Hospital Output
24 Hospital Output
25 Hospital Outcome
26 Hospital Outcome
27 Hospital Outcome
28 Hospital Outcome

Table 28: Section 5 Data Entity and PM Type

The definitions for the PM types are:
e  Output: Products and services produced by HPP activities; and,
e Outcome: Changes or benefits resulting from program activities and outputs. Outcomes can be
intended or unintended, positive or negative, and are often divided into short-, intermediate,
and long-term timeframes.

Hospital Surge Test

The HST will only be annually required for the select U.S. Territories and Freely Associated States. The
HST is a user-friendly peer assessment designed to identify gaps in a hospital’s preparedness and help
assess its ability to respond to a mass casualty event. The HST includes a low- to no-notice exercise and
incorporates the real-life considerations of healthcare delivery in acute care settings. The HST is
intended for use by hospital emergency managers, hospital administrators, and clinical staff to assess
and improve their hospital’s surge plans. Hospitals need to exercise their preparedness for a mass
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casualty incident regularly. The HST can help hospital emergency managers to make recurring table top
exercises a reality by providing a fully developed table top exercise that can be used at their facilities.
The HST has two components, one for triaging patients in the emergency department (ED) and another
for the hospital incident command center.

Emergency Department Table Top Exercise Component

The ED component requires that the players in the exercise, typically a nurse and physician, be free of
clinical duties and able to take instructions from the Command Center during the course of the exercise.
They will be asked to triage the auto-generated list of patients who are presenting. The ED must be able
to communicate with the hospital’s Command Center.

Command Center Table Top Exercise Component

The command center component requires incident command leadership and necessary staff to respond
and to assess capabilities such as bed availability within the facility. Both the command center and ED
components of an exercise are run concurrently.

Expected Outcomes

At the conclusion of the exercise there will be an after action review to discuss a variety of quantitative
and qualitative metrics. The after action review includes feedback from the two areas of activity for the
exercise, the ED and Command Center. This is supported by graphical displays of data that are
automatically generated using the data collected throughout the exercise. These data displays, which
can be projected on screen and saved for future use, include:

e |mmediate Bed Availability Over Time

e Patients Arrivals Over Time (By Criticality Type)

e Patient Transfers Out of the ED Over Time

Staff Commitments & Time Requirements

In order for the exercise to be successful, four peer assessors, preferably from another health care
entity, are required. Two will be positioned in the ED at the start of the exercise (with their laptops) and
applicable exercise software; two will be positioned in the Hospitals’ Command Center with their
laptops and applicable software.
The peer assessor roles are:

e The ED Controller

e The ED Qualitative Evaluator

e The Incident Command (Command Center) Evaluator

e The Bed Control Evaluator

As mentioned above in the ED Table Top Exercise Component section, two ED staff, typically a doctor
and a nurse, free of other clinical duties for the duration of the actual exercise (75 to 90 minutes) need
to be on hand. These ED staff will triage the automated generated list of patients who are presenting.
The command center component requires incident command leadership and necessary staff to respond
and to assess capabilities such as bed availability within the facility.

HPP estimates that it will take two to three hours for the exercise director to become familiar with the
HST materials. The HST should take between 90 minutes to two hours to complete. The exercise
scenarios can be modified and customized by incident type, patient load and treatment requirements.
Additional time (approximately one to two hours) is also necessary for an after action review with the
peer assessors as described above.
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The current version of the HST incorporates lessons learned from pilot tests with a number of hospitals
during the second half of 2014. To learn more about the HST and how it works, see the HST at

http://www.phe.gov/Preparedness/planning/hpp/surge/Pages/default.aspx. For additional questions or
to discuss this tool further please contact your HPP FPO.
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Performance Measure 23

Percent of HCC core member organizations participating in the Command Center
Table Top and Emergency Department Table Top during the Hospital Surge Test.

Goal or Target

One hundred percent of each HCC's core member organizations are participating in the Command
Center Table Top and Emergency Department Table Top during the HST every budget period.

Operational Intent

Other than actual events, exercises are the primary method for HCCs and their member organizations to
demonstrate their ability to perform under emergency scenarios. Therefore, a number of HPP
performance indicators are based on exercises. Participation of HCC members is crucial to truly test
preparedness and response capabilities thus this indicator is intended to gauge the extent to which HCC
core member organizations are engaged in coalition exercises.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response

o Attendance log for
HCC core member organizations &
the Command

participating in the Command Center Table To For each core member:
Center Table Top and Emergency HCC P O Participating

and Emergenc S
Department Table Top of the gency O Not Participating
. Department Table
Hospital Surge Test

Top of the HST
Table 29: Data Reporting for Performance Measure 23

Definitions and Interpretation

e Participating: A member organization is considered to be participating if they are physically or
remotely connected to the conduct of the exercise in real time.

e Command Center Table Top: The command center component requires incident command
leadership and necessary staff to respond and to assess capabilities such as bed availability
within the facility. These may also be referred to as “players.” Both the Command Center and
Emergency Department components of an exercise are run concurrently.

e Emergency Department Table Top: The ED component requires that the “players” in the
exercise, typically a nurse and physician, be free of clinical duties and able to take instructions
from the Command Center “players” during the course of the exercise. They will be asked to
triage the automated generated list of patients who are presenting. The ED must be able to
communicate with the hospital’s Command Center.

e Hospital Surge Test: A user-friendly peer assessment designed to identify gaps in a hospital’s
preparedness and help assess its ability to respond to a mass casualty event. The exercise is a
low- to no-notice exercise, and incorporates the real-life considerations of healthcare delivery in
acute care settings. The exercise is intended for use by hospital emergency managers, hospital
administrators, and clinical staff to assess and improve their hospital’s surge plans. Hospitals
need to exercise their preparedness for a mass casualty incident regularly. This exercise can help
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hospital emergency managers to make recurring table top exercises a reality by providing a fully
developed table top exercise that can be used at their facilities.
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Performance Measure 24

Percent of HCC core member organizations’ executives participating in the After
Action Review of the Hospital Surge Test.

Goal or Target

SHARPER will establish a baseline based on participation of HCCs’ core member organizations’
executives in the After Action Review of the HST in the first budget period which will be used to set
targets and goals for subsequent budget periods.

Operational Intent

Participation of member organizations’ executives demonstrates an HCC’s ability to perform its role as a
convener. Executive-level participation in the After Action Review phase of the HST increases the
likelihood that HCC member organizations can act on lessons learned, improving preparedness and
response capabilities for their communities. This indicator provides insight into the extent to which HCC
core member organizations’ executives are engaged in the lessons learned event of the required surge
exercise to enable systematic learning.

Data Reporting

Each HCC should report the following data to the awardee. Awardees should report the following data
on behalf of each HCC to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity Data Source Response
HCC core member organizations’ Attendance log For each core member’s
executives participating (in person or for the After executive(s):
. . ) . HCC . . S
virtually) in the After Action Review Action Review of | [0 Participating
of the Hospital Surge Test the HST O Not Participating

Table 30: Data Reporting for Performance Measure 24

Definitions and Interpretation

e Executives: An executive is a decision-maker for his/her respective organization and should have
decision-making power to include, but not limited to, allocating or reallocating resources,
changing staffing roles and responsibilities, and modifying business processes in his/her
organization. Typical titles of executives with decision-making power include Chief Executive
Officer, Chief Operating Officer, Chief Medical Officer, Chief Clinical Officer, Chief Nursing
Officer, State and/or Local Director of Public Health, Director of Emergency Management,
Administrator on Duty, or Chief of EMS, among others.

e Participating: A member organization or executive is considered to be participating if they are
physically or remotely connected to the After Action Review in real time.

e After Action Review: An after action review concludes the exercise and consists of an
assessment of strengths and weaknesses and corrective action planning. This phase should be
conducted within 30 days of the exercise of the HST.
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e Hospital Surge Test: A user-friendly peer assessment designed to identify gaps in a hospital’s
preparedness and help assess its ability to respond to a mass casualty event. The exercise is a
low- to no-notice exercise, and incorporates the real-life considerations of healthcare delivery in
acute care settings. The exercise is intended for use by hospital emergency managers, hospital
administrators, and clinical staff to assess and improve their hospital’s surge plans. Hospitals
need to exercise their preparedness for a mass casualty incident regularly. This exercise can help
hospital emergency managers to make recurring table top exercises a reality by providing a fully
developed table top exercise that can be used at their facilities.
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Performance Measure 25

Percentage of ICU beds made available during the Hospital Surge Test.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

In the HST, HCCs and their member organizations are expected to simulate a surge of patients into the
emergency department and identify appropriate destinations based on patient care needs. This PM
demonstrates the ability of HCCs to increase bed availability in the ICU to meet initial patient care
needs.

Data Reporting
Awardees should report the following data to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity | Data Source Response
Number of empty staffed ICU .

Hospital HST # (Beds)
beds
Number of ICU Patients (Red) Hospital HeT " (Patients)
Admitted from the ED ospita — ———ranents
Number of ICU Patients (Red) Hospital HeT 4 (Patients)
Transferred Out or Discharged ospra - ———ratlents
Number of New ICU Treatment ]

Hospital HST # (Beds)
Spaces -
Number of total (empty or .

Hospital HST # (Beds)

occupied) staffed ICU beds

Table 31: Data Reporting for Performance Measure 25

Definitions and Interpretation

e Hospital Surge Test: A user-friendly peer assessment designed to identify gaps in a hospital’s
preparedness and help assess its ability to respond to a mass casualty event. The exercise is a
low- to no-notice exercise, and incorporates the real-life considerations of healthcare delivery in
acute care settings. The exercise is intended for use by hospital emergency managers, hospital
administrators, and clinical staff to assess and improve their hospital’s surge plans. Hospitals
need to exercise their preparedness for a mass casualty incident regularly. This exercise can help
hospital emergency managers to make recurring table top exercises a reality by providing a fully
developed table top exercise that can be used at their facilities.

e Treatment Spaces: Treatment space refers to any space the hospital or facility designates as a
space to render emergency care.’®

18 Welch, S., et al., “Setting up a Quality Improvement Program for your ED.” Health Administration Press. 2011.
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Performance Measure 26

Percentage of non-ICU beds made available during the Hospital Surge Test.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

In the HST, HCCs and their member organizations are expected to simulate a surge of patients into the
emergency department and identify appropriate destinations based on patient care needs. This PM
demonstrates the ability of HCCs to increase bed availability on the floor to meet initial patient care
needs.

Data Reporting
Awardees should report the following data to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity | Data Source Response
Number of empty staffed non-ICU .

Hospital HST # (Beds)
beds
Number of non-ICU Patients Hospital HeT " (Patients)
(Yellow) Admitted from the ED ospita - ———ranents
Number of non-ICU Patients
(Yellow) Transferred Out or Hospital HST # (Patients)
Discharged
Number of new non-ICU .

Hospital HST # (Beds)

Treatment Spaces

Number of total (empty or

occupied) staffed adult Hospital HST # (Beds)
medical/surgical (non-ICU) beds

Table 32: Data Reporting for Performance Measure 26

Definitions and Interpretation

o Hospital Surge Test: A user-friendly peer assessment designed to identify gaps in a hospital’s
preparedness and help assess its ability to respond to a mass casualty event. The exercise is a
low- to no-notice exercise, and incorporates the real-life considerations of healthcare delivery in
acute care settings. The exercise is intended for use by hospital emergency managers, hospital
administrators, and clinical staff to assess and improve their hospital’s surge plans. Hospitals
need to exercise their preparedness for a mass casualty incident regularly. This exercise can help
hospital emergency managers to make recurring table top exercises a reality by providing a fully
developed table top exercise that can be used at their facilities.

e Treatment Spaces: Treatment space refers to any space the hospital or facility designates as a
space to render emergency care.'®

1% Welch, S., et al., “Setting up a Quality Improvement Program for your ED.” Health Administration Press. 2011.
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Performance Measure 27

Percentage of emergency department beds made available during the Hospital
Surge Test.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

In the HST, HCCs and their member organizations are expected to simulate a surge of patients into the
emergency department and identify appropriate destinations based on patient care needs. This PM
demonstrates the ability of HCCs to increase bed availability in the emergency department to meet
initial patient care needs.

Data Reporting
Awardees should report the following data to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity | Data Source Response
Number of regular treatment
beds in the main part of the ED at | Hospital HST # (Beds)

the end of the exercise

Number of regular treatment

beds in the main part of the ED at | Hospital HST # (Beds)
the beginning of the exercise

Table 33: Data Reporting for Performance Measure 27

Definitions and Interpretation

o Hospital Surge Test: A user-friendly peer assessment designed to identify gaps in a hospital’s
preparedness and help assess its ability to respond to a mass casualty event. The exercise is a
low- to no-notice exercise, and incorporates the real-life considerations of healthcare delivery in
acute care settings. The exercise is intended for use by hospital emergency managers, hospital
administrators, and clinical staff to assess and improve their hospital’s surge plans. Hospitals
need to exercise their preparedness for a mass casualty incident regularly. This exercise can help
hospital emergency managers to make recurring table top exercises a reality by providing a fully
developed table top exercise that can be used at their facilities.
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Performance Measure 28

Percentage of patients with a bed identified in the emergency department
during the Hospital Surge Test.

Goal or Target

SHARPER will establish a baseline based on performance data collected in the first budget period which
will be used to set targets and goals for subsequent budget periods.

Operational Intent

In the HST, HCCs and their member organizations are expected to simulate a surge of patients into the
emergency department and identify appropriate destinations based on patient care needs. This PM
demonstrates the ability of HCCs to increase bed availability in the emergency department to meet
initial patient care needs.

Data Reporting
Awardees should report the following data to SHARPER. SHARPER will calculate percentages.

Data Point Data Entity | Data Source Response
Number of total regular

treatment beds in the main part Hospital HeT # (Beds)

of the ED at the end of the -

exercise

Number of total emergent (Red)

and urgent (Yellow) patients at Hospital HST #_ (Patients)

the end of the exercise

Table 34: Data Reporting for Performance Measure 28

Definitions and Interpretation

o Hospital Surge Test: A user-friendly peer assessment designed to identify gaps in a hospital’s
preparedness and help assess its ability to respond to a mass casualty event. The exercise is a
low- to no-notice exercise, and incorporates the real-life considerations of healthcare delivery in
acute care settings. The exercise is intended for use by hospital emergency managers, hospital
administrators, and clinical staff to assess and improve their hospital’s surge plans. Hospitals
need to exercise their preparedness for a mass casualty incident regularly. This exercise can help
hospital emergency managers to make recurring table top exercises a reality by providing a fully
developed table top exercise that can be used at their facilities.
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Table 35: Glossary of Terms

Term

Definition

Access and Functional Needs

Access-based needs: All people must have access to certain
resources, such as social services, accommodations, information,
transportation, medications to maintain health, and so on.

Function-based needs: Function-based needs refer to restrictions or
limitations an individual may have that requires assistance before,
during, and/or after a disaster or public health emergency.?

Acute Care Hospitals

A hospital that provides inpatient medical care and other related
services for surgery, acute medical conditions or injuries (usually for
a short term illness or condition).

After Action Report and
Improvement Plan

An After Action Report and Improvement Plan (AAR/IP) is used to
provide feedback to participating entities on their performance
during an exercise. The AAR/IP summarizes exercise events and
analyzes performance of the tasks identified as important during
the planning process. It also evaluates achievement of the selected
exercise objectives and demonstration of the overall capabilities
being validated. The IP portion of the AAR/IP includes corrective
actions for improvement, timelines for implementation of
corrective actions, and assignment to responsible parties. AAR/IPs
should follow Homeland Security Exercise and Evaluation Program
(HSEEP) principles and HPP will provide an optional template for
future use.?

20“At Risk Individuals.” Public Health Emergency, 8 Sept. 2016. Web. Accessed 16 Sept. 2016. http://www.phe.gov/
Preparedness/planning/abc/Pages/atrisk.aspx.

21 “pPhase 4: After Action Report and Improvement Planning.” City and County of San Francisco Department

of Emergency Management. Accessed 7 Dec. 2016. http://sfdem.org/phase-4-after-action-report-and-

improvement-planning-0.
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Term

Definition

Census/Social Vulnerability
Index

The Social Vulnerability Index can be accessed at
http://svi.cdc.gov/map.aspx. The index contains information on 14
population variables with access and functional needs drawn from
the Census and American Community Survey. The Census data is
updated every decade and the American Community Survey is
updated annually. The SVI provides an estimate of the access and
functional needs in a community across four domains derived from
the Census and the American Community Survey: Socioeconomic
status (below the poverty line; unemployed; low income; adults
without a high school diploma), Household Composition &
Disability (elderly; children; civilian with a Disability; single parent
households), Minority Status & Language (minority households and
speak English ‘less than well’), and Housing & Transportation
(individuals in group homes; high density housing; mobile homes;
high density households; and households without vehicles).

Coalition Surge Test

The CST tests a coalition’s ability to work in a coordinated way
using their own systems and plans to find appropriate destinations
for patients using a simulated evacuation of inpatient facilities that
collectively represent at least 20 percent of a coalition’s staffed
acute care bed capacity. The CST is designed to help HCCs identify
gaps in their surge planning through a no- or low-notice exercise.
The exercise’s foundation comes from a real-world health care
system disaster challenge—the evacuation of a hospital or other
patient care facility. Further, the test incorporates lessons learned
from pilot tests with HCCs in South Dakota, Texas, Michigan, and
Wyoming that contributed significantly to the tool’s development.
The test is available and free for all to use in their health care
disaster preparedness and planning. The CST and related materials
are available at
http://www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-
tool.aspx.

Critical Care

Critical care helps people with life-threatening injuries and illnesses.
It might treat problems such as complications from surgery,
accidents, infections, and severe breathing problems. It involves
close, constant attention by a team of specially-trained health care
providers. Critical care usually takes place in an intensive care unit
(ICU) or trauma center.?

Data Entity

For each PM, the organization(s) providing the data for the
measure (awardee, HCC, or hospital) is listed.

22 “Critical Care.” MedlinePlus, 2 Apr. 2015. Web. Accessed 16 Sept. 2016. medlineplus.gov/criticalcare.html.
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Term

Definition

Data Points

For each PM, the individual data points that must be reported to
calculate the PM, including the data entity, data source, and
response.

Data Source

For each PM, documentation or systems where PM data is
documented and managed (e.g., exercise materials, meeting notes,
or financial statements). Data sources should be archived for future
verification purposes.

Definitions and Interpretations

For each PM, specific language is linked to a detailed definition for
each PM. These definitions and interpretations provide guidance on
how to interpret key terms and phrases within the context of the
PM.

Disaster

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

Emergency

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

2 “|CDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for

Crisis, Disaster, and Risk Management, 30 Jun. 2010. pp. 30. PDF. Accessed 19 Jul. 2016.
www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.

24 “|CDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for

Crisis, Disaster, and Risk Management, 30 Jun. 2010. pp. 32. PDF. Accessed 19 Jul. 2016.
www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.

Glossary

75



www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf.

www.gwu.edu/~icdrm/publications/PDF/GLOSSARY - Emergency Management ICDRM 30 JUNE 10.pdf



2017-2022 HPP Performance Measures Implementation Guidance

Term

Definition

Emergency Medical Services
for Children (EMSC)

EMSC cooperative agreements have helped all 50 states, the
District of Columbia, and five U.S. territories (the Commonwealth of
the Northern Mariana Islands, American Samoa, the U.S. Virgin
Islands, Guam, and Puerto Rico). Cooperative agreement funds
have improved the availability of child-appropriate equipment in
ambulances and emergency departments; supported hundreds of
programs to prevent injuries; and provided thousands of hours of
training to emergency medical technicians, paramedics, and other
emergency medical care providers. The EMSC Program supported
legislation mandating EMSC initiatives in several states, and to
educational materials covering every aspect of pediatric emergency
care. Most importantly, EMSC efforts are saving kids' lives. The
EMSC program is administered by the Health Resources and
Services Administration.

Emergency Operations Center
(EOC)

The physical location at which the coordination of information and
resources to support incident management (on-scene operations)
activities normally takes place. An EOC may be a temporary facility
or may be located in a more central or permanently established
facility, perhaps at a higher level of organization within a
jurisdiction. EOCs may be organized by major functional disciplines
(e.g., fire, law enforcement, medical services), by jurisdiction (e.g.,
federal, state, regional, tribal, city, county), or by some
combination thereof.?

Emergency Operations Plan
(EOP)

The “response plan” that an entity (organization, jurisdiction, state,
etc.) maintains that describes intended response to any emergency
situation. It provides action guidance for management and
emergency response personnel during the response phase.?®

Emergency Support Function-8
(ESF-8) — Public Health and
Medical Services Annex

ESF-8 (Public Health and Medical Services) provides the mechanism
for coordinated federal assistance to supplement state, tribal, and
local resources in response to the following:

e  Public health and medical care needs

e Veterinary and/or animal health issues in coordination with
the U.S. Department of Agriculture (USDA)

e Potential or actual incidents of national significance

e Adeveloping potential health and medical situation?’

% |bid., 34.
26 |bid.

27 “Emergency Support Functions” Public Health Emergency, 2 Jun. 2015. Web. Accessed 12

Sept. 2016. http://www.phe.gov/Preparedness/support/esf8/Pages/default.aspx#8.
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Term

Definition

ESF-8 lead agency

ESF-8 language distinguishes between lead and supporting agencies
to conduct an emergency response.?® Within the context of
Emergency Support Functions (ESF), primary agencies have
significant authorities, roles, resources, and capabilities for a
particular function within an ESF.

Essential Elements of
Information (EEI)

Information collected under the Emergency Support Functions (ESF)
to enable situational awareness of an incident or response.?®

Goal or Target

Ideal or recommended result or achievement based on baseline
data, benchmarks, or program requirements, and can be set using a
formula or a benchmark. In some cases, this section indicates that
the goal or target may be set at a later date after data from the first
budget period has been reviewed.

Health Care Coalition(s) (HCC)

A group of individual health care and response organizations (e.g.,
hospitals, emergency medical services (EMS), emergency
management organizations, public health agencies, etc.) in a
defined geographic location. HCCs play a critical role in developing
health care delivery system preparedness and response
capabilities. HCCs serve as multiagency coordinating groups that
support and integrate with ESF-8 activities in the context of incident
command system (ICS) responsibilities.

Health Care Coalition (HCC)
Member

An HCC member is defined as an entity within the HCC’s defined
boundaries that actively contributes to HCC strategic planning,
operational planning and response, information sharing, and
resource coordination and management.

Health Care Facility

Any asset where point-of-service medical care is regularly provided
or provided during an incident. It includes hospitals, integrated
health care systems, private physician offices, outpatient clinics,
long-term care, and other medical care configurations. During an
emergency response, alternative medical care facilities and sites
where definitive medical care is provided by emergency medical
services (EMS) and other field personnel would be included in this
definition.3°

28 “Emergency Support Functions.” ASPR, 2 Jun. 2015. Web. Accessed 7 Dec. 2016.
http://www.phe.gov/Preparedness/support/esf8/Pages/default.aspx#teme.

2 “Essential Elements of Information.” Public Health Emergency, 13 Aug. 2012. Web. Accessed 16 Sept. 2016.

www.phe.gov/Preparedness/planning/playbooks/rdd/Pages/essentialelements.aspx.

30 “|CDRM/GWU Emergency Management Glossary of Terms.” The George Washington University Institute for Crisis, Disaster,

and Risk Management, 30 Jun. 2010. pp. 48. PDF. Accessed 19 Jul. 2016. www.gwu.edu/~icdrm/publications/PDF/GLOSSARY -

Emergency Management ICDRM 30 JUNE 10.pdf.
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Term Definition

Hospital Surge Test A user-friendly peer assessment designed to identify gaps in a
hospital’s preparedness and help assess its ability to respond to a
mass casualty event. The exercise is a low- to no-notice exercise,
and incorporates the real-life considerations of healthcare delivery
in acute care settings. The exercise is intended for use by hospital
emergency managers, hospital administrators, and clinical staff to
assess and improve their hospital’s surge plans. Hospitals need to
exercise their preparedness for a mass casualty incident regularly.
This exercise can help hospital emergency managers to make
recurring table top exercises a reality by providing a fully developed
table top exercise that can be used at their facilities.

Immediate Bed Availability The ability of a hospital to provide no less than 20 percent bed
(IBA) availability of staffed beds within four hours of a disaster. It is built
on three pillars: continuous monitoring across the health system;
off-loading of patients who are at low risk for untoward events
through reverse triage; and on-loading of patients from the

disaster.3!
Incident Command System A systematic, proactive approach to guide departments and
(1CS) agencies at all levels of government, nongovernmental

organizations, and the private sector to work together seamlessly
and manage incidents involving all threats and hazards—regardless
of cause, size, location, or complexity—in order to reduce loss of
life, property and harm to the environment.3?

In-kind support In-kind support from sources other than the awardee: Any non-
monetary support for HCC activities received from sources other
than the awardee. For further definitions of in-kind support, see 45
Code of Federal Regulation (CFR), Part 92.24 available at
https://www.gpo.gov/fdsys/pkg/CFR-2005-title45-voll/pdf/CFR-
2005-title45-voll-sec92-24.pdf.

e Physical space: For example, meeting space, exercise
space, offices, storage, etc.

e Equipment/Supplies: For example, communication or
office equipment, or administrative supplies.

e Services: For example, printing, logistical, transportation,
accounting, or administrative services.

e Labor Hours: For example, labor hours of HCC coordinator
or other HCC members working on HCC-related activities, if
the individual is a volunteer or employed by a member
organization.

31 Hick, John L., et al. “Health Care Facility and Community Strategies for Patient Care Surge Capacity.” Annals of
Emergency Medicine. 15 Jul. 2004. PDF. Accessed 15 Sept. 2016. http://www.aha.org/content/00-10/Hick.pdf.

32 “The National Incident Management System.” FEMA, 28 Jun. 2016. Web. Accessed 22
Sept. 2016. http://www.fema.gov/national-incident-management-system.
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Term

Definition

Jurisdictional Risk Assessment

Awardees are required to coordinate the completion of JRAs 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 mental/behavioral systems and the functional needs of at-risk
individuals.

Member Type

A category of health care coalition (HCC) members that represents
a type of facility or organization (e.g., all nursing facilities, all
hospitals, or all emergency medical services (EMS) agencies within
one HCC).

Operational Intent

A brief description of the purpose of each PM and its link to
preparedness program priorities.

Population with Access and
Functional Needs

Access-based needs: All people must have access to certain
resources, such as social services, accommodations, information,
transportation, medications to maintain health, and so on.
Function-based needs: Function-based needs refer to restrictions
or limitations an individual may have that requires assistance
before, during, and/or after a disaster or public health emergency.

Preparedness Plan

A Preparedness Plan meets the required components identified in
the FOA. This includes information collected on hazard
vulnerabilities and risks, resources, gaps, needs, and legal and
regulatory considerations. The HCC Preparedness Plan enhances
preparedness and risk mitigation through cooperative activities
based on common priorities and objectives.

Response

For each PM, the format for reporting on the required data points
of the associated PM.

Response Plan

A Response Plan meets the required components identified in the
FOA. An HCC Response Plan describes HCC operations that support
strategic planning, information sharing, and resource management.
The plan also describes the integration of these functions with the
ESF-8 lead agency to ensure information is provided to local
officials and to effectively communicate and address resource and
other needs requiring ESF-8 assistance.

Treatment Spaces

Treatment space refers to any space the hospital or facility
designates as a space to render emergency care.

Whole Community

A means by which residents, emergency management practitioners,
organizational and community leaders, and government officials
can collectively understand and assess the needs of their respective
communities and determine the best ways to organize and
strengthen their assets, capacities, and interests.33

33 “\Whole Community.” FEMA, 10 Jun.
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Appendix 1: CDC-RFA-TP17-1701 Logic Model: HPP-PHEP Cooperative
Agreement

Figure 1: HPP-PHEP Cooperative Agreement Logic Model
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This logic model is detailed on page 10 of the 2017-2022 Hospital Preparedness Program (HPP) - Public Health Emergency Preparedness

(PHEP) Cooperative Agreement CDC-RFA-TP17-1701.
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Appendix 2: The 2017-2022 HPP Performance Measures
Development Process

The 2017-2022 HPP PMs were developed based on guidance provided in the 2017-2022 Health Care
Preparedness and Response Capabilities and the FOA. The PMs were developed with several principles in
mind:

e Balance measures considering different audiences and information needs, including national-
level (Congress, HHS, Partners), program-level (HPP, FPOs), and implementation-level
(awardees, HCCs, and facilities);

e Align with revised 2017-2022 Health Care Preparedness and Response Capabilities;

e Consider burden to awardees and HCCs;

e Develop measures that are objective and exercise-based;

e Build upon foundational achievements from previous project period funding cycles; and,

e Signal program priorities with measures.

SHARPER incorporated the lessons learned from previous responses to emergencies, literature on
program evaluations, and extensive stakeholder engagement. A literature review and environmental
scan were conducted to inform measures development. The following stakeholders and partners were
engaged directly or indirectly: SHARPER and HPP FPOs; awardees and HCCs; the ASPR At-Risk
Individuals, Behavioral Health & Community Resilience (ABC) division; congressional and press inquiries;
and external partner working groups.

SHARPER engaged the NHPP division, awardees and HCCs, and subject matter experts to develop the
program’s theory of change and these PMs. NHPP conducted a division-wide facilitated workshop to
design the program’s theory of change, defining the short, medium, and long-term outcomes of the
health care system. Using the theory of change as a guiding framework for both capabilities and
measures development, SHARPER identified every measureable concept in the capabilities for which
HCCs are responsible and HPP intends to invest. Next, SHARPER streamlined the draft measures to
reflect burden considerations and other guiding principles. SHARPER engaged awardees, HCCs, and
national partners, in a burden and feasibility review through a period of open comment. Based on
feedback from national engagement, SHARPER refined the measures for inclusion in the FOA. Finally, to
support the implementation of the PMs, SHARPER developed this implementation guide and piloted the
guide with a small number of awardees and HCCs recruited to provide detailed feedback on guidance
language.
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Appendix 3: List of Core and Additional HCC Member
Types

HCC members are delineated in the 2017-2022 Health Care Preparedness and Response Capabilities.

e Core HCC members must include, at a minimum, the following:

=  Two Acute Care Hospitals

= EMS (including inter-facility and other non-EMS patient transport systems)

= Emergency management organizations

=  Public health agencies

e Additional HCC members include, but are not limited to, the following:

= Hospitals and behavioral health services and organizations

= Community Emergency Response Team?®* and Medical Reserve Corps®

= Dialysis centers and regional Centers for Medicare & Medicaid Services (CMS)-funded
end-stage renal disease networks3®

= Federal facilities (e.g., U.S. Department of Veterans Affairs Medical Centers, Indian
Health Service facilities, military treatment facilities)

= Home health agencies (including home and community-based services)

= [nfrastructure companies (e.g., utility and communication companies)

= Jurisdictional partners, including cities, counties, and tribes

= Local chapters of health care professional organizations (e.g., medical society,
professional society, hospital association)

= Local public safety agencies (e.g., law enforcement and fire services)

= Medical and device manufacturers and distributors

= Non-governmental organizations (e.g., American Red Cross, voluntary organizations
active in disaster, amateur radio operators, etc.)

=  Qutpatient health care delivery (e.g., ambulatory care, clinics, community and tribal
health centers, Federally Qualified Health Centers®, urgent care centers, free standing
emergency rooms, stand-alone surgery centers)

=  Primary care providers, including pediatric and women’s health care providers

=  Public or private payers (e.g., Medicare and insurance companies)

= Schools and universities, including academic medical centers

= Skilled nursing, nursing, and long-term care facilities

=  Support service providers (e.g., clinical laboratories, pharmacies, radiology, blood banks,
poison control centers)

= Other (e.g., child care services, dental clinics, social work services, faith-based
organizations)

Specialty patient referral centers (e.g., pediatric, burn, trauma, and psychiatric centers) should be HCC
members within their geographic boundaries. They may also serve as referral centers to other HCCs

34 “Community Emergency Response Teams.” FEMA, 31 Aug. 2016. Web. Accessed 7 Sept.

2016. www.fema.gov/community-emergency-response-teams/.

35 “About the Medical Reserve Corps.” MRC, 22 Sept. 2016. Web. Accessed 26 Sept. 2016. https://mrc.hhs.gov.

36 “End-Stage Renal Disease Networks.” KCER, 2016. Web. Accessed 7 Sept. 2016.
http://kcercoalition.com/en/esrd-networks/.

37 “What are Federally qualified health centers?” HRSA, n.d. Web. Accessed 7 Sept. 2016. www.hrsa.gov/healthit/toolbox/
RuralHealthITtoolbox/Introduction/qualified.html.
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where that specialty care does not exist. In such cases, referral centers’ support of HCC planning,
exercises, and response activities can be mutually beneficial.

Urban and rural HCCs may have different membership compositions based on population
characteristics, geography, and types of hazards. For example, in rural and frontier areas—where the
distance between hospitals may exceed 50 miles and where the next closest hospitals are also critical
access hospitals with limited services—tribal health centers, referral centers, or support services may
play a more prominent role in the HCC.
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Appendix 4: Crosswalk of Performance Measures to 2017-
2022 Health Care Preparedness and Response Capabilities

Table 36: Crosswalk of PM to the capability, objective, and activity in the 2017-2022 Health Care
Preparedness and Response Capabilities.

PM Description

Capability

PM1: Percent of funding each
HCC receives from the
awardee, other federal
sources, and non-federal
sources.

Capability 1 — Foundation for Health Care and Medical Readiness

Objective 5 — Ensure Preparedness is Sustainable
» Activity 5 — Promote Sustainability of Health
Care Coalitions

PM2: Number of calendar
days from start of budget
period for awardees to
execute subawards with each
HCC.

Capability 1 — Foundation for Health Care and Medical Readiness

PM3: Membership
representation rate of HCC
core (acute care Hospitals,
EMS, Emergency
Management, Public Health)
and additional member
organizations by member

type.

Capability 1 — Foundation for Health Care and Medical Readiness

Objective 1 — Establish and Operationalize a Health Care
» Activity 1 — Define Health Care Coalition
Boundaries
» Activity 2 — Identify Health Care Coalition
Members

PM4: Percent of HCCs that
have a complete and
approved Preparedness Plan.

Capability 1 — Foundation for Health Care and Medical Readiness

Objective 2 — Identify Risk and Needs
» Activity 2 — Assess Regional Health Care
Resources
» Activity 3 — Prioritize Resource Gaps and
Mitigation Strategies
Objective 3 — Develop a Health Care Coalition
Preparedness Plan

PMS5: Percent of HCCs that
have a complete and
approved Response Plan.

Capability 2 — Health Care and Medical Response Coordination

Objective 1 — Develop and Coordinate Health Care
Organization and Health Care Coalition Response Plans
» Activity 2 — Develop a Health Care Coalition

Response Plan
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PM Description

Capability

PM6, Part A: Percent of
awardees that obtain de-
identified data from
emPOWER at least once
every six months to identify
numbers of individuals with
electricity-dependent
medical and assistive
equipment for planning
purposes.

PM6, Part B: Percent of HCCs
that obtain de-identified data
from emPOWER at least once
every six months to identify
numbers of individuals with
electricity-dependent
medical and assistive
equipment for planning
purposes.

Capability 1 — Foundation for Health Care and Medical Readiness
=  Objective 2 — Identify Risk and Needs
> Activity 4 — Assess Community Planning for
Children, Pregnant Women, Seniors, Individuals
with Access and Functional Needs, Including
People with Disabilities, and Others with Unique
Needs

PM7, Part A: Percent of
awardees that obtain data
from the Social Vulnerability
Index to estimate the
populations with a higher
likelihood of having access
and functional needs for
planning purposes at least
once per year.

PM?7, Part B: Percent of HCCs
that obtain data from the
Social Vulnerability Index to
estimate the populations
with a higher likelihood of
having access and functional
needs for planning purposes
at least once per year.

Capability 1 — Foundation for Health Care and Medical Readiness
=  Objective 2 — Identify Risk and Needs
> Activity 4 — Assess Community Planning for
Children, Pregnant Women, Seniors, Individuals
with Access and Functional Needs, Including
People with Disabilities, and Others with Unique
Needs

PMB8: Percent of awardees
that have provided an
opportunity for each HCC to
review and provide input to
the awardee’s ESF-8
preparedness and response
plan.

Capability 1 — Foundation for Health Care and Medical Readiness
=  Objective 1 — Establish and Operationalize a Health Care
» Activity 3 — Establish Health Care Coalition
Governance
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PM Description

Capability

PM9: Percent of HCCs
engaged in their awardee’s
jurisdictional risk assessment.

Capability 1 — Foundation for Health Care and Medical Readiness
=  Objective 2 — Identify Risk and Needs
» Activity 1 — Assess Hazard Vulnerabilities and
Risks

PM10: Percent of HCCs where
areas for improvement have
been identified from HCC and
member organizations’ own
exercises or real-world
events and the HCCs’
preparedness and response
plans have been revised to
reflect improvements.

Capability 1 — Foundation for Health Care and Medical Readiness
=  Objective 4 — Train and Prepare the Health Care and
Medical Workforce
» Activity 5 — Evaluate Exercises and Responses to
Emergencies
» Activity 6 — Share Leading Practices and Lessons
Learned

PM11: Percent of awardees
with a complete, jurisdiction-
wide protocol that delineates
a) the appropriate allocation
of scarce resources during
crises and b) local and
regional crisis standards of
care (CSC) planning and
implementation efforts.

Capability 1 — Foundation for Health Care and Medical Readiness
=  Objective 2 — Identify Risk and Needs
» Activity 5 — Assess and Identify Regulatory
Compliance Requirements
Capability 2 — Health Care and Medical Response Coordination
=  Objective 1 — Develop and Coordinate Health Care
Organization and Health Care Coalition Response Plans
» Activity 2 — Develop a Health Care Coalition
Response Plan

PM12: Percent of HCCs that
have drilled their redundant
communications plans and
systems and platforms at
least once every six months.

Capability 2 — Health Care and Medical Response Coordination
=  Objective 2 — Utilize Information Sharing Procedures and
Platforms
» Activity 1 — Develop Information Sharing
Procedures

PM13: Percent of HCC
member organizations that
responded during a
redundant communications
drill by system and platform
type used.

Capability 2 — Health Care and Medical Response Coordination
=  Objective 2 — Utilize Information Sharing Procedures and
Platforms
» Activity 3 — Utilize Communications Systems and
Platforms

PM14: Percent of HCC core
member organizations
participating in Phase 1:
Table Top Exercise with
Functional Elements and
Facilitated Discussion of the
Coalition Surge Test.

Capability 1 — Foundation for Health Care and Medical Readiness
=  Objective 1 — Establish and Operationalize a Health Care
» Activity 2 — Identify Health Care Coalition
Members
» Activity 3 — Establish Health Care Coalition
Governance
=  Objective 4 — Train and Prepare the Health Care and
Medical Workforce
» Activity 3 — Plan and Conduct Coordinated
Exercises with Health Care Coalition Members
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PM Description

Capability

PM15: Percent of HCC core
member organizations’
executives participating in
Phase 2: After Action Review
of the Coalition Surge Test.

e Capability 1 — Foundation for Health Care and Medical Readiness
= Objective 5 — Ensure Preparedness is Sustainable
> Activity 2 — Engage Health Care Executives

PM16: Percent of patients at
the evacuating facilities that
are identified as able to be:
a) discharged safely to home
or b) evacuated to receiving
facilities during Phase 1:
Table Top Exercise with
Functional Elements and
Facilitated Discussion of the
Coalition Surge Test.

e Capability 3 — Continuity of Health Care Service Delivery
= Objective 6 — Plan for and Coordinate Health Care
Evacuation and Relocation
» Activity 1 — Develop and Implement Evacuation
and Relocation Plans
e Capability 4 — Medical Surge
=  Objective 2 — Respond to a Medical Surge
» Activity 1 — Implement Emergency Department
and Inpatient Medical Surge Response

PM17: Time [in minutes] for
evacuating facilities in the
HCC to report the total
number of evacuating
patients.

e Capability 2 — Health Care and Medical Response Coordination
= Objective 1 — Develop and Coordinate Health Care
Organization and Health Care Coalition Response Plans
» Activity 2 — Develop a Health Care Coalition
Response Plan
= Objective 3 — Coordinate Response Strategy, Resources,
and Communications
» Activity 1 — Identify and Coordinate Resource
Needs during an Emergency
e Capability 3 — Continuity of Health Care Service Delivery
=  Objective 6 — Plan for and Coordinate Health Care
Evacuation and Relocation
» Activity 1 — Develop and Implement Evacuation
and Relocation Plans

PM18: Percent of evacuating
patients with an appropriate
bed identified at a receiving
health care facility in 90
minutes.

e Capability 3 — Continuity of Health Care Service Delivery
=  Objective 6 — Plan for and Coordinate Health Care
Evacuation and Relocation
> Activity 1 — Develop and Implement Evacuation
and Relocation Plans
e Capability 4 — Medical Surge
=  Objective 2 — Respond to a Medical Surge
» Activity 1 — Implement Emergency Department
and Inpatient Medical Surge Response
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PM Description

Capability

PM19: Time [in minutes] for
receiving facilities in the HCC
to report the total number of
beds available to receive
patients.

Capability 2 — Health Care and Medical Response Coordination
=  Objective 1 — Develop and Coordinate Health Care
Organization and Health Care Coalition Response Plans
» Activity 2 — Develop a Health Care Coalition
Response Plan
= Objective 3 — Coordinate Response Strategy, Resources,
and Communications
» Activity 1 — Identify and Coordinate Resource
Needs during an Emergency
Capability 3 — Continuity of Health Care Service Delivery
= Objective 6 — Plan for and Coordinate Health Care
Evacuation and Relocation
» Activity 1 — Develop and Implement Evacuation
and Relocation Plans
Capability 4 — Medical Surge
= Objective 2 — Respond to a Medical Surge
» Activity 1 — Implement Emergency Department
and Inpatient Medical Surge Response

PM20: Percent of evacuating
patients with acceptance for
transfer to another facility
that have an appropriate
mode of transport identified
in 90 minutes.

Capability 3 — Continuity of Health Care Service Delivery
=  Objective 6 — Plan for and Coordinate Health Care
Evacuation and Relocation
» Activity 2 — Develop and Implement Evacuation
Transportation Plans
Capability 4 — Medical Surge
= Objective 1 —Plan for a Medical Surge
» Activity 3 — Incorporate Medical Surge into a
Health Care Coalition Response Plan
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PM Description

Capability

PM21: Time [in minutes] for
the HCCs to identify an
appropriate mode of
transport for the last
evacuating patient.

Capability 2 — Health Care and Medical Response Coordination
=  Objective 1 — Develop and Coordinate Health Care
Organization and Health Care Coalition Response Plans
» Activity 2 — Develop a Health Care Coalition
Response Plan
= Objective 3 — Coordinate Response Strategy, Resources,
and Communications
» Activity 1 — Identify and Coordinate Resource
Needs during an Emergency
Capability 3 — Continuity of Health Care Service Delivery
= Objective 6 — Plan for and Coordinate Health Care
Evacuation and Relocation
» Activity 2 — Develop and Implement Evacuation
Transportation Plans
Capability 4 — Medical Surge
= Objective 1 — Plan for a Medical Surge
» Activity 3 — Incorporate Medical Surge into a
Health Care Coalition Response Plan

PM22: Percent of hospitals
with an Emergency
Department (ED) recognized
through a statewide,
territorial, or regional
standardized system that are
able to stabilize and/or
manage pediatric medical
emergencies.

Capability 4 — Medical Surge
=  Objective 2 — Respond to a Medical Surge
» Activity 4 — Provide Pediatric Care during a
Medical Surge Response

PM23: Percent of HCC core
member organizations
participating in the Command
Center Table Top and
Emergency Department Table
Top during the Hospital Surge
Test.

Capability 1 — Foundation for Health Care and Medical Readiness
=  Objective 1 — Establish and Operationalize a Health Care
» Activity 2 — Identify Health Care Coalition
Members
» Activity 3 — Establish Health Care Coalition
Governance
=  Objective 4 — Train and Prepare the Health Care and
Medical Workforce
» Activity 3 — Plan and Conduct Coordinated
Exercises with Health Care Coalition Members

PM24: Percent of HCC core
member organizations’
executives participating in
the After Action Review of
the Hospital Surge Test.

Capability 1 — Foundation for Health Care and Medical Readiness
= Objective 5 — Ensure Preparedness is Sustainable
> Activity 2 — Engage Health Care Executives
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PM Description

Capability

PM25: Percentage of ICU
beds made available during
the Hospital Surge Test.

Capability 4 — Medical Surge
=  Objective 2 — Respond to a Medical Surge
» Activity 1 — Implement Emergency Department
and Inpatient Medical Surge Response

PM26: Percentage of non-ICU
beds made available during
the Hospital Surge Test.

Capability 4 — Medical Surge
=  Objective 2 — Respond to a Medical Surge
» Activity 1 — Implement Emergency Department
and Inpatient Medical Surge Response

PM27: Percentage of
emergency department beds
made available during the
Hospital Surge Test.

Capability 4 — Medical Surge
=  Objective 2 — Respond to a Medical Surge
» Activity 1 — Implement Emergency Department
and Inpatient Medical Surge Response

PM28: Percentage of patients
with a bed identified in the
emergency department
during the Hospital Surge
Test.

Capability 4 — Medical Surge
=  Objective 2 — Respond to a Medical Surge
» Activity 1 — Implement Emergency Department
and Inpatient Medical Surge Response
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Appendix 5: Required Components of Preparedness and
Response Plans

Complete Preparedness and Response Plans have all of the required components identified in the FOA
as well as the 2017-2022 Health Care Preparedness and Response Capabilities. HCCs may elect to
address the components associated with the Preparedness and Response Plans in two separate
documents or in multiple documents; however, all components must be documented. Required
components of each plan as identified in the FOA, include:

Required Components of a Preparedness Plan

Each HCC funded by the awardee must develop a preparedness plan and submit the plan to ASPR by the
end of Budget Period 1 with the annual progress report (APR). The HCC must develop its preparedness
plan to include core HCC members and additional HCC members so that, at a minimum, hospitals, EMS,
emergency management organizations, and public health agencies are represented. The HCC
preparedness plan must emphasize strategies and tactics that promote communications, information
sharing, resource coordination, and operational response planning with HCC members and other
stakeholders.

HCC members should approve the initial preparedness plan and maintain involvement in no less than
annual reviews. The final preparedness plan must be approved by all its core member organizations. The
review should include identifying gaps in the preparedness plan and working with HCC members to
define strategies to address the gaps. Following reviews, the HCC must update the plan as necessary
after exercises and real incidents. All of the HCC’s additional member organizations must be given an
opportunity to provide input into the preparedness plan, and all member organizations must receive a
final copy of the plan.

Each preparedness plan can be presented in various formats, including a subset of strategic documents,
annexes, or a portion of the HCC’s concept of operations (CONOPS) plans; however, at a minimum the
HCC preparedness plan must:

e Incorporate the HCC’s and its associated members’ priorities for planning and coordination based on
regional needs and gaps. Priorities will depend on multiple factors including perceived risk,
emergencies occurring in the region, available funds, applicable laws and regulations, supporting
personnel, HCC member facilities and organizations involved, and time constraints

e Leverage HCC members’ existing facility preparedness plans as required by the CMS Emergency
Preparedness Rule: Medicare and Medicaid Programs; Emergency Preparedness Requirements for
Medicare and Medicaid Participating Providers and Suppliers

e Be developed by HCC leadership with broad input from HCC members and other stakeholders

e Qutline strategic and operational objectives for the HCC as a whole and for each HCC member

e Include short-term—within the year—and longer-term—three- to five-year—objectives

e Include a recurring objective to develop and review the HCC response plan, which details the
responsibilities and roles of the HCC and its members, including how they share information,
coordinate activities and resources during an emergency, and plan for recovery

e Inform training, exercise, and resource and supply management activities during the year.

e Include a checklist of each HCC member’s proposed activities, methods for members to report
progress to the HCC, and processes to promote accountability and completion.
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More information about the HCC Preparedness Plan can be found in Capability 1, Objective 3 of the
2017-2022 Health Care Preparedness and Response Capabilities.

