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a:wm mR L:ICENS?m UW.'l'H cARE l!'l\ClLI'l':GS 

ror.ICli! MW-()� mmER ....L 

�= C'bange of ownership Not.ification 

MT&1 MaXCb 17, l982 

That: 'Iba �d o:maunicate to the health care facilities about 
changes ill ownership X1:!gUi� and. bring before this 
Bocu:d anyone who does not properly notify the depa.rb'nent 
of change in OW:rtership. 
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la\11) FOR. Ll<3lSIRJ HFJWL'll � FACiaTIES 

POLlC! MEM)AANJ:XM lUmER 6

�e Night Light SWiu:h 

£Wm: _. 19, 1982 

-:hats Matters regard.1:zlg a continuously butning night light 
switch not be cited as a deficiency. 

• 
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8JMD � LICffiSM HE'Atlffl CI\BE �.Il!S 

Pau!a MEM)RANDlJM ll1UMBER ....:r.. 

SI.JlmCr; Patient l't>all oao,: Closutee 

DATIi=, .1\UgUSt 18, 1982 

7 
m --

!Jbat: The Board i:ecamend to the Task Poree (on Fi.re Safety) 
that the x:equirement of self-closing devices for patient 
roon doox:s be deleted fran the mgulations. 
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STATE OF TENNESSEE 
DEPARTMENT OF HEALTfl 

DIVISION OF HEALTH UCENSURE& REGULATION 

OFFICE OF HEALTH CARE FACILITIES 
U7 FRENCH LANDING, SUITE 50J 

HERITAGE PLACE METROCENTER 
NASHVILLE, TENNESSEE Jn43 

TELEPHONE (61S) 741-7221 
FAX (615) 741-7051 

Board for Licensing Health Care Facilities
Policy Memorandum 

SUBJECT: Emergency Admissions 

DATE: February 7, 2013 

PM 8 Amended 

POUCY: The Board requires prior approval by Office of Health Care Facilities' staff 
for an increase in patients above the licensed bed capacity for ResidentialHomes for the Aged {RHA) and Assisted Care Living Facilities (ACLF). 

EFFECTIVE: February 7, 20 I 3 

APPROVED: �� 

Robert Gordon, Chairman Pro Tern n;; �•i�F�liti�

�� Reed, RN, BSN, MBADirector ofLicensure Board for Licensing Health Care Facilities
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BOA!tD EOR UCDSlNG HEALTH CABE F� 

POIJ:CT Ml:MJRANIXM NUMBER _!_ 

�= Waiver Requests To Be i.rau Chief Executive Officer 

DATE: August: 19, 1982 

''l'hat: The �ver be grantei subject to two oonditions: 
11le £irst condition (to) be the receipt of a foonal 
:request £ran the Chief Executive Officer of the 
hospital, 

� second z:equest {condition) t,e_;.ng that the Board be 
provided with a written report in one year of f:his pi:o­
ject. 
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SUBJE:T: 

DATE� 

l, 
• 

1?M lO

.BOAN) Ji'OR � Hmill'R CUB E'J\ClI,.l"flllS 

mJ:J:� MEMORANlllt NtMlER. l� 

� on Siblillg Visitation Waivem
. 

' 

Jwgust 19, ll82\ 

�t� � BOud direct staff to :not regui:re the appearance of
a repl:eSatrl:ative when the experience has been ,;:ositive 
with sibling visitations.
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� FOR LICcNSJm HEAIJffl CARE FACILt'rlE,S 

POLlO' � NUMBER _2:!. 

WBJE:T: Prc--Boa.rd � (s) W.i.th Facilities

OATB: August 19, 1982 

That: The staf£, especiall.y tl'9 Enginee-ri;ng Staff, have 
at least: one meeting with the proper authorities 
of each facilit:v in question, and try to resolve 
the problQlllS before they 000\9 to the Boru:d. 

i 
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PM 12

DRD FOR LICENSlm HFAU1'H CMS PACTI.l'l'IES 

POta[O' � NUMB!R � 

SOBJECI': Hane Health Agency Within Nursing Hane . . 
DATE� Novem)»r 17, 1982 

'l'bat: Staff be granted the authority to grant waiver 
r�ts which relate to locating a Hare Health Agenc:.y 
'Within a. long term care facility. 
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DRD .F0If � mt:l'H CMB �ll:S 

POtiI� MEt«)RANOOM fflJMBBB. 17

SUBJl!CT! DnantlOlln� Inspect:ions 

DATE_: J!prll 61 1983 

111at: All licensure inspections be made unannounced except 

1M 17

tbole involving changes of cwnerships or Wtial inspect.:l.ons. 

., 
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OOMD FOR LJ:Cl!'NSD/G HE'ALTH � F.ACILl'l'll'S 

POtil.C'J MEMOMNDi.M NOMBER _Zl 

susmcr: CO� Requirements for ttaMe Health Agencies 

DATE: January 7, 1985 

CON ia required or approval from the Health Facilities Commission: 

1. *Change of ownership;
2, Sub-Unil:s; 
J. Addition·of counties or service lll'ea;
4, New agencies;
S. To close or 60 days prior notice given.

CON is �at required fort

l. · Change of address only when in licens�d service area;
2. B:raru::h offices within linens�d service area;
J. Addition of aervicee,

FM ..2L.. 

*On a ohange of ownerehip a form called Notification of Intent t0 Acq�ire •
an Existing Health Care Institution is required by the Health Facilities
·Cnrmiission.

:, ,. 
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lDPJm FOR �IW IIBAVl'H CARE FACILITIES 

POLICY� NOM8ER .n__ 

stJBJ!X'-1': tmergency Admission Policy 

DATE: October 27, 1986 

·That: To comply with the Boerds determination that prior
approval be obtained for emergency adlllissions end 
that Facilitiee thet cOfltinually request such be 
brought before them. The following procedures will 
be fol10�1ed 1 

IM 23 

1. Facility administrator to submit in writing a request with
1 

,- · medical and social information, statement of lack of beds

......... 
' 

in area and how the patient will be housed.

2. Review facility file to verify that the Facility is not
currently overbedded and how often facility ia requesting
emergency admissions.

}, Obtain approval from Medical Director. 

4. Notify f�cility by telephone of decision.

S, Send approval letter. 

6, P18ce information in log. 

7. Facility to notify�the Department in wrlting t when it
returns ta licensed bed capacity.

; 
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BOARD �OR LJC2NB%NG HE'hLTH CARE FACILITIES 
POLICY MBMOAANDON nUMBER '24 

SOB�BCTr EMS Personnel - ln Hoapitnl emergency RoOll'!s 

DA�Bs November 1?, 1987 

The Soard approved the following policy on Septenbsr 9, 1987: 

PM� 

B'mployees of t:he ambulance se.rvJ,c:e. ce.nnot .be ui,ecl within t.he 
h011pltal as licenesd nursing staff. runbulanaQ aarvice pe�eonnel 
auch ae paramedic� 9hall not function in the hospital as a licensed 
nurae (doing nuksing duties) gr in place of a licensuid · nurua. 
Oarl:lf'Led £MS puroonnel may eesiet; in the emer:gency room under the 
dL:ect.auperviaion of• Ragiatercd Nuree. 

If a hospital provide.ts clinical hci.11.ti.,HJ for the ad1.1cation and 
training of IBmerganay Medical 'l'echniolans;) or Paramedim1_. there 
must be a written ag�eQlllent that defines tha ro1e and responsibility 
ot the hospital, nursing sarvi�• and thQ educotion program. 

Bmargency 1>apart.111wn� per9onnel shall be trained �or their 
�eapon•ibilities through appropriate t�Qinlng and education programs, 
At a minimum, om1U:9enoy room nuroing otaff 111U�t have ACLS training. 

AN/05127321 
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- :.roR I.,lcm;,m:; HIW4'll CME FtaLlTl'ES
POr.Ja � NOMSER l!L

SOBJm.t': Course Cu:i:riculums for Certified RHA Administrators· 

I:Wl'S; June 1J, 1990 

THAT: The Board grant Staff the authority to review and 
approve aourae QUrriculums to· be offered to certified 
administrato�s of Residential Homes for the Aged. 

tr Starr has a problem with the cu�rieul�m cf any 
course�, Staff is directed to present them to the 

' Board et its next available meeting. 
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SUBJECT: 

OAtE� 

TlfA!l': 

•• 

I 

STATE OF TENNESSEE 

BU"EAU oF MANPOWER AND FACILITIES 
DIVISION OF HEALTH CARE'FAblLIT-IES' 

283 f'LUS PARK BLVb. 
IJEPARTM191T OF HEALTH 

NASHVILLE, 'll;�ESSEE 37241•0530 

BOARD FOR LICENSING l!BALIH CARE FAC!LI�ltS 

POL lCY HEMOP.ANDUU NIJMBER & 

Consent Cale.ttdar I�

December 30, 1991 � 

. ·' 

rhe Board Directs Staff to Dtvalop a Consent Calendar. • .. 

Tl\e Board hos requested that otctff pl11c:e certain types of t1aivcr requests on 
th.a consent calendar. They are waiver requests which are rec:0111mended by staff 
for Board a'pproval. 'l'he requests &l'e. well justified, do not. have. a 
dotrimental effect on the health, sofety, and velfare of the public and have 
routinely been approved by the �onrd. 

A repl'esent:aU.ve from the facility �oes � have to be present at the. Board. 
meeting. 

Staff, as always. shall notify th� faeil!ty of the Board's decision. 

HD/06071364 
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T�NNESSEE DEPARTMENT OF HEALTH 

OFFtCE CORRESPONDENCE 

DA.TE: 

TO: 

FROM� 

SUBJ!!CT: 

11-26-91

.Tobn Bonkowski., HOF

� Beth Frank:eyn, 000 �

Consent Calendar

T.O.A. 68-11..,i09 gives the Board fQr Liaensi.ng Uealtb. Care 
!'ao1lit1es the power to adopt; and -waive rulei. and regulations .• ·

In reviewing the consent cs.lender, policy number 29; the 
polioy states ;that 11the Boo.rd gnu,.ts ataf£ the authority to
waive J;"egalatione:. 11 

ih@ Board wa� given this authority by t}:te Legislature, anq the 
Board cannot grant an agent (:i.ts etaff) tliis·power. ··?he f3taf.f'• 
l'M3" recoDllllBlld to the Board weth&r waivers should be granted. The
problem results vhen the ata:fi' acts on behalf of the Board 7 granting
the uaiver, and the facility then aots an th:ls''wai.ver � ·to the
Jl?ard'.s approval ·or the recommendation. 

'lhe. end result in this situation is a retroactive wivei-.
'!he consent calendar Jll8¥ be utililsed. to recommend to the 
Board waivers wch the Boa.rd baa reviewed and detel'l!l.ines are 
appropriate waivers, w):rl.ch \ot<?uld not have a. detrimental ef.fect on the

·health, safety, and welfare .or the ·public. · · 
. . 

'lbe facility stiould not aot on the waiver, however, until the 
Board grants the waiyor •. Ths co,nsent �ender polioy-, as written, 
vii:,la�es the statutory authority granted to the Board � iJ1 _... 

. �.a..A. 68:-11-209. This policy should be modified ·to indicate the staff
will recommend for approval the waivere 1 other than grant them. r. 

frllxt I D,'1t; I . 
. ' 

[._ __ _. _ __. .Please modil',y the polloy, sending me a copy of your new draft. The 
,-0 intend ie to change the language so thai; it reO.ecta tbe power granted 

:1.Ji the statute, and to avoid a probl.81\l with retroactive -waivers. 

Sbot.ild you have any questions, please contact me • 

cc: Les Brown 
� .E. Johnston 

.. 

p�r 

SA:l/11 
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8TATi OF TiltlNI.SseE 
BUREAU OF MANPOWER ANO FACJUTU:9 

DIVISION OF HEAL TH CARE FACILfTIES 
2B3 PLUS PARK 8L VD, 

Dl!.PARTMl!NTOPHBALnt 
NASt!VILL&, �NNl;iStiE37�47•D!i3D 

., 

Policy Memonndu111 N111111Uar __ 3_6 __ _ 

DeteJ 

Pol:l.cy: 

July 24, 1992. 

Labor Delivery Recovary rost-Partu� Yaivar requeata being placed on 
Ccnaent Calendar 

'rbat tha staff place waiver requests to build or construct tabor 
Delivery necovery Post-t>artum Rooms 11hlch 11ave appropriote 
staffing, and are l(itl1in close prodm!ty. to Surgery, on tlae Conse.1\t: 
,alendar. 

lelmut (Jolu,) Bonkowski, Director 
Board for Liceneing llealth Care .Pacilitiau 

llJB/Bt/G6132195 

cc� LAB 
BK 
RB 
AO 
OGC 
JOC 

23 

- ... , . 



.. 

,SUBJECT: 

DATE: 

POLICY:

A 
w 

&TA'Jli OP lENNESSEE 
DiPARTh1ENT Of HEAL.TH 

OFFICE HEALTH l!CENSURE AND REGULATtoN
DIVISION OF HEALTH CARE FACILITIES 

425 FIFTH AVl:NUl:NORTH, CO"R0l!U HULL BUILDING
NAtJKVIU.e, TENNfSSEE 37247�08

Tl!L!PHONE (615) 74t,7221 
FAX (51 S) 741-7051 

PM 39

BOARD FOR LrCENSlN0 HEAi.TH CARE FACILITIES

POL.ICY MEMORANDUM
AM£NDED 

Nursing Home Adm lnislrutors pemlltted Lo serve os administrators or Residentlal
Homes tor Aged 1111d Assisted Cnre Uvii'lg FecilititS,

Mny 11. 1999 

When a mming !tome Is itdjocc:nl '1r ccnnccttt.l 10 a Home far Aged or Assi�ted C11re 
Living Facility, a req11e$t for the administrator to serve both facilities may be placed on
the Conse11t Calendar lo be coosidertd at rhc next board meeting.

APPROVED: �Katy Gam111011, Din:ctor
Bomd ror Liellllslng 
Health Can! Facillt!cs

24 



STATE OF T&NNESSEE 

BUREAU OF MANPOWER AND FACILITIES 

DIVISION OF HEAL TH CARE FACILITIES 
283 PLUS PARK Bl.VO. 

D8'AR1l!ENTOF HEAl.TH 
NASHVILLE, TI!NNESSE.E! :17247-0530 

PM 41 

801\RD FOR J.ICENSitlG HEALT!l CARE FACILI'.L'IES 

FOli:CCY MEMOAANIJUN NUMBtm. 44 

SUB�ECT1 Transportation of Conta�inated Waste 

POLICY, That in lieu ot Section 1200-8-2-.02(8) (e) ol th� ho�pital 
Regulations peLtaining to the �equired incineration or pEopar 
dL�posal of infectious wastes, hospitols shall follow the 
.appl.icable OSHA. Re91:lal:i.0na found at 29 C,!'.R. 191.0.l.030, ct 
seq. when transportlhg explanted breast implants or sJJnila� 
intectioue wastes to another party until the r99ulatJ.ons can 
be a.mended. 

c�: vMF' 
JIJB 
Ml.'I 
MIJ 
Sd 
OGC 
.Joe 

25 
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STATEOFTijNNESSEE 

BUREAU OF MANPOWER AND FACJUTIE.S 
DIVISION OF Hi:ALTH CARE FACILITIES 

:Zlr.l PLUS PAftK BLVD. 
DEPAR1'ME�T OF ffEAlTH 

NA9HYlll.E, TENNESSEE 37247-1)5:lO 

BOARO FOR LICENSING H�TH CAR& FACI�ITIES 

PO.t.lCY MEMOIWlDVli 45 

1:M 45 

sue.,SC'l'& Hospital IMifinitiona foe Licen$1.&1::e Pua:poees 

POLICY; 1'he definition o.f a hospital is: "A hospital moans any 
institution, plac:ei, huildJ.ng o.r agency rep.ce.stmting and held

out to the general public as Eeady willing and able to fu.triiah 
ca�e, acccnmwdations, faci1ities and equipment for tha use and 
in gonnection with services of a pbyaicuan o� dttnti•t £0� ona 
or more non-related persons who may be suf.f�cing f�om 
defor.:mities, .l.njuries or di.sease or any other eond.i.tiQn tor 
which nursing, medical or surgical gervices would be 
app.ropi::iate for cai::e, diagnosis o.t treatment." 

cci JME' 
HJ8 
AAB 
Hit 
!IJ 
OGC 
JOC 

TIie ch.conic: diseBS<! <::l.$Hific.ation is ndopted for lieensi.n9 of 
long te.r1n acut.e care hosp.il:al.s until the regulation:, can be 
amended. 

, l 
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STATE OJ: TENNl!SSS!E 

BUREAU OF MANPOWER AND FACILITIES 
DIVISION OF HEAL TH CARE FACILITIES 

283 PLUS l"ll� 8lVD, 
DEPARTMENT OF HEALTH 

tll\SHVk.ll!, Tl!HN!SSEE 312.,7-D52C 

DOAnD FOR J,ICEl·ISir�G Jl£i\l,TII CJ\ltE lr.l\Cl1,l1'IF.,S 

l'OLIC'l' HE�lOIW4DUM 'IG 

SllUJr!;C'l' 1 l!c,aJ1.'i.(:nl 1,J,c:en$QS 

OJ\'J'E: 1Jeco111bec 1'I, Ht9,t 

• l 

l'M 4G 

1101.lC'i: 1'he lloai:d'8 policy is t:bat: when II second hospital licenae la 
issued witbill a previou�ly U.0011.sed lio.spltol 1.nat.11:ul;ion l!hnt 
it is conaidared a sop.irate license but l\ot ,a separate facility 
and f•lls under existing previously approved fire codes, 11nless 
tlaere is major renovation. If there .ls major .ranov.at.ion, the 
new hoGpil:al has l:o be bi:aughC Uf> to c:ur.re1,1: fire safety 
a�amlai:d:;, with major t:enovPl.ion IJelug �Uued as i:enovation of 
ll.l!l:y per<:ent (50iJ 01: more ot tbe Cootoga or l:he newly 
.1.ic:ensecl CacU.lt;y. 

CCI .lMF 

UJB 
MB 
MIi 
SJ 
OGC 
i)OC 

• I 
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STAT!i OP ll!NNESSEE 
BUREAU OF MANPOWER AND FACJLITIES 

DIVISION OF HEALTH OARE FACILlllES 
283PLU9PAffK BL.VD. 

DEPARTMliHT 01' HEALTlt 
NASHVILLE, TliNNliSBEI! i7247-05:IO 

BOARt> !'OR J,,lCSNSltlG HEALTH CARS L"ACILlTIES 

POI,IC'i MEMORANDUM 4 7 

PM 41 

SUBJEC'l'i Phys1eion'$ Si9na�ute Rsquicement c� Verbal O:ders 

MTE: March .ts, 19H 

iOL1CY: To extend Che P•�1od ol time for a phyaician to sign � ve�bal 
or telephone order .fi:om. t:ett (10J days to thirty (301 days fo� 
Hobie Care organiz�tions, 

cc:: iJMF 
HJIJ 
MB 
Hff 
SJ 
OGC 
JO(; 

28
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STATE OF TENNESSl!I! 

BUREAU OF MANPOWER AND FACILITIES 

OIVISION OF HEALTH CARE FACIUTIES 
283 PWS PAR.IC SL VO, 

llEPARTMl!NTOF HEAi.TH 
NASIIVILL�, TE�Nl!SSEE 37:247-0S3a 

BOARD FOR LICENSING HEALTH CARE.FACILITIES 

POLIC� MEMORANDUM 48 

PM 48 

SUSJEC�; Waiver Requests 

DATE: February 14, 1996 

POLICY1 

APPROVED= 

ao: JMF 

HJB 

RAB 

MH 

SJ 

OGC 

JOC 

All waiver requests must be received {stamped in) in 
this office no later than two (2) weeks prior to the 
Board meeting. 

�: 
Board For Licensing 
Health Care Facilities 

Director 
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• 
. STATEOFTENNESSEE 
CEPARTME.tfT OF t!E"ALTH 

OFFICE HEALTH LICENSURE AND REGULATION 
DIVISION OF HEAL TH CARE FACILITIES 

425 FIFnt AVENUI? HOIUM, COROEU. HULL BUILOING 
NASHVILLE, 1ENHESSEE37247-0508 

TeLePHDNE (815) 741•'1221 
FAX(615) 741•7'151 

BOA RD FOR. UCS.NSINO Hti/\L TH CARE FACll.lTl ES 

POUCY MEMORANDUM 

l'M-19 

SUBJECT: Walv!!r Requests for Removal or Outdllted Fire l"roti:ction Equlpmunl 

DATEi: AugltSI 14. 1996 

POLICY: Fire protection cquipmenl such as deterloraling 'hose stored at facilities 1ha1 
local 11re morsh11ls J1ave d11emed no longer tu11cllonal ca� be ttmoved on the 
recommandotl11n of1hc lire marshal. 

APPROVED: Hermut (John) Donkowsk i. Director 
B1111rd rur Llcunslny 

«! JMF 

RB 

MH 

SJ 

OGC 

I.H

CM

Health C:gre Facilili�'S 
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SUBJECT: 

DATE= 

POLICY: 

STA'l'E OF TENNESSEE 
DEPAm'MENT OF H�LTH

BUREAU OF MANPOWER AND FACILmss 
DIVISION OF HEALTH CAAE FACfLrrrEs 

425 FIFTH AVSNUE NORTH, CORD&Lt. HUU. BUILDING 
NASHVILLE, 71:NNESSE! 37247·0508

1'!LEPHO!IIE (615) 74M2:Z1 
FAX(G1S}74WOS1 PM51 (AMENDED) 

BOARD FOR LICENSING HEALTH CARE PACCLlTIES 

POLICY MEMORANDUM 

Numng Homes and Hospitals sharing existing services/� t�ll, r 
August 14, W96 

The B011td's,p01icy is that any licensed facility toonted within another lioeDS1Sd 
lhcility or lOQtcd on tltc .sam& Clll'llp� be allowed to sllare lh! ft>llo\Vlng services: 

I. 'Dielary
'2. Hausekuping 
3. Laundry
4. Labor.i.tory

5. Phnnnacy
6. Mllintenancc
7. Securlty
8. Radtolo� 
9. Ph)'Slcol Tben1py
10. Speech Therapy
11. Resplratocy Therapy
J2. Qmipationol T.Mrapy 

The Board for Lic:(asing Health Care Facilities .rcqu� that staff place these waiver 
requests on lhe Consent CalendaJ when it does not pose a threat to put,tic safety. 

APPROVED: Melanie HUI. Plreaor �#­
Board for Licensing 
Heolth Cnrc Fucilities 
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SUBJECT: 

DATE; 

POLlCY: 

STATII OP-l1iHNE&SEE 

BUREAU OF MANPOWEfl AND FACILITIES 
DIVISION OF HEALTI-1 CARE FACILITfES 

283PLUSPAAIC8LVD. 
DEPARTMl:NT OF Hl!'AL'nf 

N�HVi&.Le, Tl!NNESS&E ffl.47-GS!0 

BOARD FOR LJCBNSING.HBALTH CARE FACll.IT.IES 

POLICY MEMORANDUM 

PMS2 

Door Width Requirements for Rl.sidential Homes !or lho Aged and I nsutulional Homes 
fertile Aged 

August 14, 1996 

Tho Board's policy is to allow RHAs and lHAs to utlll2e 1hlrty sf� Inch (36") wide 
patient room doors. 

The Boanf .fur Llcenslog Health Care F11clli1ies request that $talrplac:c th�e \Yll.k·cr 
�quests on th� consent cate11<1sr when it does nal pose n trueai to public safety. 

APPROVED: Helmut (John) Bonkowski, Dltector 
Board for Llcensln,& 

oc: lMF 
RB 
MH 
SJ 
oac 

LH 
CM 

Health Care: FaclJllics 
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SUBJECT: 

DATE: 

POLICY: 

nNHESSl:E DSPAR™ENT OF HEAL TH 
BUREAU OF HEAL TH LICE!NSURE AND REGULATION 

DIVISION OF HEAL TH CARE FACll,ITIES 
2%7 f'A!NCH 1.ANDINQ, SIJTffi 601 
H'EIUrAGE PLACI! METROCIWl'ER 

NASHVILU!, 'rN S7243 
Tl!Ll!PHONE (815) 741-7221 

FAX SUS•T4WOS'I PM 58 AMENDED 
WWW.l'el'lnn1PH.gGYlboallh 

BOARD FOR LICENSING HEALTII CARE FAClLITIES 

POLICY MEMORANDUM 

Substantial Renovation 

Proposed Amendment November 12, 1997: Amended February 7, 2007 

The following are crileria for which projects w1;1uld require review by the engineering 
department under I he substantial renovation requirement 

(I) Projects that renovate more than ten percent (IO¼) of any smoke compartment.

(2) Areas renovated less than ten percent (10%) must meet the foUowing to be
exempt from submitting plans to tire engineering depal1mcnt:

(a) AJJ work must be executed In accordance with cumntJy adopted codas.
(b) Only one n::novation shall be initiated during any ons year period.
(c) No licensare deficienoie6 ate cited as oftest survey.
(d) Shall not Involve combustible or medical gas or be classified as hazardous.
(e) Does not change or altathe exi&ling life safety classification.
(f) � not change or alter construotion type or life safety of the facility.
(g) Does not alter any oftbe following systems:

I. Fire A1ann System
2. Fire Suppression Sy3lem
3. Mechanical System
4. Electrical SYJJlem

(3} PrQjects that are strictly cosmetic in nature need not be submittc.d provided that 
improvements are limited to ourface treatmen1s and do not change any existing 
life safety conditions and such improvements shall meet 1111 applicable codes. 

When any projl:(:l meets I.hat above criteria for exemption from plans submittal, the 
lke:nsee shall $Ubmit a statement of the project scope and juslification. Upon review of 
the data, lha Director of Engineering may require additional information from an 
architect or engineer r-,glstered in the State of Tennessee. 

EfFECTIVE: April 16, 2007 f 
APPROVED: Ann Thompson, RN, Director 

Board for LiC(fflSing Heallh Cue Fecilities 
Board Approved Febrway 7, 2007 
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STATE 01" 11!!NNES8F:!l? 

DliPA'RTMENI' OF HEALTH 

BUREAU OF.MANPOWER AND FACILITIES

DIVISION OF .HEALTH CARE FACILITIES
425 FIFTH AVl!NUJ! NORTH, CORDB.l HULL BUILOING

NASHVJI.LE, TSNNESSEli 37247•0l508 
Tfll!PHONE (616) 74f.7221 

FA'X (615) 741-7051 

E�ctive Date: June 24. 1998 

DRAFT BOARD POLIC'Y MEMORANDUM 

PM59 

HOME CARF- OROANIZATIONS PROVIDING HOME IU!Al,nl SERV IC'HS 

PURPOSE: To clarity 1hi: in lent (lf the Board's rcgulolimt!l gov�ming I Jome Cm� 
Orymiizutions providing 1 fome I lcul th ScrY Ices. 

The Board has voted to clarify the intunl of the reg.u\atiom; pertaining lo llc�m1c:d I (omc Cnn: 
Organizations providing. llomc H�allh Services by mJnpling the following. r,l-,licy 11:-; g.uidtmcc in 
surveying such agl"t!Cics: 

POLICY: 

The Bomd for Licensing. 1-lcnlth C'are Facilities ·•stundnrds for Hmne Cure Orgmai�nliom; 
Providing Home Health Servicl!s,. nre nut npplicablc if :i pathmL Ncrvtd by the- hom� airc 
orgunizntion only receives humcrnnkcr services. il is thu rL-spomibilily or tho hon,!! cure 
org:mizo.tion to idcntiry such pnticn\s lo the S\1rvcyor .. 

