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Introduction to Disaster Ready Behavioral Care Tool Kit

The development of this Disaster Ready Behavioral Care Tool Kit was one of the key recommendations of the
Disaster Ready Behavioral Care Pilot conducted in 2018/19. You will find an Executive Summary of the Pilot
following this introduction, which will give you context for this Tool Kit. The driving force behind both the Pilot
Study and this Tool Kit is the growth of behavioral care in long term care, and the significance of emergency
preparedness for the vulnerable population served.

Many skilled nursing facilities now have behavioral care units, serving individuals with geropsychiatric issues or
behaviors associated with dementia. All skilled facilities deal with behaviors in some form, even with the “tradi-
tional” nursing home population. We learned from the Pilot Study that there are unique and intensive concerns
in dealing with behavioral care in long term care settings.

The frequency of non-compliance exemplified in the population of residents with mental iliness and psychiatric
disorders was one of the leading concerns expressed, and this has significant ramifications for decisions related
to shelter in place, evacuation and facility transfers. Included in the Tool Kit is a document that will serve as a
decision-making guide in an emergency. Studying this guide in your emergency preparedness efforts and pro-
moting dialogue with your leadership team in advance of a disaster will serve you well.

The heightened concern about elopement was repeatedly emphasized in the Pilot Study. With a younger, more
ambulatory population the elopement risk soars. Within this Tool Kit, you will find best practices in managing
elopement with a behavioral population. This resource was developed by the Arizona Health Care Association
in collaboration with clinical leaders of behavioral care facilities.

We also became aware in our Pilot Study Behavioral Tabletop Exercise that some of the Nursing Home Incident
Command System Forms did not adequately meet the needs of behavioral care facilities, thus you will find re-
vised NHICS forms in this Tool Kit. These revised forms delineate specific characteristics of behavioral residents,
will facilitate your future exercises and will also be useful in an actual emergency.

One of the great benefits of the Disaster Ready program and specifically the Pilot Study, was the opportunity
for behavioral care facility leaders to network with each other. We encourage you to actively participate in
opportunities to meet with your peers in the behavioral arena. Each organization is different, and there is much
to be learned through the exchange of ideas and practices.

Our hope is that this Tool Kit will be a helpful resource for all facilities providing some form of behavioral care.
We know that you are caring for the most vulnerable long term care residents. We also know that you are some
of the leading experts in the field and have much to share. We plan to make this a “living document” with new
additions and revisions as we move forward. So please share your insight and feedback to allow us to strength-
en this tool.
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Disaster Ready Skilled Nursing Facility Behavioral Pilot Study 2018/19

Executive Summary & Recommendations

Pilot Impetus and Objective

The Disaster Ready (DR) program has been funded since 2011 by the Hospital Preparedness Program (HPP)
Grant administered by the Arizona Department of Health Services (ADHS). The funding has been received and
administered by the Arizona Health Care Association which has led the charge in development of the Disaster
Ready model.

The seed for the Disaster Ready program was planted as a growing state and national concern emerged in the
last decade regarding the degree of emergency preparedness of long term care facilities. There was a dawning
recognition that some of our most vulnerable citizens reside in skilled nursing facilities (SNFs), where emergency
preparedness was a priority.

The Disaster Ready program has evolved over the past eight years on all fronts, including the delivery of educa-
tion, advocacy and technical assistance. Through the delivery of Disaster Ready technical assistance provided,
we recognized the growing trend of behavioral care in long term care in Arizona. More individuals with chronic
and serious mental illness and behaviors associated with advanced dementia were being served in SNFs. With
this awareness, unique concerns about evacuation and sheltering in place with a behavioral population emerged.
It became clear that the care of individuals with advanced dementia behaviors and mental health issues in a
long term care setting adds an extra layer of complexity to preparedness. The time seemed right in 2018/19 to
study this issue more intensively and create a roadmap for the future. In a national scan of resources, there was
clearly a scarcity of behavioral long term care emergency preparedness resources. This white paper attempts
to draw out the road map.

This pilot study concentrates on three skilled nursing facilities based in central Phoenix serving a high proportion
of behavioral and gero-psych residents. Our essential goal was to understand, evaluate and assess the unique
emergency preparedness needs of skilled nursing facilities serving the gero-psych and behavioral resident
population. Our assumption was that there may be a very specific need for disaster readiness for residents with
long and short term mental health disorders and chronic behavioral issues, and this pilot project was designed
to consider if that was, indeed, the case. If it was determined to be so, our plan was to answer these questions:

¢ What gaps currently exist in their readiness?

¢ What additional resources, if any, are necessary?
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Disaster Ready Behavioral Care Tool Kit

This behavioral pilot study was conducted over a course of eight months in the 2018/2019 HPP grant year. The
study design and final report includes an introduction and overview of behavioral care in long term care, and
a detailed description of the study action steps. The implementation plan for the study was comprised of the
following key components:

Behavioral facility and resident profiles
Behavioral facility emergency operations plan assessment and gap analysis
Completion of a behavioral facility specific table top exercise, and

Community outreach and stakeholder dialogue

Recommendations

Recommendation: The findings of this study indicate a need for further technical assistance for SNFs
serving the behavioral population. The HPP grant should continue to address this need. Ideally, a
“Behavioral Best Practice Tool Kit” should be developed addressing the components identified in these
subsequent recommendations.

Recommendation: Ensure all behavioral SNFs have participated in Nursing Home Incident Command
System (NHICS) training. The vast majority of all Arizona SNFs have participated at least once in NHICS
training. However, it must be acknowledged that there is substantial turnover in long term care and new
leadership and staff must all be trained in each facility. To address this turnover concern, developing a
“Train the Trainer” model of NHICS would be valuable.

Recommendation: Behavioral facilities should evaluate their unique composition and location and
create and implement additional Hazard Vulnerability Assessment (HVA) scenarios that are specific
to their exposure. Implementing HVA scenarios that are finely tuned to their unique facility needs will
increase their capacity to protect vulnerable behavioral residents in an emergency.

Recommendation: Create a version of the current NHICS 260 form that allows for specific information
about behavioral residents to be noted on the tracking document. This would include such information
as their elopement risk, propensity for violence toward others or self-harm and special environmental
considerations to be addressed. This new tracking resource would also ensure a smoother transition of
a behavioral resident to a new site following evacuation.

Recommendation: Ensure that all behavioral facilities have transfer agreements that may be exe-
cuted locally. These agreements should ensure that there is similar behavioral care provided at the
receiving facility. Meeting the basic regulatory compliance requirement to have any type of transfer
agreement is insufficient for true preparedness for behavioral facilities. They must transfer to “like”
behavioral facilities if at all possible. All behavioral facilities should have transfer agreements with each
other, within reasonable geographic boundaries. It would also be helpful to have all transfer agreements
identify payer sources and contracted health plans to assure synchronicity in payment.
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10.

11.

12.

13.

Recommendation: All pilot and other behavioral facilities should be educated about the bed poll.
The Disaster Ready program should monitor the degree of their participation in the statewide bed poll
system to ensure acute and post-acute occupancy information is available to SNFs in a disaster scenario.

Recommendation: Behavioral facilities should register with their utility providers to receive advance
warnings of outages in a given area. Most have a “Medical Care Preparedness Program” and provide
this information to registered health care providers. (A sample link can be found at: https://www.aps.
com/en/Pages/MedicalContactForm.aspx). Given the extreme heat, power outages rank high among
the major disaster concerns of all Arizonans.

Recommendation: Clarify and educate SNFs on the need for a formal Memorandum of Understanding
(MOU) with their regional coalition. Some of the coalitions have both a “participation agreement” and
a separate MOU. It seems that the participation agreements satisfy the compliance with state survey,
but the MOU itself is critical in specifically identifying strategies for sharing resources between acute
and post-acute partners in an emergency.

Recommendation: Review state or federal financial resources to assist qualifying facilities in securing
generator upgrades. It is essential to go “beyond compliance” in protecting the health and welfare of
the vulnerable behavioral population in a shelter in place scenario.

Recommendation: Provide additional training for first responders on SNF behavioral care. Connect
behavioral care facilities to their local fire and police departments. Most behavioral facilities are
routinely in contact with first responders and tend to be considered “high utilizers” of these services.
That said, resources may be necessary to further develop these strategic partnerships. First responders
also acknowledge the need for education in managing the behavioral care population, and the lack of
available resources to address this need.

Recommendation: The Disaster Ready program should work with clinical and regulatory experts to
create a best practice protocol to reduce elopement risk during a disaster. Elopement is by far the
greatest concern of all of the participating facilities. Behavioral residents generally are younger and
more ambulatory, and the risk of elopement in a disaster scenario exponentially grows. This protocol
could be a series of exercise scenarios, tips and tools for monitoring and staff training strategies specific
to behavioral care facilities.

Recommendation: Create a forum for facility managers of behavioral facilities to connect and com-
municate, either through an on-line discussion group or regular in person meetings. This will allow for
sharing of resources and best practices among essential key leaders who are often overlooked.

Recommendation: Identify mental health associations that have volunteer programs in place. Part-

nership with such an organization may be of benefit to behavioral care facilities. It may also be valuable
to create a template of volunteer behavioral care training that facilities could employ.
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14.

15.

16.

17.

18.

19.

Recommendation: Expand and evaluate emergency transportation agreements for behavioral SNFs.
Transportation is a significant concern if evacuation is necessary. Some residents cannot sit next to each
other or behaviors will erupt. Some residents are not mobile enough to board a bus and others would
need a whole row of seats to ensure their compliance. Behavioral residents may also present significant
medical complexity and be in need of durable medical equipment such as wheelchairs, walkers and
oxygen. Transportation agreements with bus companies and partner organizations must be evaluated
and expanded as necessary to address these additional concerns.

Recommendation: Behavioral SNFs should work with their electronic health record (EHR) vendor to
ensure the ability to access the EHR in an emergency, within HIPAA guidelines. Not all SNFs utilize
the same EHR program and access to medical records should be addressed in all transfer agreements.
This is especially important due to the high rate of administration of psychotropic medications in this
population. Participation in the regional Health Information Exchange (HIE) through Health Current is
optimal, though few SNFs currently participate. Arizona is, however, moving steadily in this direction.

Recommendation: Acknowledge what is truly needed in emergency kits for behavioral care facilities.
Every administrator reported that snacks and cigarettes were uniquely important in incentivizing and
modifying behaviors for this specific population in a crisis. Most behavioral facilities currently allow for
limited and supervised smoking, within regulations. Even with the incidence of special diets, snacks can
also serve as an inducement. It is important to be realistic and ensure these are recommended items
in all behavioral facility emergency kits.

Recommendation: Include necessary components of disaster readiness in existing behavioral care
plans. Behavioral care plans for each individual resident are required by state and federal regulations
and payer sources, but they do not always address specific strategies for managing these individual
residents in an emergency situation. Are there concerns about non-compliance for a specific resident
in an emergency? Are there unique personal or medical items that should accompany the resident in
an emergency transfer? These types of issues could be further addressed in behavioral care plans and
help assure and expedite care in a crisis.

Recommendation: Conduct an annual behavioral long term care facility table top exercise. The pilot
study demonstrated value in bringing together like facilities in a table top exercise. Simulated practice
in managing this population in an emergency is important. This will enhance coordination and crisis
management when transfer to another behavioral facility is necessary.

Recommendation: Ensure frontline participation in all disaster readiness efforts in behavioral care
facilities. Certified Nursing Assistants (CNAs) are the frontline, direct care staff in skilled nursing and
they are universally acknowledged by administrators as the key to managing the behaviors of the resi-
dents they serve. Those frontline staff relationships are essential in ensuring compliance and personal
safety for behavioral residents in an emergency. Yet, they are not always included in disaster readiness
training, and/or advised of emergency preparation strategies. There should be ample orientation and
training of all CNAs on disaster readiness. They are a crucial and irreplaceable component of successful
management of behaviors in any catastrophic situation.
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20. Recommendation: Initiate high level dialogue with Managed Care Organizations (MCO) leadership
about emergency preparedness partnership with behavioral SNFs. MCOs pay for the vast majority of
care in behavioral SNFs through Arizona’s Medicaid program known as the Arizona Health Care Cost
Containment (AHCCCS) program. Yet, the pilot study found a demonstrable lack of communication
between facility and plan partners. There must be a directive from AHCCCS MCO leadership to drive
change from the top down and ensure case managers are active participants in the emergency pre-
paredness process. This is especially important in behavioral SNFs, given the distinctive vulnerability of
the residents and the challenges of evacuation.

Conclusion

The pilot study of behavioral SNFs was a successful endeavor. It allowed us to closely examine the existing gaps
in resources and potential for improvement in readiness. The cooperation of the three participating facilities is
to be acknowledged and commended. They are true behavioral care pioneers and their investment of time and
effort was the key ingredient in this success!

Moreover, we learned that the behavioral facilities are more alike than different from traditional skilled nursing
facilities. They face the same concerns about preparedness and accompanying evacuation and shelter in place
scenarios. They operate largely under the same regulatory model. But what is strikingly different about these
behavioral care SNFs is the vulnerability of the population they serve. Resident profiles bear this out. These
residents have all of the assumed medical complexity of skilled nursing residents, but the overlay of gero-psych
conditions, mental illness and dementia behaviors make them extraordinarily different. More challenging to be
sure. Given that, this study speaks to a compelling need for further close examination of emergency prepared-
ness strategies for behavioral facilities and the development of additional resources to assist these facilities
in disaster readiness.
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Elopement Risk Best Practices
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Elopement Best Practices for Behavioral Care Facilities

Background

Elopement of residents in a disaster was one of the main concerns of clinical and administrative leaders in the
2019 Disaster Ready Behavioral Pilot Study. Many of the residents in behavioral care settings are younger and
more ambulatory. Many tend to be “exit seeking” and this is only exacerbated in a disaster scenario. We also
know that 31% of residents with dementia in skilled nursing wander at least once. Wandering behavior is so
common that one in five residents are estimated to exhibit such tendencies*.

We all recognize that elopement for humans can be life threatening and have negative consequences for
organizations. Human beings can experience physical harm and much emotional distress, while organizations
can face regulatory and survey issues and lawsuits.