Required Components of a Response Plan

Each HCC funded by the awardee must develop a response plan that is informed by its members’
individual emergency operations plans and submit the plan to ASPR by the end of Budget Period 2 with
annual progress reports. Each HCC’s response plan must describe the HCC’s operations that support
strategic planning, information sharing, and resource management. The plan must also describe the
integration of these functions with the ESF-8 lead agency to ensure information is provided to local
officials and to effectively communicate and address resource and other needs requiring ESF-8
assistance. In cases where the HCC serves as the ESF-8 lead agency, the HCC response plan may be the
same as the ESF-8 response plan.

The interests of all members and stakeholders should be considered in the response plan; however,
each HCC must coordinate the development of its response plan by involving core members and other
HCC members so that, at a minimum, hospitals, EMS, emergency management organizations, and public
health agencies are represented in the plan. Each HCC must review and update its response plan
regularly, and after exercises and real incidents.

The HCC response plan can be presented in various formats, including the placement of information
described below in a supporting annex. Regardless of the format, each HCC’s response plan must clearly
outline:

e Individual HCC member organization and HCC contact information,

Locations that may be used for multiagency coordination,

Process for multiagency coordination if location is virtual,

A brief summary of each individual member’s resources and responsibilities,

e Integration with appropriate ESF-8 lead agencies,

e Emergency activation thresholds and processes

e Alert and notification procedures,

e EEls agreed to be shared, including information format, such as bed reporting, resource requests
and allocation, and patient distribution, and tracking procedures,

e Communication and IT platforms and redundancies for information sharing,

e Support and mutual aid agreements,

e Evacuation and relocation processes,

e Additional HCC roles and responsibilities as determined by state or local plans and agreements
such as staff sharing, alternate care sites, and shelter support, and

e Activation and notification processes for initiating and implementing medical surge response
coordination among HCC members and other topics related to medical surge, including:

=  Strategies to implement if the emergency overwhelms regional capacity or specialty
care including trauma, burn, and pediatric capability,

=  Strategies for patient tracking,

= Strategies for initial patient distribution (or redistribution) across the region, among
local hospitals in the event a facility becomes overwhelmed, and

=  Processes for joint decision making and engagement among the HCC, HCC members,
state and local public health agencies, and emergency management organizations to
avoid crisis conditions based on proactive decisions about resource utilization.
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Each HCC should also monitor their members’ progress toward closing gaps in their own plans and offer
assistance to help close the gaps as appropriate.

More information about the HCC Response Plan can be found in Capability 2, Objective 1, Activity 2 of
the 2017-2022 Health Care Preparedness and Response Capabilities.
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I. FUNDING OPPORTUNITY DESCRIPTION

A. Executive Summary and Background

The U.S. Department of Health and Human Services (HHS) Office of the Assistant Secretary for
Preparedness and Response (ASPR) leads the country in preparing for, responding to, and recovering from
the adverse health effects of emergencies and disasters. ASPR’s programs improve the nation’s ability to
withstand adversity, strengthen health and emergency response systems, and enhance national health security.
ASPR’s Hospital Preparedness Program (HPP) is the only source of federal funding specifically for health
care delivery system readiness. HPP aims to improve patient outcomes, minimize the need for federal and
supplemental state resources during emergencies, and enable rapid recovery from catastrophic events through
the development of health care coalitions (HCCs). HCCs incentivize and support diverse and often
competitive health care organizations with differing priorities and objectives to work together to save lives
during disasters and emergencies that exceed the day-to-day capacity and capability of individual health care
and emergency response systems. ASPR recognizes that there is shared authority and accountability for the
health care delivery system’s readiness that rests with private organizations, government agencies, and
states’/jurisdictions’ Emergency Support Function 8 (ESF-8) — Public Health and Medical Services lead
agencies. HCCs serve an important communication and coordination role within their jurisdictions, given the
many public and private entities that must come together to ensure health care delivery system readiness.

To describe what health care delivery system partners, including HCCs, health care organizations, and
emergency medical services (EMS), must do to effectively prepare for and respond to emergencies ASPR
developed the 2017-2022 Health Care Preparedness and Response Capabilities. These capabilities illustrate
the range of health care preparedness and response activities that, if conducted, represent the ideal state of
readiness in the United States. Individual health care organizations, HCCs, jurisdictions, and other
stakeholders that develop the capabilities outlined in the 2017-2022 Health Care Preparedness and Response
Capabilities document will help patients receive the care they need at the right place, at the right time, and
with the right resources during emergencies; decrease deaths, injuries, and illnesses resulting from
emergencies; and promote health care delivery system resilience in the aftermath of emergencies.

The goals of the four health care preparedness and response capabilities are as follows:

Capability 1: Foundation for Health Care and Medical Readiness

The community’s health care organizations and other stakeholders — coordinated through a sustainable
HCC — have strong relationships, identify hazards and risks, and prioritize and address gaps through
planning, training, exercising, and managing resources.

Capability 2: Health Care and Medical Response Coordination

Health care organizations, the HCC, their jurisdiction(s), and the state’s/jurisdiction’s ESF-8 lead agency
plan and collaborate to share and analyze information, manage and share resources, and coordinate
strategies to deliver medical care to all populations during emergencies and planned events.

Capability 3: Continuity of Health Care Service Delivery

Health care organizations, with support from the HCC and the state’s/jurisdiction’s ESF-8 lead agency,
provide uninterrupted, optimal medical care to all populations in the face of damaged or disabled health
care infrastructure. Health care workers are well-trained, well-educated, and well-equipped to care for
patients during emergencies. Simultaneous response and recovery operations result in a return to normal
or, ideally, improved operations.





Capability 4: Medical Surge

Health care organizations deliver timely and efficient care to their patients even when the demand for
health care services exceeds available supply. The HCC, in collaboration with the state’s/jurisdiction’s
ESF-8 lead agency, coordinates information and available resources for its members to maintain
conventional surge response. When an emergency overwhelms the HCC’s collective resources, the HCC
supports the health care delivery system’s transition to contingency and crisis surge response and
promotes a timely return to conventional standards of care as soon as possible.

ASPR recognizes that the entirety of the 2017-2022 Health Care Preparedness and Response Capabilities will
not be achieved solely with the funding provided to HPP recipients and sub-recipients (including HCCs and
health care organizations) through the HPP cooperative agreement. This FOA describes ASPR’s expectations
and priorities and lists performance measures for assessing HPP recipients’ and sub-recipients’ progress
toward building the capabilities. Overall, the goal of the HPP cooperative agreement is to build acute
care medical surge capacity through the maintenance and growth of strong HCCs.

B. Statutory Authorities
Overarching Authorities
Section 319C-2 of the Public Health Service (PHS) Act (title 42 United States Code (USC) § 247d-3b), as

amended.

Section 311 of the PHS Act (title 42 USC § 243), subject to available funding and other requirements and
limitations.

1. References

The following are federal strategies, guidance documents, and directives that support the authorities and
objectives of the readiness and response activities detailed in this FOA.

e 2017-2022 Health Care Preparedness and Response Capabilities

e 2019 HPP Performance Measures Implementation Guidance (to be released in Spring 2019)

e Healthy People 2020
= Preparedness objectives for Healthy People 2020

e HHS Pandemic Influenza Plan

e Public Health Emergency Preparedness and Response Capabilities: National Standards for State,
Local, Tribal, and Territorial Public Health

e Homeland Security Presidential Directive (HSPD)-5 (Management of Domestic Incidents)

e HSPD-21 (Public Health and Medical Preparedness)

e Presidential Policy Directive-8 (National Preparedness)

e National Health Security Strategy

e Centers for Medicare and Medicaid Services (CMS): Emergency Preparedness Requirements for
Medicare and Medicaid Participating Providers and Suppliers (Rule CMS-3178-F)

e Homeland Security Exercise and Evaluation Program (HSEEP)

e International Health Regulation Monitoring and Evaluation Framework






e National Incident Management System (NIMS)

e National Preparedness Goal

C. Purpose

The purpose of this FOA is to strengthen and enhance the acute care medical surge capacity through the
maintenance and growth of strong HCCs within each HPP-funded state, territory, freely associated state, and
locality. This FOA provides funds to build acute care medical surge capacity by ensuring that HPP recipients
focus on objectives and activities that advance progress toward meeting the goals of the four capabilities
detailed in the 2017-2022 Health Care Preparedness and Response Capabilities and document progress in
establishing or maintaining response-ready health care systems through strong HCCs.

D. Implementation
Health Care Preparedness and Response Capabilities

Throughout the project period, ASPR expects recipients and sub-recipients to develop and strengthen the
four health care preparedness and response capabilities through the implementation of select objectives
and activities. ASPR has prioritized these select objectives and activities, recognizing that not all of the
objectives and activities listed in the 2017-2022 Health Care Preparedness and Response Capabilities can
be implemented with the funding available through HPP.

ASPR encourages HCCs, health care organizations, and other stakeholders supporting the provision of
care during emergencies to use ASPR’s Technical Resources, Assistance Center, and Information
Exchange (TRACIE) to receive assistance and resources for developing the capabilities.

Readiness and Operations Cycle

HPP’s readiness and operations cycle furthers the concepts outlined in the National Preparedness Goal by
organizing the objectives and activities of the 2017-2022 Health Care Preparedness and Response
Capabilities into phases. The phases of the annual readiness and operations cycle strengthen HPP’s focus
on readying our health care systems for response to medical surge emergencies.

HPP FOA Structure

Recipients and HCCs will structure their work plans by the 2017-2022 Health Care Preparedness and
Response Capabilities. Within each capability, work plan activities will progress each year through the
readiness and operations cycle (See HPP FOA Structure in Figure 1).






CAPABILITY
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Figure 1. HPP FOA Structure

Ideally, work plan activities under each phase will correspond to quarters in each fiscal year (FY). In
quarter one, activities would focus on planning and preparing. In quarter two, activities would focus on
training and equipping. In quarter three, activities would focus on exercising, and in quarter four,
activities would focus on evaluating and sharing lessons learned. While responses are the optimal tests of
plans and training activities, these naturally occur at any point in the cycle—when disasters strike—and
should be followed by the evaluation, planning, and training phases based on lessons learned from each
response.

Utilization of the readiness and operations cycle will support recipients and sub-recipients in making
continuous improvements each year.

Please refer to Appendix A for explicit guidance on objectives and activities required for this
project period. This appendix includes all HPP-specific requirements and joint activities with the Centers
for Disease Control and Prevention (CDC) Public Health Emergency Preparedness (PHEP) program, as
well as other requirements associated with statute and HHS grant guidance.

Option for Flexibility for Remote and Isolated Frontier Communities

For the FY 2019-2023 project period, HPP recognizes the unique challenges and needs of hospitals
located in remote and isolated frontier communities. To improve the effectiveness of HPP funding and to
reduce the burden on recipients and sub-recipients, ASPR worked with the Health Resources and Services
Administration (HRSA) Office of Rural Health Policy to categorize these hospitals and offer modified
objectives, activities, and funding requirements. To be eligible for classification as an “isolated frontier
hospital”, hospitals must meet the following criteria:

e Be located in a geographic region within the U.S. that is classified by the U.S. Department of
Agriculture Economic Research Service as both Frontier and Remote Area (FAR) level 4 (see
Appendix B), and

e Be greater than 60 miles from the next nearest hospital. It is the responsibility of the recipient to
determine if a hospital located in a FAR level 4 locale is greater than 60 miles from the next
nearest hospital.

ASPR will consider requests for facility classification as an “isolated frontier hospital” on a case-by-case
basis. Each recipient must submit requests for classification during the application process (in Grants.gov
, reference Section IV.C.Additional information for upload instructions) in the format of a letter to the

HPP Director (please see contact information at the end of this announcement). HPP will not accept post-
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award classification requests. The letter should contain the full legal name of the identified hospital, its
current physical address, the name and distance (in miles) to the next nearest hospital, and a justification
explaining how this classification will improve the readiness of both the facility and HCC. Each recipient
should include an accompanying letter of support from the current HCC, which must indicate the HCC
understands the impact of this classification and supports the request to modify the existing activities and
funding strategies for the identified hospital(s). Additional letters of support from the jurisdiction’s
hospital association will further strengthen requests for classification.

The HPP-specific requirements and HPP-PHEP joint activities found in Appendix A apply to all
recipients including territories, freely associated states, and isolated frontier hospitals (as defined above).
However, additional guidance and technical assistance (TA) that describe modified requirements for
ASPR-approved “isolated frontier hospitals” as well as American Samoa (AS), the Commonwealth of the
Northern Mariana Islands (CNMI), Guam, the U.S. Virgin Islands (USVI), the freely associated states
including the Federated States of Micronesia (FSM), the Republic of the Marshall Islands (RMI), and the
Republic of Palau (PW) can be found in Appendix C.

Federal Requirements

For the FY 2019-2023 project period, recipients must address and comply with other federal requirements
that include HPP-specific requirements and HPP-PHEP joint activities and assurances. In completing the
program requirements segment of the funding application, recipients must provide updates on the
following programmatic requirements and assurances:

1. Coordinate exercise planning and implementation.

e Recipients must conduct an annual public health and medical preparedness exercise that
specifically addresses the needs of people with disabilities and other at-risk individuals or
populations and report in the following year’s funding application on the strengths and
weaknesses identified and corrective actions taken to address weaknesses. HPP recipients
should consider the access and functional needs of at-risk individuals and engage these
populations as they plan the budget period’s HCC-based exercises.

e Recipients must complete and submit after action reports and improvement plans
(AAR/IPs) for all responses to real incidents and planned events and for exercises
conducted to demonstrate compliance with HPP program requirements. HPP recipients
should provide AAR/IPs to ASPR in accordance with HSEEP guidelines for each
qualifying exercise within 120 days.

2. Submit pandemic influenza preparedness plans.

e HPP’s authorization (sections 319C-1 and 319C-2 of the PHS Act) requires recipients to
have updated plans describing activities they will conduct with respect to pandemic
influenza.

e HPP recipients 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.

3. Describe progress on capability development.
e Recipients must describe the top jurisdictional strategic priorities for the project period.

e Recipients must identify the data sources used to inform the strategic priorities. Sources





include but are not limited to jurisdictional risk assessments, capability self-assessments,
National Health Security Preparedness Index (NHSPI), and AAR/IPs.

e Recipients must list challenges or barriers that are anticipated for the project period,
including any budgetary issues that might hinder the success or completion of the project
as originally proposed and approved.

4. Establish and maintain senior advisory committees.

e Recipients must establish and maintain advisory committees or similar mechanisms of
senior officials from governmental and non-governmental organizations involved in
homeland security, health care, public health, EMS, and behavioral health to help integrate
preparedness efforts across jurisdictions and to maximize funding streams.

5. Coordinate emergency public health and health care preparedness and response plans
with educational agencies and state child care agencies.

e Recipients must ensure emergency preparedness and response coordination with
educational agencies and child care agencies in their jurisdictions.

6. Engage State Unit on Aging or the equivalent office.

e Recipients 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. Recipients must provide evidence that this state office is engaged in
the jurisdictional planning process.

7. Meet Emergency System for Advance Registration of Volunteer Health Professionals
(ESAR- VHP) compliance requirements.

e The ESAR-VHP compliance requirements identify capabilities and procedures that state
ESAR-VHP programs must have in place to ensure effective management and inter-
jurisdictional movement of volunteer health personnel in emergencies. Recipients must
coordinate with volunteer health professional entities. ASPR also encourages recipients 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 on the
MRC webpage.

8. Ensure cross-discipline coordination.

e Recipients may use HPP funding to support coordination activities, such as planning
activities between local health departments and HCCs, but must track the accomplishments
and outcomes of these activities. Recipients should coordinate activities with state
emergency management agencies, EMS providers (including the State Office of
Emergency Medical Services), mental health agencies (including the State Mental Health
Authority and the Disaster Behavioral Health Coordinator), HCCs, state aging offices, and
educational agencies, state child care agencies, MRC, and ESAR-VHP programs.

9. Comply with SAFECOM requirements.

e Recipients and sub-recipients that use federal preparedness grant funds to support
emergency communications activities must comply with current SAFECOM guidance for
emergency communications grants, which is available on the SAFECOM webpage.

10. Cooperative agreement administrative requirements.





Recipients must submit required progress reports and program and financial data by the
deadline, including budgets and work plans; 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 activities in their jurisdictions.

In a cooperative agreement, the federal government is substantially involved in the
program activities, above and beyond routine grant monitoring. During the project
period, ASPR will monitor and evaluate the defined activities within the agreement
and recipient progress in meeting work plan priorities. The recipient must ensure
reasonable access by ASPR or their designees to all necessary sites, documentation,
individuals and information to monitor, evaluate and verify the appropriate
implementation the activities and use of ASPR funds under this agreement.

Recipients must have in place fiscal and programmatic systems to document
accountability and improvement, and must demonstrate these systems during site
visits.

» Recipients must plan and participate in joint site visits at least once every
12-24 months.

» ASPR encourages recipients to invite HPP field project officers (FPOs) and
senior ASPR staff to attend or observe events such as scheduled exercises,
regional meetings, jurisdictional conferences, senior advisory committee
meetings, and coalition meetings supported by HPP funding.

Recipients must participate in mandatory meetings and trainings. ASPR considers
the following meetings mandatory; recipients should budget travel funds
accordingly:

» Annual preparedness summit sponsored by the National Association of
County and City Health Officials

» Directors of Public Health Preparedness annual meeting sponsored by the
Association of State and Territorial Health Officials

» National Health Care Coalition Preparedness Conference, as specified by
ASPR

» Training for medical countermeasure (MCM) coordinators sponsored by
ASPR and other MCM regional workshops

» Other mandatory training sessions that may be conducted via webinar or
other remote meeting venues

e Recipients must maintain all program documentation for purposes of data verification and
validation. ASPR strongly encourages recipients to develop internal electronic systems that
allow jurisdictions to share documentation with HPP FPOs, including evidence of progress
completing corrective actions for weaknesses identified during exercises and drills. In FY
2019/budget period 1, ASPR will increase the emphasis on verification and validation of
requirements to identify strengths and potential gaps, better review and evaluate progress,
and provide TA.

e Recipients must engage in TA planning. Recipients must actively work with their HPP
FPOs to properly identify, manage, assess progress of, and update TA plans at least





quarterly. ASPR encourages HCCs, health care organizations and other stakeholders
supporting the provision of care during emergencies to use ASPR’s TRACIE system to
identify existing TA resources.

Accountability Provisions

Recipients that fail to “substantially meet” the benchmarks required by this FOA are subject to
withholding of a statutorily mandated percentage of the award if a recipient fails substantially to meet
established benchmarks for the immediately preceding fiscal year or fails to submit a satisfactory
pandemic influenza plan.

HHS is required to treat each failure to substantially meet all the benchmarks and each failure to submit a
satisfactory pandemic influenza plan as a separate withholding action. For example, a recipient failing
substantially to meet benchmarks AND who fails to submit a satisfactory pandemic influenza plan could
have 10 percent withheld for each failure for a total of 20 percent for the first year this happens. If this
situation remains unchanged, HHS would then be required to assess 15 percent for each failure for a total
of 30 percent for the second year this happens. Alternatively, if a recipient corrects one of the two failures
in the second year but one remains, HHS is required to withhold 15 percent of the second-year funding.
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Table 1. FY 2019 Benchmarks

Benchmark (BM) Description

HPP BENCHMARKS: All recipients

BM1

Recipients must execute subawards with each HCC within 90 calendar days from the start
of each budget period.

Possible % of

Recipient HCC Withholding

BM2

Recipients must submit quarterly Federal Financial Reports (FFRs) within 30 calendar
days of Notice of Award deadlines during each budget period.

BM3

Recipients must submit a joint multiyear training and exercise plan (MY TEP) with each
budget period application package (uploaded into PERFORMS or other program
management system, when available).

BM4

HCCs must have a draft response plan annex addressing pediatric surge completed and
uploaded by April 1, 2020. Final plans must be submitted with the FY 2019 Annual
Progress Report (APR).

10%

BM5

Within the first 60 days of each budget period, all recipients must provide a detailed spend
plan, including all budget line items, to all HCCs within their jurisdiction and any
interested health care entity.

BM6

Within 30 days following receipt of the subaward, all funded HCCs must submit their
final budgets to the recipients and uploaded a copy into the Coalition Assessment Tool
(CAT). The budget should identify the percent of funding received from the recipient,

other federal sources, and non-federal sources.
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BM7

Benchmark (BM) Description

Within 30 days following receipt of the subaward, all funded HCCs must submit an annual
work plan (uploaded into the CAT), developed in collaboration with their stakeholders and
based on their current hazard vulnerability analysis (HVA) and resource analysis, to
include medical equipment and supplies, real-time information sharing, communication
systems, training, exercises, lessons learned, and health care personnel necessary to
respond to an emergency. In FYs 2020-2023, all funded HCCs must submit their draft
annual workplan and budget to the recipient by January 31 for inclusion in the recipient's
application.

Recipient

BMS

Within the first 90 days of each budget period, all recipients and HCCs must provide
ASPR an updated pre-event specific essential elements of information (EEI) template
(uploaded into the CAT). ASPR will provide recipients with a list of all required post-
event and special-event EEIs for incorporation into state, local, and HCC reporting
systems.

BM9

HCCs must complete the Coalition Surge Test (CST) annually. Hospitals located in
approved jurisdictions (AS, CNMI, FSM, PW, RMI, Guam and USVI) or officially
classified as an isolated frontier hospital, must develop a surge scenario and exercise it
annually utilizing the Hospital Surge Tool (HST), in lieu of the CST. Data must be
uploaded into the CAT.

Possible % of
Withholding

BM10

All recipients must submit 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.

10%

Total Potential Withholding Percentage

20%
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Evaluation and Performance Measurement

To measure and evaluate HPP performance, ASPR developed a variety of measures at the input-,
activity,- output-, and outcome-level to address the information needs of various stakeholders. See
Appendix D for a list of the FY 2019/budget period 1 HPP performance measures.

ASPR will update the 2017-2022 Hospital Preparedness Program Performance Measures Implementation
Guidance in the spring of 2019 to incorporate minor changes to the performance measures for FY
2019/budget period 1.

ASPR will review and evaluate HPP recipients based on a number of sources of information including
performance measure data, information gathered during site visits, produced AAR/IPs, and HCC response
plans. ASPR will also use this information to identify program areas to be improved, program successes,
and key areas of TA to provide to recipients and their HCCs. The HPP performance measures monitor
implementation of the program, and are intended to help assess an HCC’s readiness to respond in an
emergency.

E. ASPR Activities
Field Project Officer

FPOs serve as the federal liaisons to each designated HHS region and coordinate between HPP and its
cooperative agreement recipients. FPOs provide TA on programmatic activities and grants, conduct
recipient and HCC site visits, and monitor activity and project funds. Note that many requirements of this
cooperative agreement request the submission of HCC documentation to the FPOs, importantly including
data during an actual emergency response.

ASPR TRACIE

ASPR TRACIE provides information and TA to HCCs, providers, emergency managers, and others
working in health care system preparedness and disaster medicine. It offers support in three main areas: a
self-service collection of disaster medical, health care and public health materials searchable by keyword
and functional area; one-on-one TA support to request documentation and resources; and a peer-to-peer
closed forum where providers and responders can communicate in a timely way. For example, ASPR
TRACIE can provide users with TA and resources to support specific capability development. ASPR
encourages HCCs, health care organizations and other stakeholders supporting the provision of care
during emergencies to use ASPR’s TRACIE system.

ASPR Grants Management Office

The ASPR Grants Management Office is responsible for the business management aspects of HPP
cooperative agreements, including review, negotiation, award, and administration. These activities
include, but are not limited to, evaluating applications for administrative content and compliance with
statutes, regulations, and guidelines; negotiating grants; providing consultation and TA to recipients; and
administering grants after award.

Health Care Coalition Response Leadership Course

The Health Care Coalition Response Leadership Course sponsored by the Center for Domestic
Preparedness in Anniston, Alabama, will be available to HCCs to provide guidance and training. The
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Center for Domestic Preparedness will cover travel, lodging, and training costs. Recipients and HCCs do
not need to budget for these travel and training costs.

Evaluation and Monitoring of Program

In a cooperative agreement, the federal government is substantially involved in the program activities,
above and beyond routine grant monitoring. During the project period, ASPR will monitor and evaluate
the defined activities within the agreement and recipient progress in meeting work plan priorities. The
recipient must ensure reasonable access by ASPR or their designees to all necessary sites, documentation,
individuals and information to monitor, evaluate, and verify the appropriate implementation the activities
and use of ASPR funding under this agreement.

Collaborations

1. HPP and PHEP

HPP and PHEP remain programmatically aligned and are proud to be the first aligned grant
programs in the federal government. The programs were initially aligned in 2012 in order to
better coordinate the private health care sector and state and local public health sector for
improved preparedness and response. HPP and PHEP funds are not interchangeable, although
funding flows through the same 62 state, local, and territorial recipients. HPP builds resilience
among health care delivery system entities by increasing their collective ability to maintain
operations and expand health care capacity during a medical surge. Primary sub-recipients are
HCCs and individual health care facilities. The PHEP program builds capacity within state,
local, territorial, and tribal public health agencies to assure that the nation’s public health
system is resilient and “response ready” for any type of public health event or disaster.

2. HPP Partner Community

HPP continues to develop a partner community of external stakeholders to ensure an exchange
of ideas and demonstrate mutual relationship value. These stakeholders include national trade
associations representing health care providers and public health, foundations, academic
institutions, and other non-profits whose missions align with HPP’s preparedness, response,
and recovery efforts.

3. Emergency Medical Services for Children (EMSC)

HPP recipients and the Health Resources and Services Administration (HRSA) EMSC
program recipients within their jurisdictions must provide a joint letter of support indicating
that EMSC and HPP are linked at the recipient level. HPP recipients must provide a letter of
support with their funding applications at the beginning of each budget period throughout the
five-year project period.

Please note: funding cannot be used for activities already covered by other federal grants or
cooperative agreements.

4. Emergency Preparedness Grant Coordination (EPGC)

Federal agencies participating in the EPGC process are working to identify current
preparedness activities and areas for collaboration across federal grants with public health and
health care preparedness components. The participating federal agencies include:

e HHS ASPR
e Department of Homeland Security (DHS) Federal Emergency Management Agency
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(FEMA)
e HHS Centers for Disease Control and Prevention (CDC)
e HHS Health Resources and Services Administration (HRSA)

e Department of Transportation (DOT) National Highway Traffic Safety Administration
(NHTSA)

Federal agencies are actively coordinating guidance and TA and encourage all recipients to
actively coordinate preparedness activities for their jurisdictions.

More information on the EPGC process can be found on the EPGC webpage.

F. Other Important Notes about this Funding Opportunity Announcement
Target Populations

This FOA targets, in broad terms, the entire U.S. population and the health care systems within the U.S.
and its territories and freely associated states. Specifically, funds are intended to support the needs of any
community impacted by a public health emergency or disaster and to ensure that health care systems are
ready and capable of keeping their communities safe and mitigating the impacts of any public health
emergency. There is a special emphasis on preparing for the health needs of at-risk populations, including
tribal entities. Accommodations for at-risk populations should be incorporated into all plans and exercises
and any access or functional needs of at-risk populations that may interfere with their ability to access or
receive medical care before, during, or after a disaster or emergency should be considered.

Health Disparities

Recipients must show evidence that they are integrating accommodations for the access and functional
needs of at-risk and vulnerable population(s) as indicated into their planning. Recipients must describe the
structure or processes in place to integrate accommodations for 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, health care, and
behavioral health response strategies; furthermore, these strategies are identified and addressed in
operational work plans. ASPR encourages recipients, sub-recipients, and HCCs 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. Applicants must also ensure inclusive
planning with tribes.

II. AWARD INFORMATION

FOA Title: Hospital Preparedness Program Cooperative Agreement
Type of Award: Cooperative agreement

Fiscal Year Funds: FY 2019-2023

Approximate Total Funding: $231,500,000 USD

This amount is subject to availability of funds. Includes direct and indirect costs.
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Approximate Number of Awards: 62

Approximate Average Award: $3,733,871 USD

Floor of Individual Award Range: $256,518 USD
Ceiling of Individual Award Range: $23,274,780 USD
Anticipated Award Date: July 1, 2019

Budget Period Length: July 1, 2019 through June 30, 2020
Project Period Length: July 1, 2019 through June 30, 2024

III. ELIGIBILITY INFORMATION

A. Eligible Applicants

As defined in sections 319C-1 and 319C-2 of the PHS Act, eligible applicants for this funding opportunity are
states, a consortium of states, or eligible political subdivisions that prepare and submit a sufficient application
compliant with the statutory and administrative requirements described in this document. For the purposes of
this announcement, the term “state” may include a state, territory, or freely associated state.

B. Funding Strategy

ASPR calculates the distribution of HPP funds using a formula established under section 319C-1(h) of the
PHS Act, as amended. States and U.S. territories and freely associated states receive the greater of a
minimum amount prescribed by the formula or a base amount, as determined by the Secretary, supplemented
by a population-based formula, and possible additional funding based on findings about significant unmet
needs or high degree of risk. Eligible political subdivisions receive an amount determined by the Secretary
and possible additional funding based on findings about significant unmet needs or high degree of risk.

C. Cost Sharing and Match

ASPR may not award a cooperative agreement to a state or consortium of states under these programs unless
the recipient agrees that, with respect to the amount of the cooperative agreements awarded by ASPR, the
state will make available non-federal contributions in the amount of 10 percent ($1 for each $10 of federal
funds provided in the cooperative agreement) of the award.

Match may be provided directly or through donations from public or private entities and may be in cash or in
kind, fairly evaluated, including plant, equipment, or services. Amounts provided by the federal government
or services assisted or subsidized to any significant extent by the federal government may not be included in
determining the amount of such non-federal contributions.

Please refer to title 45 of the Code of Federal Regulations (CFR) § 75.306 for match requirements, including
descriptions of acceptable match resources. Documentation of match, including methods and sources, must be
included in the FY 2019/budget period 1 application for funds, follow procedures for generally accepted
accounting practices, and meet audit requirements.

Exceptions to Matching Funds Requirement:

e The match requirement does not apply to the political subdivisions of Chicago, Los Angeles County,
or New York City.

e Pursuant to department grants policy implementing 48 USC 1469a(d), any required matching

16





(including in-kind contributions) of less than $200,000 is waived with respect to cooperative
agreements to the governments of AS, Guam, USVI, or CNMI (other than those consolidated under
other provisions of 48 USC 1469). For instance, if 10 percent (the match requirement) of the award is
less than $200,000, then the entire match requirement is waived. If 10 percent of the award is greater
than $200,000, then the first $200,000 is waived, and the rest must be paid as match.

e The match requirement is also waived for the freely associated states, including PW, FSM, and RMI.

e Matching does not apply to future contingent emergency response awards that may be authorized
under section 311 of the PHS Act unless such a requirement were imposed by statute or administrative
process at the time.

D. Maintenance of Effort

According to section 319C-2 of the PHS Act, recipients must maintain expenditures for health care
preparedness at a level that is not less than the average level of such expenditures maintained by the recipient
for the preceding two-year period. This represents a recipient’s historical level of contributions or
expenditures (money spent) related to federal programmatic activities that have been made prior to the receipt
of federal funds. The maintenance of effort (MOE) is used as an indicator of non-federal support for health
care preparedness before the infusion of federal funds. These expenditures are calculated by the recipient
without reference to any federal funding that also may have contributed to such programmatic activities in the
past. The definition of eligible state expenditures for health care preparedness includes:

e Appropriations specifically designed to support health care preparedness as expended by the entity
receiving the award; and

e Funds not specifically appropriated for health care preparedness activities, but which support health
care preparedness activities, such as personnel assigned to health care preparedness responsibilities,
supplies, or equipment purchased for health care preparedness from general funds or other lines within
the operating budget of the entity receiving the award.

Recipients must document the total dollar amount in the budget narrative within cooperative agreement
funding applications. Recipients must be able to account for MOE separate from accounting for federal funds
and separate from accounting for any matching funds requirements; this accounting is subject to ongoing
monitoring, oversight, and audit. MOE may not include any sub-recipient matching funds requirement where
applicable.

MOE does not apply to future contingent emergency response awards that may be authorized under section
311 of the PHS Act unless such a requirement were imposed by statute or administrative process at the time.

E. Special Requirements
HPP General Funding Guidance

HPP funding must primarily support strengthening health care system preparedness through the
collaborative development of HCCs that prepare and respond as an entire regional health system, rather
than individual health care organizations. HPP recognizes that, at the conclusion of the previous project
period (FY 2017-2018), some recipients only funded HCCs, some funded individual health care entities
(with a requirement that they participate in regional preparedness efforts), and others funded a mixture of
HCCs and individual health care entities.

During this project period (FY 2019-2023), beginning in FY 2019/budget period 1, all recipients must
allocate at least a portion of funding to HCCs. For FY 2019/budget period 1, ASPR still permits providing

17





direct funding from the recipient to individual health care entities for regional preparedness efforts;
however, ASPR requests that, as the project period progresses, recipients provide a greater percentage of
their total award to HCCs each year over the five-year project period.

As recipients allocate more funding to HCCs each year, individual health care entities can continue to
receive HPP funding, through the HCC, to ensure regional coordination and collaboration. HCCs will
determine the amount of funding for health care entities upon review of coalition gaps and projects, as
well as health care entity projects, based on the funding priorities for each FY/budget period. This process
will ensure that HCC activities contribute to the overarching readiness, preparedness, and resilience of
health care systems.

Recipient Level Direct Costs

Recipients may retain direct costs for the management and monitoring of the HPP cooperative agreement
during the FY 2019-2023 project period. Because the goal of HPP is to support HCCs and their health
care system partners, in FY 2019/budget period 1, recipients must limit their costs for personnel, fringe
benefits, and travel to no more than 18 percent of the HPP cooperative agreement award. HPP requests
that recipients continue to strive to decrease these costs to allow more funds to be available to HCCs. By
the end of FY 2023/budget period 5, recipients must limit these costs to no more than 15 percent of the
HPP cooperative agreement award.

ASPR will consider requests for exemptions on a case-by-case basis. Requests for exemption must be
submitted annually with the application (in Grants.gov) in the format of a letter to the HPP Director
(please see contact information at the end of this announcement). The letter should contain the amount
and percentage of funds the recipient requests to use for personnel, fringe benefits, and travel, and a
justification explaining the reasons for the additional costs and the recipient’s plan for reducing these
costs in future fiscal years. Recipients must request exemptions with the application, as post-award
exemption requests will not be accepted. Letters of support from the HCCs and the jurisdiction’s hospital
association will strengthen requests for exemption, indicating these entities understand and agree with the
amount the recipient is retaining for personnel, fringe benefits, and travel.

Funding Restrictions

Restrictions that must be considered while planning the programs and writing the budget are:
e Recipients may not use funds for research.

e Recipients may not use funds for clinical care except as allowed by law. For the purposes of this FOA,
clinical care is defined as "directly managing the medical care and treatment of patients.”

e Recipients may use funds only for reasonable program purposes, including personnel, travel, supplies,
and services.

e Generally, recipients may not use funds to purchase furniture or equipment. Any such proposed
spending must be clearly identified in the budget.

e Pursuant to the Departments of Labor, Health and Human Services, and Education, and Related
Agencies Appropriations Act, 2019 (Public Law (PL)115-245), recipients may not use funds for
lobbying activities:

o Recipients shall not use any funds from an award made under this announcement for other
than normal and recognized executive legislative relationships. Recipients shall not use funds
for publicity or propaganda purposes, for the preparation, distribution, or use of any Kkit,
pamphlet, booklet, publication, electronic communication, radio, television, or video
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presentation designed to support or defeat the enactment of legislation before the U.S.
Congress or any state or local legislature or legislative body, except in presentation to the U.S.
Congress or any state or local legislature itself, or designed to support or defeat any proposed
or pending regulation, administrative action, or order issued by the executive branch of any
state or local government, except in presentation to the executive branch of any state or local
government itself.

o Recipients shall not use any funds from an award made under this announcement to pay the
salary or expenses of any employee or subrecipient, or agent acting for you, related to any
activity designed to influence the enactment of legislation, appropriations, regulations,
administrative action, or executive order proposed or pending before the U.S. Congress or any
state government, state legislature or local legislative body, other than for normal and
recognized executive-legislative relationships or participation by an agency or officer of a
state, local or tribal government in policymaking and administrative processes within the
executive branch of that government.

o The above prohibitions include any activity to advocate or promote any proposed, pending, or
future federal, state or local tax increase, or any proposed, pending, or future requirement or
restriction on any legal consumer product, including its sale or marketing, including but not
limited to the advocacy or promotion of gun control.

= 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.
= Recipients may not use funds for antibiotics for treatment of secondary infections.

= The direct and primary recipient in a cooperative agreement program must perform a
substantial role in carrying out project outcomes and not merely serve as a conduit for
an award to another party or provider who is ineligible.

= Recipients may not use funds for construction or major renovations.

= Recipients may supplement but not supplant existing state or federal funds for
activities described in the budget.

= Recipients may not use funds for fundraising.
= Payment or reimbursement of backfilling costs for staff is not allowed.

= Recipients may not use funds for the cost of money even if part of the negotiated
indirect cost rate agreement.

o Salaries may not exceed the rate of $189,600 USD per year: the Departments of Labor, Health
and Human Services, and Education, and Related Agencies Appropriations Act, 2019 (PL 115-
245) limits the salary amount that recipients may award and charge to HHS/ASPR grants and
cooperative agreements. Award funds should not be budgeted to pay the salary of an
individual at a rate in excess of Executive Level II. Currently, the Executive Level II salary of
the Federal Executive Pay scale is $189,600 USD. This amount reflects an individual’s base
salary exclusive of fringe and any income that an individual may be permitted to earn outside
of the duties to the applicant organization. This salary limitation also applies to
subawards/subcontracts under an HHS/ASPR grant or cooperative agreement.

o 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
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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:

= 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);

= Installation of fixed equipment (including casework, fume hoods, large autoclaves,
biological safety cabinets);

= Replacement, removal, or reconfiguration of interior non-load bearing walls, doors,
framed, or windows in order to place equipment in a permanent location;

= Making unfinished shell space suitable for purposes other than human occupancy, such
as storage of pharmaceuticals; or,

= Alterations to meet requirements for accessibility by physically-disabled individuals.

o HPP funds may not be used to purchase clothing for promotional purposes, such as those items
with recipient, HCC, and/or health care organization names/logos, as HPP funding is intended
to address acute care patient surge. Clothing that can be used for personal protective
equipment (PPE) and/or response purposes, and can be re-issued, may be purchased.

o Recipients may not use funds to purchase a house or other living quarters for those under
quarantine, as HPP funding is intended to address acute care patient surge, and quarantine is a
public health function rather than a patient care function.

o HPP recipients may (with prior approval) use funds for overtime for individuals directly
associated (listed in personnel costs) with the award.

o HPP recipients cannot use funds to support standalone, single-facility exercises.

o HPP recipients cannot spend HPP funds on training courses, exercises, and planning resources
when similar offerings are available at no cost.

HPP Vehicle Purchase

Non-public road vehicles:

HPP grant funds can (with prior approval) be used to purchase HCC material-handling
equipment such as industrial or warehouse-use trucks to be used to move HCC materials,
supplies and equipment (such as forklifts, lift trucks, turret trucks, etc.). Vehicles must be of a
type not licensed to travel on public roads.

HPP Vehicle Leasing and Hauling Agreements

Passenger road vehicles:

HPP grant funds cannot be used to purchase over-the-road passenger vehicles.

HPP grant funds can (with prior approval) be used to procure leased or rental vehicles as
means of transportation for carrying people (e.g., passenger cars or trucks) during times of
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need. Examples include transporting HCC leadership to planning meetings, to an exercise, or
during a response.

Transportation of medical material:

e HPP grant funds can (with prior approval) be used to procure leased or rental vehicles for
movement of materials, supplies and equipment by HCC members.

e Additionally, HPP grant funds can (with prior approval) be used for HCCs to make
transportation agreements with commercial carriers for movement of HCC materials, supplies
and equipment. There should be a written process for initiating transportation agreements (e.g.,
contracts, memoranda of understanding, formal written agreements, and/or other letters of
agreement). Transportation agreements should include, at a minimum, the following elements:

= Type of vendor

= Number and type of vehicles, including vehicle load capacity and configuration
=  Number and type of drivers, including certification of drivers

= Number and type of support personnel

= Vendor’s response time

= Vendor’s ability to maintain cold chain, if necessary to the incident

This relationship may be demonstrated by a signed transportation agreement or
documentation of transportation planning meeting with the designated vendor. All
documentation should be available to the FPO for review if requested.

Deployment of HPP-Funded Personnel, Equipment, and Supplies during Emergencies via the
Emergency Management Assistance Compact (EMAC)

Deployment of HPP-funded equipment, supplies and personnel via EMAC for the purpose of mutual aid
and assistance between states during a governor-declared state of emergency or disaster is permitted, but
is subject to the federal provisions of 45 CFR Part 75. However, affected recipients must notify their
ASPR grants management specialist within a 24-hour period of the personnel, services and/or equipment
being loaned out for the emergency. Recipients should follow their state legislation that governs how they
will operate during an emergency or when another state requests assistance via EMAC. Recipients may
reference the EMAC website for detailed information.

Use of HPP Funds during a Declared Emergency

Consistent with section 319C-2 of the PHS Act, HPP funds may only be used to support activities that
prepare states for public health emergencies and to improve surge capacity. There are two situations when
states (see definition) may use HPP funds during a state or locally-declared emergency, disaster, or public
health emergency (hereafter referred to as an “emergency”). These situations and related criteria are
described below.

Situation 1: HPP Staff Conducting Activities Consistent with Approved Project Goals

Recipients may use HPP funds to support positions performing preparedness-related activities consistent
with the recipient’s project goals and may utilize those positions within any phase of the disaster cycle,
provided that the staff members in those positions continue to do work within statutory limitations, the
notice of award, and the approved spending plan. For example, an employee’s salary may be permissible
for response activities if that employee is carrying out the same responsibilities he or she would carry out
as part of his or her preparedness responsibilities.
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Situation 2: Using a Declared Emergency as a Training Exercise

Under certain conditions, HPP funds may, on a limited, case-by-case basis, be reallocated to support
response activities to the extent they are used for purposes provided for in section 319C-2 of the PHS Act,
applicable cost principles, the FOA, and the recipient’s application (including the jurisdiction’s all-
hazards plan). Recipients should contact their assigned HPP FPO and grants management specialist for
guidance on the process to make such a change. ASPR encourages recipients to develop criteria such as
costs versus benefits for determining when to request a “scope-of-work™ change to use a real incident as a
required exercise.

The request to use an actual response as a required exercise and to pay salaries with HPP funds for up to
seven (7) days will be considered for approval under these conditions:

e A state or local declaration of an emergency, disaster, or public health emergency is in effect.
e No other funds are available for the cost.

e The recipient agrees to submit within 60 days (of the conclusion of the disaster or public
health emergency) an AAR, a corrective action plan, and other documentation that supports
the actual dollar amount spent.

Note: A change in the scope of work is required to use an actual event as an exercise whether or not funds
are needed to support salaries. Also, regardless of the amount of money used in response to an event, the
state is still required to meet all the requirements of the original award.

Use of HPP Funds for Establishing a Separate Legal Entity

While allowable, establishment of HCCs as a separate legal entity is entirely voluntary and subject to the
following directions and guidance. Use of any other organizational structures not addressed in this
directive requires prior approval from appropriate HHS officials.

Several scenarios could occur when HCCs set up as a business. In the first two scenarios, listed below, the
HCCs would be establishing a stand-alone company and follow all the laws, both state and federal, that
apply to any business operating within the state. In the third scenario the state may establish a central
body, either the state itself or with another agent, and have the HCCs serve as "chapters" across the state.

In all cases these legal entities must set up as a business and follow the standard business practices
required of that type of organization. For example, a non-profit should have a Board of Directors that is
legally responsible for all the undertakings of the company. If an HCC hires employees, they must meet
all the payroll requirements including withholding and reporting of all associated taxes. The company will
need to establish the policy and procedures required to administer the grant funds. The state must assure
that the company has the financial capability to administer the grant funds, prior to issuing a subaward.

Prior approval to use the state HPP funds to support any costs regarding the setup of the organization is
required, regardless of the total requested amount.

Prior Approval Process

Prior approval is required before using any HPP funds:
e to support the HCCs in establishing a non-profit organization, or
e before establishing the affiliated organization structure.

ASPR strongly advises that recipients work with their assigned HPP FPO and grants management
specialist while developing the request.

Associated Organization Costs
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Different organization costs are allowed depending on what type of company the HCCs are setting up.

e I[fan HCC forms a separate for-profit organization, including a limited liability corporation,
then none of the associated organization costs may be paid for using the grant funds. (Source
FAR Part 31.205-27))

e [fan HCC forms a separate non-profit group the following organization costs, as stated in 2
CFR Part 230, may be approved costs:

Organization costs: Expenditures, such as:
e Incorporation fees,
e Brokers' fees,

e Fees to promoters, organizers or management consultants, attorneys, accountants, or investment
counselors, whether or not employees of the organization, in connection with establishment or
reorganization of an organization, are unallowable except with prior approval of the awarding
agency.

If a state establishes a central body with the HCCs serving as "chapters" across the state, the HCC is then
considered an affiliated organization and the following guides would apply.

Affiliated organizations: A number of universities and other organizations have established closely
affiliated, but separately incorporated, organizations to facilitate the administration of research and other
programs supported by federal funds. Such legally-independent entities are often referred to as
"foundations," although this term does not necessarily appear in the name of the organization. Typically,
the parent organization provides considerable support services to its “foundation” in the form of
administration, facilities, equipment, accounting, and other services, and the latter, acting in its own right
as a recipient, includes the cost of these services in its indirect cost proposal.

Costs incurred by an affiliated, but separate, legal entity in support of a recipient foundation (foundation)
are allowable for reimbursement under HHS grants only if at least one of the following conditions is met:

e The foundation is charged for, and is legally obligated to pay for, the services provided by the
parent organization.

e The affiliated organization is subject to state or local law that prescribes how federal
reimbursement for the costs of the parent organization's services will be expended and requires
that a state or local official acting in his or her official capacity approves such expenditures.

e There is a valid written agreement between the affiliated organizations whereby the parent
organization agrees that the foundation may retain federal reimbursement of parent
organization costs. The parent organization may either direct how the funds will be used or
permit the foundation that discretion.

If none of the above conditions is met, the costs of the services provided by the parent organization to the
foundation are not allowable for reimbursement under an HHS grant. However, the services may be
acceptable for cost sharing (matching) purposes. (Source: HHS Grants Policy Statement (GPS) Services
Provided by Affiliated Organizations (II 45)).

Approval by appropriate HHS officials is required for any other scenario under which an HPP recipient or
sub-recipient HCC may seek to charge such costs to their award or sub-award under this option.