Example: A Iice11sed home l1ealth ngcncy is not requir�d to d�vclop a plan of cru-c for 
anyunc 1t1al is only receiving homemaker scrvicci. frum lhc ug�ncy. 

I!Ff'EC1'1VB: Un(i! amended or rcvllkcd by thu Uourd. 
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SUBJECT: 

PURPOSE: 

DATE: 

STATE OFTl!NNl!SSl!I!
1HaPA�TMEMT OF HEAL l1f 

OFFICE HEALTH LICENSURE AND REGULATION 
DIVISION OF HEALTH CARE FACILITIES

'1:25 FIFTH AVE!l\'IU& NCITTH, COJ\DEU., HULL BUILDING 

NASffVll.1.E, TENNESSEE! 37247-0li0B 
TEL.l!PHONE (61S) 741-7221 

FAX (615) 741-7051 

DOA RD FOR LICENSINO HEAL TH CARE FACILITIES 

POLICY MEMORANDUM 

S1andordt (or Medical Equipmenl Provl�rs 

f>M62 

To cstabl ish uniform sladdardi for m�ical cquipmenl providers 

Pebruary 10,1999 

MadiC'al a()Uipme111 delivery technicians, who ins1al I rcspiracory equipment sluil I be 
dee1ned compa1enL with their ontployer prior lo indapendently delivering and selling up 
the rcspiralOl')I equlPfflent. The home medical eq11fpm1n1 supplier musl malnrafn 
documcntvtlon 10 de111011s1ra1e tba1 competency requlrcmen1s are met. 

S1andard COtllJRllencies will include a1 e minlm11m the l'ollowillg; Role responsibilities: 
Cylinders: Prc.!:!ur11 re311la1ar.vt-1ow con1rolh!tS: Home llq11ld oxyge11 sy5tcins: OJCygcn 
co11cC111ra101$: Oicygen Adminislrallon: Oxygen A11aly�rs: Humidifiers: and Aerosol 
scuer.ators, 

APPROVED: '� Katy Ci amnion, Director 
Boa� for Ll,e11Sing 
Heallh Care Facili1ies 
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SUBJECT: 

DATE: 

STAT!!: OF T6HNES5Ee 
DEPARTJIIENr ()F HEALTH 

OFFICE HEALTH LtCENSURE! AND REGULATION 
DlVISION OF HEALTH CARI: FACILmES 

425 F1A1f AVEHIJI; NORTH, COAD!U. HUI.L IIUILDINB 
NASHVILU!, Y!HMl!SSEE�7-0508 

TEL1!PI-IONE (61$) 741-7221 
f,A)( (&15) 741-7051 

BOARD FOR LICENSING HEALTH CARE fACJLITAES 

POLICY MEMORANOUM 

PM 68 

Consistent Board Oefin!1ion of"J�1;fied Enu:rGency" for exceeding licensed bed 
capacity. 

May ll, 1998 

In the \!ven1 ofejuslifttd �mcr,;ency, a hospllal may o:<cccd hs li"nsetl bt:d cnp;,cily. A 
.. Justini:d emcri;ency· lnclud� but ls not limi1ed 10, lhe followl11g events/emor&CT1cies: 

I. An inllux or mass cnsuallii:s:
2. Localiud and/or regional cntas�pbcs, I.e .• storm-., eartliq1111kes.. tonr.xdues; ,nd.
3. Epidemi1:S or episodes or mass illness, i.e., lntlucinta, sahuonella, clc.

PROCGDURE: Wha.t1 a hospilill dl:tennines the need lo, Md then doe.s subseqm:�tly, excead' i1s licensed 
bed ca�ity &he following pNJccdu� mus! � fol!owed: 

t. The hosplcal's 111dmin i!tratcr must niak� wri11e11 noliti\llllion to the Oc:punm11n1 wllhin
rorty-cight (48) hours ohxceedlnii its lii:c:nsed bl!d cap<1city:

J, ·n1c notl/lenlioll 11111s1 inclmll! o detailed description orit,e emer�tncy lncludlnJ,:: 

11. Why the lic1msed bed c:11p11cily WllS exceeded, i.e,, lack or hospi1ol bt!ds In
vicinity. �lali2.ed rtSOUfCt:5 only available al the foci lity, etc.;

b. Tho estimated length oflime the lfcenscd bed caPQclly is a1tpected lo be
e�cecded; nnd.

r:, The 11u111bcr ot'admi"ions i11 ex�ss oftlte faciliry"s tfr:!ermd bed copncily. .. 

3. As soon oJ the ltospillll NIUms 10 tis licensed bed capacity, lh� administrolOr must
nolify tlie 01)pllr11mm1 in writing or111utrec1lvo date offts re1um lo conipllnnce; ; 

4. Sw.ffwlll n:vicw all exct?c<fmg b.cd capacity no1ifications with the Chairman ofthe
Board nnd if, upon r11vie1v, Ocpanment staff concurs thnr ajus1Hicd cinergaracy
existed, slaffwRI nc>tify the facility in \Yrltlng und 1hen ttport the occurrence 10 Ille
Bonni at lite nc.� regularly !.chedull!d Ooard meeting as fnfonnatlon only.
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PM es c1Mt&inved 

5, However. if Department sllllf does 1101 concur lhllt a jusUflcd emergency c.1<ist:d. the · 
tacificy will be 11otiticd in \YTIIIng 1hat a representatlv� is required ro appcer a1 the 
next cqufarly sehedu!ed Boord meeting 10 justiry 1he nee<! for exceeding its llce�d : 
b.ed capaci1y.

BFPBCTfVB: Untll 111ch lime u tht Board delenninos the need to modify lhe policy and/or proc:edare.. 

APPROVED: l(al)l·Olmmon, Diraclor
Board for l.ieaislng 
Hcal&h Cem Facilities 
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; 

POLICY: 

APPLICABILITY: 

PM71 

Effaatlve; May 12, 1999 

Allow .the Deparirnent to tl8e exception, permlttad by tbe 
codes. 

A1low1tu, Depiutmontto apply the code related excepUon, 
whether more or less restricllve, YJtien there aro confflcts 
ba�een the requirements In eodea and regulatlons. 

This polfcy would apply to the following mgulatlon!i 

1. Hospltars 12(JJ)-8-2-.01(1)(a) 
2, Hom� for the Aged 1200-8-110.�7(3) 
3. A & D Ros, RohebllHatlo11 Treatment 1200-8--17-.09(l)(b)
4, A & D Prlmary Prevention Treatment 120Q.8..20-.08(1} 
S. A & D Non Ren. Molhadone Treatment 120ll-ll-21 .... 08(1) 
6. A & D Halfway Ho11&e Treatment 120M-.22 ... 09(1)(b) · 
7� A & D Ree. DeloxlflcaUon Treatment 1200..S-23-.09(1j(b) 
8. Birthing Centers 1200-8-.24--.07(4) 
&. Assisted Care Livlng 1200.(l-25•.07(3) 

Language stated ID the abave reuulallons le: Whero there are confllcls batweun 
.Reqqh'em@nta rn the aboy,t tlsted codes" Qnd regulations and provJston9 of lhf& 
Chapter. tha mrurt reslrtcOve ahaJI app(y. 

Proposed Language for amendments to regulallons are: Whero thera are cqqfflcta 
between r.agurrgment§ lo the pove listed eodoa, [8Rulatlons and p1ovfsJons of
tb]s chapter, the D!partlnant shgtl have the optlan to apply !be UC$Pll<1!Jr>. 

•codes Includes: Stan�rd Bulldtng Codes, Handicap Code.as required by T.C.A. 68-
1.20•204(a). the 1997 edlUon of the standard MochanlcaJ Code, Standard Plumbrng
Code, standard Gae Cotf9. the most cumnt edition of tho ASHRAE ffatjdbook of
·Fundamentals," and the 1997 edttfon of the NeUonaJ Ffre Protection Coda (NFPA),
NFPA 1 rncludlng Annex A whrch code l®orporat05 tile 1997 edition o!'fhe Ufe
Safety Coda and lhe 1997 NatJonal Efoolrlcnl Code.
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SUB,IECT: 

0/\TE: 

POL.ICY: 

Er:'FECTJYE: 

APPROVf:D: 

• 
STATI! 0Fll!NNESSEE 

O&PMffll!!NT OF HIIAI.Ttt 

BUREAU OF !iEALTH UCENSUREAND REGULATION 

DIVISION OF HEALTH CARE FACILITIES 
411& flFJH AVl!NU2110hTH, 181" ft.OOR, CDROl!l.L ltULL BUILDJNG

NASIIVJI.I.E, 1EHN�S91U1Z47-0S08 
'Tl!U!PHONE (815) 741-7121 

PAX (815) 741-'705t 

PM73 

BOARO FOR LICENSING HEALTH CARB FACILITIES 

POLICY MEMORANDUM 

Tesling Skills for Nurse Aides 

February S, :2003 

Nurse .iidc candidates be required to pass five critical tcstln,c skills sefected randomly ror 
each n:i;Ls1r.m1 from a pool of sl;ills CVllluation tnsks ranked ac<.:ording ro degree of 
dlfficull}'. with at least one task selected from (luch degree of difficulty. 

U11til &uch 1ime es 1he N11tsi11g Home Reguladoni1l\1'11111ncnded to rencc:t tliis re\'ision 
and becnmc effective. 

Cathy Greem, 0lrcc1or /MI\AA(tdA Jfrl-��
Board for Uccnslng "ifv.,_,, a�
Health Care FecllCtles 
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STATE c,TI!NNl!S811E 
DEPARTMBNT OF HEAL TH 

BUREAU OF HEALTH LICENSURE ANO REGULATION 
DMSION OF HEAL TH CAAi! rACILITIES 

429 Flmt AVl!NUE NORTH, 1 ST FLOOR, CORC&t.l. HULL BUIL111NG 
NASHVILLE, TIWNBS&lla 87247-0508 

TELEPKONI! (615) T4Mll�1 
FAX ($15) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

SUBJECT: DantroJene in ASTC 

DATE: February 4, 2004 

PM74 

POLICY: If a licensed Ambulatory Surgical Treatment Center does not administer 
general anesthesia, the ASTC shall not be required to maintain thirty-six 
(36) ampules of dantrolene for iajection on site as required in
l�0O=8=to-.tl6(g}. /:lt:io-1- lo-. o� (:1)0J).

EFfECT[VB: February 4, 2004 

APPROVED: Cathy Green, RN, Director cA 
Board for Licensing Health Care Facilities 
Board Approved Februazy 4, 2004 
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SUBJECT: 

DATE: 

POLICY: 

TENNESSEE DEPARTMENT OF Hl;ALTH 
BUREAU OF HEALTH L1CENSUREAND RECULATJON 

))IVISION OF HEALTH CARE .FACILITIES 
ll7 French LaudiDB, Suite 501 · 
Horltage Place Mecro«nter

NssllvDle, TN l7l43 
T�lephone (615) 741-7221 

Fax (61S) 74 J.7051 
'"n.-,tepnessce.go,·Jh�ltb 

Board for Licensing Health Care Facilities 

Policy Memorandum 

Licensure Approval by Board 

Marcil l 2, 2 008 

PM76 

Health Care Facilities administrative staff shall initially approve licensure 
applications without disqualifying information. These applications shall be.
presented at the neitl scheduled Board meeting for ratification by the Board.

Applications presenting with disqualifying information shall be presented at 
the next scheduled Board meeting for review and subsequenl approval or 
denial by the Board. 

EFFECTIVE: MPrch 12, 2008 

APPROVED: /4 ) � 
ta Arno�. M.D., Chainnan 

for Licensing Health Care Facilities 

n f<.. Uhc(li.��) cl\

Aruf R. Thompson, RN, BSN, MBA 
Director ofLkensure 
Bowd for Licensing Health Care Facilities 
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SUBJECT: 

DATE: 

POLICY: 

-Health

STATE OF TENNESSEE 
DEPARTMENT OF HEALTH 

DIVISION OF HEALTH LICENSURE & REGULATION 
OFFICE OF HEAL TH CARE FACILITIES 

665 MAINSTREAM DRIVE, SECOND FLOOR 
NASHVILLE, TENNESSEE 37243 

TELEPHONE (615) 741-7221 
FAX (615) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

Granted Waiver Request by the Board 

January 14, 2016 

PM 77 Amended 

After a waiver request has been granted by the Board for Licensing Health 
Care Facilities, a Board letter is sent to the requesting facility informing them 
their waiver has been granted. The letter includes a request that the facility 
notify the Board for Licensing Health Care Facilities in writing when there is 
a change in the waiver status. A copy of this Board Policy will be attached 
with and referenced within the letter granting the waiver. Granted waivers 
are recorded in the Waiver Request notebook with the expiration date of the 
waiver. 

Health Care Facilities' administrative staff performs an initial review of the 
Waiver Request notebook for those granted waiver requests with an 
expiration occmTing within the upcoming quarter. A notification of status 
update letter is submitted to those facilities that have a granted waiver 
expiring within the upcoming quarter. All points of contact with the facility 
will be recorded in this Waiver Request notebook. A second review of the 
Waiver Request notebook will occur prior to the next scheduled Board 
meeting. After this review, OHCF administrative staff notifies those 
facilities continuing with waivers by telephone of the waivers upcoming 
expiration date. Any facility that has not satisfied the waiver requirement 
will then notify the Board for Licensing Health Care Facilities in writing 
requesting a waiver extension. The waiver extension request will be 
presented at the next scheduled Board meeting for consideration by the 
Board. If no waiver extension request is received in writing, Board 
administrative staff will presume the facility is in compliance and will be 
held to the standards of their licensure type. 

Facilities that have been granted a waiver and who are now in compliance 
with the regulations shall notify the Board for Licensing Health Care 
Facilities in writing that they are now meeting all requirements. 
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APPROVED: 

s tt 

d fi ·cen ing Health Care Facilities 

�eed,C)� 
Director of Licensuie 
Board for Licensing Health Care Facilities 
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SUBJECI'; 

DATE: 

POLICY: 

BFF.BCTIVB: 

APPROVBD: 

• 
TENNESSEE DEPARTMENT OF HEAL1H 

BURFAUOll'JIIW.mUCINSURBAND JlEGULATION 
DIVISION o.,:n,u,m CARB .l'ACJtffllS 

D71"nnebLUldlnt,Sul�SOI 
Hultllp l'lamMt1racater 

Naah\lllle, 'IN 3120 
Tde1hoat (615} 7-41-"ll2l 

l'ax(6l5)741-705l 
Wft')YbJlnmeyoy}l)gl(b 

Board for Llcermng Heallh Care Facilities 

PoUcy Memoralldum 

PM7S 

Department Authority on Chqe of Ownership (CHOWS) Applfcationa 

January 20, 2010 

Public Cbapttr 323 codified es Tennessee Code Annotated 68-11-!630 
authorizes the Board for Lfoenslng Hoatlh car� Facilities to grant the 
Department the authority to issue a nGW licenso to a successor/owner of a 
health oaro facility when tha'O has been a change of ownership or control 
provwed the DepartrnMt determines that the successor/own« meet.$ tbe 
following qualifications for ll�nsure: 

(J) The successor/ownermcets the qulllifications-for Jicense;

(2) The health care faoility has no outstanding license or certification 
deficiencies: and 

(3) 'I'he &uooesSOr/owner already owns or controls at least one (l) other
nealth care fiwillty in the state.

Januai:y 20, 2010 

�MA 
L,ll,ll�n1old, M.D., Chairman 

ard or7lnglloallhCereFacili!ie, 

:ll)!� 
DJm=tor ofLicenm.ire 
Board for Licensing Health Care Facilities 

44 



SUBJECT: 

DATE: 

POLICY: 

EFFECTIVE: 

APPROVED: 

STATE OF TENNESSEE 
DEPARTMENT OF HEAL TH 

DIVISION OF HEALTH LICENSURE & REGULATION 
OFFICE OF HEALTH CARE FACILITIES 

227 FRENCH LANDING, SUITE 501 
HERITAGE PLACE METROCENTER 

NASHVILLE, TENNESSEE 37243 
TELEPHONE (615) 741-7211 

FAX (615) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

POST Form and 2013 Legislation 

May 1, 2013 

PM79 

Board approves that individuals referenced in SB257/HB1019 may sign their 
name and list their credentials on the line designated on the POST Form for 
the physician's signature until the fonn is amended for all licensed facility 
types. 

May 1, 2013 

/4 )� 
m d, M.D., Chairman 

oard or Licensing Health Care Facilities 

.t1:l!t� 
Director of Li censure 
Board for Licensing Health Care Facilities 
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STATE OF TENNESSEE 
DEPARTMENT OF HEALTH 

DIVISION OF HEALTH LICENSURE & REGULATION 
OFFICE OF HEALTH CARE FACILITIES 

227 FRENCH LANDING, SUITE 501 
HERITAGE PLACE METROCENTER 

NASHVILLE, TENNESSEE 37243 
TELEPHONE (615) 741-7221 

FAX (615) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

SUBJECT: Fire Sprinkler/NFPA 13 

DATE: January 23, 2014 

PM80 

POLICY: Consistent with CMS requirements and practices of surrounding states who 
utilize the IBC Core Code without modification allow a single facility 
separated into individual buildings by common firewalls can be served by a 
single sprinkler system aI?-d riser subject to NFP A 13 codes. 

EFFECTIVE: January 23, 2014 

APPROVED: � I "If fl ,I) I /'((vfA!IA, /'J� 
Robert Gordon, Chairman Pro Tern 
Board for · nsing Health Care Facilities 

R. Reed, RN, BSN,
Director of Licensure 
Board for Licensing Health Care Facilities 

*** Attached are supporting CMS requirements and practices of surrounding states.
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I. CMS- Question and Respome

The following question was sent to CMS in Baltimore. 

Question to CMS: 

"In a single existing or new nursing home under 52,000 sq. ft. under one roof/owner 
that has multiple fire areas separated by 4 hour fire walls would CMS allow the 
building to be supplied by a single sprinkler riser and allow the interior sprinkler 
piping to penetrated the 4 hour fire walls If the penetrations were properly protected 
and the sprinkler system installed in accordance with the applicable edition ofNFPA 
13?" 

Answer from CMS: 

"I spoke to the Atlanta RO abouJ this and they were aware of this and have told TN 
that it is not a CMS requirement but the State insists that It is a building code 
requirement and that is how they are citing It. Slates can have a more stringent 
requirement although thi.s one i.s hit much and pretty costly too. I have asked our 
leadership where we want to go with your request. I should know in a day or so what 
we want to do. " 

From: 

James Merrill 
DEPARTMENT OF HEALTH 
& HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop C2-21-16 
Baltimore, Maryland 21244-1850 
410-786·6998
James.Merrill@cms.hhs.gov

II. State AHJ - Question and Responses

Question to State ABJ 

The following question was sent to several state agencies that regulate nursing home 
construction around Tennessee. 

"In a single existing or new nursing home under 52,000 SQ. FT. and under one 
roof/owner that has multiple fire areas separated by 4 hour fire rated (or 3 or 2 hour 
fire rated as now pennitted by IBC) Fire Walls, would you allow the building to be 
supplied by a single sprinkler riser and allow the interior sprinkler piping to penetrate 
the 4 hour fire rated (or 3 or 2 hour fire rated as now permitted by IBC) Fire Walls if 
the penetrations were properly protected and the sprinkler system was installed in 
accordance with the applioable edition ofNFPA 13?11 

47 



The following answers are from the various jurisdictional authorities that regulate the design 
and construction of nursing homes. 

Responses from State AHJ 

Alabama: YES 
Vic Hunt, Director 
Office of Facilities Management 
The Alabama Department of Public Health 
The RSA Tower, Suite 1S50 
PO Box 303017 
Montgomery, AL 36130-3017 
Phone 334-206-52 I 8 
victor.hunt@adph.state.al.us 

Comment: Our practice will typically be to show the number of the code paragraph that a 
facility is not complying with. lfyou can't do that, you are likely to enforce.your opinions, 
good ideas and bad ideas. Philosophically, when a jurisdiction adopts a code lo be errforced, 
the jurisdiction's employees don'I have the authority to enforce their ideas and opinions. 

Arkansas: YES 
Paul Acre, PE 
Manager Health Facilities 
Arkansas Department of Health 
4815 West Markham Street 
Little Rock, Arkansas 72205 

501-661-2201
paul.acre@arkansas.gov

Comment: To answer your statementlqueslion. we would not have any issues with 
penetration of Fire Barriers, Fire Barrier Walls, or even Fire Walls, unless they were Party 
Walls, regardless of the rating. 

Florida: YES 
Wayne Young, AlA 
Bureau Chief 
Office of Plans and Construction 
Agency for Health Care Administration 
Tallahassee, Florida 32303 
850-412-44 70

wayne.young@AHCA.myflorida.com 

Comment: None 
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Texas: YES 

Fred Worley, Architect 
Architectural Unit Manager 
Survey Operations Section 
Regulatory Services Division 
Texas Department of Aging and Disability Services 
512-438-23 t I 
fred.worley@dads.state.tx.us 

Comment: NFPA 13 system protection areas limit systems with single risers to 52,000 
square feet. NFP A IO l penetrations and miscellaneous openings in fire barriers must be 
protected with materials or devices capable of maintaining the fire resistance of the fire 
barrier. Texas DADS would approve the single system riser with sprinkler pipe penetrations 
through four-hour walls for a nursing facility. 

Virginia: YES 
Ed Altizer, P. E. 
State Fire Marshal 
State Fire Marshal's Office 

VA Department of Fire Programs 
l 005 Technology Park Drive
Olen A1ten, Virginia 230S9
804-612-7267
ed.altizer@vdfp.virginia.gov

Comment: In response to your question, the Virginia SFMO in applying the Life Safety Code 
to health care bidldings would be guided by Section 8.2.4 of NFPA lJ- 201 J. 

8.2.4 Mulll11fe buildings au,wlrecl by c.·n11oples. cc>\.'l!l'ed bree:eways. co11111w11 roc?f's. nr a 
c:ommm, wulf (s) shtrll he permilled w bl! .wrpplied by a single.fire sprinkler ri.�er. 

I think this clearly defines that two buildings or portions of one building may be supplied 
from one riser if their combined ar,as do not exceed the maximum square foot(lge 
allowance. This Is our interpretation of the code and we would be guided by It for both new 
and retrofit installations even though CMS uses the 2000 LSC. Editions of NFP A 13 prior to 
the 2007 edition did not include the above language. However, I have been guided by that 
intent/or many years. 

I also must point out that our state code also must be considered As you know, the Virginia 
Uniform Statewide Building Code (USBC) applies to all new and retrofit construction in 
Virginia. I would point out that Section 706. I .J of /he USBC would not allow penetrations q.f 
a party wall except for mall buildings. I do not believe this would be an issue in the LSC 
though. 

In answer lo your quesllon, the /Jollom line is that we would not require a separate riser for 
those health care buildings subject to the LSC and under one roof, allached by a common 
wall, or connected by breezeways or canopies. We would also advise that NFPA 13 would 
permit a single riser not lo exceed the maximum per floor area specified in NFPA 13. I 
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would also opine that the Virginia Building and Fire Codes would not require a separate 
riser rmless the maximum floor areas are exceeded or a party wall is breached. The rating of 
the wall 13 not an issue only ff ii is a party wall, so a 4 hour fire wall would also he OK. 
However, again I would point out that the Building Official may have a different opinion. 

FYI Claude Hulton copied above is an engineer with lhe SFMO and hos extensive sprinkler 
experience. J asked him 10 look at what I have said Just to see If 1 have missed anything. He 
polnled out the USBC party wall requirement and researched other items along with me. We 
wanted to make sure we did not miss anylhing. 

Georgia: YES 
Dwayne Garriss 
State Fire Marshall 
Office of State Fire Marshal 
Office of Regulatory Services 
Georgia Department of Regulatory Services 
2 Martin Luther King Drive, 7'h Floor West 
Tower, Room 916 
Atlanta, Georgia 30334 
404-657-1168 Email: dgarriss@sfm.ga.gov

Comment: Based on discussions with Mr. Garriss by Thomas Jaeger, Georgia allows n single 
riser to to supply multiple fire areas in a single building that Is installed in accordance with 
NFPA 13 and allows sprinkler piping to penetrate fire walls, other than party walls, to 
include 4 hour rated fire walls. See attached letter sent to Mr. Jaeger. 

Mississippi: YES 
Dwayne Madison, Director 
Div, of Health Facilities 
Fire Safety and Construction 
Mississippi State Dept of Health 
P.O. Box 1700 
Jackson, Mississippi 3921 S 
601-364=1111 Email: Dwayne.madison@msdh.state.ms.us

Comment: To the question: "J,i a single existing or new nursing home under 52K fl' 
under one t'oof/owner that has multiple fire areas separated by 4 hour fire walls would 
CMS allow the building to be supplied by a single sprinkler riser and allow the interior 
sprinkler piping to penetrate the 4 hour fire walls if the penetrations were properly 
prolected and the sprinkler system installed in accordance with the applicable edition of 
NFPA 13? '') I can, with complete cotffidence, respond with the statement below. 

Based on a 22 year application of CMS life and fire safety requirements, I find nothing 
under the Jurisdiction of the Mfssissippi Stale DeparlmenJ of Health, Bureau of Health 
Facilities Li censure and Certificalion, or CMS, that precludes penetration of a four-hour, 
fire rated separation by fire sprinkler piping notwithstanding lhe qualifiers for such an 
action as mentioned in your query. Also, please accept this as alleslation that no record 
of such action was ever suggested. proposed, ordered, or enforced in Mississippi. 
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STA TE OF TENNESSEE 

DEPARTMENT OF HEAL TH 
DlVlSION OF HEALTH UCENSURE & REGULATION 

OFFICE OF HEAL TH CARE FACILITIES 

665 MAINSTREAM DRIVE, SECOND FLOOR 
NASHVILLE, TENNESSEE 37243 

TELEPHONE (615) 741-7221 

FAX (615) 741-71151 

Board for Licensing Health Care Facilities 

Policy Memorandum 

Unexpected Loss ofNursing Home Administrator 

April 5, 2022 

PM81 

To align with revised ursing Home Admini trator regulations. this policy allows the 
Board to waive che requirement for a Tennessee licensed nursing home administrator 
for a period of six (6) months to coincide with scheduled Board meetings if one of the 
following gujdelines are met for a temporary nurse home administrator: 

A full-time administrator licensed in Tennessee or any other state; 
One or more part-time administrators licensed in Tennessee, employed no less than 
20 hours per week; 
A full-time candidate for licensure as a Tennessee administrator who has completed 
the required training; 
If temporary administrator seeking nursing home administrator licensure in 
Tennessee, is eligible for Tennessee Nursing Home Administrator licensure and date 
ofBENHA Board presentation. 

A facility's application for waiver shall include the number for licensed beds, the date of 
the last day of employment of previous administrator date of hire and name of temporary 
administrator if the temporary administrator will become the pennanent administrator, 
list of states in which the temporary administrator has a nursing home administrator's 
license with its status, and any infonnation required by the Board. The Board will assess 
the circumstances and may grant, refuse, or condition a waiver as necessary to protect the 
health, safety, and welfare of the patients in the facility. If the temporary administrator 
were to change, notice must be made to the Board for Licensing Health Care Facilities 
within thirty (30) days. 

April 5, 2022 

���
,M. 

. 