Safeguarding wanderers from elopement risk is the truest form of person-centered care. It involves
intensive and individualized direct care for those we know to be at risk. It is likely that the individuals at risk
of elopement have already been identified in our resident population. The question is ... how do we best
manage these individuals in a disaster to prevent elopement?

In order to answer this question, the Disaster Ready team invited clinical leaders in behavioral skilled nursing
units to the table to discuss their recommendations. Their thoughts and insights are represented below along
with some of the current research in this arena.

Best Practice: Conduct Elopement Risk Assessment upon Admission

On admission conduct an elopement risk assessment for each resident.

1. Review history prior to admission and be aware of prior elopements and exit seeking behavior.

2. ldentify individual resident behaviors that put them at risk. Are they self-destructive? Tendency toward
violence? Are they often non- compliant?

3. ldentify triggers for behaviors for each resident. Are there certain residents that incite their behavior?
Certain staff? Are there medical issues that may trigger behaviors?

4. Understand the medication regimen for each resident- especially antipsychotics.
5. Prepare your residents for possible need to evacuate by taking them on supervised outings.

6. Identify which residents would require nursing staff to monitor (due to behaviors or medical needs).
Consider comfort needs, pain- “well-being” behavior triggers.

7. ldentify how many staff the facility would need to care and monitor the resident during and after the
transfer. Are there specific staff members that work best with the residents with elopement risk?
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Disaster Ready Behavioral Care Tool Kit

Best Practice: In the Beginning... Triage Efforts

In an emergency, whether it is shelter in place or evacuation, here are some quick triage questions to ask and
answer immediately. It will help assess vulnerabilities to elopement.

¢ Do a head count by unit. Make sure key parties are aware of the current census in the behavioral unit.

¢ Conduct a location check- where are the current residents with elopement risk? Sleeping? Eating? In
activities? Deploy staff immediately to focus on those residents.

¢ Monitor all wander guards and locked doors. Are they still operative? Assign staff to assess and monitor.

¢ |dentify staff to concentrate on decreasing agitation with individuals at risk. Monitor noise level. Coach
individuals to move forward in desired action, if they are non-compliant.

¢ Adjust PRN medications, monitor for toileting needs and comfort issues. Individual attention to those
residents at highest risk for elopement is critical.

Best Practice: Advance Planning...Network with other Behavioral Facilities

Prepare for an emergency by identifying locations to evacuate to by networking with hospitals, “sister”
facilities and other facilities with behavioral units. Networking is essential in identifying facilities that have

a secured unit/area that would be large enough to take another complete behavioral unit. Networking in
advance would also provide information as to the whether a facility has staff who are sufficiently trained

to care for behavioral residents. Ideally, if evacuation is required, the best practice would be to keep the
behavioral unit together in one facility and deploy the existing staff so that the residents are familiar with the
care providers. Evacuation of a behavioral population should not be based on geography, rather should be
based on the ability to transfer to a “like” facility with comparable behavioral competence. In order to make
that happen there should be advance meetings between clinical and administrative leadership and transfer
agreements in place.

Best Practice: Engage your Plan Partners in Preparedness

The Arizona Medicaid Managed Care Plans all have behavioral specialty programs. These programs define
scope of service, rates, staffing levels and more. The behavioral case managers are actively involved with
specialty care residents and should be part of your preparedness process.

¢ Can the Behavioral Case Manager assist you in identifying elopement risk upon admission and/or on
their behavioral care plan? Are there any agreed upon strategies for mitigating exit seeking behavior in
an emergency? All of this can be discussed in advance.

¢ You should also be aware of which Plans are contracted with potential evacuation sites. Your Case Man-
agers can assist in providing this information.

¢ Invite your Behavioral Case Managers to participate in fire drills and tabletop emergency preparedness
exercises. They will appreciate being included and can monitor residents at risk.

¢ Resident safety comes first, but when the crisis has settled down... contact your Case Managers and
update them on the event, the resulting action and the status of their member residents.
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Best Practice: Conduct a Readiness Assessment

Managing a behavioral population in an emergency is challenging beyond measure. That said, assessing your
capacity in advance will give you reassurance of your readiness

Do you have memorandums of agreement for transfer to like facilities with behavioral capacity?

Do you have transportation agreements in place? Will you need additional transport given the potential
for resident to resident altercations with the behavioral population?

How will medication be transported in an evacuation? Who is responsible for the emergency kit?
Where are the behavioral care plans and how can they be accessed?

Who has access to medical records, medication records and, if electronic, how can this information be
accessed in an emergency?

Do you have a monitoring system in place? Bracelet or electronic identification? How will you track evac-
uated residents?

Do you have a checklist for needed activities supplies? Do you have an activity kit that includes snacks,
cigarettes, blankets, games, music? Who is responsible for this and where is it located?

Who has access to petty cash if needed in an emergency, in case other systems are inoperative?
If power goes out, how will locked doors be monitored?

When possible, and if sheltering in place, how can we keep the resident schedule and staff assignments
as consistent and normal as possible in order to maintain a calm environment?

Best Practice: Staff Training and Supervised Outings/Practice Runs

Conducting practice runs is always helpful. Though it may be difficult to take behavioral residents on outings,
it may provide important insights. You may be able to better identify which residents are compliant and which
residents are exit seeking. You will also be able to assess resident’s behavior in a group transport situation.

Train your staff to be comfortable working with behavioral residents outside of the facility by having
them conduct supervised outings. This is helpful practice for a potential evacuation.

Staff relationships with behavioral residents are key to successful management. Make sure you are clear
on who works best with whom and discuss this at a leadership level in advance of an emergency. Test it
out on the practice runs and supervised outings.

Supervised outings may also decrease resident agitation about leaving the comfortable setting of the
facility.

In an outing you may be able to better assess how many staff are needed (and which are best) in address-
ing care of a resident who is an elopement risk.

Bring your activity kit (snacks, cigarettes, games) and see what is helpful and what is missing.

Sit residents together on transport in the same way they sit in the dining room. See if this lessens agi-
tation. Skip a row of seats in placing behavioral residents in the bus so there is adequate space for the
resident, and also for the staff to intervene.

ToolKit | 15
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Disaster Ready Behavioral Care Tool Kit

¢ Create identification bands for supervised outings and test how they work. Do the residents keep them
on? What is most comfortable and reliable for tracking?

¢ Conduct a drill for a “lost resident” scenario. What are the first steps? Who is in charge and what first
contacts should be made?

Best Practice: Focus on Activities

Engagement of residents with behaviors is absolutely critical in the best of times and is most essential in
emergencies. Without engagement, resident-to-resident altercations are more likely to erupt. Think diversion.
Create an activity kit that has meaning and utility for this special population. Make sure the kit is portable and
ready to go.

Here are a few suggestions:

¢ The basics: snacks — both sweet and salty and finger foods
e Cigarettes and matches

e Games, cards, photo albums

¢ Adult coloring books, paper, crayons and markers

¢ Electronics such as headphones, music, iPad

¢ Blankets and pillows

Elopement is universally the greatest fear in disasters. Preparation and advance planning are the key to risk
prevention and successful implementation of emergency plans.

*Resources: “A Framework for Managing Wandering and Preventing Elopement”. American Journal of Alzheimer’s Disease
& Other Dementias Volume 24 Number 3 June/July 2009 208-219; Wandering and Elopement in Nursing Homes. Annals of
Long-Term Care: Clinical Care and Aging. 2012;20(3):32-36
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Evacuation/Shelter-in-Place Decision Making Guide

Criteria for Evacuation Decision-Making
of a Behavioral Care Facility

The decision to evacuate a long term care facility of any type during an emergency or disaster is one of the most
profound decisions that an Incident Commander and Incident Management Team (IMT) may have to consider.
Complex factors in this decision-making process include the physical, mental and behavioral acuity associated
with the types of residents and patients that reside both permanently or temporarily within a stricken facility.

A facility that serves residents or patients exclusively or primarily with behavioral issues requires a refined fo-
cus on the consequences of the decision to either evacuate or to shelter in place. The central factor that must
always be considered is the option (evacuation or sheltering in place) that will provide the safest environment
of care for the residents or patients of the facility. It is understood that many providers of behavioral care serve
residents with multifaceted geropsychiatric disorders or behaviors associated with dementia. This adds an ad-
ditional layer of complexity when making a decision to stay or go.

There will be critical situations that require an immediate decision to evacuate based on extreme danger like
an internal fire, uncontrollable gas leak or fast moving wildfire threatening the facility. Conversely, there will
be incidents where some amount of time will be available to initiate a formalized decision-making process to
help determine the best course of action. Less immediate, emergent situations like an extended utility failure,
internal HVAC failure, physical / infrastructure damage resulting from a storm or similar scenarios will likely
provide the Incident Commander and IMT a reasonable amount of time to make an informed decision based
on specific decision-making criteria.

A specific process for decision-making is outlined in a document known as the “National Criteria for Evacuation
Decision Making in Nursing Homes.” This guidance was developed through a partnership of several stakehold-
ers that are required to routinely consider evacuation as an option in health care facilities. The guidance illus-
trated in this document will provide health care facilities with a process of factors to consider when determin-
ing if evacuation is the appropriate response to an emergency or disaster.

The Behavioral Care Tool Kit recommends the use of this document by long term care providers that exclusively
or primarily serve this vulnerable population. It is further recommended that individual facilities also factor in
any unique elements of operations, security and resident characteristics that will help determine if evacuation
of a behavioral care facility is the appropriate response to an emergency or disaster.
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Preface
This national puide for evacuation dedsion-making in nursing homes is one of several tools developed
through a two-year grant funded by the John A. Hartford Foundation to the Florida Health Care
Assocation Education and Development Foundation. The project’s overall goal is to ensure the safety
and guality of are of frail elders living im nursing homes during a natural disaster. Partners in the project
include the University of South Florida, the Florida Department of Health Office of Emergency Operations
and the Florida Health Care Association Disaster Preparedness Committee. Many national experts and
advizors in long-term care, emergency management, ethics, and transportation have also contributed
greatly to this work. The Hartford-funded project will produce several additional products, which will be
available in the fall of 2008, including an emergency management software application specifially for
nursing homes and a long-term care facility translation of the national Incident Command System.
Additional information about this project is provided at the end of this guide.

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

Ciration: Florida Health Care Education and Dwebpmntﬁnundﬂunn 2008, National

£ ] Lion- i Homes developed through a
JEEfﬁ!MEﬂhfﬂlEjﬂﬁﬂﬂ. Hur!j"ard'ﬁ:undﬂt.lnn For further information, please
visit www. fheo.ong.
Project Partners

The John A. Hartford Foundation
Armvy | Berman, Program Officer
Florid a Health Care Association
David Sylvester, Chair
Willizm J. Phelan, President & CEQ
Robin Bleier, Chair, FHCA Diszster Preparedness Committes
FHCA Educstion & Development Foundation
Lubzirie Polivka-West, Prindipal Imeestigstor
Lee &nn Griffin, Fellow
Debbie Afzsano, Chinical Consultznt
April Henkel, Project Coordinator
University of South Forida
Kathy Hyer, Ph.D. and Lisa Brown, Ph.D., Co-Principal Imeestigators
Docds Decariment of Heglih
Ray Runo, E5F B Emergency Coordinating Officer
The Milhaenk Memerial Fungd
Muonsignor Charles 1. Fahey, Ethics Consultznt
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Intemal Factors

Overview
The evacuation of a nursing home is an extremely serious undertaking with inherent risks to the residents
the facility seeks to protect. The mass movement of persons during an emergency event who are often
extremely frail, bed-ridden, comatose, cognitively impaired, and/or dependent upon ventilators or
intravenous feeding or hydration eguipment has considerable health implications.

Mursing home residents hawve higher disaster-associated risks than other populations. Moving them out
of harm's way may well become a community imperative. As practitioners providing care for the frail
elderly and persons with disabilities, nursing homes have a moral, legal, and professional responsibility
to plan and prepare for emergency operations, induding the decision to evaouate or shelter-in-place.

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

facility’s emergency management plan.

Because of the unexpected nature of emergendcies, there is no single evacuation formula on which
nursing home leaders may rely. Evacuation decision-making is rarely a straightforward, linear process;
but rather, simultaneously involves a myriad of factors. This first national ariteria for evacuation decision-
making in nursing homes assists administrators and health @re professionals to determine whether to
evacuate or shelter-in-place during disasters, with guidance on the evacuation process.

Key Considerations
The dedsion to evacuate or to shelter-in-place is a part of any facility’s comprehensive emergency management
plan and will be a major foous when the plan is activated. The National Criteria for
Evocuation Decision-Making in Nursing Homes identifies key decision-making markers which may be used
in any emergency event, with a special foous on tropical oyclones (i.e., hurricanes, tropical storms or
tropical depressions).
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The process for evacuation decision-making for nursing homes must be framed as a flexible and
responsive ause and effect diagram:
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Decision-Makers
A nursing home’s emergency management plan must indude a primary and altermate individual who has

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

* Nursing Home Administrator or Designee

* Fadility Owner

* Fadility Corporate Representative

* Local or 5tate Emergency Operations Center Representative
* Gowernor of the State

While the final decision to evacuate or to sheher-in-place is the responsibility of one person and their
alternate, hefshe will be part of a decsion-making team which indudes internal and external partners,
and the county emergency operations center utilizing real-time event data and the dinical profiles of the

facility’s residents.

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

together during an incident.

Internal Factors
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Intemal Factors
A comerstone of MIMS is the Incident Command System (IC5). Developed in the 70s, the IS is a

standardized, all-hazard incident management concept, allowing its users to adopt an integrated
organizational structure. This common structure can be used by an organization of any size, providing
greater efficiency, better coordination, and more effective communication. The framework of the
Incident Command System supports aitical decision-making by defining well-established lines of
communicaticn and responsibilities.

The Incident Command System is structured to support five major functional areas: command,
finance, logistics, operations, and planning. These five areas comprise “Incident Command.”

Internal Factors
Internal factors influendng the decision to evacuate, or shelter-in-place are unique to a specific nursing
home. Two nursing homes in the same geographic location fadng the same emergency event may make
different evacuation decisions based on their internal factors, and both decisions may be valid.