HPP Funding Limitations for Individual Health Care Facilities
Funding to individual health care entities is not permitted to be used to meet CMS conditions of
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participation, including CMS-3178-F Medicare and Medicaid Programs: Emergency Preparedness
Requirements for Medicare and Medicaid Participating Providers and Suppliers. CMS-3178-F requires
providers and suppliers to meet the following conditions of participation.

e Develop an emergency plan: based on a risk assessment, develop an emergency plan using an
all-hazards approach focusing on capacities and capabilities that are critical to preparedness for
a full spectrum of emergencies or disasters specific to the location of a provider or supplier.
HPP funding may not be provided to individual health care entities to meet this requirement;
however, ASPR encourages HCCs to provide TA to their individual members to assist them
with the development of their emergency plans. HCCs are permitted to use HPP funding to
develop the staffing capacity and technical expertise to assist their members with this
requirement.

e Develop policies and procedures: develop and implement policies and procedures based on the
plan and risk assessment. HPP funding may not be provided to individual health care entities
to meet this requirement; however, ASPR encourages HCCs to provide TA to their individual
members to assist them with the development of policies and procedures. HCCs are permitted
to use HPP funding to develop the staffing capacity and technical expertise to assist their
members with this requirement.

e Develop and maintain a communication plan: develop and maintain a communication plan that
complies with both federal and state law. Patient care must be well-coordinated within the
facility, across health care providers, and with state and local public health departments and
emergency systems. HPP funding may not be provided to individual health care entities to
meet this requirement; however, ASPR encourages HCCs to provide TA to their individual
members to assist them with the development a communication plan that integrates with the
HCC’s communications policies and procedures. HCCs are permitted to use HPP funding for
costs associated with adding new providers and suppliers to their HCC who are seeking to join
coalitions to coordinate patient care across providers, public health departments, and
emergency systems (e.g., hiring additional staff to coordinate with the new members,
providing communications equipment and platforms to new members, conducting
communications exercises, securing meeting spaces, etc.)

e Develop and maintain a training and testing program: develop and maintain training and
testing programs, including initial and annual trainings, and conduct drills and exercises or
participate in an actual incident that tests the plan. HPP funding may not be provided to
individual health care entities for individual health care organizations’ trainings and exercises.
HPP funding may be used to plan and conduct trainings and exercises at the regional or HCC
level.

IV. APPLICATION AND SUBMISSION INFORMATION

A. Address to Request Application Package

Application materials can be obtained from the Grants.gov webpage.
Contact person regarding this FOA is:

Melissa Harvey, RN, MSPH
Director, Hospital Preparedness Program
202-692-4673
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Melissa.Harvey@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

Applicants must register with the System for Award Management (SAM) and Grants.gov (see below for all
registration requirements).

1. Get Registered

You are required to complete three (3) registration processes:

1. Dun & Bradstreet Data Universal Numbering System (DUNS) (to obtain a DUNS
number);

2. System for Award Management (SAM); and
3. Grants.gov

If this is your first time submitting an application, you must complete all three registration processes. If
you have already completed registrations for DUNS and SAM, you need to ensure that your accounts are
still active, and then register in Grants.gov. If your organization is not registered by the deadline, the
application will not be accepted. The organization must maintain an active and up-to-date SAM and
DUNS registrations in order for ASPR to make an award.

a. DUNS Registration

Applicants are required to obtain a valid DUNS number, also known as the unique entity identifier, and
provide that number in the application. Obtaining a DUNS number is easy and there is no charge.

To obtain a DUNS number, access the Dun and Bradstreet website or call 1-866-705-5711. To expedite
the process, let Dun and Bradstreet know that you are a public/private non-profit organization getting
ready to submit a federal grant application. The DUNS number you use on your application must be
registered and active in the SAM.

b. SAM Registration

Y ou must also register with the SAM and continue to maintain active SAM registration with current
information during the period of time your organization has an active federal award or an application
under consideration by an agency. To create a SAM user account, register/update your account, and/or
search records go to the SAM website.

ASPR also highly recommends that you renew your account prior to the expiration date. SAM
information must be active and up-to-date, and should be updated at least every 12 months to remain
active (for both recipients and sub-recipients). Once you update your record in SAM, it will take 48 to
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72 hours to complete the validation processes. Grants.gov rejects electronic submissions from applicants
with expired registrations.

¢. Grants.gov Registration

Grants.gov is an online portal for submitting federal grant applications. It requires a one-time
registration in order to submit applications. While Grants.gov registration is a one-time only registration
process, it consists of multiple sub-registration processes (i.e., DUNS number and SAM registrations)
before you can submit your application.

e You can visit the Grants.gov registration webpage to obtain a Grants.gov username and
password.

If this is your first time submitting an application through Grants.gov, registration information can be
found at the Grants.gov “Applicants” tab.

The person submitting your application must be properly registered with Grants.gov as the authorized
organization representative for the specific DUNS number cited on the Standard Form 424 (SF-424)
(first page). See the organization registration user guide for details on the organization registration page

on Grants.gov.

All entities must register and/or renew registration with Grants.gov prior to submitting an application.
Recipients 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.

C. Application Screening Criteria

Applications must be submitted electronically via the Grants.gov webpage by 05/03/2019 at 11:59 p.m.
ET.

Content and Form of Application Submission

Applicants are required to include all of the following documents with their application package on the
Grants.gov webpage. The following required documents and sections must be included in the application
package in order to be considered for funding. The applicant can upload the documents as portable document
format (PDF) files as part of their application on the Grants.gov webpage. Applicants may not attach
documents other than those listed; if other documents are attached, applications will not be reviewed. Please
ensure that the budget request associated with various activities is clearly delineated. Additional guidance can
be found in the FY 2019 HPP Application Instructions.

e Table of Contents for Entire Submission

e Project Abstract Summary

e Project Narrative

e Detailed FY 2019/Budget Period 1 Work Plan

e Budget Narrative

e Application for Federal Assistance (SF-424)

e Budget Information for Non-Construction Programs (SF-424A)
e Indirect Cost Rate Agreement
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e MYTEP — HPP plan
e EMSC support letter
e Disclosure of Lobbying Activities (SF-LLL)
e HPP Sub-recipient Scope of Work
e HPP Organizational Chart
Optional attachments:
e Memorandum of Agreement (MOA)
e Memorandum of Understanding (MOU)
e Recipient Level Direct Costs (RLDC) Waiver Request
e Isolated Hospital Classification Request
Table of Contents

(There is no page limit for the table of contents. The table of contents is not included in the project
narrative 20-page limit.) The applicant must provide, as a separate attachment, the “Table of Contents” for
the entire submission package.

Provide a detailed table of contents for the entire submission package that includes all of the documents in
the application and headings in the “Project Narrative” section. Name the file “Table of Contents” and
upload it as a PDF file under “Other Attachment Forms” at Grants.gov.

Project Abstract Summary

(Maximum 1 page) A project abstract must be submitted on the Grants.gov webpage. The project abstract
must be a self-contained, brief summary of the proposed project including the purpose and outcomes. This
summary must not include any proprietary or confidential information. Applicants must enter the project
abstract in the “Project Abstract Summary” text box at Grants.gov.

Project Narrative

(Maximum of 20 pages, single-spaced, 12-point font, 1-inch margins, number all pages. This includes the
high-level work plan. Content beyond 20 pages will not be reviewed.)

Applicants must submit a Project Narrative with the application forms. Applicants must name this file
“Project Narrative” and upload it on the Grants.gov webpage. The Project Narrative must include all of
the following headings (including subheadings): Background, Approach, Applicant Evaluation and
Performance Measurement Plan, Organizational Capacity of Applicant to Implement Approach,
and High-Level Work Plan. The Project Narrative must be succinct, self-explanatory, and in the order
outlined in this section. It must address the activities to be conducted over the entire project period.
Failure to follow the guidance and format may negatively impact the review of the application.

The components of the Project Narrative counted as part of the 20-page limit include:
a. Background

Applicants must provide a description of relevant background information that includes the context of
the problem. 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. (See ASPR Executive Summary and Background).

b. Approach
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C.

1.  Purpose

Applicants must describe in 2-3 sentences specifically how their application will address the
augmentation of health care delivery system readiness and response as described in the ASPR
Executive Summary and Background and Purpose sections.

ii.  Objectives and Activities

Applicants must provide a clear and concise description of the activities they will use to achieve
the HPP objectives and project period outcomes. Applicants must select evidence-based activities
that meet their needs, or describe in the Applicant Evaluation and Performance Measurement
Plan how these activities will be evaluated over the course of the project period. See the
Objectives and Activities in Appendix A and Appendix C.

iii.  Collaborations

Applicants must describe how they will collaborate with programs and organizations both internal
and external to ASPR. Applicants must address the collaboration requirements as described in
the ASPR funding opportunity description.

iv.  Target Populations and Health Disparities

The applicant must also address how they will include specific target and at-risk populations that
can benefit from the program. Applicants must address, at minimum, the target populations and
health disparities requirements as described in the ASPR funding opportunity description.

Applicant Evaluation and Performance Measure Plan

At the time of application, applicants must include in their project narrative a brief description of how
they plan to fulfill the requirements described in the evaluation and performance measurement and
implementation sections of this FOA (including the requirements listed in appendices A and C).
Applicants should briefly outline how they will evaluate and measure sub-recipient performance.

Recipients will be required to report on the ASPR-defined performance measures listed in Appendix
D that will demonstrate, or show progress toward, the accomplishment of program outcomes.

Applicants should describe in a brief narrative a plan to affirm and acknowledge the recipient’s ability
to collect and respond to required ASPR-defined performance measures. For example, recipients may
describe who will be monitoring and responding to required performance measures, potential data
sources, anticipated barriers and challenges and how these will be resolved. Recipients may also
describe how evaluation data will be shared with key stakeholders and used by the recipient to
improve program quality and demonstrate the value of this funding.

Organizational Capacity of Applicant to Implement the Approach

Applicants must address their ability 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.

In addition, applicants must provide a copy of the organizational charts for their HPP activities.
Applicants must name this file “HPP Organizational Chart” and upload it as a PDF file at Grants.gov.
The organizational chart is not counted as part of the project narrative 20-page limit.

High-Level Work Plan

Applicants must prepare a high-level work plan that describes the proposed objectives and proposed
activities for the five-year project period. The high-level work plan integrates and delineates more
specifically how the applicant plans to achieve the project period objectives and activities, including
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evaluation and performance measurement. Applicant must name this file “High-Level Work Plan” and
upload it as a PDF file at Grants.gov. The high-level work plan should crosswalk to the objectives and
activities and evaluation and performance measures described in the FOA.

Detailed FY 2019/Budget Period 1 Work Plan

Applicants must develop and submit a detailed FY 2019/budget period 1 work plan that describes their
planned activities for addressing the Objectives and Activities described in Appendix A and Appendix C,
including:

e Application Requirements

e Capabilities

e Objectives and planned activities

e HPP readiness and operations phase

Applicants will complete the detailed FY 2019/budget period 1 work plan in PERFORMS and save it.
Applicants must name the file “Detailed FY 2019/Budget Period 1 Work Plan” and upload it as a separate
PDF file at Grants.gov with the other application documentation. The Detailed FY 2019/budget period 1
work plan will not be counted toward the project narrative 20-page limit.

ASPR recommends applicants approach the development of their work plans based on the most recently
completed Capabilities Planning Guide (CPG) self-assessment that incorporates their current
jurisdictional risk assessments and priorities (jurisdictional HVA, jurisdictional risk assessment (JRA), or
Threat and Hazard Identification and Risk Assessment (THIRA) as well as state-specific data in the
NHSPI). Applicants must also ensure planned activities adhere to PHS Act, HPP requirements, and HPP-
PHEP joint activities. ASPR encourages recipients to build and sustain 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.

Sub-recipient Scope of Work

Applicants must briefly outline scope of work, planned activities, and intended outcomes and outputs of
work performed via sub-recipient contracts, per capability. This is required for each intended sub-
recipient (e.g., HCC, information system vendor, etc.). The applicant must upload the sub-recipient
scope of work in PERFORMS. An optional sub-recipient scope of work template is available in the
PERFORMS Resource Library.

Budget Narrative

Applicants must submit an itemized budget narrative. Applicant must name this file “Budget Narrative” and
upload it as a PDF file at Grants.gov. When developing the budget narrative, applicants must consider
whether the proposed budget is reasonable and consistent with the purpose, outcomes, and program
strategy outlined in the project narrative. The budget must include:

e Salaries and wages
e Fringe benefits

e Consultant costs

e Equipment

e Supplies

e Travel
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e Other categories

e (Contractual costs

e Total direct costs

e Total indirect costs

Indirect costs could include the cost of collecting, managing, sharing and preserving data. Indirect costs
will not be reimbursed under grants to foreign organizations, international organizations, and foreign
components of grants to domestic organizations (does not affect indirect cost reimbursement to the
domestic entity for domestic activities).

e Ifindirect 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
recipients under such a plan.

e Travel for program implementation should be justified and related to implementation
activities.

¢ Budgets that include costs for equipment (e.g., laboratory or waste management equipment)
must be detailed in the budget narrative.

Additional Information

Additional information may be included as application appendices. The appendices must be uploaded to
the "Other Attachments Form" of the application package in Grants.gov. Note: appendices will not be
counted toward the project narrative 20-page limit.

Submission Deadline Dates and Times

The deadline for the submission of applications under this FOA is 05/03/2019 at 11:59 p.m. ET.
Applications must be submitted electronically via Grants.gov by 11:59 p.m. Eastern Time on 05/03/2019.
Applications that are submitted after the deadline will not be processed.

Dates for Informational Conference Calls
e Joint HPP-PHEP informational conference call on March 6, 2019, 2:00 p.m. to 3:30 p.m. ET
e HPP-only informational conference call on March 11, 2019, 2:00 p.m. to 3:30 p.m. ET
e HPP-only informational conference call on March 18, 2019, 1:00 p.m. to 2:30 p.m. ET

Call information will be provided prior to the calls.
Intergovernmental Review

This FOA is not subject to the requirements of Executive Order 12372, “Intergovernmental Review of
Federal Programs.”

V. APPLICATION REVIEW INFORMATION

Hospital Preparedness Program Cooperative Agreement

This FOA is for the continued purpose of strengthening and enhancing the capabilities of state, local, and
territorial health care systems to respond effectively to evolving threats and other emergencies within the
United States and territories and freely associated states. This announcement provides clear expectations and
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priorities for recipients and HCCs to strengthen and enhance the readiness of the health care delivery system
to save lives during emergencies that exceed the day-to-day capacity and capability of the public health and
medical emergency response systems.

Review and Selection Process

Applications will be reviewed in three phases.

a. Phase 1 Review

All applications will be initially reviewed for eligibility and completeness by ASPR grants management
officials. Complete applications will be reviewed for responsiveness by the grants management officials
and program officials. Non-responsive applications will not advance to Phase II review. Applicants will
be notified that their applications did not meet eligibility and/or published submission requirements.

b. Phase II Review

A programmatic review panel will evaluate complete, eligible applications in accordance with the criteria

below.

i.

ii.

iii.

Approach

ASPR will evaluate the extent to which the applicant:

Describes overall objectives and activities.

Describes objectives and activities that are achievable, appropriate to achieve the outcomes of
the project, and evidence-based (to the degree practicable).

Shows that the proposed use of funds is an efficient and effective way to implement the
objectives and activities and attain the project period outcomes.

Presents a work plan that is aligned with the objectives/activities, outcomes, and performance
measures in the approach and is consistent with the content and format proposed by ASPR.

Evaluation and Performance Measurement

ASPR will evaluate the extent to which the applicant:

Shows/affirms the ability to collect data on the process and outcome performance measures
specified by ASPR and presented by the applicant in their approach.

Describes clear monitoring and evaluation procedure and how evaluation and performance
measurement will be incorporated into planning, implementation, and reporting of project
activities.

Describes how performance measurement and evaluation findings will be reported and used to
demonstrate the outcomes of the FOA and for continuous program quality improvement.

Describes how evaluation and performance measurement will contribute to developing an
evidence base for programs that lack a strong effectiveness evidence base.

Applicant’s Organizational Capacity to Implement the Approach

ASPR will evaluate the extent to which the applicant addresses the items below:

Demonstrated relevant experience and capacity (management, administrative, and technical) to
implement the activities and achieve the project outcomes.
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e Demonstrates experience and capacity to implement the evaluation plan.

e Provides a staffing plan and project management structure that will be sufficient to achieve the
project outcomes and which clearly defines staff roles. Provides an organizational chart.

ASPR will conduct a thorough technical review of work plans and budgets to ensure they align with the
objectives and activities described in this FOA.

c. Phase III Review
The final phase will be completed by ASPR Grants Management.

Review of risk posed by applicants

Prior to making a federal award, ASPR is required by 31 USC 3321 and 41 USC 2313 to review
information available through any Office of Management and Budget (OMB)-designated repositories of
government-wide eligibility qualification or financial integrity information as appropriate. See also
suspension and debarment requirements at 2 CFR Parts 180 and 376.

In accordance 41 USC 2313, ASPR is required to review the non-public segment of the OMB-designated
integrity and performance system accessible through SAM (currently the Federal Recipient Performance
and Integrity Information System (FAPIIS)) prior to making a federal award where the federal share is
expected to exceed the simplified acquisition threshold, defined in 41 USC 134, over the period of
performance. At a minimum, the information in the system for a prior federal award recipient must
demonstrate a satisfactory record of executing programs or activities under federal grants, cooperative
agreements, or procurement awards; and integrity and business ethics. ASPR may make a federal award
to a recipient who does not fully meet these standards, if it is determined that the information is not
relevant to the current federal award under consideration or there are specific conditions that can
appropriately mitigate the effects of the non-federal entity's risk in accordance with 45 CFR §75.207.

ASPR’s framework for evaluating the risks posed by an applicant may incorporate results of the
evaluation of the applicant's eligibility or the quality of its application. If it is determined that a federal
award will be made, special conditions that correspond to the degree of risk assessed may be applied to
the federal award. The evaluation criteria are described in this FOA. In evaluating risks posed by
applicants, ASPR will use a risk-based approach and may consider any items such as the following:

1) Financial stability;

2) Quality of management systems and ability to meet the management standards prescribed in this
part;

3) History of performance. The applicant's record in managing federal awards, if it is a prior recipient
of federal awards, including timeliness of compliance with applicable reporting requirements,
conformance to the terms and conditions of previous federal awards, and if applicable, the extent
to which any previously awarded amounts will be expended prior to future awards;

4) Reports and findings from audits performed under subpart F of 45 CFR Part 75 or the reports and
findings of any other available audits; and

5) The applicant's ability to effectively implement statutory, regulatory, or other requirements
imposed on non-federal entities.

ASPR must comply with the guidelines on government-wide suspension and debarment in 2 CFR Part
180, and require non-federal entities to comply with these provisions. These provisions restrict federal
awards, subawards, and contracts with certain parties that are debarred, suspended or otherwise excluded
from or ineligible for participation in federal programs or activities.
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VI: AWARD ADMINISTRATION INFORMATION

A. Award Notices

The Notice of Award is the authorizing document from the ASPR authorizing official, within the Office of
Resource Management. 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.

B. 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 75 and the standard terms and conditions implemented through the HHS
Grants Policy Statement (GPS) located at on the HHS Grants Policies & Regulations webpage.

Please note HHS plans to revise the HHS GPS to reflect changes to the regulations; 45 CFR Parts 74 and 92
have been superseded by 45 CFR Part 75.

Non-Discrimination Requirements

Pursuant to federal civil rights laws, if you receive an award under this announcement you must not
discriminate on the basis of race, color, national origin, disability, age, and in some cases sex and religion.
The HHS Office for Civil Rights (OCR) provides guidance to recipients in complying with civil rights laws
that prohibit discrimination on their OCR webpage. HHS provides guidance to recipients of federal financial
assistance on meeting the legal obligation to take reasonable steps to provide meaningful access to persons
with limited English proficiency. See Guidance to Federal Financial Assistance Recipients Regarding Title
VI Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons, 68 Fed.
Reg. 47311, 47313, HHS OCR 2003, or on the HHS OCR guidance webpage. You must ensure your
contractors and sub-recipients also comply with federal civil rights laws.

Smoke- and Tobacco-free Workplace

The HHS/ASPR strongly encourages all grant recipients to provide a smoke-free workplace and to promote
the non-use of all tobacco products. This is consistent with the HHS/ASPR mission to protect and advance
the physical and mental health of the American people.

ASPR Public Access Policy

The ASPR Public Access Policy requires all researchers receiving ASPR grants, cooperative agreements, or
fixed amount awards to develop data management plans describing how they will provide for the long-term
preservation of, and access to, scientific data in digital format. This ASPR Public Access Policy applies to
any manuscript that is peer-reviewed and arises from any direct funding from an ASPR grant, cooperative
agreement or fixed amount award awarded in FY 2016 or beyond. This policy ensures that the public has
access to the published results of ASPR funded grants, cooperative agreements, and fixed amount awards at
the National Institutes of Health (NIH) National Library of Medicine PubMed Central (PMC), a free digital
archive of full-text biomedical and life sciences journal literature. Under the policy, ASPR-funded
investigators are required by federal law to submit (or have submitted for them) to PMC an electronic version
of the final, peer-reviewed manuscript upon acceptance for publication, to be made publicly available no later
than 12 months after the official date of publication. On February 22, 2013, the White House Office of
Science and Technology Policy released the memorandum entitled, Increasing Access to the Results of
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Federally Funded Scientific Research, which requires federal agencies to make the results of federally-funded
scientific research available to and useful for the public, industry, and the scientific community. This
document establishes a governing policy to enable public access to digitally formatted scientific data created
with ASPR funds.

Publications

Manuscripts resulting from funded work must be submitted directly to the NIH Manuscript Submission
System (NIHMS). At the time of submission, the submitting author must specify the date the final manuscript
will be publicly accessible through PMC. Authors may own the original copyrights to materials they write
and should work with the prospective publisher as necessary before any rights are transferred to ensure that
all conditions of the ASPR Public Access Policy can be met. Authors should avoid signing any agreements
with publishers that do not allow the author to comply with the ASPR Public Access Policy. The author's
final peer-reviewed manuscript is defined as the final version accepted for journal publication, and includes
all modifications from the publishing peer review process, and all graphics and supplemental material
associated with the article. Institutions and investigators are responsible for ensuring that any publishing or
copyright agreements concerning submitted articles reserve adequate right to fully comply with this policy.
Applicants citing articles in ASPR applications, proposals, and progress reports that fall under the policy,
were authored or co-authored by the applicant and arose from ASPR support must include the PMC ID or
NIHMS ID. The NIHMS ID may be used to indicate compliance with the ASPR’s Public Access Policy in
applications and progress reports for up to three months after a paper is published. After that period, a
PMCID must be provided to demonstrate compliance.

Digital Data

ASPR-supported researchers must publish digital scientific data sets resulting from projects meeting the
scope criteria above in a recognized scientific data repository capable of long-term preservation of the data
and open access to the public within a proscribed time period of 30 months from the creation of the data set
(if the data set has not been used in a peer-reviewed publication) or upon publication of a peer-reviewed
publication based on the data set, whichever is sooner, unless this requirement has been waived in the
approved data management plan. ASPR will recognize intellectual property rights as appropriate, consistent
with regulations and program policies, including considerations for intellectual property based on the type of
data subject to those policies (e.g., varied embargo dates, conditions for delaying data release). For the
purpose of this plan, proprietary interests include receiving appropriate credit for scientific work. If the
outcomes of the research result in inventions, the provisions of the Bayh-Dole Act of 1980, as implemented in
37 CFR Part 401, apply.

Acknowledgement

ASPR Public Access Policy requires that all recipient publications including research publications, press
releases, other publications or documents about research that is funded by ASPR to include the following two
statements:

A specific acknowledgment of ASPR grant support, such as: "Research reported in this [publication/press
release] was supported by [name of the program office(s), or other ASPR offices] the Department of Health
and Human Services Olffice of the Assistant Secretary for Preparedness and Response under award number
[specific ASPR grant number(s)].” A disclaimer that says: "The content is solely the responsibility of the
authors and does not necessarily represent the official views of the Department of Health and Human
Services Olffice of the Assistant Secretary for Preparedness and Response."

Trafficking in Persons
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Awards issued under this funding opportunity announcement are subject to the requirements of section 106
(g) of the Trafficking Victims Protection Act of 2000, as amended (22 USC 7104). For the full text of the
award term, go to the Office Population Affair’s Trafficking in Persons webpage. If you are unable to access
this link, please contact the grants management specialist identified in this FOA to obtain a copy of the term.

C. Reporting

Progress Reporting: Applicants funded under this announcement will be required to electronically
submit via GrantSolutions program progress reports. As part of the progress report, financial information
may be required 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 subaward 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.

Quarterly Cash Transaction Reporting: Applicants funded under this announcement will be required to
electronically submit cash transaction data through Federal Financial Report (FFR) SF-425 via
GrantSolutions (GS). Recipients will receive instructions for submitting these reports with their Notice of
Award. Final performance and financial reports are due 90 days after the end of the project period.

Federal Disbursement Reporting: The SF-425 will also be used for reporting of expenditure data to
meet ASPR’s financial reporting requirement. It should be completed and submitted via GrantSolutions.

Tangible Property Report: Recipients 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.

Audits: If your organization receives $750,000 or greater of federal funds, it must undergo an
independent audit in accordance with 45 CFR Part 75, subpart F or regulations and policy effective at the
time of the award.

Other Reporting Requirements: Reporting provides continuous program monitoring and identifies
successes and challenges that recipients encounter throughout the project period. Also, reporting is a
requirement for recipients who want to apply for yearly continuation of funding. Reporting helps ASPR
and recipients because it:

e Helps target support to recipients;

e Provides ASPR with periodic data to monitor recipient progress toward meeting the FOA
outcomes and overall performance;

e Allows ASPR to track performance measures and evaluation findings for continuous
quality and program improvement throughout the project period; and

e FEnables ASPR to assess the overall effectiveness and influence of the FOA.

The table below summarizes required reports. All required reports must be submitted electronically via
GrantSolutions. In addition, reports may be electronically sent to the grants management official listed in
the “Agency Contacts” section of the FOA and with a copy to the HPP FPO.
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Report

Date Required

Annual Performance Report No later than 120 days before Yes

end of budget period. Serves as
yearly continuation application.

Federal Financial Reporting 90 days after end of calendar v
. . : es

Forms quarter in which budget period

ends
F¥nal P.erformance | 90 days after end of project Yes
Financial Report -

period
Payment Management System Quarterly Yes

(PMS) Reporting

Annual Performance Report (required)

The recipient must submit the APR electronically via GrantSolutions no later than 120 days before the
end of the budget period. This report must not exceed 45 pages excluding administrative reporting.
Attachments are not allowed, but web links are allowed. This report must include the following:

Performance Measures: Recipients must report on performance measures for each FY/budget
period and update measures, if needed. In addition, recipients must submit program benchmark
and pandemic influenza planning data as described in the accountability provisions section.
Recipients that fail to “substantially meet” HPP benchmarks and pandemic influenza planning
information required by this FOA are subject to withholding of a statutorily mandated
percentage of the following year’s award.

Evaluation Results: Recipients must report evaluation results for the work completed to date
(including findings from process or outcome evaluations).

Work Plan: Recipients must update their work plan each FY/budget period to reflect any
changes in project period outcomes, activities, timeline, etc.

Successes: Recipients must report progress on completing activities described in the work
plan.

= Recipients must describe any additional successes (e.g., identified through evaluation
results or lessons learned) achieved in the past year.

= Recipients must describe success stories (please see HPP in Action: Stories from the
Field).

Challenges

= Recipients must describe any challenges that hindered or might hinder their ability to
complete the work plan activities.

= Recipients must describe any additional challenges (e.g., identified through evaluation
results or lessons learned) encountered in the past year.
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e ASPR Support to Recipients

= Recipients must describe how ASPR could help them overcome challenges to complete
activities in the work plan.

e Administrative Reporting (No page limit)
= SF-424A Budget Information-Non-Construction Programs.

* Budget Narrative — must use the format outlined in "Content and Form of Application
Submission, Budget Narrative" section.

» Indirect Cost Rate Agreement.

The recipients must submit the Annual Performance Report electronically via GrantSolutions 120 days
before the end of the FY/budget period.

Federal Financial Reporting (required)

The annual FFR form (SF-425) is required and must be submitted no later than 90 days after the end of
the budget period. To submit the FFR, log into GrantSolutions, select “Reports” from the menu, and click
on Federal Financial Reports. The report must include only those funds authorized and disbursed during
the timeframe covered by the report. The final FFR must indicate the exact balance of unobligated funds,
and may not reflect any unliquidated obligations. There must not be discrepancies between the final FFR
expenditure data and the PMS cash transaction data. Failure to submit the required information by the due
date may adversely affect the future funding of the project. If the information cannot be provided by the
due date, recipients are required to submit a letter of explanation to ASPR grants management and include
the date by which the grants officer will receive information. HPP may require more frequent financial
reporting for HPP recipients based on individual circumstances.

Final Performance and Financial Report (required)

This report is due 90 days after the end of the project period. This report should not exceed 40 pages. This
report covers the entire project period and can include information previously reported in APRs. Ata
minimum, this report must include the following:

e Performance Measures — recipients must report final performance data for all performance
measures.

e Evaluation Results — recipients must report final evaluation results for the project period for
any evaluations conducted.

e Impact/Results/Success Stories — recipients must use their performance measure results and
their evaluation findings to describe the effects or results of the work completed over the
project period, and can include some success stories.

e Additional forms as described in the Notice of Award (e.g., Equipment Inventory Report, Final
Invention Statement).

Reporting of Matters Relating to Recipient Integrity and Performance

If the total value of your currently active grants, cooperative agreements, and procurement contracts from
all federal awarding agencies exceeds $10,000,000 for any period of time during the period of
performance of this federal award, then you must maintain the currency of information reported to the
SAM that is made available in the designated integrity and performance system (currently the FAPIIS)
about civil, criminal, or administrative proceedings described in paragraph 2 of Appendix XII to 2 CFR
part 200—Award Term and Condition for Recipient Integrity and Performance Matters. This is a statutory
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requirement under section 872 of PL 110-417, as amended (41 USC 2313). As required by section 3010
of PL 111-212, all information posted in the designated integrity and performance system on or after
April 15, 2011, except past performance reviews required for federal procurement contracts, will be
publicly available. For more information about this reporting requirement related to recipient integrity and
performance matters, see Appendix XII to 2 CFR Part 200.

Other Required Notifications

Before you enter into a covered transaction at the primary tier, in accordance with 2 CFR § 180.335, you,
as the participant, must notify ASPR if you know that you or any of the principals for that covered
transaction:

a) Are presently excluded or disqualified;

b) Have been convicted within the preceding three years of any of the offenses listed in 2 CFR
§ 180.800(a) or had a civil judgment rendered against you for one of those offenses within that
time period;

c) Are presently indicted for or otherwise criminally or civilly charged by a governmental entity
(federal, state or local) with commission of any of the offenses listed in 2 CFR § 180.800(a); or

d) Have had one or more public transactions (federal, state, or local) terminated within the preceding
three years for cause or default.

At any time after you enter into a covered transaction, in accordance with 2 CFR § 180.350, you must
give immediate written notice to HHS/ASPR if you learn either that—

a) You failed to disclose information earlier, as required by 2 CFR § 180.335; or
b) Due to changed circumstances, you or any of the principals for the transaction now meet any of
the criteria in 2 CFR § 180.335.
Federal Funding Accountability and Transparency Act (FFATA) and FFATA Subaward Reporting
System (FSRS) Reporting

FFATA requires data entry at the FEFATA Subaward Reporting System webpage for all subawards and
sub-contracts issued for $25,000 or more as well as addressing executive compensation for both recipient
and subaward organizations.

VII. AGENCY CONTACTS

A. Grants Management Contact

For financial, awards management, or budget assistance, contact:
Virginia Simmons, Chief Grants Management Officer (CGMO)
U.S. Department of Health and Human Services
Office of the Assistant Secretary for Preparedness and Response
Office of Resource Management
200 C Street SW
Washington, DC 20515
Telephone: (202) 260-0400
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Email: asprerants(@hhs.gov

B. Program Office Contact

For programmatic technical assistance, contact:
Melissa Harvey, Director
U.S. Department of Health and Human Services
Office of the Assistant Secretary for Preparedness and Response
National Healthcare Preparedness Programs
200 C Street, SW
Washington, DC 20515
Telephone: (202) 692-4673

E-email: melissa.harvey@hhs.gov

VIII. OTHER INFORMATION
A. Appendices
e Appendix A: 2019-2023 HPP FOA Application Requirements and Capabilities, Objectives, and
Activities
e Appendix B: Hospitals Within FAR Level 4 Locales

e Appendix C: 2019-2023 HPP FOA Capabilities, Objectives, and Activities for Territories, Freely
Associated States, and Isolated Frontier Hospitals

e Appendix D: FY2019 HPP Performance Measures
B. Attachments

e Attachment 1: Instructions for Completing Required Forms (SF-424, Budget (SF-424A), Budget
Narrative/Justification)

39





HPP Fiscal Year 2019/Budget Period 1 Funding

FY 2019 Total
Recipient Funding Available
Alabama $3,101,457
Alaska $1,097,949
American Samoa $276,077
Arizona $4,704,562
Arkansas $2,073,408
California $23,274,780
Chicago $2,742.281
Colorado $3,255,651
Connecticut $2,241,789
Delaware $1,069,426
Florida $11,823,573
Georgia $7,984,714
Guam $344,674
Hawaii $1,272,454
Idaho $1,306,270
Ilinois $8,808,313
Indiana $3,927,515
Towa $2,040,550
Kansas $2,002,917
Kentucky $2,851,105
Los Angeles County $9,155,013
Louisiana $2,990,820
Maine $1,107,031
Marshall Islands $269,480
Maryland $5,134,799
Massachusetts $4,069,878
Michigan $5,770,572
Micronesia $282,682
Minnesota $3,376,813
Mississippi $2,038,196
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Missouri $3,636,821
Montana $1,090,377
Nebraska $1,398,788
Nevada $2,593,012
New Hampshire $1,098,617
New Jersey $5,369,840
New Mexico $1,590,617
New York $9,864,244
New York City $7,501,609
North Carolina $6,086,316
North Dakota $1,063,632
Northern Mariana Islands $276,615
Ohio $7,072,358
Oklahoma $2,510,199
Oregon $2,588,708
Palau $256,518
Pennsylvania $7,728,428
Puerto Rico $2,596,212
Rhode Island $1,063,672
South Carolina $3,139,944
South Dakota $1,071,504
Tennessee $4,004,671
Texas $15,493,193
Utah $2,368,945
Vermont $1,066,451
Virgin Islands (US) $303,699
Virginia $6,897,199
Washington $4,336,358
Washington, DC $1,148,960
West Virginia $1,404,726
Wisconsin $3,416,869
Wyoming $1,066,149
Total FY 2019 HPP Funding $231,500,000
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Appendix A: 2019-2023 HPP FOA Application Requirements and Capabilities, Objectives, and Activities

As described in the introductory sections on page 5, these requirements are organized primarily by phase. Therefore, activities are numerically listed
as appropriate under each phase and not necessarily in ascending order.

S . .« e Validation
Application Requirements (formerly program activities) Method
Recipients must, with funding provided, refine and sustain HCCs through the Reported under
end of the project period. Program

All'S .
Requirements of
Application
Recipients must submit each HCC's full scope of work (HCC Requirements) in Reported under
PERFORMS with the application. Program
Requirements of
AlLS Application
Required
Attachment
(PERFORMS)
Recipients must define the HCC boundaries. HCCs should consider daily health
care delivery patterns, corporate health systems, and defined catchment areas,
such as regional EMS councils, trauma regions, accountable care organizations,
: . . Reported under
emergency management regions, etc., when defining boundaries.
Program
ASPR recognizes that U.S. territories, freely associated states, and HCCs with Requirements of
isolated frontier communities may have limited health care infrastructure, face All'5 Application AND
unique barriers, and do not include competitive health care organizations. provide any
Therefore, these recipients must describe their current health care utilization updates with
patterns, any geographic gaps in coverage, and all health care partners in detail APR
including those connected to small islands or other land masses, atolls, and any
available clinics/dispensaries, dialysis centers, nursing homes, etc. Additionally,
they should detail estimated distances and travel times to the nearest partner
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Application Requirements (formerly program activities)

facilities outside their immediate catchment area.

U.S. territories and freely associated states’ applications must also describe the
structure and functions of their public health agency, emergency management
organization, and EMS partners.

Recipient

HCC

Fiscal
Year

Validation
Method

AIl U.S. territories and freely associated states must describe their geography

and all health care facilities and services on the island(s). All recipients Reported under
requesting classification for hospitals located in isolated/frontier communities Program
must describe the geography surrounding those hospitals and how they will Requirements of
continue to integrate with neighboring HCCs. In addition, the recipient must X All'5 Application AND
describe how each HCC, including the hospital(s), is connected to the provide any
jurisdiction’s ESF-8 medical surge structure, and describe where the updates with
governmental emergency operations center (EOC) is located and the person(s) APR
responsible for staffing that position.
(Joint HPP/PHEP Activity) In collaboration with the PHEP program, HPP
recipients must identify whether their jurisdictions have done the following:
1) Tested the following expedited procedures as identified in their plans
a) Receiving emergency funds during a real incident or exercise
b) Reducing the cycle time for contracting and procurement during a llfeported under
real incident or exercise rogram
Requirements of
2) Implemented internal controls related to sub-recipient monitoring and any X All 5 Application AND

negative audit findings resulting from suboptimal internal controls

3) Tested emergency authorities and mechanisms as identified in their plans to
reduce time for hiring or reassignment of staff (workforce surge). If they
were tested, recipients should identify which procedures were tested and
when, and describe the average times for recruitment and hiring of staff in
routine and emergency circumstances. If recipients are unable to attest to
these administrative preparedness capabilities, recipients must develop
processes to improve on their administrative readiness and describe those

provide any
updates with
APR
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Fiscal Validation
Year Method

Application Requirements (formerly program activities) Recipient HCC

improvements in their APR.

Recipients must maintain a current all-hazards public health and medical
emergency preparedness and response plan that includes the following
components:

e Recipients establish and maintain advisory committees or similar
mechanisms of senior officials from governmental and non-
governmental organizations involved in homeland security, health care,
public health, EMS, and behavioral health to help integrate preparedness
efforts across jurisdictions and to maximize funding streams.

e Recipients describe how they will use EMAC or other mutual aid

agreements for medical and public health mutual aid to support Reported under
coordinated activities and to share resources, facilities, services, and X AlLS Program

other potential support required when responding to emergencies that Requirements of
impact the public’s health. Application

e ASPR is aware that FSM, RMI, and PW do not utilize EMAC, therefore,
U.S. territories and freely associated states must also include
descriptions of any mutual aid agreements (between U.S. territories and
freely associated states, utilizing agreements with the U.S. Government
(USG), United States Agency for International Development (USAID),
Department of Interior (DOI), etc.) for public health and medical mutual
aid.

e Recipients should submit their plans to ASPR and CDC when requested,
and make it available for review during site visits.






Application Requirements (formerly program activities)

(Joint HPP/PHEP Activity) In collaboration with the PHEP program, HPP
recipients, the HCCs, and their members must participate in current and future
federal health care situational awareness initiatives for the duration of the
project period.

e To reduce undue burden on recipients, HPP and PHEP will coordinate,

Recipient

HCC

Fiscal
Year

Validation
Method

both within HHS (CDC, HRSA, CMS, National Disaster Medical Reported under

System (NDMS), etc.) and interagency partners (FEMA, VA, X X AlLS Program

Department of Defense (DoD), etc.), to reduce the duplication of Health Requirements of

and Medical Requests for Information. Application

e Recipients and sub-recipients may provide information in any format

utilized by their organization (e.g., SITREP, SPOTREP, etc.). ASPR will

work to extract the EEIs. To further reduce burden on recipients, ASPR

will work directly with any HCC unable to provide the requested health

care specific information.
HPP recipients must collaborate with the HRSA EMSC program within its Reported under
jurisdiction to better meet the needs of children receiving emergency medical Program
care. Requirements of
HPP recipients and the EMSC program recipients within their jurisdictions must | X All'5 Application
provide a joint letter of support indicating that EMSC and HPP are linked at the )

. . . . . . .. Required
recipient level. The letter of support is required with their funding application at
the beginning of each budget period throughout the five-year project period. Attachment
(PERFORMS)
Recipients will not use HPP funds for subawards with any HCC that presently
does not meet the core membership requirements, as defined in the 2017-2022 Reported under
Health Care Preparedness and Response Capabilities. ASPR understands HCCs Program
s . . . X All 5 .

may have different membership compositions based on population Requirements of
characteristics, geography, governmental structure, and types of local hazards, Application

but each funded HCC must include, at least, the core members.
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Capabilities, Objectives, and Activities

CAPABILITY 1: Foundation for Health Care and Medical Readiness

PHASE 1: Plan and Prepare

Fiscal

Validation
Method

Objective 1: Establish and Operationalize a Health Care Coalition (HCC)

Activity 2: Identify Health Care Coalition Members

The recipient, on behalf of the HCC(s), must make available a listing or provide

access to a listing of all core members and additional coalition members as All'5 E]E:)El?g}l{l;/([)s

defined in the 2017-2022 Health Care Preparedness and Response Capabilities.

Core members should be represented at all HCC meetings, virtually or in-

person. Core members should also sign all HCC-related documentation, such as AllS Verify during

governance, preparedness plans, response plans and recovery plans. Site Visit

Additionally, core members should participate in ALL HCC exercises.

Representation from additional functional entities is essential for the purpose of Upload in CAT

supporting acute health care service delivery. HCCs should recruit and (Transfer

incorporate these entities in their membership. These entities include, but are not agreements with

limited to the following: pediatric, trauma,
e Medical Supply Chain Organizations and burn centers

All'5 should be

Pharmacies
Blood Banks
Clinical Labs

Federal Health Care Organizations

incorporated into
the
corresponding
specialty surge
annex)
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Fiscal Validation
Year Method

CAPABILITY 1: Foundation for Health Care and Medical Readiness Recipient HCC

e Outpatient Care Centers
e Long Term Care Organizations

In addition, all HCC inpatient facilities not providing definitive specialty care
should demonstrate transfer agreements with at least one receiving facility for:

e Pediatric Centers

e Trauma and Burn Center

Activity 3: Establish Health Care Coalition Governance

The HCC must update and maintain the following information related to its
governance:

e HCC membership

e HCC should be led or co-led by hospitals or health care organization
e An organizational structure capable of supporting HCC activities X AlLS Upload in CAT
e Member guidelines for participation and engagement

e Policies and procedures focused on supporting acute health care
service delivery through communication and coordination

e HCC integration with existing state, local, and member-specific
incident management structures and roles.






CAPABILITY 1: Foundation for Health Care and Medical Readiness

All HCCs must fund at least 1.0 full-time equivalent (FTE) (combined and
may include in-kind support of dedicated time) to support the following two
staffing requirements:

e (Clinical Advisor: individual(s) should be a physician, advanced
practice provider, or registered nurse and should be from a lead or
co-lead hospital or health care organization and be clinically active
(i.e., works shifts/sees patients). Involvement in emergency services
or response activities is preferred and knowledge of medical surge
issues and basic familiarity with chemical, biological, radiological,
nuclear, and explosives (CBRNE), trauma, burn, and pediatric
emergency response principles is required. Role of the clinical
advisor(s) is to:

1. Provide clinical leadership to the coalition and serve as a liaison
between the coalition and medical directors/medical leadership at
health care facilities, supporting entities (e.g., blood banks), and
EMS agencies.

2. Review and provide input on coalition plans, exercises, and
educational activities to assure clinical accuracy and relevance.

3. Act as an advocate and resource for other clinical staff to
encourage their involvement and participation in coalition
activities.

4. Assure that the coalition mass casualty/surge plans provide for
appropriate distribution (and re-distribution) of trauma patients to
avoid overloading single centers whenever possible and work
with health care facilities to understand their capabilities and
capacity.

5. Assure that subject matter experts are available and a process
exists to support secondary transfer prioritization in specialty
surge (e.g., burn, pediatric) mass casualty situations (i.e., identify
which patients are a priority to transfer to specialty care centers

Recipient

Fiscal
Year

All 5

Validation
Method

Include in each
HCC's Scope of
Work submitted
with the
application

Submit with the
HCC Budget
Requirement or
Recipient Budget
with Application

Budget line
should contain:
Name, Position
Title, Salary,
%Time, and
Parent
Organization.
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Fiscal Validation
Year Method

CAPABILITY 1: Foundation for Health Care and Medical Readiness Recipient HCC

when adequate transportation or inpatient resources are
unavailable).

e HCC Readiness and Response Coordinator: role of the
coordinator is to facilitate the planning, training, exercising,
operational readiness, financial sustainability, evaluation, and
ongoing development of the HCC as well as to lead, participate in, or
support the response activities of the coalition according to their
plans.

ASPR recognizes this may require some HCCs to shift priorities to personnel
rather than supplies/equipment in their budgets; however, ASPR believes that
the value gained through the clinical and operational guidance, coordination,
training, and exercise coordination these FTEs can provide is ESSENTIAL to an
HCC’s ongoing readiness and ability to respond. In the event the HCC has
insufficient funds, recipients and HCCs should consider various funding
solutions that include, but are not limited to, the following options:

e Reevaluation of the existing HCC funding formula or boundaries

e Formal agreement with the parent organization to utilize in-kind
funding for a portion of the FTE

e Partner with a neighboring HCC to recruit and cost-share a clinical
advisor when geographically and logistically appropriate

Objective 2: Identify Risks and Needs

Activity 1: Assess Hazard Vulnerability and Risks

Each funded HCC, in collaboration with the recipient, must annually update and

maintain their HVA to identify risks and impacts. X AllS Upload in CAT
All HCC-funded projects must be tied to a hazard or risk from the HCC's HVA, Verified through
an identified capability gap, or an activity identified during a corrective action X All'5 HCC work plan

process. and budget.






CAPABILITY 1: Foundation for Health Care and Medical Readiness

(Joint HPP/PHEP Activity) All HPP recipients should work with PHEP
recipients to participate in or complete a JRA at least once every 5 years.

Recipient

Fiscal
Year

Once
every 5
years

Validation
Method

Submit with APR

Activity 2: Assess Regional Health Care Resources

Each funded HCC must update and maintain a resource inventory assessment to
identify health care resources and services at the jurisdictional and regional
levels that could be coordinated and shared in an emergency.

HPP recipients should ensure that each HCC maintains visibility on their
members’ resources and resource needs, such as personnel, facilities, equipment,
and supplies.

All 5

Veritfy during
Site Visit

Activity 4: Assess Community Planning for Children, Pregnant Women,
Seniors, Individuals with Access and Functional Needs, People with
Disabilities, and Others with Unique Needs

(Joint HPP/PHEP Activity) HPP and PHEP recipients should conduct
inclusive risk planning throughout the project period for the whole of
community including children, pregnant women, senior citizens, individuals
with access and functional needs, including people with disabilities; individuals
with pre-existing conditions; and others with unique needs and vulnerabilities.

All 5

Verify during
Site Visit

(Joint HPP/PHEP Activity) HPP and PHEP recipients should involve each
funded HCC and its members in risk planning. In addition, HPP and PHEP
recipients are encouraged to involve experts in chronic conditions and maternal
and child health in risk planning.

All 5

Verify during
Site Visit

ASPR strongly recommends that HPP recipients use the Agency for Toxic
Substances and Disease Registry (ATSDR) Social Vulnerability Index, which
helps identify risk factors and at-risk populations by geographic area.

All 5

Verify during
Site Visit
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CAPABILITY 1: Foundation for Health Care and Medical Readiness

Fiscal

Recipient HCC

Year

Validation
Method

As part of inclusive planning for populations at risk conducted by HPP
recipients, HPP-funded HCCs should:

Support HCC members with situational awareness and information
technology (IT) tools already in use that can help identify children,
seniors, pregnant women, people with disabilities, and others with
unique needs.

Support HCC member agencies in developing or augmenting
existing response plans for these populations, including mechanisms
for family reunification.

Identify potential health care delivery system support for these
populations (pre- and post-event) that can prevent stress on hospitals
during a medical surge event.