Boar nsi 

Ann R Reed, R 
Di rec r of Lie 
Board for Licensing Health Care Facilities 
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STATE OF TENNESSEE 
DEPARTMENT OF HEALTH 

DIVISION OF HEAL TH LICENSURE & REGULATION 
OFFICE OF HEALTH CARE FACILITIES 

665 MAINSTREAM DRIVE, SECOND FLOOR 
NASHVILLE, TENNESSEE 37243 

TELEPHONE (615) 741-7221 
FAX (615) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

PM82 

INTERPRETATION AND TEMPORARY WAIVER OF RULES 

RELATED TO TREATMENT AND CONTAINMENT OF COVID-19 

MARCH 13, 2020 

82 AMENDED 

MARCH 13, 2020 

* APRIL 1, 2020 

*SEPTEMBER 8, 2020

*OCTOBER 7, 2020

*DECEMBER 17, 2020

*FEBRUARY 3, 2021

*JUNE 2, 2021

*OCTOBER 5, 2021

MARCH 13, 2020 

APRJL 1, 2020 
SEPTEMBER 8, 2020 
OCTOBER 7, 2020 
DECEMBER 17, 2020 
FEBRUARY 3, 2021 
JUNE 2, 2021 
OCTOBER 5, 2021 

The Board updates this policy to facilitate the treatment and containment of COVID-19 and to 

provide consistency with recently updated Tennessee Department of Health (TOH) and Centers 
for Medicare and Medicaid Services (CMS) guidance as well as the expiration of Governor Bill 
Lee's Executive Order No. 77, which expired on May 31, 2021. See Attachment A. Effective 
February 28, 2021, the Tennessee Department of Health lifted all of its state specific restrictions 
regarding visitation, activities, and dining in long term care facilities. 

The Board interprets its rules related to maintaining patient and resident safety as requiring that 
all licensed facility types, both federally certified and state-licensed only facilities, appropriately 
screen and monitor patients, residents, staff, and visitors for any symptoms of COVID-19 using 
the most up to date guidance from The Centers for Disease Control and Prevention 
(CDC).guidance found at See Attachment B. 

52 



On April 27, 2021, CMS updated its August 26, 2020 policy memo entitled "Interim Final Rule 

(IFC), CMS-3401-IFC, Additional Policy and Regulatory Revisions in Response to the COVID-

19 Public Health Emergency Related to Long Term Care (L TC) Facility Requirements and 

COVID-19 Focused Survey Tool", QSO-20-38-NH, which implemented CMS' rule on testing. 

hllp'://www.cm ·.go /lilcs/document/q ·o-20-. 8-nh.pur 

The QSO also provides regulatory guidance on the requirements of the CMS rule, including 

frequency of the testing, testing in light of community spread, testing for outbreaks, and testing 

of symptomatic individuals. CMS QSO-20-38-NH shall be followed regarding testing of 

patients/residents for COVID-19 in CMS skilled nursing facilities/nursing facilities. See 

Attachment C. 

On April 27, 2021, CMS also revised its September 17, 2020 policy memo entitled "Nursing 
Home Visitation - COVID-19," QSO-20-39-NH, updating its visitation guidance in CMS skilled 
nursing facilities/nursing facilities. See Attachment D. CMS QSO-20-39 NH shall be followed 
regarding visitation of patients/residents during the COVID-19 pandemic in CMS skilled nursing 
facilities/nursing facilities. 

All federally certified facility types are to follow CMS guidance. 

When staffing shortages are occurring, healthcare facilities and employers (in collaboration with 
human resources and occupational health services) may need to implement crisis capacity 
strategies, in accordance with CDC guidance, to continue to provide patient care. 

When there are no longer enough staff to provide safe patient care: 

• Implement regional plans to transfer patients with COVID-19 to designated healthcare
facilities, or iltcrnnte cure ·itc · with adequate staffing

• Allow asymptomatic HCP who are not fully vaccinated and have had a higher-risk
exposure to SARS-CoV-2 but are not known to be infected to continue to work onsite
throughout their 14-day post-exposure period.

• If permitted to work, these HCP should be monitored for symptoms. If shortages continue
despite other mitigation strategies, consider implementing criteria to allow HCP with
suspected or con firmed COVID-19 who are asymptomatic willing to work, but have not
met all CDC Rerurn to Work Criteria I to work. If HCP are allowed to work before
meeting all criteria, facilities should consider prioritizing their duties in the following
order:

• If not already done, allow HCP with suspected or confirmed SARS-CoV-2
infection to perform job duties where they do not interact with others ( e.g.,
patients or other HCP), such as in telemedicine services.

• Allow HCP with confirmed SARS-CoV-2 infection to provide direct care
only for patients with confirmed SARS-CoV-2 infection, preferably in a
cohort setting.

1 Return to Work Criteria for Healthcare Personnel Infected with SARS-CoV-2 Infection (Interim Guidance);
updated February 26, 2021: www.cdc.gov/coronavirus/20 l 9-ncov/hcp/return-to-work.html 
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• Allow HCP with confirmed SARS-CoV-2 infection to provide direct care
for patients with suspected SARS-CoV-2 infection.

• As a last resort, allow HCP with confirmed SARS-Co V-2 infection to provide direct care
for patients without suspected or confirmed SARS-CoV-2 infection. If this is being
considered, this should be used only as a bridge to longer term strategies that do not
involve care of uninfected patients by potentially infectious HCP and strict adherence to
all other recommended infection prevention and control measures (e.g., use of respirator
or well-fitting facemask for source control) is essential.If HCP are permitted to return to
workbeforemeeting all Return to \l orl l.'.riteria,they should till adhereto all Return to
Work Practices anti Work Restrictions recommendations described in that guidance.
These include:

o Wear an N-95 facemask for source control at all times while in the healthcare
facility until they meet the full Return to Work criteria and all symptoms are
completely resolved or at baseline. After this time period, these HCP should
revert to their facility policy regarding univer. al ource c ntrol during the
pandemic.

• A facemask for source control does not replace the need to wear an N95 or
higher-level respirator (or other PPE) when indicated, including when
caring for patients with suspected or confirmed COVID-19.

o They should be reminded that in addition to potentially exposing patients, they
could also expose their co-workers.

• Facemasks should be worn even when they are in non-patient care areas
such as breakrooms.

If they must remove their facemask, for example, in order to eat or drink,
they should separate themselves from others by at least six (6) feet.

o They should self-monitor for symptoms and seek re-evaluation from occupational
health if respiratory symptoms recur or worsen.

o NOTE: A facility cannot require a COVID-19 positive HCP to report for duty.

Finally, to allow for the construction of temporary structures related to the treatment and 
containment of COVID-19, the Board interprets its building standards to include the provisions 
in Attachment E - COVID- I 9 Facility Requirements - Temporary Structures. 

This policy shall remain in effect until the Board's June 2022 Board Meeting or at an earlier date as 
determined by the Board. 

nd rs, Chair 
ensing ' alt 

R.ia.R .B
Director of Licensure 
Board for Licensing Health Care Facilities 
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Attachments: 

Attachment A 

Attachment 8 

Attachment C 

Attachment D 

Attachment E 

Executive Order No. 77, issued February 26, 2020; Executive Order No. 80, 
issued April 27, 2021 
Interim Infection Prevention and Control Recommendations to Prevent 
SARS-CoV-2 Spread in Nursing Homes; Updated March 29, 2021 
CMS QSO-20-38-NH - Interim Final Rule (rFC) CMS-3401-IFC, Additional 
Policy and Regulatory Revisions in Response to the COYID-19 Public Health 
Emergency related lo Long Term Care (LTC) Facility requirements and COYJD-
19 Focused Survey Tool; updated April 27, 2021 
CMS QSO-20-39 NH - Nursing Home Visitation - COVID-19; updated April 
27, 2021 
COVID 19 Facility Requirements - Temporary Structures 
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TELEPHONE (615) 741-7221 
FAX (615) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

PM 82 

INTERPRETATION AND TEMPORARY WAIVER OF RULES 

RELATED TO TREATMENT AND CONTAINMENT OF COVID-19 

MARCH 13, 2020 

82 AMENDED 

MARCH 13, 2020 

* APRIL 1, 2020

*SEPTEMBER 8, 2020

*OCTOBER 7, 2020

*DECEMBER 17, 2020

*FEBRUARY 3, 2021

*JUNE 2, 2021

MARCH 13, 2020 

APRIL 1, 2020 
SEPTEMBER 8, 2020 
OCTOBER 7, 2020 
DECEMBER 17, 2020 
FEBRUARY 3, 2021 
JUNE 2, 2021 

The Board updates this policy to facilitate the treatment and containment of COVID-19 and to 
provide consistency with recently updated Tennessee Department of Health (TDH) and Centers 
for Medicare and Medicaid Services (CMS) guidance as well as the expiration of Governor Bill 
Lee's Executive Order No. 77, which expired on May 31, 2021. See Attachment A. Effective 
February 28, 2021, the Tennessee Department of Health lifted all of its state specific restrictions 
regarding visitation, activities, and dining in long term care facilities. 

The Board interprets its rules related to maintaining patient and resident safety as requiring that 
all licensed facility types, both federally ce1tified and state-licensed only facilities, appropriately 
screen and monitor patients, residents, staff, and visitors for any symptoms of COVID-19 using 
the most up to date guidance from The Centers for Disease Control and Prevention 
(CDC).guidance found at See Attachment B. 
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On April 27, 2021, CMS updated its August 26, 2020 policy memo entitled "Interim Final Rule 

(IFC), CMS-3401-IFC, Additional Policy and Regulatory Revisions in Response to the COVID-

19 Public Health Emergency Related to Long Term Care (L TC) Facility Requirements and 

COVID-19 Focused Survey Tool", QSO-20-38-NH, which implemented CMS' rule on testing. 

https://www.cms.gov/.fiJes/document/gso-20-38-nh.pdf 

The QSO also provides regulatory guidance on the requirements of the CMS rule, including 

frequency of the testing, testing in light of community spread, testing for outbreaks, and testing 

of symptomatic individuals. CMS QSO-20-38-NH shall be followed regarding testing of 

patients/residents for COVID-19 in CMS skilled nursing facilities/nursing facilities. See 

Attachment C. 

On April 27, 2021, CMS also revised its September 17, 2020 policy memo entitled ''Nursing 
Home Visitation - COVID-19," QSO-20-39-NH, updating its visitation guidance in CMS skilled 
nursing facilities/nursing facilities. See Attachment D. CMS QSO-20-39 NH shall be followed 
regarding visitation of patients/residents during the COVJD- 1 9 pandemic in CMS skilled nursing 
facilities/nursing facilities. 

All federally certified facility types are to follow CMS guidance. 

When staffing shortages are occurring, healthcare facilities and employers (in collaboration with 
human resources and occupational health services) may need to implement crisis capacity 
strategies, in accordance with CDC guidance, to continue to provide patient care. 

When there are no longer enough staff to provide safe patient care: 

• Implement regional plans to transfer patients with COVID-19 to de ignated healthcare
facilities. or alternate care site with adequate staffing

• Allow asymptomatic HCP who are not fully vaccinated and have had a higher-risk
exposure to SA RS-Co V-2 but are not known to be infected to continue to work onsite
throughout their 14-day post-exposure period.

• If pennitted to work, these HCP should be monitored for symptoms. If shortages continue
despite other mitigation strategies, consider implementing criteria to allow HCP with
suspected or confirmed COVID-19 who are asymptomatic willing to work, but have not
met all CDC Return to Work Criteria 1 to work. If HCP are allowed to work before
meeting all criteria, facilities should consider prioritizing their duties in the following
order:

• If not already done, allow HCP with suspected or confirmed SARS-Co V-2
infection to perform job duties where they do not interact with others (e.g.,
patients or other HCP), such as in telemedicine services.

• Allow HCP with confirmed SARS-Co V-2 infection to provide direct care
only for patients with confirmed SARS-Co V-2 infection, preferably in a
cohort setting.

1 Return to Work Criteria for Healthcare Personnel Infected with SARS-CoV-2 Infection (Interim Guidance); 
updated February 26, 2021: www.cdc.gov/coronavirus/2019-ncov/hcp/retum-lo-work.hlml 
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• Allow HCP with confirmed SARS-CoV-2 infection to provide direct care
for patients with suspected SARS-CoV-2 infection.

• As a last resort, allow HCP with confirmed SA RS-Co V-2 infection to provide direct care
for patients without suspected or confim1ed SARS-CoV-2 infection. If this is being
considered, this should be used only as a bridge to longer term strategies that do not
involve care of uninfected patients by potentially infectious HCP and strict adherence to
all other recommended infection prevention and control measures ( e.g., use of respirator
or well-fitting facemask for source control) is essential.If HCP are permitted to return to
work before meeting all Return to Work Criteria, they should still adhere to all Return to
Work Practices and Work Restrictions recommendations described in that guidance.
These include:

o Wear an N-95 facemask for source control at all times while in the healthcare
facility until they meet the full Return to Work Criteria and all symptoms are
completely resolved or at baseline. After this time period, these HCP should
revert to their facility policy regarding universal source control during the
pandemic.

• A facemask for source control does not replace the need to wear an N95 or
higher-level respirator (or other PPE) when indicated, including when
caring for patients with suspected or confirmed COVID-19.

o They should be reminded that in addition to potentially exposing patients, they
could also expose their co-workers.

• Facemasks should be worn even when they are in non-patient care areas
such as breakrooms.

• If they must remove their facemask, for example, in order to eat or drink,
they should separate themselves from others by at least six (6) feet.

o They should self-monitor for symptoms and seek re-evaluation from occupational
health if respiratory symptoms recur or worsen.

o NOTE: A facility cannot require a COVID-19 positive HCP to report for duty.

Finally, to allow for the construction of temporary structures related to the treatment and 
containment of COVID-19, the Board interprets its building standards to include the provisions 
in Attachment E-COVID-19 Facility Requirements -Temporary Structures. 

This policy shall remain in effect until the Board's October 2021 Board Meeting or at an earlier 
date as determined by the Board. 

I �� D 
unders, Chair 

icens· alth Care Facilities 

e d, 

or of Licensure 

58 



Attachments: 

Attachment A 

Attachment B 

Attachment C 

Attachment D 

Attachment E 

Executive Order No. 77, issued February 26, 2020; Executive Order No. 80, 
issued April 27, 2021 
Interim Infection Prevention and Control Recommendations to Prevent 
SARS-CoV-2 Spread in Nursing Homes; Updated March 29, 2021 
CMS QSO-20-38-NH - Interim Final Rule (IFC), CMS-3401-IFC, Additional 
Policy and Regulatory Revisions in Response to the COVID-19 Public Health 
Emergency related to Long Term Care (L TC) Facility requirements and COVID-
19 Focused Survey Tool; updated April 27, 2021 
CMS QSO-20-39 NH - Nursing Home Visitation - COVID-19; updated April 
27,2021 
COVID 19 Facility Requirements -Temporary Structures 
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Board for Licensing Health Care Facilities 

Policy Memorandum 

PM82 

INTERPRETATION AND TEMPORARY WAIVER OF RULES 

RELATED TO TREATMENT AND CONTAINMENT OF COVID-19 

MARCH 13, 2020 

82 AMENDED 

MARCH 13, 2020 

*APRIL 1, 2020

*SEPTEMBER 8, 2020

*OCTOBER 7, 2020

*DECEMBER 17, 2020

*FEBRUARY 3, 2021

MARCH 13, 2020 

APRIL 1, 2020 
SEPTEMBER 8, 2020 
OCTOBER 7, 2020 
DECEMBER 17, 2020 
FEBRUARY 3, 2021 

The Board issues this policy to facilitate the treatment and containment of COVID-19. With this 
same aim, on March 12, 2020, Tennessee Governor, Bill Lee, issued Executive Order No. 14, 
which suspends certain statutes and rules. See Attachment A. In letters dated March 4, 2020, 
March 9, 2020, and March 10, 2020, the Centers for Medicare and Medicaid (CMS) suspended 
certain survey activities and issued guidance for the following federally certified facility types: 
hospitals, hospices, end stage renal dialysis (ESRD) treatment facilities, home health agencies, 
and nursing homes. See Attachments D through J. 

The Board interprets its rules related to maintaining patient and resident safety as requiring that 
all licensed facility types appropriately screen and monitor patients, residents, staff, and visitors 
for any symptoms of COVID-19. The Centers for Disease Control and Prevention (CDC) 
guidance found at hllps://www.cdc.g v/coronn irus/20 I 9-ncov/healLhcm�-facililie /pre ent­
spread-in-long-l rm-care-fo.cilities.html shall be followed for patient/residents, staff, and visitors 
with known or suspected COVID 19. See Attachment C. 

On August 25, 2020, the Centers for Medicare and Medicaid Services (CMS) published an 

interim final rule entitled "Medicare and Medicaid Programs, Clinical Laboratory Improvement 
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Amendments of 1988 and Patient Protection and Affordable Care Act; Additional Policy and 

Regulatory Revisions in Response to the COVID-19 Public Health Emergency." On August 26, 

2020, CMS published a policy memo entitled "Interim Final Rule (IFC), CMS-3401-IFC, 

Additional Policy and Regulatory Revisions in Response to the COVID-19 Public Health 

Emergency Related to Long Term Care (LTC) Facility Requirements and COVID-19 Focused 

Survey Tool", QSO-20-38-NH, implementing the testing rule. 

hllps://wv w.cms.gov/file:/do umen q. -20-38-nh.pdf 

The QSO also provides regulatory guidance on the requirements of the CMS rule, including 

frequency of the testing, testing in light of community spread, testing for outbreaks, and testing 

of symptomatic individuals. CMS QSO-20-38-NH shall be followed regarding testing of 

patients/residents for COVID-19 in CMS skilled nursing facilities/nursing facilities. See 

Attachment K. 

On or about September 17, 2020 CMS published a policy memo entitled "Nursing Home 
Visitation - COVTD-19," QSO-20-39-NH, implementing visitation guidance in CMS skilled 
nursing facilities/nursing facilities. See Attachment L. CMS QSO-20-39 NH shall be followed 
regarding visitation of patients/residents during the COVID-19 pandemic in CMS skilled nursing 
facilities/nursing facilities. 

All federally certified facility types are to follow CMS guidance. 

On or about September 17, 2020, the Tennessee Department of Health published COVID-19 
LTCF Visitation Guidelines and LTCF Activities & Dining Guidelines. See Attachments M & N. 
Assisted care living facilities and residential homes for the aged shall comply the Department of 
Health's L TCF Visitation Guidelines and L TCF Activities & Dining Guidelines. 

When staffing shortages are occurring, healthcare facilities and employers (in collaboration with 
human resources and occupational health services) may need to implement crisis capacity 
strategies to continue to provide patient care. 

When there are no longer enough staff to provide safe patient care: 

• Implement regional plans to transfer patients with COVID-19 to designated healthcare
fociliti(.;·, or all�rm1Le care ilcs with adequate staffing

• If not alread done implement plans (see contingency capacity strategies above) to allow
asymptomatic h alth care providers ("HCP )who have had exposure Lo SARS-Co V-2 but
are not known to be infected to continue to work.

o If HCP are tested and found to be infected with SARS-Co V-2, they should be
excluded from work until they meet all CDC Return to\: ork Crit ria 1 (unless
they are allowed to work as described below).

• If shottages continue despite other mitigation strategies, consider implementing criteria to
allow HCP with suspected or confirmed COVID-19 who are asymptomatic willing to
work, but have not met all CDC R ·turn to Work Criteria to work. If HCP are allowed to
work before meeting all criteria, facilities should consider prioritizing their duties in the
following order:

1 R�.wn1:.lo-\:__<_trh. Criteria l�l[J_l_calj_l1girc_W_o_rk.:1 I en_.: 
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1. If not already done, allow HCP with suspected or confirmed COVID-19 to
perform job duties where they do not interact with others (e.g., patients or other
HCP), such as in telemedicine services.

2. Allow HCP with confirmed COVID-19 to provide direct care only for patients
with confirmed COVID-19, preferably in a cohort setting.

If HCP are permitted to return to work before meeting all Return Lo W rk rireria, they 
should still adhere to all Return to Work Practic s and Work 
Restrictions recommendations described in that guidance. These include: 

o Wear an N-95 facemask for source control at all times while in the healthcare
facility until they meet the full Return to Work riLcria and all symptoms are
completely resolved or at baseline. After this time period, these HCP should
revert to their facility policy regarding univ rsnl sourc c nlrol during the
pandemic.

• A facemask for source control does not replace the need to wear an N95 or
higher-level respirator (or other PPE) when indicated, including when
caring for patients with suspected or confirmed COVID-19.

o They should be reminded that in addition to potentially exposing patients, they
could also expose their co-workers.

• Facemasks should be worn even when they are in non-patient care areas
such as breakrooms.

• If they must remove their facemask, for example, in order to eat or drink,
they should separate themselves from others by at least six (6) feet.

o They should self-monitor for symptoms and seeking re-evaluation from
occupational health if respiratory symptoms recur or worsen.

o NOTE: A facility cannot involuntarily require a COVID-19 positive HCP to
report for duty.

Finally, to allow for the construction of temporary structures related to the treatment and 
containment of COVID-19, the Board interprets its building standards to include the provisions 
in Attachment B - COVID-19 Facility Requirements - Temporary Structures. 

This policy shall remain in effect until the Board's June 2021 Board Meeting or at an earlier date 
as determined by the Board . 

.:::::.- / r -A-
°/ --<fLAf . [A�� D 

� yi;.. J!�ne Saunders, Chair v.fu:��K"�� Facilities

Director of Licensure 
Board for Licensing Health Care Facilities 
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Attachments: 

Attachment A 
Attachment B 
Attachment C 
Attachment D-J 
Attachment K 

Attachment L 
Attachment M 
Attachment N 

Executive Order No. 14, Issues March 12, 2020 
COVID-19 Facility Requirements - Temporary Structures 
March 11, 2020 TDH Commissioner Memo to L TC Facilities 
CMS Letters Providing Guidance to Federally Certified Facilities 
CMS QSO-20-38-NH- lnterim Final Rule (IF'C) CM -3401-lFC Additional 
Policy and Regulatory Revisions in Response to the COVID-19 Public Health 
Emergency related to Long Term Care (L TC) facility requirements and COVID-
19 Focused Survey Tool. 

CMS QSO-20-39 NH - Nursing Home Visitation� COVID-19 
Tennessee Department of Health, L TCF Visitation Guidelines 
Tennessee Department of Health, LTCF Activities & Dining Guidelines 
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MARCH 13, 2020 
APRIL 1, 2020 
SEPTEMBER 8, 2020 
OCTOBER 7, 2020 
DECEMBER 17, 2020 

The Board issues this policy to facilitate the treatment and containment of COVID-19. With this 
same aim, on March 12, 2020, Tennessee Governor, Bill Lee, issued Executive Order No. 14, 
which suspends certain statutes and rules. See Attachment A. In letters dated March 4, 2020, 
March 9, 2020, and March 10, 2020, the Centers for Medicare and Medicaid (CMS) suspended 
certain survey activities and issued guidance for the following federally certified facility types: 
hospitals, hospices, end stage renal dialysis (ESRD) treatment facilities, home health agencies, 
and nursing homes. See Attachments D through J. 

The Board interprets its rules related to maintaining patient and resident safety as requiring that 
all licensed facility types appropriately screen and monitor patients, residents, staff, and visitors 
for any symptoms of COVID-19. The Centers for Disease Control and Prevention (CDC) 
guidance found at https://www.cdc.gov/coronavirus/2019-ncov/healthcare-facilities/prevent­
spread-in-long-term-care-facilities.html shall be followed for patient/residents, staff, and visitors 
with known or suspected COVID 19. See Attachment C. 

On August 25, 2020, the Centers for Medicare and Medicaid Services (CMS) published an 

interim final rule entitled "Medicare and Medicaid Programs, Clinical Laboratory Improvement 

Amendments of 1988 and Patient Protection and Affordable Care Act; Additional Policy and 
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Regulatory Revisions in Response to the COVID-19 Public Health Emergency." On August 26, 

2020, CMS published a policy memo entitled "Interim Final Rule (IFC), CMS-3401-IFC, 

Additional Policy and Regulatory Revisions in Response to the COVID-19 Public Health 

Emergency Related to Long Term Care (LTC) Facility Requirements and COVID-19 Focused 

Survey Tool", QSO-20-38-NH, implementing the testing rule. 

https://www.cms.gov/fi1es/document/qso-20-38-nh.pdf 

The QSO also provides regulatory guidance on the requirements of the CMS rule, including 

frequency of the testing, testing in light of community spread, testing for outbreaks, and testing 

of symptomatic individuals. CMS QSO-20-38-NH shall be followed regarding testing of 

patients/residents for COVID-19 in CMS skilled nursing facilities/nursing facilities. See 

Attachment K. 

On or about September 17, 2020, CMS published a policy memo entitled "Nursing Home 
Visitation - COVID-19," QSO-20-39-NH, implementing visitation guidance in CMS skilled 
nursing facilities/nursing facilities. See Attachment L. CMS QSO-20-39 NH shall be followed 
regarding visitation of patients/residents during the COVID-19 pandemic in CMS skilled nursing 
facilities/nursing facilities. 

All federally certified facility types are to follow CMS guidance. 

On or about September 17, 2020, the Tennessee Department of Health published COVID-19 
LTCF Visitation Guidelines and LTCF Activities & Dining Guidelines. See Attachments M & N. 
Assisted care living facilities and residential homes for the aged shall comply the Department of 
Health's LTCF Visitation Guidelines and L TCF Activities & Dining Guidelines. 

When staffing shortages are occurring, healthcare facilities and employers (in collaboration with 
human resources and occupational health services) may need to implement crisis capacity 
strategies to continue to provide patient care. 

When there are no longer enough staff to provide safe patient care: 

• Implement regional plans to transfer patients with COVID-19 to designated healthcare
facilities, or alternate care sites with adequate staffing

• If not already done, implement plans (see contingency capacity strategies above) to allow
asymptomatic health care providers ("HCP") who have had exposure to SARS-Co V-2
but are not known to be infected to continue to work.

o If HCP are tested and found to be infected with SARS-Co V-2, they should be
excluded from work until they meet all CDC Return to Work Criteria 1 (unless
they are allowed to work as described below).

• If shortages continue despite other mitigation strategies, consider implementing criteria to
allow HCP with suspected or confirmed COVID-19 who are asymptomatic willing to
work, but have not met all CDC Return to Work Criteria to work. IfHCP are allowed to
work before meeting all criteria, facilities should consider prioritizing their duties in the
following order:

1 Return-lo-Work Criteria for Healthcare Workers I DC
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I. If not already done, allow HCP with suspected or confirmed COVID-19 to
perform job duties where they do not interact with others (e.g., patients or other
HCP), such as in telemedicine services.

2. Allow HCP with confirmed COVID-19 to provide direct care only for patients
with confirmed COVID-19, preferably in a cohort setting.

If HCP are permitted to return to work before meeting all Return to Work Criteria. they 
should still adhere to all Return to Work Practices and Work 
Restrictions recommendations described in that guidance. These include: 

o Wear an N-95 facemask for source control at all times while in the healthcare
facility until they meet the full Return to Work Criteria and all symptoms are
completely resolved or at baseline. After this time period, these HCP should
revert to their facility policy regarding universal source control during the
pandemic.

■ A facemask for source control does not replace the need to wear an N95 or
higher-level respirator (or other PPE) when indicated, including when
caring for patients with suspected or confirmed COVID-19.

o They should be reminded that in addition to potentially exposing patients, they
could also expose their co-workers.

■ Facemasks should be worn even when they are in non-patient care areas
such as breakrooms.

■ If they must remove their facemask, for example, in order to eat or drink,
they should separate themselves from others by at least six ( 6) feet.

o They should self-monitor for symptoms and seeking re-evaluation from
occupational health if respiratory symptoms recur or worsen.

o NOTE: A facility cannot involuntarily require a COVID-19 positive HCP to
report for duty.