Resident Acuity
Resident acuity is an internal, fadlity-specific condition influencing the decision to evacuate all or some
of the residents in the facility. Clinical decisions occur in conjunction with the Administrator, Director
of Nursing, Medical Director and related medical professionals.

Consideration of an acuity-based, partial evacuation may ocour prior to any mandatory evacuation
orders being issued. Partial evacuation may come into play when there is the potential for 2 planned
evacuation related to an anticpated emergency event such as a hurricane. Partial evacuations are
considered when there are residents whose conditions are complex and could become compromised if
transport from the fadility is jeopardized during or after the storm.

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

* Radiation therapy

* Chemotherapy

* Dialysis

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

* Venis or unstable tracheotomies

* Unstable respiratory or cardiac conditions

* Unstable Infectious Conditions not responding to current aggressive treatment

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

* Hospice care

* Respiratory treatment

* Receiving intermittent suctioning

* Pressure ulcer(s)

* Resclving Infections

* Stable Vs, parenteral or enteral nutrition
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Internal Factors
The nursing home will make the decision to evacuate based on these acuities as well as other internal

and external factors.

Physical Structure

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

Physical Structure Factors
* Hardening the Facility

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

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

* The Lay-down Factor

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

* Emergency Power Capadty

An evaluation must be made regarding the fadlity’s emergency power @padty. The generator
should support oritical care functions and maintain lights and air temperature in at least 3 safe
zone where residents can be congregated. The anticipated longevity of the fadility's emergency
power system will influence the evacuation decision. Further, a local power outage usually resulis
in a quicker restoration time while a community-wide power outage may result in longer
restoration times and may put more strain on the facility's emergency power.

* Seourity

Security must be sufficient to protect residents, staff, and facility resources and property. In a
community-wide emergency event, nursing homes with food, water, and emergency power,
become conspicuous beacons of normaloy in a sea of chaocs. Desperate individuals may try to
forcefully take provisions. A loss of facility resources or threats to residents and/or staff may
necessitate an evacuation.
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Hurricane and Disaster Preparedness Project Summary

Transportation

Even when a decision to evacuate has been made, it cannot ocour without 3 means of transport. Some
emergency events such as tomadoes and earthquakes may require post-event evacuations and other
impending emergency events may necessitate a planned evacuation. Regardless, the lack of
transportation can abort the evacuation attempt. Nursing homes are advised to identify three
transportation providers.

There are many reasons why an evacuation may not coour due to a lack of ground transportation:
* Poor planning by the facility
* Incorrect assumptions regarding vehicle sources and availability
I Toopreat a demand for too few vehides
* Vehides are destroyed in the disaster
* Vehides cannot respond into the region
o Distance too great
o |Impassable roads
* Yehide size or type
o Aninsufficient numbser of vehicles may require several trips, cusing an evacuation to take
maore time to complete than is available, fordng some residents to shelter-in-place
o Vehides that are difficult to load and unload will require more time for evacuations
o Loading and travel times must be less than the time available to travel safely in deteriorating conditions, such
as the onset of tropical storm-force winds (39-73 mph)
* Fuel source and availability

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

Destination

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

Destimation Location Types
* Close Proximity — serves an unplanned, immediate evacuation
* Within Area — senves an unplanned or planned evacuation
* Dutside of Area — serves a plannedevacuation

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

The impact of the emergency event on the “home” facility may necessitate a long term stay at the
destination facility or a transfer to another more permanent care location. The public shelter is a choice
of last resort; conditions may be poor, and the health of residents may be threatened.
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Staff
The availability of staff to be contacted and to return to work is an important factor influencng the

decision to evacuate or shelter-in-place.

There are mamy reasons whidh may affect staff ‘s ability to respond when clled back to work:
* Impassable roads
* Imjured, ill, or deceased family members
* Ayailability and role of non-nursing staff to support direct care, hands-on nursing staff in the
evacuation process
* Concemns about dependent family members
* Concemns about pet safety
* Family members of staff
* Inability to communicate — cell towers/phone lines down.

Supplies

A decision to sheler-in-place requires the ability of a fadlity to be self-sufficient. Sheltering-in-place
requires a significant quantity of supplies: alternate energy sources, food, potable water, medications,
hygiene supplies, and other necessities. If sufficient quantities cannot be acquired prior to an event,
evacuation may be warranted. Requirements vary from state to state. Florida's state requirements are
noted below, along with recommendations.

Florida Requirements and Recommendations

Hurricane and Disaster Preparedness Project Summary

2008 Florida Requirements

Supply Type Florida Administrative Code (FAC) | NC-ommendations

Dietary:

Mon-perishable food & supplies One-week, 5. 55A-1.110(4), FAC 7-10 days

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

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

72 hours, 5. 59A-4.126 (2)(b), FAC and

Essential supplies AHCA Form 3110-6006, March, 1954

7-10 days

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

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

Projected event scope might also predict the availability of supplies post disaster (see Scope section). A
wide-spread emergency might significamtly disrupt transportation and communications to such degree
that remaiming in the facility is not feasible.
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In considering quantities of supplies, the nursing home must assess the potential for an increase in

facility population, such as an influx of staff dependents, incoming residents, and other staff seeking
shelter.

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

MNature of Emergency Event

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

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

The nature of emergency events influences the decision to evacuate in two general ways:
1. Time— Immediate threat vs. Impending threat
2 Scope — Facility-specific vs. Community-wide

Time: Emergency events may be immediate or impending.

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

Impending disasters (hurricane, winter storm, wildfiras)
* Are tracked for some period of time prior toimpact
* Allow communication beforehand with outside stakeholders, especially localemergency
operations centers
* Allow some time for Inddent Command to meet, formially activate disaster plans, weigh options and
prepare
* Allow some consideration to pinpeoint a time by which a dedision to evacuate must be made in
order to allow for safe evaouation by considering the following:
o Estimated time of arrival of tropical storm winds of sustained 39 mph or at the onsat of
storm surge inundations, whichever ooours first
o Time required to mobilize residents, transport them, and move them into the evaouation
destination |ocation
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Hurricane and Disaster Preparedness Project Summary
Scope: The scope of the emergency event refers to the peographic impact of the incident and may be
facility-specific, loal, or widespread. The dedsion to evacuate or to shelter-in-place will be influenced by
the scope of the emergency.

Facilityspecific
Emergency events may be facility-specific or relevant to only a lec@l neighborhood.

Characteristics of facility-specfic emergencies include:

* immediacy

* gvacuation decision made by the fadlity’s Incident Commander rather than outside direction

* short distance to the evacuation destination, often within the community

* municipal wutility services will likely continue uninterrupted

* an evacuation made within the fadlity, a partial evacuation of residents, or complete
abandonment of the structure, depending on the damage to the structure

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

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

Characteristics of local emergencies indude:
* gyvacuation direction will come from local offidals (either voluntary or mandatory)
* immediate or impending
* gyacuation destination to ooour over shorter distances
o distances within 50 miles (60 miles under extenuating circumstances)
¢ travel duration between 45 minutes and 2 hours (not including load/unload time)
* gyacuation may be partial or complate
* gyacuation duration will generally be of shorter duration (days to weeks), although some
specific circumstances could be longer
T after the event, repairs to le@l infrastructure should ocour relatively quickly andsupply
chains will experience minimal disruption

Widespread

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

Characteristics of these widespread emergendes indude:
* mandatory evacuations ordered by government authorities
* long distance travel will be required
o distances greater than 50 miles
¢ travel duration over 2 hours (net including load/unload time)
* complete evacuation of residents andstaff
* gyacuations which may be of an extended duration, possibly measured in months
o  after the event, supply systems and infrastructure will be significantly damapged or destroyed
and services will not be restored quidkly
o fadlity damage is likely to be significant
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Hurricane and Disaster Preparedness Project Summary
Location of Fadility
The location of the fadility is a factor in deciding to shelter-in-place or evaouate.
* Rural
* Urban
* Metropolitan

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

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

In the Zone

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

Hurricane Evacyation Zone

Hurricane evacuation zones are usually determined as part of a state’s Hurricane Evacuation Study, a
federal program which develops toecls and information that assist State and County Emergency
Management Offices decide who should evaouate during a hurricane threat and when the evacuation
order should be given to insure all evacuees have enough time to get to safety.

The Hurricane Evacuation Zone is determined by considering an area’s:
* Geologic, bathymetric, and topographic features
* Transportation and Population
* Spedific hazards analyses, induding the likelihcod of surge

Hurricane Evacuation Zone Definitions:

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

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

* Mo Evacuation Zone areas lie outside a hurricane evacuation zone and are not expected to face a risk
of storm surge flooding from ahurricane.

The greatest potential for loss of life related to a hurricane is from storm surge. & Surge Zone (also
referred to as a Storm Surge Zone) is a geographic area that will be inundated by the storm surge of a
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Hurricane and Disaster Preparedness Project Summary
hurricane or tsunami. The surge zone is different for each category of storm, growing as the intensity of

the storm increases. The storm surge will consist of saltwater unless oocurring along a large freshwater
lake. A hurricane's predicted landfall is orucial to determining which areas will be affected by storm surge.
When not associated with a tropical system, the storm surge may also be referred to as coastal flooding.
Coastal flooding can ooour from the combination of high tides and strong on-shore winds.

The 5torm Surge information informs the assignment of hurricane evacuation zones and is impacted by
incident-spedfic considerations such as:
* Central barometric pressure at 6-hour intervals
* Latitude and longitude of storm positions at 6-hour intervals for a 72-hourtract
* Storm size measured from the center [eye) to the region of maximum winds, commonly referred to
as the radius of maximum winds.
* Height of the water surface well before the storm directly affects the area of interest

Elopdlonz

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

Conclusion
Mursing homes and assisted living facilities caring for vulnerable elders and persons with disabilities are
responsible for comprehensive plans for their care and protection and, when conditions warrant,
facilities must take quidk, decisive action to follow through on those plans. Emergencies can be relatively
localized events like tornadoes or may encompass large geographic regions as in the @se of earthguakes,
hurricanes, and wildfires. The speed at whidh events unfold can vary greatly. Hurricane Katrina was
tracked as a monster storm for two to three days prior to landfall, while other storms intensified
explosively, catching many off-guard.

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

Redundancy in disaster planning is strongly encouraged as it is certain that resources will be stretched thin
by constantly changing conditions. Facilities are encouraged to implement a three-deep philosophy,
entering into contracts with multiple vendors for the provision of food, water, emergency power,
transporation, and emergency destinations.
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Hurricane and Disaster Preparedness Project Summary
Moo=t importantly, a facility's Incident Command must be prepared to consider and act on a facility's

evacuation decision-making criteria.

Hurricane and Disaster Preparedness Project Summary
In February 2006, The John A. Hartford Foundation (JAHF) funded a Nursing Homie “Hurricane Summit,”
sponsored by Florida Health Care Association, of representatives from the six Gulf Coast States affected by
hurricane damage during 2005 (Louisiana, Mississippi, Alabama, Texas and Florida), including Georgia, a
receiving state for hurricane evacuees. The Summit evaluated disaster— preparedness, response and
recovery of nursing homes and identified paps that impeded safe resident evacuation and disaster
response. The meeting identified emergency response system issues that reguire improved coordination
between nursing homes and State and local emergency responders. The Hurricane and Disaster
Preparedness for Long-Term Care Facilities project builds on the knowledge gained at the Nursing Home
Hurricane Summit, the experience of emergency manapement staff during the four 2004 Florida
hurricanies and the 2005 Hurricanes (Katrina and Rita), as well as the Federal Government’s interest in
improving disaster preparedness.

Primary Objective: This project’s primary objective is to ensure the safety and quality of care of frail elders
living im nursing homes during a natural disaster by helping nursing homes and state and locl emergency
responders improve disaster preparedness, response, and recovery.

Goals: To adhieve this objective, the project will:
L Developanew nursing home Disaster Planning Guide and software for naticnal use,
II. Develop and test nursing home disaster training materials, and
IIT. Disseminate these materials regionally at the 2007 gulf coast state Hurricane Summit, and
nationally in 2008 in partnership with American Health Care Association at their annual

meeting and other national meeatings.

ToolKit | 33



Disaster Ready Behavioral Care Tool Kit

34 | ToolKit



DISASTER

Sample Transportation

Memorandum of
Understanding (MOU)







Sample Transportation Memorandum of Understanding (MOU)

Transportation Provider
SERVICE AGREEMENT

Agreement Effective Date:

Month/Day/ Year

Facility:

Facility Name

Your Name

Address

Phone

Service Provider:

Transportation Provider

Address

Phone

THIS INDEPENDENT SERVICES AGREEMENT is made and entered into by and between the above-named
Facility and Service Provider with each individually (a Party) and collectively (the Parties), as of the Agreement
Effective Date (Effective Date), with respect to the following:

RECITALS

WHEREAS, Facility desires for Services Provider to render services as set forth in Exhibit A attached
hereto and incorporated by reference (Services) to the Facility, located at the Facility address set forth above
(the Facility Premises) and;

WHEREAS, Service Provider desires to render such Services to Facility and or Facility’s patients or
residents in connection with Facility’s operation.
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Now Therefore, in consideration of the promises and for other good and valuable consideration, the
receipt and sufficiency of which the Parties hereby mutually acknowledge, the Parties agree:

1. Services Providers Duties. Services Provider agrees to render the Services set forth within Exhibit A
during the term of this Agreement and to perform its duties hereunder in a professional manner.
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A. General Duties Required of Both parties

2. Facility’s Duties
i.

3. Compensation.
i
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Service Provider shall provide Services with all applicable federal and state laws and
within the established policies of Facility, in effect from time to time.

Upon request, Service Provider will prepare complete service records and or logs of
all Services rendered to Facility.

Facility shall make clear to all third parties, with whom it deals in the employee, part-
ner, agent, joint venture or affiliate of Facility.

Service Provider shall provide to Facility and its staff, residents and/or patients, the
specific services listed in Exhibit A. In the event of any conflict between the terms
and conditions of any exhibit attached to this Agreement, and the terms contained
within the main body of this Agreement, the terms of the main body of this Agree-
ment shall rule and supersede any Exhibit.