Assess needs and contribute to medical planning that may enable
individuals to remain in their residences during certain emergencies.
When that is not possible, coordinate with the jurisdiction’s ESF-8
lead agency to support the jurisdiction’s ESF-6 (Mass Care,
Emergency Assistance, Housing, and Human Services) lead agency
with access to medical care including at shelter sites.

Coordinate with the jurisdiction’s ESF-8 lead agency to assess
medical transport needs for these populations.

X All 5

Verify during
Site Visit

Objective 3: Develop a Health Care Coalition Preparedness Plan

Activity 1: Develop a Health Care Coalition Preparedness Plan
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CAPABILITY 1: Foundation for Health Care and Medical Readiness

Recipient

HCC

Fiscal
Year

Validation
Method

The HCC must update and maintain their preparedness plan annually and
following major incidents or large-scale exercises. The plan must be approved
by all its core member organizations. All of the HCC’s additional member
organizations should be given an opportunity to provide input into the
preparedness plan, and all member organizations must receive a final copy of
the plan.

ALLS5

Upload in CAT

To improve regional readiness and response coordination, HCCs located in
jurisdictions with an identified Regional Disaster Health Response System
(RDHRS) state or regional entity, should integrate strategies and tactics into
their preparedness plan that promote communications, information sharing,
resource coordination, and operational response planning between the HCC and
the RDHRS entity.

ALLS5

Upload in CAT

Objective 5: Ensure Preparedness is Sustainable

Activity 3: Engage Clinicians

The HCC clinical advisor must engage health care delivery system clinical
leaders to provide input, acknowledgement, and understanding of their facility
and regional strategic and operational roles in acute medical surge planning to
include CBRNE, trauma, burn, and pediatric readiness and response.
Additionally, they should gain an understanding of the scope of specialized
clinical expertise throughout the HCC and include clinicians from a wide range
of specialties in HCC activities on a regular basis to validate medical surge
plans and to provide subject matter expertise to ensure realistic training and
exercises.

All'5

Verify during
Site Visit

Activity 4: Engage Community Leaders
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CAPABILITY 1: Foundation for Health Care and Medical Readiness

The HCC Readiness and Response Coordinator must identify and engage
community leaders including businesses, charitable organizations, and the
media, in health care preparedness planning and exercises to promote the
resilience of the entire community.

Recipient

HCC

Fiscal
Year

All 5

Validation
Method

Verify during
Site Visit

Activity 5: Promote Sustainability of Health Care Coalitions

Sustainability planning is a critical component in HCC development. Strong
governance, regional stakeholder engagement, and sound financial planning
help to strengthen the HCC foundation and ensure future viability. HCCs

should:

Offer HCC members TA or consultative services in meeting the
CMS Emergency Preparedness Rule: Emergency Preparedness
Requirements for Medicare and Medicaid Participating Providers
and Suppliers

Develop materials that identify and articulate the benefits of HCC
activities and promote preparedness efforts to both members and
additional stakeholders such as health care executives, clinicians,
community leaders, and other key audiences

Explore ways to meet member’s requirements for tax exemption
through community benefit

Analyze critical functions to preserve and identify financial
opportunities (such as foundations and private funding, dues, and
training fees) to support or expand HCC functions in case of
decreased federal funding

Develop a financing structure and document the funding sources that
support HCC activities

Determine ways to cost share with other organizations with similar
requirements (such as coordinating required risk assessments or
exercises with public health agencies and emergency management

All'5

Verify during
Site Visit
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Fiscal Validation
Year Method

CAPABILITY 1: Foundation for Health Care and Medical Readiness Recipient HCC

organizations)

e Incorporate leadership succession planning into the HCC governance
and structure

e Leverage group buying power to promote consistent equipment
across a region to facilitate sharing or emergency allocation

PHASE 2: Train and Equip

Objective 4: Train and Prepare the Health Care and Medical Workforce

Activity 1: Promote Role-Appropriate NIMS Implementation

HPP recipients should ensure that HCCs assist their members with NIMS
implementation throughout the project period. HCCs must:

e Ensure HCC leadership receives NIMS training based on evaluation
of existing NIMS education levels and need Include in sub-
recipient
contract; Verify
during Site Visit

e Promote NIMS implementation among HCC members, including X X All5
training and exercises, to facilitate operational coordination with
public safety and emergency management organizations during an
emergency using an incident command structure

e Assist HCC members with incorporating NIMS components into
their emergency operations plans

Activity 2: Educate and Train on Identified Preparedness and Response Gaps






CAPABILITY 1: Foundation for Health Care and Medical Readiness

HCCs must submit, with their annual work plan, a list of planned training
activities relevant to identified risks, resource gaps, work plan priorities, and
corrective actions from prior exercises and incidents. Training activities may
include but are not limited to initial education, continuing education, appropriate
certifications, and just-in-time training. Awareness and operational level training
on all aspects of HCC functions focused on preparedness, response, and
recovery should be conducted.

Recipient

HCC

Fiscal
Year

All 5

Validation
Method

Upload to CAT

PHASE 3: Exercise and Respond

Objective 4: Train and Prepare the Health Care and Medical Workforce

Activity 3: Plan and Conduct Coordinated Exercises with Health Care Coalition
Members and Other Response Organizations

(Joint HPP/PHEP Activity) HPP and PHEP recipients, and all HCCs, as part
of a coordinated statewide effort, should conduct a joint statewide exercise
(functional or full-scale exercise) once during the project period to test progress
toward achieving the capabilities outlined in the 2017-2022 Health Care
Preparedness and Response Capabilities and the Public Health Emergency
Preparedness and Response Capabilities: National Standards for State, Local,
Tribal, and Territorial Public Health, and in collaboration with cross-border
metropolitan statistical area/Cities Readiness Initiative regions.

All joint HPP and PHEP exercises, including MCM exercises, must include a
surge of patients into the health care system.

Once

during
project
period

AAR/IP Info
submitted in
PERFORMS
with APR

Activity 4: Align Exercises with Federal Standards and Facility Regulatory and
Accreditation Requirements

PHASE 4: Evaluate and Share Lessons Learned
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Year Method

CAPABILITY 2: Health Care and Medical Response Coordination Recipient HCC

PHASE 1: Plan and Prepare

Objective 1: Develop and Coordinate Health Care Organization and Health Care
Coalition Response Plans

Activity 2: Develop a Health Care Coalition Response Plan

(Joint HPP/PHEP Activity) Each HCC must coordinate the development of its
response plan by involving core members and other HCC members so that, at a
minimum, hospitals, EMS, emergency management organizations, and public

health agencies are represented in the plan. Each HCC should review and update Upload n CAT
. . SO and submit

its response plan annually and following major incidents or large-scale X X All 5 undates to
exercises. The updated plan must be approved by all its core members. All of r (fcipien ‘

the HCC’s additional member organizations should be given an opportunity to
provide input into the response plan, and all member organizations must receive
a final copy of the plan.






CAPABILITY 2: Health Care and Medical Response Coordination Recipient HCC

(Joint HPP/PHEP Activity) Each HCC’s response plan must describe the
HCC’s operational roles that support strategic planning, situational awareness,
information sharing, and resource management. This includes, but is not limited
to, the following:

e HCC integration with the jurisdiction’s ESF-8 lead agency to ensure
information is provided to local, state, and federal officials.

e The HCC's ability to effectively communicate and address resource
needs requiring ESF-8 assistance. In cases where the HCC serves as
the jurisdiction’s ESF-8 lead agency, the HCC response plan may be
the same as the ESF-8 response plan.

e The HCC's ability to support the increase of emergency and inpatient
services to meet the demands of a medical surge event (with or
without warning; short or long duration). All communities should be
prepared to respond to conventional and mass violence trauma.

e The HCC's ability to determine bed, staffing, and resource
availability; identify patient movement requirements; support acute
care patient management and throughput; initiate and support crisis
care plans.

e The provision of behavioral health support and services to patients,
families, responders, and staff.

e The incorporation of available resources for management of mass
fatalities through ESF8.

Fiscal
Year

All 5

Validation
Method

Upload in CAT

(Joint HPP/PHEP Activity) Recipient all-hazards public health and medical
preparedness and response plans must specify coordination with their HCCs

All'S

Verify during
Site Visit

Objective 2: Utilize Information Sharing Processes and Platforms

Activity 1: Develop Information Sharing Procedures
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CAPABILITY 2: Health Care and Medical Response Coordination

The HCC and its members must, at a minimum, define and integrate into their
response plans procedures for sharing EEIs. This includes but is not limited to
the current operational status of facilities, elements of electronic health records,

Recipient

HCC

Fiscal
Year

Validation
Method

Upload in CAT;

and resource needs and availability. X All'5 Included in
ASPR will provide coordinated pre-event, post-event, and special event-specific Response Plans
EEIs required for integration and submission by recipients and sub-recipients by

the end of the first quarter of FY 2019/budget period 1.

(Joint HPP/PHEP Activity) HPP and PHEP recipients should work together to

establish a common operating picture/situational awareness tool that facilitates X AlLS Verify during
coordinated information sharing among all public health, health care, HCCs, and Site Visit
relevant stakeholders.

(Joint HPP/PHEP Activity) By FY 2020, the HCC, in coordination with its

public health agency members and HPP and PHEP recipients must develop . .

. ) . Verify during
processes and procedures to rapidly acquire and share clinical knowledge X X 2020 Site Visit
between health care providers and between health care organizations during
responses.

Activity 2: Identify Information Access and Data Protection Procedures

HPP recipients should verify that each HCC is able to access and collect timely, Verifyv durin
relevant, and actionable information about their members during emergencies. Site Visit
Activity 3: Utilize Communications Systems and Platforms

(Joint HPP/PHEP Activity) HPP recipients should identify reliable, resilient, Verify during
interoperable, and redundant information and communication systems and X AlLS Site Visit;

platforms, including those for bed availability, EMS data, and patient tracking,
and provide access to HCC members and other stakeholders.

Included in
Response Plans

PHASE 2: Train and Equip
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CAPABILITY 2: Health Care and Medical Response Coordination

Objective 3: Coordinate Response Strategy, Resources, and Communications

Recipient

HCC

Fiscal
Year

Validation
Method

Activity 4: Communicate with the Public During an Emergency

(Joint HPP/PHEP Activity) By FY 2021, the HCC, in collaboration with HPP
and PHEP recipients, must provide public information officer (PIO) training to
those who are designated to act in that capacity during an emergency for HCC
members and are in need of such training. This training should include Crisis
and Emergency Risk communication training.

2021

Verify during
Site Visit

PHASE 3: Exercise and Respond

Objective 3: Coordinate Response Strategy, Resources, and Communications

Activity 1: Identify and Coordinate Resource Needs during an Emergency

To ensure the continuity of information flow and coordination activities,
multiple employees from each HCC member organization must understand and
have access to the HCC’s information sharing platforms.

All 5

Verify during
Site Visit

Activity 2: Coordinate Incident Action Planning During an Emergency

(Joint HPP/PHEP Activity) HCCs must provide a communication and
coordination role within their respective jurisdictions. This coordination ensures
the integration of health care delivery into the broader community incident
planning objectives and strategy development. It also ensures that resource
needs that cannot be managed within the HCC itself are rapidly passed along to
the jurisdiction’s ESF-8 lead agency. HCC coordination may occur at its own
coordination center, the local EOC, or by virtual means — all of which are
intended to interface with the jurisdiction’s ESF-8 lead agency. HCCs should
connect the medical response elements and provide the coordination mechanism
among health care organizations, including hospitals and EMS, emergency
management organizations, and public health agencies.

All'S

Demonstrate
during site visit;
Included in
Response Plans
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CAPABILITY 2: Health Care and Medical Response Coordination

Activity 3: Communicate with Health Care Providers, Non-Clinical Staff,
Patients, and Visitors During an Emergency

Recipient

HCC

Fiscal
Year

Validation
Method

By FY 2021, each HCC should assist members with developing the ability to
rapidly alert and notify their employees, patients, and visitors to provide
situational awareness, protect their health and safety, and facilitate provider-to-
provider communication

2021

Demonstrate
during site visit;
Included in
Response Plans

PHASE 4: Evaluate and Share Lessons Learned

CAPABILITY 3: Continuity of Health Care Service Delivery

PHASE 1: Plan and Prepare

Recipient

HCC

Fiscal
Year

Validation
Method

Objective 2: Plan for Continuity of Operations

Activity 2: Develop a Health Care Coalition Continuity of Operations Plan

Each funded HCC must develop an HCC continuity of operations (COOP) plan
that is informed by its members’ COOP plans and, at a minimum, includes the
following elements:

e Activation and response functions
e Multiple points of contact for each HCC member

e Orders of succession and delegations of authority for leadership
continuity

e Immediate actions and assessments to be performed in case of
disruptions

e Safety assessment and resource inventory to determine ongoing HCC

2021

Upload in CAT
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Fiscal Validation
Year Method

CAPABILITY 3: Continuity of Health Care Service Delivery Recipient HCC

operations

e Redundant, replacement, or supplemental resources, including
communications systems

e Strategies and priorities for addressing disruptions to mission critical
systems such as electricity, water, and medical gases.

e List of essential records and forms, including locations of electronic
and hard copies of each
HCC COOQOP plans may be stand-alone plans or incorporated into the HCC
response plan as an annex.

Objective 3: Maintain Access to Non-Personnel Resources During an
Emergency

Activity 1: Assess Supply Chain Integrity
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CAPABILITY 3: Continuity of Health Care Service Delivery

HPP recipients and HCCs must conduct a supply chain integrity assessment to
evaluate equipment and supplies that will be in demand during emergencies and
develop mitigation strategies to address potential shortfalls.

Each individual HCC member should examine its supply chain vulnerabilities
by collaborating with health care organizations, manufacturers, and distributors
to determine access to critical supplies, amounts available in regional systems,
and potential alternate delivery options in case access or infrastructure is
compromised. HCCs should utilize this information to effectively coordinate
with their jurisdiction’s ESF-8 lead agency and across the region.

Elements of a supply chain integrity assessment include, but are not limited to,
the following:

¢ Blood banks

e Medical gas suppliers

e Fuel suppliers

e Nutrition suppliers and food vendors

e Pharmaceutical vendors

e Leasing entities for biomedical and durable medical equipment
e Manufacturers and distributors for disposable supplies

e Manufacturers and distributors for PPE

e Hazardous waste removal services

e Laundry, linen, and housekeeping services and suppliers

Recipient

HCC

Fiscal
Year

2021

Validation
Method

Submit with
APR; Upload in
CAT

Activity 2: Assess and Address Equipment, Supply, and Pharmaceutical
Requirements

62





—_— . . . . Fiscal  Validation
CAPABILITY 3: Continuity of Health Care Service Delivery Recipient HCC Year Method
All HPP recipients, HCCs, or HCC members purchasing pharmaceuticals and
other medical materiel or supplies (e.g., PPE) with HPP funds must document Should b?
the following: included in
purchaser's
e Strategies for acquisition, storage, rotation with day-to-day supplies, (recipient and
and use HCC) work plan.
e Inventory Management Program Protocols for all cached material Protocol r§qu1red
if purchasing
e Policies relating to the activation and deployment of their stockpile X X All'5 material.
e DPolicies relating to the disposal of expired materials Re(i[ipie{lt
. ) ) protoco
ASPR encourages, when possible, regional procurement of PPE. This submitted in
procurement approach may offer significant advantages in pricing and PERFORMS.
consistency for staff, especially when PPE is shared across health care HCC protocol
organizations in an emergency. Additionally, in circumstances where HCC submitted in the
members are part of a larger corporate health system, a balance between CAT.
corporate procurement and regional procurement should be considered.
Objective 6: Plan for Healthcare Evacuation and Relocation
Activity 1: Develop and Implement Evacuation and Relocation Plans
HPP recipients, HCCs, and HCC members should sustain or further develop Verify durin
their evacuation planning and response activities throughout the remainder of X X All 5 Site \glisi ¢ &

the five-year project period.

Objective 7: Coordinate Health Care Delivery System Recovery

Activity 1: Plan for Health Care Delivery System Recovery
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Fiscal Validation
Year Method

CAPABILITY 3: Continuity of Health Care Service Delivery Recipient HCC

Each recipient, in collaboration with their HCCs, must develop a health care
system recovery plan and submit it to ASPR by the end of fiscal year 2022.
Recovery processes may be integrated into recipients’ existing plans, such as an
annex to their emergency operations plan, or developed as a separate standalone
plan. Each recipient should review their recovery plan after exercises and major
incidents to update the following:

e Coordinated goals and strategic priorities for the continued delivery
of essential health care services, including behavioral health services
and case management.

e HCC integration with the Health and Social Services Recovery
Support Function lead agency to advocate for the needs of
healthcare, ensure information sharing, and manage resource
availability within and between disciplines and coalition

stakeholders. X 2022 Submit with APR

e Prioritization of critical infrastructure dependencies necessary for the
recovery of health service delivery in the following sectors:
Communications, Emergency Services, Energy, Food and
Agriculture, Information Technology, Transportation Systems, and
Water and Wastewater Systems.

e Impact assessment process including the collection of information,
issues related to current operational trends and themes, and the
process for relaying requests for assistance based on emerging or
persistent needs.

e Stakeholder process to connect with recovery assistance programs
including support with initial disaster cost estimation and assistance
with state and federal disaster recovery funding application (if
available).

PHASE 2: Train and Equip






CAPABILITY 3: Continuity of Health Care Service Delivery

Objective 5: Protect Responder Safety and Health

Recipient

Fiscal
Year

Validation
Method

Activity 1: Distribute Resources Required to Protect the Health Care Workforce

HCCs should support and promote regional PPE procurement that could offer Include in
significant advantages in pricing and consistency for staff, especially when PPE All 5 Preparedness
is shared across multiple health care organizations in an emergency. Plan
Activity 2: Train and Exercise to Promote Responder Safety and Health

(Joint HPP/PHEP Activity) HPP and PHEP recipients, and HCCs, should

equip, train, and provide resources necessary to protect responders, employees, .

: . . s Include in HCC
and their families from hazards during response and recovery operations. Trainine Plan:
PPE, MCMs, workplace violence training, psychological first aid training, and All 5 Verif figurin ’
other interventions specific to an emergency are all necessary to protect Site \Xisi ¢ &
responders and health care workers from illness or injury and should be readily
available to the entire health care workforce.

(Joint HPP/PHEP Activity) Recipients and HCCs should educate stakeholders .
.. . ) . Include in HCC
on current policies and practices regarding the type of PPE necessary for various .
. ) Lo . Training Plan;
infectious pathogens, and the availability of PPE resources, to include All'5 . .
o - . : . . Verify during
stockpiling considerations, vendor-managed inventories, and the potential for Site Visit

reuse of equipment.

PHASE 3: Exercise and Respond

PHASE 4: Evaluate and Share Lessons Learned
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CAPABILITY 4: Medical Surge

PHASE 1: Plan and Prepare

Recipient

HCC

Fiscal
Year

Validation
Method

Objective 1: Plan for a Medical Surge

Activity 1: Incorporate Medical Surge Planning into a Health Care Organization
Emergency Operations Plan

(Joint HPP/PHEP Activity) HPP recipients, HCCs, and their members, must
work together to manage staffing resources, including volunteers, within
hospitals and other health care settings. This includes:

Identifying situations that would require supplemental staffing in
hospitals and leverage existing hospital and health system staff
sharing agreements and resources, to include volunteers.

Developing rapid credential verification processes to facilitate
emergency response.

Identifying and addressing to the extent possible volunteer liability,
licensure, workers compensation, scope of practice, and third-party
reimbursement issues that may deter volunteer use.

Leveraging existing government and non-governmental volunteer
registration programs, such as ESAR-VHP and MRC personnel, to
identify and staff health care-centric roles during acute care medical
surge response events. Examples of MRC health care-specific duties
that can be funded by HPP include:

Triage support staff

Emergency Department staff
Medical Shelter clinical staff
Search and Rescue Medical staff

wokh D=

Field hospital clinical staff

All 5

Include in
Preparedness and
Response Plans;
Verify during
Site Visit
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CAPABILITY 4: Medical Surge

e Incorporating hospital, HCC, jurisdictional, or state-based medical
assistance teams into medical surge planning and response.

Recipient

Fiscal
Year

Validation
Method

Hospitals that are members of HPP-funded HCCs and meet the eligibility
criteria for participation in NDMS should enter into formal agreements with the
NDMS. This is intended to improve the recipient's and HCC's surge capacity
and enhance hospital preparedness in response to a medical surge event.

NDMS enrollment efforts should target local general acute care inpatient
medical facilities if they express a desire to participate or possess key specialty
beds. Other hospitals may be considered based on the locally available
resources. NDMS participating medical facilities should be within a reasonable
distance for patient transportation given the local road network and relevant
traffic conditions, generally within a 75-mile radius of the managing Federal
Coordination Center (FCC). Medical facilities beyond this distance may be
accepted for enrollment at the discretion of the FCC Director.

All 5

Verify during
Site Visit

In partnership with the NDMS Hospital Readiness Initiative, HPP-funded HCCs
that have an FCC or NDMS receiving facilities within their established
boundaries should prepare to receive and treat patients during a NDMS
activation.

HCCs can invest HPP resources in the following areas:
e NDMS partner engagement activities
e Patient reception planning
e Patient reception training
e NDMS exercises that include coalition coordination
e Medical surge systems

e Decontamination resources

All 5

Verify during
Site Visit
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Fiscal Validation
Year Method

CAPABILITY 4: Medical Surge Recipient HCC

e PPE

e (CBRN monitoring devices

Activity 2: Incorporate Medical Surge into an Emergency Medical Services
Emergency Operations Plan

EMS plans should incorporate disaster related dispatch, response, mutual aid
and regional coordination, pre-hospital triage and treatment, transportation,
supplies, and equipment. HPP funding is not authorized to support routine EMS X All'5
administrative and operational requirements (e.g., certifications, state EMS
medical director).

Verify during
Site Visit

Activity 3: Incorporate Medical Surge into a Health Care Coalition Response
Plan






CAPABILITY 4: Medical Surge

(Joint HPP/PHEP Activity) Recipients should proactively integrate all
components of their state and local governments in MCM response planning and
consider inclusion of the following strategies in their MCM plans.

Consider utilizing HCCs and their member organizations to plan,
receive, and dispense MCMs for use in post exposure prophylaxis
and acute medical treatment to patients, responders, and employees
and their household members during a medical surge emergency

Consider using the National Guard as a potential resource for MCM
distribution and dispensing operations and provide training for
National Guard personnel designed to serve in this capacity

Consider voluntary reassignment of state and local employees to
participate in MCM mission areas

In addition to state-funded personnel, the Pandemic and All-Hazards
Preparedness Reauthorization Act of 2013 (PAHPRA) provides the
Secretary of the Department of Health and Human Services (HHS)
with discretion to authorize the temporary reassignment of federally
funded state, tribal, and local personnel during a declared Federal
Public Health Emergency upon request by a state or tribal
organization; the temporary reassignment provision is applicable to
state, tribal, and local public health department or agency personnel
whose positions are funded, in full or part, under PHS Act programs
and allows such personnel to immediately respond to the public
health emergency in the affected jurisdiction (Please note: this
authority is not currently effective as of the FOA publication date;
however, if Congress reauthorizes the authority, recipients could
consider it in their plans.)

Explore with HHS whether federal workers providing direct
assistance to state or regional offices may be eligible to assist with
state and local MCM dispensing operations in their jurisdictions.

Recipient

HCC

Fiscal
Year

All 5

Validation
Method

Verify during
Site Visit
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CAPABILITY 4: Medical Surge

HCCs should serve as planning resources and subject matter experts to PHEP
recipients and public health agencies as they develop or augment existing
response plans for affected populations, including mechanisms for family
reunification. These plans should give consideration to:

Recipient

Fiscal
Year

Validation
Method

. _ . All Verity during
e Information needs and a processes to reunify families (e.g., Health S Site Visit
Insurance Portability and Accountability Act of 1996 exemptions)
e Reunification considerations for children
e Family notification and initiation of reunification processes.
HCCs must develop complementary coalition-level annexes to their base
medical surge/trauma mass casualty response plan(s) to manage a large number
of casualties with specific needs. Recipients should incorporate the HCC
annexes into their jurisdiction's plan for awareness and to support coordination
of state resources. In addition to the usual information management and resource
coordination functions, each specialty surge annex framework should be
similarly formatted and emphasize the following core elements:
e Indicators/triggers and alerting/notifications of a specialty event
e Initial coordination mechanism and information gathering to Submit with
determine impact and specialty needs All 5 APR; Upload in

Documentation of available local, state, and interstate resources that
can support the specialty response and key resource gaps that may
require external support (including inpatient and outpatient
resources)

Access to subject matter experts — local, regional, and national

Prioritization method for specialty patient transfers (e.g., which
patients are most suited for transfer to a specialty facility)

Relevant baseline or just-in-time training to support specialty care

CAT
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CAPABILITY 4: Medical Surge

Recipient

HCC

Fiscal Validation
Year Method

Evaluation and exercise plan for the specialty function

Pediatric — in addition to the above consider:

Local risks for pediatric-specific mass casualty events (e.g., schools,
transportation accidents)

Age-appropriate medical supplies
Mental health and age-appropriate support resources

Pediatric/Neonatal Intensive Care Unit (NICU) evacuation resources
and coalition plan

Coordination mechanisms with dedicated children’s hospital(s)

Burn — in addition to the above consider:

Local risks for mass burn events (e.g., pipelines, industrial, terrorist,
transportation accidents)

Burn-specific medical supplies

Coordination mechanisms with American Burn Association (ABA)
centers/region

Incorporation of critical care air/ground assets suitable for burn
patient transfer

2019

2020
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CAPABILITY 4: Medical Surge

Fiscal Validation
Year Method

Recipient HCC

Infectious disease — in addition to the above consider:

Expanding existing Ebola concept of operations plans (CONOPs) to
enhance preparedness and response for all novel/high consequence
infectious diseases

Developing coalition-level anthrax response plans
Developing coalition-level pandemic response plans

Including healthcare-associated infection (HAI) professionals at the
health care facility and jurisdictional levels in planning, training, and
exercises/drills

Developing a continuous screening process for acute care patients
and integrate information with electronic health records (EHRs)
where possible in HCC member facilities and organizations

Coordinating visitor policies for infectious disease emergencies at
member facilities to ensure uniformity

Coordinating MCM distribution and use by health care facilities for
prophylaxis and acute patient treatment

Developing and exercising plans to coordinate patient distribution for
highly pathogenic respiratory viruses and other highly transmissible
infections, including complicated and critically ill infectious disease
patients, when tertiary care facilities or designated facilities are not
available

2021
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CAPABILITY 4: Medical Surge

Radiation — in addition to the above consider:

Local risks for radiation mass casualty events (e.g., power plant,

industrial/research, radiological dispersal device, nuclear detonation)

Detection and dosimetry equipment for EMS/hospitals
Decontamination protocols

On-scene triage/screening, assembly center, and community
reception center activities

Treatment protocols/information

Coordination mechanisms with hematology/oncology centers and
Radiation Injury Treatment Network (RITN)

Chemical — in addition to the above consider:

Determine risks for community chemical events (e.g., industrial,
terrorist, transportation-related)

Decontamination assets and throughput (pre-hospital and hospital)
including capacity for dry decontamination

Determine EMS and hospital PPE for HAZMAT events

Review and update Chempack (and/or other chemical
countermeasure) mobilization and distribution plan

Coordinate training for their members on the provision of wet and
dry decontamination and screening to differentiate exposed from
unexposed patients

Ensure involvement and coordination with regional HAZMAT
resources (where available) including EMS, fire service, health care
organizations, and public health agencies (for public messaging)

Develop plans for a community reception center with public health

Recipient

HCC

Fiscal
Year

2022

2023

Validation
Method
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CAPABILITY 4: Medical Surge

partners

Recipient

HCC

Fiscal
Year

Validation
Method

HPP recipients must submit a new or updated Crisis Standards of Care
CONOPS that integrates the following elements as applicable:

o Ethical considerations and the state subject matter experts for
consultation and engagement during emergencies

e Guidance for EMS and health care providers on recommended crisis
care strategies

e Community and provider engagement, education, and
communication activities (completed and planned)

e Indicators and triggers for state activation and the actions the state
will take to support prolonged crisis care conditions that cannot be
rapidly addressed through standard mutual aid or other mechanisms

e Operational framework for state level information management and
policy development including real-time engagement of subject

2020

Submit with APR
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Fiscal Validation
Year Method

CAPABILITY 4: Medical Surge Recipient HCC

matter experts for technical support with allocation decisions and the
coordination and decision processes for the allocation of scarce
resources (e.g., pharmaceuticals or PPE) to the health and medical
sector.

e Legal and regulatory state actions to be taken (as well as proposed
changes to regulations/statute) that can support health care strategies
during catastrophic/crisis care conditions, to include:

1. State declarations and their powers

2. Credentialing and licensure support for intra-state and inter-state
assistance

Provider protection from liability during disasters

4. Support for alternate systems of care practices both in health care
facilities and alternate environments

5. Relief from specific regulations that may impede appropriate
billing and collection for services rendered under crisis
conditions

6. State agency support for crisis care (e.g., EMS regulatory agency
relief, hospital licensure requirements, state fire marshal)






Fiscal Validation
Year Method

CAPABILITY 4: Medical Surge Recipient HCC

Each funded HCC must collaborate with the recipient to integrate the following
crisis care elements into their response plan.

e Integration with state-level efforts

e Management of crisis conditions through regional coordination,
including resource sharing and patient distribution

e Management of information and policy decisions with the assistance
of the coalition partners during a protracted event

e Management of resource requests and scarce resource allocation
decisions when the demand cannot currently be met X 2021 Upload in CAT

e Support EMS agency planning for indicators, triggers, and response
strategies during crisis conditions

e Support hospital planning for indicators, triggers, and response
strategies during crisis conditions

e Transition to contingency care by requesting resources or moving
patients to other facilities.

e Integration of crisis care/crisis standards of care conditions into
exercises

PHASE 2: Train and Equip (No associated HPP requirements)

PHASE 3: Exercise and Respond

Objective 1: Plan for a Medical Surge

Activity 3. Incorporate Medical Surge into a Health Care Coalition Response
Plan






CAPABILITY 4: Medical Surge

By FY 2021, the recipient's Crisis Standards of Care CONOPS Plan must be

Recipient

Fiscal
Year

Validation
Method

incorporated and validated in an HCC-level exercise. Principal focus should be 2021 Submit with APR

on policy and scarce resource coordination.

Objective 2: Respond to a Medical Surge

Activity 1: Implement Emergency Department and Inpatient Medical Surge

Response

(Joint HHP/PHEP Activity) HPP and PHEP recipients should coordinate the

identification, recruitment, registration, training, and engagement of volunteers

to support the jurisdiction’s response to incidents. ALLS Verify during

HPP recipients and HCC should incorporate the use of volunteers to support Site Visit

acute care medical surge response training, drills, and exercises throughout the

five-year project period.

At least once during the project period, HCCs with an FCC must participate in Once in | Upload in CAT;

the NDMS patient movement exercise. the Roles should be
project | included in HCC
period | Response Plan
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CAPABILITY 4: Medical Surge

HCCs must complete the HCC Surge Estimator Tool by January 1, 2020, to
support determination of their surge capacity. Only hospitals that provide
emergency services will be included. HCCs will NOT submit individual hospital
metric information to ASPR. Information will be aggregated at the coalition
level. There are three distinct variables that vary significantly between hospitals
and drive rapid development of surge capacity:

1) Use of all available “staffed” beds — including closed units that
could be rapidly re-opened with appropriate staff (but are otherwise
equipped and appropriate for inpatient care)

2) Use of pre-induction, post-anesthesia, and procedural area beds
— can be used for temporary inpatient boarding/care usually at an
intermediate care (telemetry) or higher level

3) Surge discharge — the ability to generate space or reduce the
numbers of patients requiring evacuation by early discharge of
appropriate current inpatients.

HCCs will review and update their HCC Surge Estimator Tool data at a
minimum of every 2 years, but are encouraged to update upon any major
changes in their HCC membership.

Recipient

HCC

Fiscal
Year

January
1, 2020/
2022/
2024

Validation
Method

Upload in CAT

Activity 3: Develop an Alternate Care System

HPP recipient and HCC response plans should coordinate the use of alternate
care systems, in collaboration with state and local public health agencies and
emergency management organizations, prior to the conclusion of FY 2021. HPP
recipients and HCCs should incorporate additional factors in their alternate care
system activities prior to the conclusion of FY 2021:

e Establishment of telemedicine or virtual medicine capabilities

e Establishment of assessment and screening centers for early
treatment

2021

Upload in CAT;
Verify during
Site Visit
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Fiscal Validation

CAPABILITY 4: Medical Surge Recipient Year Method

e Assisting with the selection and operation of alternate care sites
(Joint HPP/PHEP Activity) The coordination and planning for shelter medical
care may be a primary responsibility of public health agencies based on the
incident and their jurisdictional role. PHEP recipients should coordinate with Verify durin
HCCs and their members to address the public health, medical, and mental X X AllS | N LTS
health needs of those impacted by an incident at congregate locations. HPP
recipients should serve as subject matter experts to PHEP recipients on the
health care needs of those impacted by an incident.
Activity 4: Provide Pediatric Care During a Medical Surge Response
Recipient and HCCs must validate their Pediatric Care Surge Annex via a Submit with
standardized tabletop/discussion exercise format and submit the results and data | X X 2019 APR; Upload in
sheet to ASPR. CAT
Activity 5: Provide Surge Management During a Chemical or Radiation
Emergency Event
Recipient and HCCs must validate their Radiation Emergency Surge Annex via Submit with
a standardized tabletop/discussion exercise format and submit the results and X X 2022 APR; Upload in
data sheet to ASPR. CAT
Recipient and HCCs must validate their Chemical Emergency Surge Annex via Submit with
a standardized tabletop/discussion exercise format and submit the results and X X 2023 APR; Upload in
data sheet to ASPR. CAT
Activity 6: Provide Burn Care During a Medical Surge Response
Recipient and HCCs must validate their Burn Care Surge Annex via a Submit with
standardized tabletop/discussion exercise format and submit the results and data | X X 2020 APR; Upload in
sheet to ASPR. CAT






Fiscal Validation
Year Method

CAPABILITY 4: Medical Surge Recipient HCC

Activity 9: Enhance Infectious Disease Preparedness and Surge Response

Recipient and HCCs must validate their Infectious Disease Preparedness and Submit with
Surge Annex via a standardized tabletop/discussion exercise format and submit | X X 2021 APR; Upload in
the results and data sheet to ASPR. CAT

(Joint HPP/PHEP Activity) During an infectious disease outbreak, ASPR and
CDC require that recipients and HCCs coordinate the following activities to
ensure the ability to surge to meet the demands during a highly infectious
disease response:

e Establish a Medical Common Operating Picture Yerify duriqg an
_ X X All'S infectious disease
e Develop or update plans accordingly outbreak

e [Establish key indicators and EEIs
e Provide real-time information sharing

e Coordinate public messaging

(Joint HPP/PHEP Activity) ASPR and CDC recommend the following joint
activities:

e HCCs and state HAI multidisciplinary advisory groups or similar
infection control groups within the state should partner to develop a
statewide plan for improving infection control within health care
organizations. Verify during an

X X infectious disease

e Jurisdictional public health infection control and prevention
outbreak

programs including HAI programs and HCC members should jointly
develop infectious disease response plans for managing individual
cases and larger emerging infectious disease outbreaks.

e HPP and PHEP recipients, HCCs, and their members should
collaborate on informatics initiatives such as electronic laboratory
reporting, electronic test ordering, electronic case reporting,






Fiscal Validation
Year Method

CAPABILITY 4: Medical Surge Recipient HCC

electronic death reporting, and syndromic surveillance.

e HPP and PHEP recipients and HCCs should engage with the
community to improve understanding of issues related to infection
prevention measures, such as changes in hospital visitation policies,
social distancing, and infection control practices in hospitals, such as
PPE use, hand hygiene, source control, and isolation of patients.

e HPP and PHEP recipients, HCCs, and their members should promote
coordinated training and maintenance of competencies among public
health first responders, health care providers, EMS, and others as
appropriate, on the use of PPE, environmental decontamination, and
management of infectious waste. Training should follow OSHA and
state regulations.

e HPP and PHEP recipients, HCCs and their members should
collaborate to develop and implement strategies to ensure availability
of effective supplies of PPE, including:

1. Working with suppliers and coalitions to develop plans for
caching or redistribution and sharing

2. Informing each other and integrating plans for purchasing,
caching, and distributing PPE

e HPP and PHEP recipients, HCCs, and their members should sustain
planning for the management of Persons Under Investigation (PUIs)
to:

1. Monitor health care personnel who may have had an
exposure to a PUI by directly treating or caring for a PUl in a
health care setting

2. Clarify roles and responsibilities for key response activities
related to the monitoring of PUlIs

3. Assisting or assessing readiness of health care organizations






Fiscal Validation
Year Method

CAPABILITY 4: Medical Surge Recipient HCC

in the event of a PUI and

4. Conducting AARs and testing plans for PUI management to
identify opportunities to improve local, state, and national
response activities.

PHASE 4: Evaluate and Share Lessons Learned (No associated HPP
requirements)






Appendix B: Hospitals Within FAR Level 4 Locales

C Hospitals within FAR code #4 zones

Produced by: ASPR GIS
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Figure 2. Map of the U.S. with geographic locations of hospitals within FAR level 4 locales.
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Appendix C: 2019-2023 HPP FOA Capabilities, Objectives, and Activities for
Territories, Freely Associated States, and Isolated Frontier Hospitals

Background:

This document applies to the following U.S. territories and the freely associated states:
e American Samoa (AS)
e Commonwealth of Northern Mariana Islands (CNMI)
e U.S. Virgin Islands (USVI)
e Territory of Guam
e Federated States of Micronesia (FSM)
e Republic of Palau (PW)
e Republic of the Marshall Islands (RMI)

It also applies to isolated frontier hospitals that reside within the Frontier and Remote Area Code, level 4,
and have hospitals that are at least 60 miles apart.

The U.S. territories, freely associated states, and isolated frontier hospitals discussed in this appendix are
each unique in their geographic location, physical infrastructure and health care resource limitations.
Additionally, health care delivery and coordination of preparedness and response components are
primarily, or in part, government-centered. This shapes the development and operations of all health care
facilities and HCCs that are aligned to these jurisdictions’ political or geographic boundaries.

ASPR recognizes the ability for health care facilities to be resilient and maintaining continuity of patient
care and business operations is vital. Many of the activities outlined in the FOA remain applicable to U.S.
territories, freely associated states, and isolated frontier hospitals and should be addressed by their local
HCCs or individual health care facilities. Although these recipients are encouraged to address all HPP
activities outlined in the HPP FOA, including the use of HCCs for coordinating health care situational
awareness, planning, training, and exercising, they may require the flexibility to focus their planning,
training, and exercising activities at the health care facility. All deadlines for the modified activities
identified below are identical to the deadlines listed in main body of the FOA. To better facilitate support
for these efforts, recipients have the ability to provide direct funding to health care facilities for the
purposes of strengthening their individual capability and capacity to support acute care medical surge
events.

Purpose:

U.S. territories, freely associated states, and isolated frontier hospital personnel managing the HPP
cooperative agreement awards must apply the additional information, explanation, and guidelines
provided under each of the following Health Care Preparedness and Response Capabilities, Objectives, and
Activities and meet the overall FOA requirements for the 2019-2023 project period.

U.S. territories, freely associated states, and isolated frontier hospitals must work to meet all other
administrative, financial, programmatic assurances, and requirements found in the FOA unless stated
otherwise.

Capabilities, Objectives, and Activity Requirements

84





Capability 1: Foundation for Health Care and Medical Readiness
Objective 1: Establish and Operationalize a Health Care Coalition (HCC)

Activity 1. Define Health Care Coalition Boundaries

Although U.S. territories, freely associated states, and isolated frontier hospitals have limited health care
infrastructure, face unique barriers, and do not encounter competitive health care organizations, they
should conduct a review of health care utilization patterns and geographic gaps in coverage to address
this FOA requirement.

In FY 2019/budget period 1, U.S. territories and freely associated states applications must describe their
geography including all health care organizations within their jurisdiction. In addition, they must
describe how the HCC, including the hospital, is connected to their jurisdiction’s ESF-8 medical surge
structure (or to government public health and medical leadership) and describe where the governmental
EOC is located and the person(s) responsible to staff positions at the EOC.
Activity 2: Identify Health Care Coalition Members
Territories and freely associated states must ensure core HCC membership, and the funded
HCC must include at least the following:

e Acute care hospitals

e Public health agency

e Emergency management organization

e EMS

U.S. territories and freely associated states applications must describe all health care partners in detail
including those connected to small islands or other land masses, atolls, and any clinics/dispensaries,
dialysis centers, nursing homes, etc.

U.S. territories and freely associated states applications must describe the structure and functions of their
public health agency, emergency management organization, and EMS partners.

Activity 3: Establish Health Care Coalition Governance

The U.S. territories and freely-associated states’ jurisdiction’s HCCs must meet the following
requirement related to HCC governance: understanding that each jurisdiction’s HCC may not have
bylaws or memoranda of understanding since operations are conducted through government hospital
structures, the governance roles for any hospital, clinic or dispensary, nursing home, and dialysis center
should still be defined.

Objective 2: Identify Risks and Needs

Activity 1: Assess Hazard Vulnerability and Risks

U.S. territories, freely associated states, and isolated frontier hospitals must complete an annual HVA in
accordance with FOA requirements and defined general principles to identify and plan for risks in
collaboration with the recipient.

U.S. territories and freely associated states must meet JRA requirements and all timelines included in
the FOA, including support of the comprehensive jurisdictional THIRA administered by DHS FEMA, if
applicable.
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THIRA is applicable if the jurisdiction receives DHS grants and has the THIRA requirement (applies to
AS, CNMI, and USVI).

Activity 2: Assess Regional Health Care Resources

In order to understand the existing health care resources and services challenges, HCCs in U.S. territories
and freely associated states must complete a resource assessment in accordance with FOA requirements,
to identify health care resources and services that could be coordinated and shared. Isolated frontier
hospitals should conduct their assessment as a comprehensive hospital-based inventory.

Activity 4: Assess Community Planning for Children, Pregnant Women, Seniors, Individuals with Access
and Functional Needs, People with Disabilities, and Others with Unique Needs

HPP recipients in U.S. territories, and freely associated states must obtain de-identified data from the
HHS emPOWER map at least every six months to identify populations with unique health care needs
and those at-risk populations by geographic area in accordance with FOA requirements.

The emPOWER requirement applies only to AS, CNMI, and USVL

Some jurisdictions are not included in the ATSDR’s Social Vulnerability Index referenced in the FOA;
therefore, the requirement does not apply.

The jurisdictions of FSM, RMI, and PW not utilizing “emergency support function” terminology, should
connect with those government entities representing public health, medical, mass care, emergency
assistance, housing, human services as appropriate when addressing the FOA requirements.

U.S. territories and freely associated states HCCs must meet all additional planning requirements for
populations at risk including, supporting public health with data to assist at-risk population planning,
among other requirements listed in the FOA.

Objective 3: Develop a Health Care Coalition Preparedness Plan

Activity 1: Develop a Health Care Coalition Preparedness Plan

Each U.S. territory and freely associated state jurisdiction HCC must update and maintain a preparedness
plan and submit according to FOA requirements.

Jurisdiction HCC plans should also describe any preparedness planning done between U.S. territories
and freely associated states and other agencies, including arrangements with the USG, USAID, DOI, etc.

Objective 5: Ensure Preparedness is Sustainable

Activity 1. Promote the Value of Health Care and Medical Readiness

U.S. territories and freely associated states HCCs should communicate the direct and indirect benefits of
HCC membership to health care executives to advance their engagement in preparedness and response
and to contribute to their understanding of other day-to-day benefits HCC membership offers.

Activity 2. Engage Health Care Executives

Health care executives can promote coordination and buy-in across all the health care facility and
organization types, clinical departments, and non-clinical support services. At a minimum, jurisdiction
HCCs must engage its members’ health care executives in debriefs (“hot washes”) related to exercises,
planned events, and real-world events, to meet FOA requirements.

Activity 3: Engage Clinicians
Similar efforts as those described in the FOA should be made by the jurisdiction HCCs to engage
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clinicians and community leaders.
Activity 5: Promote Sustainability of Health Care Coalitions

Understanding the financial sustainability challenges faced by the U.S. territories and freely associated
states’ jurisdictions, each should describe in their FY 2019 application, their strategies for promoting
HCC value to all members.

Capability 2: Health Care and Medical Response Coordination
Objective 1: Develop and Coordinate Health Care Organization and HCC Response Plans

Activity 2: Develop a Health Care Coalition Response Plan

U.S. territories and freely associated states must update and maintain a current all-hazards public health
and medical response plan, must provide an opportunity for HCC members to review and provide
updates, and must allow for public comment in accordance with FOA requirements. Jurisdictions must
submit this all-hazards emergency preparedness and response plan to ASPR when requested and make it
available during site visits.

Recipients must describe in their all-hazards public health emergency preparedness and response plans
how they will use EMAC (if the jurisdiction has an EMAC agreement) or other mutual aid agreements
that may exist in accordance with the FOA requirement.

It is understood FSM, RMI, and PW do not utilize EMAC.

U.S. territories, freely associated states, and isolated frontier hospitals must also include descriptions of
any mutual aid agreements for public health and medical mutual aid to support coordinated activities
and to share resources, facilities, services, and other potential support required when responding to
public health emergencies.

The U.S. territories and freely associated states’ jurisdiction HCC response plan must address required
elements according to the FOA, understanding items such as locations for multiagency coordination,
provision of specialty care, and other elements may be minimal or structured uniquely.

Integration and collaboration with the government public health and medical leadership structure satisfies
ESF-8 connectivity (e.g., it is understood FSM, RMI, and PW do not recognize emergency support
functions).

Training, drills, and exercises help identify and assess how well a health care delivery system or region is
prepared to respond to an emergency. These activities also develop the necessary knowledge, skills, and
abilities of an HCC member’s workforce.

Jurisdictions must update their MYTEP to reflect all planned and confirmed HCC-based training and
exercises, and must include it with their annual application during the five-year project period,
understanding the jurisdictions challenges with securing training in remote locations, status of existing
occupational health and infection control programs, and other factors.

Objective 2: Utilize Information Sharing Processes and Platforms

Activity 1: Develop Information Sharing Procedures

To establish a common operating picture that facilitates coordinated infectious disease information
sharing among HCC members and relevant stakeholders, U.S. territories and freely associated states and
their HCCs should work to establish a common operating picture that facilitates information sharing
among government entities, health care, public health and other disciplines according to FOA
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requirements.

Effective response coordination relies on information sharing to establish a common operating picture.
Information sharing is the ability to share real-time information related to the emergency, the current-
state of the health care delivery system and situational awareness across the various response
organizations and levels of government.

Information sharing allows for the tracking of resource availability and needs and also allows HCC
members, other stakeholders, and the jurisdiction’s ESF-8 lead agency (or similar government structure)
to provide coordinated, accurate, and timely information to health care providers and the public.

U.S. territories, freely associated states, and isolated frontier hospitals must provide situational
awareness data, including data on bed availability, to ASPR during emergency response operations and
at other times, as requested, and agree to participate in current and future federal health care situational
awareness initiatives for the duration of the five-year project period. Jurisdictions must ensure that each
HCC is able to access and collect timely, relevant, and actionable information about their members
during emergencies.

Jurisdiction information sharing procedures must be documented in each HCC’s response plan. When
documenting information sharing procedures in response plans, jurisdiction HCCs should follow the
definition and description outline provided in the FOA requirements.