Finally, to allow for the construction of temporary structures related to the treatment and 
containment of COVID-19. the Board interprets its building standards to include the provisions 
in Attachment B - COVID-19 Facility Requirements - Temporary Structures. 

This policy shall remain in effect until the Board's February 2021 Board Meeting or at an earlier 
date as determined by the Board. 

' 
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Attachments: 
Attachment A Executive Order No. 14, Issues March 12, 2020 
Attachment B COVID-19 Facility Requirements - Temporary Structures 
Attachment C March 11, 2020 TDH Commissioner Memo to L TC Facilities 
Attachment D-J CMS Letters Providing Guidance to Federally Certified Facilities 
Attachment K CMS QSO-20-38-NH - Interim Final Rule (IFC), CMS-3401-IFC, Additional 
Policy and Regulatory Revisions in Response to the COVID-19 Public Health Emergency related to 
Long Term Care (L TC) Facility requirements and COVID-19 Focused Survey Tool. 
Attachment L CMS QSO-20-39 NH - Nursing Home Visitation - COVID-19 
Attachment M Tennessee Department of Health, L TCF Visitation Guidelines 
Attachment N Tennessee Department of Health, L TCF Activities & Dining Guidelines 
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Board for Licensing Health Care Facilities 

Policy Memorandum 

PM82 

INTERPRETATION AND TEMPORARY WAIVER OF RULES 

RELATED TO TREATMENT AND CONTAINMENT OF COVID-19 

MARCH 13, 2020 

82 AMENDED 

MARCH 13, 2020 

*APRIL 1, 2020

*SEPTEMBER 8, 2020
*OCTOBER 7, 2020

MARCH 13, 2020 

APRIL 1, 2020 
SEPTEMBER 8, 2020 
OCTOBER 7, 2020 

The Board issues this policy to facilitate the treatment and containment of COVID-19. With this 
same aim, on March 12, 2020, Tennessee Governor, Bill Lee, issued Executive Order No. 14, 
which suspends certain statutes and rules. See Attachment A. In letters dated March 4, 2020, 
March 9, 2020, and March 10, 2020, the Centers for Medicare and Medicaid (CMS) suspended 
certain survey activities and issued guidance for the following federally certified facility types: 
hospitals, hospices, end stage renal dialysis (ESRD) treatment facilities, home health agencies, 
and nursing homes. See Attachments D through J. 

The Board interprets its rules related to maintaining patient and resident safety as r�quiring that 
all licensed facility types appropriately screen and monitor patients, residents, staff, and visitors 
for any symptoms of COVID-19. The Centers for Disease Control and Prevention (CDC) 
guidance found at https://www.cdc.gov/coronavirus/2019-ncov/healthcare-facilities/prevent­
spread-in-Jong-tenn-care-facilities.htmJ shall be followed for patient/residents, staff, and visitors 
with known or suspected COVID 19. See Attachment C. 

On August 25, 2020, the Centers for Medicare and Medicaid Services (CMS) published an 

interim fiQal rule entitled "Medicare and Medicaid Programs, Clinical Laboratory Improvement 

Amendments of 1988 and Patient Protection and Affordable Care Act; Additional Policy and 

Regulatory Revisions in Response to the COVID-19 Public Health Emergency." On August 26, 
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2020, CMS published a policy memo entitled "Interim Final Rule (IFC), CMS-3401-IFC, 

Additional Policy and Regu]atory Revisions in Response to the COVID-19 Public Health 

Emergency Related to Long Tenn Care (LTC) Facility Requirements and COVID-19 Focused 

Survey Tool", QS0-20-38-NH, implementing the testing rule. 

https:/ /www.ems.gov/fi les/document/gso-20-3 8-n h.pd f 

The QSO also provides regulatory guidance on the requirements of the CMS rule, including 

frequency of the testing, testing in light of community spread, testing for outbreaks, and testing 

of symptomatic individuals. CMS QS0-20-38-NH shall be followed regarding testing of 

patients/residents for COVID-19 in CMS skilled nursing facilities/nursing facilities. See 

Attachment K. 

On or about September 17, 2020, CMS published a policy memo entitled ''Nursing Home 
Visitation - COVID-19," QS0-20-39-NH, implementing visitation guidance in CMS skilled 
nursing facilities/nursing facilities. See Attachment L. CMS QS0-20-39 NH shall be followed 
regarding visitation of patients/residents during the COVID-19 pandemic in CMS skilled nursing 
facilities/nursing facilities. 

All federally certified facility types are to follow CMS guidance. 

On or about September 17, 2020, the Tennessee Department of Health published COVID-19 
LTCF Visitation Guidelines and LTCF Activities & Dining Guidelines. See Attachments M & N. 
Assisted care living facilities and residential homes for the aged shall comply the Department of 
Health's LTCF Visitation Guidelines and L TCF Activities & Dining Guidelines. 

COVID-19 is excluded from Tenn. Comp. R. & Reg. 1200-08-25-.06(5)(a) and Tenn. Comp. R. 
& Reg. 1200-08-11-.04(7) which allow ACLFs and RHAs, respectively, to allow employees with 
a reportable communicable disease to continue to work in the facility if there is a written 
protocol in place and approved by the Board's administrative office. Workers with known or 
suspected COVID-19 shall not report to work. 

Finally, to allow for the construction of temporary structures related to the treatment and 
containment of COVID-19, the Board interprets its building standards to include the provisions 
in Attachment B - COVID-19 Facility Requirements - Temporary Structures. 

This policy shall remain in effect until the Board's February 2021 Board Meeting or at an earlier 
date as determined by the Board. 
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AMENDED 82 

INTERPRETATION AND TEMPORARY WAIVER OF RULES 
RELATED TO TREATMENT AND CONTAINMENT OF COVID-19 

MARCH 13, 2020 

82 AMENDED 

MARCH 13, 2020 

*APRIL 1, 2020
*SEPTEMBER 8, 2020

MARCH 13, 2020 
APRIL 1, 2020 
SEPTEMBER 8, 2020 

The Board issues this policy to facilitate the treatment and containment of COVJD:..19. With this 
same aim, on March 12, 2020, Tennessee Governor, Bill Lee, issued Executive Order No. 14, 
which suspends certain statutes and rules. See Attachment A. In letters dated March 4, 2020, 
March 9, 2020, and March 10, 2020, the Centers for Medicare and Medicaid (CMS) suspended 
certain survey activities and issued guidance for the following federally certified facility types: 
hospitals, hospices, end stage renal dialysis (ESRD) treatment facilities, home health ·agencies, 
and nursing homes. See Attachments D through J. 

The Board interprets its rules related to maintaining patient and resident safety as requiring that 
all licensed facility types appropriately screen and monitor patients, residents, staff, and visitors 
for any symptoms of COVID-19. The Centers for Disease Control and Prevention (CDC) 
guidance found at https://www.cdc.gov/coronavirus/2019-ncov/heaJthcare-facilities/prevent­
spread-in-long-term-care-facilitics.html shall be followed for patient/residents, staff, and visitors 
with known or suspected COVID 19. See Attachment C. 

On August 25, 2020, the Centers for Medicare and Medicaid Services (CMS) published an 

interim final rule entitled "Medicare and Medicaid Programs, Clinical Laboratory Improvement 

Amendments of 1988 and Patient Protection and Accordable Care Act; Additional Policy and 

Regulatory Revisions in Response to the COVID-19 Public Health Emergency." On August 26, 

2020, CMS published a policy memo entitled "Interim Final Rule (IFC), CMS-3401-IFC, 

Additional Policy and Regulatory Revisions in Response to the COVID-19 Public Health 

Emergency related to Long Term Care (LTC) Facility requirements and COVID-19 Focused 
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Attachments: 

Attachment A Executive Order No. 14, Issues March 12, 2020 
Attachment B COVID-19 Facility Requirements - Temporary Structures 
Attachment C March 11, 2020 TDH Commissioner Memo to L TC Facilities 
Attachment D-J CMS Letters Providing Guidance to Federally Certified Facilities 
Attachment K CMS QSO-20-38-NH - Interim Final Rule (IFC), CMS-3401-IFC, Additional 
Policy and Regulatory Revisions in Response to the COVlD-19 PubUc Health Emergency related to 
Long Tenn Care (L TC) Facility requirements and COVID-19 Focused Survey Tool. 
Attachment L CMS QSO-20-39 NH- Nursing Home Visitation - COVID-19 
Attachment M Tennessee Department of Health, L TCF Visitation Guidelines 
Attachment N Tennessee Department of Health, L TCF Activities & Dining Guidelines 
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Survey Tool", QSO-20-38-NH, implementing 
hllps://www.cms.gov/files/document/gso-20-38-nh.pdf 

the testing rule. 

The QSO also provides regulatory guidance on the requirements of the CMS rule, including 
frequency of the testing, testing in light of community spread, testing for outbreaks, and testing 
of symptomatic individuals. CMS QSO-20-38-NH shall be followed regarding testing of 
patients/residents for COVID-19 in CMS skilled nursing facilities/nursing facilities. See 
Attachment K. 

Licensed facilities with policies or plans in place regarding the restriction or limitation of 
visitation will be held to those policies or plans. The following rules are hereby suspended in 
order to allow these facilities types to restrict or limit visitation in order to protect residents from 
the spread of COVID-19: 

Assisted Care Living Facilities (ACLF) 
Residential Homes for the Aged (RHA) 
Traumatic Brain Injury Residential 
Homes 
Adult Care Homes 
HIV Supportive Living Centers 

Tenn. Comp. R. & Reg. 1200-08-25-.14(1)(0) 
Tenn. Comp. R. & Reg. 1200-08-11-.11(15) 

Tenn. Comp. R. & Reg. 1200-08-37-.15(0) 
Tenn. Comp. R. & Reg. 1200-08-36-.15(0) 
Tenn. Comp. R. & Reg. 1200-08-28-.12(e) 

All federally certified facility types are to follow CMS guidance. 

COVID-19 is excluded from Tenn. Comp. R. & Reg. 1200-08-25-.06(5)(a) and Tenn. Comp. R. 
& Reg. 1200-08-11-.04(7) which allow ACLFs and RHAs, respectively, to allow employees with 
a reportable communicable disease to continue to work in the facility if there is a written 
protocol in place and approved by the Board's administrative office. Workers with known or 
suspected COVID-19 shall not report to work. 

Finally, to allow for the construction of temporary structures related to the treatment and 
containment of COVID-19, the Board interprets its building standards to include the provisions 
in Attachment B -COVID-19 Facility Requirements-Temporary Structures. 

This policy shall remain in effect until October 7, 2020 or at an earlier date as detennined by the 
Board. 

Attachments: 

�µ__j) aunders, Chair 
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Attachment A Executive Order No. 14, Issues March 12, 2020 
Attachment B COVID-19 Facility Requirements - Temporary Structures 
Attachment C March 11, 2020 TDH Commissioner Memo to L TC Facilities 
Attachment O-J CMS Letters Providing Guidance to Federally Certified Facilities 
Attachment K CMS QSO-20-38-NH - Interim Final Rule (IFC), CMS-3401-IFC, Additional 
Policy and Regulatory Revisions in Response to the COVID-19 Public Health Emergency related to 
Long Term Care (L TC) Facility requirements and COVID-19 Focused Survey Tool. 
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82AMENDED 

MARCH 13, 2020 
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The Board issues this policy to facilitate the treatment and containment of COVID-19. With this 
same aim, on March 12, 2020, Tennessee Governor, Bill Lee, issued Executive Order No. 14, 
which suspends certain statutes and rules. See Attachment A. Cn letters dated March 4, 2020, 
March 9, 2020, and March 10, 2020, the Centers for Medicare and Medicaid (CMS) suspended 
certain survey activities and issued guidance for the following federally certified facility types: 
hospitals, hospices, end stage renal dialysis (ESRD) treatment facilities, home health agencies, 
and nursing homes. See Attachments D through J. 

The Board interprets its rules related to maintaining patient and resident safety as requiring that 
all licensed facility types appropriately screen and monitor patients, residents, staff, and visitors 
for any symptoms of COVID-19.. The Centers for Disease Control and Prevention (CDC) 
guidance found at https:J/www .cdc.gov/coronavirns/2019-ncov/healthcare-faci I ities/prevent­
spread-in-long-tenn-care-faci I ities.html shall be followed for patient/residents, staff, and visitors 
with known or suspected COVID 19. See Attachment C. 

Licensed facilities with policies or plans in place regarding the restriction or limitation of 
visitation will be held to those policies or plans. The following rules are hereby suspended in 
order to allow these facilities types to restrict or limit visitation in order to protect residents from 
the spread of COVID-19: 

Assisted Care Living FaciJities (ACLF) 
Residential Homes for the Aged (RHA) 
Traumatic Brain Injury Residential 
Homes 
Adult Care Homes 

TeM. Comp. R. & Reg. 1200-08-25-.14(1)(0) 
Tenn. Comp. R. & Reg. 1200-08-11-.J 1(15) 

Tenn. Comp. R. & Reg. 1200-08-37-.lS(o) 
Tenn. Comp. R. & Reg. 1200-08-36-.IS(o) 
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HIV Supportive Living Centers Tenn. Comp. R. & Reg. 1200-08-28-.12(e) 

All federally certified facility types are to follow CMS guidance. 

COVID-19 is excluded from Tenn. Comp. R. & Reg. l200-08-25-.06(5)(a) and TeM. Comp. R. 
& Reg. l200-08-1 l-.04(7) which allow ACLFs and RHAs, respectively, to allow employees with 
a reportable communicable disease to continue to work in the facility if there is a written 
protocol in place and approved by the Board's administrative office. Workers with known or 
suspected COVID-19 shall not report to work. 

Finally, to allow for the construction of temporary structures related to the treatment and 
containment of COVID-19, the Board interprets its building standards to include the provisions 
in Attachment 8- COVID-19 Facility Requirements - Temporary Structures. 

This policy shall remain in effect until October 7, 2020 or at an earlier date as detennined by the 
Board. 

• Board Policy #82, as it relates to temporary hospital structures, includes (1) use by a hospital of
its existing space to provide hospital services in a manner that temporarily varies from FOi
guidelines, such as a hospital using single occupancy rooms for semi-private occupancy and (2)
use by a hospital of space to provide hospital services temporarily at a location not previously
approved for occupancy by the hospital, such as an inpatient rehabilitation facility, a nursing
facility or a hotel.

Attachments: 

Attachment A 
Attachment B 
Attachment C 
Attachment 0-J 

11" ,an Pro Tern 
nsing Health Care Facilities 

�µ__D 
a ndcrs. M.D., Chainnan 

oard fo Lice ing Health Care Facilities 

nn • Reed, R , BS , MBA 
Director of Licensure 
Board for Licensing Health Care Facilities 

Executive Order No. 14, [ssues March 12, 2020 
COVID-19 Facility Requirements - Temporary Structures 
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CMS letters Providing Guidance to Federally Certified Facilities
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Policy Memorandum 
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MARCIi 13, 2020 
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'!11c Board issues this p0licy to facilitate the treatment and conlainrncnl of COVIU-19. With this 
smne aim, 011 March 12, 2020, Tcnncss�e Governor, Bill ! .cc, iss11�c1 lxerntive Order No, 14, 
which suspends certain statutes and rules. See A trachmenl A. ln lcUers dntccl March 4. 2020, 
March 9, 2020, and Man.:h I 0, 2020, the Centers l'or l'vkdican: and Medicaid (CMS) su:,;pcndcd 
certain survey activities ,md is.su�d guidance for the following f"cclcrnlly ccrtiticc.l facility types: 
hospitnls, hospices, end slagc renal dialysis (ESRD) l1-cntrncnt facilities, home health agencies, 
and nursing homes.�� Attachments 1) through J. 

The Board interprets its mies related lo maintaining patient and rcsidrnt safety us requi1 ing thnt 
�111 licensed facility types appropriately screen and monitor patients. rcside11ts, staff, and visit0rs 
for any symptoms of COVID- I 9. The Centers for Disease Co11trnl and Prc.:ventiun (CDC) 
guidm,cl� found at l_1�lJ1::;./!_\\''".��-,'-:�k,�i_\ h·(1r_1_11 Iii.\ i ru�/�IJ [ lJ-11l1 l\/1 I Lid I I I l\.: ;111.:- l<1l i I iJ iL·�J1�1 L'.�'.! u.­

SJ,l.!Sii_l.!:i!!.:.1.c_i1_1g:l�.1:1.11-c:1r1..•- f;1(,'.jJjJ.il::s.li_L11:i.l shall he follows:<l for palic11tlrL'Sidc11ts, staf
f

, and visitor-s 
with known or suspected COYID 19. Sn· Att;Khmcnl C 

Licensed facilities with policies nr rluns in plr.1ce rqptrding t!w rcstnct1on or lirnit;:ition of 
visitation will he hdd to those policies or pbns The follu\vi11g rnks �ll't' hi:1chy �uspemlcd in 
order to nllow these facilities types lo resiricl or limit visitatiu11 in order to rrotcct rc;;idenh fro111 
the spread of COV[D-1 <): 

A�sistcd Can.: l .ivin� 1:�cilitics (ACLF) 
Residential I Ionics for the 1\gcd (RI l/\) 
Traumatic Brain l11ju1y Residential 
llo111es 
Adult Care Humes 
I !IV Suppnr!ivc I .ivi11g Centers 

Tc1111. Comp. R. & [{cg. 1200-08-25-.14(1)(0) 
Tl'l1n. Cornp. l�. & lfrg. 1:200-08-11-.11( 15) 

Tc 1111. Co11 rp R. ,� Reg I :tl0-08-� 7-. 15( o) 
·1 ._•1111. Cornp. R. & Re'):(. I200-Uk-:H, . I :�(u) 
I ,:1m. Comp.[�. & Reg I20U-08-2X-.I ·2(<..') 
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All federally certified facility types are to follow CMS guidance. 

COVID-19 is excluded from Tenn. Comp. R. & Reg. 1200-08-25-.06(5)(a) and Tenn. Comp. R. 
& Reg. 1200-08-11-.04(7) which allow ACLFs and RHAs, respectively, to allow employees with 
a rcpo1table communicahle disease to continue to work in the facility if there is a written 
protocol in place and approved by the Board's administrative office. Workers wi1h known or 
suspected COVID-19 shall not report to work. 

Finully, to allow for the construction of temporary structures rdaled to the treatment and 
containment of COVID-19, the Board interprets its building standards to include the provisions 
ln Attachment B - COVID-19 Facility Requirements-·· Temporary Structures. 

This policy shall remain in effect Lmtil October 7, 2020 or at an earlier date as determined by the 
Board. 

Attachments: 

Altachment A 
Attachment B 
Attachment C 
Attachment D-J 
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COVJD-19 Facility Reqlliremcnts -Temporary Structures 
March 11, 2020 TOI I Commissioner Memo to LTC Facilities 
CMS Letters Providing Guidance to Federally Certified Facilities 
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EXECUTIVE ORDER 
BY THE GOVERNOR 

No. 80 

AN ORDER AMF.NDING EXECUTIVE ORDER NO. 77 

RECEIVED 

APR 2 7 2021

Secretary o1 State 
Tre Hargett 

WHEREAS, individuals, businesses, local governments, faith communities, and other 
entities across the State responded to COVlD- l 9 by changing behaviors and operations to protect 
our most vulnerable populations while continuing to provide the goods and services necessary to 
support our communities and our economy; and 

WHEREAS, our healthcare infrastnicture has adapted, and is continuing to adapt 
pursuant to pending legislation that is anticipated to become law during the remainder of the 
legislative session, to facilitate the treatment and containment of COVlD-19; and 

WHEREAS, safe and effective COVID-19 vaccines are now readily available for walkup 
administration without an appointment, and a large number of Tennesseans have already been 
vaccinated; and 

WHEREAS, as a result of infrastructure advancements� vaccine availability, and public 
awareness of best practices to prevent the spread of COVID-19, Tennessee citizens and 
businesses are empowered to responsibly confront and manage the risks of COVID-19. 

NOW THEREFORE, J, Bill Lee, Governor of the State of Tennessee, by virtue of the 
power and authority vested in me by the Tennessee Constitution and other applicable law including 
Tennessee Code Annotated § 58-2-107, do hereby declare a continuing limited state of emergency 
and incorporate the provisions of Executive Order No. 77 subject to the amendments herein: 

Executive Order o. 77, Section C, regarding delegation of local authority for face 
coverings, is deleted. 

The 11Tennesscc Pledge'' should no longer be considered an independent source of 
information or recommendations, recognizing that guidance and information is available 
and should be sought from traditional public health agencies, and. thus all references to the 
Pledge in Executive Order No. 77 are deleted. 
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Executive 01·dcr-No. 771 ·cction I), l'aragl'ltph .,, is hereby amended as follows: 

3. Term and effective date. This Order shall remain in effect until 11 :59 p.m., Central
Time, on May 31, 2021. 

IN WITNESS WHEREOF, I have subscribed my signature and caused the Great Seal of the State 
of Tennessee to be affixed this 27 th day of April, 2021, and hereby order that this Executive Order 
No. 80 shall go into effect at 11 :59 p.m., Central Time, on April 28, 2021. 

ATTEST: 

SECRETk
0

�--
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STATE OF TENNESSEE 

EXECUTIVE ORDER 
BY THE GOVERNOR 

No. 77 

RECEIVED

FEB 2 6 2021 

Secretary of State
Tre Hargett 

AN ORDER TO FACILITATE THE CONTINUED RESPONSE TO COVID-19 BY 

EXTENDING EXECUTIVE ORDER NO. 73, AS AMENDED 

WHEREAS, ongoing regulatory flexibility and other provisions in Executive Order No. 
73, as otherwise amended herein, are required to address the continuing effects, risks, and 
persistent negative economic conditions in order to assist Tennessee's citizens, health care 
systems, industries, small businesses, local and state governments, and religious and non-profit 
institutions combat and recover from the long-term effects of COVID-19; and 

WHEREAS, given the continuing effects from COVID-19, Tennesseans have a personal 
responsibility to protect themselves and others by following health guidelines to slow the spread 
of this virus, and therefore, all venues, employers, businesses, and organizations should be 
mindful of the guidance issued by the Governor's Economic Recovery Group (i.e., the Tennessee 
Pledge), which are available at the following web address and may be periodically updated: 
hu s://\\\ , .ln. 1ov/govcrnur/c ivi<l-19/�rnnornic.:-rcco c.:.n·.html; and

WHEREAS, in addition to the other powers granted by law, Tennessee Code Annotated, 
Section 58-2-107, provides, among other things, that during a state of emergency, the Governor is 
authorized to suspend laws and rules if necessary to cope with an emergency, utilize all available 
state and local resources needed to combat an emergency, and take measures concerning the 
conduct of civilians; and 

WHEREAS, pursuant to this authority and the general emergency management powers of 
the Governor under law, such measures, including the measures contained herein, are necessary to 
facilitate the response lo the ongoing effects of COVID-19. 

NOW THEREFORE, I, Bill Lee, Governor of the State of Tennessee, by virtue of the 
power and authority vested in me by the Tennessee Constitution and other applicable law, do 
hereby declare a continuing state of emergency and major disaster in order to facilitate the response 
to COVID-19 and accordingly extend and order the following: 
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\ E.�'.':.!il.!.l'tlJl!:!!.• is�\_!.!!�. lh.d 11rit1h1,1 1:d i11_�·r11ti, t Ordl·1 ·\o.:.....t{,
Qftlf�f� 1:r herein) :rnd similar l!IU\i:ions added in this Onkr: 

.\cliv;>1L9.IJ..i2r l'enn .·s�t:_fm�.rgc11c', :'vLrnub;crne11t Platt. The C:0111mi 0:'.:ion,:'I ol' 
! k•:.dtii or lier dcsign,..:c:. in coniui1diun ·:vith the Dirc\'lnr c,f the T,'.nnc::-;sc.:.·
Lt-r1ugcnc) :'i.-'l8nagc:m,.,nt A::;<.:n(y (Tl:i\·JA) or h1-; dcsigrw,:. shall irnpkment the:
Tennessee Lrncrg::ncy f\.fanagenh.:nt Plan (TJ.)v1P) Jncl all appliL-.thk :-1I111e.\cs t,)
coordio:1l<.:: the Stak's 1espon.-;c tn COV(D-19.

!. (_�J..1( iii -;]�1b.· l1,·,1_ltli __ c·:1r,: prl)\i1h:; 111c11 1 1 1:ll'1in· i11 J \'.U.l!L''" · TJ;c rekvant 
pff1visinns of' Tenncssv.:: CoJe Annotated, ·r illes 63 a,1d 68, and related ruks art.: 
i11:"rCb) suspcndL·u to the c:,lc:nt necessary tll ght 1111.: Commissi011cr of Healtlr lht..· 
cliscrdir,n t,) allow a health cnrc. pru0.:-::siuna1 who is lit:('nsed in anoll1cr '.,late, and 
hhD �,md...l ,Hhc;·1,\·ise b<:: ,ubj.;;,;( tu tili..'. lii...e11:,i11g r�qL1irvllle!lls und,:r l ilk 63 ,H· 
Title 63, ru engage in the practice of such imli·,idual's rrolt-Y,ion in f's:"1111csst::c. ir 
sud1 individual is a h•:cdi.h ,:::ire rrot'r:s,;inn,tl ,, hu i:; ::isc,isting iE the rneJ:-::a.l rc:,pow;e 
t1) COVJD-19, including tr,'uling routine Lll' other n1edical conditions. The 
Conimis.-;ir111er of Health slwll provide the rc:quisi1.e form for practicing under this 
Par:.,.graph cin the Department of J Iealth 's Health Prof'c.:ssiunal Boards \vebpagc 

7 J lJ�L!.G.�tlmcxli��L1 1rtJk:;?_ipi1als \:an easily reenter lhe h1::al1l1 Ct!\-' \\11rkl( 1J}__l·0 The 
prn,·isions of Tennessee Codt:: Annotated, Titles 63 and 68, and related rules and 
policies are hereby suspended to the extent necessary to give the Commissioner of 
l-lealtl1 the Quthority to grant a license:,, cc:rti fj call'. or regi:,traliun lo a health care
pro[e::;sional, such as 1 retired heallh care professional, who has been OLtl of practice
f,)r fl period of time without requiring that individual to demonstrate continued
competency or submit lo an interview before ll liceming bourd or other licensing
authol'ity. provided that the individual satisfies all other requirements f1)r licensure.
certification, or registration.

7 A I 11- 11cT,,,, 1 _:11 \ti Ii, ,_. co, it i 11 u i !lg ul\L'='.�liiiJ I rcqli_irc.;n.1�11.L:.gi__re susr1emk:d _for heal th care
prnk,;-:;i1,11ah. Tht:: provisions or lht> rules and policies adopted pursuant to 
fennesser: Code Annotated, Titles 63 and 68, regarding continuing edttCJli()n 
credits mid hours for health care professionals are hereby suspended to the c:-.:cent 
necessary to suspend th,; 1-...·quircmcnt thal any continuing education c:redits and 
hours be obtained in-pGrson or at a live event for credit and hours c;:irncd from 
�,larch 12. 2020, through the expiration of this l)rder. Such rules and policie:-; arc 
further susperHkd to the ex.tent ueces::.ary to allow the Commissioner or Health to 
adopt policies n<:.:cessmy to comply 1,.vith the su.spension of in-person and live 
continuing education n�quirements, and the Commissioner of Health is hereby 
d1rccled to adopt p,ilicies to that effect :-,!othing in this provision suspends the 
rcquirl!ments that health care profcssiorwls obtain a certain number of continuing 
cdu�ation credits or hc,urs. 