Service Provider staff shall be trained to meet and exceed the reasonable require-
ments of routine transportation services in accordance with Arizona state laws.
Service Providers technicians have undergone a Department of Motor Vehicles record
check, a criminal background check and maintain a clean record and are trained in
the use and supply of oxygen in transportation settings.

Facility shall not unreasonably restrict or limit Service Providers right to exercise its
independent professional judgement, including the right for Service Provider to rec-
ommend necessary Services.

Facility shall furnish Service Provider with such necessary supplies and materials as
might ordinarily be expected for the preparation of reports, remarks or consultations.
If any authorization or documentation is required, it is Facility’s responsibility to ob-
tain the required authorization or documentation prior to scheduling transportation
with Service Provider.

It shall be the responsibility of the Facility to notify the Service Provider in the event
a transport patient/resident has a Do Not Resuscitate (DNR) certificate. Facility
recognizes that Service Provider is duly recognized as a non-medical, non-emergen-
cy transportation provider, for routine transport service and provides no medical
services other than the supply of Oxygen as notified. For DNR customer/patients/
residents, it is the responsibility of the Facility to provide the signed DNR certificate
to Service Provider prior to the transport. Verbiage should be corrected based on
service providers capabilities.

Service Provider shall directly bill Facility or its patients/residents or the respective
third-party payor(s) for all services rendered. Facility charges are pursuant to Exhibit
A.

Facility will reasonably assist Service Provider in obtaining accurate patient/resident
third party billing information. For Services billed directly to Facility, Facility shall di-
rectly compensate Service Provider for all completed services on a net 30 basis upon
receipt of Service Providers approved invoice.



Sample Transportation Memorandum of Understanding (MOU)

iii. Service Provider shall submit a billing summary weekly. Summary billing shall in-
clude: Date of service, level of service, Patient/resident name and transport charges.
Service Provider shall maintain records of all services rendered for 24 months from
the date of the service rendered.

iv. Changes to the rates in Exhibit A shall occur 45 days prior to the renewal date
through 45 days following any such contract renewal. Requests for rate renegotia-
tions for a renewal contract shall be in accordance with Section 16, Notices.

V. Facility agrees to pay as liquidated damages, an amount equal to 1.5% per month of
the amount of the unpaid balance plus accruals on all invoices over 30 days past due
from the payment due date.

Insurance. Service Provider agrees to maintain general and professional liability and errors and omis-
sions insurance throughout the term of this agreement, in an amount of not less than One Million
Dollars (1,000,000) per claim and Three Million Dollars (3,000,000) in aggregate.

Terms and Conditions. The term of this Agreement shall commence on the Agreement Effective date
and shall continue thereafter for a period of one year (Term). This Agreement shall automatically ex-
tend for additional terms of one (1) year each (Additional Term), unless written notice of termination
is given by either Party. Notwithstanding, anything contained herein, either Party may terminate this
Agreement and the Term hereof, at any time during the Term or Additional Term, upon providing 30
days of written notice, pursuant to Article 16 herein. Facility may immediately terminate this Agree-
ment upon any breach, violation of law regulation, or loss or failure of license or licensure, if applica-
ble to the inaction or omission of, by or involving Service Provider which, in the reasonable opinion

of Facility constitutes a threat the health, safety and welfare of the Facility, any patient/resident or
violation of any law.

Regulatory Changes. The Parties mutually agree, that if; local, state or federal government agencies
promulgate regulations which materially affect the terms of this Agreement, this Agreement shall be
immediately subject to renegotiation upon the initiative of either Party.

Licensure, Eligibility, and Compliance. If licensure, certification or any other approval by any state,
federal or quasi-governmental entity having jurisdiction over Facility or Service Provider is required
for service Provider to legally render Services hereunder, Service Provider and any employee of
Service Provider rendering Services hereunder, shall at all times during the term of this Agreement,
be duly licensed, certified or approved and shall provide satisfactory evidence of continuing licensure
certification, and or approval to the Facility upon the execution of the Agreement and thereafter upon
request of Facility from time to time.
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Exclusion. Service Providers represents and warrants that neither Service Provider nor any individual
or entity with a direct or indirect ownership or control interest of 5% or more in Service Provider, nor
any director, officer, agent or employee of such party, is debarred, suspended or excluded under any
state or federal health care program for which it is currently eligible to participate in, including but not
limited to; Medicare and Medicaid. Service Provider agrees to disclose any actual or threatened fed-
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10.

11.

12.

eral, state or local investigations or imposed sanctions of any kind. In progress or initiated subsequent
to the date of entering into this Agreement. Service Provider certifies and warrants it is not currently
sanctioned under any applicable state of federal fraud and abuse statutes including exclusion from
any state or federal health care program.

Service Providers Location, Schedule and Availability. Service Provider will provide available equip-
ment and personnel for routine transport service to Clients resident/patient. Service is available 24
hours a day, 7 days a week, including national holidays, including New Year’s Day, Memorial Day, July
4th, Labor Day, Thanksgiving and Christmas Day. Service Provider shall maintain a base of operation
[enter location}. Service Providers present base of operation is located at {enter location). Service Pro-
vider may change its base location without notice to facility, provided it remains in the {enter area} and
that such change does not adversely impact the transportation services to be provided hereunder.

Independent Contractor. It is expressly acknowledged by both Parties that Service Provider is an in-
dependent contractor. Nothing herein is intended to be construed to create an employer-employee,
partnership, joint venture or any relationship between the Provider and Facility. No provision of this
Agreement shall create any right in Facility to exercise control or direction over the manner or method
by which Service Provider performs its duties or renders Services hereunder; provided always that
those services will be provided following all applicable laws, rules and regulations of all governmen-
tal authorities, and Facility’s then current Corporate Compliance Program (if one exists). Facility will
not withhold compensation payable to Service Provider hereunder; or be in anyway responsible for
any sums for income tax, employment insurance, Social Security or any other agency tax or fee and
Service Provider agrees that the payment of all such amounts as may be required by law are and shall
be the responsibility of Service Provider.

Fair Market Value. The amounts to be paid to Service Provider by Facility have been determined by
the Parties through good faith and arm’s length bargaining to be the fair market value for Services

to be rendered hereunder. No amount paid or to be paid hereunder is intended to be nor will it be
construed as ; an offer, inducement or payment, whether directly or indirectly, overtly or covertly, for
the referral of patients/residents by Service Provider to Facility or by Facility to Service Provider, or for
the recommending or arranging of the purchase, lease or order of any item or service. For purposes
of this section, Service Provider and Facility will include each such person or entity and any affiliate
thereof. Specifically, no referrals are required under this agreement.

Indemnification. Each party agrees to defend, indemnify and hold the other party, its corporate par-
ent, subsidiaries, affiliated and related companies, directors, officers, employees and agents, wholly
harmless for, from and against any and all costs (including without limitation reasonable attorney’s
fees and costs of suit), liabilities claims, losses, lawsuit, settlements, demands, causes, judgements
and expenses arising from or connected with acts or omissions of the indemnifying party, to the ex-
tent that such costs and liabilities are alleged to result from the negligence or willful misconduct. The
indemnifying party explicitly agrees not to admit fault on behalf of the other party without expressed
written consent of the indemnified party. A party receiving notice of a claim or potential claim,

loss, lawsuit or demand shall send written notice to the other within 10 business days and shall fully
cooperate in the defense thereof, by counsel mutually acceptable by both parties. The indemnified
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13.

14.

15.

party shall have the right but not the responsibility and at its own cost and expense to retain separate
counsel of its choosing. The parties right to indemnification set forth in this Article 12 are non-exclu-
sive and are not intended to affect in any way any other rights of the parties to indemnification under
applicable federal or state, local laws and regulations.

Access to Book and Records.

Pursuant to 42 U.S.C. 1395x(V)(1)(l), during the ___ year period after completion of the Services
hereunder, Facility and Service Provider will upon written request, make available to the Secretary of
Health and Human Services or to the Comptroller General, or their duly authorized representatives,
the Agreement and any books documents and records that are necessary to certify the nature and
extent of the costs incurred by the Facility under the provisions of this Agreement. This provision
shall be in force for anywhere between 12-month period during which the total value of Services
provided or goods delivered hereunder is at $10,000 or more.

HIPAA Applicability and Compliance.

i Service Provider may be a “Covered Entity” and may be required to comply with the applica-
ble provisions of the Health Insurance Portability and Accountability Act of 1996, as amend-
ed (HIPAA) and the regulations and guidelines pertaining thereto (collectively with HIPAA
the HIPAA Rules), and to obtain sufficient assurances that its contracting parties will appro-
priately safeguard patients’ Protected Health Information (PHI) as defined within the HIPAA
Rules. Both Facility and service Provider agree maintain the security and confidentiality of
Facility patients/residents PHI according to the HIPAA Rules and all other applicable laws and
regulations.

ii. Service Provider will comply with all laws including Title VI of the Civil Rights Act of 1964
Section 504 of the Rehabilitation Act of 1973, The Age Discrimination in Employment Act,
Federal Executive Order 11246, regarding discrimination on the basis of race, color, religion,
creed, sex, sexual orientation, handicap, national origin, political affiliation, or belief in the
course of providing services at or for the Facilities Patients/residents.

Confidential Information. Service Provider shall take commercially reasonable care to preserve the
confidentiality of all private, confidential and/or proprietary information disclosed to or discovered by
Service Provider in connection with this Agreement, including, without limitation, non-public finan-
cial information , manuals, protocols, policies, procedures marketing or strategic information, Facility
lists, computer software, training materials, resident/patient health information, resident/patient re-
cords and resident/patient care outcomes data (Confidential Information) as required by this Agree-
ment and the applicable law. Service Provider shall not use for its own benefit or disclose or other-
wise disseminate to third parties, directly or indirectly any Confidential Information without prior
written consent of Facility. Upon termination of this Agreement or sooner if requested by Facility, all
Cl, and copies thereof in the possession or control of Service Provider shall be returned to the Facility.
Service Provider and Facility shall comply with applicable federal state and local laws and regulations
with respect to all Cl, including, but not limited to, any disclosures by Facility thereof pursuant to this
paragraph.
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16.

17.

Notices. All notices which are required or which may be given pursuant to this Agreement, shall be
in writing and shall be sufficient in all respects, if given in writing and delivered personally or by reg-
istered or certified mail, return receipt requested, or by a comparable commercial delivery system,
and notice shall be deemed to be given on the date hand delivered or on the date which is three (3)
business days after the date deposited in the U.S. mail or with a comparable commercial delivery sys-
tem, with postage or other delivery charges thereon prepaid, at the addressees first set forth herein
above or such other addresses as the parties may designate by written notice to the other from time
to time. For a notice to Service Provider to Facility to become effective, a true and complete copy

of such notice shall be simultaneously delivered by Service Provider to {enter name and address of
Service Provider here}

Dispute Resolution/Arbitration
i The Parties agree to meet and confer in good faith to resolve any dispute(s) that may arise

out of and or relate to this Agreement. If such dispute(s) remain unresolved, the Parties mu-
tually agree that such disputes will be resolved exclusively by arbitration in accordance with
the provisions of this Article 17. Either Party may commence arbitration by sending a written
demand for arbitration to the other Party, setting forth the nature of the controversy, the
dollar amount involved, if any, the remedies sought, and attaching to such demand a copy of
this fully executed Agreement. The Parties agree that such arbitration shall be administered
by the [List the Arbitration process/vendor]

ii. Notwithstanding the foregoing, because time is of the essence in this Agreement, the Parties
(i) specifically reserve the right to seek a judicial temporary restraining order, preliminary in-
junction or other short term equitable relief, and grant the arbitrator the right to make final
determination of the Parties rights including to make permanent or dissolve such court order
(ii) any and all arbitration proceedings are conditional upon such proceedings being covered
within the Parties respective risk insurance policies, (iii) the Parties shall not be required to
arbitrate malpractice or any third party claims.

18. Miscellaneous Provision

i Both Parties agree that this Agreement has been negotiated by and between Service Provid-
er and Facility in an arms-length negotiation, and both Parties are responsible for its drafting.
Both Parties have reviewed this Agreement with appropriate counsel, or have waived their
right to do so, and the Parties hereby mutually irrevocably agree that this Agreement shall
be construed neither for or against either Party, in accordance with the plain language and
intent hereof. The invalidity or unenforceability of any provision of the Agreement shall not
affect the other provisions hereto, and this Agreement shall be construed in all respects as if
such invalid or unenforceable provisions were omitted. Headings are used herein for conve-
nience only and shall play no part in the construction of any provision of this Agreement.

ii. With respect to any Services provided under the Agreement which are payable to Medicare
Part A (Non-Covered Services) the rate of payment that Service Provider will charge the
Facility for Non-Covered Services (the Negotiated Rate) inclusive of any applicable discounts,
rebates, or other price reducing allowance which fall within the definition of discount which
fall under 42 CFR 1001.952(h)(5) (in the aggregate, Discounts), shall exceed Service Provid-
ers costs in providing such Non-Covered Services and shall be consistent with fair market
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Vi.
vii.

viii.

value . Upon request of either party at the end of each Contract Year Facility shall recon-

cile the amounts that Facility has paid for the Non-Covered Services during the preceding
Contract Year against Service Providers disclosed cost, which shall be provided to Facility by
Service Provider for such Non-Covered Services. To the extent such reconciliation suggests
that the Negotiated Rates the Facility paid to Service Provider during the preceding contract
year did not exceed Service Providers costs or was not consistent with fair market value,

the parties shall renegotiate the aggregate over the then current Contract Year, will exceed
Service Provider costs to provide the Non-Covered Services and will be consistent with fair
market value.

The parties agree that all Services, goods and/or equipment delivered pursuant to this
Agreement are delivered in the state where the Facility is physically located. Any state of
federal or local franchise, sales, use gross receipts income, and/or any other taxes, levies,
charges, fees or licenses payable or necessary in connection with such goods, services and/or
equipment are the sole responsibility of Service Provider.