The recipient must ensure their health care facilities are engaged when an emergency with the potential
to impact the public’s health occurs within their boundaries. The HCC and its members must, at a
minimum, define and integrate into their response plans, procedures for sharing EEIs. This includes but is
not limited to the current operational status of facilities, elements of electronic health records, and
resource needs and availability.

ASPR will provide coordinated pre-event, post-event, and special event-specific EEIs required for
integration and submission by recipients and sub-recipients by the end of the first quarter of FY
2019/budget period 1.

U.S. territories and freely associated states HCCs must meet all timelines outlined in the FOA for
completing CAT requirements.

Activity 3: Utilize Communications Systems and Platforms

HPP recipients must identify reliable, resilient, interoperable, and redundant information and
communication systems and platforms, including those for bed availability and patient tracking, and
provide access to HCC members and other stakeholders.

U.S. territories, freely associated states, and isolated frontier hospitals, in coordination should consider
the factors described in the FOA when developing processes and procedures to rapidly acquire and share
clinical knowledge between health care providers and organizations, and developing the ability to
rapidly alert and notify their employees, patients, and visitors and others on emergency situations.

Activity 4. Communicate with the Public During an Emergency

Appropriate communication with the public is important during a response to an emergency that impacts
the public’s health. Accordingly, health care facilities, in collaboration with HPP recipients, should
agree upon and plan for the type of information that will be disseminated (by either the HCC or
individual members) to the public during an emergency. This FOA requirement also applies to U.S.
territories and freely associated states.

By the end of the five year project period, health care facilities must work collaboratively with all partners
to provide PIO training to designated individual(s) and connect with their community’s JIS to ensure
information is accurate, consistent, linguistically and culturally appropriate, and disseminated to the
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community using one voice during an emergency according to FOA requirements.

Capability 3: Continuity of Health Care Service Delivery
Objective 2: Plan for Continuity of Operations

Activity 2: Develop a Health Care Coalition Continuity of Operations Plan

Each of the U.S. territories, freely associated states, and isolated health care facilities funded by the
recipient must develop a COOP plan that is informed by its members’ COOP plans and submit the plan
to ASPR. HCC COOP plans may be an annex to the HCC’s response plan or may take another form.

Jurisdictions must develop COOP plans to include the minimum FOA requirements, understanding these
will have a hospital focus, resource allocation may be limited, and other strategies will be unique to the
jurisdiction.

Objective 3: Maintain Access to Non-Personnel Resources During an Emergency

Activity 1: Assess Supply Chain Integrity

To ensure the ongoing delivery of patient care services following an emergency, critical equipment and
supplies must be made available for all populations. U.S. territories, freely associated states, and
isolated frontier hospitals must conduct a supply chain integrity assessment to evaluate equipment and
supply needs that will be in demand during emergencies and develop strategies to address potential
shortfalls. HPP recipients must provide documentation of the assessment and corresponding mitigation
strategies to ASPR.

Jurisdictions must address this FOA requirement for the five-year project period understanding their
unique geographic location, limited manufacturer and distributer access, and other constraints.

Activity 2: Assess and Address Equipment, Supply, and Pharmaceutical Requirements

Any jurisdiction purchasing pharmaceuticals and/or medical materiel with HPP funds must consider
strategies for their acquisition, storage, rotation, use, and disposal according to FOA requirements. HPP
recipients and HCCs must document such strategies and provide documentation to ASPR.

Objective 5: Protect Responder Safety and Health

Activity 2: Train and Exercise to Promote Responder Safety and Health

U.S. territories and freely associated states HCCs and their members must equip, train, and provide
resources necessary to protect responders, employees, and their families from hazards during response
and recovery operations according to FOA requirements. PPE, MCMs, workplace violence training,
psychological first aid training, and other interventions specific to an emergency are all necessary to
protect health care workers from illness or injury and should be readily available to the health care
workforce.

Objective 6: Plan for Healthcare Evacuation and Relocation

Activity 1: Develop and Implement Evacuation and Relocation Plans

The recipient, each HCC, and members must ensure all participating health care organizations, public
health agencies, and emergency management organizations are included in evacuation, transportation,
and relocation planning and execution during exercises and real world events.

Understanding challenges faced by U.S. territories, freely associated states, and isolated frontier hospitals
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related to hospital evacuation, transportation, and relocation planning (AS, CNMI, FSM, PW, RMI, and
USVI) will develop a surge scenario and exercise it utilizing the HST within hospitals, and include other
partners (e.g., emergency management agencies, public health, EMS, etc.), as described in their response
plans.

Objective 7: Coordinate Health Care Delivery System Recovery

Activity 1: Plan for Health Care Delivery System Recovery

U.S. territories and freely associated states must develop a health care system recovery plan and submit it
to ASPR. Recovery processes may be integrated into recipients’ existing plans, such as an annex to their
emergency operations plan, or developed as a separate standalone plan. Each recipient should review
their recovery plan after exercises and major incidents to update the following:

e Coordinated goals and strategic priorities for the continued delivery of essential health care
services, including behavioral health services.

e HCC integration with the recovery lead agency for health and human services to advocate for
the needs of health care, ensure information sharing, and manage resource availability within
and between disciplines and coalition stakeholders.

e Prioritization of critical infrastructure dependencies necessary for the recovery of health
service delivery in the following sectors: communications, emergency services, energy, food
and agriculture, information technology, transportation systems, and water and wastewater
systems.

e Impact assessment process including the collection of information, issues related to current
operational trends and themes, and the process for relaying requests for assistance based on
emerging or persistent needs.

e Stakeholder process to connect with recovery assistance programs including support with
initial disaster cost estimation and assistance with state and federal disaster recovery funding
application (if available).

It is understood the jurisdictions of FSM, RMI, and PW do not recognize the National Disaster Recovery
Framework.
Capability 4: Medical Surge
Objective 1: Plan for a Medical Surge
Activity 1. Incorporate Medical Surge Planning into a Health Care Organization Emergency Operations
Plan

U.S. territories, freely associated states, and isolated frontier hospitals must plan and respond to address
emergency department and inpatient surge with the goal of ensuring IBA throughout the project period.
The HST exercise will assist with addressing this medical surge component.

Activity 3. Incorporate Medical Surge into a Health Care Coalition Response Plan

Crisis Care Strategies: U.S. territories, freely associated states, and isolated frontier hospitals that
coordinate during a medical surge response are more likely to effectively manage the emergency without
state or federal assets or employing crisis care strategies. However, it is not possible to plan for all worst-
case scenarios, and there may be times when the health care delivery system is stressed beyond its
maximum surge capacity. During those scenarios, crisis care strategies may be employed and planned
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for well in advance. Planning for medical surge should follow the medical surge capacity and capability
(MSCQ) tiered approach, where successive levels of assistance are activated as the emergency evolves.

HPP recipients must submit a new or updated Crisis Standards of Care CONOPS Plan by the end of FY
2020 that integrates the following elements as applicable:

Ethical considerations and the state subject matter experts for consultation and engagement
during emergencies

Guidance for EMS and health care providers on recommended crisis care strategies

Community and provider engagement, education, and communication activities (completed
and planned)

Indicators and triggers for state activation and the actions the state will take to support
prolonged crisis care conditions that cannot be rapidly addressed through standard mutual aid
or other mechanisms

Operational framework for state level information management and policy development
including real-time engagement of subject matter experts for technical support with allocation
decisions and the coordination and decision processes for the allocation of scarce resources
(e.g., pharmaceuticals or PPE) to the health and medical sector.

Legal and regulatory state actions to be taken (as well as proposed changes to
regulations/statute) that can support health care strategies during catastrophic/crisis care
conditions, to include:

1. State declarations and their powers

2. Credentialing and licensure support for intra-state and inter-state assistance
3. Provider protection from liability during disasters
4

Support for alternate systems of care practices both in health care facilities and
alternate environments

5. Relief from specific regulations that may impede appropriate billing and
collection for services rendered under crisis conditions

6. State agency support for crisis care (e.g., EMS regulatory agency relief,
hospital licensure requirements, state fire marshal)

Specialty Surge: HCCs must develop complementary coalition-level (or facility-level) annexes to their
base medical surge/trauma mass casualty response plan(s) to manage a large number of casualties with
specific needs. Recipients should incorporate the annexes into their jurisdiction's plan for awareness and
to support coordination of state resources. In addition to the usual information management and resource
coordination functions, each Specialty Surge annex framework should be similarly formatted and
emphasize the following core elements:

Indicators/triggers and alerting/notifications of a specialty event

Initial coordination mechanism and information gathering to determine impact and specialty
needs

Documentation of available local, state, and interstate resources that can support the specialty
response and key resource gaps that may require external support (including inpatient and
outpatient resources)

Access to subject matter experts — local, regional, and national
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Prioritization method for specialty patient transfers (e.g., which patients are most suited for
transfer to a specialty facility)

Relevant baseline or just-in-time training to support specialty care

Evaluation and exercise plan for the specialty function

Pediatric — in addition to the above consider:

Local risks for pediatric-specific mass casualty events (e.g. schools, transportation accidents)
Age-appropriate medical supplies

Mental health and age-appropriate support resources

Pediatric/NICU evacuation resources and coalition plan

Coordination mechanisms with dedicated children’s hospital(s)

Burn — in addition to the above consider:

Local risks for mass burn events (e.g., pipelines, industrial, terrorist, transportation accidents)
Burn-specific medical supplies
Coordination mechanisms with ABA centers/region

Incorporation of critical care air/ground assets suitable for burn patient transfer

Infectious disease — in addition to the above consider:

Expanding existing Ebola CONOPs to enhance preparedness and response for all novel/high
consequence infectious diseases

Developing recipient and coalition-level anthrax response plans
Developing recipient and coalition-level pandemic response plan

Including HAI professionals at the health care facility and jurisdictional levels in planning,
training, and exercises/drills

Developing a continuous screening process for acute care patients and integrate information
with EHRs where possible in HCC member facilities and organizations

Coordinating visitor policies for infectious disease emergencies at member facilities to ensure
uniformity

Coordinating MCM distribution and use by health care facilities for use in prophylaxis and
acute patient treatment

Developing and exercising plans to coordinate patient distribution for highly pathogenic
respiratory viruses and other highly transmissible infections, including complicated and
critically ill infectious disease patients, when tertiary care facilities or designated facilities are
not available

Radiation — in addition to the above consider:

e Local risks for radiation mass casualty events (e.g., power plant, industrial/research, RDD,
nuclear detonation)
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e Detection and dosimetry equipment for EMS/hospitals

e Decontamination protocols

e On-scene triage/screening, assembly center, and community reception center activities
e Treatment protocols/information

e Coordination mechanisms with hematology/oncology centers and RITN

Chemical — in addition to the above consider:

e Determine risks for community chemical events (e.g., industrial, terrorist, transportation-
related)

e Decontamination assets and throughput (pre-hospital and hospital) including capacity for
dry decontamination

e Determine EMS and hospital PPE for HAZMAT events

e Review and update Chempack (and/or other chemical countermeasure) mobilization and
distribution plan

e Coordinate training for their members on the provision of wet and dry decontamination and
screening to differentiate exposed from unexposed patients

¢ Ensure involvement and coordination with regional HAZMAT resources (where available)
including EMS, fire service, health care organizations, and public health agencies (for
public messaging)

e Develop plans for a community reception center with public health partners
Objective 2: Respond to a Medical Surge

Activity 1: Implement Emergency Department and Inpatient Medical Surge Response

Each U.S. territory, freely associated state, and isolated frontier hospital must plan and exercise based on
the following FOA requirements:

The jurisdictions (AS, CNMI, FSM, PW, RMI, and USVI) will develop a surge scenario and exercise it
utilizing the HST within hospitals, and include other partners (e.g., emergency management agency,
public health, EMS, etc.). Addressing gaps from risk assessments should be considered, as well as an
evacuation component at least once during the project period. Facilities are encouraged to partner with
government entities such as the Federal Aviation Administration, U.S. DoD, or DOI, as well as other
nearby the U.S. territories or freely associated states should additional coordination support their
exercise.

e MYTEP submission (due at time of application)

e AAR/IP submission (redacted for each hospital surge test) required and sent to ASPR within
120 days of exercise completion.

e Opportunities for improvement identified in the AAR/IP should inform MYTEP revisions, be
included within future exercises, and inform future work plans.

U.S. territories, freely associated states, and isolated hospitals must also report on performance measures
resulting from the hospital surge test.

In lieu of the hospital surge test:
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U.S. territories and freely-associated states, may conduct a joint exercise with other island and/or
territorial or freely associated jurisdictions (functional or full-scale exercise) once during the project
period to test progress toward achieving the capabilities outlined in the 2017-2022 Health Care
Preparedness and Response Capabilities. The elements of legal considerations, medical support, patient
evacuation & tracking, incident command support, shelter health support, information sharing, and
financial reimbursement should be considered. The exercise plan shall be reviewed by the FPO and
approved in the annual work plan.

Activity 3: Develop an Alternate Care System

Accordingly, HPP recipients and health care facilities should plan for the development of alternate care
systems, in collaboration with state and local public health agencies and emergency management
organizations.

Jurisdictions with capability to develop or improve their alternate care systems should use the additional
factors and other FOA guidance for development in this area.

Activity 9: Enhance Infectious Disease Preparedness and Surge Response

HPP recipients, as well as HCCs and their members all have roles in planning for and responding to
infectious disease outbreaks that stress either the capacity and/or the capability of the public health
and/or health care delivery systems.

U.S. territories, freely associated states, isolated frontier hospitals, and their HCCs must follow all
required FOA guidelines to: 1. Establish a common operating picture, 2. Establish key indicators, 3.
Collaborate to provide real-time information, 4. Coordinate public messaging, 5. Ensure infectious
disease response planning, 5. Coordinate management of the deceased, and 6. Identify, leverage, and
share leading practices.

It is understood the jurisdiction approach to outlined recommendations and requirements in the FOA will
differ due to their remote location, infrastructure challenges, and other factors.
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Appendix D: FY2019 HPP Performance Measures

Territory, FAS, or

FY2019 HPP Performance Measures Recipient HCC Isolated Frontier
Hospital

PM1: Percent of funding each HCC receives from the recipient, other federal X X X
sources, and non-federal sources.

PM2: Number of calendar days from start of fiscal year for recipients to execute
subawards with each HCC.

PM3: Number of calendar days from the start of fiscal year for recipients to
provide a detailed spend plan, including all budget line items, to all HCCs within X X
their jurisdiction and any interested health care entity.

PM4: Membership representation rate of HCC core (acute care hospitals, EMS,
emergency management, public health) and additional member organizations by X X X
member type.

PMS5: Percent of HCCs that have a complete and approved response plan annex X X
addressing the required annual Specialty Surge requirement.

PM6: Percent of HCCs that have a complete and approved response plan. X X
PM7, Part A: Percent of recipients that obtain de-identified data from emPOWER | x Applies only to AS,
at least once every six months to identify numbers of individuals with electricity- CNML, and USVI

dependent medical and assistive equipment for planning purposes.






FY2019 HPP Performance Measures

PM7, Part B: Percent of HCCs that obtain de-identified data from emPOWER at
least once every six months to identify numbers of individuals with electricity-
dependent medical and assistive equipment for planning purposes.

Recipient

Territory, FAS, or
Isolated Frontier

Hospital

Applies only to AS,
CNMI, and USVI

PMB&: Percent of recipients that have provided an opportunity for each HCC to

X
review and provide input to the recipient’s ESF-8 preparedness and response plan.
PMO: Percent of HCCs engaged in their recipient’s jurisdictional risk assessment. X
PM10: Percent of HCCs where areas for improvement have been identified from
HCC and member organizations’ own exercises or real-world events and the X
HCCs’ preparedness and response plans have been revised to reflect
improvements.
PM11: Percent of recipients with a complete, jurisdiction-wide protocol that X
delineates (a) the appropriate allocation of scarce resources during crises and (b)
local and regional crisis standards of care planning and implementation efforts.
PM12: Percent of HCCs that have drilled their primary communications plan and X
system/platform and one redundant communications system/platform (not
connected to the commercial power grid) at least once every six months.
PM13: Percent of HCC member organizations that responded during each X

redundant communications drill by system/platform type used.
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FY2019 HPP Performance Measures

Recipient

Territory, FAS, or
Isolated Frontier
Hospital

PM14: Percent of HCC core member organizations participating in Phase 1: Table
Top Exercise with Functional Elements and Facilitated Discussion of the Coalition
Surge Test.

PM15: Percent of HCC core member organizations’ executives participating in
Phase 2: After Action Review of the Coalition Surge Test.

PM16: Percent of patients at the evacuating facilities that are identified as able to
be: a) discharged safely to home or b) evacuated to receiving facilities during
Phase 1: Table Top Exercise with Functional Elements and Facilitated Discussion
of the Coalition Surge Test.

PM17: Time [in minutes] for evacuating facilities in the HCC to report the total
number of evacuating patients.

PM18: Percent of evacuating patients with an appropriate bed identified at a
receiving health care facility within 90 minutes.

PM19: Time [in minutes] for receiving facilities in the HCC to report the total
number of beds available to receive patients.

PM20: Percent of evacuating patients with acceptance for transfer to another
facility that have an appropriate mode of transport identified in 90 minutes.

PM21: Time [in minutes] for the HCCs to identify an appropriate mode of
transport for all evacuating patients.
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Territory, FAS, or

FY2019 HPP Performance Measures Recipient HCC Isolated Frontier
Hospital

PM22: Percent of hospitals with an Emergency Department recognized througha | x X X
statewide, territorial, or regional standardized system that are able to stabilize
and/or manage pediatric medical emergencies.

PM HPP-PHEP J.2: HPP and PHEP recipients should coordinate the identification,
recruitment, registration, training, and engagement of volunteers to support the
jurisdiction’s response to incidents. X X X

Recipients should ensure the use of volunteers to support acute care medical surge
response is incorporated into training, drills, and exercises throughout the five-year
project period.

PM23: Percent of HCC core member organizations participating in the Command

Center Table Top and Emergency Department Table Top during the hospital surge X
test.

PM24: Percent of HCC core member organizations with at least one executive X
participating in the After Action Review of the hospital surge test.

PM25: Percentage of ICU beds made available during the hospital surge test. X
PM26: Percentage of non-ICU beds made available during the hospital surge test. X
PM27: Percentage of emergency department beds made available during the X

hospital surge test.
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FY2019 HPP Performance Measures

PM28: Percentage of patients with a bed identified in the emergency department
during the hospital surge test.

Recipient

HCC

Territory, FAS, or
Isolated Frontier
Hospital
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Attachment 1: 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. SFs 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 SFs. Accordingly, please use the instructions below to complete these forms in lieu of the standard
instructions attached to SFs 424 and 424A.

a. SF-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
5. 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 (CCR). Information on registering with CCR may be obtained by visiting
the Grants.gov webpage.

Employer/Taxpayer Number (EIN/TIN)(Required): Enter the Employer or Taxpayer
Identification Number (EIN or TIN) as assigned by the Internal Revenue Service.

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 webpage.

Address (Required): Enter the complete address including the county.

Organizational Unit: Enter the name of the primary organizational unit (and department or
division, if applicable) that will undertake the project.

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.
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10.
11.

12.

13.
14.
15.
16.

17.

18.

19.

20.

21.

Type of Applicant (Required): Select the applicant organization “type” from the drop down list.
Name of Federal Agency (Required): Enter U.S. Assistant Secretary for Preparedness and Response.

Catalog of Federal Domestic Assistance Number/Title: The CFDA number can be found on page
one of the FOA.

Funding Opportunity Number/Title (Required): The Funding Opportunity Number and title of the
opportunity can be found on page one of the FOA.

Competition Identification Number/Title: Leave this field blank.
Areas Affected By Project: List the largest political entity affected (cities, counties, state, etc.).
Descriptive Title of Applicant’s Project (Required): Enter a brief descriptive title of the project.

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.

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.

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.

Is Application Subject to Review by State Under Executive Order 12372 Process? Check appropriate
box.

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.

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 submitted as part of the application.)

. SF-424A

NOTE: SF-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

Line 5: 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
recipient match) in column (f). Enter the sum of columns (e) and (f) in column (g).
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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-recipient (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/recipient staff. Do not include
the costs of consultants, which should be included under 6h - Other.

In the Justification: Identify the project director, if known. Specify the key staff, their titles, and time
commitments in the budget justification.

Line 6b — 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
recipients, “equipment” is non-expendable tangible personal property having a useful life of more than
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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-recipients.

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 (CFRs) 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 percent 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 TA. 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 certify that your procurement standards are in accordance with the
policies and procedures as stated in 45 CFR 75.327 General Procurement Standards, 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
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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 recipient’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.

Non-federal entities that have never received a negotiated indirect cost rate paragraphs (c)(1)(i) and (ii)
and section (D)(1)(b) of may elect to charge a de minimis rate of 10 percent of modified total direct costs
(MTDC) which may be used indefinitely. As described in 45 CFR 75.403, costs must be consistently
charged as either indirect or direct costs, but may not be double charged or inconsistently charged as
both. If chosen, this methodology once elected must be used consistently for all Federal awards until such
time as a non-federal entity chooses to negotiate for a rate, which the non-federal entity may apply to do
at any time.

Non-federal entities that have a current federally negotiated indirect cost rate may apply for a one-time
extension of the rates in that agreement for a period of up to four years. This extension will be subject to
the review and approval of the cognizant agency for indirect costs. If an extension is granted the non-
federal entity may not request a rate review until the extension period ends. At the end of the 4-year
extension, the non-federal entity must re-apply to negotiate a rate. Subsequent one-time extensions (up to
four years) are permitted if a renegotiation is completed between each extension request.

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-recipients 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 61 and 6.

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 Recipient 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
required for this FOA (Please see Section C of this FOA — Cost Sharing and Match — for more
information).

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
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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 ASPR. 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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Glossary
Activities: The actual events or actions that take place as a part of the program.

Administrative and National Policy Requirements, Additional Requirements (ARs): Administrative
requirements found in 45 CFR Part 75 and other requirements mandated by statute or ASPR policy. Recipients
must comply with the ARs listed in the FOA.

Approved but Unfunded: Approved but unfunded refers to applications recommended for approval during the
objective review process; however, they were not recommended for funding by the program office and/or the
grants management office.

Award: Financial assistance that provides support or stimulation to accomplish a public purpose. Awards
include grants and other agreements (e.g., cooperative agreements) in the form of money, or property in lieu of
money, by the federal government to an eligible applicant.

Budget Period or Budget Year: The duration of each individual funding period within the project period.
Traditionally, budget periods are 12 months or 1 year.

Carryover: Unobligated federal funds remaining at the end of any budget period that, with the approval of the
GMO or under an automatic authority, may be carried over to another budget period to cover allowable costs of
that budget period either as an offset or additional authorization. Obligated but liquidated funds are not
considered carryover.

Catalog of Federal Domestic Assistance (CFDA): A government-wide compendium published by the General
Services Administration (available on-line in searchable format as well as in printable format as a .pdf file) that
describes domestic assistance programs administered by the Federal Government.

CFDA Number: A unique number assigned to each program and FOA throughout its lifecycle that enables data
and funding tracking and transparency.

Competing Continuation Award: A financial assistance mechanism that adds funds to a grant and adds one or
more budget periods to the previously established project period (i.e., extends the “life” of the award).

Continuous Quality Improvement: A system that seeks to improve the provision of services with an emphasis
on future results.

Contracts: An award instrument used to acquire (by purchase, lease, or barter) property or services for the direct
benefit or use of the federal government.

Cooperative Agreement: A financial assistance award with the same kind of interagency relationship as a grant
except that it provides for substantial involvement by the federal agency funding the award. Substantial
involvement means that the recipient can expect federal programmatic collaboration or participation in carrying
out the effort under the award.

106





Cost Sharing or Matching: Refers to program costs not borne by the federal government but by the recipients.
It may include the value of allowable third-party, in-kind contributions, as well as expenditures by the recipient.

Direct Assistance (DA): A financial assistance mechanism, which must be specifically authorized by statute,
whereby goods or services are provided to recipients in lieu of cash. DA generally involves the assignment of
federal personnel or the provision of equipment or supplies, such as vaccines. DA is primarily used to support
payroll and travel expenses of HHS employees assigned to state, tribal, local, and territorial (STLT) health
agencies that are recipients of grants and cooperative agreements. Most legislative authorities that provide
financial assistance to STLT health agencies allow for the use of DA.

DUNS: The Dun and Bradstreet (D&B) Data Universal Numbering System (DUNS) number is a nine-digit
number assigned by Dun and Bradstreet Information Services. When applying for Federal awards or cooperative
agreements, all applicant organizations must obtain a DUNS number as the Universal Identifier. DUNS number
assignment is free. If requested by telephone, a DUNS number will be provided immediately at no charge. If
requested via the Internet, obtaining a DUNS number may take one to two days at no charge. If an organization
does not know its DUNS number or needs to register for one, visit Dun & Bradstreet at
http://fedgov.dnb.com/webform/displayHomePage.do.

Evaluation (program evaluation): The systematic collection of information about the activities, characteristics,
and outcomes of programs (which may include interventions, policies, and specific projects) to make judgments
about that program, improve program effectiveness, and/or inform decisions about future program development.

Federal Funding Accountability and Transparency Act of 2006 (FFATA): Requires that information about
federal awards, including awards, contracts, loans, and other assistance and payments, be available to the public
on a single website at www.USAspending.gov.

Fiscal Year: The year for which budget dollars are allocated annually. The federal fiscal year starts October 1
and ends September 30.

Grant: A legal instrument used by the federal government to transfer anything of value to a recipient for public
support or stimulation authorized by statute. Financial assistance may be money or property. The definition does
not include a federal procurement subject to the Federal Acquisition Regulation; TA (which provides services
instead of money); or assistance in the form of revenue sharing, loans, loan guarantees, interest subsidies,
insurance, or direct payments of any kind to a person or persons. The main difference between a grant and a
cooperative agreement is that in a grant there is no anticipated substantial programmatic involvement by the
federal government under the award. Grants.gov: A "storefront" web portal for electronic data collection (forms
and reports) for federal grant-making agencies at www.grants.gov.

Grants Management Officer (GMO): The individual designated to serve as the HHS official responsible for
the business management aspects of a particular grant(s) or cooperative agreement(s). The GMO serves as the
counterpart to the business officer of the recipient organization. In this capacity, the GMO is responsible for all
business management matters associated with the review, negotiation, award, and administration of grants and
interprets grants administration policies and provisions. The GMO works closely with the program or project
officer who is responsible for the scientific, technical, and programmatic aspects of the grant.

Grants Management Specialist (GMS): A federal staff member who oversees the business and other non-
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programmatic aspects of one or more grants and/or cooperative agreements. These activities include, but are not
limited to, evaluating grant applications for administrative content and compliance with regulations and
guidelines, negotiating grants, providing consultation and TA to recipients, post-award administration and
closing out grants.

Health Disparities: Differences in health outcomes and their determinants among segments of the population as
defined by social, demographic, environmental, or geographic category.

Health Equity: Striving for the highest possible standard of health for all people and giving special attention to
the needs of those at greatest risk of poor health, based on social conditions.

Health Inequities: Systematic, unfair, and avoidable differences in health outcomes and their determinants
between segments of the population, such as by socioeconomic status, demographics, or geography.

Healthy People 2020: National health objectives aimed at improving the health of all Americans by encouraging
collaboration across sectors, guiding people toward making informed health decisions, and measuring the effects
of prevention activities.

Inclusion: Both the meaningful involvement of a community’s members in all stages of the program process and
the maximum involvement of the target population that the intervention will benefit. Inclusion ensures that the
views, perspectives, and needs of affected communities, care providers, and key partners are considered.

Indirect Costs: Costs that are incurred for common or joint objectives and not readily and specifically
identifiable with a particular sponsored project, program, or activity; nevertheless, these costs are necessary to
the operations of the organization. For example, the costs of operating and maintaining facilities, depreciation,
and administrative salaries generally are considered indirect costs.

Intergovernmental Review: Executive Order 12372 governs applications subject to Intergovernmental Review
of Federal Programs. This order sets up a system for state and local governmental review of proposed federal
assistance applications. Contact the state single point of contact (SPOC) to alert the SPOC to prospective
applications and to receive instructions on the State’s process. Visit the following web address to get the current
SPOC list: http://www.whitehouse.gov/omb/grants_spoc/.

Letter of Intent (LOI): A preliminary, non-binding indication of an organization’s intent to submit an
application.

Lobbying: Direct lobbying includes any attempt to influence legislation, appropriations, regulations,
administrative actions, executive orders (legislation or other orders), or other similar deliberations at any level of
government through communication that directly expresses a view on proposed or pending legislation or other
orders, and which is directed to staff members or other employees of a legislative body, government officials, or
employees who participate in formulating legislation or other orders. Grass roots lobbying includes efforts
directed at inducing or encouraging members of the public to contact their elected representatives at the federal,
state, or local levels to urge support of, or opposition to, proposed or pending legislative proposals.

Maintenance of Effort: A requirement contained in authorizing legislation, or applicable regulations that a
recipient must agree to contribute and maintain a specified level of financial effort from its own resources or

108





other nongovernment sources to be eligible to receive federal grant funds. This requirement is typically given in
terms of meeting a previous base-year dollar amount.

Memorandum of Understanding (MOU) or Memorandum of Agreement (MOA): Document that describes
a bilateral or multilateral agreement between parties expressing a convergence of will between the parties,
indicating an intended common line of action. It is often used in cases where the parties either do not imply a
legal commitment or cannot create a legally enforceable agreement.

Non-Profit Organization: Any corporation, trust, association, cooperative, or other organization that is operated
primarily for scientific, educational, service, charitable, or similar purposes in the public interest; is not
organized for profit; and uses net proceeds to maintain, improve, or expand the operations of the organization.
Non-profit organizations include institutions of higher educations, hospitals, and tribal organizations (that is,
Indian entities other than federally recognized Indian tribal governments).

Notice of Award (NoA): The official document, signed (or the electronic equivalent of signature) by a Grants
Management Officer that: (1) notifies the recipient of the award of a grant; (2) contains or references all the
terms and conditions of the grant and Federal funding limits and obligations; and (3) provides the documentary
basis for recording the obligation of Federal funds in the HHS accounting system.

Objective Review: A process that involves the thorough and consistent examination of applications based on an
unbiased evaluation of scientific or technical merit or other relevant aspects of the proposal. The review is
intended to provide advice to the persons responsible for making award decisions.

Outcome: The results of program operations or activities; the effects triggered by the program. For example,
increased knowledge, changed attitudes or beliefs, reduced tobacco use, reduced morbidity and mortality.

Performance Measurement: The ongoing monitoring and reporting of program accomplishments, particularly
progress toward pre-established goals, typically conducted by program or agency management. Performance
measurement may address the type or level of program activities conducted (process), the direct products and
services delivered by a program (outputs), or the results of those products and services (outcomes). A “program’
may be any activity, project, function, or policy that has an identifiable purpose or set of objectives.

b

Plain Writing Act of 2010: Plain Writing Act of 2010, PL 111-274 requires federal agencies to communicate
with the public in plain language to make information more accessible and understandable by intended users,
especially people with limited health literacy skills or limited English proficiency. The Plain Writing Act is
available at www.plainlanguage.gov.

Program Strategies: Strategies are groupings of related activities, usually expressed as general headers (e.g.,
Partnerships, Assessment, and Policy) or as brief statements (e.g., Form partnerships, Conduct assessments,
Formulate policies).

Program Official: Person responsible for developing the FOA; can be either a project officer, program manager,
branch chief, division leader, policy official, center leader, or similar staff member.

Project Period Outcome: An outcome that will occur by the end of the FOA’s funding period.
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Regulation: An official rule or order, having legal force, usually issued by an administrative agency. 131

Social Determinants of Health: Conditions in the environments in which people are born, live, learn, work,
play, worship, and age that affect a wide range of health, functioning, and quality-of-life outcomes and risks.

Statute: An act of the legislature; a particular law enacted and established by the will of the legislative
department of government, expressed with the requisite formalities. In foreign or civil law any particular
municipal law or usage, though resting for its authority on judicial decisions, or the practice of nations.

Statutory Authority: Authority provided by legal statute that establishes a federal financial assistance program
or award.

System for Award Management (SAM): The primary vendor database for the U.S. federal government. SAM
validates applicant information and electronically shares secure and encrypted data with federal agencies' finance
offices to facilitate paperless payments through Electronic Funds Transfer (EFT). SAM stores organizational
information, allowing www.grants.gov to verify identity and pre-fill organizational information on grant
applications.

Technical Assistance: Advice, assistance, or training pertaining to program development, implementation,
maintenance, or evaluation that is provided by the funding agency.

THIRA: The Threat and Hazard Identification and Risk Assessment (THIRA) is a 4 step common risk
assessment process that helps the whole community—including individuals, businesses, faith-based
organizations, non-profit groups, schools and academia and all levels of government—understand its risks and
estimate capability requirements.

Work Plan: The summary of project period outcomes, strategies and activities, personnel and/or partners who
will complete the activities, and the timeline for completion. The work plan will outline the details of all
necessary activities that will be supported through the approved budget.

FOA-specific Glossary and Acronyms

Acute Care Hospital: A hospital that provides inpatient medical care and other related services for surgery,
acute medical conditions or injuries usually for a short-term illness or condition.

Alternate Care System: The utilization of non-traditional settings and modalities for health care deliver.

Emergency Support Function (ESF): As defined in the National Response Framework, an ESF refers to a
group of capabilities of federal departments and agencies to provide the support, resources, program
implementation, and services that are most likely to be needed to save lives, protect property, restore essential
services and critical infrastructure, and help victims return to normal following a national incident. An ESF
represents the primary operational level mechanism to orchestrate activities to provide assistance to state, tribal,
or local governments, or to federal departments or agencies conducting missions of primary federal
responsibility.
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ESF-8 Public Health and Medical Services: Provides the mechanism for coordinated federal assistance to
supplement state, tribal, and local resources in response to an emergency.

Fiscal Preparedness: The process of ensuring that fiscal and administrative authorities and practices that govern
funding, procurement, contracting, hiring, and legal capabilities necessary to mitigate, respond to, and recover
from public health emergencies can be accelerated, modified, streamlined, and accountably managed at all levels
of government.

Health Care Coalition: ASPR defines a health care coalition as a coordinating body that incentivizes diverse
and often competitive health care organizations and other community partners with differing priorities and
objectives to work together to prepare for, respond to, and recover from emergencies and other incidents that
impact the public’s health

Health Care Coalition Member: ASPR defines an HCC member as an entity within the HCC’s defined
boundaries that actively contributes to HCC strategic planning, identification of gaps and mitigation strategies,
operational planning and response, information sharing, and resource coordination and management.

Immediate Bed Availability: Inmediate bed availability (IBA) is defined as the ability of a hospital to provide
no less than 20% bed availability of staffed beds within four hours of a disaster.

Mission Ready Package (MRP): Describes specific response and recovery resource capabilities that are
organized, developed, trained, and exercised prior to an emergency or disaster.

Outcome Measure: Also be called impact measures, outcome measures assess direct and indirect program
impact over time.

Process Measure: Focuses on the actual operation of a program to help identify progress as well as strengths
and weaknesses. Process measures help define the structural and process components of the program and can be
applied to document the delivery and improvement of the program.
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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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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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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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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

Page 15 of 50





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.
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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
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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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The Hospital Preparedness Program (HPP) Measure Manual, Implementation
Guidance for the HPP Ebola Preparedness Measures (hereafter referred to as
Ebola Measures Manual) is a highly iterative document. Subsequent versions will
be subject to ongoing updates and changes as reflected in HPP policies and
direction.
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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.

5|Page





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

12| Page






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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1.	Introduction.



The purpose of this Procurement Procedures Manual (“Manual”) is to provide guidance and detailed procedures concerning organizational structure, planning, solicitations, procurement methods, procurement administration, contract award and contract management to supplement the requirements of Tennessee procurement statutes, rules and regulations, and Central Procurement Office Policy.  This Manual applies to the Central Procurement Office or State Agencies when procuring goods or services.  The Chief Procurement Officer may delegate limited purchase authority to State Agencies in accordance with Tenn. Code Ann. § 4-56-101, et seq., 12-3-101, et seq., the Rules, this Manual or Central Procurement Office Policy.  The procedures detailed in this Manual are intended to apply to the usual circumstances a procurement professional will confront in procuring goods and services.  Given the unique nature of procurements, procurement professionals should use their discretion in following the guidance contained in this Manual.  



[bookmark: _Toc206490054]1.1.	Procurement Commission.



This Manual has been approved by the Procurement Commission and supersedes and replaces all previous related procedures. This Manual shall supplement the Tennessee Code, the Rules and Central Procurement Office Policy as the authority for the procurement of goods and services for the State. 



[bookmark: _Toc206490055]1.2.	Edison.



Except as provided in this Manual, the Central Procurement Office and all State Agencies shall utilize Edison, the State procurement system, for processing all procurement transactions except as provided in this Manual. The Central Procurement Office internet site, www.tn.gov/generalservices/section/central-procurement-office, may be utilized to access the Edison Guide to Agency Procurement.  The Edison Guide to Agency Procurement is incorporated by reference in this Manual and should be consulted by procurement professionals and solicitation coordinators with respect to the technical aspects of procurement transactions.



2.	Scope.



This Manual applies to all procurement transactions of the Central Procurement Office and State Agencies.  All procurement professionals or solicitation coordinators of the Central Procurement Office or State Agencies should consult this Manual with respect to all procurements.  


3.	Ethics and Conflicts of Interest.

	

3.1.	Ethics and Conflicts of Interest – Generally

All procurement professionals are expected to follow the Central Procurement Office’s Business Conduct and Ethics Policy and Procedures, which are incorporated in these Procedures by reference.



[bookmark: _Toc206490108]	3.2.	Responses by State Employees.



Contracts for goods or services with current State employees or State employees who have separated from State employment for less than six months are prohibited.  The Central Procurement Office will verify with the Department of Finance and Administration and Department of Human Resources State employment databases that all potential respondents and their officers are in compliance with Tenn. Code Ann. § 12-4-103, “State Officers and Employees, Prohibited Transactions.”  If a potential violation is identified, the Central Procurement Office will send written notification to the employing agency to confirm and address the potential violation.  The State Agency will prepare a findings report and submit it to the Central Procurement Office.



4.	Definitions, Abbreviations and Codes.



4.1.	Definitions.



	As used in this Manual, unless the context otherwise requires:



	“Adequate Financial Resources” means a Respondent’s ability to fully perform the 	financial terms and conditions of a contract entered into with the State. A Respondent 	that lacks Adequate Financial Resources may be considered non-responsible and not 	considered for contract award.



“Advisory Council” means the council created and empowered by Tenn. Code Ann. § 4-56-106.



“Agency” means each State board, commission, committee, department, officer, or any other unit of State government.



“Agency Term Contract” means a State Agency contract in which a source or sources of supply are established for a specified period of time at an agreed upon unit price or prices.



“Aggrieved Respondent” means a respondent, who was not awarded a contract and claims his or her rights were infringed in connection with a solicitation or award by the Central Procurement Office.



“Approval Process” means the process by which necessary State approvals are obtained.



“Award” means a State Agency’s notice to a respondent of the acceptance of a response.



“Base Contract” means the original contract prior to any amendments.



“Bid” means a response by a vendor to an invitation to bid.



“Bidding” means informal written, verbal, or telephone quotations, which may be obtained by a State Agency when a sealed bid is not required.



“Bonus” means a disallowed payment, which is made in addition to that which is required by a contract for minimally required performance, and is not based on contractor performance at a definitively specified level beyond that which is minimally required.



“Calendar Day” means all days in a month, including weekends and holidays.  In the event a final calendar day falls on a weekend, holiday or other day where State offices are closed, the next business day becomes the final calendar day.



“Central Procurement Office” means the State office established and empowered by Tenn. Code Ann. § 4-56-104.



“Central Procurement Office Policy” means a documented set of guidelines concerning procurement related strategy, which directs and restricts the plans, decisions, and actions of State procurement professionals as approved by the Procurement Commission in accordance with Tenn. Code Ann. §§ 4-56-101, et seq.



“Chief Procurement Officer” means the official as defined by Tenn. Code Ann. § 4-56-104.



	“Click-wrap Agreement” means an agreement appearing on a graphical user interface 	which presents a prospective licensee (i.e., the end user) with a message requiring the 	prospective licensee to manifest assent to any proposed terms and conditions by clicking 	a dialog box in order to proceed with an internet transaction. Although electronic, Click-	wrap Agreements are considered “writings” because they are printable and storable. 



“Competitive Sealed Proposal” means a procurement method in which all proposals are reviewed at a predetermined time and place and a contract is awarded in accordance with the terms of a solicitation.



“Contract” means any duly authorized and legally binding written agreement or purchase order for goods or services by and between the State of Tennessee and any person or any separate entity with the independent legal capacity to contract and sue and be sued.



“Contract Amendment” means a written contract document that changes, adds, or deletes one or more terms or conditions of an existing contract.



“Contract Approval” means the procedures a State Agency must follow to obtain final approval of a contract.



“Contract Management Plan” means a State Agency’s approved plan for managing its contracts.



“Contracting Party” means a person or legal entity with the independent legal capacity to contract or sue and be sued that has been awarded a contract through proper authority.



“Cooperative Purchasing Agreement” means a written contract procured for the benefit of two or more governmental entities to make purchases of goods or services.



“Cost-reimbursement Grant” means a Grant Contract in which one or more payments are made to a Grantee that are limited to reimbursement for actual, reasonable, and necessary costs as determined by the State and in accordance with a State approved Grant Budget.



“Debarment” means excluding a Respondent or Vendor from participation in State procurements or contracts as a Respondent, contractor or subcontractor, as specified by the Chief Procurement Officer.



“Delegated Authority” means a written document, approved in accordance with Central Procurement Office Policy that authorizes a State Agency to award a grant, make a loan consistent with a grant, or procure goods or services on behalf of the State.



“Delegated Grant Authority” means approval given in accordance with Central Procurement Office Policy to a State Agency to issue grants for an individual program within specified limits and guidelines.



“Delegated Loan Authority” means approval given in accordance with Central Procurement Office Policy to a State Agency to loan funds and to enter into loan agreements with Contracting Parties in accordance with a State or federally funded program.



“Delegated Purchase Authority” means the approval given in accordance with Central Procurement Office Policy to a State Agency to purchase goods or services for an individual program, within specified limits and guidelines.



“Delegated State Agency” means a State Agency that, in accordance with Central Procurement Office Policy, has authority to award a grant, make a loan consistent with a grant, or procure goods or services for an individual program within specified limits and guidelines.



“Department of General Services” means the State department created and empowered by Tenn. Code Ann. §§ 4-3-1101, et seq.



“Direct Purchase Order” means a purchase of goods or services in accordance with section 5.4.7. of the Procedures Manual.  



“Edison” means the enterprise management system of the State through which all procurement transactions are conducted.



“Electronic Signature” means an electronic sound, symbol, or process attached to or logically associated with a record and executed or adopted by a person with the intent to sign the record.



“Emergency Purchases” means a State Agency purchase made during an actual emergency arising from unforeseen causes without the issuance of a competitive solicitation. 



“Endowment Grant” means a limited Grant Contract that originates from a specific appropriation, effecting an award and conveyance of funds or property to a Grantee for a particular purpose to benefit the general public as a whole or some population of the general public. An Endowment Grant is used to transfer funds to a Grantee pursuant to an appropriation.



“Evaluation Committee” means the committee comprised of persons who will evaluate responses to a RFP, RFI or RFQ.  All persons serving on an evaluation committee shall be state employees.



“External Approval” means an approval that is required in addition to a particular State Agency’s intradepartmental approvals in order to procure or purchase goods or services.    External Approval may be required by applicable law, by contract, or by State business processes.  For example, External Approval may include approval from Finance and Administration for IT products and services, the Department of Human Resources for training and staffing, and Finance and Administration, Division of Accounts.  

 

“Fully Executed Contract” means a signed contract that has been duly approved as evidenced by the affixation, or electronic approval, of all necessary State signatories as required by applicable statutes, rules or Central Procurement Office Policy.



“Gift” means a voluntary transfer of goods or services to the State made gratuitously and without consideration. Essential requisites of a gift are:



· Capacity of the donor to make the gift;



· Intention of the donor to make the gift;



· Completed delivery of the gift to or for the State, and



· Acceptance of the gift by the State.



Nothing in this Rule shall be construed to mean that the State must accept any gift.

"Goods" means all property, including, but not limited to, supplies, equipment, materials, printing, and insurance. The term “Goods” does not include leases, acquisitions, or disposals of an interest in real property.



"Grant" means any grant of money awarded to the State, or awarded by the State to a person or legal entity, for the furnishing by the State of assistance, whether financial or otherwise, to any person or entity to support a program authorized by law. The term “Grant” does not include an award with the primary purpose of procuring an end product, whether in the form of supplies, services, or construction, or any contract resulting from such an award that should otherwise be provided on a competitive basis.



“Grant Budget” means a budget itemizing one or more specific activities or purposes under the grant and the maximum amounts a Grantee, a grant recipient or grant subrecipient may be reimbursed.



“Grantee” or “Grant Recipient” means the person or entity awarded a grant.



“Grantor State Agency” means a State Agency that awards a grant to a person or entity.



“Immediate Family” – means a Central Procurement Office or procuring State Agency employee’s spouse, parent, sibling, or child.



“Incentive” means a payment, in addition to that which is required by a contract for minimally required performance, which is explicitly based upon the Contracting Party’s performance at a specified level beyond that which is minimally required.



“Interagency Agreement” means an agreement between two State Agencies, neither of which has the legal capacity to sue and be sued or enter into contracts separate and apart from the State that is reduced to writing, contains an adequate description of the duties of each party, a statement of the term of agreement, and a statement of the maximum amount payable as between the State Agencies.



“Invitation to Bid” means a procurement method where a contract is awarded to one or more bidders based on the lowest responsive and responsible price.



“Necessary Contract Provision" means a specific clause that must be included in a contract, except as otherwise allowed by a rule exception granted pursuant to applicable law.



“No Cost Contract” means a written contract that does not result in a pecuniary obligation between the State and a Contracting Party.



“Notice of Intent to Award” means a State Agency’s written notice to a respondent of a solicitation that the evaluation is complete, that names the respondent who is considered for award, and states that the procurement file is open for public inspection.



“Non-responsive” means a person who has submitted a response to a solicitation that fails to conform in all material respects to the solicitation’s requirements.



“Parties” means the State, acting by and through one or more of its agencies, and any person or legal entity, with the legal capacity to enter into contracts and sue and be sued, who is a party to a contract.



	“P-Card Program” means the program established by the State and managed by the 	Central Procurement Office whereby cardholders and virtual P-Card users make 	purchases on behalf of the State of Tennessee.

“Performance Bond” means a surety bond issued by an insurance company or bank to secure a Contracting Party’s performance of a contract.



"Procurement" means the act of buying, purchasing, renting, leasing, or otherwise acquiring any goods or services covered by these Rules. It also includes all functions that pertain to the obtaining of any goods or services, including the description of requirements, selection and solicitation of sources, preparation and award of a contract, and all phases of contract administration.



“Procurement Commission” means the State entity created and empowered by Tenn. Code Ann. § 4-56-102.



“Procurement Professional” means an employee of the Central Procurement Office or a State Agency who has a meaningful role in the procurement of goods or services.  By way of example only, a procurement professional may include a contract administrator, a solicitation coordinator or a market analyst.



“Procuring Agency” means the departments, agencies, and entities of the State of Tennessee which make requisitions for or procure goods or services.



“Pro Forma Contract” means the form of contract that is attached to a solicitation that each awarded respondent is required to sign, absent negotiation as set forth in the solicitation.



“Proposal” means a proposer’s response to a Central Procurement Office’s or Delegated State Agency’s solicitation for goods or services.