7.5 L.;_1h_r;1t1_!__1) i11.�11,'\.'.litl_ll� .�r,.: :-:u·;pc·111_l,'cl li..1 a_llu_\\ Ii11· 1_1_111!l_;,,·di;1_�'__(,__'()Vll)-I I) L1·•,1i11g.
Tl1� provision'., nf Tenn. Cnmp. R. & Regs, 1200-06-03-.03("1) nncl 1200-06-03-
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1 '·-1 ( :'. i :11 _· I Ii -r,.-h" ,1 ,.,p'-";; _i,;ii t,, ; I"-. c\ r,_-n l 11,:i_--•:, -:: 1 r: 1 n ,, 1, ,· 1 h1e ( ,,n im 1..;•;,( 11',_..! , , :
Ilic I ,c..:p::r"t111en1 uf J lc::;dth llw :11:tl1il1 ii\• : l �u�pcnci _t:l'- rcqL.ircd un�i,'-� impcdion; 
,)r· l:Jr)(if;lf(>i'ic:; [,_, th,; (',\[t_'llt llCLL'i'\Hry lli alkll•\ l:tb,1r:ll1'i-ic_, t,_1 rninicuiately b-�·gi11 
1..:s1irw i,H· t '()\'!D-19. 

7 /) I l,·.11111 ,·:Ill' li,•.1hi11�• i11,1•,· 1:11i111·, ,11111 lll�•_'c'.,;__!i;�.lii,,11. _11,; •LI l'·-·11,l,_·,I 1,1 illl'(,·; :,_·•. 

rc�c11_mx . c1,·:1i hhl� to ti L: h l C () \ [ D- l q _, n_i.i_ 1 ,._;,_nrn1½-:L[>Ub_fo:.J_11..:_f11!J_1__: lhc pnn i ;iu11s 
nl IL·,rn,._'::.•;cc C()ck ·\nr'C'ldtcd, l itl:.:� /1_"\ and h8_ ,rnd r,.:lalc,.l 1·uk-; ,rnJ 11c1Jici,:� .:;1-._­
!1,;r.'i-,) 0.i1:;p,:11c\Gd lu t!tc L"<i.c,H i-i,x:_'<s:-:a1·: t,:, �u;;p,",d a:1_i 1-c�1u11e.:m1:m that lhe
I k-11,1ru;1._ ,-,1 ,.1J'[k:.1l1h i_:,inJuct i11,,Jh;cti,111s or 111\ ,:�:Li g_",1.irni:; Pl ,t lic,;11�..:l:' i11t:lw!in�
i11.lt ll<J( li111ik·d [r), !_',.)rnri:ti;,: i11vc•,lit�a1i,11t.,_ l"L)LJ[inc sur·,C:':_ and Site \ 1sih
f J,11.\c\ ,:t·, th,: I h:p,1ru1v11l t.f. ! kalth ,·ct:ti11.1 the aulhorit} l(1 cundu,;t any insp,:,_:cic111
r.1r imc:;dga1io11 wh,:n, i11 tlic D..:pan111,_·nt·s sok: discr-·;lit111. rhc public h,:alth. s,dt.:t).
()F ,,-�·1n.1r.; ll('C�S:,ilJlC<; S[/'.,[J iil :p.xriun ()/" irn �stig_tliD;';. 

7 CJ 111:,p,·s:ti_,!II, ,ii' ii,·:rltl1 ,·:trl· 1:wili1i._-, ,11, ,11•;pl·11,i c·d l'lk' or,i,-i3i,_1n,, ,,j' Tcrn;csscc 
C1_1dc i\nnut11ed, Si.:cti1in 68-1 l -21 O(u)( I). are hL'rehy �w:rwndccl Ill the cxtel71 
nece.,sary tll suspend rhc requirement that the I kpartmcnt Llf fle�lth conciuc1 
inspections u L' focditics aµply i ng fur I ice-11::;urc i !' the appl icanl l"c1ci Ii ty is physically 
l,1cc.1tcd 111 lhc same location as unLlllKr lic011sed f'ucility when� palknts have hcc11 
sceri within the thirty l30) da}S preceding the submission (1f the npplication. ln 
instances ,vl1ert'. the Departrnc11t of Health elects to not inspect a facility applying 
for liccnsun.:, such provisi,,ns requiring i:.l focilit>' applying l<lr liccnsurc to tic 
impcclcd are hctTby su�rc:ndcd_ 

7.10 Jri-;;11,_·L·1i,1l1.: ,i1· 111cd11,_·;1_I_ j:1h,11at111i\_·::; d!'t,: ��:p,.;11�1_--:(L The proYisions ofTennes,ec
C 'mk AnnotaLc>d. Section 68-29- l Oti, are hereby suspended to the ex.tent necessar_1, 
tr_1 suspend the requirement that th.: I )crJrtmcnt ,1f [ leald1 cnnduct ins.pc:-dio11s f(1r 
medical lc1borntory Jrplicants for licensure if the applicant lab(•ratory is physically 
located in the same location \Vhen: w10ther licensed medical bhuratory was located 
within the thiny (30) clays preceding the submission of tht> nc,v application. ln 
instuncL:S where the Department uf'l lcalth elects Lu not inspccl a medical lnborntr.1r:, 
applying l0r iicensurc, such provisions requiring a rncdicli laho1-atory ,1pplyi11g rl.)r 
licensurc tu be inspected ar'-· hereby suspenJed. 

7. l 3 J_1_��l: I� 11111_'.1 i! e:,;_,1tninatiQJ1i_,_tLC "1 t\/ 1, ·11, I, ,I lot ,k111 isu \ :11111 I icc1111 o: The rcq uirern,�,m
Ut1Lk1· l't::mtessc.c C:odc i\illlOLllc'd. I'iLlc 63, Chapter 5. ,me! Tenn. Comp R. & Reg:; 
0-160-02- 05 that per·sons appl;, i11g. l'ur licensure as .. 1 dentist compkte a live hum:1n
pati,mt examination cornpon,:n t i:- hcrcb :, suspended to permit the Board or
Dc.mi.stry lu grant I teen. ure tu persons grnJunting in '.W20 ur 2021 frnm a tlc-ntal
sd1nol ,\<.·credited by the Comrnissil1n 011 Dental t\ ·cre<lit,ition (CODA), if such
pcrso11:; have completed the (1the1 licensure r-::quirernent:,, met all of the
rv1u1remc�nts for Cl)Il1rt!k'ni.:: prC1rnul11, tcd by the CODA, and been ccrtifieJ by the:
dt.:,111 llf their C'ODA-an:r�d!Lcd d,:nwl school �is q1,alified, curnp..:tenl, and fi1. tt1
pw,:Lice lkntistr).
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i' \(, ',IL11:,•11!: :•r.i,I11,11,.· Ii'"' 1·•r:1,·liL·-· u11,k1 ·,u1,,·1\i-,i1111 '-'-ii!1,,u1_ l·,.1111111:11i, 1 I1. l"hl' 
pruvi�io11s of k1111..;s:'-c:e Code .--\nn,)lcilcd, I ilk r-. 3, Chapter•; 6 :,11d 7. :.in,.\ rt'idtcd 
rult.:s :md pnli,;ics '.·ll"C herd,> .,u:;pcnd,::d tn Lh,:.: c.xrcnt n,_,c1_'s.,<1r\ l,) giv,: lilc 
("\Jmm;-,sion,:r ,if l--ki.1lth lilL' ·:l1Li1nrity :111c1 discrctiun to a!ltlW 2: pcr,un ,-\I\LJ 1::-u 

g,-,Hhurcd rn, m .1l'tcr I kccrnhc1· I_ 10 l CJ, ['1on1 .u1 :1prrn'- ·-:d n::}2i·;LerL,d ur prc1dicc1\ 
:1ursi1j� cduc:.ii.icrn pn,grnin, and 1-1.-h1 l1c1_-; _1_Vi,licll :,\11'..i lulfiikd all olh:..:r r·�quirecrn:ntc; 
i'nr li<:,�,L,urc a:, a nurse hut h�;s :,d to take th,: N.Jtiu,1;1I Cuu11cil I ic.:l:11s1,1c h<r1rn 
(N("I.J-:Xi. lu prnclicc ru:r:.;ing llildl'r lhc .'.lpet\iSilltl nf",t licensee! :-cgr�tcr:..:d nurse. 

,9,_ \'l1:1n_11,1c1_-,1_-: _y;111 _ __1 11\1<.'1.",;_J1r1.·;-;,..-1iL1 ti,i11. r·111<1ll'h. !"he r .. lcvnnt p,Htic·0 1b ut" 
f t�nnessee Code A n11olalcJ_ Titk 6J, Chctpkr I 0. and l cnn. ( ornp. R. & Regs. 
1 14()-0.2--.0 I thl •.1Llgh r-enn. Cump_ R. & Regs. I l ,J0--02- _()2 are herd,y :ms pended 
to the extent 11cccs:::ary Lo allow pharrnaq tcchnkians and phannaci.,ts to cornpkte 
comµut�r b:1:;�d rroc,;;;sing of prescriptions at ,dtern;-iiiv;; lucmi01b, inclt!Jinb frum 
the rcsidene1: oJ" the: pharmacy technicitm or pbm macist. Such compurnr--bascd 
proccs:-;(ng shall he t.:,)nducted ul ili7ing c1dcq1_1·.i te si:>curily t•> rnsun'. ,ill :isp,'.,:ts tli" 
the Health [nsllrancc Privacy and Accou11tahility Act of 19% ::ire fo!ic,wed. N(1 
laws pert.tining to licensed �,lrnrmacy practic,:: :,itl'.,, the st,mtgc or- drngs. 
recordkeeping. llt' dispc11si11g proccssc::: aru \.Vaivcd ()r limited by this Order. 

8.1 l_.i,·\1 11\1;1m1:,�·i:-;1_c;u1 ,ui,,'IvI_,t' lll(ll"l' 11\1;1rn11\'Y lcch.nicians. The pro\-isions of 
fenn. Comp. R. & Ri.;�s. l I 40--{12--.02l 7) are hereby sw;rcnckd so tltat there is rni 
n:striction lJI1 the ratio of rh21rmaey technicians to pharmacists while this Or(kr i� 
in eftecl. Al! :statutes and rules regarding the supcrvisit)n of a pharmacy tc:chniciun 
by fl licensed phnrm:1cist remain in full force and effect. including. but not lirnit,:d 
lo, tbc n.:quirement that a licensed phannacist supervise, direct, and vcri()-- th,; 
accur:icy 0!'all pharmacy tcchnit_·ian functions pursuant tti T t:rin. Comp. R. & Regs. 
I 140--02--. 02(9 ).

CJ Qt:gree hqhicr� _ in ?ci'-'ncc fields _ can wurk as lubora_tpry _ p rs11ni:it!I under 
,;lUk·1�1-i:;i1.11!_ The rck,,cml portions ofTennc:::see Code ;\nnt>lated, Titk 68, Charter 
29, ::md related rules are hereby suspended t( 1 the extent necessury to give the 
Commissioner of I kalth the discretion to allow individuals rcquireJ tt1 be licensccJ 
under Title 68, Chapter 29, as medical [aboralory tcch1wlogists, medical laboratory 
technicians, or special analysts tu work with�)lll a license while cmploy\;d by a 
licensed medical laboratory and ,-vo1-kin� unckr Lhc surervisiPn of a inc:dical 
laboratury direr.:t\)r; pru\"idcLI, that, such an individual has obtained a bachelor's 
degree in a hiology lli" chemistry science iield. The Commissi()ner of 1-kcilth shali 

provide the requisite- form fol' rracticing under this Parngraph on the Department of 
Health-s I kalth Professional Boards wi:bragc. 

9. I i\ k1 li<.:al laQ-.or-atoo· <lirc£.!.uc can monitor facili\i�s_ rerno_tely. The prnv is ions ol 
l"enn. Cnmp. R. & Regs 1200--06--01--.20(5)(c) are hereby suspended tu the extent 
ncccss,try Lo suspcud tht: rcquirentcnt thal a mcdiL:al laboralt)t)' dircl'tnr make 
l_;L�rtai11 pcciL)dic in--pcrsdn, Oll:--ik visiLs le• the faciliiit:s tht: dir,:ctor uv--.'.r.scc:;, so ll)ng
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cl: lhe di1-l'd1)( 111,li.-',': :;l;it'( I· :hrl(ll,,·a:_il::il Tll,::1'1� ur lli,·llrll,lini11g !lf1,.i c'..X.•_T_:t',111'.l_
en :i::;ight 

0 2 Pre-Ii c-c11 °;_i;� gr�fl�1__c_'1k o_r_ d(�ci: ;r,1 I kvcl tnent.'.ll or b,:•ha viornl heal�h grofcssi Olli'lh_ c:_m
1.�i_:�_11-i,I,_· j�kl1_yi!1J_i1 _ .:nLL_•�,'- u11<_l,·1 .;1_q11·1 \ i·,iP11 !"he rdc"ant provision.'; ot'
J'i:nncsi:t.:c (\1ck Anrwt:11,;d, t"idc:, 63 a;1J (,8, ancl related ruk;; ari: hert:h:1
suspended l.r1 the extent ne•:e,,sar) 1,1 give the Con1missi1)ocr ,,fl !calth Lhc autlwrity
to all,11.v persons v.;ilo hn \/(: -.�ornpktcd c,r are active]} cnrul led in a prngrc1111 Lo 11 htai 11
:, master's degree: or d(ictnn.d degrc:: in a bchavivrnl or m;:;ntal health t"i.::ld, ur in <1 

/"ield uf.�i.11,h requirt•d rm a li;..:0nst· ail,iwing (ht.· i.n,lividwtl lo diagnose bdrnvinral
or mental health d1sordt·r:,., h, Lreat Lktgno�ed hchrn-iornl or rn,:ntcil health conditions
wilhoul a iil'\.:use and thmugh use oC wlcmedicin..-.· sen i-::;�:,;; pro\-ided. th.-,l llw
pt:rs(;n is, ·:1t all liml;:s, '>ltp(.-rvisc·c\ b:,· ,i p-:rson !iccn:;,�d ,mder l'itle t,3 or rirk Mi.
Chapte1· '.:!·:f 1•.-ith a,ithori,'alil)ll tn d la::;110se a b;;hdv irn al or men ta! h:::-1[ th cu ndi rion.
il1c Commissioner of 1-kaltl! shall provide the requisite form f'or rracticing under
Llii:, Par:tgrnph 9.2 un l11,i Dep::rtm�·11l ,if I lea 1th 's t kalth Prol'cssional D11cJ.rds
webpage.

9.3 Vktlil-:tl lal,11r:1111n• Jl•:r·,,1111d (·,111 w,11-k rL·111111L'il. The pr-o\'isions of'Te1111. Comp. 
R. & Rq�s. 1:200-06-03-,02( 1 )(h) arc hcn:by suspenJcd to allow medical lab1:irntory
personnel to remotely review eh.:ctronic data and report laboratory results without
having a separate laboratory license for each remote location. Such personnel must
be employed by a licensed medical laboratory and working under the supervision
of a laborntory director. This SLLSpension dl)es not othawisi: alter or amend any
licensee's scope of practice or r1:cordkeeping rct.Juircments.

9 4 l'r�·-lil:L'll�l' gr:1d11c11L' 1,r d,K·!'.-1..Gd 1_.__,,,_.1 :1udiulo�" 111,I -..p�·1.· ·It la11��1:!!.�','._j1:1tl1t1h,g) 
1rpl, ·s:-i,111;d,; n111_ 11�1�,·it.k _ t--kl1, ·:d I I 1 '.:,:11 i<.:1.", 1111�kT -��'-1�!..t!:..�1. The relevant 
provisions of Te1rnessce Cod1.• /\nnotat�d, Title 63, and related rules ::ire hereby 
suspended to the extent necessary lo give the Commissionc:r oflfoalth the authority 
to allow persons who hnve comµleted or arc acti vdy enrolkd in a program to obtain 
a master's clcgn;c or doctoral degree in the field of' audiology or speech language 
pathology to practice wit]l()u( a license and through use of telerncdicine servkcs; 
provided, that the person is, at all times, supcrvi:-;ed by c1 person licensed under Titk 
63 in that field. ThL'. Commissioner of He.11th shall provide the requisite form for 
practicing under this Paragraph 9.4 on the Department of Health's [lealth 
Professional Boards webpagc. 

I 0. ! _ 1 _�1\.'.l�l·d 1111_111h,,:r , 1 rl111s11i1al l1L):, �l\ :1il�1l1s:Ji2_! (_ ( lY_ll2._--_l) );.J!i�'.l}!;:,_. The provisions 
of Tenne�see Code ,o\nnotuted, Section 68-1 1- l 607, arc hereby suspended to the 
extent necessary to allow hospitals, nursing horm;s, and home health agencies that 
\-Votdd otherwise be subject to certificate or neeJ requirements to temporarily 
increase their l!lnnber of licensed husrital beds at. any lorntion or temporarily 
establish hospital, nur:-;ing horne, home-based, and diagnc,stic services at any 
lucatiu11, if n�ce,sary fc;r the lrcatm1.)nl of C'OVI0-19 patient,;, as �vell as tL, the 
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:" r:.:1: 1 :1�·,:..:: ::i;-, ,.· i'.:uii 1�1 1 ,�· :1�··.1, ; 1\' ul :h•.'1 :/c:,I I,\· i!": p,·, ,., 1-.11·•!1·•, ,,t !:li� ( ):,:!_., Jf!,.!
,!l'r/ .-·.uJ,.,:.:l]l!r.::r1L ,11,:k; ;:,,,;:,::-1:i,q,'. I.( J\,'/fj.1 L) 

10.2 \kdir:,tl j>l'llil";,i,111al -.1,il'lii,b' 1k,ibili1\ j:-; pc·n.111lkd l'lll';[l;'.111 i11 ,Ill :IJ'l'J'\1\1.'rl 111;111 
\[I r,:li1'\'c• 1!1,· l·,q1;[c·i1_, :,tr,1i11 l'il L'c'II_JilL '.lilllD.L Jl.!J�\lrllh. In c,rdcr to relic:,·�- the 
,:a11c1city st!·;jn �•n bcd.,id..: care ,m,I ,upport resulting [1·r1m sl'.ll ling ::ihorugcs 
(nur"l''-, rl'Splratur) th,.:n1pish. clc. l, addilional kmpm;try n.:g.ulmor)· !1,;xibil;t:, 
11Leasm.::•; an: tK'c,''>Scil') Lt> c<'['C "i1l1 the eme.rg;:;ncy. Io cl1is t.:nd. the pr,n i�1rn1, oi' 
J id..: 63 Jn:! Tille 68, Cluptcr 14D. ,,r,: hereby susrcnzlcd [1j the L'.,tr:111 ncc<.?0,:o,tn tc, 
'.I uthnri Ii.' f)l'O fess i()'1fl !c; Ii 1.'<c'nscd llt1dcr Ti tk 63 1)1' Tit k 68, Ch'.1 pter l 40, t,, rcrfr1 nn 
iask:; <H1hidc (1/' their li;::.:nscd sc,.ipc llf rractic,.: it' such t:;:;k:-: :u: pcrfo,·m�-d in ,1 
lmspi1al licc11s,.:Ll umkr Titk: (1.S rmsu,rnt In a Jacilil)-specilic, CO\fll)-\9-rc-lated 
p!m, lil- Lkkgalilln tl1c1l has bern SL1brnitted by the fociltty's chic:r mcdicd C1f11ce1 
diHI ,q:ipn,\'cd b_v th� Cnmrni;;;:.;i,rnc.::· or f kallli 01 tl1c Cornmis:,i,H1cr':-; dc:,igrwc:. 
Such ,t rtan u r· lklt:galhn rnust include thl� specific type:-- lll' licen:sees cnverul, the 
'!"··cii'ic ,a�k'.- nutsi,ic of dv:ii' !i;.;,.•n:s,.�d sc:,lp1:.- of r,r:H:tic.: ih;;.t ,_,p_· pcrlliit\ed, a11d 111,_· 

sf1cL·i!ic circu111stancc-:s nnci dir1c.·cti\l'S uw.kr v\hich -;uc.11 tasks arc permitted !he 
Comrni�sil11wr or the CC1m111i:,si,J11cr·s dc:-:ignec may ,q1pro\'r.: such pl,:m subj•c'cl In 
conditions :md 1rwy rc--;cLnd .mcl1 appn>\cll tn the Corn111issione1 '3 ,)l' 
ConHnissioncr's dcsigncc's snk discr"ction. for rurpoSL'S of regulatii)li ,uid 
disciplinary action, liccnst:c::, pcrfurming tasks pursuanr. to !his provision i's:.'llldi11 
subject I() r.:gulation sncl discipli11,uy actitm fb il the) wcrc acting within thc-:ic 
l iccnsc:d "cope of prnctict·.

l.:,:l't:li11 _lw11!th c_�r� an0 c111c'l'.i;,.'1K1 �,·!·� i�t:s 1!.1.!_1.:!:.:Cl.�l(Jt!.� This Paragrnph I CU i:­
issunl for the limited purp()S� (1l·c11.1lhorizing personnel rc1:ognizcd under rcnm .. '.SS,:c 
Cude .\1mut,ned. Sccli(1ns 58-l-2(J3. 58- l-:?.(H, and 58-1-402 (colkctively, 
'·f\:1·s,)nnc]"), 1.D serve in certai11 nealtl1 care nnd emergency servic,�:; roks to reduce 
syst,.:rn capacity strain rcsulLing fr,)111 COVID-19. ;\amcly, Personnel t1Hl): ( 1)
per Corm aulhori1:ed oiagnostic testing Cot· COVI D-19 i11 health carr sdti11g::,_ 
including hut nol Lo limited to h,1spitals, emergency d<..'.partrncnts, and alternate care 
sites (et1l lccrivcly. ·'L1ci!i1ie;"); (2) perform authorized nutsing and other f'uoclions 
in h1c.ilili:2s: and (J) operate pu:-ilic nr privately 01-vned, permitted ambulance 
:,crvice vehick·:, with <1 licensed -'l:l'\·icl'. Accordingly, the following prnvisiuns m.: 
hereby suspcnckd tl1 tlte c,,tent necessary to facilitate this l\1ragraph l IJJ: 
Tc:1111cssct· (.\;dl:: Annllti:lkd. Title., 6� und Tit!,? 68, :rnd rda!cd rule:,;, 'Nith rcspccr 
((l l icenstt1't'. continuing educm ill 11, and uthcr rcq uirunenls fi1r Per-;un11e! Pr 

Focilitics uri!i;;.ing Personnel: !'ilk 68, Chapter l40, Pan 3, 1.vith respect to 
Pcrso1wd .111d lin:nsed ambulance servic.;s utilizi11g. Persu11nel; ai1d any other st:tlc 
(1r local law, order, rule, m rq,?.ulc1.liun that would limit the aprlication or this 
Paragraph I (U is hereby :--us pended to the cxtenl necessary to facilitate this 
Parag1·arh I U.3. Thi:=; Parc1�rc1ph I n.3 is subject t(, th;; f'nllP\\ ing Ci.)rtd;tions: 

a. i\O Pc:rs<J!lt1,�! shall npL't'clf8 under thi;; Pnrngr-1ph 10.3 unless dc;;i g,11:1ted I,�
tlil' ,\,Jjurnm Cicn,:;ral upon requc'-:1 or order t)fthc Clwcrr1tlr:
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11 i\.:1·sunil'-�1 oper�rin,; \H1rs1:,11:r rl1 th\:; r-'c1ri\�1·;_1;1h i,1 .. , .,!Mil l,a-,L· ihc 
,1prro111·iall� lraininr nr :,;kill-; 1n the ,l!'C:l('.-.111,;rw1ni1t_l_'. !n 1111:"ir cksignnti,111s: 

I.'. !'he '\d,iulnDl (ic11<:rul ,lrld Cuinrni:-;sionn ,11' l kalth, m th12ir de:signG\?S, shall 
ck1.,:rrnin<2 the raciliti,:c, t,J II lii ... :h Pcrson11d �u\.: ,t-:-;i!,!11-2d. ha..,cd (l!l l1l\.:d :rnd 
,>lhc'r rc,tsonabk fodor�. in their �\)le d1screti,)n; 

d. ,\11:,- Fncil:ty LO \'.,hich l\'.r:,onnel :1r1: zissigncd n1u�t sub1nit. in v,rili,1g l(1 the
C\1111rni:-isi(li1C:r llf ! killlh. tli,: n-.::.;ron::ibilitie'S and 1.1:-,b 1/1<1! rer:;dnncl \\ ill
be u1:dcrtaki11g l\llik npcrnltng 1�u1·swrn1 t, .i thi; Pnrngraph [1).3:

1\ list or J'ersonnd dc�i�mucd tl1 t1pcrnte und�-c thi:; Parngrnplt 10.J and tlw 
h1c:!it), o;- ;:;ctting iti whidi :,uc'.-, PersG1mcl \\.ill b-:: op,.;rnting sh,i\l be: 
p,y,-, ided 1-1 Lhe Co111rni,sio11l·r L>f 1-kallh h) the ALlJut,u1t (rcn8ral, :ind this 
liq 'ih,dl he upd.11:..:ci ii·om time u1 1!11\C a:; neu·.·ss,ll"y: 

J'. 1\t1) authmity, Jutics, or scope l)f practice' �usp<:nsio11s c;xtencleJ t(, 
Per:-.lJlln<:I pursuant Lo this l'aragrnph 10.3 shall k1rni11ak and be of no 
Curth..:r force and effect upon the cxpirntiun ur lc:nrnnatic•n nl.Pmagraph l CU 
11r 1>{hc:r urcler o( lhl.! Cr1lvt:rnor to rhat effect: nnd 

g. This Puragrapb 10.3 shul I nut affect the n:quirl'lllcnLs and pm visions ()r the
suspended statulury and ruk pro,,isi\)ns with respect lo an; Nher pc-rson or
focility.