This Agreement is intended to be in compliance with the discount safe harbor provisions of
the Anti-Kickback Statute and its implementing regulations, 42CFR 1001.952(h). All dis-
counts and rebates will be provided based on purchases of goods/services within a single
fiscal year of facility and the terms of discounts and rebates are fixed and set forth herein.
Service Provider shall disclose the amounts of any discounts and rebates in writing to Facility
at the time of invoice or at such time as the discounts or rebates are ascertainable.

All Parties who are agents or contractors of the Facility are required to report suspicion of a
crime against any individual who is a patient/resident of or is receiving care from Facility to
the Secretary of the U.S. Department of Health and Human Services and one or more law
enforcement entities for the political subdivision in which the Facility is located. If the events
that cause the suspicion result in serious bodily injury, the report shall be made no later than
2 hours after forming the suspicion. If the events that cause the suspicion do not result in
serious bodily injury, the report shall be made no later than 24 hours after forming the suspi-
cions or as otherwise required by law.

This Agreement shall be governed by the laws of the State of Arizona

Time is of the essence of this Agreement and every term and condition hereof. The waiver
by any Party hereto of a breach of any provision of this Agreement shall not operate as or be
construed to be a waiver of any subsequent breach by any Party.

This Agreement shall be binding upon the Parties hereto, their heirs, successors and assigns.
Notwithstanding the foregoing, Service Provider acknowledges that a material and sub-
stantial consideration in Facility’s execution of the Agreement is the identity and reputation
of the Service Provider, and Facility’s subjective perception of Service Providers value to

and compatibility with Facility and its officers, employees, facilities and residents. As such,
notwithstanding anything contained herein to the contrary, this Agreement and the rights

of Service Provider hereunder are personal to the Service Provider, and may not be assigned
or subcontracted to, nor shall the duties and responsibilities of Service Provider hereunder
be delegated to or rendered by, any other person or entity without the express prior written
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by the Facility in its sole absolute and unfettered discretion. Notwithstanding anything con-
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tained herein, Facility may transfer the Agreement to a subsidiary or affiliate upon written
notice to Service Provider.

ix. This Agreement represents the entire agreement and understanding of the Parties with
respect to the subject matter hereof and supersedes and negates any previous contracts
or agreements whether written or oral between Facility and service Provider. Facility and
Service Provider mutually agree no term or provision of this Agreement may be changed,
waived, discharged or terminated orally, by telephone or by any other means except by an
agreement, in writing, signed by both Parties.

X. 18.10 This Agreement may be executed in two or more counterparts, each of which shall be
deemed an original and all of which together shall constitute one and the same instrument.

19. Billing Instructions
i Billing Department Email:
ii. Billing Department Direct Line:
iii. Provide the following information to the Billing Department
a. Contact Name

b. Contact Email

c. Contact Mailing Address

d. Contact Business Phone

e. Billing Portal/website
iv. Where payments should be sent

IN WITNESSES WHEREOF, The Parties have affixed their signatures to this Independent Services Agreement.
Agreement as of the dates set forth below
Facility Service Provider

Signature:

Authorized Agent:

Date:
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EXHIBIT A
Direct Services Provided to Facility

Compensation. The parties hereto agree that the Services performed by Service Provider on be-
half of the Facility’s residents pursuant to this agreement will be separately billed to the resident’s
commercial medical insurance company, the intermediary for the Medicare program, or applicable
state agency for the Medicaid program, as appropriate and necessary. Facility will assist Service Pro-
vider in proper billing by providing Service Provider with the necessary information Service provider
may reasonably require. For Services direct billed to Facility, Facility shall remit payment to Service
Provider within 30 Days of receipt of statement, including those residents who are receiving Ser-
vices reimbursable under Medicare Part A, HMO (if the Facility is responsible) private and Medicaid
non-covered services.

DISASTER AVAILABILITY

Service Provider will provide support and transportation in the event of a major disaster requiring the
evacuation of the Facility’s Resident/Customer/Patient utilizing all available Service Provider resourc-
es, subject to availability and scope of disaster.

MINIMUM REQUIREMENTS

Service Provider will provide available equipment and personnel for routine transport service to Facil-
ity’s resident/patients. Service is available 24 hours a day, 7 days a week, including national holidays,
including New Year’s Day, Memorial Day, July 4th, Labor Day, Thanksgiving and Christmas Day.
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Services
Availability
Insurance Coverage
Wait Time
Fuel Surcharge
Billable Cancelations
Weekend Surcharge
Surcharge
Overnight Fee (10 PM to 5:00 AM)
Stat Fee (P/U < 1 hour)
AHCCCS Plan Coverage
Booking
Missed Appointment Guarantee
Ambulatory
Wheelchair
Stretcher/Gurney
Bariatric Wheelchair (>300lbs)
Bariatric Stretcher (>300lbs)
Oxygen (up to 15 liters)
Mileage
Extra Technician
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FACILITY RATES
Preferred
24/7
$3 Million (example)
30 min (example)
None (example)
Base Rate Only (example)
None (example)Holiday
None (example
$25 (example)

$25 “
YES “
Priority “
2 free “
$25 “
$25 “
$50 “
S60 “
$120 “
S20 “

10 miles (free after $2 per)
$30 “u



Sample Transportation Memorandum of Understanding (MOU)

Facility:
Address:
Phone:

Emergency Operations Plan
Memorandum of Understanding
Transportation Provider

This is an agreement between your facility and transportation provider to provide non-emergency, emergency
transportation to residents to a facility listed in your facility Emergency Operations Plan.

Residents may have varying levels of mental health issues and behavioral disorders including PTSD, bi-polar
disorder, schizophrenia, dementia and other geropsychiatric condition. This may make transportation and su-
pervision of residents more challenging. Transportation Provider can also anticipate transporting ambulatory
residents with walkers; residents in wheelchairs; and stretcher transports (under ___ pounds).

Point of contact and phone number for transport provider:

Signed by Facility Representative:
Date:

Signed by Transport Provider Representative:
Date:
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Mental Health Resources

Southwest Behavioral & Health Services
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Arizona Behavioral Health Corporation

Pima Helpline
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National Alliance on Mental lliness
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Disaster Ready Behavioral Care Tool Kit

ARIZONA ARIZONA LICENSED HOSPITALS
FACILITY ID REQUIRED TO REPORT FINANCIAL DATA
TO ADHS
~ UPDATED February 2018 ~
MED4487 ABRAZO ARIZONA HEART HOSPITAL
MEDO0209 ABRAZO ARROWHEAD CAMPUS
MEDO0228 ABRAZO CENTRAL CAMPUS
MEDO0224 ABRAZO MARYVALE CAMPUS
MED2149 ABRAZO SCOTTSDALE CAMPUS
MED2640 ABRAZO WEST CAMPUS
MED2787 ARIZONA SPECIALTY HOSPITAL
MED2312 ARIZONA SPINE AND JOINT HOSPITAL
MED4736 ARIZONA STATE FORENSIC HOSPITAL
MEDO0208 ARIZONA STATE HOSPITAL
MED3301 AURORA BEHAVIORAL HEALTH SYSTEM
MED4271 AURORA BEHAVIORAL HEALTHCARE-TEMPE
MEDO0219 BANNER - UNIVERSITY MEDICAL CENTER PHOENIX
MED7024 BANNER - UNIVERSITY MEDICINE FAMILY MEDICINE
MEDO0239 BANNER BAYWOOD MEDICAL CENTER
MEDO0211 BANNER BEHAVIORAL HEALTH HOSPITAL
MED0241 BANNER BOSWELL MEDICAL CENTER
MEDO0258 BANNER CASA GRANDE MEDICAL CENTER
MEDO0217 BANNER DEL E. WEBB MEDICAL CENTER
MEDO0216 BANNER DESERT MEDICAL CENTER
MED2910 BANNER ESTRELLA MEDICAL CENTER
MED3557 BANNER GATEWAY MEDICAL CENTER
MED5288 BANNER GOLDFIELD MEDICAL CENTER
MED2157 BANNER HEART HOSPITAL
MED4420 BANNER IRONWOOD MEDICAL CENTER
MED0204 BANNER PAYSON MEDICAL CENTER
MEDO0238 BANNER THUNDERBIRD MEDICAL CENTER
MED2863 BANNER-UNIVERSITY MEDICAL CENTER SOUTH CAMPUS
MEDO0257 BANNER-UNIVERSITY MEDICAL CENTER TUCSON CAMPUS
MEDO0194 BENSON HOSPITAL
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Mental Health Resources

ARIZONA DEPARTMENT OF HEALTH

ARIZONA ARIZONA LICENSED HOSPITALS
FACILITY ID REQUIRED TO REPORT FINANCIAL DATATO
ADHS
~ UPDATED February 2018 ~
MEDO0198 CANYON VISTA MEDICAL CENTER
MED2124 CHANDLER REGIONAL MEDICAL CENTER
MED4019 CHANGEPOINT PSYCHIATRIC HOSPITAL
MED1397 CHG HOSPITAL TUCSON, LLC
MED6250 COBALT REHABILITATION HOSPITAL IV, LLC
MEDO0205 COBRE VALLEY REGIONAL MEDICAL CENTER
MED3242 COPPER QUEEN COMMUNITY HOSPITAL
MED6578 COPPER SPRINGS HOSPITAL, LLC
MED1864 CORE INSTITUTE SPECIALTY HOSPITAL, THE
MED6462 CORNERSTONE BEHAVIORAL HEALTH EL DORADO
MED3573 CURAHEALTH NORTHWEST PHOENIX
MEDO0340 CURAHEALTH PHOENIX NW
MEDO0565 CURAHEALTH TUCSON
MED5829 DIGNITY HEALTH - ARIZONA GENERAL HOSPITAL
MED6729 DIGNITY HEALTH EAST VALLEY REHABILITATION HOSPITAL
MEDO0201 FLAGSTAFF MEDICAL CENTER
MED4766 FLORENCE HOSPITAL AT ANTHEM, LLC
MED3150 GILBERT HOSPITAL
MED5416 GLOBALREHAB - SCOTTSDALE, LLC
MED6142 GREEN VALLEY HOSPITAL
MED2568 GREENBAUM SPECIALITY SURGICAL HOSPITAL
MED1078 GUIDANCE CENTER, THE
MED6181 HACIENDA CHILDREN'S HOSPITAL, INC.
MEDO0244 HAVASU REGIONAL MEDICAL CENTER
MED2205 HAVEN SENIOR HORIZONS
MED4071 HEALTHSOUTH EAST VALLEY REHABILITATION HOSPITAL
MEDO0342 HEALTHSOUTH REHABILITATION INSTITUTE OF TUCSON
MEDO0225 HEALTHSOUTH SCOTTSDALE REHABILITATION HOSPITAL
MEDO0240 HEALTHSOUTH VALLEY OF THE SUN REHABILITATION
MED3310 HOLY CROSS HOSPITAL

http://www.azdhs.gov/preparedness/public-health-statistics/health-facility-cost-reporting/index.php
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Disaster Ready Behavioral Care Tool Kit

ARIZONA DEPARTMENT OF HEALTH

ARIZONA ARIZONA LICENSED HOSPITALS
FACILITY ID REQUIRED TO REPORT FINANCIAL DATATO
ADHS
~ UPDATED February 2018 ~
MEDO0230 HONORHEALTH DEER VALLEY MEDICAL CENTER
MEDO0222 JOHN C. LINCOLN NORTH MOUNTAIN HOSPITAL
MED5161 KINGMAN REGIONAL MED CTR-HUALAPAI MOUNTAIN CAMPUS
MEDO0245 KINGMAN REGIONAL MEDICAL CENTER
MEDO0207 LA PAZ REGIONAL HOSPITAL
MEDO0247 LITTLE COLORADO MEDICAL CENTER
MEDO0483 LOS NINOS HOSPITAL, INC.
MEDO0223 MARICOPA MEDICAL CENTER
MED1574 MAYO CLINIC HOSPITAL
MED3311 MERCY GILBERT MEDICAL CENTER
MED3289 MOUNTAIN VALLEY REGIONAL REHABILITATION HOSPITAL
MED3488 MOUNTAIN VISTA MEDICAL CENTER, LP
MEDO0206 MT. GRAHAM REGIONAL MEDICAL CENTER
MEDO0196 NORTHERN COCHISE COMMUNITY HOSPITAL, INC.
MEDO0251 NORTHWEST MEDICAL CENTER
MEDA4535 O.A.S.I1.S. HOSPITAL
MED5523 OASIS BEHAVIORAL HEALTH HOSPITAL
MED2944 ORO VALLEY HOSPITAL
MEDO0203 PAGE HOSPITAL
MED5527 PALO VERDE BEHAVIORAL HEALTH
MED2170 PHOENIX CHILDREN'S HOSPITAL
MED5828 PHOENIX CHILDREN'S HOSPITAL - MERCY GILBERT MED CT
MED3279 PROMISE HOSPITAL OF PHOENIX, INC.
MED5753 QUAIL RUN BEHAVIORAL HEALTH
MEDO0192 SAGE MEMORIAL HOSPITAL
MED6365 SCOTTSDALE LIBERTY HOSPITAL
MEDO0235 SCOTTSDALE OSBORN MEDICAL CENTER
MEDO0236 SCOTTSDALE SHEA MEDICAL CENTER
MED3513 SCOTTSDALE THOMPSON PEAK MEDICAL CENTER
MED1724 SELECT SPECIALTY HOSPITAL ARIZONA

http://www.azdhs.gov/preparedness/public-health-statistics/health-facility-cost-reporting/index.php
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Mental Health Resources