“Proposal Bond” means a surety bond issued by an insurance company, bank, or other financial institution to ensure that the winning proposer will enter into a contract.



“Proposer” means any person or legal entity with the legal capacity to enter into contracts and sue and be sued who responds to a written solicitation for goods or services issued by the Central Procurement Office or a Delegated State Agency.



“Proprietary” means a good or service that is used, produced, or marketed under exclusive legal right of the inventor, maker or service provider that is protected under trade secret, patent, trademark, or copyright law.



“Proprietary Procurement” means a procurement of a service or a product that is manufactured and marketed by a person or persons having the exclusive right to provide the service or manufacture or sell the product.



“Protest” means a written complaint filed by an aggrieved party in connection with a solicitation or award of a contract by the Central Procurement Office.



“Protest Committee” means the committee created and empowered under Tenn. Code Ann. § 4-56-103.



“Purchase Order” means a document issued by the Central Procurement Office or a State Agency to a Contracting Party authorizing a purchase. Upon delivery to the Contracting Party, a “purchase order” becomes a binding contract on both parties.



	“Purchasing Card” or “P-Card” means a commercial card that allows organizations to 	take advantage of the existing credit card infrastructure to make electronic payments for 	goods or services.  A P-Card is similar to a consumer credit card, but the card-using 	organization must pay the card issuer in full each month.  

“Record” means information that is inscribed on a tangible medium or that is stored in an electronic or other medium and is retrievable in perceivable form.



“Request for Information” means a solicitation sent to a broad base of potential suppliers for the purpose of developing strategy, building a database, or preparing for a Request for Proposals or a Request for Qualifications.



“Request for Proposals” means a written solicitation for written proposals to provide goods or services to the State.



“Request for Qualifications” means a written solicitation containing a list of qualifications that must be met before a vendor may propose in response to a Request for Proposals. A written response from a vendor is the appropriate response to a Request for Qualifications.



“Respondent” means a person providing a written response to a solicitation.



“Response” means a respondent’s written response to a solicitation.



“Responsible Proposer” means a person who has the capacity in all material respects to perform fully the contract requirements, and the integrity and reliability that will assure good faith performance.



“Responsive Proposer” means a person who has submitted a proposal, which conforms in all material respects, to the terms of a solicitation.



“Revenue Contract” means a written contract obligating a State Agency to provide specific deliverable services for monetary compensation.



“Review Process” means the procedures utilized by the Central Procurement Office when approving or disapproving contracts.



“Rule Exception” means a request to relax the strict application of certain requirements of these Rules or applicable statutes as allowed by applicable law. 



“Rules” means the Comprehensive Rules and Regulations concerning the procurement of goods and services adopted by the Procurement Commission of the State of Tennessee.



"Services" means all services and agreements procured by the State and formalized by contract.  



“Signature” or “signed” includes a mark, the name being written near the mark and witnessed, or any other symbol or methodology executed or adopted by a party with intention to authenticate a writing or record, regardless of being witnessed.



“Software as a Service” (‘SaaS’) means a method of software deployment whereby applications are owned, delivered, and managed remotely by one or more providers over the Internet or an intranet, and licensed to customers as an on-demand service through a usage-based model sometimes called a “subscription schedule.” SaaS, however, shall not be treated as a Subscription as that term is defined by the State. 

“Sole Source Procurement” means a procurement for which only one vendor possesses the unique and singularly available capability to meet the requirement of the solicitation, such as technical qualifications, ability to deliver at a particular time, or services from a public utility or a situation where a particular supplier or person is identified as the only qualified source available to the requisitioning authority.



“Solicitation” means a written document that facilitates the award of a contract to Contracting Parties for goods or services.  Examples of solicitations include, but are not limited to, an Invitation to Bid, a Request for Information, a Request for Proposals, and a Request for Qualifications.



“Solicitation Coordinator” means the procurement professionals within the Central Procurement Office or State Agencies who act as the primary points of contact and manage the procurement.  Only those State Agency procurement professionals who have gone through training and certification by the Central Procurement Office may act as a solicitation coordinator.



“Special Request” means the purchase of goods or services within the scope of a Contract that is not specified within Edison. 



“Specification” means any description of the physical, functional, or performance characteristics, or of the nature of a supply, service, or construction item. “Specification” includes, as appropriate, requirements for inspecting, testing, or preparing a supply, service, or construction item for delivery.



"State" means the State of Tennessee, including its departments, agencies, and entities that fall under its purview.



“State Agency” means the departments, agencies, and entities of the State of Tennessee.



“State Architect” means the person, who oversees the Office of the State Architect.



“Statewide Contract” means a contract for goods or services established by the Chief Procurement Officer that all State Agencies must utilize and that may be used by local governments, higher education and not-for-profit entities.



“Subrecipient” is as defined in Office of Management and Budget (OMB) Circular A-133.



“Subscription ” means expenditures, user fees, or other charges by departments, agencies, and entities of the State of Tennessee for: (1) newspapers, magazines, periodicals, books, films, instructional videos, read-only data, or other publications (i.e., any publication printed, microfilmed, photocopied, or otherwise recorded for auditory or visual use), including trade, business, professional, or other technical periodicals; or (2) access to such publications in their online or digital form, including access by means of a vendor-provided application that is necessary for or facilitates use of publications or data. A Subscription does not include SaaS licenses or agreements, or any other service, even when the payment methodology is called a “subscription schedule.” A Subscription is not a limited-time license.



“Supplier” means a person or legal entity identified in Edison who has the legal capacity to enter into contracts and sue and be sued who supplies goods or services to the State through a contract or a purchase order.  A “supplier” includes all persons or legal entities referenced as “vendors” in this Manual.



“Suspension” means a temporary or limited exclusion of a Respondent or Vendor from participation in State procurements or contracts as a Respondent, contractor or subcontractor, pending completion of a State investigation or administrative or judicial proceedings, as specified by the Chief Procurement Officer.



“Term Contract” means a contract for goods or services in which a source or sources of supply are established for a specified period of time at an agreed upon price or prices.



“Vendor” means a person or legal entity with the legal capacity to enter into contracts and sue and be sued who provides goods or services to the State through a contract or a purchase order.



	4.2.	Abbreviations.



Standard Purchasing abbreviations used in Edison for units of measurement are the ANSI Standard Units of measure and a listing may be found on the Central Procurement Office Internet web site at http://www.tn.gov/generalservices/section/central-procurement-office.



	4.3.	Identification Codes.

	

The United Nations Standard Products and Services Code (UNSPSC) is the standard item code utilized in Edison. UNSPSC   is viewable in Edison and on the Central Procurement Office website.  Any item that is on a contract or is an asset must have an Edison Item ID. If an item does not have an Edison Item ID, it can be requested from the Central Procurement Office Content Group.





5.	Procurement Process.



Procurement is a systematic process of obtaining goods and services with pricing and on terms and conditions in the State’s best interests.  Competition should be involved in the procurement process to the maximum extent practicable, with the caveat that a non-competitive process (e.g., informal solicitations, emergency purchases, sole source, etc.) is sometimes necessary under the circumstances.  The procedures set forth in this section shall apply to all procurements of goods or services, irrespective of procurement method involved.  The foregoing notwithstanding, procurement professionals should use sound judgment in following the guidance contained in this Manual as not every procedure will fit every circumstance a procurement professional faces in procuring goods or services.



5.1.	Procurement Personnel.



Procurement personnel responsible for procuring the State’s goods and services include the Chief Procurement Officer and all persons acting on behalf of the Chief Procurement Officer, whether such persons are located in the Central Procurement Office, within a State Agency or under a Delegated Authority.



		5.1.1. Electronic Signatures and Approvals



	In accordance with the State’s Uniform Electronic Transactions Act, Tenn. Code Ann. § 47-10-102, et seq. and the policy of the State Information System Council, any State employee or designee of a State employee who has been authorized by his or her respective State Agency to sign procurement documents may provide an Electronic Signature or electronic approval in order to constitute a binding agreement.  An electronic approval or Electronic Signature shall be permissible in the following situations:



	For Requisitions: 



	An Electronic Signature or electronic approval shall be an acceptable form 	of approval for procurement documents at the following State Agency 	workflow levels: 

		

· Level 1 ($.01 to $10,000)



· Level 2 ($10,000.01 to $50,000)



· Level 3 (over $50,000)	



· By the State Agency P-Card Approver when P-Card is present



· Finance and Administration—Assets 



· Finance and Administration—Office for Information Resources



· Finance and Administration—Budget



· Department of Human Resources



· Department of General Services Printing



· Department of General Services Postal



· Department of General Services—Central Procurement Office


	For Purchase Orders:

	

	An Electronic Signature or electronic approval shall be an acceptable form 	of approval for procurement documents at the following State Agency 	workflow levels: 



· Level 1 ($.01 to $10,000)



· Level 2 ($10,000.01 to $50,000)



· Level 3 (over $50,000) 	



· Finance and Administration—Assets 



· Department of General Services—Central Procurement Office



· Comptroller of the Treasury 



	For Contracts:

	

	An Electronic Signature or electronic approval shall be an acceptable form 	of approval for procurement documents at the following State Agency 	workflow levels: 



· Level 1



· Level 2



· Finance and Administration—Budget



· Department of Human Resources



· Department of General Services—Central Procurement Office



· Comptroller of the Treasury 



· Department of General Services—Central Procurement Office‘s Final Approval



	





For Strategic Sourcing Events:



	An Electronic Signature or electronic approval shall be an acceptable form 	of approval for procurement documents at the following State Agency 	workflow levels: 



· Level 1



· Level 2



· Department of General Services—Central Procurement Office



· Comptroller of the Treasury 



		5.1.2. Electronic Signatures



	An Electronic Signature shall be a valid form of signature, provided that the 	signatory has authority for its affixation, for the following classes of documents:

0. Pre-Approval Endorsement Request documents; 

0. Formal Request documents;

0. Any Edison-generated document that requires a signature; 

0. Any contract or amendment; and

0. Any other document for which a signature is required.



5.2.	Procurement Methods – Generally.



The procurement methods to be used by the Central Procurement Office or a Delegated State Agency include the following:



· Informal Solicitations.



· Invitation to Bid (ITB).



· Request for Proposals (RFP).



· Emergency Purchases.



· Competitive Negotiation.



· Sole Source.



· Reverse Auction.



· Request for Information (RFI).



· Request for Qualifications (RFQ).



The specific policies, procedures and rules concerning each of the procurement methods can be found in the Rules and in the Central Procurement Offices’ Procurement Methods Policy and Procedures. 



5.3.	Scope of Work and Specifications.



	5.3.1.	Scope of Work.



The scope of work is a very important part of the procurement process as it forms the basic framework for the resulting contract. The solicitation coordinator is primarily responsible, in consultation with, by way of example only, experts, end users, or State Agency stakeholders, for managing the drafting of the scope of work.  The scope of work is a detailed description of what is required of the contracting party to satisfactorily perform what is required under the contract. The success or failure of a procurement and the resulting contract can usually be linked to the adequacy of the planning, analysis and thoroughness of the scope of work. The time spent planning, analyzing, and drafting the scope of work will result in saving time, resources, money and will improve the quality of the goods or services procured by the State or State Agencies. It is very important that the scope of work achieve the following: 



· Secure the best economic advantage to the State; 



· Be clearly defined; 



· Be contractually sound; 



· Be unbiased and non-prejudicial toward respondents; 



· Encourage innovative solutions to the requirements described, if appropriate; and 



· Allow for free and open competition to the maximum extent reasonably practicable under the circumstances. 



5.3.2.	Specifications - Generally.



The term “specifications” is generally used to describe the specifications of the State’s needs. State Agencies shall recommend to the Chief Procurement Officer specifications for all goods or services needed by a State Agency irrespective of whether the contract is a Statewide Contract or an Agency Term Contract. Specifications shall be functional or performance specifications, when practicable, and must be clear, unambiguous and written to promote open and fair competition.  



With respect to goods, all brand and model numbers used, must be those in current production, and available in the market. The usage of brand and model names alone will not be permitted as a substitute for performance or functional specifications, unless providing performance or functional specifications is impracticable. When an item is specified by the use of brand names, the words "or equal" should be included. 



State Agency recommended specifications may be approved as stated or modified by the Central Procurement Office to enhance competition. Changes to agency minimum specifications should be approved by the Central Procurement Office after consultation with the requisitioning agency. 



[bookmark: _Toc206490072]5.3.2.1.	Descriptive Format.



A descriptive format consists of a conventional listing or paragraph text description of specification data. Recommended specifications in a descriptive format should, if practicable:



· With respect to goods, identify the product using general terminology in the description (reference following Example);



· List the characteristics that determine performance capability and identify those characteristics that are essential in order to meet performance requirements;



· With respect to goods, list the minimum or maximum acceptable performance requirements for each characteristic with as much tolerance and flexibility as practicable. Unnecessary characteristics or performance requirements may limit competition; and



· With respect to goods, identify two (2) or more items by manufacturer, brand or item number that will meet the minimum performance requirements.



EXAMPLE

		a) Identity…………………………………......Sander/Grinder 



		b) Characteristics.………….………….………...…Hand Held 



		c) Type Performance......................................................electric



		d) Amps at 120V...................................................................5.5



		e) Sanding/Grinding Wheel.......................................4 1/2 inch



		f) RPM............................................................................10,000



		g) Arbor & Flange.........................................................7/8 inch



		h) Spindle......................................................................5/8 inch



		i) Side Handle...........................................................Reversible



		j) Bearings..........................................................Ball & Needle



		k) UL Listed.........................................................................Yes



		l) Brand(s)/Model(s) or equal:    Black & Decker Model 2750 or Milwaukee Model 6145







[bookmark: _Toc206490074]		5.3.3.	Standard Specifications by Description.

The Central Procurement Office shall review all recommended specifications and develop and adopt standard specifications for any good or service that shall, insofar as practicable, fit the requirements of the majority of all State Agencies who utilize the same good or service. 



[bookmark: _Toc206490076]		5.3.4.	Standard Specifications by Type.



The State utilizes different specification types to procure goods or services.



[bookmark: _Toc206490077]5.3.5.	Specifications Based on Standard State Specifications.



Items must equal or exceed the specifications listed. The absence of detailed specifications or the omission of detailed descriptions shall be recognized as meaning that only the best commercial practices are to prevail and that only first quality materials and workmanship are to be used.



[bookmark: _Toc206490078]5.3.6.	Specifications Based on Catalogs, Price List, or Price Schedules.

	

Responses are obtained requesting a plus (+) percentage (%), minus (-) percentage (%), or net cost offered as a discount or surcharge applying to the goods listed in the catalog, price list, or price schedule described within the solicitation. A single percentage for each catalog or price list is required, unless otherwise authorized by the Central Procurement Office.



[bookmark: _Toc206490079]5.3.7.	Specifications Based on Qualified Goods List.



Specifications may include a list of brands and model numbers that meet the requirements. Goods which have been analytically tested and meet specifications receive Qualified Products List (QPL) approval. 



[bookmark: _Toc206490080]5.3.8.	Specifications Based on Brand Name.



Reference to brand names, trade names, model numbers, or other descriptions peculiar to specific brand goods, is made to establish a required level of quality and functional capabilities. It is not intended to exclude other goods of comparable quality or functionality. Comparable goods of other manufacturers will be considered if proof of comparability is contained in the response.



[bookmark: _Toc206490081]5.3.9.	Exceptions to Standard Specifications.



The Chief Procurement Officer shall make use of standard specifications when practicable. Goods and services purchased without standard specifications shall be made in accordance with rules or policies approved by the Procurement Commission.



[bookmark: _Toc206490082]5.3.10.  Exemptions to Standard Specifications.



The Commissioner of General Services or the Commissioner’s designee may designate certain materials, supplies, and equipment which are standard in manufacture and competitive in design, that may be purchased without standard specifications.

[bookmark: _Toc127072916][bookmark: _Toc140890352]

[bookmark: _Toc206490083]5.3.11.  Life Cycle Costing.



It is State policy to use the life cycle costs of goods, as developed and disseminated by the federal government, when feasible for State procurements.  Where federal energy efficiency standards are established, life cycle costs shall be adopted by the Procurement Commission and used by the Central Procurement Office in the contracting for major energy-consuming goods. 



		5.3.12.  Considerations in Determining Life Cycle Costs.



In determining life cycle costs, the Procurement Commission and the Central Procurement Office may consider the cost of the good, the energy consumption, maintenance costs, the cost of upgrades over the life of the item the projected energy cost of energy over the useful life of the good, and the anticipated resale or salvage value of the product.



5.3.13.  Energy Efficiency Standards.



Energy Star is a joint program of the U.S. Environmental Protection Agency and the U.S. Department of Energy that has established energy efficiency standards utilized by the federal government in its contracting for major energy-consuming goods.  Pursuant to Executive Order 59, agencies shall use energy efficiency standards prescribed by Energy Star for the purchase of energy consuming goods. The Energy Star website, http://www.energystar.gov/, provides a qualified list of goods meeting Energy Star’s minimum energy specifications, life cycle costing calculations, life cycle cost formula information, and qualified goods that meet Energy Star’s rating for using less energy and helping to protect the environment.  Currently, the Energy Star rating can be found on goods in more than 35 goods categories.  Goods listed on the Energy Star website’s list of qualified goods will be used as “acceptable brands and models” on response documents.   The minimal energy specifications for goods listed on the Energy Star Qualified Goods list must be included in the line item specifications on all response documents for the purchase of major energy consuming goods.



[bookmark: _Toc206490085]5.3.14.  Product Testing and Demonstration.



Vendors often offer demonstrations of their goods to agency level users. Agencies are required to provide prior written notification of goods testing to the Sourcing Analyst or Category Specialist. 

[bookmark: _Toc206490086]

5.3.15.  Agency Suggested Vendors.



In an effort to ensure the maximum amount of competition on a given procurement and to ensure that the best available vendors are notified of the State’s need for goods or service, State Agencies are encouraged to suggest vendors to be included on a specific solicitation list.



	5.4.	Drafting the Solicitation.



After the appropriate procurement method has been determined, the Central Procurement Office or a State Agency should prepare a solicitation document that meets the needs of the State or the State Agency at issue. The procurement method selected for a given procurement should be in accordance with the Central Procurement Office’s Procurement Methods Policy and Procedures and Non-Competitive Procurement Policy and Procedures.  The public policy of the State is that the procurement of goods or services shall, whenever practicable, be accomplished through a competitive solicitation. In preparing the solicitation document, the solicitation coordinator shall review the relevant statutes, the Rules and Central Procurement Office Policy to identify each of the statutory, regulatory or policy and procedural requirements or considerations necessary to comply with applicable law before drafting a solicitation document.  Solicitation coordinators involved in preparing a solicitation should have on file or sign and submit a conflict of interest and disclosure statement prior to beginning work on a solicitation.  (See Business Conduct and Ethics Policy and Procedures, Attachments A and B).



		5.4.1.	Planning.

The Contract Management Plan should cover all the different steps in the process with the expected date of initiation of each milestone. When this is the case, the Contract Management Plan merges with the procurement schedule. And, ideally, it should then contemplate all the steps in the process, including contract administration and close-out.



			5.4.1.1.	Solicitation Event Planning.



Solicitation event planning requires extensive study on the good or service category, market trends, new goods, meetings with vendors.  Solicitation coordinators should:



· Establish baseline for the procurement, including running volume reports out of Edison (and analyzing the same) to understand State Agency spend, user State Agencies and vendors.  



· Document queries that were run in Edison.



· Identify prospective vendors.



· Gain an understanding of the unique seasonal or market conditions for the procurement at issue.



· Review specifications from previous contracts and speaking with user agencies on what is working well and what is not working well (e.g., revising past specifications when necessary; removing superfluous specifications to reduce respondent confusion or unnecessary conditions, etc.). 



· Ask what would make the contract better (e.g., hold a stakeholder meeting).  



· Review terms and conditions and make improvements where needed.  



· Draft open specifications (e.g., consider finding at least two acceptable brands or models for each line item).  



· Complete a spreadsheet to have item numbers assigned to new items and descriptions updated on terms you are keeping.



· Finalize procurement strategy and evaluation criteria:



· Are any of the items sole source or proprietary?



· Will the procurement be an “all or nothing” award? 



· Does it make sense to group certain items and awards based on grouping factors?



· What terms and conditions are most advantageous for the State (e.g., what is a reasonable number of days for shipping once the vendor receives a purchase order)?  



After event approval, the solicitation coordinator should be certain to adjust the end date to a reasonable amount of time for prospective respondents to complete their responses before dispatching.

			

			




5.4.1.2.	Benchmarking and Estimates of Expected Costs.



Benchmarking and estimating contract costs are core functions of contract procurement.  Benchmarking is the process of comparing an item, service or performance between competitors.  Estimating contract costs is the process of determining the total cost of contract ownership.  

Price analysis and cost analysis are common tools used in benchmarking and estimating costs.   Price analysis is a process of comparing proposed price with known indicators of fairness and reasonableness. 

Price analysis techniques include:



· Comparing “apples-to-apples” or in other words, the same or similar goods or services at similar units of measure.



· Comparing competitive prices received in response to a solicitation with one another.



· Comparing proposed prices with prices under existing contracts and with prices proposed in the past for the same or similar goods or services. Factor in market changes (e.g., commodity price changes) or other influences (e.g., inflation, raw material costs, and transportation costs).



· Comparing proposed prices with average market prices; competitive price lists such as with other states, cooperative agreements, and federal government prices; similar indices and discount or rebate arrangements.



· Comparing additional discounts offered (e.g., volume purchase discounts, prompt pay discounts).



· Comparing additional costs (e.g., payment term penalties, training, product/process conversions, and subcontractor arrangements).



Cost analysis is used to determine the estimated cost of the contract and whether or not the proposed pricing components as well as the total contract costs are fair and reasonable.  It is the primary evaluation method used where price competition is lacking in sole source procurements and to evaluate professional, consulting and service related contracts that are comprised of multiple inter-related components such as the estimated total cost, labor, materials, overhead, and profit.



			Cost analysis and estimating cost techniques include:



· Verifying and evaluating the total costs including allowances for contingencies. Proposed costs must be allowable, allocable (logically related to or required when performing the contract), and reasonable.  



· Comparing the actual costs of the current contractor for the same product or similar work versus other states, cooperative contracts, or the federal government, using standard units of measure. (e.g., Unit Price x Planned Qty x Time). 



· Comparing the actual costs of the same good or service versus other states, cooperative contracts, or the federal government, using standard units of measure. (e.g., Unit Price x Planned Qty x Time). 



· Projection of proposed contractor’s cost over the contract life (e.g., fixed, price dictated by federal government, through average market selling prices, raw material in short supply). 



· Determining the potential effect of the contractor’s current practices and incidentals on future costs (e.g., on-time delivery, product/resource shortage, training, cost-overruns).



Estimating costs is the culmination of the information obtained and formulated through price or cost analysis.  Benchmarking and estimating contract costs are functions that should be conducted for every procurement, contract extension, contract renewal or contract change request.  



Resources: 

State of Indiana, Department of Administration 

http://www.in.gov/idoa/2354.htm

State of Georgia, Department of Administrative Services

http://doas.georgia.gov/StateLocal/SPD/Pages/Home.aspx

State of Mississippi, Office of Purchasing

http://www.mississippi.gov/webcontent/partnerSite.html



State of Missouri, Office of Administration

http://oa.mo.gov/purch/

National Association of State Procurement Officials (NASPO)

http://www.naspo.org/

State of Oklahoma, Central Purchasing Division

http://ok.gov/DCS/Central_Purchasing/index.html

State of Pennsylvania, Department of General Services

http://www.portal.state.pa.us/portal/server.pt/community/procurement/1271

State of Virginia, Procurement

http://www.eva.virginia.gov/buyers/index.htm

State of Wisconsin, Department of Public Instruction

http://sped.dpi.wi.gov/files/sped/pdf/grt-disc-procurement-guide-cost-price.pdf



5.4.1.3.	Target Pricing.



	Only the Central Procurement Office is authorized to use negotiation 	techniques. For example, the solicitation coordinator may review pricing 	from the previous contracts, if applicable, or benchmark pricing from 	other state contracts.  The solicitation coordinator should make 	“apples-to-apples” comparisons with respect to contract terms and 	conditions, whenever possible to ensure that target price analysis roughly 	approximates pricing that contemplates the “principle of substitution.”  	Industry standards should also be considered for establishing target pricing 	when available. The principle of substitution holds that a rational, 	informed buyer will only acquire a good or service at its lowest price in 	the market place provided that “substitutes” (e.g., similar quality, quantity 	or functionality) are available.  Consistent with the principle of 	substitution, target pricing is a form of price negotiation that helps to 	ensure that the State is receiving the best value or the most cost-effective 	goods or services.  Target price negotiations should be conducted in 	accordance with the Central Procurement Office’s Negotiations Policy.



5.4.2.	Identifying Prospective Respondents.



The State maintains a database that contains contact information for thousands of registered suppliers and current and former suppliers.  The supplier database is the first place that a solicitation coordinator should consult when attempting to identify prospective respondents.  There are circumstances where a solicitation coordinator is unable to identify qualified suppliers through the supplier database (e.g., because of the unique goods or services at issue, proprietary rights of parties, etc.).  In such an event, a solicitation coordinator should perform due diligence or research to identify potential vendors, particularly if the good or service has not been purchased before, involves new technology or proprietary rights. While not an exhaustive list, a solicitation coordinator should consult the following: 



· Library and web references such as the Thomas Register. For procurement related websites see Helpful and Interesting Web Sites. 



· The Yellow Pages for local suppliers directories, vendor catalogues, and professional journals.   



· Trade associations or publications.



· Procurement organizations in other states (e.g., state, local government, higher education, LEA’s, etc.).



· Cooperative procurement organizations (e.g., WSCA, NASPO, MMCAP, etc.).



· Existing suppliers in Tennessee or other states who provide the same or similar services to those being procured.



5.4.3.	Standard Terms and Conditions - Solicitations.



The Central Procurement Office shall prescribe the standard terms and conditions to be used in all solicitations in accordance with the Rules or Central Procurement Office Policy. Changes to the standard terms and conditions may require additional State approvals in accordance with Section 5.15.3. of this Manual.



5.4.4.	Special Terms and Conditions - Solicitations.



The Central Procurement Office, in consultation with the affected State Agency, shall prescribe all special terms and conditions to be used in a solicitation in accordance with the Rules or Central Procurement Office Policy.  Changes to the special terms and conditions may require additional State approvals in accordance with Section 5.15.3. of this Manual.



5.4.5.	Evaluation Criteria.



Evaluation criteria (and the weighting to be applied to each criterion) shall be specified in solicitations (except ITBs) and made available to all prospective respondents.   The solicitation coordinator should tailor the evaluation criteria to the particular project and contract terms to achieve the best possible response in terms of value for money. While not an exhaustive list, criteria that should be evaluated include qualifications, experience, technical approach, and cost in the evaluation of responses.  



The response evaluation process (except ITBs) should be designed to award a contract on terms and conditions in the State’s best interests and not necessarily to the respondent offering the lowest cost.  The evaluation criteria should be designed to weight the relative importance of each criterion in a manner that corresponds to the importance to the State of each criterion.  For example, if a respondent’s technical approach is more valuable to the State than a respondent’s experience, the evaluation criteria should be weighted to give greater importance or emphasis to the technical approach criterion.



		5.4.6.	Requisitions for Purchase.

To request procurement action by the Central Procurement Office, a Requisition for Purchase is required. Please note that a Requisition for Purchase may be required in other contexts, e.g., when buying from a Statewide Contract.  A Requisition for Purchase is used in the following purchase techniques, by way of example only:



· A requisition for purchase may be used by a State Agency to request the Central Procurement Office to procure a given good or service needed by the State Agency. 



· A requisition to establish a Delegated Purchase Authority may be used to request a delegation of direct purchase authority to a State Agency to purchase specific goods or services for certain dollar amounts utilizing approved procurement methods. 



· All requisitions for purchase require quantity, description and costs. One-time purchases require the specific quantity to be purchased and detailed item descriptions. Agency Term Contracts with direct purchase authority and Delegated Purchase Authority must state the goods or services to be procured, the term of the contract, the estimated usage and dollar amounts. When requested by the Central Procurement Office, a State Agency shall provide information and statistics to support or clarify estimates for purchases and to verify use of goods or services by the State Agency. All requests for Delegated Purchase Authority require a written explanation or justification of the request and prior approval of the Chief Procurement Officer.



All Delegated Purchase Authority procurements should be conducted in accordance with the Central Procurement Office’s Policy and Procedures on Procurement Methods and Policy and Procedures on Delegated Authorities.



5.4.7.	Exceptions from Requisitions for Purchase - Direct Purchase Orders 

Direct Purchase Orders are Purchase Orders that are created without first creating a Requisition for Purchase in Edison.  Direct Purchase Orders may be used if ALL of the following are true: 

· The purchase does not require any External Approvals.  In addition to the approvals required in section 5.15.3., External Approvals may also be required by:

· Finance and Administration, Budget

· Finance and Administration, Strategic Technology Services (IT products and services)

· Department of Human Resources (training and staffing)

· TDEC Hospitality Purchases

· Department of General Services, Printing

· Department of General Services, Postal



· The purchase is not a Special Request item;



· The purchase does not utilize TN SmartShop; 



· The purchase does not utilize the Edison Inventory module; and



·  It is not a request to establish a new Contract.



A requisition should be used in connection with purchasing items with defined prices, even if the purchase satisfies all of the requirements to proceed with a Direct Purchase Order.  The Direct Purchase Order should be used for Contracts with funds identified by the Agency to pay the Contractor or Grantee, such as with Delegated Authorities or Delegated Grant Authorities.  

5.5.	Solicitation Event Creation. 



Once the procurement planning phase has been completed, the solicitation coordinator is able to create an event in Edison.  With respect to Edison, the initial event is called an RFI, or request for information.  This is different than the RFI procurement method of the same name.  The solicitation coordinator will prepare the terms and conditions and solicitation factors for the event.  Each of the solicitation factors terms and conditions may be selected from within Edison or other common drives during the event creation process.  Solicitation factors are questions that the respondent must answer with regard to the solicitation. The terms and conditions contain not only a list of pre-specified terms that are to be contained in all responses, but also contain special terms and conditions that the solicitation coordinator has identified that are tailored to the specific good or service involved in the solicitation.  Please note that RFPs, RFQs and RFIs are prepared outside of Edison.  Solicitation coordinators should utilize the RFP template when creating an RFP event.



		5.5.1.		Terms and Conditions and Instructions.



The terms and conditions should be added as attachments to the solicitation event in addition to instructions on how to register as a respondent/vendor/eSupplier or how to submit a response to a solicitation online.



5.5.2.		Event Title.



The event should be appropriately titled and descriptive of the event.  For example, SWC 600, Widgets, which identifies the SWC number and the purpose of the procurement.  The event name and number should appear in the subject line of the email solicitation.

	

	5.5.3.		Date, Time and Location of Event.



Although not mandatory, the solicitation coordinator should identify a date, time and location for the pre-solicitation conference, if applicable.  A conference room should be reserved for this meeting and included in the event details.  The event description will include the event name, date, time and location of pre-solicitation conference.  If there are interested parties who are unable to attend the conference in person, arrangements should be made to allow such persons to attend telephonically.  The following template must be described, completed and copied into the event description field, e.g.:



· This event is a Request for Information (RFI) to establish a (insert length and type of contract, i.e. agency term or statewide contract and include brief description of contract type). 

		

		5.5.4.		Target Start Date.



The solicitation coordinator should also establish a target start of contract period and insert the proposed dates of the contract in Edison.  Please note that a contract start date cannot occur earlier than the date on which all party approvals have been obtained.  Target start dates should contemplate the lag time needed for approvals.  The solicitation coordinator should manage all contract beginning and expiration dates to avoid lapses in contract coverage (i.e., the period between when one contract ends and before the replacing contract begins, when one contract ends and the extension or renewal becomes effective, etc.) as these lapses compromise the State’s legal rights and remedies, e.g., in the event of contract breach of force majeure.   



5.5.5.	Pre-response Conference.  



The solicitation coordinator should conduct a pre-response conference with all prospective respondents to clarify the solicitation.  These are commonly referred to as a “pre-bid” or “pre-proposal” conference, but are collectively referred as a “pre-response” conference to more universally apply to all solicitations.  

The solicitation coordinator should have an agenda of all the items he or she would like to cover at the pre-response conference.  The time of the pre-response conference with respondents should contemplate a prospective respondent’s travel time to the place of the conference.  The solicitation coordinator should encourage prospective respondents to bring all pertinent solicitation documents to the pre-response conference.  The solicitation coordinator should place all pertinent solicitation documents (e.g., specifications, terms and conditions, line item list, factors, etc.) in an appropriate file or format for easy access during the pre-response conference.  The solicitation coordinator should be in a position to make necessary changes to any pertinent solicitation documents as a result of the pre-response conference.



The pre-response conference notification should include the following information:



· Pre-response Conference Date: (Insert date).



· Time:  (Insert time, including time zone and duration of the event).



· Location.



· e.g., William R Snodgrass/TN Tower, 3rd Floor, Central Procurement Office, Morrow Conference Room, etc.



· Purpose for Conference.



	5.6.	Communication with Respondents.



Clear, concise and consistent communication while the solicitation has been introduced into the market place is essential for a harmonious, fair and transparent procurement.  A solicitation coordinator should avoid even the appearance of favoritism towards a given respondent.  Each solicitation should identify the solicitation coordinator who will act as the point of contact for the State.  Communication should be reduced to writing, but may be orally given to prospective respondents, provided the oral communication is reduced to writing and provided to all prospective respondents.  No solicitation may be modified or amended orally by a solicitation coordinator.  Unless a communication with respondents is reduced to writing, no communication shall be deemed to be the official communication of the Central Procurement Office or the Chief Procurement Officer.



5.7.	Question and Answer.



After all pre-response agenda items have been covered, the solicitation coordinator should allow for a brief written question and answer period after the pre-response conference and share all questions and answers with all known prospective respondents.  If it is an event created in Edison, the solicitation coordinator should create the RFx event and copy over information from the Edison RFI which will bring over the entire response list and factors.  The solicitation coordinator should be sure to update any information, including additional potential respondents, from changes made at the pre-response conference.  The solicitation coordinator has the option of building the RFx event from scratch using the updated documents from the pre-response conference.






5.8.	Analyzing Responses and Oral Presentations.



5.8.1.	Technical Responses.



After the response closing date, the evaluation committee, if one has been formed, or the solicitation coordinator, if an evaluation committee has not been formed, should perform a response analysis and determine the highest rated respondent (e.g., with respect to a RFP) or the lowest responsive and responsible proposer (i.e., with respect to an ITB).  The solicitation coordinator should maintain all documentation related to responses in an appropriate file or format. 



The solicitation coordinator should compare the low responses for each line to the benchmark data the solicitation coordinator collected while the event was out for solicitation. The solicitation coordinator should look at the range in pricing received and take into account estimated volumes to help determine what the solicitation target pricing should be.



If target price negotiation is utilized, the solicitation coordinator should prepare documentation that details the methodology used to arrive at the solicitation’s target pricing.



	5.8.2.	Tabulating Pricing or Analyzing the Cost Proposal.



After the target price round, the solicitation coordinator or other procurement professionals should enter all modified responses received into Edison with respect to ITBs and documented in the Edison file with respect to all other procurement methods. The solicitation coordinator should evaluate the new responses received to determine the low respondent for each line item or group and determine the respondent who will be recommended for award with respect to ITBs.  Additional steps may include additional negotiation rounds.  The solicitation coordinator should follow § 5.11.2. of this Manual.



	5.9.	Vendor References.



Vendor reference checking is an essential part of a solicitation coordinator’s duties and responsibilities. Through reference checking, a solicitation coordinator will be able to determine if the vendor is:







· Honest and trustworthy.



· Reliable.



· Competitively priced.



· Customer focused.



· Supportive.



Former clients of vendors are more likely to be more honest about their relationship with the vendor.   The solicitation coordinator should start the questions on a general level before proceeding to more specific questions concerning the goods or services at issue in the event.  The solicitation coordinator should obtain as much detail as practicable given the solicitation at issue.  Some key performance areas of inquiry include:



· Questions concerning the vendor’s relationship with the reference;



· A description of how the vendor was selected (e.g., through competitive process, non-competitive process, etc.)



· Whether other vendors were under consideration and if so which vendors;



· A brief description of the evaluation and elimination process that selected the vendor at issue;



· The scope of work of the contract awarded to the vendor;



· Whether the vendor performed in accordance with the contract’s scope of work;



· Whether there were any problems encountered with the vendor;



· Whether there were any limitations on vendor performance; 



· Specifics as to what the vendor did well under the contract;



· Whether the vendor was easy to work with and how the vendor responded to the needs of the reference;



· Whether the goods or services were performed in accordance with the contract;



· Whether there are any results that have been realized from using the goods or services provided by the reference;



· With respect to goods, whether the goods are easy to use or require education and training to properly use;



· Whether there are things the reference would do differently if the reference was to re-procure the goods or services at issue;



· Whether the choice of the vendor was cost effective;



· Whether the reference would recommend the vendor to other prospective references;



· Whether the reference has other advice not covered by any of the foregoing areas of inquiry.



If training is involved, the solicitation coordinator may want to consider these areas of inquiry as well:



· Whether the vendor provides the training or subcontracts the training;



· Whether the trainer was properly qualified (e.g., through training, education, licensing or certification) to do the training;



· Whether the trainer was knowledgeable about the good or service at issue;



· Whether the training provided was sufficient;



· The length of time it took for an individual to become proficient;



· Whether additional indirect costs are involved the price of the good or service at issue.



If a prospective respondent has listed in his or her response similar state contracts to demonstrate experience or expertise, depending on the sensitivity and importance of the contract to be awarded, the solicitation coordinator should review each of the contracts identified by the respondent to ensure that the respondent’s representations of experience are accurate.



5.10.	Evaluation Committee.



The number of evaluation committee members of a solicitation may vary but should consist of at least three (3) members, each of whom should have the technical expertise in terms of education, training and experience to aid the evaluation committee with respect to the technical aspects of the solicitation.  If necessary, the solicitation coordinator should seek out State employees or consultants who can attend presentations and provide meaningful technical expertise to evaluation committee members.  Only state employees may serve as evaluation committee members, but non-state employees with technical expertise that is helpful to the evaluation committee should be included as consulting, ex officio or non-voting members.  Before the commencement of the evaluation process, the evaluation committee should review and familiarize themselves with the solicitation, applicable statutes, rules and regulations, Central Procurement Office Policy and this Manual.  All Evaluation Committee members should understand the general solicitation requirements and the specific requirements of the subject solicitation. Only Evaluation committee members are permitted to score responses.



No individual involved in evaluating a solicitation or the associated scope of service should have a financial interest in a prospective respondent or have the appearance of a conflict of interest with regard to the solicitation or prospective respondent. Ensuring the independence of each person involved in the evaluation of responses is the solicitation coordinator’s responsibility.  The solicitation coordinator should follow the Central Procurement Office’s Business Conduct and Ethics Policy and Procedures, which are incorporated in these Procedures by reference.  Appendixes A and B to the Business Conduct and Ethics Policy and Procedures contains all necessary conflict of interest disclosure forms for evaluation committee members.



5.11.	Evaluation of Responses.



Evaluation committee members should be provided with copies of each solicitation before beginning their individual review of the responses.



5.11.1.		Review all Responses. 



Evaluation committee members should take notes, make comments, or prepare questions for discussion during oral presentations or any meetings with other evaluation committee members. It is not necessary for the evaluation committee member to score the responses at this point.



5.11.2.		Determine status – Responsiveness and Responsibility. 



		If the solicitation requests financial information and the response raises concerns 			that the respondent may lack Adequate Financial Resources, the solicitation 			coordinator shall evaluate whether a respondent has Adequate Financial 				Resources by considering the following:  



· The Respondent’s financial health;

· Ratio of assets to liabilities;

· Working capital;

· Cash flow projections;

· Credit ratings;

· Profitability;

· Liquidity of assets;

· Bonding capacity;

· Liens or judgments;

· Delinquent taxes;

· Insurance coverages;

· Securities and Exchange Commission Form 10-K filings;

· Audited financial statements; or 

· Bankruptcy or reorganization filings - a bankruptcy filing does not necessarily mean a lack of Adequate Financial Resources or that the Respondent is Non-responsive.



		A respondent that appears, based on the response, to lack Adequate Financial 			Resources may nonetheless be deemed responsible if it demonstrates the ability to 		obtain Adequate Financial Resources. Evidence that a respondent has obtained 			Adequate Financial Resources may consist of a third-party commitment or 			explicit arrangement, such as a payment bond, performance bond, or a letter from 			a bank or financial institution evidencing a line of credit. Evidence of Adequate 			Financial Resources must be available upon request by the State and effective no 			later than the contract’s effective date. If the State requests evidence of Adequate 			Financial Resources from a respondent, evaluation of that respondent’s response 			will not continue until the respondent provides evidence of Adequate Financial 			Resources. All evidence of a respondent’s Adequate Financial Resources will be 			documented in the procurement file.



The solicitation coordinator, in consult with the evaluation committee if applicable, should determine whether each response is “responsive” or “non-responsive.” A response that is “responsive” is one that conforms in all material respects to the solicitation and meets all mandatory requirements. A response may be deemed “non-responsive” if any of the required information is not provided, the submitted price is found to be excessive or inadequate as measured by criteria stated in the solicitation, or the response is clearly not within the scope of work or specifications described and required in the solicitation. The solicitation coordinator should exercise extreme care when making this determination because of the time and cost that a potential respondent has put into submitting a response and the fact that competition strengthens the results of a given procurement. 



Responses capable of being determined responsive through clarification should not be deemed non-responsive.  If a response is determined to be “non-responsive,” the solicitation coordinator should document the justification for this determination. If a response fails to address one or more solicitation mandatory requirements or respond to them incompletely, the response should not be evaluated unless these areas can be clarified by the respondent. Documentation of any decision to bypass or determine a response “non-responsive” should be included in the procurement file.  All respondents are deemed to know all facts documented in the State’s procurement files on the first day of the open file period.



5.11.3.		Scoring Technical Responses. 



The evaluation committee should evaluate the responses and rank them based on the evaluation and weighting criteria contained in the solicitation. A good practice is for each committee member to initially or informally score responses independently from the other members. Responses must be evaluated solely on the stated criteria listed in the solicitation. An evaluation committee member’s prior experience with the respondent or the good or service at issue cannot be considered in scoring the responses. The solicitation coordinator should use an evaluation criteria form, which will reduce subjectivity, and ensure that each member of the evaluation committee applies reasonably consistent and bias-free analysis to each response with respect to all other responses.  Point assignments should be determined prior to the receipt of responses and will be made available in the evaluation criteria form.





5.11.4.		Evaluation Committee Meetings. 



Once the responses have been evaluated and scored by individual evaluation committee members, the full evaluation committee may meet to discuss the responses and arrive at the final scoring. Only Evaluation Committee members who are present in person or electronically during oral presentations may participate in scoring responses. The full Evaluation Committee should discuss all aspects of the responses so that there is a “unified understanding” of the criteria and corresponding responses. Only an individual Evaluation Committee member may adjust his or her individual score at this point. Respondent scoring should be based on the written responses and respondents’ oral presentations.  For example, ambiguous or unclear information provided in a response or during oral presentations or incapable of being clarified after attempts by the solicitation coordinator at seeking clarifications should be downgraded accordingly.



5.11.5.		Clarification. 



If the evaluation committee is unsure of certain items or issues included in a solicitation response, or needs clarification of a response, it may, at any time, request further clarification from the respondent through the solicitation coordinator. The solicitation coordinator will distribute the clarification questions to the respondent. Responses will be returned to the solicitation coordinator and disseminated to the evaluation committee as appropriate. Solicitation coordinators should consult the Central Procurement Office’s Policy and Procedures on Negotiations or appropriate legal counsel where the solicitation coordinator is uncertain whether a response can be clarified and to what extent.



5.11.6.		Oral Presentations. 



Oral presentations are not a mandatory requirement of a solicitation evaluation.  If an oral presentation is deemed necessary, in the sole discretion of the solicitations coordinator, the solicitation coordinator shall include within the solicitation’s schedule of events a date for oral presentations.  The oral presentation is an opportunity for respondents to explain and clarify their responses. If an oral presentation is mandatory, it must be stated in the solicitation, as amended. Oral presentations must not allow respondents to materially alter the respondent’s response, the requirements of the solicitation, the specifications, or the proposed scope of work.



The oral presentation typically highlights the added value, competitive advantage and unique ability each respondent can provide to deliver a good or service that meets the requirements of the solicitation.  The presentation should include a demonstration that substantiates the approach, method, functionality, determination and cost effectiveness of the response.  Although not mandatory, oral presentations are a valuable way to:



· Further assess a respondent’s ability to deliver the proposed good or service that may not have been presented accurately or precisely in the written response; 



· Provide a discussion and visual demonstration of the solution the respondent is proposing that could not be effectively conveyed or measured in writing due to its subjective content; 



· Provide an additional method of evaluation of the responses offered by the highest scoring respondents to further differentiate them from other respondents, especially where the evaluation of the written responses is too close to make a clear award decision.



· Evaluate the respondent’s proposed key personnel who will be primarily responsible for performing the contract awarded pursuant to the procurement.



Oral presentations typically focus on the business aspects of the response that require clarification as well as provide a technical solution overview.  The presentation should allow the respondent to demonstrate to the evaluation committee the concept, basic functionality, usability and effectiveness of the respondent’s good or service.  Detailed aspects such as integration, scheduling, etc., should be held at a separate Statement of Work (SOW) meeting.  Non-voting or ex officio members providing technical advice and counsel to the evaluation committee should attend each oral presentation and ask questions as appropriate.  All pertinent dialogue between evaluation committee members, technical advisers and respondents shall be reduced to writing to memorialize the presentations.  These written memorializing of presentations shall aid the evaluation committee in scoring responses.



		5.11.7.		Scoring Cost Proposals. 

The cost proposal should be retained by the solicitation coordinator and kept confidential from the evaluation committee and other respondents until the technical evaluation is completed. The reason for this requirement is to prevent the evaluation committee from being unduly influenced by the cost proposals when evaluating the technical responses.  The solicitation coordinator will review the evaluation committee’s technical scoring and justification for compliance to the solicitation. The solicitation coordinator will then open and provide the cost proposals to the evaluation committee for review and determination so that an “apple-to-apple” comparison can be made. The solicitation coordinator or the procurement professional assisting with cost proposal analysis and evaluation should take steps to ensure that there are no hidden or undisclosed costs associated with a response in the event of contract award.  Cost proposals are scored according to the solicitation evaluation criteria, and the cost score will be added to the technical score to determine the award.  There are circumstances where it may become necessary for the solicitation coordinator to review, analyze and tabulate the cost proposal of respondents contemporaneously with the evaluation of the technical responses.  In such an event, the Central Procurement Office shall erect a “Chinese Wall” and maintain strict confidentiality between the procurement professionals or the evaluation committee members analyzing and evaluating the technical responses and those procurement professionals analyzing and evaluating the cost proposals.



	5.12.	Negotiation.



Each solicitation should include provisions governing negotiation with one or more respondents.  Pre-award negotiations may be conducted with respondents who are within the competitive range. Negotiations should be conducted in a manner that is fair to the respondent or respondents selected for further negotiation.  Negotiation rounds, including by way of example only, an initial round of target price negotiation, additional rounds of negotiation, culminating in a BAFO round of negotiation, may be had if it is beneficial to the State. Only the Central Procurement Office may engage in target price, additional rounds of negotiation, or BAFO negotiations. Neither target price, additional rounds of negotiation, nor BAFO responses can be requested until after responses are evaluated.  Once target pricing, additional rounds of negotiation, or BAFO responses are received, with respect to a RFP or other solicitation method involving an evaluation committee, the evaluation committee should evaluate it in the same manner as the original response criteria.  With respect to an ITB or other solicitation method not involving an evaluation committee, the solicitation coordinator is responsible for analyzing and tabulating all target pricing, additional negotiation responses, or BAFO responses.