l () 4 RL·�uL1tory tkxibility for __ amhulancc 1ran ·port servic�s. In orclc.-r LO relieve the
c1pal.'.ity strain 011 emcrgc11cy mt·dical services, temporary regulatory ik.".ibilily 
mcasut\:s arc nec8ssary t'nr l1\lt1emcrgency ambulance transpon services. "lo !his 
end. the provisions 0fTcnn('ssc.,e Code Ann,)tmed. Tille 68, Chapter 140, mid Tenn. 
C'ornp. R. & Reg,. 1200-l2-0l-.14{Y)(cJ(:.)(iii) & (iv) ,H"L' licrd1y suspended to th,� 
exlcnl ncccsc;ary 10 authoriLe that l ,e,;el 3 tr;msporl-. may be sl.affcd with one AL\'t J 
a11d Lev�'.I 4 trnnspono: rna_v be s1afkd with one: bVf r. provided that there is an 
ambulance opernt.1.)r in uddilion lo the _:\L:vl r t1r F.1\:fT wllo satis!'ic.:o lht: ambulance 
cl river requin:mcnts of Tenn. (\rn1p. R, & lZ,;;g 120D-1.2-IJ 1 - . 1 !)_ All other stalutc::.; 
and rules rcgmdin� pntient t1imspun services remain in full f<ircc and ei'l�ct 

l 0.5 f)dc:g,1t1011 ol' 11ur;:;ing tasks tll mecli!:::.<1J. _a_:;!-i�wnj.,<; l_!lld ·r lh_c __ ::i_Lrn�ry(sion 1)1· a
1�;1_:i;-;fl'rL·d 11111·:,L' i:, t'�'l'lllitt\:\I l1 1_r-,·li\.__'\C_i!1\' c;n1�11:it.Y �1.[l1jn_c_1_ny;1 ·cir_@_ti..Qt1 q_nd other 
.,;taffing t·undions. In order to ensure pr(1111pt adrninistratiou of a COVID-19 
vaccination and relieve the caracity ::;trnin on bcd::-idt:. L:are and support rcsulling 
l'rorn stani ng shortages due Lo COVfD- I 9, 11dditiunal temporary regulatory 
!k:-;ibilit�· 111e�1surL·:, are nec-::ss:n) LP cope with lhc' emergenc; The pro\·isions of
!'ilk 6] n11d rdc1Lcd rnk:,; arc hereby suspcn,icd to the extent ncc6s:1ry to authori;:,:
"rt:gistc:rc.'d 111.ll'st.:, licensed in J'c1mcs,;ee or 1N\1rking in T�-n,,c�:,e,: 011 a 111ulti-sl;llc
pri\ ikgc l,) practice, to dekgalc tu medical <ls�ista11ts cenili�d ur lt'gistcred by tlic
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:\rnc-1·i\:,1it '\-:-:lw1c1l1\in ,11 1\ikd1,;ul '\ssistnnts, ,\rr1t_1 rica1·, rvl<:Liical ·1echnolugi.�ls,
Natic,nal ,\;;.-;oci,;rilrn il>r I k:alrh Prnfessic1n<ils. !'<ational Crntcr for Ct:>1np�L:;1c1 
1·c::,1ing, or Naliurml f leailhG1r·r:'er Associ:.ni,111 ld�ks that would nonm1lly he 'A ithin 
tlw pnic.;ticnl n11r.�e scor,· uf' pr·1c1i.:c, includins, but nN lirnikd to, admini-;trntion 
l,r CUVJD-1 (.) vaccinati,1n'i, 1mckr LhG supr:'rvi�io11 vr tile registered nmse ·1 asks 
ck lcgmcd to c,:ni fic,J mcdi,:Jl J�:,i i tau h and performed under the sup,:rv isi( 111 uf the 
dC'legating rc�ister,•.:l 1vtrsc a:·,; required to have been ordered nnd auth-J1"11r.:d b) a 
·r cr1:1ess,�e I iccr;sed prneliri:incr \.\ ith p1·escripLivc authorit1

l0.6 [kh:1.'J�1_:.:d_l1_,�h_.!l.!11@,:1u__[J.:,i�_J!011i,. re.-sid�oJia!, and eris1.-; c�u't' --.1:11li11L' 
lk.\il:,ilily i:, pc1·n,_i_t(1:d_pl_ll'�!l;!lll_l1_1 dl_l ;q,pr1l_'l_fi_l 1�lc111 _I_(> 1·,.·jil:\·C the· c::tp:h.:il:, ,tl'dill 
P,1 n,:nc1i_1_1 ·"..f;tl·1j111='. l_�IJJDL<!.!l?>· In on.kr Lo rdicvc the capn{:ity strain on bedside care 
and support n:sulting from stafling shortages (physician assistants, 11ursc; 
prnctitioncrs, re-gistt:rcd nurse.:;, liccns�J prnclic,il riur,:;es. de.), additio1ul 
tempora1')- rcgulalo�, tle:,;ibility measures are necessary to cope: ,villi the 
eme1gency. To this end. rhe provisions ,_1t'Titlc 31, Title 6J. and litk 68 Ch.1p1,�r 
140, and related rule-; are hereby suspended to rhe extent necessary to authorize 
professionals licensed under Title 63 Ln Title 68, Chaptl'.r 140, to pcrfon11 lasks 
uutside of their I iccnsed scope oC practice tir restricteJ under Tille 33 if such tasks 
arc performed in an inpatient psychiatric facility, in a bch,tvioral health residential 
facilrty. or by (j behavioral heal1h crisis services provider licensed under litk 33 
pursuant w a facility or provider-specific. COVJD-19-rclated rtan of delegation 
that has been submitted by the facility's or provider's chief medical or chief 
executive ofticer and jointly approved by the Commissioner of Mentul Health and 
Substance Abuse Services or the Commissioner's dcsignt::e and the Commissioner 
ot'Ilealth or the Cutmni.ssioner·s designee. Such approv!:ll by either Commissioner 
or Commissionc1·'s designee may be subjeci: to conditions or may be suhscquently 
rescinded in thm pcrscln's sole discn:li(,n. Such a plan or delegation must include 
the specifi.c types of licensees covered. the specific tasks outside of their licensed 
scope of practice or restric1cd under l'itle 33 that are permitted, and the sp-:cific 
circumstances and directin:s uridcr which such losks an::: permitted. For purposes 
of rcgulalior1 and disciplinary :,ction, licensees performing tasks pursuant to this 
provision remain subject lo regulation and disciplinary action as if they were acting 
within their licensed SClipe (lf practic-:. 

l 0. 7 Health _ __:_aJe �l Le.lent s_t;�:Ji.!1h' .. u�·.\_i hi 1.in-_ _i ".�1,°:E!l!!!�d - j I\ i1111ati\.'l1L ,l(llk �ill\' j_ll 1�1
rc:!1al1ilitatit•II..Jill.U_Qlli'.l"h'L'llL'I ��·11i11t�J.1J.!!.'UL111110 .tn U\!J'n11ql pl;111 \O rclicvi;Jb(,' 
l:apacil\ str,1i115111 -:<.:rtc1i11 1,illiw• lu11dit 1 1t.'i. In order t,, reliew the capacity sLrain 
on bedside cars: resulting from staffing shonages related to inpatient acute care, 
inpatient behavioral health, c1nd emergency care. additional temporary regulawry 
flexibility measures arc nct.:cssary to cope with the emergency. To this end, the 
pmvisious or Title 63 and Title 68, Chapter 140, and related rules are hereby 
suspemh·:d to lhe e�tcnt necessary tu authorize students at.:ti VL'ly enrolled in H 

graduate school program or an undergraduate 1·.:spirntory care program, the 
cJLtcatiorml standards of \,hicb meet the training requirements for a license under 
f'itlc 6J or Title 68, Chapter 140. to perform surervi-;c:d tasks within the licensed 
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:,c 1 1 pe , 1 J " pr:1c L ic,_'. o ! ' ;;uch :i l 1 c.:1�n :-:e, d_. s1 1,·h  1 . 1sks ar .: pc: r i "nrnicd in :,n i np,1 t ic11 1. :1e 1 1 [c 
1:arc o r  i n  pa L ien l r,:.-hah i  li t <1 t io 11 sett i n g  or <:' 1 1 1crgcn<: }  (I .;: panmcnt p 1.1 1 �w1 1 1 L  lo il 
fttc i l i fy-spc:ci ti c .  COV lD- J lJ -rc i ,iti:.d plm1 o t' ddeg:ation thc11 ha.s bct·n  �ubm i l tc�I by 
Lhc· 1:1c i i i 1 _:, ·s ch i ef mt'.dicrr l  o fficer <1nd apprt > \  cd hv chc ( \1m rn i:;;si t•t1�'r of � ka lth 1.l i" 
the Cunm 1 i ss io 1 1cr 's  de:; ignt::e �; uch  l1 p l ,1 11 n f Jc lcgat i un 111 1 ts l  i 1 1 1,.; ! ude thc spec i fi c  
Lypcs o f  prO!;CLJ illS i n  �, h i c- h  :1 siu(knt mus [  be  enrol led c o  pnform tasks i n  
accnrJanc1: w i t h  this Paragrapl 1 1 0 . 7 .  the spc:c l tic  t,1sks wi 1.h i 11 t he rckvan1 scnpe u t· 
prac t ic(: that lhe s tuJcnl i s  pcrrn i l lc:u to pcd'< ,nn, and the spec i i"ic c i rcurn� tw 1ccs and 
d i rc:c 1. iv('., under which  such lJ'.iKS ar,: perm i lled. 'I I i<-· Comt1 1 i s,; i (lner nr the 
Ct )rn r n iss i c,ner" :-; dcs i gnec may approve such p lan subj ect to condit i ons <tnd may 
rcs1: i nd su..:h npprn\·:ti in the Comrn issione:r · .s or  Comrnis:;ioner 's dcsignce ' s  sllk 
d iscrdion. S l ucknts pl..'.rfo rrn ing tnsks pursuant to th i �  Parag rapl 1 1 t l . 7  may be 
subj ,:cl tr, J iscip linary act iun upon app ly ing for R l i cen:-;e for ;:ict iom i ncon:,ist,)n t  
1,-v i l r 1  i l 1e piadicc.: ad foi" t l 1c  ! ice11scd :,,cope u i· pr,.tcl ice iu  w l 1ici 1 t l iq arc oper :.1 t i n� .  

I n . 8 lli:ili� :.!.!.:• '_:iU !!_h:.w__,:1;1111 1 1 ,_: tl_.,:;, i i , :  I i i ;  ; -; ['\:., 1:1 , i 1 1 .; , I  i 1 1  ir!l\.l..l.i�.!.!l...r•:n: 1 1 1. t !n,· a \1.d 
hcl ia \  i , H  �ii I ll',l i l h  ;;�· 1 t i 1 1 L' 'l jll l l�!filN <.I l l  [ljlj)l l 1 V .: l i  p J ;rn I l l  l"L

0 l i c \Ui��rn�1�·i1�
0I 1  cc1 t c1 i 1 1  s 1 ,i 1·1 i u •� _ 1 ·uJ _1_ l" l i P 1 1_:,. In orde:- lo rel ieve the capacity strain on bedside care 
n:su l tiug from staffi ng shortages related to i npat ient  acute care, inpatient behavioral 
h8al th, and emergency care, addi tional temporary regulatory flexibi lity mi:asures 
arc necessary to cope \Vi lh the emergency . To this end. the prov isions ofTi tle 3 3 .  
Title 6 3 ,  and Title 68, Chapter l 40, and re l ated rules an: her�by :;uspcndcd t o  the 
extent nei.:cssnry to author·i7c students actively c-nro l led in a graduate schoul 
prugram 01 an undergrnJuale resri rnlory c:.ire program , the educat ional standards 
of which meet the training requ i rements for a l icense under ! ' it le 63 or Title 68 .. 
Chapter 1 40 ,  to pcrfom1 superv ised tasks \vi thin th,: l icensed scope of practice of  
such a I icense or restricted under T i  tie 3 3 ,  i f  such tasks arc pcrform�d in an inpatient 
psych i atric faci l i ty , in a behavioral health res idenlL1I fac i l i ty .  or by a bchaviornl 
health cris is services prov iJer l icensed unckr Ti t le 33 pursuaiit to a facil ity or 
provider-speci fie, COV1D- l 9-related plan o f  dckgation that has bi.:cn sub mi ttccl by 
th,� fac i l ity ' s  or prov ider's chief medici:ll or chief execul ive o fficer and joint ly 
approvec.J by the Commiss ioner o i '  Mental Heal th and Subs tance Abuse Services or 
the Commissioner ' s  dcsignee and the Commiss ione-r of Hea l th or the 
Commissioner ' s  desigl lee . Such a plan o f  delegat ion  must i nc lude the specific 
ty pes of programs in which a student must he enro l led h) perform tasks in 
accordance with this  Pc1ragraph I 0 . 8 .  the spcci fie tasks within the rekvant scope of 
pract ice or restricted under Title 3 3  that thl' studt:nl i s  pcrrnitkd to perfom1, and the 
spec ific: cirrnmsLances and d i rect ives under which such lasks are perm itted . Such 
appnwal by ei ther Commissioner or Commiss i oner' s cksignee may be subj ecl to 
condi tions or may be sub:;equently resc inded in that person's  so le discrdion. 
S tudents pcrfom1ing tasks pursuant to th is  Paragraph l 0.8 may be subject to 
d isc ip l i nary action upon applying for a l icense for actions incons is tent with the 
practice 1:1ct f'or the l iccn�eJ scope o f' practice in \vhich they arc operating. 

I I . 1 ��,!!!tt [(_1_1:_LU.illU_') (,'.an occur at mure medical lab, 1 ra 1u1: _ _!.11' i l 1 1 i�·• The 
prov isions o r  Tenn .  Comp R. & Rrgs 1 200-06-03- .  l 6 arc suspcmfod to al l o,v 
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te,1in� m'c,:·;s:u·, ltJr tlw Lli·,gtw·,!S ln.:r1ln1c:nt. and r.:c,ntc1inrn,:n1 ofC'(l\•']f).]') l1) 

oL:cur m ,1ltcrn:tk ks1ing :;it::-; v. 1th(111l pri,,r c1prrov:.d hy ,lie M�dical L·1bmalllf) 
B,1ard; pruvtLkd. tfwt luhoratoric, ',hall noti[\ the ivkdicul l.ab1,r:1L,i1·y [�umd uL-11w 
such ,iltcrnalc lc�ring sites. 

I� Ti:111 J ll" r' l uarunimc and ilS'->lati_on _facj_li(ic, may he con�:tructcd. The pro, i:-;ions 
ATi.:tttH.:s�,i.:e (\,de ,'l.ll!illl.il<..'.d. Sl:clinn 6S-l l-202(c)( l )-(8), arc hereby suspn1dcli 
lo allm"-' for the constructi,111 of rcmpornt) strncturcs, the plans fr,r which \H·uld 
otlicrwisc be suhjc1:l to review fr,r nc'-A con.-;truclion, addi!iuns. or s1d:i.,;i:li1tivl 
alte;·:1rion:;, as ciin:ctc·d b) the C0mnii�.sioncr \lf lle::1l th and 1h,� Director nf TL\!:\ 
i11 rcspoI1si:: to CO\'l D- I 9: pr11vidcd. thal 1.lwrt' sh nil be insre•..:linns ,)r s1.1ch 
s1rnc1un:::. L,1 cr1s11rr.; s:,l'el)-, :1:0 11c,:t.:ssnry 

16. 1 i :lll'i·11L1h>\_111 ·11t l1L·111:lil. ti11· l't.·1·::111i-, ,_ill,·, tu.I 11_1- ( ·, _l\ II). I (J_ !'ht: provi.-,ic,n.:; ,1; 
Tennessee Code Annotated, Tilk SO. Chapter 7, and relaled rules aro:: hereby 
su.-;penc.Jed lu tl1e extenl r1,•c--::-;sary lo sllow the Cnmrnis�i1i11er rJt· l .ab,1r ,tnr.i 
\Vorkforce Dcvclnprncnl h> comply with, and nrnximiLe the benefits to the Stale 
from, fcJc:ral kgi,dation related l,) emergency unemployment benelits. including 
any e:,,;lensit1n nL Dr modification Lo, the Coronavirus Aid. Relief� and f·:conomic 
�ecurit} An cm1Gted on :vlarcl-1 27, 2020, as Public Lavv l\o. 116- I 36.

21. l�n;ird ti!" l'.11 !11� J.llil.U..!..!.tH!i_l_i• L1t\1L· ·d11rt.'•; tu pr1>kcl p11bli�: !iL-;1Uli. The provisions or
Tennessee Code Annutakd, s�ction 4ll-28-l 18(a) and (b), Section 40-28-l2l(b)
and (d), Section 40-'.28-l22(a), (c). and (f). and Section 40-35-50.'l(d), (e), (f). nncl
(h'i. requiring the Tennessee Board of Pawlc to take certain nctions and conduct
ecrtain prncc-cdings. the provisions or Tcrn1e,.;sec Code Annotated, Section 40-28-
502(a)( l ). requiring that hearings be opc-n lo the public, the notification
requircrncnb uC'l cnncsscC' Code /\rnh1tntcd, Section 40-2R-505(b). (c), (e), and (g).
and any related pf'{)vi�itms of Tcnn. (\,mp. R. & Regs. 1 I 00-U 1-01-.0 I through
Tenn. Comp. R. & R�gs. I lOO-OJ-01-.16 and Hoard or Parnle policies adopted
r,ursuanl to Tennessee Code Annotated, Section 40-28-1 o�f, arc hc-reby suspended.
I Iowever. tbe Board oC Parole is Jirectcd to us.:.' all m·ailablc proGcsscs. alternatives.
and technology to maintain continuity of scrvic�s and henring::; to the grcatesl extent
practicnbk \.Vhile maintaining th,; health and. safely of all persuns involved.

21.1 S11:,11l'11,I--; _11.·1t1pw;wy ;1Jipli,·;1l�1_(U _ _<�J sakl1._ ,,il\l' 1n,vi::•�l�; l'l'\�i_l1_i11!_� 1·1·,1111 th,' 
1,·111p.,1.1r) _l_b;r,:.t'>l: iJ_l Tl )(.)l. 12ri�.1.•11�:r::_ Tht· provisions of Tennessee Code 
Annotated, Sections 4 I- l-505(a) and 4 l- I -508(c), requiring the automatic 
rc,·ersion of l'ekasc digibilit1 dates llf certain folony offenders to the dates in 
existence prior to their rc:ducti,ms pursuant to I ilk: 41, Chapter l, Part 5 uron 
mtainment ot· ninety percent (90'),�) of the relevant designated capacity or lhc slate 
corrccliunal facilities c1re hereby suspemlcu. 

2.1 6 Cornrncn;ial di\Tl licenses; ,,,.ith_Jnei_lical cards are f:Stcnded. Consistent with the 
February l 6, 2021, Federnl Vlolors Cdfrie1· Safety t\drninistratitin waiver:,. the 
prn,·isions of Tennessee Code ;'\nnotakd, Section 55-50-4 l 1, an� hereby 
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28. 

33 

l\�:r•-.'llLk·J ;1-; 1�11I!'\'.�. \r.' !lie :.",\1,:11! IK'C_.,,._\l\ [1_) ,:ic:l:t} tit.: ,:.111cc:·ll•1[inn r-,f cl ( 'L• ;•., 
1\_ B, u1· (_- d1·i, L'r lice;1sc '-' it:1 :i 11kdic::1I L'.:lr..i i::.,uc:d l;Jr 111orc: i.h:rn r1ine11 (-)OJ d,1:, :-:: 
(.'i:1-.s :\. /{, ,llld , · Jriv,.;r l1c,;n,;�· lmld,:r-; 1.1 IHisr; rncdic,il ,;urd., ,,,,ere ;,ct io L'\{111'�' 

fn>111 [)cc1_�rnhr.:1 l. 21)20, lhn,ugh \-Ltr('h ).Q_ 21!:I. will huvc: u111il M:ir::h ?i/, ::;021. 
t,) rnb11iit a nn-,· medical -:ard \1_) the l kp<1rtment u1· S:.tl_.cty :md l fun,eland Si.;curi1.)­
t,1 .ivc,id z.:,.\11cdbrion. rc�ar.11,:s:,; ,)C,ithcr tl'nni11:·1tion da1.e:.; 1h,.1L 1nc1� bl' sr,.:cili.,d in 
Lh,: L'tkral \•:a:,cr. Rl:11�w,il n:quin.:n1<.:nL, -;hall rcrurn to 1.hc:ir 1_1 ,·igirwl sr:hed1de in 
�ub�<·c;11.:'11i ve:trs. Drih'CS whL>, :,inL·e thcir las1 mL·dirn! certitic:tl,: \-1.-m: is�a1ed, 11:tvc' 
hccn diu'.:1,110,:,;L� with a m,.:dical rnnditio11 that v,-quld cli.::,1u·tlif: the drive1· L·(11n 
,lpl·t·.tting i11 i11tc;·statc comm,;rcc, c>i· 1.1,hu, :.;ince thc:i; iusl ittcdi,_·,d cl'.rulic,lk ,, a:-­
is:�ued h:w,_· dc:·.cloped :1c01hliti11·11Jn, 1c:q11ircs ,1n e\cn�rti,ln nr Skill Pct·forn1:1nce 
l-.valu,1lir.1n ri·um F/vlC:S.:\ :11-c not cuv.::red undc1· r.hc ,tl3pcnsi1_1n in 1.hi:, paral:;raph. 

l.cil.)��1lit1!,,t\ :11�1Jr;-ill_i11.,;, l..:·dLiJJ_..:, :1d111i111-,klL'd ii_, !Il a' l}q 1.11tt!I.Q!J 1_\_[_(__i:i!!_lth_'l'CL
,111d !11·.111:rqcL· 111,11: [1L· �:\101,bl. ·1 !1l: 11ro\1siuns g(>, c:rning tile inili I issuance :md
t\:tli:-•.11 l1 i' lil·,:,1,;�� )7Ci'!11ll�, dl1d CL'l"i;licaiit)ll'i i:,,it,:d hy the D-.:r,n-1.rn,:nl tlf 

Cc111trnt:rcc ,incl lnsurancl: ctnd !l1L' bo,ml<.: ,:1_imrni•,:,io1h. ::111d agenci�·s 
,tdrnini"lrali\·•Jy allached lo the f'>cp,irlmGnl ar;; :,uspcmkd lo the extent neces:G1y 
lC1 gi,e tl1e Cumn1issiL1ne1· o!' Curnn1erc..:: anJ l11s11rnri..:c ,md the lmaid�. 
commi:,�ions. and agencic'.s Liiscn:::titin to reasci11<1bl\ .::\Lend the Jca.dli1t...: l'ur 
obt,1i11ing the required testing, educatilin. cominL1ing. ccltk·ation, 11r in-.,..:rvice ..:red its 
a:, ncces:;ary l() rcsroncl to the effects or C'OVID-19 

f kad Ii 11L·� le l\ I, 11i Id i 11� c, ilk. tii,i l�li ll_!L 11J111. ,'k'-·1ri'.,:.;JI, -�11_1� rcsiden Lia! 111,JK'\:ti(:11: 
111a\ he c\11.:mlnl. The provisim1s governini,l building plans re\ iew or building code 
rcquircrncnls or electrical lll rcsiui::11tial inspections under the rurvicw 01· the 
Deparl111t:nt or Commerce :111d [nsurnnce nre suspended to the e:-:tent necessnry tc, 
give the Commissioner uf C'.ommcrcc and [nsrtrancc discretion to reRsonably extend 
the deadline for co111plian<:c '" ith such prnvisions i\:, 1ieL:cssary to respond lo tlK 
e!Tc:cts orCOV[U-1 CJ. 

l11sp,·l·fi1n1\ <,_1_1_', !IJ�·11WI. _hc;1J.1J!_i.!.!.'ll.___:ub. lance i.lbuse facilities J.111�1. i..:n 1.: · :JU: 
•,usill'nil.:d The provisions ol'Tcnncssce Code t\nnotmcd. Section 33-2-4 lJ(a), arc 
hereby .�usrc:nded to tht· extent lk'.Cessc1ry \\, gih: the (.\1mmissioner uf rv'le11tal 
Health and Substance .-\b.,se �crviccs tlte authoric1 to suspend the rcquir,·d 
unamwunccd lil°c safet) and c11 1:i1unmen1:.Ji inspi:;ctions of licensed service:-; (1r 
focilities, absent the dcnth oF :1 service reciptcnt al th(: service or focili1y with an 
indica1iun 0f'possibk abuse tir neglect by the sen i1:e ,,r facili1y or its ernpl0yccs ur 
�t request It.II' pbccrnenl c1s::.isl�111ce Crum luw enfur..:ement or state or fet.ii.::rJI agencies 
regarding the service nr l�1cilit�--

I L
0 kpi1,n1..: ,i;;�.,_�::,:,111�;1t,:,_h'.L i1_1h1l11_1__tJi!._t_� __ S.Q!JJlTI(tme11t cases art'. 11�1 t)l!.fu·d. lhe

provisions of ·1 cnn.:ssee (\,de ,1\1111()tatccL Section 33-➔-108. arc heri;;bJ suspended 
lo the extent ncccsSJf: lo allow the issuance ufn ccrtiftcalc ul·nccd under ·1 ennc::sscc 
C'.l>di: A11111_ilakd, S;;:ction 13-6---1-04, ILH Lhe emcrgenr.:) ill\ ul LLJ1lc1ry L'.Ull1milmi:nt or
c1 person with :1 1r11:'nt;,I illnL�..;s or serious c:mmional disturhunce ba.s-:d up1H1 n 
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ll'kph.inc' .1._,l'.S�i11c!H l>i suc·ii 1 1c;-.;u11 Ii> �; r11.1ndc1,u1, r 1r,·---.,�r--:,!•1;r:i,: ;1�,:11l 
d-.:s1/!t1-1t-.;d pur.,11arn lu l c1n1i:·,-;•�,: ( '\llk' \11not:w.:d, '.;c-ctic1n-; :U-6-1114 and_'\ 1-6-
L.27. ii'tllc :--,1\\11,,in� z.:unditiil11, ;11e ,m,1·

,1 l /1,.; :n:t11d;1tnt) prc-::icrc �11in,2, a;'c'nl i;-; nnl rci1:>onabl> nbk t(1 u,ndw. i. an 
,_··.:1J11::tti,1n it1-pcrson ,.1r '- i:: rc,.i(li! :,. a1r,il,1bk tekh,.:aiLh .,t';'\ ic,:s: :\l1d 

b I Ile r;1,rndatL1r� im>scr..:Z::ni,1g a�::t1I detcrrninl's in t!1..: uge11l':, p:-,,r;_-,;�iu11al 
i 1,dgm<.·n1 lrwl conduct i 11!:', the ,1:,.-,c.�snKnl · ·i·,t tckph•.'!'C I·'- i th lhc: pcr:,(111 i,
clinic.:,ill } ,1rrrnpri,11c 

.\4. l'cn11C11-..: pl)lkie3 acU11stcd_ lL' pr-!V�!!.L c1n· rag.,;_1\_j.�rupti,.'tb. ,he Di1.ision oi·
11.:nli C.tn.: is hc1·,.;by �rntho, i1cd tu crcc1.tc pol ic ks ur modi I\ -..:�(isti ng pol icie., a.': i:-; 
m:c-ess,iry to en-:un: thc11. 1nen1h,:1·s r>t' rlie Tl:'nnC:an- and CovvrKtd� pr(1�rn111.� 
t:c1nl.L11uc to !TCt'l\'C mcdic,lily 11ccc·;:,.11)' services ,-vitlwut ,.li:irt.tptLon d111i11g rlfr; 
"'1.:lt�· t If' ,.;nh-�·gcncy 

-,➔. J I! ,>'!�I 1: il !I >1 I :11 h I l\1_1 ll !•,·111 I, 11 ( c'I I ol iJ I _ i\ ltrji 11).'. FucjJi tic:s �s --c;ovr D- [ l) .''" i\ J L°d
�r•;i11g I_ :1<.:ili1i,'·,'L1_1_[1,:.'· J"lic prr_)vi.,ions (1f Tenncsscc C,-,�k Ann()trrted, ·1 ilic� ,1.
6X, and 71 and related ruk'.;, rcgu!:1.tions, �incl polivics me hc:icby suspcnclt:d to the 
<.:::>-:tcnt i1<-'-:.:css:1ry to pnn id,:: tilt.: I k:p:11 tmetll of l kalth and tlw I )i visic,n of r c11n( \tl'l: 
the llCC(",sary au:hurity und cliscrdiPn to select. designate, and rcim:1ursc certain 
nur::;ing lucilitics, (Jr units wirhin certain nursing fociliti(:s, as '·CO\'lD-19 Skilku 
1':ursing h1cilit1csil.'nih." 