ARIZONA ARIZONA LICENSED HOSPITALS
FACILITY ID REQUIRED TO REPORT FINANCIAL DATA
TO ADHS
~ UPDATED February 2018 ~
MEDO0532 SELECT SPECIALTY HOSPITAL PHOENIX
MED2151 SELECT SPECIALTY HOSPITAL-ARIZONA-PHOENIX (032005)
MED1840 SONORA BEHAVIORAL HEALTH HOSPITAL
MEDO0454 SOUTHERN ARIZONA REGIONAL REHABILITATION HOSPITAL
MEDO0253 ST JOSEPH'S HOSPITAL
MED5520 ST JOSEPH'S WESTGATE MEDICAL CENTER (030024)
MEDO0234 ST LUKE'S MEDICAL CENTER
MED2125 ST. JOSEPH'S HOSPITAL AND MEDICAL CENTER
MEDO0233 ST. LUKE'S BEHAVIORAL HOSPITAL, LP
MEDO0254 ST. MARY'S HOSPITAL
MEDO0246 SUMMIT HEALTHCARE REGIONAL MEDICAL CENTER
MED3833 TEMPE ST LUKE'S HOSPITAL, A CAMPUS OF ST LUKE'S ME
MED5972 TMC GEROPSYCHIATRIC CENTER AT HANDMAKER
MEDO0256 TUCSON MEDICAL CENTER
MED4385 VALLEY HOSPITAL
MED3174 VALLEY VIEW MEDICAL CENTER
MED0260 VERDE VALLEY MEDICAL CENTER
MEDO0243 WESTERN ARIZONA REGIONAL MEDICAL CENTER
MED4469 WESTERN REGIONAL MEDICAL CENTER
MEDO0193 WHITE MOUNTAIN REGIONAL MEDICAL CENTER
MED2277 WICKENBURG COMMUNITY HOSPITAL
MED3734 WINDHAVEN PSYCHIATRIC HOSPITAL
MEDO0261 YAVAPAI REGIONAL MEDICAL CENTER
MED6924 YAVAPAI REGIONAL MEDICAL CENTER-EAST CAMPUS
MEDO0262 YUMA REGIONAL MEDICAL CENTER
MED2543 YUMA REHABILITATION HOSPITAL
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Emergency Preparedness Kit Inventory List

Emergency Preparedness Emergency Kit
Inventory List for SNF Behavioral Care

2-Port Ultra-Portable Charger
20 Purell Hand Sanitizing Wipes
8 LED Flashlights
2 Emergency Hand Crank Self Powered AM/FM NOAA Solar Weather Radio with LED Flashlight,
1000mAh Power Bank
Ever Ready First Aid Fully Stocked First Responder Kit
o Tool Kit — A collection of essential gear to treat a wide variety of injuries and
emergencies.
Double Bandage Kit
o Two bandage kits
o Gauze
Dual tube stethoscope
Blood pressure cuff
Adult/child CPR mask
16/3 Vinyl 50-Foot Extension Cord
2 — 6 Outlet Surge Protector Power Strips
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Handheld Bullhorn Loudspeaker
Basic Tool Kit
ICS Vests
ID Bracelets/ nametags
Blankets
Water
Survival Snacks
o Nuts, Cliff Bars / Protein Bars, Emergency Meals
o Beef Jerky, protein drinks
o Sweet snacks; candy, Skittles, (no hard candy due to choking risk)
o Cereal, crackers
Smoking supplies: smoking aprons, cigarettes, matches and or lighter, vape pens
Games; puzzles, cards, IPads, electronic games, paper and writing tools, coloring books, crayons
Music and headphones
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ALTCS Managed Care Information

Medicaid Managed Care Resources

The majority of skilled nursing facilities are contracted with all or some of the ALTCS Medicaid plans. This is es-
pecially true of those serving behavioral care residents. These plan partners should be an integral part of your
emergency preparedness plan. The plan Case Managers assigned to serve behavioral care members know them
well. They are aware of elopement risk, medical history and current care concerns. They should be considered
a resource in decisions regarding evacuation and/or shelter in place. It is also an important consideration to un-
derstand which facilities are contracted with which plans, in order to ensure payment for care. Payment should
never be the first consideration; safety of residents should be your principal focus. The plans contract with you
to ensure this protection and recognize that you are the primary decision maker in an emergency. That said,
transition may be eased by engagement of plan partners in any disaster scenario.

The Disaster Ready leadership met with the leadership of all three major ALTCS plans to discuss the Pilot Study
and the development of this Tool Kit. All were supportive and agree that there is great opportunity to further
collaborate with their contracted providers in their emergency preparedness.

The following information clarifies the service delivery area of the ALTCS Plans, and delineates
contact information.

VLN NTNYNT N NI NT ST NI NE VNI N NN N7 V)

ALTCS Contracts, which became effective October 1, 2017, are awarded for up to seven years. Awarded con-
tracts are listed below by Geographic Service Area:

e Central GSA (Maricopa, Gila and Pinal Counties)
0 Banner-University Family Care
0 Southwest Catholic Health Network Corporation dba Mercy Care Plan
0 UnitedHealthcare Community Plan

e South GSA (Cochise, Graham, Greenlee, La Paz, Pima, Santa Cruz, and Yuma Counties)
0 Banner-University Family Care
0 Southwest Catholic Health Network Corporation dba Mercy Care Plan (PimaCounty only)

e North GSA (Mohave, Coconino, Apache, Navajo, and Yavapai Counties)
0 UnitedHealthcare Community Plan
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Behavioral Tabletop Exercise Scenarios

10.

11.

12.

Sample Resident Profiles for
Behavioral Tabletop Exercises

Consider using these sample resident profiles while conducting the
emergency preparedness Tabletop exercise for your facility

Sam Smith is a 60 year old male with Autism, non-communicative. He does not like to be touched
and does not like to leave his room, under any circumstances.

Nancy James is a 35 year old female who is agitated very easily. She recently broke a window in
her room and has several severe cuts on her arm. The cuts required sutures. She gets very angry
if she does not get a routine smoke break.

John Jones is a 58 year old male. He is ambulatory, exit seeking, and has been homeless in the
past. John is also schizophrenic and is often agitated and noncompliant.

Mary Ann Washington is a 70 year old female who is a double amputee and has severe bipolar
disorder. A mechanical soft diet is required for Mary Ann.

Richard Patrick is a 50 year old male, who is both ambulatory and agitated. He also has panic dis-
order and is an elopement risk. Richard has kidney disease and requires dialysis.

Maria Bundy is a 55 year old female who is schizophrenic and delusional. She is a smoker and
prone to outbursts and frequently attempts to bite. She has a history of aggressive behavior and
responds only to certain staff members.

Daniel Adams is an 82 year old male with COPD and severe depression. He is very frail. Daniel also
becomes very irritated and aggressive if he is near another resident, Richard Patrick.

Sandra Martin is an 80 year old female who is very manipulative. She also has severe anxiety and
uses both oxygen and a walker.

Andi Fernow is a 40 year old transgender male. Andi has PTSD and anger management problems.
He is very mobile ambulatory and prone to elopement

Mark Clemons is a 52 year old male, who has Alzheimer’ disease and exhibits confusion and ag-
gressive behaviors. Mark requires constant monitoring.

Rita Moore is a 73 year old female with kidney disease and bipolar disorder. Rita becomes violent
when she is called by her name, as she wants to be called Moana. She responds to certain staff
members only and is an elopement risk.

Victor Varick is a 68 year old male who weighs 480 pounds. He is diabetic and has seizures when
he sees flashing lights. Victor requires almost constant one-on-one care, manipulative and aggres-
sive.
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Disaster Ready Behavioral Care Tool Kit

Active Shooter Scenario

This form shall be used to design and facilitate a Behavioral Tabletop Exercise as well as provide
appropriate documentation of performance and findings during the exercise.

Key Concept: A Behavioral Tabletop Exercise (BTTX) involves administrative staff, department
heads and other key personnel in an informal group discussion focused on a hypothetical situation.

The general purpose of the BTTX is to test existing plans, policies and procedures without incurring
significant costs and time commitment required to deploy and test actual resources. A BTTX allows
participants to thoroughly work through a problem in a controlled environment at a slow pace in
compressed or simulated time without the pressures of an operations-based exercise.

It is recommended that BTTX be developed and completed on a regular basis for potential threats
and perils that have been identified in the facility’s Hazard Vulnerability Assessment.

Goals:

Participants in a BTTX will:

= Identify strengths and opportunities for improvement
= Enhance understanding of new concepts

= Change attitudes and perspectives

Conduct Characteristics:

= Requires an experienced person to facilitate the BTTX

= Promotes in-depth discussions

= Involves slow-paced problem solving in simulated / compressed time

Date:

Name of Facility:

Name of Facilitator:

* See attached sign-in sheet for names of participants and departments represented
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Behavioral Tabletop Exercise Scenarios

Active Shooter Scenario

Plans, Policies, Procedures Referenced for BTTX:

Staffing and call back procedures
AzCHER communication plan
Resident transfer procedures

Facilitator Guidelines:
This information is to be completed by the facilitator in order to establish the overall purpose of the
BTTX.

Purpose (Provide a statement summarizing the broad goal of the BTTX):

Determine readiness and planning of the facility’s and staff ability to manage a violent event
occurring near the property. Assess staff’s ability to address specific residents’ reaction to sights,
sounds

Target Capabilities (Describe the desired performance of the operation to be tested):

#1 Foundation for Health Care and Medical Readiness
Phase 3, Objective 4
Train and prepare Health Care and Medical Workforce

Exercise Objectives (Describe desired performance of participants to address target capabilities):

Establish a strong, visible, continuous command presence

Review facility’s lock down procedures

Determine what communications will occur between all stakeholders (residents, staff, family
members, responsible parties, etc.)

Evaluate effectiveness of the facilities lock down procedures based on discussion
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Disaster Ready Behavioral Care Tool Kit

Active Shooter Scenario

Behavioral Tabletop Exercise Information:
This information is to be filled out by the facilitator and used as guideline for the BTTX.

It Scenario (Describe the storyline including time parameters that drives the exercise):

Sunday morning, September 15t at 9:30 a.m.

Itis a clear day, 85 degrees and emergency vehicles race by your facility with lights, sirens and
horns blaring. You observe that the streets around your facility are slowly getting blocked off,
limiting access. Many of your residents have family members visiting and they are all outside
taking advantage of the beautiful weather. All the commotion is having a negative impact on
your resident’s behaviors.

What are your initial actions? What are your objectives for the next 30 to 60 minutes?

Partial resident profiles:

60 year old male with autism

50 year old elopement risk
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Behavioral Tabletop Exercise Scenarios

Active Shooter Scenario

Identify Operational Period:

Identify Objectives for Operational Period:

Identify Tasks that Need to be Performed
to Meet Objectives:

Identify NHICS Positions Activated & their
Roles in Incident Management:

Insert #1 (Describe a new circumstance impacting the original scenario):

Sunday morning, September 15t at 10:00 a.m.

News reports indicate that a place of worship near your facility has had an active shooter event. The
sirens have subsided, but the noise of helicopters outside make it sound like the helicopters are
landing on top of the facility. There is no specific news on the shooter or shooters.

Residents are becoming increasingly agitated and family members are expressing concern for the
safety of all facility occupants. Based on all this information, what the further discussion is needed
for command and control of the incident? Have different objectives been established?

Identify New Operational Period:

Identify Objectives for New Operational
Period:

Identify Tasks that Need to be Performed
to Meet New Objectives:

Identify NHICS Positions Activated and
their Roles in Incident Management:
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Active Shooter Scenario

Insert #2 (Describe a new circumstance impacting the original scenario):

Sunday morning, September 15t at 10:30 a.m.

Law Enforcement authorities have informed you in person that the place of worship has
experienced an active shooter incident and at least fifteen (15) people have been injured or killed.
The officer asks for your cooperation in keeping residents and family inside the facility. The shooter
has not been apprehended.

Identify New Operational Period:

Identify Objectives for New Operational
Period:

Identify Tasks that Need to be Performed
to Meet New Objectives:

Identify NHICS Positions Activated and
their Roles in Incident Management:

Insert #3 (Describe a new circumstance impacting the original scenario):

Sunday morning, September 15t at 11:00 a.m.

New reports indicate that the assailant has been apprehended, at a building adjacent to your facility.
Law enforcement took lethal action to prevent any further injury or death. Several of your residents,
family and staff witnessed and heard law enforcement’s final actions.

Does your plan contain any provisions for recovery after an incident of this nature affecting
residents, family and staff?

Identify New Operational Period:

Identify Objectives for New Operational
Period:

Identify Tasks that Need to be Performed
to Meet New Objectives:

Identify NHICS Positions Activated and
their Roles in Incident Management:
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Behavioral Tabletop Exercise Scenarios

Active Shooter Scenario

Behavioral Tabletop Exercise Evaluation:

Performance Narrative (Facilitator to provide a summary of participant performance during the

BTTX):

Identify Areas of Strength:

Identify Opportunities for Improvement:

Identify Role of NHICS in the TTX:

Identify any Operational Changes that may
be instituted as a result of the TTX:

Signatures
Facilitator Date:
Administrator/Executive Director Date:

Participants (see next page)
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Behavioral Tabletop Exercise Scenarios

Infectious Disease

This form shall be used to design and facilitate a Behavioral Tabletop Exercise as well as provide
appropriate documentation of performance and findings during the exercise.

Key Concept: A Behavioral Tabletop Exercise (BTTX) involves administrative staff, department
heads and other key personnel in an informal group discussion focused on a hypothetical situation.

The general purpose of the BTTX is to test existing plans, policies and procedures without incurring
significant costs and time commitment required to deploy and test actual resources. A BTTX allows
participants to thoroughly work through a problem in a controlled environment at a slow pace in
compressed or simulated time without the pressures of an operations-based exercise.

It is recommended that BTTX be developed and completed on a regular basis for potential threats
and perils that have been identified in the facility’s Hazard Vulnerability Assessment.

Goals:

Participants in a BTTX will:

= [dentify strengths and opportunities for improvement
= Enhance understanding of new concepts

= (Change attitudes and perspectives

Conduct Characteristics:

= Requires an experienced person to facilitate the BTTX

= Promotes in-depth discussions

= Involves slow-paced problem solving in simulated / compressed time

Date:

Name of Facility:

Name of Facilitator:

*See attached sign-in sheet for names of participants and departments represented
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Infectious Disease

Plans, Policies, Procedures Referenced for BTTX:

Staffing call back procedures

AzCHER communication plan
Resident transfer procedures
Infectious disease procedures

Facilitator Guidelines:
This information is to be completed by the facilitator in order to establish the overall purpose of the
BTTX.

Purpose (Provide a statement summarizing the broad goal of the BTTX):

Determine readiness and planning of the facility’s ability to effectively manage an infectious disease
event lasting more than 90 days.