Negotiations may be conducted with a select group of respondents based on an established competitive range or with just the apparent awarded respondent. The solicitation coordinator may conduct multiple negotiation rounds if doing so is in the State’s best interests.  There is no minimum number of negotiation rounds and there are no limitations to how many rounds of negotiations must be conducted.  

 If the State exercises its right to enter into negotiations, it may identify areas of a proposal that may require further clarification or areas in which it is apparent that there may have been miscommunications or misunderstandings as to the State’s specifications or requirements.  The State may seek to clarify those identified issues during negotiations.  All responsive respondents or selected competitive range respondents will be given equivalent information with respect to cost negotiations.  By their very nature, single respondent negotiations will not involve making all information as part of the negotiation available to other respondents who were not selected for further negotiation.

All cost negotiations will be documented for the procurement file.  Additionally, the solicitation coordinator should conduct target pricing and other price or service level pricing, market considerations, benchmarks, budget availability, industry standards or other method that does not reveal individual respondent pricing.  During negotiations rounds, respondents are not obligated to meet or beat target prices, but will not be allowed to increase prices.  All communications, clarifications and negotiations shall be conducted in a manner that supports fairness in response improvement.  Note that each clarification sought by the State may be unique to an individual Proposer.

5.12.1. Competitive Range.



Given the number of responses and the broad range of competitiveness of responses, it may not be practicable to engage in negotiations with each and every respondent.  In the event of multiple responses and the State’s needs for negotiating a contract on terms and conditions in the State’s best interests, it may be necessary to shorten the list of respondents to a “competitive range” and only negotiate with one or more respondents within the competitive range.  The competitive range should be established based on the following guiding principles:



· Price.



· Cost of Ownership.



· Responses that appear to provide the best value based on:



· Evaluation criteria in the solicitation



· Product specifications



· Information provided by the vendors



· Responses most likely to provide greater value after negotiations based on the same criteria.



· Respondent scores.



The solicitation coordinator, in conjunction with the requesting agency as appropriate, may wish to consider establishing in the solicitation a minimum score that a respondent must achieve before the respondent will be considered in the competitive range and thus eligible for additional negotiation.



	5.12.1.1.          Negotiation with Single Respondent versus Multi-party 				Negotiation.



Factors a solicitation coordinator should consider when electing to negotiate with just the highest evaluated respondent instead of engaging in multi-party negotiations include:  



· The expected dollar value of the award and length of contract.



· The complexity of the acquisition and the variety and complexity of offered solutions, in terms of impact on the likely breadth and depth of the discussions.



· The resources available to conduct discussions vs. the expected variable administrative costs of discussions.



· The impact on lead-time for award vs. the need for timely delivery.



· The extent to which discussions with additional respondents would likely provide diminishing returns.



· The disparity in pricing between the lowest priced respondent and the other respondents, with respect to an ITB.



· The disparity in pricing between the highest rated respondent and the other respondents, with respect to all other solicitation methods.



		5.12.2.		Target Price Negotiations.

Target pricing gives responsive and responsible respondents an opportunity to improve upon their responses by offering more competitive pricing. Proposers are not obligated to meet or beat target prices but will not be allowed to increase overall prices.  All communications, clarifications and negotiations shall be conducted in a manner that supports fairness in the proposal improvement and does not reveal individual respondent pricing.    



The target price is reached by considering factors such as the current/last contract price paid for an item, benchmarks, industry standards, budgets, raw materials that influence the pricing of the product, or market trends.  



Once the initial responses have been received, the solicitation coordinator should:



· Determine the lowest proposed cost for each line item as applicable..



· Compare the lowest proposed cost for each line item against current/past contract price and other benchmarks.



· Determine a unique target %, as opposed to a flat % off, for the least cost supplier that will guide proposer pricing towards the ideal purchase price.  



· Calculate the target price for each line item in a spreadsheet.

· Evaluate whether or not there is a price reasonableness to the target price for each line item and for the total target price overall. 



· Send standard language and target price bidding spreadsheet to respondents deemed responsible and responsive. 



· Receive target cost proposals.



· Determine if target price negotiation resulted in improved cost proposals. 

 

If the receipt of target price proposals did not result in one or more cost proposals at or below the State’s target price, the solicitation coordinator should evaluate whether an additional round of target price negotiation will result in one or more cost proposals at or below the State’s target price.



5.12.3.		Best and Final Offer (BAFO) Negotiations.



The best and final offer (BAFO) negotiation is an optional step to help obtain improvements in the scope of work or the most cost effective pricing available. The BAFO process may be useful when:



· No single response addresses all the specifications. 



· The cost submitted by all respondents is too high (e.g., exceeds the State’s estimate of expected costs, budget, etc.). 



· The scores of two or more respondents are very close after the initial evaluation. 



· All respondents submitted responses that are unclear or deficient in one or more areas. 



			5.12.3.1.	Procedures for the use of the BAFO process.



The following rules shall apply to BAFO negotiations:



·  The solicitation coordinator, with respect to an ITB, or the evaluation committee, with respect to all other solicitation methods, should determine if the BAFO process will be conducted and which respondents are within the competitive range for receipt of the State’s BAFO request.



· The solicitation coordinator, with respect to an ITB, or the evaluation committee, with respect to all other solicitation methods, may restrict the BAFO negotiations to a single respondent or engage in a multi-party BAFO negotiation. 



·  BAFO’s are best conducted using only those respondents within the competitive range.  Any respondent deemed non-responsive or non-responsible or not within the competitive range may be excluded from participation, which shall be documented in the solicitation file. 



· The content of the BAFO request may come from questions proposed by the solicitation coordinator, with respect to an ITB, or the solicitation coordinator in consult with the evaluation committee, with respect to all other solicitation methods.



· The solicitation coordinator, with respect to an ITB, or the evaluation committee, with respect to all other solicitation methods,  may request that a proposer readdress important aspects of the proposal such as but not limited to implementation schedule, level of support, amount of resources proposed, terms and conditions or cost.



· The solicitation coordinator will dispatch the BAFO request stating the elements to be covered and defining the date and time the BAFO must be returned.



· All communication to and from respondents regarding the BAFO solicitation shall be coordinated by the solicitation coordinator.



· All responses to the BAFO shall be returned to the solicitation coordinator.



· BAFO’s submitted after the deadline shall not be considered. Only the original and most recently submitted responses may be considered for evaluation.



5.12.3.2.	Content and structure of Solicitations utilizing a BAFO Process.



All solicitations utilizing a BAFO process shall contain the following:



· Best and final solicitations shall contain specific information on what is being requested. Enhanced core components of the solicitation may be solicited; however, the integrity of the scope of the original solicitation must be maintained.  Respondents may be asked to provide additional clarification to specific sections of their response and to rework their proposal content or cost proposal.



· Best and final solicitations shall include submission requirements with time lines. 



· Best and final solicitations shall contain specifics on how the offers will be evaluated and outline the process that will be used to determine the successful proposer.



· The solicitation coordinator with respect to an ITB or the evaluation committee with respect to all other solicitation methods will evaluate submissions of the BAFO and rescore the original response based entirely on the content of the BAFO submission.



· Respondents are not required to submit a BAFO and may submit a written response stating that their response remains as originally submitted. 



· Requests for best and final offers shall not identify either the current rank of any of the respondents or the lowest costs currently proposed. 



· Respondents may be requested to make an oral presentation regarding their BAFO. 



· The solicitation coordinator with respect to an ITB or the evaluation committee with respect to all other solicitation methods will have full discretion to accept or reject any information submitted in a BAFO. 



5.12.3.3.	Scoring of BAFOs.



· The solicitation coordinator, with respect to an ITB, or the evaluation committee, with respect to all other solicitation methods,  should score the responses after receipt of the BAFO responses. 



· All scoring worksheets (e.g., original evaluation scores, best and final scores, etc.) should be retained for inclusion in the procurement file. Scores for the BAFO responses should be entered into a new score sheet/summary worksheet by the solicitation coordinator.



	




5.13.	Notice of Intent to Award.



5.13.1.		Recommendation and Award. 



All contract awards should be on terms and conditions in the best interests of the State.  Upon completion of the evaluation and any negotiations, responses will be ranked according to the total score assigned to each, in descending order. The respondent with the lowest cost of the responsive and responsible respondent with respect to an ITB, or the highest rated evaluation response, with respect to an RFP, is the respondent who should be recommended for award. The solicitation coordinator, with respect to an ITB, or the evaluation committee, with respect to all other solicitation methods, should send their recommendation, together with all working documentation, to the Chief Procurement Officer or his or her designee. 

The recommendation should be reduced to writing and include the reasons for selecting the respondent and should include any complete score sheets or pricing matrixes used in the award. The apparent awarded respondent will be contacted in writing by the Central Procurement Office in the form of an intent to award. 



5.13.2.		Tied Responses – Resolution.



A tie exists when two or more respondents offer goods or services that meet all specifications, terms and conditions at identical prices including cash discount offered for prompt payment. A tie will be broken by considering the following factors, in descending order:





· First preference shall be given to a “Tennessee Respondent.”  Pursuant to Tenn. Code Ann. § 12-3-1113(c)(2), a “Tennessee Respondent” means a business that is:





	o	Incorporated in this State;





	o	Has its principal place of business in this State; or





	o	Has an established physical presence in this State.





· Second preference shall be given to certified DBE respondents.





· Third preference shall be given to the respondent who was the low cost respondent on other items being bid for the same requisition.





· Fourth preference shall be given to the respondent who offers the best delivery. 



· Fifth preference shall be given to further negotiations to break the tie.



· If a tie remains, it shall be broken by lot or coin toss.





5.13.3.		Sole Source or Proprietary Contract Awards.



All Special Contract Requests to award a sole source or proprietary contract shall first be approved by the Chief Procurement Officer and be accompanied by sufficient documentation supporting the request.  When it becomes apparent pursuant to a competitive procurement that the source of supply of the good or service at issue involves sole source or proprietary rights, the Chief Procurement Officer shall approve the contract award.  Additional State approvals of the contract may be required pursuant to Section 5.15.3 of this Manual.



5.13.4.		Notification of Selected and Non-selected Respondents. 



The solicitation coordinator shall notify the selected respondent and non-selected respondents of the intent to award by providing all respondents with a copy of the intent to award sent to the awarded respondent.



5.14.	The Open File Period.



The solicitation coordinator should have a complete file available to the public before the notice of intent to award is sent out, which begins the open file period.  The procurement file should contain, at a minimum, a copy of the solicitation, relevant correspondence between the solicitation coordinator and any respondents, responses to the solicitation, including clarifications and information gathered at oral presentations as applicable, score sheets, relevant spreadsheets used in analyzing the technical responses and cost proposals, all responses to target price or BAFO negotiations, and the intent to award letter sent to the awarded respondent.



5.15.	Activities Required Before the Contract Effective Date



All activities in this Section must be completed before a contract’s effective date.  A contract is not effective until all of the activities in this Section have been completed.   If the activities in this Section are not completed before a contract’s effective date, then the CPO may request that the contract be resubmitted with a new effective date.  In no event shall the procuring State Agency request goods or services before the contract’s effective date.



5.15.1.		Contract Award.



Once the open file period has passed and no protests have been received, the solicitation coordinator may begin the award process in Edison with respect to an ITB.  Awards of contracts pursuant to other procurement methods shall be conducted outside of Edison in accordance with the Rules, Central Procurement Office Policy and this Manual.



5.15.2.		Edison.



The solicitation coordinator is responsible for all necessary uploading of contracts to be routed for approvals in Edison.  For specifics as to Edison requirements relating to contract awards, the solicitation coordinator should consult the appropriate Edison manuals for procurement of goods or services.



		5.15.3.		Contract Approval.



5.15.3.1.	 Approval by State Officials.



The solicitation coordinator is responsible for obtaining all necessary approvals prior to a contract’s effective date. (A) Statewide Contracts must be approved by the following:  (i) awarded respondent; (ii) solicitation coordinator; and (iii) Chief Procurement Officer or designee.  (B) Agency Term Contracts must be approved by the following: (i) awarded respondent; (ii) Agency budget officer or designee; and (iii) Agency head or designee.  The Central Procurement Office (“CPO”) does not review Agency Term Contracts for fifty thousand dollars or less ($50,000) unless the contract involves a Rule Exception Request or Special Contract Request. Agency Term Contracts that are not subject to Central Procurement Office review will still be set to approved in Edison by authorized CPO personnel. Certain types of procurements and contracts require additional approvals, as specified in the chart below.



		Contract Subject Matter

		Required Approval or Endorsement



		· Information technology

		STS Endorsement



		· Medical/mental health-related professional, pharmaceutical, laboratory, or imaging

		F&A eHealth Initiative Endorsement



		· Contract between State Agencies that includes provisions for cooperative programs; 

· Provision for State legal consultation services

		Governor



		· Provision for State legal consultation services

		Attorney General[footnoteRef:1] [1:   See Tenn. Code Ann. § 8-6-106.] 




		· Contract with an individual;

· Contract that involves training State employees (except training pursuant to an information technology system procurement);

· Services relating to the employment of current or prospective State employees

		Human Resources Commissioner



		· Contract that involves engineering or architectural services relating to an improvement (including demolition) to real property in which the State of Tennessee has an interest

		State Architect



		· Delegation of procurement or contract authority by the Chief Procurement Officer;

· Procurements and contracts for goods and services where authority exists under both the SBC and CPO to procure and contract;

· Procurements and contracts for auditing services;

· Cooperative agreements as provided in  Tenn. Code Ann. § 12-3-512;

· Fee-For-Service procurements or contracts with a maximum liability > $5,000,000;

· Grant contracts with a maximum liability > $5,000,000;

· Fee-For-Service procurements or contracts for new or replacement information systems and technical infrastructure projects for goods and services > $500,000;

· Procurements or contracts utilizing competitive or non-competitive negotiations with a maximum liability > $250,000;

· Revenue procurements or contracts;

· No-Cost procurements or contracts;

· Procurements or contracts with a term > 60 months (5 years);

· Procurements or contracts that propose to limit liability to < 2 times the maximum liability;

· Procurements or contracts that propose to change the Records, Annual Report, Audit, or Monitoring clauses;

· Procurements or contracts that allow for the negotiation of a necessary, mandatory, or standard contract clause;

· Procurements allowing evaluation of the cost proposal prior to or contemporaneously with evaluation of the technical proposal;

· Procurements or contracts containing an automatic price escalator; and

· Such other procurements, contracts or other items as may be directed by the Commissioner of Finance and Administration or by the Commission. 

		Comptroller of the Treasury[footnoteRef:2] [2:   Pursuant to Tenn. Code Ann. § 4-56-108(b), without limitation of the audit authority of the comptroller of the treasury, the comptroller is authorized to examine any documents under the authority of the chief procurement officer. ] 




		· All requests to procure goods or services by negotiation with a single service provider having a term of more than one (1) year or which contain term extension language authorizing a term of greater than one (1) year AND a cumulative value of $250,000 or more; and

· All amendments to a contract, whether competitively or noncompetitively procured, meeting the above term and dollar threshold requirements where the amendment: 1) increases or decreases the maximum liability, 2) extends or shortens the contract term, 3) changes the entity or name of the entity with which the State is contracting, or 4) otherwise changes an original contract or amended contract in a substantive manner.

		Fiscal Review Committee[footnoteRef:3] [3:   Under Tenn. Code Ann. § 4-56-107(b)(4), the Fiscal Review Committee, pursuant to its jurisdiction under § 3-7-103(a), is authorized to review any other State contract or contract amendment regardless of whether the contract or contract amendment meets the requirements of § 4-56-107(b)(1).] 










5.15.3.2.	Fiscal Review.



Certain contracts or amendments to certain contracts must be contemporaneously filed with the Central Procurement Office, Office of the Comptroller, and the Fiscal Review Committee of the General Assembly for review.  This includes, but is not limited to, the following:  



· All proposed noncompetitive contracts with a term of greater than one year or containing a provision authorizing a contract renewal beyond one year, and having a cumulative value of $250,000 or more;



· Any amendment to a contract described above, whether originally procured competitively or noncompetitively which:



· Increases or decreases funding;



· Extends or shortens the contract term;



· Changes the entity or name of the entity with which the State is contracting; or



· Otherwise changes an original or amended contract in a substantive manner.	

			

			5.15.3.3.	Click-wrap Agreements.

For any and all purchases of goods and services of information technology by the State, no State employee shall have the actual authority or apparent authority to enter into any Click-wrap Agreements on behalf of the State without the approval of the Central Procurement Office and the Strategic Technology Solutions (“STS”).  No State employee has the authority to modify, amend, or supplement a current contract through a Click-wrap Agreement.  A current contract can only be modified, amended, or supplemented under its terms or through an amendment, reduced to writing, and approved in accordance with Central Procurement Office rules, policies, and procedures.  A Click-wrap Agreement entered into contrary to this section shall be considered non-binding upon the State.  

5.16	Memoranda of Understanding

If a contract allows for the addition of lines, items, or options through a Memorandum of Understanding (“MOU”), procurement professionals should follow the process below.

· Using a document provided by the Central Procurement Office, the Agency procurement professional writes specifications for the desired goods or services that are within the scope of the contract, but were not included in the original contract.

· A member of the Central Procurement Office’s Sourcing Team or Category Team will research the Agency’s request to determine if the lines, items, or options should be added to the contract. In making this determination, the Central Procurement Office considerations will include, but not be limited to:

· Estimated purchase volume of the lines, items, or options;

· Frequency of purchase of the lines, items, or options;

· Contractor’s ability to provide the lines, items, or options; 

· Anticipated spend related to the requested lines, items, or options; and

· Whether the lines, items, or options currently on the contract meet the Agency’s needs.

· If the Sourcing or Category Team member determines that the lines, items, or options should be added to the contract, he or she will benchmark pricing for the proposed lines, items, or options. After benchmarking the proposed lines, items, or options, the Sourcing or Category Team member will negotiate with the contractor to obtain competitive pricing.

· If the Sourcing or Category Team member is unable to secure prices at or below fair market value pricing, he or she will consult the requesting Agency to discuss alternate ways to meet the Agency’s need.  If adding the lines, items, or options using a MOU is the best way to meet the Agency’s need, the Sourcing or Category Team member shall include documentation of the decision in the business case.

· Whenever items, lines, or options are added to a contract through a MOU, the Sourcing or Category Team member assisting the Agency must prepare a business case that:

· Summarizes the steps taken to add the lines, items, or options;

· Includes a justification for adding the lines, items, or options; 

· Describes the due diligence taken to ensure that obtaining the lines, items, or options through an MOU will result in terms, conditions, and pricing that are in the State’s best interests and consistent with the marketplace; and

· Is reviewed, approved, and signed by a Central Procurement Office staff person who did not prepare the business case and has the proper level of signatory authority according to the chart below. 

· The Comptroller of the Treasury will review and approve all business cases supporting the use of the MOU process. 

· The Central Procurement Office will document all approved MOUs in a spreadsheet. In any month that a MOU is approved, the Central Procurement Office will send the MOU spreadsheet to the Comptroller by the last business day of the month. 

		Signatory Authority Levels



		Position

		 Contract’s Estimated Liability or Maximum Liability



		Category Specialist, Sourcing Analyst, or Sourcing Account Specialist

		up to $5 million*



		Team Lead

		up to $10 million



		Dir. Cat. Mgmt., Dir. Sourcing, or Dep. Dir. Cat. Mgmt.

		up to $20 million



		Chief Procurement Officer

		more than $20 million



		*Reference the individual delegated signatory authority worksheet









5.17	Contract Amendments, Renewals, and Cancellations.



Amendments and renewals must follow the same approval process as that of the original, or base, contract.  The termination of a contract, for any reason, must be approved by the Chief Procurement Officer (or designee) and filed with the Office of the Comptroller.	



5.18.     The Procurement File



A procurement file shall be maintained for every solicitation. Such file shall include, but is not limited to, the following documentation, if applicable:



· A copy of the solicitation and any amendments or clarifications thereof;



· A copy of any approved Rule Exception Request;



· Any Conflict of Interest Disclosure documentation;



· Any evaluator attestations;



· A list of all vendors solicited to participate in the procurement;



· A copy of each evaluated response;



· A copy of each evaluation sheet;



· A copy of any clarifications sent to respondents;



· A copy of any negotiations (including BAFOs and Target Pricing);



· A copy of all correspondence between the vendor and the State regarding clarifications or negotiations;



· Any Cost Proposal and Scoring Guide or Bid Abstracts and Bid Analysis with the total evaluation cost amount and score for each evaluated response;



· Any completed Proposal Score Summary Matrix;



· A copy of all technical scores;



· A copy of all cost scores;



· A copy of all SME reports;



· The Evaluation Notice/File Open for Inspection letter;



· A copy of the protest procedures and the exact dollar amount of the Protest Bond;



· Documentation of any decision to determine a response bypassed or non-responsive;



· Any correspondence or documentation detailing the evaluation process, clarifications,  and negotiations; and



· A copy of any pre-proposal conference and site-visit sign-in sheets.



6. Exceptions to Competitive Procurements.



6.1.	Emergency Purchases.



The Chief Procurement Officer must approve all non-competitive emergency purchases. 



6.1.1.	Description of Emergency Purchases.



An Emergency Purchase may occur when there is a serious and unexpected situation that poses an immediate risk to health, life, property or environment which calls an agency to action; such action entails the need to secure goods or services to carry out an emergency response. In such situations, competition should be engaged when practicable, but this policy recognizes that some emergencies are such that the exigencies of the situation may not allow for a competitive procurement.

		





6.1.2.	Conditions of Use for Emergency Purchases.



Conditions of use for an Emergency Purchase may include, by way of example only, natural disasters, hazardous material spill or systems failure.  An Emergency Purchase does not require the declaration of a state of emergency.  Poor planning (e.g., failure to manage contract beginning dates or expiration dates) or the expiration of funds (e.g., expiration of federal funding for a project), however, do not constitute an emergency.  These circumstances may require immediate action and may justify use of another non-competitive procurement method, but not an emergency purchase.



		6.1.3.	Emergency Purchase Approval Process & Written Documentation.



The Chief Procurement Officer may delegate emergency purchase authority to a State Agency to meet emergencies arising from any unforeseen cause, including, but not limited to, delays by contractors, delays in transportation, unanticipated work volume, acts of God or systems failures. Such delegations must not conflict with an activated Tennessee Emergency Management Agency (TEMA) declared emergency. 



Delegated State Agencies may procure goods or services via the emergency purchase method of procurement in accordance with the Rules or Central Procurement Office Policy. State Agencies should make emergency purchases through the Edison System and submit in writing to the Central Procurement Office the following information when requested by the Central Procurement Office:



· The circumstances leading to the emergency purchase;



· The Procurement-related actions taken in response to the emergency, including procurement methods used;



· A complete list of goods or services procured, including prices paid and total purchase amount; and



· As applicable, additional purchases expected, including expected price and total purchase amount, as of the time of the report.



· 
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Prior authorization of the Chief Procurement Officer is required for emergency purchases. The request for authorization may be approved in a true emergency or as the only method of payment for commodities and services ordered by the State Agency for reasons including improper planning, utilizing an improper purchasing method, and contract expiration. The procedure for obtaining an Emergency Purchase Authorization is as follows:



· The State Agency shall enter a direct entry purchase in Edison.



· The State Agency shall document in Edison justification for the emergency purchase.



· The State Agency shall contact the Chief Procurement Officer for emergency purchase authorization. In lieu of delegating the emergency purchase authority, the Chief Procurement Officer may elect to procure the goods or services through the Emergency Purchase Procedure. 



· The State Agency must secure three (3) competitive responses, if practicable, and record the bids in Edison or provide justification for obtaining fewer than three (3) responses. If a sole source procurement, the State Agency must provide the justification required for the use of a sole source method of procurement. 



· The State Agency shall obtain diversity information from the vendor recommended for award. This information must be entered in Edison. 



Given the nature of the emergency and if practicable under the circumstances, agencies must actively solicit bids from minority-owned, woman–owned, service-disabled veteran-owned, businesses owned by persons with disabilities and small businesses. A current listing of active and certified diverse enterprises can be found on the Governor’s Office of Diversity Business Enterprise Intranet website at www.tn.gov/businessopp/.  When bids are not obtained from minority-owned, woman–owned, service-disabled veteran-owned, businesses owned by persons with disabilities or small businesses, agencies shall fully document their good faith effort to solicit bids from such businesses.



6.1.5.	Emergency Purchase Disapproval.



If an emergency purchase authorization is denied, the CPO will advise the State Agency as to the appropriate procedure to secure the goods or services requested.



6.1.6.	Central Procurement Office Emergency Purchases.



An Edison one-time Requisition or Emergency Purchase request entered by the agency may be processed in compliance with the Rules, Central Procurement Office Policy or this Manual. Agencies must provide the Central Procurement Office with information regarding the emergency circumstances. If approved, the Central Procurement Office may utilize expedited purchase procedures including short closing dates, an informal emergency solicitation process or other authorized means. 



6.1.7.	Extraordinary Emergency Purchase.



Should emergencies affecting the health or safety of any person occur during periods when Central Procurement Office personnel are not available, any State Agency is authorized to contract for any commodity or service without prior Emergency Purchase Authorization. The State Agency shall report such purchases to the CPO as soon as practicable. The procedure for "after the fact" authorization is the same as previously described for prior emergency authorization.



6.2.	Sole Source Procurements.



6.2.1.	Written Justification Required.



A sole source procurement is one where only one vendor possesses the unique and singularly available capability to meet the requirement of the solicitation, such as technical qualifications, ability to deliver at a particular time, or services from a public utility or a situation where a particular supplier or person is identified as the only qualified source available to the requisitioning authority.  A sole source procurement must be approved by the Chief Procurement Officer and the justification for awarding a sole source contract must be in writing.  While not an exhaustive list, justifications for sole source procurements include:



· Only one company has the good or service that will meet the State’s needs;



· Compatibility of existing equipment or products is at issue;



· The good or service is covered by one or more patents or copyrights;



· Continuity of results is absolutely dependent upon the specific good or service;



· The supplier possesses exclusive capabilities for the good or service at issue that are not obtainable from similar suppliers;



· An unusual or compelling urgency exists; or



· State users have extensive training or experience and use of similar goods or services would require significant reorientation and training.



		6.2.2.	Sole Source Procurement Approval Process.



A State Agency that requests utilizing a sole source method of procurement must provide written justification to the Central Procurement Office prior to awarding a contract and beginning the contract approval process.  Only the Chief Procurement Officer or his or her designee can approve the use of a sole source method of procurement.  Upon approval by the Chief Procurement Officer or his or her designee, the sole source procurement may be made without following competitive procurement procedures. A written quote should be obtained from the sole source vendor of goods or services and a purchase order will be issued without utilizing a competitive procurement method.  The Central Procurement Office shall report approved Sole Source Procurements to the Comptroller of the Treasury in the form of a quarterly report.  Sole source procurements shall be made by contract in accordance with the Rules, Central Procurement Office Policy, and this Manual.  Competitive purchasing methods or negotiations to ensure competition should be used when practicable.  



		6.2.3.	Chief Procurement Officer Approval of Sole Source Procurements.

The Chief Procurement Officer in approving the use of a sole source method of procurement shall consider the following:



· Whether the vendor possesses exclusive or predominant capabilities or the item or service contains features providing a superior utility not obtainable from similar vendors;



· Whether the product or service is unique and available from only one source;



· Whether the program requirements can be modified so that competitive products or services may be used; and



· Whether items must be interchangeable or compatible with in-place items. 



6.2.4.	Required Agency Documentation.

	

Any State Agency seeking to obtain goods or services through a sole source method of procurement must first obtain approval to do so from the Chief Procurement Officer.  The agency, prior to using a sole source procurement, shall provide: (1) a Special Contract Request using the template on the CPO website: (2) any documents supporting the Special Contract Request or responding to the CPO’s request for additional documentation; and (3) a letter from the vendor stating that it has the exclusive rights to provide the goods or services if the basis for the sole source request is that the vendor has the exclusive rights to provide the goods or services. The vendor’s letter must also include diversity information, as required by the Central Procurement Office. 



Only after the Chief Procurement Officer’s approval may a State Agency proceed with a sole source procurement.



6.3.	Proprietary Procurements.



6.3.1.	Description of Proprietary Procurements.



A Proprietary Procurement is a procurement where competition is restricted to authorized distributors of certain goods or services.  



6.3.2.	Conditions of Use for Proprietary Procurement.



The circumstances justifying a proprietary procurement include:



· Compatibility of existing equipment or products is at issue;



· The good or service is covered by one or more patents or copyrights;



· Continuity of results is absolutely dependent upon the proprietary good or service at issue; or



· State users have extensive training or experience and use of similar goods or services would require significant reorientation and training.



6.3.3.	Proprietary Procurement Approval Process.



All Special Contract Requests for Proprietary Procurements, with accompanied justification and circumstances for limiting competition to a select group of distributors or suppliers, must be submitted to the Chief Procurement Officer for approval prior to the draft or issuance of any associated procurement document.  All other approvals for the selected procurement method still apply.



6.4.	Local Purchases.



There are two types of Local Purchase authority: (1) Small Purchases; and (2) Informal Purchases.  The limitations, requirements and procedures for each are set forth below.



	6.4.1.	Small Purchases.



6.4.1.1.	Description of Small Purchase.



State procurement professionals are encouraged to use competitive methods whenever practicable.  State Agencies may utilize a Small Purchase authority without soliciting quotes or proposals from multiple vendors when the total value of a contract or a purchase will cost less than such amounts approved by the Procurement Commission.    State procurement professionals shall also perform due diligence to ensure that the State is procuring goods and services on terms, conditions, and pricing that is in the State’s best interests.  All due diligence performed by a state procurement professional, such as benchmarking of pricing, shall be documented for small purchases from $5,000.01 to $10,000.00.  State procurement professionals shall follow Manual, Section 5.4.2., to identify prospective vendors of goods or services.  Moreover, State procurement professionals shall consult Section 10.1 of the Manual and actively solicit goods or services from minority-owned, woman-owned, service-disabled veteran-owned, businesses owned by persons with disabilities, and small businesses when possible.  Agency purchasing professionals shall obtain the Chief Procurement Officer’s prior approval for procuring goods or services from sources other than a Statewide Contract when the goods or services to be procured are available from an existing Statewide Contract.  In allowing a State Agency to purchase other than “off” of a Statewide Contract, the Chief Procurement Officer may consider, by way of example only, a Contracting Party’s past performance, timeliness of performance (e.g., inability to supply the needed goods or services within the timeframe prescribed by the State Agency, etc.), the Contracting Party’s ability to supply the goods or services (e.g., by having a source of supply of the requested goods or services), pricing, quality or compatibility concerns.  See Manual, Section 10.4. Purchases Made “Off” Statewide Contract.  See also Policy Number 2013-004, Central Procurement Office Contract Management Policy and Procedures, Section 4.2.3.



6.4.1.2.	Conditions of Use for Small Purchase.



Small purchase authority may be used for goods or services not exceeding such amounts approved by the Procurement Commission.  It is important to note that no procurement shall be artificially divided or split in order to fall within such amounts approved by the Procurement Commission.  Similarly, if purchases that fall within the small purchase authority are of a recurring nature and the aggregate total exceeds such amounts approved by the Procurement Commission, the contract is presumed to exceed the small purchase authority and a competitive procurement method must be used (e.g., RFP, ITB or informal quotes).



6.4.1.3.	Small Purchase Approval Process.



Small Purchases of a State Agency must be approved by the contract manager, or such other person designated by the State Agency, prior to communication or issuance of a contract or purchase order to a vendor of goods or services.



6.4.2.	Informal Purchases



			6.4.2.1.	Description of Informal Purchase.



State procurement professionals shall use competitive methods whenever practicable.  State Agencies may utilize their Informal Purchase authority by soliciting quotes or proposals from at least three (3) vendors when the total value of a contract or a purchase will cost less than such amounts approved by the Procurement Commission.  A current website, catalogue, price list, or price available at retail to the general public may count as a quote.  A Special Contract Request is not required if the procurement professional undertakes reasonable efforts to obtain the requisite three (3) quotes and these efforts have been sufficiently documented to the procurement file.   State procurement professionals shall also perform due diligence to ensure that the State is procuring goods and services on terms, conditions, and pricing that is in the State’s best interests.  All due diligence performed by a state procurement professional shall be documented and made a part of the procurement file.  State procurement professionals should follow Manual, Section 5.4.2, to identify prospective vendors of goods or services.  State procurement professionals should also consult Section 10.1 of the Manual and actively solicit goods and services from minority-owned, woman-owned, service-disabled veteran-owned, businesses owned by persons with disabilities, and small businesses when possible. Agency purchasing professionals shall obtain the Chief Procurement Officer’s prior approval for procuring goods or services from sources other than a Statewide Contract when the goods or services to be procured are available from an existing Statewide Contract.  In allowing a State Agency to purchase other than “off” of a Statewide Contract, the Chief Procurement Officer may consider, by way of example only, a Contracting Party’s past performance, timeliness of performance, the Contracting Party’s ability to  supply the goods or services, pricing, quality or compatibility concerns.  See Manual, Section 10.4. Purchases Made “Off” Statewide Contract.  See also Policy Number 2013-004, Central Procurement Office Contract Management Policy and Procedures, Section 4.2.3. 



6.4.2.2.	Conditions of Use for Informal Purchase Authority.



Local purchase authority may be used for goods or services not exceeding such amounts approved by the Procurement Commission.  It is important to note that no procurement s hall be artificially divided or split in order to fall within such amounts approved by the Procurement Commission.  Similarly, if purchases that fall within the informal purchase authority are of a recurring nature and the aggregate total exceeds such amounts approved by the Procurement Commission, the contract is presumed to exceed the informal purchase authority and a competitive procurement method must be used (e.g., RFP, ITB or informal quotes).



6.4.2.3.	Informal Purchase Approval Process.



Informal Purchases of a State Agency must be approved by the contract manager, or such other person designated by the State Agency, prior to communication or issuance of a contract or purchase order to a vendor of goods or services.



			6.4.3.	Small and Local Purchase Thresholds.



The Procurement Commission has approved the following small and informal purchase authorities as follows:
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6.5.	Utility Contracts.



The Central Procurement Office shall purchase or contract for all telephone, telegraph, electric light, gas, power, postal, and other services for which a rate for the use thereof has been established by a public authority in such manner as the Chief Procurement Officer deems to be in the best interests of the State of Tennessee.  Each such purchase or contract shall be made on a competitive basis, where practicable, in accordance with the Rules or Central Procurement Office Policy.  If the Chief Procurement Officer determines that such a purchase is only available from a single source, the use of a sole source method of procurement shall be utilized.



6.6.	Reverse Auction Process.



6.6.1.	Purpose.



The Central Procurement Office shall follow these procedures to achieve maximum competition among qualified respondents and to obtain the highest level of quality at the lowest price for goods or services utilizing procedures that promote competition to the greatest extent possible. 

   		

		6.6.2.	Criteria for Use.



The State may elect to utilize the reverse auction procurement method when all of the following are true:



· The minimum dollar value of a response exceeds $100,000.00.



· Requisition line items are fewer than ten (10), which will support a dynamic online response environment.



· The number of approved online respondents exceeds five (5).



· The number of prospective respondents on the state vendor registry is adequate to support qualifying the minimum five (5) respondents.



· Similarity and accuracy of NIGP categories codes exist.



· The number of NIGP product sub-categories is three (3) or fewer.



· Product equivalents or generic specifications are available.



· The prospective respondents have a widely available distribution network.	



· The State has fewer than seven (7) end user delivery locations.	



6.6.3.	Process Overview.



The reverse auction event is a competitive real time internet procurement process that allows purchase orders and contracts to be awarded to the respondent or respondents offering the lowest price.  Responding to a reverse auction one-time purchase or contract is open to all respondents who submit a Reverse Auction Qualification Summary Response (the “summary”) by the designated deadline. This summary will contain all of the details associated with the event such as qualification requirements, scope, specifications, terms and conditions and details regarding the auction process and associated deadlines. 



After reviewing all summaries submitted to determine qualification, each qualified prospective respondent will be added to a list of approved respondents to be used by the Central Procurement Office for password assignment in Edison. All prospective respondents submitting a summary will be notified as to whether or not they have been approved to participate in the reverse action. Those qualified prospective respondents will be sent information regarding the pre-response conference, where details about the solicitation event will be discussed.



At the pre-determined time of the event, approved prospective respondents will sign in to Edison to submit their responses in an auction type format, competing for the lowest price. All participants will see the lowest response as it is being submitted, but the identity of the respondent will remain anonymous. The solicitation coordinator will receive responses until the designated ending time for the event.  Edison allows for the response submittal time to be extended based on the time of the last response submitted. This choice will be discussed at the pre-response meeting. An award will be made to the lowest responsive and responsible prospective respondent based on their adherence to the response requirements as defined in the event summary. 



The reverse auction process encompasses two phases: (a) issuance of pre-qualification documents that include requirements, specifications, terms and conditions, etc. and; (2) the online auction event itself. 



6.6.4.	Application.



The following is a list of factors to consider when determining whether or not to conduct a reverse auction procurement method:



· The Solicitation coordinator has reviewed the purchase request and in conjunction with his or her team lead and has determined that conducting a reverse auction may be suitable to achieve the best value to the State. 



·  After determining that reverse auction is suitable, the Solicitation coordinator will submit a business case detailing the category, specifications and requirements to their respective Director for approval.



· The reverse auction process will not be used to procure construction, architectural or professional services as limited by statute.



6.6.5.	Reverse Auction Requirements.



6.6.5.1.	Reverse Auction Announcement.



The solicitation coordinator should provide notice of reverse auction procurement (the “reverse auction announcement”) to prospective respondents who provide the goods or services to be procured. The reverse auction announcement should also include the summary, which will provide details on the requirements. This summary should be completed and returned to the Central Procurement prior to the due date specified in the event. A deadline for submittal of responses to the summary will be provided within the solicitation.  The following are some general response requirements the reverse auction announcement will contain:



· Information about the state’s chosen method of procurement and the process involved to determine participation. 



· Instructions governing communications, including but not limited to instructions for submitting questions and posting answers electronically and or date, time and location of the pre-response meeting;



· A description of the scope of goods or services to be purchased along with specifications, terms and conditions, bond requirements (if any), delivery information and an estimated start date for any contract resulting from an award. 



		6.6.6.	Qualified Participants.



The Central Procurement Office will use information from the qualifications summaries to determine which prospective respondents meet the prequalification requirements for participation. The state reserves the right to exclude respondents who are deemed non responsive or not responsible.  Qualified prospective respondents will be notified of a date and time for a pre-response meeting and be sent documents needed to submit for Edison access along with detailed instruction sheets for auction participation. 



Qualified respondents will be encouraged to familiarize themselves with the Edison system and work through any firewall, server or otherwise communication issues well before the date of the reverse auction.  The Solicitation coordinator will be responsible for answering questions, helping with prospective respondent set up and all other needed assistance with preparation.



6.6.7.	Summary Submission.



6.6.7.1.	Conciseness.  



The Central Procurement Office discourages lengthy and costly response submittals.  Response submittals should be prepared simply and economically and provide a straightforward, concise description of the respondent’s capabilities to satisfy the requirements of the solicitation event. Emphasis should be on completeness and clarity of content.	

		

6.6.7.2.	Formatting.  

Respondents must follow all formats and address all portions of the response submittal providing all information as requested. Respondents may copy or duplicate any portion of the solicitation event for use in responding to the reverse auction announcement provided that the response submittal clearly addresses all of the Central Procurement Office’s information requirements. 



6.6.7.3.	Completeness.  



Respondents must respond to every subsection under the terms and conditions.  Respondents must label each response to the solicitation event requirements with the section and subsection numbers associated with the specific requirement in the event. Failure to follow the specified format or address all of the subsections may result in rejection of the response.



6.6.7.4.	Accuracy.  



Responses must not contain extraneous information.  All information presented in a response must be relevant in response to a requirement of the event, must be clearly labeled, and, if not incorporated into the body of the response itself, must be referenced to and from the appropriate place within the body of the Technical Response Submittal. Any information not meeting these criteria shall be deemed extraneous and shall in no way contribute to the evaluation process.



6.6.7.5.	Language and Attachments.  



Technical Response Submittals, if submitted in hard copy, shall be prepared on standard 8 ½” x 11” paper.  Foldouts containing charts, spreadsheets, and oversize exhibits are permissible.  All responses, as well as any reference material presented, must be written in English.  All response submittal pages must be numbered.






6.6.8.	Technical Response Submittal.



The Technical Response Submittal shall be divided into the following sections.  

Note: these sections may be modified to fit individual needs of a particular response. 



•	Transmittal Letter



•	Mandatory Qualifications



•	Financial and Credit information



•	General Qualifications



•	Experience



•	References



•	Technical Approach and Schedule



6.6.9.	Response Transmittal Letter.



The Technical Response Submittal must provide a written transmittal and offer of the response in the form of a standard business letter. The Response Transmittal Letter shall reference and respond to each subsection in sequence and may contain corresponding documentation as required. Each response submittal must meet the Response Transmittal Letter requirements and provide all required documentation.  A Response Transmittal Letter is mandatory, and failure to provide the information as required may result in the response being considered non-responsive and rejected.



The Response Transmittal Letter, on company letterhead, shall be signed by a company officer empowered to bind the prospective respondent to the provisions of the solicitation event and any resulting contract or purchase order awarded.  The Response Transmittal Letter shall provide the complete name and Social Security Number of the individual or the legal entity name and Federal Employer Identification Number and the vendor number assigned by the Central Procurement Office of the firm making the response submittal.  Additionally, the letter shall state whether the prospective respondent or any individual who shall perform work under the contract has a possible conflict of interest and the nature of that conflict. The Central Procurement Office reserves the right to make a determination whether the conflict is material and could potential influence the objectivity of the prospective respondent in performance of the contract.



The Response Submittal Letter shall state whether the prospective respondent or any individual who shall perform work under the contract has a possible conflict of interest and the nature of that conflict. The Central Procurement Office reserves the right to make a determination whether the conflict is material and could potential influence the objectivity of the prospective respondent in performance of the contract.  Ideally, this letter shall include an acknowledgement statement confirming the receipt of addendums by addendum number and date, if applicable.



If the prospective respondent is a legal entity (e.g., a joint venture, a partnership, or limited liability corporation), the prospective respondent is required to submit a detailed description of the relationship between the prospective respondent and any affiliates or partners and confirm the portions of the contract that will be performed by each affiliate or partner. 



		Response Qualifications shall include:



· Form of business (i.e. individual, sole proprietor, corporation, non-profit corporation, partnership, joint venture, Limited Liability Company, etc.),



· The address of the prospective respondent’s home office and other pertinent addresses and contact information.



· A description of the prospective respondent’s background, organizational history, size, and years in business, 



· Whether there have been any mergers, acquisitions, or sales of the prospective respondent’s company within the last ten (10) years (if so, an explanation providing relevant details),



· A statement as to whether the prospective respondent’s firm or any of its employees, agents, independent contractors, or subcontractors, to the best of the prospective respondent’s knowledge have been convicted of, pled guilty to, or pled nolo contendere to any felony; and if so, an explanation providing details, 



· If the prospective respondent enters “yes” to one or more of the four questions on the Standard Term and Condition titled “Vendor Responsibility”, the prospective respondent shall submit a statement as to whether there is any current litigation against the prospective respondent and the details of such.



· A statement of whether, in the last ten (10) years, the prospective respondent has filed (or had filed against it) any bankruptcy or insolvency proceeding, whether voluntary or involuntary, or has undergone the appointment of a receiver, trustee, or assignee for the benefit of creditors, and if so, an explanation providing relevant details.



6.6.10.		Mandatory Qualifications.



Technical Response Submittals shall provide responses and documentation, as required, which indicate that the prospective respondent has met the mandatory qualifications requirements. Any Technical Response Submittal which does not meet the mandatory requirements and provide all required documentation may be considered non-responsive, and the response may be rejected.  The technical submittal shall contain written confirmation that the Prospective respondent shall comply with all of the requirements and shall accept all terms and conditions of the solicitation event.  Any prospective respondent who fails to provide said confirmation without exception or qualification, the Central Procurement Office, at its sole discretion, may determine the response to be non-responsive and the response may be rejected.



6.6.11.		Mandatory Financial and Credit Information.



The prospective respondent must provide documentation that demonstrates sufficient financial strength and resources to provide the scope of services as required.  The audited financial statements must be prepared with all monetary amounts detailed in United States currency. These financial statements shall be prepared and audited under accounting principles generally accepted in the United States.  These financial statements must include the auditor’s opinion letter along with common sized balance sheets and income statements for the last three years of business.  In addition, financial statements shall include documentation disclosing the amount of cash flow from operative activities for the prospective respondent’s most current operating period and a detailed explanation of the factors contributing to any negative cash flows.  This documentation must include common size balance sheets and income statements for the last three years, prepared in accordance with generally accepted accounting principles.



Standard diversity language as used in all solicitation events shall also be included in the response transmittal letter.



		6.6.12.		Central Procurement Office Responsibility.



· Only those respondents on the qualified respondents list will be allowed to participate in the auction event.



· The solicitation coordinator will provide the necessary administrative support to ensure that the integrity of the auction event is not compromised.



· The solicitation coordinator will keep an event record, which will include the prices offered by the respondents. The event record will become part of the contract documents and a public record at the conclusion of the event.



· The Edison System will be configured such that a prospective respondent will not know the identity of competing respondents until the event has concluded.



· The solicitation coordinator will begin the event through electronic notification to all qualified respondents.



· Respondents may submit multiple prices during the event. The lowest price offered will become the price portion of the response.



· Responses must be submitted by, or under the direction of, an authorized representative of the prospective respondent (sign on and password) as designated in the qualifications summary.



· The auction event will have a scheduled stop time. The event may be extended if responses are received within a predetermined amount of time prior to the scheduled stop time. Specific procedures on time extension shall be contained in the event procedure manual that will be distributed to all qualified respondents.



· The event will conclude at either the scheduled stop time or the time at which all extensions are completed, whichever is later.




6.6.13.		Response Award.



After the conclusion of the auction event, the Central Procurement Office will consider the qualifications summary and the price offered during the auction event to determine the lowest responsive and responsible prospective respondent. The solicitation coordinator will begin the second phase of the evaluation process. Beginning with the low prospective respondent for the respective lot, the Agent will seek required samples, insurance documents, detailed product literature or any other information set forth in the qualification summary to evaluate the prospective respondent as being responsive and responsible.  The Central Procurement Office reserves the right to reject any and all responses, award partial contracts, or reject all responses when:



· Supplies or services are not in compliance with the requirements, specifications, and terms and conditions set forth in the reverse auction announcement; or



· Pricing offered is determined to be excessive in comparison with existing market conditions, or exceeds the available funds; or



· It is determined that awarding of any or all items will not be in the best interest of the state.



· An apparent low prospective respondent found not to be responsive or responsible shall be notified by the Central Procurement Office of that finding and the reasons for it. Such notification may be given by electronic means and should be provided at the beginning of the open file period.



· Written notice of the award shall be provided to the successful prospective respondent. Notice of award shall be made available to the public.



6.7.	Purchase Order Exemptions.



Due to the unique nature of the goods or services involved, the CPO will not require a Purchase Order to accompany payment requests for the enumerated items below.  