34.:2 1'd -�IL<:J1jti_l.'.;J2ll.hl!L __ 11_1 _('()\'II)\ ( ) Sl:i!b·d \itJ.r?ii1g,; _lj1�J\_iti�_s_,l_l11jl.,'_;_·, l"hc
prvvi�ions and rcquire-m,�nls or 'I t::nnessee Code 1\111rntnted. Section 71-:i-l 05, arc 
h1..'.rcby suspended to the c:;..,Lcnl necessary to permit the Di vision of TcnnCure to 
irnpkmenl additional acuity-b�1scd payments for :vkdicaicl members in nursing 
facilities designated ,is ··COVfD-! tJ Skilled Nursing Faciliti(:s/llnib" 

38. I_L·k11H.:di,:i_11c_:irn._ .· i ·\p:u1Lk-d. Health insurance carriers arc urged to prnvidc
co1,t,;rngs: for tht.: lklivc:ry of clinic,1lly apprnpriate. medically nec..:ssary cove:r,.;J
"l'rvice:, vi:1 tckmeclicirn: tn nil provitkrs, i1rc:spedivc of nt:lwork stutu.s or
origin:,ting site. Prm i(kr� ,HI? urged to foliow the nc,,., guid�111Cl) from the kckrnl
Centers for rvleJicarc anJ � kdicaid S..:rvice� regarding equipmcnt and everyday
C()rnmunic::ition.-; technologie..; diat rnav be u;;cd for the pr(l\'isinn of t�kmcdicinc
services. Carriers arc urg_cd no\ to impose prior authorization n::quirernents t111 

mt;dic1lly necessary tn:almtnt rel,Hnl to CUVI D-J l) Jelivcrcd by in-nelwLJrk
providers 1·ic1 klemedicinc. l lc-alth can:: prnfcssionals licensed in ,m,..1thcr state 1-,llo
art.' authl)ri1.ed pmsuant to thi::; Order tn temporarily practice in this State arc
pecrni!kd to engage; in tclcmcdicine '.icrvices wich pati,�nts in Tenncssc1: lo the
t::xtent th�' scope ofprni.::tice ofth_; applicabl� pruf'essional license in this State \vould
authn1·izc the prufo�sional Ll1 diagn\)Se and lrcc1t humans. fenncsscc: l'<1d..:
,,\nnot;lled. Sert ion 63-1-1 � 5(L' )(3 ). is her�by susri.:mled lo ,ii \nw telcrn...:dic i ne
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'.•;er· ices b) p:11;1 1r,trnagcnic:11\ clini...::,. :b delincri in J'en,ics·-:,x Cock /\nnotatcd., 
Sectif1t16J· l-10l(7) and in the ca,;,; nl'chn1111c t!(11Jm:i!i�\tl::lil1. pain tteattJK'nt. 

:rn.1 ,\I! llt\'Jh,:d l1v:iltli t::11\.' p1,1,i,l,•ts, ,;,111_ ['l':1,li,·,· I 'iL'l11t:d1L·i11, "lhc pr,wision.,; 01· 

J'�nnes),CC Code· i\;u10t:-1tcd, Sccliri11 ri.�-1-15�(,1)1 l ). arc h 1�rehy :rn:-:pended ll) 1l1e 
exu.:n! ncces·nr:, w ,1llcl\V kkhe,ilth ur lclc:rnedic:ine ::;erviccs t(, be provided b} ,rny 
provider I 1c.::ri:,ed under r itle 6 3. rcg::J.rdlcss d the prt)I, iJcr's authont:, tu di:lgrto:-;c. 
·r his :;u:,pe;nsicin Jcic>.s m1t ulherwi:;-: alltr 01· ,u11c11J any licensel'·s �;rni1c ol'prnclice
or rernnJ keq.,in6 1·�quln:mcnts

:\g ·: I 1c,·11�L-d ,1k11l1,d <111d d1u,: :1hu.-:'-· L'P1t11•;c:l,1r,_ L',l!l, 1,1·:1l·_1icl' k'kt11cdici111:. !'he
provisions ot' ·1 e1ine:-;:,ec Cods.: ArrnoL:tleJ, Sedion 63-1-155( a)( I). ,111d (in; ulher 
state c,r l0c,d lav,•, l'rde1. rule. or rcgulalion that would limir the npr,Iication of this 
f\t1r.,gri.l,d1 18 2 ;:re hc,t)ry suspcnd..:,:L rctrc1�t1,t11,�d )' co \larch 26, 2020, .,hc1·1 
Paragraph 38. l Pi" J:xceuti,·� Order:\\,. -;r� suspended pwvisions of law tu permiL 
t;,lerw:Jir:iric h.y other I ir:enscd l!c,drh C'.-\F: prrwidcrs, t() th,� exti:'nl 11.:".ce.s�ary 1,1
al l<)W tclehealth or 1dcrn�dicinc sen i•xs to be pruYid�·d liy an akohl1i and drug 
abu:,;c coun::el0r lii..:cusc,d undi.:1 Title 68. This suspcns1011 cincs no! Nhcrwisc alkr 
or amend an alcohol and drug abuse cuunselor's :,cope ot'prncticc c11· recDrd keeping 
n:'c,[i.ii rc111cnL:,. 

�8.J Un ·Rilal.:jcvel s;urc.: in hg!lli, pru_grnrn and tdemcdicint· a�c;es:; _t'�pc:i11�il!n. i_� 

':-�lJ..J.!!!!\U�L In or<ler to relicvt: the capacity strain 011 inpatient care due to COVID-
19. health insurance c;•1rrier.s ,ire urged tu provide equivalent inpatient
reimbursemcnr to all provider:> for the delivery of clinically appropriate, medically
necessary covered services via programs in which patients receive hospital-level
care in home, irrespective of nct\vork status c1r originating site Pr0vid<!rs are urged
to follow the new guidance from thc federal Centers for ivledican; and Medicaid
Scrvic:es regarding equipment .:ind everyday communications technologies that may
be used f,Jr the prnvision of tckmedicinc scrvici_'.S. Carric:rs are urged to not impose
additional pril)r authorization rcquin::ments on medic.tlly necessary lreatmcnl
related to COVfD-19 delivered via programs in which patients receive hospital­
kvt::l care in home.

JO ( ,,.llal,ur:11ivc plr11111:11 v pr.icticc .r!.'.J ·..:1t1i.:11l l�•r , a:..:i11,1ti111h. The chief medical 
officer of the Department of l kultli is authorized t0 imple1rnmt a statev. idc 
collab�irntive pharmacy practice agreement specific to the adminis1rnti11n and 
di:-;pensing of the COV ID-19 V(lccine \Vith any pharmacist licensed in and 
practicing in Termessce. The provisions of Title 63 and rcla[cd ruks arc hereby 
suspended lo tht: extent necessary to authorize a pharmacist licensed under l'itle 6� 
to enter into the cullaborarive pn:1ctice agreement with the chief medical ofticcr or
the Depanrnent of Health .. '\ pharmacist entc1·i11g into the statewide c1..1llaborative 
pharmacy practi-:e agreement must attest and maintain proof that the pharmacist 
satisfies all of the requirements to qualify as c1 .;covered person" under 42 lJ.S.C. § 
247cl-6d(i)(S)(f1) pursuant to tht.: !HIS Guidance dateJ Scptl�rnhcr J, 2020. For each 
intern or technician for whnm thC' phannaci:st is the supcn·ising qualit1ed 
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rh,1rmacisl, tlw ph;H·m:.tci:,; mu�I ;11:.�..;t nnd mni11ldiJ1 proof thul ihc i11lern or 
tc:,:;h11kian :;atistie" ,di of live: rCLJllir,:rnent, lo qualify ,1:> a "qualiliccl pc1·:,crn" u11Lkr 
42 I .S C. i 2<.t7d-6d(i)( X )1 Fri, purs11ant ll> HI {S Guidance d,it,.xl Octolx:r 20 .. 2U20 
l·or prn-pilscs of n.:g1.1lati0n ,mi:I llisciplinnrv action. licensees f'l'rforrning t,.ish
rursu:ll1l to this provi:;iun rc111,1i11 subje,.:t lo regulation anu cliscipl:nary 1ciio11 a:=; ir
they were aclin� ,xithin th,;i1· lic,.,;n,,c:d :-;cope Prpt·actir.e. Stmknls p�rt'orrning L-1:,ks
pursuant to this [-1aragraph ma)' be suh,icct to disciplinary action upon applying for
a [(,.:.c:11.s,: lc·ll· actirnb incr>11.•,istent ,,, ilh the licen�ed scoµ� of practice i'tir wl1icb the;,
arc op<·rating.

H. P.,•�{;1tcd pro-,i�ioHs lh,ll ori::,:ia1<1lnl iii l·.\.\'l'lllhe<>nkr "�o. _7,/i :1� :1mrn�kd i11 ofh,!r 
onk,:, in iH't'l.'ill ); 

'"l_ .';p,111:-: :111\I ;11hl,·ti ':' ,. u .. ca[ e-.:lucati 1.:1, e1gen,,;ics HnJ schoob shal:. nn:v,, itr;:,;t;rndin!:,'. 
any urders tlr pr·u.,·isions to lh\J contrarv, hav\; (he aulllmil) to permit. but arc not 
req11in:d tv pcrmir. sclwul-sounsorcd sponing events anJ activities, provided tliar 
a!I sucli nGtiv ilies. including prnctices and gumc:s or compctitiun. must be c0nductcd 
inn rnnnner consistent with CUV!D-19-rdatcd guidance and rules adopti..:d by tht 
Tcn11cc1scc Seco11d1.1ry Sdh)uls !\thletic .'\ssociatitJn. J\io11-sclrnol-:-;p\rnsorecJ 
athktics. including practices and games ur cumretilion. must be condLlctecl in a 
manner cc�nsistent with guidance from the Tennessee Fconomic Recovery Group 
(i.e., Tennessee l-> Jcuge). C\1\legiale and professil1t.al sporting <'\s.:11h and activiliL:s 
must be conducced ptirsunnt to the rules or guidelines oftheit· respective governi11g 
hodies. 

12. T<:tke-oul alcohol saks by restaur:HnJ_.· mid limitcd-s_ r ice re taurant · LO co11tinu'-<- in
11rdi:Lb.l. ,:!tl,'< �ur;Jgl.' c:irr_v_(l(l_l ,�i: ,kl i \ ,:r·� _ll__l:�Jcr:,. The provisions of Tennessee Code
Annotated, Title 57, dn<l related ruks und other state or local laws, orders. ruks. or
regubtions arc tempvrarily suspended t,1 the extent necessary to allm.v restaurants
and limited service restaurants. as dcfi!lcd in Tennessee Code Annolatcd. Section
57-4-10'2, and wine-only reslaurnnts, as permitted by Tennessee Code Annotated,
Section 57-4-l O I (c), to sell for take-out or delivery alcoholic hevernges or beer, so
long as the follow·ing conclltion::: are met:

c1. Any sale of an alcoholic beverage or beer is for consumption off of the 
premises 1JJ' the rnstnurnnt, limited service restaurant. or wine-only 
restaurant ( collecti veh rd<.:rrcd to hereafter as "restaurant") c1nd is 
accompanied by the sale of l'tJod in the same ,Jt\lcr; 

b. An alcoholic beverage or beer sold under this Parngr::iph 12 must be
packagcd iil a containr:r or bottle with a sccul'e lid or cap and in a manner
designed to preven1 consumption without removal of the lid or cap. and
cuslomers shall not rerrH1v,: such lids or caps while opL:rnLing a motor
vehick;
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l;. S11l:;_lc serviil!:,'.'i or akoholic bcvcr .tg�� or b,.::i.:r ,rnd 1111.:lli -�-::1 \ irig butt!'.::; Dr 
C\.,ntainc:is ul

°
bct:r or \Vine nonnaily :-;old h;, lh1: resiauranL I11.t) he :-;c,ld 1111der 

this Parag1·:1ph 12. but. 11c1L butllc-s of spirit_; l.ll' liquor: 

cl. .:\ rt�St:\Ur:rnl sdlin� a!Cl)holic beverages ur beer under thi� [ >an:1gr�1ph 12
'iidl rirumin<:ntly post n warning in a illilirncr rcasn1ub!.l calcuhted to
prnvid..: nr,tice to cu:-l1111l<:',S ufopen conlctinc1· laws. 1,vhich must include th.::
CollO\-\·ing langu:1ge frurn lennessee Cocle ,\nnotuted, Secti()n 55-lU-416.
No driver shall consume any akohnli.; bcv"·rags::: or beer 01· pos:-;css an 1)pen

containt.:r t•f aicoholic hevcrage or beer 1.vhilc opcrntin� a motor 'q:>hick in
th is stare."·,

c, An employee or contracr.or of a restaurant providing or ddivering alcoholic 
bev1eragcs or bec:r to a customer u11clcr this Paragruph 12 shall not pruvide 
or deliver such beverages to any persLm under lvventy-on-: (21) years of age 
and may nnt provi,k or cleli\'er s 1.1ch hcv�rnges lo ,J pers,m 'Nh,1 is 1.-isibly 
intoxicated. Any such employee providing or delivering ak:oholic 
bewrag-:s or beer must visualty inspect a valid government-issued 
docurne11L deemed acceptable 10 the restaurant that includes the photograph 
and birth date of the adult consuma attempting to make an alcoholic 
beverage purchase and confirms that the person is at least twenty-one l21) 
years or age; 

r·. A person ddi vering alcoholic beverages or beer under thi, Paragraph 12 
must be at least twenty-one (21) years of age and must have a valid driver 
I icense: and 

g. An alcoholic beverage or beer sold under this Paragrapb 12 must be sold
during current op<=rating hours.

12.1 �,,1i\l"I' _111· ap11lic�t1iJi11 l�-c tn l·:-,;:p;111d [_ll'l'lll1:;i:-... The provisions of l ennessce Code 
Annotated, Title 57. and related rules and other state or local laws, orders, rules, or 
r-:gulalions are temporarily suspended to the extent necessary Lo waive tlie $300.00 
application fee for restaurants. limited service restaurants, and all other 
establishm�nts licensed under Title 57, Chapter 4, that apply to the Alcoholic 
Beverage Commission to expa11d the boundary of' their premises covered under 
such license to sell alcoholic beverages for on-premises consumption in response 
to COVID-19. 

13. Local order�

:i. No lo\.:al r�s. pt:_niJiUed rs ,mjing_de1L[al or medical proi.:e(htres_ In onler 
ro ensure a comprehensive aprroflch to the measures needed to con5erve 
personal protective equipment, which is an issue that is statewide in sc:.ile, 
no local official or local gon':'rrunenwl entity shall issue an order or mcusure 

93 



rcr!,l[r.Ln�. lhf� pr<,!\tl:-il>il or llKdi-,;,li, clcnul, llr 0r:tl prn•xdun.:.--; t1ec:lii:,,'. oi' 
<. '()VI 11- l 9 ,1bst·nt auth,.1rit•/ ddcg:1kd by the ( lo\ c'rnur. 

h Local orders in 89 ct,unti-:�.;__'i:,ithuc1l q_i,,<:1.tlk r 1 111 •--�'\1111� l�;_i\111 ,kr,:1_1·\:11,·111 
'di l"I 11tk:--. ,_'\\·,:pf li 1 1 l>.1,iil,1111 ll:1111i!t,1n, k11n\.. f\L1d1,1,11. .�hclh1. ;111.J 
',11lli_1 ;111). J"lie rroi isiuns nt· thi., Order sklil c:.,:c!u."i vel)' t,sl>V•.:rn <Hl th,.'. 
subj-:cls Lhc'y cunccrn in 1lie 8 () cou11Lies that do nnt have a lnc:,lly run •..:oun1y 
hcalch d..:partmcnt. and thi" Ordi:r slmli supersede: and prt·empt ,m 1-
ernc1gc11cy order h<:ailh 01,kr. nr uthcr order i.s-.;ucd D) n l<1cui official 01· 
local g11vcrnrnc:ntul e11iit> 1ha1 c,rnt1-1venes or ,:1,·ould lirnil thr;: applic,1ti\)ll of 
lhe pro 1, isions ,.i C this Urdc·,·. 

c. Local Ol'Lh:r __ i11 six cuunlies v-_tth a 111 .. ·ulh n111 ·,,u11l1. h..:altli_1k•11;p·/111,:111
(l}:11id,t,1."J.l�u..uil1�1 ,._ J:;1ll,\, \L1,Ji•:!•n. :ll1clln. and :--:ul� llt(· six
locillly run county health depMtments in Davidson, Hamilton. Knox,
[V[nJi.-;011, Sli,�lby, and Suliiv:111 c:•JUtllic:; shai! lrnYe a1.1th,,ri!y tu i,�;ue
additi0rwl orders or measure� related to the containment 1..)r nw.nagcment of
the spread of COVID-19. which may perrni1 to a greater degree, or re�lrjct
tl) a greater degree, tht: opening, closure., or opcratton of businesses,
organizations, or n;nues in tlwsc counties or the gathering of persons;
provided trwt no local onicictl or local governmental entit) shall isslli..' :in
order or measure regarding places 1..,f worship or an order or measure that
contravenes Paragiaphs 6, 9, or 10 \lf Executive Order No. 38, as restated
herein. This Order shall go'.-crn on all subjects it concerns, except to the
extent that the locally run county health department has issued differing
local orders or mGasun:·s n:ga1·Jing the opening. <;losure, or operation ol
husinesses. organizatillns, or Hnues or the gathering of persons as provided
fcir in this Paragraph 13.

ct. l.11l:�tl u1d1.:r" l11· ;1 l]I��[kt,1.r:uJi.lllll't'. Nothing in thif; Order shall affect or
limit loc,11 1)rdcrs that do 1101 contravene or limit the application of the
provisions of lbis Order, such as orders or measun�s in which a local
governmental entity ads in a proprietary capacity--for example, with
respect to the opt:ning or closure of governmental buildings, employee
measures, or government operations.

gc�tated rovisiom; that oriainated in 1!.xrcuti l'._ Order No. 54 (as amended iu other 
!_!t_:1}_1,:1•,; or It ·n-in : 

Spn.:il1.; ,kk.':'.Ulidll ui' ,1l1ih,1rit) (\l i :�u .... 1_11·dcr�: ,·u11cc'r11111,�, _l;\c..: C_l.lvi.'1'111�>­
:\iotwilhstanding anything to the contrary in Paragraph 1.3.b. of b,ecutive Order 
;,,_;o, 38, as restated herein, rnunly mayors in the 89 counties that do not have a 
locally run county health department shal I have lhc authority to issue orders or 
measures requiring ()!' re;:cornmcmling the 1-vearing llf face covering::; within their 
jurisdictions, cunsistent '-vith Paragrapl1 J of Executive Order No. 54, as restated 
h�rem. 
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C�>nlcnts of luc_al on.k'.rs Urders or measures issued by county mayors pursuant to 
rhis Order should be consistent ,vith CDC gt1iclance und may lrnve such ex,;mptio11s 
as dceff1ed advisable, prnvided that, al a minimum, there shall bl: nL) rc:quircment 
that a fa.:e covering b..:: worn: 

1. \Vithin one's residence or aut1)J11t)bilc, unkss transporting others for hire:

11 Ry a cl1ild t\velve ( 12) years of age ('r y<1ungcr:

111. By someone 1-vho h<1s trouble breathing due to an underlying health
conditirin or cl!10ther bona fide medical or health-related reason for not
1vearing a face covering:

1v Ry so1nco11e whu is incapacit:.iteJ or otherwise unable to remove the cloth
face covering without assistance:

v. While eating or drinking;

v1. While outdoors, unless the pcrsC\n cannot substantially maintain appropriate
social distancing from others outside of the person's household;

v11. \Vhile working under conditions where appropriatt: social distancing from
others outside o I' lhe person's household is substanlially maintained;

vut. In situations in which wearing a far.;e covering poses a safety or security
risk;

1x. While in a house of worship unless required by that house of worship, but
wearing a lace covering in such locations is strongly encouraged: or

x.. White in a voting site for the purpose of voting llr administ1:ri11g an election.
but wearing a fac.:e covering in such locations is strongly encouraged.

5. t,iothing pr�C:.!J}Qt� .2!:. � _t1pc_rs_q/.9s ? _ny_ allilWrity pf bodi�-: _ _in_ s_i5 _cqunties with a
lol:allv run_1.:oun1, hl'.,dth (kp:1111111:nl. Nothing herein or in Paragraphs 5 or I 3 of
Executive Order No. 38, as restated herein, preempts or supersedes any existing
authority, as provided by executive order, statute. charier, or utherwise, of a locally
run county health departm�nt, board of health, official, or local legislative hody,
located in a county witb a locally run county health department, to issue or enact
orders. ordinances, rules, or law regarJing face coverings to mitigate the sprc;ad of
COVfD-19.

6. Effi::Cl of rd�r. J\ local order promulgated under the authority delegated by this
Order constitutes an order. rnle, or regulation promulgated pursuant to Tennessee

95 



Code Annotated, Title 58, Chapter 2, Part 1, for purposes of Tennessee Code 
Annotated, Section 58-2-120. 

D. General Provisions:

1. Sus ens ion of laws that would limit a lication of th.is Order. Any law, order, rule,
or regulation that would otherwise limit the enforceability of this Order is hereby
suspended, pursuant to Tennessee Code Annotated, Section 58-2-107.

2. Severability. If any provision of this Order or its application to any person or
circumstance is held invalid, the invalidity does not affect other provisions or
applications of this Order which can be given effect without the invalid provision
or application, and to that end the provisions of this Order are declared to be

severable.

3. Tenn and effective date. This Order takes effect at 11:59 p.m., Central Time, on
February 27, 2021, and shall remain in effect until 11 :59 p.m., Central Time, on
April 28, 2021.

IN WITNESS WHEREOF, I have subscribed my signature and caused the Great Seal of the State 
of Tennessee to be affixed this 26th day of February, 2020. 

J:Z. 0_/£@(! 
GOY·RNOR 

ATTEST: 

SECfkATE 
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,..,.. Centers lor Olseose 
lliiii6il Control and Prevention 

, COVID-19 

Interim Infection Prevention and Control 
Recommendations to Prevent SARS-CoV-2 Spread in 
Nursing Homes 
Nursing Homes & Long-Term Care Facilities 

Updated Mar. 29, 2021 Print 

This guidance summarizes the core infection prevention and control practices for nursing homes during the SARS-CoV-2 

pandemic. Some of these recommendations can be modified in response to COVID-19 vaccination. Those modifications, 

which will be regularly updated, are posted in CDC's Updated Healthcare Infection Prevention and Control 
Recommendations in Response to COViD-19 Vaccination. 

Summary of Recent Changes 

Updates as of March 29, 2021 

• Two prior guidance documents, "Responding to CDVID-19 in Nursing Homes" and "Performing Facility-wide

SARS-CoV-2 Testing in Nursing Homes" were merged with this guidance.

• The criteria for health department notification was updated to be consistent with Council of State and Territorial
Epidemiologist (CSTE) guidance for reporting.

• Information on the importance of vaccinating residents and healthcare personnel (HCP) was added along with

links to vaccination resources.

• Visitation and physical distancing measures were updated.

• Added proper use and handling of personal protective equipment (PPE).

• Added universal PPE use to align with the Interim Infection prevention and control guidance for HCP.

• Added considerations for situations when it might be appropriate ta keep the room door open for a resident
with suspected or confirmed SARS-CoV-2 infection.

• A description was included about when it may be appropriate for a resident with a suspected SARS-CoV-2

infection to "shelter-in-place."

• Added management of residents who had close contact with someone with SARS-CoV-2 infection which includes

a description of quarantine recommendations including resident placement, recommended PPE, and duration of

quarantine.

• Added addressing circumstances when quarantine is recommended for residents who leave the facility.

• Added responding to a newly Identified SARS-CoV-2-infected HCP or resident.

• Added addressing quarantine and work exclusion considerations for asymptomatic residents and HCP who are

within 90 days of resolved infection.
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Key Points 

• Older adults living in congregate settings are at high risk of being affected by respiratory and other pathogens, such 

as SARS-CoV-2.

• A strong infection prevention and control (IPC) program is critical to protect both residents and healthcare personnel 

(HCP).

• Even as nursing homes resume normal practices and begin relaxing restrictions, nursing homes must sustain core

IPC practices and remain vigilant for SARS-CoV-2 Infection among residents and HCP In order to prevent spread and 

protect residents and HCP from severe Infections, hospitallzations, and death. 

• These recommendations supplement CDC's Interim Infection Prevention and Control Recommendations for 

Healthcare Personnel During the Coronavirus Disease 2019 (COVID-19) Pandemic and are specific for nursing 

homes, includlng skilled nursing facilities, but may also apply to other long-term care and residential settings.

This guidance summarizes the core infection prevention and control practices for nursing homes during the SARS-CoV-2 

pandemic. Some of these recommendations can be modified in response to COVID-19 vaccination. Those modifications, 

which will be regularly updated, are posted in CDC's Updated Healthcare Infection Prevention and Control 

Recommendations In Response to COVID-19 Vaccination. 

Introduction 

Given their congregate nature and resident population served (e.g., older adults often with underlying chronic medical 

conditions), nursing home populations are at high risk of being affected by respiratory pathogens like SARS-CoV-2 and 

other pathogens, including multidrug-resistant organisms (e.g., carbapenemase-producing organisms, Candida auris). As 

demonstrated by the COVID-19 pandemic, a strong infection prevention and control (IPC) program is critical to protect 

both residents and healthcare personnel (HCP). Even as nursing homes resume more normal practices and begin relaxing 

restrictions, nursing homes must sustain core IPC practices and remain vigilant for SARS-CoV-2 Infection among residents 

and HCP In order to prevent spread and protect residents and HCP from severe Infections, hospltallzatlons, and death. 

This guidance has been updated and organized according to IPC practices that should remain in place whether or not 

nursing homes are experiencing outbreaks of SARS-CoV-2. Additional guidance is Included to assist nursing homes and 

public health authorities with resident placement and cohorting decisions when responding to SARS-CoV-2 infections and 

exposures. 

These recommendations supplement CDC's Interim Infection Prevention and Control Rec:ommendatlons for Healthcare 

Personnel During the Coronavirus Disease 2019 (COVID-19) Pandemic and are specific for nursing homes, including 

skilled nursing facilities, but may also be applicable to other long-term care and residential settings. 

Unless noted in the Updated Healthcare Infection Prevention and Control Recommendations In Response to COVID-19 

Vaccination, this guidance applies regardless of vaccination status and level of vaccination coverage in the facility. 

This guidance summarizes the core infection prevention and control practices for nursing homes ·during the SARS-CoV-2 

pandemic. Some of these recommendations can be modified In response to COVID-19 vaccination. Those modifications, 

which will be regularly updated, are posted in CDC's Updated Healthcare Infection Prevention and Control 

Recommendations in Response to COVID-19 Vaccination. 

Infection Prevention and Control Program 

Assign One or More Individuals with Training In Infection Control to Provide On-Site Management of the IPC Program 

• This should be a full-time role for at least one person in facilities that have more than 100 residents or that provide

on-site ventilator or hemodialvsis services. Smaller facilities should consider staffing the IPC orogram based on the 
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resident population and facility service needs identified In the IPC risk assessment. 

• CDC has created an online training course 13 that can orient individuals to this role in nursing homes. 

Provide Supplies Necessary to Adhere to Recommended Infection Prevention and Control Practices 

• Hand Hygiene Supplies:

- Put FDA-approved alcohol-based hand sanitizer with 60·95% alcohol in every resident room (ideally both

inside and outside of the room) and other resident care and common areas (e.g., outside dining hall, in

therapy gym).

- Unless hands are visibly soiled, performing hand hygiene using an alcohol-based hand sanitizer is preferred 

over soap and water in most clinical situations (e.g., before and after touching a resident) due to evidence of 

better compliance compared to soap and water. Hand rubs are generally less irritating to hands and, In the 

absence of a sink, are an effective method of cleaning hands. 

- Make sure that sinks are well-stocked with soap and paper towels for handwashing.