Target Capabilities (Describe the desired performance of the operation to be tested):

Capability #1 Foundation for Health Care and Medical Readiness
Phase 3, Objective 4

Train and prepare Health Care and Medical Workforce
Capability 2: Health Care and Medical Response Coordination.
Phase 2 Objective 3

Coordinate response strategy, resources and communication

Exercise Objectives (Describe desired performance of participants to address target capabilities):

Establish a strong, visible, continuous command presence.

Review the Arizona Bed Poll protocols.

Discuss procedures relating to decontamination as well as internal and external and supply chain
effectiveness.
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Infectious Disease

Behavioral Tabletop Exercise Information:
This information is to be filled out by the facilitator and used as guideline for the BTTX.

It Scenario (Describe the storyline including time parameters that drives the exercise):

Monday morning, September 15t

The entire region is experiencing an unprecedented 90 day H5N1 Flu outbreak. Your facility as well
as other health care providers of all types are experiencing 30%-35% shortages due to illness
affecting staff and their family members. Based on the CDC and WHO, The Arizona Department of
Health Services (ADHS) expects the situation to last at least 30 more days.

Discuss the value (pros and cons) on changing/combining work schedules to a 10- or 12-hour shift
schedule to accommodate staff shortages.

Identify Operational Period:

Identify Objectives for Operational Period:

Identify Tasks that Need to be Performed
to Meet Objectives:

Identify NHICS Positions Activated & their
Roles in Incident Management:

Insert #1 (Describe a new circumstance impacting the original scenario):

Thursday, September 18th

Hospitals in the area are at 110% capacity and your facility has received requests to accept 10 non-
infected patients.

Review your facility’s policies and procedures regarding the admission of these types of patients
under the current health emergency scenario and focus on items such as, staffing, transportation,
equipment, supplies, PPE, etc.

Identify New Operational Period:

Identify Objectives for New Operational
Period:

Identify Tasks that Need to be Performed
to Meet New Objectives:
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Identify NHICS Positions Activated and
their Roles in Incident Management:

ToolKit | 91



Disaster Ready Behavioral Care Tool Kit

Infectious Disease

Insert #2 (Describe a new circumstance impacting the original scenario):

Saturday, September 20t

The County is evaluating ways to distribute medication to residents within the jurisdiction.

The Public Health Emergency Preparedness Officer (PHEP) is requesting all long term care facilities
become a Closed Point of Dispensing (Closed POD).

Has anyone in your organization participated in POD training?

What approval would be needed for your facility to become a POD?

Identify New Operational Period:

Identify Objectives for New Operational
Period:

Identify Tasks that Need to be Performed
to Meet New Objectives:

Identify NHICS Positions Activated and
their Roles in Incident Management:

Insert #3 (Describe a new circumstance impacting the original scenario):

Sunday September 21st

The County has sent out a Essential Elements of Information (EEI) Survey seeking data on what the
needs of the health care community are. (The EEI seeks information on staff needs, medication
availability, equipment needs, communication method needs, transportation needs, facility census,
financial impact- immediate and long term, etc.).

Who would be responsible for gathering data for your facility and completing the EEI survey?
What do you anticipate your needs would be after 95 days in a Flu epidemic?

Identify New Operational Period:

Identify Objectives for New Operational
Period:

Identify Tasks that Need to be Performed
to Meet New Objectives:

Identify NHICS Positions Activated and
their Roles in Incident Management:
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Infectious Disease

Behavioral Tabletop Exercise Evaluation:

Performance Narrative (Facilitator to provide a summary of participant performance during the

BTTX):

Identify Areas of Strength:

Identify Opportunities for Improvement:

Identify Role of NHICS in the TTX:

Identify any Operational Changes that may
be instituted as a result of the TTX:

Signatures
Facilitator Date:
Administrator/Executive Director Date:

Participants (see next page)

ToolKit | 93

)
=
@
-+
(=)
S
w
(=]
(1]
=
()
=3
o
w




Disaster Ready Behavioral Care Tool Kit

JUNLVNDIS

NOILISOd

AJN3SV HO LN3INLY¥VdIa

(VN 1SV1 78 JINVYN LSHIH) JINVN

A1919317 LNIYdd 3SVIld

oseasi snondaju|

94 | ToolKit



DISASTER

Nursing Home Incident

Command System
(NHICS) Forms-Revised
for Behavioral Care

NHICS 255-B | Master Behavioral Resident Evacuation Tracking
NHICS 258-B | Behavioral Facility Resource Directory

NHICS 260-B | Behavioral Resident Evacuation Tracking Form






National Health Care Incident Command System (NHICS) Forms - Revised for Behavioral Care

MASTER BEHAVIORAL RESIDENT EVACUATION TRACKING
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Disaster Ready Behavioral Care Tool Kit

NHICS 255 -B | MASTER BEHAVIORAL RESIDENT EVACUATION TRACKING

INSTRUCTIONS
PURPOSE: Records the disposition of residents during a facility evacuation.

ORIGINATION: Resident Services Branch Director
COPIES TO: Operations Section Chief and Planning Section Chief
NOTES: Completed with information taken from each NHICS 260-B Resident Evacuation Tracking

form. If additional pages are needed, use a blank NHICS 255-B and repaginate as needed

NUMBER TITLE INSTRUCTIONS
1 Incident Name Enter the name assigned to the incident.
2 Operational Period Enter the start date (m/d/y) and time (24-hour clock) and

end date and time for the operational period to which
the form applies.

3 Resident Name Enter the full name of the resident.
Medical Record # Enter medical record number.
Medical Record Sent Indicate yes or no.
Disposition Indicate the resident’s disposition.
Mode of Transport Indicate the mode of transport (CCT, ALS, BLS, Van, Bus,
Car).
Accepting Facility Name Enter accepting (receiving) facility name and contact
and Contact Info information.

Behavioral Unit Placement |Indicate if the receiving facility has placed resident in a
behavioral unit.

Time Facility Contacted & |Enter time prepared (24-hour clock).

Report Given
Transfer Initiated (Time/ |Enter time, vehicle company, and identification number.

Transport Co.)

Medication Sent Indicate yes or no.
MD/Family Notified Indicate yes or no.
Arrival Confirmed Indicate yes or no.
4 Prepared by Enter the name and signature of the person preparing

the form. Enter date (m/d/y), time prepared (24-hour
clock), and facility.

PURPOSE: RECORD INFORMATION CONCERNING RESIDENT DISPOSITION DURING A FACILITY EVACUATION NHICS 255
ORIGINATION: RESIDENT SERVICES BRANCH DIRECTOR PAGE __of __
COPIES TO: OPERATIONS AND PLANNING SECTION CHIEF REV. 2017
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BEHAVIORAL FACILITY RESOURCE DIRECTORY
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BEHAVIORAL FACILITY RESOURCE DIRECTORY
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BEHAVIORAL FACILITY RESOURCE DIRECTORY
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BEHAVIORAL FACILITY RESOURCE DIRECTORY
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BEHAVIORAL FACILITY RESOURCE DIRECTORY
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BEHAVIORAL FACILITY RESOURCE DIRECTORY
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National Health Care Incident Command System (NHICS) Forms - Revised for Behavioral Care

NHICS 258-B | BEHAVIORAL FACILITY RESOURCE DIRECTORY

INSTRUCTIONS
PURPOSE: Lists all methods of contact for nursing home resources for an incident
ORIGINATION: Planning Section Chief
COPIES TO: All IMT staff and posted as necessary.
NOTES: If this form contains sensitive information such as cell phone numbers, it should be clearly

marked in the header that it contains sensitive information and is not for public release. If
additional pages are needed, use a blank NHICS 258-B and repaginate as needed.

NUMBER TITLE INSTRUCTIONS

1 Incident Name Enter the name assigned to the incident.

2 Operational Period Enter the start date (m/d/y) and time (24-hour clock) and
end date and time for the operational period to which the
form applies.

3 Contact Information

Company / Agency Type of company or agency.

Company / Agency / Name List the name of the company/agency. List the name of the
point of contact if available.

Telephone Enter the telephone number.

Alternate Telephone Enter the alternate telephone number.

Email Enter the email, if available.

Fax / Website Enter the fax number and/or website.

4 Date Last Updated If the document is completed prior to an incident, the last

update should be entered (m/d/y). The directory should be
updated at least annually.

5 Prepared by Enter the name and signature of the person preparing the
form. Enter date (m/d/y), time prepared (24-hour clock),
and facility.

NHICS 258
PAGE __of __
REV. 2017

PURPOSE: LIST RESOURCES TO CONTACT DURING AN INCIDENT
ORIGINATION: PLANNING SECTION CHIEF

COPIES TO: ALL IMT STAFF

NOTE: MAYBE PREFILLED AND UPDATED AT LEAST ANNUALLY
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Disaster Ready Behavioral Care Tool Kit

NHICS 260 - B | BEHAVIORAL RESIDENT EVACUATION TRACKING FORM

1. DATE ‘ 2. FACILITY NAME
5. MEDICAL
3. RESIDENT NAME 4, AGE —
6. SIGNIFICANT
MEDICAL / 7. ATTENDING
BEHAVIORAL PHYSICIAN
HISTORY
8. FAMILY/GUARDIAN NAME/CONTACT
NOTIFIED [ves Lo | rormaTioN
9. TRANSPORTATION EQUIPMENT | 10. ACCOMPANYING EQUIPMENT (CHECK THOSE THAT APPLY):
] HOSPITAL BED O v Pumps ] SERVICE ANIMAL | List “OTHER” below:
[J GURNEY [J] oxYGEN [J G TuBE PUMP
[J WHEELCHAIR [J VENTILATOR [J moniTor
] AMBULATORY ] BLOOD GLUCOSE MONITOR ] FOLEY CATHETER
[C] SPECIAL MATTRESS [C] RESPIRATORY EQUIPMENT [J oTHER
11. SPECIAL NEEDS /
BEHAVIORAL
CHARACTERISTICS
12.ISOLATION | [JVES (JNO | TYPE: REASON:
13. ELOPEMENT ADDITIONAL
e [ ves I NO AMBULATORY | [ YES (O NO R
14. EVACUATING LOCATION 15. ARRIVING LOCATION
ROOM# ‘ TIME ROOM# TIME
BEHAVIORAL UNIT vyes [no BEHAVIORAL UNIT [Jvyes [Ino
ID BAND CONFIRMED | [ ]YES []NO ID BAND CONFIRMED | []YES []NO
BY ‘ BY
MEDICAL RECORD SENT [Jyes [Ino MEDICAL RECORD RECEIVED Ovyes Ono
FACE SHEET/TRANSFER TAG SENT [Jyes [Ino FACE SHEET/TRANSFER TAG RECEIVED Ovyes Ono
[] WITH RESIDENT [ ves
BELONGINGS ] LEFT IN ROOM BELONGINGS RECEIVED Clno
[J NONE
[ WITH RESIDENT
[ ves
VALUABLES ] LEFT IN ROOM VALUABLES RECEIVED CIno
[J NONE
] WITH RESIDENT [ ves
MEDICATIONS ] LEFT IN ROOM MEDICATIONS RECEIVED Flno
[J NONE

16. TRANSFERRING TO ANOTHER FACILITY/ LOCATION

TIME TO STAGING AREA ‘

TIME DEPARTING TO RECEIVING FACILITY ‘

DESTINATION ‘

DEPATURE TIME:

|
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INSTRUCTIONS
PURPOSE: Documents and accounts for residents transferred to another facility.
ORIGINATION: Resident Services Branch Director, Operations Section Chief and/or IMT staff as appropriate
COPIES TO: Planning Section Chief and the evacuating clinical location. Original is kept with the resident.
NOTES: The information on this form may be used to complete NHICS 255-B, Master Resident

Evacuation Tracking Form. Additions or deletions may be made to the form to meet the
organization’s needs

NUMBER TITLE INSTRUCTIONS
1 Date Enter the date of the evacuation.
2 Facility Name Enter the Facility Name the resident is leaving from.
3 Resident Name Enter the resident’s full name.
4 Age Enter the resident’s age.
5 Medical Record # Enter the resident’s medical record number.
6 Significant Medical / Enter significant medical and behavioral history.
Behavioral History
7 Attending Physician Enter the name of the resident’s attending physician.
8 Family/Guardian Notified | Check yes or no; enter family/guardian contact information.
9 Transportation Equipment| Identify type of transportation equipment (e.g., wheelchair, gurney)
needed.
10 Accompanying Check appropriate boxes for any equipment being transferred with the
Equipment resident.
11 Special Needs / Behavioral Indicate if the resident has special needs, behavioral
Characteristics characteristics, needs assistance, or special requirements.
12 Isolation Indicate if isolation is required, the type, and the reason.
13 Elopement Risk Indicate elopement risk and ambulatory status.
14 Evacuating Location Fill in information and check boxes to indicate originating room and
what was sent with the resident (records, medications, and belongings).
15 Arriving Location Fill in information and check boxes to indicate resident’s arrival at new
location and whether materials sent with the resident were received.
16 Transferring to another Document arrival and departure from the staging area, confirmation of ID
Facility/ Location band, and mode of transportation used.
17 Prepared by Enter the name and signature of the person preparing the form. Enter
date (m/d/y), time prepared (24-hour clock), and facility.
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MISSING BEHAVIORAL RESIDENT

MISSION

To manage the process of locating and recovering a lost or abducted behavioral resident, from the skilled
nursing facility.

DIRECTIONS

Read this entire response guide and use as a checklist to ensure tasks are addressed and completed. For each
response period, all activated IMT positions should refer to their Job Action Sheet for additional actions. Each
IRG is intended to be a starting point and not all inclusive. Customize to your facility.

Note: Section duties and responsibilities remain the responsibility of the Incident Commander unless delegated.

OBJECTIVES

O

Ensure the safety of residents, staff, and visitors while initiating search procedures.

O

Coordinate with law enforcement in the response to and recovery of a vulnerable missing resident with
behavioral care needs.

O

Provide behavioral health support to residents, staff, and families.

RAPID RESPONSE CHECKLIST

Record the time that the behavioral resident was discovered missing and when and where he/she was
last seen.

Verify that the behavioral resident has not signed out. If behavioral resident family members are onsite,
ask them.