6.7.1.  Informal Purchases.



The items listed below do not require a Purchase Order or a contract if: 

(a) they are not available on a statewide or agency term contract; 

(b) they are supported by an invoice from the vendor of the goods or services; and,

(c) performance occurs in no more than ninety (90) days:

· Telephone bills

· Utility bills, including connection fees

· Postage charges in connection with use of postage meter machines owned or leased by the State

· Title insurance

6.7.2.  Small Purchases.



The items listed below do not require a Purchase Order or a contract if:

(a) they are not available on a statewide or agency term contract; 

(b) they are supported by an invoice from the vendor of the goods or services; 

(c) performance occurs in no more than ninety (90) days; and,

(d) the purchase does not exceed ten thousand dollars ($10,000):



· Landfill charges

· Books, periodicals, or publications 

· Advertisements, e.g., through sponsorships, radio, television, print, or internet 

· Freight charges not incurred in connection with the purchase of supplies or equipment

· Bonding fees

· Notary public fees

· Deed registration fees

· Court fees 

· Fees in connection with titles or title searches

· Building permits

· Meeting expenses, e.g., charges for reserving a meeting venue and expenses for refreshments served at meetings

· Vehicle rental while on approved travel

· Tuition, fees, and supplies for state employee training

· Chemical and pesticide samples tested by the Tennessee Department of Agriculture as required by federal or state law (individual purchases cannot exceed $200.00)

· Prescriptions for the emergency treatment of clients or wards of the State

· Late fees incurred under the Prompt Pay Act 

· Postage charges not in connection with a State leased or owned postage meter machine



6.8.	Cooperative Purchase Agreements.



6.8.1.	Purpose.



The Central Procurement Office is authorized to procure, participate in, sponsor, conduct or administer, with other states, local governments or multistate or multi-governmental coalitions, a Cooperative Purchasing Agreement for purchase of goods or services.  A Cooperative Purchase Agreement may include an option for other states or governmental entities that did not participate in the original Cooperative Purchasing Agreement procurement to participate in the Cooperative Purchasing Agreement.



6.8.2.	Scope.



The Central Procurement Office may enter into an existing Cooperative Purchasing Agreement or may act as the lead state with respect to a Cooperative Purchasing Agreement procurement by issuing a solicitation, receiving and evaluating solicitation responses and awarding one or more contract to one or more respondents.  The Cooperative Purchasing Agreement shall specify that each party is solely responsible for all purchases made under its terms.  A participating addendum or other authorizing documents shall be used with the Cooperative Purchasing Agreement to resolve any conflicts with Tennessee law, rules or Central Procurement Office policies.



6.8.3.	Procedure.



	6.8.3.1.     Participating in Existing Cooperative Purchasing Agreements.



Prior to entering into any contract awarded through a Cooperative Purchasing Agreement, the Central Procurement Office shall first determine whether the Cooperative Purchasing Agreement, or the underlying contracts making up the Cooperative Purchasing Agreement, was procured consistent with applicable Tennessee law.  If established by a competitive procurement process consistent with applicable Tennessee law, the Central Procurement Office will review the specifications and proposed terms and conditions of the contract to ensure that the Cooperative Purchasing Agreement does not contravene applicable Tennessee law.  The Central Procurement Office will also conduct all necessary market research and analysis to ascertain whether the pricing and terms and conditions are equal to or more favorable than those that Tennessee could procure by engaging in a separate procurement.



6.8.3.2.     Acting as Lead State.



The Central Procurement Office shall follow all policies and procedures as set forth in this Manual.  Any Cooperative Purchasing Agreement procured by the Central Procurement Office shall be available to Tennessee agencies, local governments, Tennessee higher education institutions, and states and local governments outside of Tennessee, except as otherwise provided in the Cooperative Purchasing Agreement.



6.8.3.3.     Decision Factors for Entering Into a Cooperative Purchasing Agreement.



The following factors may be considered when evaluating whether to utilize a Cooperative Purchasing Agreement versus procuring on the open market:



· The estimated volume of goods or services needed;



· Whether the Cooperative Purchasing Agreement provides standard 

	specifications or scope of services;



· The potential for cost savings by using the Cooperative Purchasing 

	Agreement;



· The time needed to establish the Cooperative Purchasing 

	Agreement;



· Whether there is a history of poor quality or difficulty in 

	developing specifications for the goods or services in Tennessee;



· If the Cooperative Purchasing Agreement was established by 

	competitive sealed responses;



· If other state agencies, local governments or institutions of higher 

education in Tennessee will utilize the Cooperative Purchasing Agreement; and,



· If the terms and conditions of the Cooperative Purchasing 

	Agreement are consistent with applicable Tennessee law.



6.8.3.4.     Supporting Documents.



A request by a procurement professional to have the State enter into a Cooperative Purchase Agreement or for the State to act as the lead state in a Cooperative Purchase Agreement should be submitted to the Chief Procurement Officer and supported by the following supporting documents as applicable:



· Details showing that the Cooperative Purchasing Agreement was a 

	result of full and open competition;



· A copy of the Cooperative Purchasing Agreement;



· A form of Participating Addendum or other authorizing document 

		in which the State is expected to sign; and



· A business case study that details why the Cooperative Purchasing 

Agreement is in the State’s best interests (e.g., pricing on equal or better terms and conditions than if the State had procured the goods or services in the open market by itself, greater quality or source of supply, justifications for entering into the Cooperative Purchasing instead of an open market procurement, etc).



6.9.   Meeting Expenses.

Meeting expenses may be procured under the same rules, policies, and procedures applicable for exercising Local Purchase Authority.  A Special Contract Request is only required if an Agency is exceeding its Local Purchase Authority.   All terms and conditions for space rental should be reviewed by Agency legal counsel if available; if not, CPO Legal.



7.	Managing the Relationship with the Contracting Party.



Once a contract has been awarded and duly approved, a contractual relationship exists between the State and the awarded respondent.  The procurement professional responsible for managing the contract should do all of the following:



· Maintain a detailed, written audit trail of all discussions and agreements.



· When documenting contracting party tasks, the operative phrase is “the contracting party shall.”



· Get a written commitment from contracting party team members, escalation, etc.



· Clearly define roles and responsibilities.



· The rules of engagement may include onsite attendance requirements if necessary, but if so, these requirements should be clearly communicated.



· Clearly define and communicate any implementation strategies.



· Reserve the right to review contracting party designs and request necessary changes.



· Request submittal of any project plans in advance for approval.



· Request submittal of test plans in advance for approval.



· Specify documentation required from the contracting party, including media and format.



· Specify support and maintenance to be provided the contracting party or the State.



· Prearrange change control processes and pricing to address scope creep.



· Specify that any training provided by the contracting party, the cost of which is not included in the contract price, must be preapproved by the appropriate State official.



8.	Protest and Stay of Award.



8.1.	Protest/Stay of Contract Award received by the CPO. 



Confirm statutory protest requirements have been met:



· The protesting party has filed a signed protest and bond within seven (7) days after the protesting party knows or should have known of the facts giving rise to the protest.

 

· Review form of bond and insure that it is at least 5% of lowest of the lowest cost response; or 



· The protesting party has made a timely request for bond waiver that meets all statutory requirements.



Respondents who have protested may also submit to the CPO a petition for stay of award.  A stay should be routinely granted unless declining to do so is necessary to protect substantial interests of the state to proceed with the award – if so, protest committee must approve denial of stay request.



8.2.	Confirm Receipt of Protest/Stay of Contract Award.

	Send letter to protesting party acknowledging receipt of protest.



8.3.	Preparation of Protest Binders/Delivery to Central Procurement Office.



8.3.1.	Protest Binder. 



The Central Procurement Office or State Agency shall prepare five (5) protest binders that include the following items: 



· Cover Page.



· Index - with tabs identified, for easy reference.



· Timeline of Relevant Events.



· Letter of Protest with Bond or Bond Exemption.



· Letter to Protester by CPO acknowledging receipt of protest.



· Agency Response to the Protest (submitted to the CPO addressing the issues raised by the Protest).



· Solicitation with Amendments.



· Technical & Cost Proposal submitted by the Best Evaluated Proposer.



· Technical response and cost proposals submitted by the protesting party.



· Evaluation notice with summary score matrix.



· Evaluator score sheets.



· Correspondence or communications log (as applicable).



· Any other documents that are part of the procurement file that solicitation coordinator feels are pertinent to the protest.



8.3.2.	Position Statements.



· Invite the Intended Awardee to submit a Position Statement in response to the Protest.



· The State Agency or any respondent to the solicitation shall be allowed ten (10) calendar days from receiving notice to file a written response to a protest.





8.3.3.	Protesting Party’s Reply.



The Protesting party shall have five (5) calendar days to respond to the position statement of the agency and any respondent.  The reply may not raise any new protest grounds.






8.3.4.	Schedule and Notice of Protest Hearing.



· Ask the solicitation coordinator to provide a list of interested parties that should be notified of the Protest Hearing date and time.  



· Include the names, title, and email address of such individuals.



· Confirm Invite List – e.g., all respondents, State Agency contacts and appropriate staff of the Central Procurement Office.



· Considerations for timing of protest hearing: current contract end date, will out of town respondents be attending, etc. 



· Notify all interested parties of hearing date, time, and location.



8.3.5.	Protest Hearing Decision Letter.



A protest is resolved and subject to review by the Protest Committee when the Chief Procurement Officer or his or her designee has sent a written notice of decision.  The Chief Procurement Officer has sixty (60) days to resolve a protest.  A protest not resolved within sixty (60) days is deemed denied on the 60th day after the protest is filed.  The protesting party, in such event, has seven (7) days to appeal the deemed denial of his or her appeal to the Protest Committee.



8.4	Debarment and Suspension.

8.4.1.	Statement of Policy and Purpose.

It is the policy of the Central Procurement Office to solicit responses from Respondents who are responsive and responsible and contract with vendors who conduct their business with high ethical standards.  Debarments or Suspensions may be imposed at the discretion of the Chief Procurement Officer in order to maintain the integrity of the procurement and contract management processes and to ensure public trust and confidence in the operations of the State.  If a Respondent or a Vendor is debarred or suspended, the Respondent or Vendor is debarred or suspended from procurements with the State or its Agencies under the Central Procurement Office’s authority, as specified by the Chief Procurement Officer.  Notwithstanding the foregoing, the existence of a cause for debarment does not necessarily require that the Respondent or Vendor should be debarred or suspended.  The seriousness of the Respondent’s or Vendor’s acts or omissions and any remedial measures or mitigating factors should be considered by the Chief Procurement Officer in making any debarment or suspension decision.

8.4.2.	Grounds for Debarment or Suspension.

A Respondent or a Vendor may be debarred or suspended if the Respondent or Vendor:

· Is presently debarred, suspended, proposed for debarment, or voluntarily excluded from participation in solicitations conducted by the State, local governments within the State, states other than Tennessee, local governments in a state other than Tennessee, or the federal government;



· Within a three (3) year period preceding the contract, has been convicted of, or had a civil judgment rendered against the Respondent or Vendor, from commission of fraud, or a criminal offense in connection with obtaining, attempting to obtain, or performing a public transaction or grant under a public transaction; violation of federal or state antitrust statutes or commission of embezzlement, theft, forgery, bribery, falsification or destruction of records, making false statements, or receiving stolen property;



· Is presently indicted or otherwise criminally or civilly charged by a government entity with commission of any of the offenses detailed above; and has within a three (3) year period preceding the contract had one or more public transactions terminated for cause or default; 



· Has been awarded a contract pursuant to a public procurement, but has repudiated the award made by the State, local governments within the State, states other than Tennessee, local governments in a state other than Tennessee, or the federal government;



· Has willfully breached any contract with the State, local governments within the State, states other than Tennessee, local governments in a state other than Tennessee, or the federal government; or



· Has exhibited a history or pattern of failure to perform, or of unsatisfactory performance of one or more contracts with the State, local governments within the State, states other than Tennessee, local governments in a state other than Tennessee, or the federal government.





8.4.3.	Debarment or Suspension Considerations.



Before arriving at any debarment or suspension decision, the Chief Procurement Officer should consider factors such as the following: 



· [bookmark: wp1083365][bookmark: wp1083366]Whether the Respondent or Vendor had effective standards of conduct and internal control systems in place at the time of the activity which gave rise to debarment or suspension or had adopted such procedures prior to any investigation of the activity cited as a cause for debarment or suspension. 



· [bookmark: wp1083367]Whether the Respondent or Vendor brought the activity cited as a cause for debarment or suspension to the attention of the appropriate government official in a timely manner. 



· [bookmark: wp1083368]Whether the Respondent or Vendor has fully investigated the circumstances surrounding the cause for debarment or suspension and, if so, made the results of the investigation available to the Chief Procurement Officer.



· [bookmark: wp1083369]Whether the Respondent or Vendor cooperated fully with the Central Procurement Office or State Agencies during any investigation or any court or administrative action. 



· [bookmark: wp1083370]Whether the Respondent or Vendor has paid or has agreed to pay all criminal, civil, or administrative liability or damages for the activity, including any investigative or administrative costs incurred by the State, and has made or agreed to make full restitution. 



· [bookmark: wp1083371]Whether the Respondent or Vendor has taken appropriate disciplinary action against the individuals responsible for the activity which constitutes cause for debarment or suspension. 



· [bookmark: wp1083372]Whether the Respondent or Vendor has implemented or agreed to implement remedial measures, including any identified by the State. 



· [bookmark: wp1083373]Whether the Respondent or Vendor has instituted or agreed to institute new or revised review and control procedures and ethics training programs. 



· [bookmark: wp1083374]Whether the Respondent or Vendor has had adequate time to eliminate the circumstances within the Respondent’s or Vendor’s organization that led to the cause for debarment or suspension. 



· Whether the Respondent’s or Vendor’s management recognizes and understands the seriousness of the misconduct giving rise to the cause for debarment or suspension and has implemented programs to prevent recurrence. 

[bookmark: wp1083375]

The existence or nonexistence of any mitigating factors or remedial measures such as set forth in this Section 8.4.3 is not determinative of a Respondent’s or Vendor’s present responsibility.  Accordingly, if a cause for debarment or suspension exists, the Respondent or Vendor has the burden of demonstrating, to the satisfaction of the Chief Procurement Officer, its ability to fulfill its present responsibilities and that debarment or suspension is unnecessary. 



8.4.4.	Continuing Duty to Disclose.



Respondents, or Vendors to whom a contract has been awarded must provide immediate written notice to the State if at any time the Respondent or Vendor learns that it has failed to disclose information that its principals, affiliates or subcontractors are any of the following: 



·  excluded or disqualified from contracting with the State, local governments within the State, states other than Tennessee, local governments in a state other than Tennessee, or the federal government; 

· debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from covered transactions by any federal or state department or agency; 

· convicted of, or had a civil judgment rendered against them from commission of fraud, or a criminal offense in connection with obtaining, attempting to obtain, or performing a public (federal, state or local) transaction or grant under a public transaction; violation of federal or state antitrust statutes or commission of embezzlement, theft, forgery, bribery, falsification, or destruction of records, making false statements, or receiving stolen property.  

· indicted or otherwise criminally or civilly charged by a government entity (federal, state, or local) with commission of any of the offenses detailed above;

· have had one or more public transactions (federal, state, or local) terminated for cause or default.






8.4.5.	Written Notice.



If the Chief Procurement Officer determines that a Respondent or a Vendor should be suspended or debarred from contracting with the State, the Chief Procurement Officer shall provide the Respondent or Vendor with written notice of the grounds for which the Respondent or Vendor is debarred or suspended from participating in State solicitations.  The notice shall also specify the period of time in which the Respondent or Vendor is debarred or suspended.  The Respondent or Vendor may, within seven (7) calendar days from when the notice of debarment or suspension was sent, request an informal hearing and provide a response to the CPO why the Vendor should not be debarred or suspended.  The decision of the Chief Procurement Officer will be final and shall not be subject to further administrative review.  



8.4.6.	Reinstatement or Reduction.

Respondents or Vendors who seek to be reinstated after being debarred or suspended may submit a letter to the Chief Procurement Officer stating why the Respondent or Vendor should be reinstated.  The Respondent’s or Vendor’s request for reinstatement should include the steps the Respondent or Vendor has taken to avoid the circumstances that gave rise to debarment or suspension and what action Respondent or Vendor has been taken to mitigate any harm caused by the Respondent’s or the Vendor’s actions.  For good cause shown, the Chief Procurement Officer, at his or her sole discretion, may reduce the period of debarment or suspension or rescind the debarment or suspension, thus reinstating the Respondent or the Vendor in good standing.  The Chief Procurement Officer may rescind or reduce the period or extent of debarment or suspension, upon the Respondent’s or Vendor’s request, supported by documentation, for the following reasons:



· [bookmark: wp1083439]Newly discovered material evidence; 



· [bookmark: wp1083440]Reversal of the conviction, administrative findings or civil judgment upon which the debarment was based; 



· [bookmark: wp1083441]Bona fide change in ownership or management; 



· [bookmark: wp1083442][bookmark: wp1083443]Elimination of other causes for which the debarment or suspension was imposed; or 



· Other reasons the Chief Procurement Officer deems appropriate.



9.	Respondent Debriefing.

If requested by non-selected respondents, the Central Procurement Office should arrange a debriefing conference after the Open File Period and assuming no protests have been filed by the respondent requesting the debriefing. No debriefing of respondents shall occur while a protest is pending.  Evaluation Committee members are encouraged to participate in the debriefing. Respondents are debriefed individually. 





	9.1.	Information Provided at Debriefing.



Information given during these conferences must be factual and precise. No respondent cares to lose a contract, and will want good justification when it does. This is particularly true when proposal preparations were an extremely costly process. Therefore, the respondent has a right to know where its proposal failed and why another was chosen.



9.2.	Written Comments.	



It is strongly recommended the debriefing be written beforehand and read to the respondent during the debriefing conference. The respondent should not be compared to another respondent, nor be given any cost information other than the position of the proposal in relation to all other responses. It may be advisable to record all questions asked and responses given during the conference, particularly when the contract is one involving considerable effort and funds.



9.3.	Commenting on Other Responses Prohibited.



Procurement professionals who attend respondent debriefings should avoid discussing responses or presentations of other respondents, including the selected respondent.  The focus should be on the proposal and presentation of the respondent requesting a debriefing. 



10.	Miscellaneous.



10.1.	Governor’s Office of Diversity Business Enterprise.



All agencies should actively solicit goods or services from minority-owned, woman–owned, service-disabled veteran-owned, businesses owned by persons with disabilities, and small businesses.  A current listing of active and certified diverse businesses can be found on the Governor’s Office of Diversity Business Enterprise website at http://www.tennessee.gov/generalservices/article/godbe-enterprise-directory.



10.2.	Site Visits Related to Procurements.



Site visits needed to properly evaluate goods or services for a pending or future solicitation are allowed subject to the following conditions:



· If site visits are required within the solicitation for evaluation purposes, the State, and not the respondent being evaluated, must pay for such visits.



· Exceptions to this policy may be made by the Chief Procurement Officer or his or her designee. Any exception must be made on a case-by-case basis. If an exception is made, a written determination signed by the Chief Procurement Officer or his or her designee shall be included in the contract file. 



· State employees making such site visits will incur and recover travel costs from the State entity for which the procurement is being conducted in accordance with State travel regulations.



· No direct reimbursement of individuals by a respondent is permitted. The procuring agency will determine all costs incurred by State employees in connection with the site visit and bill the appropriate respondent for reimbursement of costs by means of a check payable to the State entity.



10.3.	Changes to Standard Terms and Conditions.



The Chief Procurement Officer is the official responsible for establishing standard terms and conditions for all solicitation documents or contracts procured by the Central Procurement Office or the State Agencies.  No changes may be made to the standard terms and conditions without the written approval of the Chief Procurement Officer.  Additional State approvals may be required pursuant to Section 5.15.3. of this Manual.



10.4.	Purchases Made “Off” Statewide Contract.



The use of Statewide Contracts to the fullest extent practicable has enormous advantages to the State in terms of terms of supply, quantity, quality, pricing, discounts and rebates.  Towards that end, the Central Procurement Office and State Agencies are required to utilize Statewide Contracts for procuring goods or services to the extent these goods or services are available on an existing Statewide Contract.  No “off” Statewide Contract purchases may be made by any procurement professional without the prior approval of the Chief Procurement Officer or his or her designee.



10.5.	Vendor Registration.



All vendor registration application information received by the Central Procurement Office should be reviewed to ensure that the applicant meets all qualifications as a prospective respondent to a solicitation issued by the State.  If the vendor acknowledges on the vendor registration application that his or her business entity is a minority-owned, woman-owned, service-disabled veteran-owned, business owned by persons with disabilities or small business, the Central Procurement Office should forward the application to the Governor’s Office of Diversity Business Enterprise (Go-DBE) for registration and possible certification.



State Agencies should encourage prospective respondents to contact the Central Procurement Office or refer prospective respondents to the Central Procurement Office’s website located at http://tn.gov/generalservices/section/central-procurement-office to obtain a vendor registration application.



The vendor registration application may be completed and submitted online or downloaded from the Central Procurement Office’s website. Forms and instructions may be obtained in person from:



Central Procurement Office

3rd Floor William R. Snodgrass Tennessee Tower 

312 Rosa L Parks Ave. 

Nashville, TN  37243-1102



10.6.	Freight, Shipping, Receipt, Storage and Inspection of Goods.



10.6.1.	Freight and Shipping.



The State will accept two types of shipping: FOB Destination and FOB Origin. 



· Free On Board (FOB).  “FOB” is an acronym for "free on board" when used in a sales contract. The seller agrees to deliver merchandise, free of all transportation expense, to the place specified by the contract. After delivery is complete, the title to all the goods and the risk of damage become the buyer's. 



· FOB Destination.  Under “FOB Destination”, title and risk remain with the seller until it has delivered the goods to the location specified in the contract.



· FOB Origin.  “FOB Origin” means that title and risk pass to the buyer at the moment the seller delivers the goods to the carrier. The parties may agree to have title and risk pass at a different time or to allocate shipping charges by a written agreement. 



[bookmark: _Toc206490250]10.6.2.	Receipt.



Upon receipt of supplies, materials, and equipment, the receiving agency shall make a written certification that the items received were equal in quality and quantity to those purchased by entering the receipt information in Edison. The agency’s copy of the Purchase Order may be used to check goods or services received.



10.6.3.	Shipping Documents.



Upon delivery, the designated receiving agent should do the following:



· Verify the Purchase Order/release number on the shipping documents, freight bill, packing slip, and invoice; the agency is the actual consignee; the corresponding agency Purchase Order in Edison; and that the number of cartons, crates, etc., listed on the freight bill is the same as the amount received.



· Examine containers for signs of external damage or pilferage. If signs of damage or pilferage are obvious or suspected, it must be noted on each copy of the freight bill and signed (not initialed) by the delivering driver.



· Sign the freight bill and retain a copy for agency records. The notation "SUBJECT TO FURTHER INSPECTION" shall accompany the receiving agent’s signature.



· Count and inspect the internal contents of all boxes, crates or cartons to determine that the material received matches the description listed on the packing slip, Purchase Order, and receiving documents in regard to quantity, quality, size, color, model number, specifications, etc.



· If any discrepancies (i.e. overages, shortages, damages) exist, they must be noted on the packing slip, receiving report, and Purchase Order. These discrepancies must be reported immediately to the agency’s procurement officer to enable the appropriate corrective action to be taken.



· All receiving documents (i.e. packing slip, receiving report, and Purchase Order), must indicate the quantity actually received, date received, vendor delivery, and document number.



· The material received must be retained and properly stored in the agency warehouse or sent to the proper department. Damaged goods deemed unacceptable are to be retained for further disposition.



[bookmark: _Toc206490251]10.6.4.	Freight Collect/Collect on Delivery Shipment (C.O.D.).



· Freight charges will not be accepted unless prepaid by the shipper and added to the invoice. Freight charges must appear as a separate item on the Purchase Order. 



· If the freight bill reads "Collect", the receiving agent must request that the shipper contact the driver to change the charges to read "Prepaid". If all parties are in agreement, the receiving agent must ensure the driver changes the charges to read "Prepaid" and signs both copies of the freight bill.



· Under no circumstances may the receiving agent sign a "Collect" freight bill that should be marked "Prepaid".



· The receiving agent shall not accept unauthorized "C.O.D." shipments.



[bookmark: _Toc206490252]10.6.5.	Incorrect Items Shipped.



· If the entire shipment contains merchandise that was not ordered or does not meet the specifications, the receiving agent shall not sign any receiving documents and must refuse the shipment. The shipment is to be returned at the vendor's cost.



· If only one or a few items of an order are shipped incorrectly and the shipment has been delivered via the vendor's delivery person, the receiving agent may refuse the incorrect items, and must note all discrepancies on the delivery ticket before signing the freight bill or packing slip. The agency procurement representative must be notified of the problem immediately.



· If an entire order is received via common carrier and one item is incorrectly shipped, the receiving agent must:



· Sign the freight bill as "Subject to Further Inspection" and obtain the carrier's driver’s signature (not initials);



· Identify the incorrect items and note all discrepancies on the freight bill, Purchase Order, receiving report, and packing slip prior to forwarding to Accounting;



· Provide the procurement representative with all documentation relative to the discrepancy; and



· In any of the cases listed above, the vendor must be informed of all discrepancies by the receiving agency. The agency must contact the vendor to obtain instructions for returning the merchandise at the vendor's expense.

[bookmark: _Toc206490253]

10.6.6.	Shortages/Overages.



A shortage is not to be confused with a partial delivery. A partial delivery means the vendor has acknowledged further shipments will be forthcoming. A shortage occurs when the actual count is less than the number of units listed on the packing slip. An overage occurs when the actual count of a particular item is in excess of the number authorized on the Purchase Order or receiving documents.



· The receiving agent may accept a shipment with a shortage or overage. However, all discrepancies must be noted on the delivery ticket before signature. A file copy should be retained, if possible. This information must be noted on all receiving documents and in Edison. 



· Contact the vendor for instructions to return the merchandise. Merchandise should be returned at the vendor's expense.



· If a shipment shortage occurs, advise the Central Procurement Office. The agency procurement representative will follow up for the shortage or cancel the outstanding balance for the particular item.



· If an overage occurs, advise the Central Procurement Office. The agency procurement representative will either accept the excess items for stock or return the overage to the vendor.



[bookmark: _Toc206490254]It is an acceptable industry practice to allow a ten percent (10%) delivery variance for some commodities (e.g. printing or yard goods). A short-run or overrun is acceptable within the variance and a Purchase Order Change is not required. However, the actual quantity received must be noted on all receiving documents for inventory and accounting purposes. Report all under shipments and over shipments in excess of the ten percent (10%) variance to the Central Procurement Office. The Central Procurement Office will advise of any proposed action, and a change order will be affected if necessary.



10.6.7.		Damaged Goods.



All deliveries should be inspected for damaged goods.  The following rules should apply to inspecting a delivery of goods for damage:



· Immediately upon delivery, the receiving agent shall examine all packages for visible or audible damage. If the entire shipment or majority of the shipment is apparently damaged, the receiving agent may refuse the shipment.



· If only one or a few items in an order are damaged and the shipment has been delivered by a vendor's delivery person, the receiving agent may refuse the one item. If only one item was damaged out of an entire shipment delivered by a common carrier (i.e. UPS),  the agency should accept the shipment and note all damages on the delivery ticket or freight bill and receiving report unless instructed otherwise by the agency’s procurement representative.



· Any packages visibly damaged or suspected of concealed damages must be examined in the presence of the delivery driver to determine the condition of the contents within.



Note: damages in detail on the freight bill and in Edison.  Sign and retain a copy of the freight bill and include the notation "SUBJECT TO FURTHER INSPECTION".



The delivery personnel must verify the notations and sign the agency copy with a full signature (no initials).



All deliveries must be inspected for concealed damages immediately.



· Freight on Board (FOB)-Agency means it is the vendor's responsibility to deliver procured items to the agency's dock unspoiled, undamaged, and at no additional cost to the agency, as stated in the contract. It is the vendor's responsibility to contact the vendor-selected carrier and request an Inspection Report whenever spoilage, pilferage, or damages occur.



· The receiving agent shall retain any damaged items and all packing materials at the location it was received. All damaged shipping containers must be kept for the carrier's claims examiner/adjuster.



· The agency procurement representative shall call the vendor immediately to report damaged materials. The agency procurement representative must confirm this contact in writing to the vendor and in Edison. 



[bookmark: _Toc206490255]10.6.8.		When Carrier Inspects Damaged Items.



The following procedures should be followed with respect to inspections by the carrier’s inspector:



· The receiving agent shall allow the carrier's inspector to physically examine the damaged items. Packing material for damaged items and the freight bill must be retained by the receiving agent.



· The receiving agent should read the carrier's Inspection Report before signing. The receiving agent should only sign the receiving agent is in agreement with the report’s facts and conclusions. 



· Unless repairs will be completely satisfactory, the receiving agent should request a replacement. 



· The carrier's inspector will supply the receiving agent with a copy of the Inspection Report. The receiving agent shall retain a copy of the inspection report in the State Agency’s files.



[bookmark: _Toc206490256]10.6.9.		After Carrier Inspection.



The receiving agent should follow the following procedure after carrier inspection:



· The agency must retain the damaged item and packaging until written disposition is given by a carrier or vendor to use or dispose of them. A carrier may pick them up for salvage.



· If a carrier picks up damaged items, the State Agency shall secure and retain a receipt for those damaged items.



· Do not return damaged items to the shipper without written authorization from the vendor, or unless specifically authorized by the Central Procurement Office. Under the directive of the vendor, the State Agency must follow instructions as to returning procedures without cost to the State Agency.



[bookmark: _Toc206490257]10.6.10.	Receipt of Goods when a Purchase Order Receiving   

		Record is not available.



The following procedure should apply when a purchase order receiving record is not available:



· If the Purchase Order number is not referenced on the delivery documents, it is the carrier's responsibility to call the shipper and obtain the required information.



· [bookmark: _Toc206490258]If a receiving record is not found in the pending receiving report file or in Edison, it may indicate an emergency telephone order. Contact your agency procurement representative for a determination of the validity of shipment and authorization to accept merchandise. Provide details such as quantity and specifications. In Edison, document the date and time of authorization to accept delivery and the name of the person providing such authorization. If a purchase cannot be verified, it is considered an unauthorized delivery and must be refused.



			10.6.11.	Duplicate Shipments.

The following procedure should apply when a receiving agent is in receipt of duplicate goods:



· When the receiving record in Edison indicates the goods on the purchase order were previously received, the receiving agent must contact the Central Procurement Office.



· In the event of a duplicate shipment, the Central Procurement Office shall authorize the receiving agent to refuse delivery. The Central Procurement Office or the receiving agent must advise the vendor that the State Agency has refused delivery and that the merchandise is being returned. 



· If a duplicate shipment is inadvertently received, the State Agency must contact the vendor for return instructions.



· If a vendor refuses to accept a return, the State Agency must contact the Central Procurement Office for instructions and guidance.



[bookmark: _Toc206490259]10.6.12.	Receipt of Unordered/Unidentified Parcels.



In the event a receiving agent is in receipt of goods that have not been ordered, the receiving agent should: 



· Open the package to determine if a packing list or invoice is available and the details to the order information.



· If no identifying information is found, contact the company that sent the goods to determine who originated the order.



· If it cannot be determined who ordered the goods, then return the merchandise to the vendor at the vendor’s expense.



Note: Beware of fraudulent telephone solicitors who may ship unordered merchandise (e.g. office supplies or office machine products) to unsuspecting agencies. Verify in Edison that each incoming shipment has a legitimate Purchase Order number and was authorized prior to acceptance. If an unordered parcel is received, return the goods to the shipper. The acceptance and use of the material may result in the agency having to pay the invoice. Report suspected fraudulent shipments to the CPO.



[bookmark: _Toc206490260]10.6.13.	Substitutions.



Without the State’s prior, written approval, no contractor shall deliver a substitute item.  The State reserves the right to refuse unauthorized substitutions.  A substitution is defined as the manufacture or shipment of an item that materially conforms to or exceeds the scope or specifications, but may be technically different from the awarded item. No amendment to the contract is necessary to add a substituted item, provided the substitute’s cost does not exceed the cost of the item being substituted by more than ten percent (10%). Delivered substitute items that do not meet the scope or specifications of the procurement may be returned to the contractor at the contractor’s expense. When the State returns a delivered item, the contractor must replace, without delay, the returned item with one that the State deems acceptable.  The brand name, model, or other identifying information must be listed on the contractor’s invoice.

[bookmark: _Toc206490261]

10.6.14.	Miscellaneous Receiving Procedures.



Additional receiving procedures that a receiving agent should follow include:



· The State Agency is responsible for contacting the vendor to expedite an overdue shipment. If satisfactory service cannot be obtained, the receiving agent should contact the Central Procurement Office for assistance.



· The notation "SUBJECT TO FURTHER INSPECTION" shall accompany the receiving agent’s signature on the freight bill/delivery document.



· Document and date all communications in Edison. 



· If the item received has a service or parts manual, record the applicable Purchase Order number, date of receipt, model number, serial number, and initial the cover.



· Warranty cards must be promptly completed and mailed to the manufacturer.



· For perishable items, the receiving agent shall check spoilage and shelf-life dates. Advise the CPO if a vendor is supplying expired merchandise or if it is near expiration. Do not accept any merchandise with expired dates. Perishable items must be date stamped upon receipt to ensure rotation of stock.



· The receiving agent must promptly prepare the receiving record in Edison to eliminate delay in payment of vendors.



· Report damaged or pilfered shipments immediately to the vendor.



· Report every shipment which does not meet or appear to meet the requirements of the Purchase Order.



· Report every shipment of inferior or substandard merchandise regardless of the provisions of the Purchase Order.



[bookmark: _Toc206490189]10.7.		Bonds.



The Central Procurement Office or a State Agency may require one or more of the following bonds: a proposal bond to secure a respondent’s response to a solicitation, a performance bond after contract award to ensure completion of the contract, or a payment bond to ensure payment of contractor’s subcontractors and material suppliers. Any bond required must be issued by a surety company licensed to do business in the State of Tennessee. When required, the amount of the proposal bond shall be stated as a percentage of the contractor’s bid or cost proposal total, but not to exceed five percent (5%). The amount of the performance bond shall be stated as one hundred percent (100%) of the maximum liability or estimated liability of the contract, which may be reduced proportionately, in the State’s sole discretion, after contract award or successful performance under the contract.  The amount of the payment bond shall be the statutory requirement of twenty-five percent (25%) of the maximum liability or estimated liability of the contract.  The awarded contractor shall provide the bond or evidence of any required bonding before the contract’s effective date.  Personal checks shall not be acceptable in the place of any bonds required by the State; however, bank cashier’s checks shall be accepted.  An irrevocable letter of credit or a certificate of deposit, which shall be held by the Central Procurement Office, from a State or national bank or a State or federal savings and loan association having a physical presence in Tennessee may be accepted by the Central Procurement Office in lieu of a bond, subject to approval of the terms and conditions of said irrevocable letter of credit or certificate of deposit.



	10.8.	P-Card Purchases.

	The Department of General Services, Central Procurement Office manages all statewide 	Purchasing Card services contracts, which enable State Agencies to provide direct 	payment for goods or services. State Agencies must utilize these statewide contracts 	when seeking Purchasing Card services. Agencies are prohibited from seeking to procure 	or executing alternative Purchasing Card services contracts. If an Agency desires services 	unavailable under an existing Purchasing Card services contract, the Agency shall contact 	the Central Procurement Office to determine if a separate procurement for the desired 	services is necessary.

	

	Except for purchases of equipment that require tagging under the Department of Finance 	and Administration’s policies, Agencies should use the P-Card as the primary payment 	method for purchases made under their small purchase authority. Under Tenn. Code Ann. 	§ 12-3-503(b) and Central Procurement Office Policy Number 2013-003, any State 	Agency may use its small purchase authority to make a purchase without soliciting 	quotes or proposals from multiple suppliers if the total value of the purchase is ten 	thousand dollars ($10,000) or less.  Agencies shall not artificially divide transactions or 	accounts to constitute a local purchase. Agencies shall comply with Central Procurement 	Office Policy Number 2015-010 and all applicable procurement statutes, rules, policies, 	or procedures when using the P-Card.  Purchases of goods or equipment that require 	tagging under the Department of Finance and Administration’s policies require the prior 	approval of the Department of Finance and Administration, Division of Accounts, as the 	business owner of the Asset Management Module.



	The Central Procurement Office will utilize electronic reporting and centralized payment 	for all vendors that accept P-Card payments. Agencies shall be responsible for 	reconciling monthly payment card reports to agency transactions.



	10.9.	Software as a Service. 

	Software as a Service (“SaaS”) shall be treated as a term license for software or services, 	not as a Subscription as defined in section 4.1 of this manual.  A SaaS license may use a 	“subscription 	schedule” as payment methodology, but this does not make it a “	Subscription” as defined by the State.  All SaaS agreements shall comply with the rules, 	policies, and procedures of the Central Procurement Office and Office for Information 	Resources.  

	10.10.	Subscriptions. 

	Subscriptions are meant to be used for procurements that do not require standard 	contracting procedure.  In distinguishing between a Subscription and SaaS, procurement 	professionals should use their best judgment.  If in doubt, procurement professionals 	should contact the Central Procurement Office for guidance. The use of a “subscription 	schedule” as the payment methodology is not determinative of a Subscription.

10.11.	State Security Confidential Information.

10.11.1.		Purpose. 

The Public Records Act includes numerous exceptions to the general proposition that all state records shall “be open for personal inspection by any citizen of this state,” as provided for in Tenn. Code Ann. § 10-7-503.  One such exception is Tenn. Code Ann. § 10-7-504(i), which requires the state to keep as confidential “[i]nformation that would allow a person to obtain unauthorized access to confidential information or to government property.”  Information that is confidential under subsection (i) includes but is not limited to: A.)  Plans, security codes, passwords, combinations, or computer programs used to protect electronic information and government property; B.) Information that would identify those areas of structural or operational vulnerability that would permit unlawful disruption to, or interference with, the services provided by a governmental entity; C.) Information that could be used to disrupt, interfere with, or gain unauthorized access to electronic information or government property; and D.) The identity of a vendor that provides goods and services used to electronic information processing systems, telecommunication and other communication systems, data storage systems, government employee information, or citizen information to the State.  This section provides guidance as to the procedures a procurement professional should consider to comply with this requirement.



10.11.2.		Process. 

The STS Pre-Approval Endorsement includes, as part of the endorsement, an assessment as to whether the exception under Tenn. Code Ann. § 10-7-504(i), as it relates to information technology, applies to the solicitation or contract under review.  If STS determines that the security exception applies, then a procurement professional should consider the following precautions to safeguard the confidential information. 

· Advertising the Solicitation:  A procurement professional should, after consultation with STS and CPO Legal, publicly advertise a copy of the solicitation, in accordance with Tenn. Code Ann. § 12-3-502(a).  Each procurement professional should review the STS endorsement before publicly advertising the solicitation to determine whether the solicitation contains confidential information.  Confidential information should be redacted prior to publicly advertising the solicitation.  Once redacted, the procurement professional should publicly advertise a copy of the solicitation without the confidential information.  Only those respondents who sign a non-disclosure agreement will have access to the confidential information via secure URL or similar protected, limited access. 



Notice of Intent to Award and Open File Period:  During the open file period, the procurement professional must take appropriate safeguards to protect confidential information, including the respondents’ identities.  This may be accomplished by randomly assigning a numeric value to reference the respondents’ names and identities.  Note: “Documents concerning the cost of protecting government property or electronic information shall not be confidential.”  

· Contract Entry:  The procurement professional is responsible for making sure that the  “Confidential” data field on the Additional Contract Info page in Edison is changed to “Yes,” to reflect the existence of confidential information.  

· Other:  If there is a Protest, a Public Records Request, or Report concerning the confidential information, the Solicitation Coordinator should consult with STS and CPO Legal concerning what information should be redacted consistent with Tenn. Code Ann. § 10-7-504(i).  Similarly, if the subject contract is a Statewide Contract, then the information publicly available online should be limited accordingly. The Solicitation Coordinator will be the contact person for all requests.  

· Procurement professionals who are unsure of what data is protected under the Tennessee Open Records Act should consult a member of the legal team prior to release of any records subject to the exception described in this section.  

10.11.3. Permissible Disclosures.

Tenn. Code Ann. § 10-7-504(i)(3)(D) authorizes a governmental entity to “upon request, provide the identity of a vendor to the comptroller of the treasury and the fiscal review committee of the general assembly.”  A procurement professional should notify the Fiscal Review Committee or the Comptroller of the Treasury that the confidential provision is applicable so they may exercise reasonable care in maintaining the confidentiality of the information, including the identity of the vendor.  






11.	Templates and Models.

	11.1.	Document Versions.

	Procurement professionals will not be required to update a model or template if, on the 			date the document is submitted to the Central Procurement Office, the “Templates and 			Models” webpage identifies the document as the: (a) current version of the model or 			template; or (b) prior version of the model or template and the current version has been in 		place for six (6) months or less.  However, a procurement professional may submit a 			completed Rule Exception Request to seek permission to use a model or template that 			should be updated under the approach above or is older than the prior version.  In the 			event a procurement professional submits a document other than the current version to 			the Central Procurement Office and the current version contains substantive changes, the 			Central Procurement Office or Comptroller of the Treasury may require revisions to the 			document to conform to the current version.

	All models and templates submitted to the Central Procurement Office must have a 			version date included as a header. The Central Procurement Office and the Comptroller 			of the Treasury reserve the right to decline to review a document that is missing the 			version date header.

11.2.	General Information.



Procurement professionals should utilize applicable templates and models when drafting procurement documents generated outside of the Edison system.  When applicable, the templates must be utilized and deviations from the templates shall require an approved Rule Exception Request by oversight examiners.  When a Rule Exception Request is not applicable, a written explanation for the deviation shall be provided by the agency head.  The models are intended to be used as helpful guides or minimum standards that may be modified as needed, as long as any modifications are in compliance with any applicable statutory or regulatory requirements.  Notwithstanding the foregoing, any modifications or additions to the contract model provisions prescribed by statute or by Tenn. Comp. R. and Regs. 0690-03-01-.17(2) or adding model contract provisions that are prohibited by Tenn. Comp. R. and Regs. 0690-03-01-.17(3) shall require an approved Rule Exception Request.  All documents are available on the State Intranet website https://teamtn.gov/cpo/.  Procurement professionals should refer to the intranet site frequently to ensure that the most up-to-date template is being utilized and submitted for requisite approvals. 



The Intranet website, models, and templates cited herein are incorporated by reference into this Procurement Procedures Manual as though set forth verbatim herein, and the below listing of available templates and models are for informational purposes only.  Links to these templates and models are set forth below.  Each of these templates and models is self-explanatory.  All questions regarding use of these templates and models should be directed to Central Procurement Office staff.  Any and all changes or modifications thereto are subject to review and recommendation by the Advisory Council and approval by the Procurement Commission.



1. APPROVAL REQUESTS

0. Click-wrap Approval Request

0. Amendment Request 

0. Contract Termination Request

0. eHealth Pre-Approval Endorsement Request (for service involving Medical/Mental Health-Related Professional, Pharmaceutical, Laboratory or Imaging) 

0. HR Pre-Approval Endorsement Request (for service involving State Employee Training, except that pursuant to an IT system contract, service relating to the employment of current or prospective State employees)

0. Limitation of Liability Request

0. STS Pre-Approval Endorsement Request (for service involving Information Technology)

0. Rule Exception Request (Deviations from template language that are not specifically permitted by relevant regulations or instructions require an approved written exception.  The properly completed request must be signed and dated by the contracting agency head (or authorized signatory) and submitted to the CPO.  If approved, the CPO will return the documentation that contracting staff must later submit along with procurement documents for approval) 

0. Rule Exception Request for the DA or DG Templates

0. Solicitation Cancellation Request 

0. Special Contract Request

0. Liquidated Damages Request



1. SOLICITATION TEMPLATES, MODELS & RELATED DOCUMENTS

1. Small Purchases Model 

1. Informal Purchases Model 

1. Request for Information (RFI) Model

1. Request for Qualifications (RFQ) Template

1. RFP & Related Documents:

4. Request for Proposals (RFP) Standard Template

4. RFP Amendment Template

4. RFP Evaluation Notice Model 

4. RFP Process Protest Bond Model

4. RFP Release Notice Model

1. Solicitation Development Conflict of Interest Disclosure Model

1. Solicitation Evaluation Confidentiality and Conflict of Interest Disclosure Model



1. CONTRACT TEMPLATES

2. Contract Amendment Template (requiring State expenditures, no-cost, or revenue)

2. Contract Templates Requiring State Expenditures (by contractor type): 

1. All Contractors (except a TN or federal government) (FA) 

1. Tennessee Local or Federal Government (GU)

1. U.S. Geological Survey (GU-USGS)

2. No Cost Contract Templates (by contractor type): 

2. All Contractors (except a TN or federal government) (NC)

2. Tennessee Local or Federal Government (GU-NC)

2. Revenue Contract Templates (by contractor type): 

3. All Contractors (except a TN or federal government) (RV)

3. Tennessee Local or Federal Government (GU-RV)



1. GRANT TEMPLATES

3. Grant Amendment Template (Cost-Reimbursement or Endowment Grant)

3. Cost-Reimbursement Grant Templates (by grantee type):

1. All Grantees (except a TN or federal government) (GR)

1. Tennessee Local or Federal Government (GG)

3. Endowment Grant (GE) Template 



1. INTERAGENCY MODELS

4. Interagency Agreement (IA) Model

4. Interagency Grant Agreement (IG) Model



1. DELEGATED AUTHORITY TEMPLATES

5. Delegated Authority Amendment Template

5. Authorization to Vendor Delegated Purchase Authority  (DPAV) Template

5. Delegated Grant Authority (DG) Template 

5. Delegated Loan Authority (DL) Template

5. Delegated No Cost Contract Authority (DN) Template

5. Delegated Purchase Authority (DP) Template

5. Delegated Purchase Authority for Court Reporting Service (DPCR) Template

5. Delegated Revenue Contract Authority (DR) Template

5. Special Delegated Authority for Funding Award (DA) Template 

5. Special Delegated Authority for Declared Disaster (TEMA use only) Template



1. OTHER GENERAL MODELS & ADMINISTRATIVE DOCUMENTS

6. Conflict of Interest – Annual Attestations

6. Contract Approval – Agency Legal Certification Model

6. Contract Approval – Small Agency Certification

6. Edison Record Status Reset Request 

6. Edison Document Naming Convention Model

6. Employer/Employee Analysis Guidelines

6. HIPAA Business Associate Agreement Example

6. “Notwithstanding” Language

6. Signature Certification & Authorization 

Related Statutes, Rules or Policies.



Tenn. Code Ann. §§ 4-56-101, et seq.

Tenn. Code Ann. §§ 12-3-101, et seq.

Tenn. Code Ann. §§ 12-4-101, et seq.

Tenn. Comp. R. & Regs. 0620-03-03

Tenn. Comp. R. & Regs. 0690-03-01 and 0690-03-02

Central Procurement Office Contracting Communications and Negotiations Policy & Procedures for Procurements and Amendments

Central Procurement Office Procurement Methods Policy and Procedures

Central Procurement Office Non-Competitive Procurement Policy and Procedures

Central Procurement Office Contract Management Policy and Procedures

Central Procurement Office Certification of Goods and Services Recommended by the Central Nonprofit Agency or TRICOR Policy and Procedures

Central Procurement Office Authority Delegation Policy and Procedures

Central Procurement Office Subrecipient Uniform Reporting, Cost Allocation Plans, and Monitoring Policy and Procedures

Central Procurement Office Energy Efficiency Standards and Life Cycle Costing Policy and Procedures

Central Procurement Office Business Conduct and Ethics Policy and Procedures
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Requirement

" Dollar Autount of Purchase

[Small Purchase Authorization-Approval by
fall members of the procurement commission

1$.01 to $10,000

ommission.

[Informal Solicitation Authorization-Approval
y all the members of the procurement,

$10,000.01 to $50,000
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