Activate the facility’s EOP and appoint a Facility Incident Commander (IC) if warranted.

oo OO

Search the facility’s grounds for the behavioral resident. Identify previous elopement attempts and
asses accordingly. If necessary, distribute copies of the resident’s photograph to the staff searching the
grounds. Keep a record of the areas searched. Be sure to check:

e Closets

e Walk-In Refrigerators/Freezers
e Storage Rooms
e Under Beds and Behind Furniture

If the missing behavioral resident is not found following an expedient search (approximately 30
minutes), call 9-1-1 and provide:

e Name and description of missing resident

e Description of clothing, ambulation method, cognitive status and specific behavioral
issues.

e Photo if available

e Responsible party / next of kin that resident is missing and search is underway
e Notify appropriate state survey agency to report an unusual occurrence and
activation of facility’s EOP.

Coordinate with public safety agencies in searching for the missing resident.

Once the resident is found, notify the responsible party/next of kin, facility staff and public safety
agency representative.
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National Health Care Incident Command System (NHICS) Forms - Revised for Behavioral Care

INCIDENT RESPONSE GUIDE
MISSING BEHAVIORAL RESIDENT

RAPID RESPONSE CHECKLIST
O Add other response actions here consistent with the facility EOP.

Immediate Response (0 — 2 hours)

IMT Position Action Initials
Confirm that a missing behavioral resident incident has occurred.

Activate lockdown procedures, Incident Management Team, and Nursing

Home Command Center.

Notify nursing home Chief Executive Officer, Board of Directors, state survey
Incident agency, and other appropriate internal and external officials of situation

Commander status.

Notify law enforcement and provide details of the incident.

Establish operational periods, objectives, and regular briefing schedule.
Consider using the NHICS 200: Incident Action Plan (IAP) Quick Start for
initial documentation of the incident.

Activate the communication plan and respond to media inquiries in
coordination with law enforcement and the Incident Commander.

Develop information for release to the media with law enforcement. Ensure
the family/guardian of the lost or abducted person is aware prior to the
release of any information.

Coordinate with law enforcement to issue a “Silver Alert.”

Monitor media outlets for updates on the incident and possible impacts on

Liaison/PIO the nursing home. Communicate information via regular briefings to Section

Chiefs and Incident Commander.

Notify community partners in accordance with local policies and procedures

(e.g., consider local emergency operations center, other area nursing

homes, local emergency medical services, public safety officials, and

healthcare coalition coordinator), to determine incident details, community

status, and establish contacts for requesting supplies, equipment, or

personnel not available in the nursing home.

Ensure the safety of residents, staff and visitors during nursing home and

campus search procedures.

Secure the nursing home and campus:

[0 Deny entry or exit to all but known responders

O Direct all persons trying to leave the building or campus to a
holding site

O Coordinate movement with law enforcement

In coordination with the Operations Section Chief, ensure activation of

search procedure:

[0 Assign staff to conduct a floor-to-floor and room-by-room search

O Coordinate all search results and provide information to law
enforcement on arrival

O Provide all staff involved in search with basic information about
missing or abducted resident

Safety Officer
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INCIDENT RESPONSE GUIDE
MISSING BEHAVIORAL RESIDENT

Immediate Response (0 — 2 hours)

Section Chief

Coordinate with the Safety Officer to secure the nursing home and
implement limited visitation policy.

IMT Position Action Initials
Provide law enforcement with missing resident information including:
O Height, weight, hair color, etc.
O Any available photos
[0 Distinguishing features
O Clothing worn; articles carried
[0 Medical equipment in use, etc.
Provide law enforcement with surveillance camera footage, facility maps,
blueprints, master keys, card access, search grids, and other data as
requested.
Conduct staff and family/guardian interviews to gather information and
evidence in conjunction with law enforcement.
Complete NHICS 215A to assign, direct, and ensure safety actions are
adhered to and completed.
Ensure continuation of resident care and essential services.
Support the search procedure in coordination with the Safety Officer.
Operations

Implement tasks listed below if Branches are not activated.

Resident Services
Branch Director

Monitor resident care activities.

Identify staff familiar with behavioral residents’ characteristics and special
care needs.

Infrastructure
Branch Director

Refer to the Job Action Sheet for the appropriate tasks.

Planning Section
Chief

Establish operational periods, incident objectives, and the NHICS 200:
Incident Action Plan (IAP) Quick Start in collaboration with Command and
General staff.

Gather critical information, policies activated, blueprints, search grids, and
other critical data for inclusion in the Incident Action Plan.

Gather internal situation status including supply and equipment status,
current staff and visitor census.

Initiate the tracking of residents, staff, and visitors. Provide tracking data to
law enforcement in coordination with the Safety Officer.

Logistics Section
Chief

Provide the logistics needs of nursing home staff and law enforcement
personnel.

Gather information on planned or expected deliveries or pickups for the
day; provide this information to the Safety Officer.

Notify operators of planned deliveries or pickups of the need to postpone or
reschedule.

All Activated Positions — Refer to Job Action Sheets
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INCIDENT RESPONSE GUIDE
MISSING BEHAVIORAL RESIDENT

Intermediate Response (2 - 12 hours)

IMT Position Action Initials
Determine the need to cancel or postpone visiting hours based on the
projected length of the incident.

Incident Activate Medical Director/Specialist if needed (e.g., Risk Management,
Commander Legal).
Ensure residents, staff, visitors, and senior leadership are briefed on the
incident and any alterations in services.
Continue media briefings and updates; work within the Joint Information
Center if activated.
Liaison/PIO Update social media sites if in use for incident.

Continue to update key stakeholders and local officials of the incident and
the status of response.

Conduct an ongoing analysis of executed response actions for safety issues;
implement corrective actions and update NHICS 215A.

Ensure the safety of residents, staff, and visitors during the closure of entry
and exit points; coordinate with law enforcement as needed.

In consultation with law enforcement, determine the need to continue the
search and the use of nursing home staff at entry points. If staff are

Safety Officer released, ensure briefing of personnel.

Work with law enforcement to ensure continued security of nursing home
and ongoing operations.

Ensure continuation of resident care and essential services.

Safety Officer

Operations
Section Chief Implement tasks listed below if Branches are not activated.

Consider moving the family/guardian away from the missing resident room

to a secure location.

Plan for the safe and confidential reunification of the lost or missing
resident with family/guardian.

Assign a staff member to check in with family/guardians and provide a safe

Resident Services | location for the resident’s family/guardian to ensure confidentiality while
Branch Director providing access to information and services.

Continue to assess residents for change in condition.

Provide behavioral health support to the impacted families/guardians of
residents as needed.

Identify staff familiar with behavioral residents’ characteristics and special
care needs.

Ensure nursing home cleanliness. Initiate special cleaning as necessary.
Infrastructure

Branch Director

Continue to monitor the status of the physical plant and ensure the integrity
of and/or restoration of utilities and communications.
Plan for the next operational period and shift change, including staff
patterns, location of labor pool if activated, nursing home campus entry and
Planning Section | exit in view of lockdown.

Chief Continue resident and bed tracking.

Initiate staff and equipment tracking.
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INCIDENT RESPONSE GUIDE
MISSING BEHAVIORAL RESIDENT

Intermediate Response (2 - 12 hours)

IMT Position

Action

Initials

Logistics Section
Chief

If the campus lockdown continues, consider the impact on scheduled
deliveries and pickups.

Contact vendors to ensure provision of needed supplies, equipment,
medications, and water and food to residents, visitors, and families.

Finance/
Administration
Section Chief

Track costs and expenditures of the response; include estimates of lost
revenue.

Initiate screening and tracking of incoming volunteers and/or new
personnel.

Begin to track hours associated with the emergency response.

All Activated Positions — Refer to Job Action Sheets

Extended Response (greater than 12 hours)

IMT Position

Action

Initials

Incident
Commander

Continue to monitor operations, consider the length of onsite operations,
and determine the need for demobilization.

With the Liaison/P1O, prepare to speak with residents, staff, visitors, and
stakeholders.

Update the nursing home Chief Executive Officer, Board of Directors, state
survey agency, and other appropriate internal and external officials of
situation status.

Liaison/PIO

Continue to hold regularly scheduled media briefings in conjunction with
Joint Information Center (if activated).

Address social media issues as warranted; use social media for messaging as
situation dictates.

Ensure continued updates of appropriate information to partner
organizations, local authorities, and others as determined by Incident
Commander.

Safety Officer

Update the Incident Action Plan Safety Analysis (NHICS 215A) for extended
operations based on modifications in entry and exit points, visiting hours,
entry onto campus, etc. for inclusion in the IAP.

In coordination with the Operations Section Chief, continue to assess impact
on clinical operations of modifications to entry and exit points.

Modify security procedures as needed and in conjunction with law
enforcement.

Operations
Section Chief

Observe and communicate the impact of modifications to entry and exit
points on clinical operations.

Implement tasks listed below if Branches are not activated.

Resident Services
Branch Director

Assess impact on clinical operations of restricted movement, delayed
vendor deliveries and pickups.

Provide behavioral health support for residents, families/guardians, and
staff as needed.

Identify staff familiar with behavioral residents’ characteristics and special
care needs.
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INCIDENT RESPONSE GUIDE
MISSING BEHAVIORAL RESIDENT

Extended Response (greater than 12 hours)

IMT Position Action Initials
Planning Section | Ensure that updated information and intelligence is incorporated into the
Chief Incident Action Plan. Prepare for demobilization.

With Operations Section, assess impact on clinical operations of delayed
Logistics Section | vendor deliveries and pickups.

Chief When approved by Incident Commander, reschedule all delayed deliveries
and pickups.
Finance/ Continue to record the ongoing and projected costs from modifications in

Administration normal Operations.
Section Chief

All Activated Positions — Refer to Job Action Sheets

Demobilization/System Recovery

IMT Position Action Initials
Ensure notification to all impacted persons of the missing person incident
resolution.
Incident Approve the procedures for demobilization.
Commander

Oversee the nursing home’s return to normal operations.

With the Liaison/PIO prepare to speak with media.

Conduct media briefing to provide incident resolution.

Liaison/PIO Ensure that all stakeholders, response partners and state survey agency are
notified of incident resolution.

Oversee the resolution of response actions that impacted operations; ensure
entry and exit points are open and functioning. Ensure that fire doors and
alarms are in working order.

Schedule and oversee a test of the nursing home alarm systems.

Safety Officer - - — -
Restore normal security operations and demobilize non security personnel

staffing, if activated.

Report staff injury and iliness for follow up by Finance/ Administration Section
Chief.

Initiate activities to restore normal operations; work with the Planning Section
to identify activities that were altered for restoration to normal.

Operations Restore visiting hours if suspended; determine the need to expand normal
Section Chief hours and ensure behavioral health support for residents and visitors as
needed.

Implement tasks listed below if Branches are not activated.

Resident Services | Ensure that impacted behavioral resident care areas that may have been out
Branch Director of service due to evidence collection are returned to service.

Planning Section

Chief Finalize and distribute steps for demobilization in the Incident Action Plan.
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INCIDENT RESPONSE GUIDE
IMISSING BEHAVIORAL RESIDENT

Demobilization/System Recovery

IMT Position

Action

Initials

Planning Section
Chief

Conduct debriefings or hot wash with:

O Command Staff and section personnel
O Administrative personnel

O All staff

OO All volunteers

Write an After Action Report, Corrective Action, and Improvement Plans for
submission to the Incident Commander, and include:
Summary of the incident

Summary of actions taken
Actions that went well
Actions that could be improved

Oooooo

Recommendations for future response actions

Prepare summary of the status and location of all incident residents, staff, and
equipment. After approval by the Incident Commander, distribute as
appropriate.

Logistics Section
Chief

Oversee the resumption of scheduled deliveries and pickups. Communicate
delays in deliveries with the Operations and Planning Section.

Provide a cost summary due to delays in deliveries, additional charges,
rescheduled pickups, etc., with the Finance/ Administration Section Chief.

Inventory all Nursing Home Command Center and nursing home supplies and
replenish them as necessary, appropriate, and available.

Submit all section documentation to Planning Section for compilation in After
Action Report.

Finance/
Administration
Section Chief

Document all costs, including claims and insurance reports, lost revenue, and
expanded services, and provide report to Command Staff.

Work with local, state, and federal emergency management to begin
reimbursement procedures for cost expenditures related to the event.

Contact the insurance carriers to initiate reimbursement and claims
procedures, if necessary.

All Activated Positions — Refer to Job Action Sheets
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INCIDENT RESPONSE GUIDE
MISSING BEHAVIORAL RESIDENT

Documents and Tools

Nursing Home Emergency Operations Plan, including:
O Communication plan

O Security procedures
[0 Behavioral care special needs
[0 Behavioral health support procedures

O Lockdown procedures

Forms, including:
0 NHICS 200 — Incident Action Plan (IAP) Quick Start

O NHICS 205 — Communications List
O NHICS 214 — Activity Log
[0 NHICS 215A — Incident Action Plan (IAP) Safety Analysis

Job Action Sheets

Paper forms for down-time documentation, data entry, etc.

Access to nursing home organization chart

Campus floor plans, maps, and evacuation routes

Television/radio/internet to monitor news

Telephone/cell phone/satellite phone/internet/amateur radio/2-way radio for communication
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Disaster Ready Website Resources

Tr ISASTER
READY

Disaster Ready Website Resource List
www.disasterreadyaz.org

Prepare
e Hazard Vulnerability Assessment
e Preparedness Emergency Contacts
e Disaster Planning 101
e Arizona Bed Poll
e The Arizona Health Alert Network
e Infectious Disease
e Shelterin Place & Evacuation Tools
e Weather Related Resources
e Tabletop Exercises Training Resources
e Compliance Resources
e Tools and Checklists
e Personal Preparedness

Respond
e Nursing Home Incident Command System (NHICS)
e National Emergency Communication Plan
e Incident Command Post Information
e Active Shooter
e 1135 Waiver Resources

Recover
e COOP Planning & Templates
e Post-Incident Damage Assessment Checklist
e Working without technology
e CDC-Flood Recovery Fact Sheet
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For more information about the Disaster Ready Program, please

contact Dave Voepel, CEO at 602-265-5331 or dvoepel@azhca.org.
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