• Personal Protective Equipment (PPE):

- Employers should select appropriate PPE and provide it to HCP in accordance with Occupational Safety and 

Health Administration (OSHA) PPE standards (29 CFR 1910 Subpart I) 13

- Facilities should have supplies of facemasks, N95 or higher-level respirators, gowns, gloves, and eye

protection (i.e., face shield or goggles).

- Implement a respiratory protection program that is compliant with the OSHA respiratory protection standard 

(29 CFR 1910. 134 13 ) for employees if not already in place. The program should include medical evaluations,

training. and fit testing.

- Perform and maintain an inventory of PPE in the facility.

• Monitor daily PPE use to identify when supplies will run low; use the PPE burn rate calculator or other

tools.

• Identify health department or healthcare coalition [3 contacts for getting assistance during PPE

shortages.

• Use the Supplies and PPE pathway in the National Healthcare Safety Network (NHSN) Long•term Care

Facility (LTCF) COVID-19 Module to indicate critical PPE shortages (i.e., less than one week supply 

remaining despite use of COC PPE optimization strategies).

- Make necessary PPE available in areas where resident care Is provided.

• Consider designating staff responsible for stewarding those supplies and monitoring and providing just­

in-time feedback, promoting appropriate use by staff,

- Position a trash can near the exit inside the resident room to make it easy for staff to discard PPE prior to 

exiting the room or before providing care for another resident In the same room.

- Follow CDC PPE optimization strategies, which offer a continuum of options for use when PPE supplies are

stressed, running low, or exhausted.

• Environmental Cleaning and Disinfection:

- Develop a schedule for regular cleaning and disinfection of shared equipment, frequently touched surfaces in 

resident rooms and common areas.

- Ensure EPA-registered, hospital-grade disinfectants are available to allow for frequent cleaning of high-touch 

surfaces and shared resident care equipment.

- Use an EPA-registered disinfectant from List N:disinfectants for coronavirus (COVID-19) B on the EPA

website to disinfect surfaces that might be contaminated with SARS-CoV-2. Ensure HCP are appropriately

trained on its use and follow the manufacturer's instructions for all cleaning and disinfection products (e.g.,

concentration, application method, and contact time).

Educate Residents, Healthcare Personnel, and Visitors about SARS-CoV-2, Current Precautions Being Taken In the Facility, 

and Actions They Should Take to Protect Themselves 

• Provide culturally and linguistically tailored information about SARS-CoV-2 infection, including the signs and

symptoms that could signal infection.

• Provide information about strategies for managing stress and anxiety.
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• Regularly review CDC's Interim Infection Control Recommendations for Healthcare Personnel During the COVID-19
Pandemic for current information and ensure staff and residents are updated when this guidance changes.

• Educate and train HCP, including facility-based and consultant personnel (e.g., rehabilitation therapy, wound ·care,
podiatry, barber), ombudsman, and volunteers who provide care or services in the facility. Including consultants is
important since they commonly provide care in multiple facilities where they can be exposed to and serve as a
source of SARS-CoV-2.

- Educate HCP about any new policies or procedures.

- Reinforce sick leave policies and remind HCP not to report to work when Ill.

- Reinforce adherence to standard IPC measures including hand hygiene and selection and correct use of PPE.
Have HCP demonstrate competency with putting on and removing PPE and monitor adherence by observing
their resident care activities.

• CDC has created training resources for front-line staff that can be used to reinforce recommended
practices for preventing transmission of SARS-CoV-2 and other pathogens.

• Educate residents and families through educational sessions and written materials on topics including information
about SARS-CoV-2, actions the facility is taking to protect them and their loved ones, any visitor restrictions that
are In place, and actions they should take to protect themselves in the facility, emphasizing the importance of
source control, physical distancing and hand hygiene.

• Have a plan and mechanism to regularly communicate with residents, families and HCP, Including if cases of SARS­
CoV-2 Infection are identified among residents or HCP.

Find the contact Information for the healthcare-associated infections program in your state health department as well as 
your local health department 

Notify HCP, residents, and famllles about outbreaks, and report SARS-CoV-2 infection, facility staffing, testing, and supply 
information to publlc health 

• Notify the health department promptly ■ B about any of the following:

- � 1 residents or HCP with suspected or confirmed SARS-CoV-2 infection,

- Resident with severe respiratory infection resulting in hospitalization or death, or� 3 residents or HCP with
acute illness compatible with COVID-19 with onset within a 72 hour period

• Notify HCP, residents, and families promptly about identification of SARS-CoV-2 in the faclllty ■ B and maintain
ongoing, frequent communication with residents, families, and HCP with updates on the situation and facility
actions.

• Report SARS-CoV-2 infections, facility staffing and supply information, and point of care testing data to the
National Healthcare Safety Network (NHSN) Long-term Care Facility (LTCF) COVI0-19 Module weekly. CDC's NHSN
provides long-term care facilities with a secure reporting platform to track infections and prevention process
measures In a systematic way.

- Weekly data submission to NHSN will meet the Centers for Medicare and Medicaid Services (CMS) COVID-19
reporting requirements ■ [1

This guidance summarizes the core infection prevention and control practices for nursing homes during the SARS-CoV-2 
pandemic. Some of these recommendations can be modified In response to COVID-19 vaccination. Those modifications, 
which will be regularly updated, are posted In CDC's Updated Healthcare Infection Prevention and Control 
Recommendations in Response to COVID-19 Vaccination. 

Vaccinations 

Vaccinate Residents and HCP against SARS-CoV-2 
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• Receiving a COVID-19 vaccination is an important step to prevent getting sick with COVID-19 disease. CDC continues 

to stress the importance of getting vaccinated when it is offered to you.

• The Long-Term Care Facility Toolkit: Preparing for COVID-19 Vaccination at Your Facility provides resources including 

information on preparing for vaccination, vaccination safety monitoring and reporting, frequently asked questions, 

and printable tools.

• Weekly vaccination numbers of nursing home residents and HCP can be reported into the NHSN LTCF Weekly HCP &

Resident COVID-19 Vaccl nation Reporting module.

• Guidance on adjustment to IPC recommendations following vaccination Is available in CDC's Updated Healthcare

Infection Prevention and Control Recommendations In Response to COVID-19 Vaccination.

This guidance summarizes the core infection prevention and control practices for nursing homes during the SARS-CoV-2 

pandemic. Some of these recommendations can be modified in response to COVID-19 vaccination. Those modifications, 

which will be regularly updated, are posted in CDC's Updated Healthcare Infection Prevention and Control 

Recommendations In Response to COVID-19 Vaccination. 

Source Control and Distancing Measures 

Implement Source Control Measures 

• Source control refers to use of well-fitting cloth masks, facemasks, or respirators to cover a person's mouth and

nose to prevent spread of respiratory secretions when they are breathing, talking, sneezing, or coughing. In

addition to providing source control, these devices also offer varying levels of protection against exposure to

infectious droplets and particles produced by Infected people. Fit-tested respirators are most protective for the 

wearer. Ensuring a proper flt is important to optimize both the source control and protection offered. Because of 

the potential for asymptomatic and pre-symptomatic transmission, source control measures are recommended

for everyone in a healthcare facility, even if they do not have symptoms of COVID-19.

• Residents, if tolerated, should wear a well-fitting form of source control upon arrival and throughout their stay in

the facility. Residents may remove their source control when in their rooms but should put it back on when

around others (e.g., HCP or visitors enter the room) and whenever they leave their room, including when in

common areas or when outside of the facility. More Information on options to Improve flt is available from CDC.

- Source control should not be placed on anyone who cannot wear a mask safely, such as someone who has a

disability or an underlying medical condition that precludes wearing a mask or who has trouble breathing. or 

anyone who is unconscious, incapacitated, or otherwise unable to remove the mask without assistance.

• For additional guidance on recommended source control for HCP, refer to section: Implement Universal Use of 

Personal Protective Equipment below.

- HCP should wear well-fitting source control at all times while they are in the healthcare facility, Including in

breakrooms or other spaces where they might encounter co-workers.

- To reduce the number of times HCP must touch their face and potential risk for self-contamination, HCP

should consider continuing to wear the same respirator or well-fitting facemask throughout their entire work 

shift when the respirator or facemask is used for source control.

- HCP should remove their respirator or facemask, perform hand hygiene, and put on their community source 

control (i.e., mask), when leaving the facility at the end of their shift.

• Visitors and others who enter the facility (e.g., contractors. people making deliveries), if permitted into the facility,

should wear a well-fitting form of source control while in the facility.

Implement Physical Distancing Measures 

• Although most care activities require close physical contact between residents and HCP, when possible,

maintaining physical distance between people (at least 6 feet) is an important strategy to prevent SARS-CoV-2

transmission.

• Remind HCP to practice physical distancing and wear source control when In break rooms or common areas.

• The following activities can be considered for residents who do not have current suspected or confirmed SARS­

CoV-2 infection, including those who have fully recovered, and residents who have not had close contact with a
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person WllrJ �ro-1..ov-.t mrecuon; 

Communal dining and group activities at the facility 

• As activities are occurring in communal spaces and could involve Individuals who have not been fully

vaccinated, residents should practice physical distancing, wear source control (if tolerated), and perform

frequent hand hygiene.

- Social excursions outside the facility

• Residents and their families should be educated about potential risks of public settings, particularly if

they have not been fully vaccinated, and reminded to avoid crowds and poorly ventilated spaces.

• They should practice physical distancing, wear source control (if tolerated), and perform frequent hand 

hygiene.

• Considerations for fully vaccinated residents who are visiting friends or family in a private setting 

outside the facility are described in the Interim Public Health Recommendations for Fully Vaccinated 

People

- They should inform the facility if they have close contact with a person with SARS-CoV-2 infection while 

outside the facility

- Quarantine considerations for residents who leave the facility are described in Create a Plan for Residents

who leave the Facility

This guidance summarizes the core infection prevention and control practices for nursing homes during the SARS-CoV-2 

pandemic. Some of these recommendations can be modified in response to COVID-19 vaccination. Those modifications, 

which wlll be regularly updated, are posted in CDC's Updated Healthcare Infection Prevention and Control 

Recommendations In Response to COVID-19 Vaccination. 

Visitation 

Have a Plan for Visitation 

• Have a facility plan for managing visitation, including use of restrictions when necessary.

• While facilities are encouraged to facilitate in-person visits whenever possible, the CMS visitation memo describes 

■ � situations requiring temporary restriction of Indoor visitors, except for compassionate care reasons. 

Please refer to CMS visitation memo ■ [1 , CDC Updated Healthcare IPC Recommendations in Response to

COVID-19 Vaccination, as well as your state and local health department for additional guidance.

• Send letters or emails ■ to families reminding them not to visit when ill or if they have had close contact with 

someone with SARS-CoV-2 infection in the prior 14 days.

• Post signs at the entrances to the facility advising visitors to check-in with the front desk to be assessed for

symptoms prior to entry.

• Symptoms of COVID-19

• Fever of 100.0 ·F or higher or report feeling feverish

• Close contact to someone with COVID-19 during the prior 14 days

• Undergoing evaluation for COVID-19 (such as pending viral test) due to exposure or close contact to a person with

COVID-19

• Diagnosis of COVID-19 in the prior 1 O days

• Ask visitors to inform the facility if they develop fever or symptoms consistent with COVID-19 within 14 days of

visiting the facility.

• When visitation is restricted:

- Send letters or emails ■ to families advising them of the restrictions

-· Facilitate and encourage alternative methods for visitation ■ (e.g., video conferencing) and communication

with the resident
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1 nIs guIoance summarizes tne core mtectIon prevention and control practices tor nursing nomes ounng tne ::.At-<::.-LoV-L 

pandemic. Some of these recommendations can be modified in_ response to COVID-19 vaccination. Those modifications, 

which will be regularly updated, are posted in CDC's Updated Healthcare Infection Prevention and Control 
Recommendations In Response to COVID-19 Vaccination. 

Personal Protective Equipment 

Ensure Proper Use and Handllng of Personal Protective Equipment 

• Facilities should have policies and procedures addressing:

- Which PPE is required in which situations (e.g., residents with suspected or confirmed SARS-CoV-2 infection,

residents placed in quarantine)

- Recommended sequence for safely donning and doffing PPE

• Any reusable PPE must be properly cleaned, decontaminated, and maintained after and between uses.

• Bundle care activities to minimize the number of HCP entries into a room.

• If PPE shortages are anticipated or exist, implement CDC PPE optimization strategies CDC Strategies for

Optimizing the Supply of PPE during Shortages offer a continuum of options for use when PPE supplies are 

stressed, running low, or exhausted, and are intended to be implemented sequentially (i.e., implementing

contingency strategies prior to implementing crisis strategies}.

• Additional information is available:

- Interim Infection Prevention and Control Recommendations for Healthcare Personnel During the Coronavirus

Disease 2019 (COVID-19) Pandemic

- Personal Protective Eq_ujpment: Questions and Answers.

- Summary for Healthcare Facilities: Strategies for Optimizing the Supply of PPE during Shortages I CDC

Implement Universal Use of Personal Protective Equipment 

• Transmission from asymptomatic or pre-symptomatic residents with SARS-CoV-2 infection can occur in healthcare

settings, particularly in geographic areas with moderate to substantial community transmission.

• The fit of the medical device used to cover the wearer's mouth and nose is a critical factor in the level of source

control (preventing exposure of others) and level of the wearer's exposure to infectious particles. Respirators offer

the highest level of both source control and protection against inhalation of infectious particles in the air.

Facemasks that conform to the wearer's face so that more air moves through the material of the facemask rather

than through gaps at the edges are more effective for source control than facemasks with gaps and can also

reduce the wearer's exposure to particles In the air. Improving how a facemask fits can increase the facemask's

effectiveness for decreasing particles emitted from the wearer and to which the wearer is exposed.

• HCP working In facllities located in areas with moderate to substantial community transm[sslon are more likely to

encounter asymptomatic or pre-symptomatic residents with SARS-CoV-2 infection. If SARS-CoV-2 infection is not 

suspected in a resident (based on symptom and exposure history):

- HCP should follow Standard Precautions (and Transmission-Based Precautions if required based on the 

suspected diagnosis; for example, use an N95 respirator or equivalent or higher level respirator if the patient 

is suspected to have tuberculosis).

- Additionally, HCP should use PPE as described below:

• N95 respirators or equivalent or higher-level respirators should be used for 

• All aerosol generating procedures (refer to Which procedures are considered aerosol generating

procedures in healthcare settings FAQ)

• One of the following should be worn by HCP while in the facility and for protection during resident care

encounters:

• A NIOSH-approved N95 respirator OR

• A respirator approved under standards used in other countries that are similar to NIOSH-approved

N95 filtering facepiece respirators OR 

• A well-fitting facemask (e.g., selection of a facemask with a nose wire to help the facemask conform

to the face; selection of a facemask with ties rather than ear loops; use of a mask fitter; tying the 
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facemask's ear loops and tucking in the side pleats; fastening the facemask's ear loops behind the 

wears head; use of a cloth mask over the facemask to help it conform to the wearer's face) 

• Additional information about strategies to improve flt and filtration are avallable In Improve

the Fit and Increase the Filtration of Your Mask to Reduce the Spread of COVID-19.

• If lmplementlng new strategies or equipment to improve fit, HCP should receive training on 

how to safely don and dof f their face mask and the facility protocol for cleaning and

disinfecting any reusable equipment (e.g., fitter). They should also ensure that any new

strategies do not Impede their vision or ability to breathe.

• Eye protection should be worn during patient care encounters to ensure the eyes are also

protected from exposure to respiratory secretions.

- HCP working In areas with minimal to no community transmission should continue to adhere to Standard
and Transmission-Based Precautions based on anticipated exposures and suspected or confirmed diagnoses.

This might include use of eye protection, an N95 or equivalent or higher-level respirator, as well as other PPE.

In addition, universal use of a well-fitting facemask for source control is recommended for HCP if not

otherwise wearing a respirator.

Additional considerations for universal use of PPE In facilities where transmission of SARS-CoV-2 is suspected or identified 

is described in the section: Respond to a Newly Identified SARS-CoV-2-infected Healthcare Personnel or Resident. 

This guidance summarizes the core Infection prevention and control practices for nursing homes during the SARS-CoV-2 

pandemic. Some of these recommendations can be modified in response to COVID-19 vaccination. Those modifications, 
which will be regularly updated, are posted in CDCs Updated Healthcare Infection Prevention and Control 

Recommendations In Response to COVID-19 Vaccination. 

Testing 

create a Plan for Testing Residents and Healthcare Personnel for SARS-CoV-2 

• Guidance addressing when to test residents and HCP for SARS-CoV-2 and how to interpret results of antigen tests

is available at the following !Inks:

- Testing Guidelfnes for Nursing Homes 

- Interim Guidance on Testing Healthcare Personnel for SARS-CoV-2

- SARS-CoV-2 Antigen Testing In Long Term Care Facilities

• The plan ■ [1 should align with state and federal requirements for testing residents and HCP for SARS-Co V -2

and address:

- Triggers for performing testing (e.g., a resident or HCP with symptoms consistent with COVID-19, a resident

or HCP with SARS-CoV-2 in the facility, routine testing)

- Access to tests capable of detecting the virus and an arrangement with laboratories to process tests or

capacity to conduct and process point-of care tests onslte

- Process for and capacity to perform SARS-CoV-2 testing of all residents and HCP 

- Training for HCP on how to collect and process specimens correctly, Including correct use of PPE 

- A procedure for addressing residents or HCP who decline or are unable to be tested (e.g., maintaining

Transmission-Based Precautions until symptom-based criteria are met for a symptomatic resident who

refuses testing)

- A plan to respond to results of the testing prior to Initiating testing, for additional information see section:
Respond to a Newly Identified SARS-CoV-2-infected Healthcare Personnel or Resident

• Additional information about testing of residents and HCP is available:

- Performing Broad-Based Testing for SARS-CoV-2 in Congregate Settings, which includes considerations for

health departments and nursing homes for facility-wide testing

- Interim Final Rule (IFC), CMS-3401-IFC, Additional Policy and Regulatory Revisions In Response to the COVID-

19 Public Health Emergency related to Long-Term Care (L TC) Facility Testing Requirements and Revised

COVID-19 Focused Survey Tool ■ [1
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This guidance summarizes the core infection prevention and control practices for nursing homes during the SARS-CoV-2 
pandemic. Some of these recommendations can be modified in response to COVID-19 vaccination. Those modifications, 

which will be regularly updated, are posted in CDC's Updated Healthcare Infection Prevention and Control 
Recommendations In Response to COVID-19 Vaccination. 

Evaluating and Managing Personnel and Residents 

Evaluate and Manage Healthcare Personnel 

• Implement sick leave policies that are non-punitive, flexible, and consistent with public health policies that support
HCP to stay home when Ill.

• Create an inventory of all volunteers and personnel who provide care in the facility. Use that inventory to
determine which personnel are non-essential and whose services can be delayed if such restrictions are necessary

to prevent or control transmission.

• Establish a process to ensure HCP (including consultant personnel and ancillary staff such as environmental and 
dietary services) entering the facility are assessed for symptoms of COVID-19 or close contact outside the facility 
to others with SARS-CoV-2 infection and that they are practicing source control.

- Options could include (but are not limited to): individual screening on arrival at the facility; or implementing

an electronic monitoring system in which, prior to arrival at the facility, HCP report absence of fever and
symptoms of COVID-19, absence of a diagnosis of SARS-CoV-2 infection in the prior 10 days, and confirm they
have not had close contact with others with SARS-CoV-2 infection during the prior 14 days.

• Fever can be either measured temperature � 100.0°F or subjective fever. People might not notice
symptoms of fever at the lower temperature threshold that is used for those entering a healthcare
setting, so they should be encouraged to actively take their temperature at home or have their
temperature taken upon arrival.

• HCP who report symptoms should be excluded from work and should notify occupational health services to 
arrange for further evaluation. In addition, asymptomatic HCP who report close contact with others with SARS­
CoV-2 infection might need to be excluded from work.

- If HCP develop fever (Temperature � 100.0
°

F) or symptoms consistent with COVID-19 while at work they
should inform their supervisor and leave the workplace.

• Have a plan for how to respond to HCP with SARS-COV-2 infection who worked while ill (e.g., identifying exposed 
residents and co-workers and initiating an outbreak investigation in the unit or area of the building where they 
worked).

• Healthcare facilities must be prepared for potential staffing shortages and have plans and processes in place to 
mitigate these, including providing resources to assist HCP with anxiety and stress. Strategies to mitigate staffing 
shortages are available.

• Information about when non-essential personnel should have limited entry into facilities can be found in the CMS

Re-opening Memo ■ [1 .

• Information about when HCP with suspected or confirmed SARS-CoV-2 infection may return to work is available in
the Interim Guidance on Criteria for Return to Work for Healthcare Personnel with Confirmed or Suspected COVID-
19.

• Information about risk assessment and work restrictions for HCP exposed to SARS-CoV-2 is available in the Interim
U.S. Guidance for Risk Assessment and Work Restrictions for Healthcare Personnel with Potential Exposure to 
Coronavirus Disease 2019 (COVID-19).

identify Space In the Facllity that Could be Dedicated to Monitor and Care for Residents with Confirmed SARS-CoV-2 
Infection 

• Determine the location of the COVID-19 care unit and create a staffing plan. 

- Doing this before residents or HCP with SARS-CoV-2 infection are identified in the facility will allow time for
residents to be relocated to create space for the unit and to identify HCP to work on this unit.

- Facilities that have already identified cases of SARS-CoV-2 infection among residents but have not developed
;i C'OVI0-1 q r;irp I mit shrn 1lrt wnrk tn rrp;itP nnP 11nlP.c;s thP nrnnnrtinn nf rPc;irlPntc; with <;AR<;-CnV-J infprtinn
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makes this impossible (e.g., the majority of residents in the facility are already infected). 

• The location of the COVID-19 care unit should ideally be physically separated from other rooms or units housing
residents without confirmed SARS-CoV-2 infection. This could be a dedicated floor, unit. or wing In the facility or a

group of rooms at the end of the unit that will be used to cohort residents with SARS-CoV-2 infection.

• Identify HCP who will be assigned to work only on the COVID-19 care unit when it is in use. At a minimum this

should include the primary nursing assistants (NAs) and nurses assigned to care for these residents. If possible,

HCP should avoid working on both the COVID-19 care unit and other units during the same shift.

- To the extent possible, restrict access of ancillary personnel (e.g., dietary) to the unit.

- Ideally. environmental services (EVS) staff should be dedicated to this unit, but to the extent possible, EVS

staff should avoid working on both the COVID-19 care unit and other units during the same shift. 

- To the extent possible, HCP dedicated to the COVID-19 care unit (e.g., NAs and nurses) will also be performing

cleaning and disinfection of high-touch surfaces and shared equipment when in the room for resident care

activities. HCP should bring an Environmental Protection Agency (EPA) -reglstered disinfectant (e.g., wipe)

from List N B into the room and wipe down high-touch surfaces (e.g., light switch, doorknob, bedside table)

before leaving the room. 

• HCP working on the COVID-19 care unit should have access to a restroom, break room, and work area that are 

separate from HCP working in other areas of the facility.

- Ensure HCP practice source control measures and physical distancing in the break room and other common
areas (i.e., other than while eatl ng, HCP wear a respirator or source control and sit at least 6 feet apart while

on break).

- Ensure that high-touch surfaces in staff break rooms and work areas are frequently cleaned and disinfected
(e.g., each shift).

• CDC PPE optimization strategies should be followed during shortages. Guidance addressing placement, duration,

and recommended PPE when caring for residents with SARS-CoV-2 infection is described in Section: Manage

Residents with Suspected or Confirmed SARS-CoV-2 infection.

Older adults with SARS-CoV-2 infection may not show common symptoms such as fever or respiratory symptoms. Less 
common symptoms can include new or worsening malaise, headache, or new dizziness, nausea, vomiting, diarrhea, loss 

of taste or smell. Additionally, more than two temperatures >99.0'F might also be a sign of fever in this population. 

Identification of these symptoms should prompt isolation and further evaluation for SARS-CoV-2 infection. 

Evaluate Res/dents at least Dally 

• Ask residents to report if they feel feverish or have symptoms consistent with COVID-19.

• Actively monitor all residents upon admission and at least daily for fever (temperature � 1 oo.o·F) and symptoms

consistent with COVID-19. Ideally, include an assessment of oxygen saturation via pulse oxlmetry. If residents have 

fever or symptoms consistent with COVID-19, implement precautions described in the section: Manage Residents

with Suspected or Confirmed SARS-CoV-2 Infection.

- Refer to CDC resources ■ for performing respiratory infection surveillance in long-term care facilities during

an outbreak.

• Information about the clinical presentation and course of patients with SARS-CoV-2 infection is described in the
Interim Clinical Guidance for Management of Patients with Confirmed Coronavlrus Disease 2019 (COVID-19). CDC

has also developed Testing Guidelines for Nursing Homes.

Manage Residents with Suspected or Confirmed SARS-CoV-2 Infection 

• Residents with suspected SARS-CoV-2 infection should be prioritized for testing,

• Residents with suspected or confirmed SARS-CoV-2 infection do not need to be placed into an airborne infection

isolation room (AIIR) but should be cared for HCP using an N95 or higher-level respirator, eye protection (i.e.,

goggles or a face shield that covers the front and sides of the face), gloves, and gown.

- CDC PPE optimization strategies include a hierarchy of strategies to implement when PPE are in short supply

or unavailable (e.g., use of a respirator approved under standards used in other countries that are similar to 
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NIOSH-approved N95 filtering facepiece respirators or a well-fitting facemask when NIOSH-approved N95 or 

equivalent or higher-level respirators are not available). 

- Ideally a resident with suspected SARS-CoV-2 infection should be moved to a single-person room with a

private bathroom while test results are pending.

• In general, it is recommended that the door to the room remain closed to reduce transmission of SARS­

CoV-2. This is especially important for residents with suspected or confirmed SARS-CoV-2 infection

being cared for outside of the COVID-19 care unit. However, in some circumstances (e.g., memory care

units), keeping the door closed may pose resident safety risks and the door might need to remain open.

If doors must remain open, work with facility engineers to implement strategies to minimize airflow into

the hallway.

- If limited single rooms are available or if numerous residents are simultaneously identified to have known

SARS-CoV-2 exposures or symptoms concerning for COVID-19, residents should shelter-in-place at their 

current location pending return of test results. 

- Residents should only be placed in a COVID-19 care unit If they have confirmed SARS-CoV-2 infection.

- Roommates of residents with SARS-CoV-2 infection should be considered exposed and potentially infected 

and, if at all possible, should not share rooms with other residents while they are in quarantine (i.e., for the

14 days following the date their roommate was moved to the COVID-19 care unit).

• Increase monitoring of residents with suspected or confirmed SARS-CoV-2 infection, including assessment of

symptoms, vital signs, oxygen saturation via pulse oxlmetry, and respiratory exam, to at least 3 times daily to

identify and quickly manage serious infection.

• For decisions on removing residents who have had SARS-CoV-2 infection from Transmission-Based Precautions

refer to the Interim Guidance for Discontinuation of Transmission-Based Precautions and Disposition of

Hospitalized Patients With COVID-19.

If a resident requires a higher level of care or the facility cannot fully implement all recommended infection control 

precautions, the resident should be transferred to another facility that is capable of implementation. Transport personnel 

and the receiving facility should be notified about the suspected diagnosis prior to transfer. 

This guidance summarizes the core infection prevention and control practices for nursing homes during the SARS-CoV-2 

pandemic. Some of these recommendations can be modified In response to COVI D-19 vaccination. Those modifications, 

which will be regularly updated, are posted in CDCs Updated Healthcare Infection Prevention and Control 

Recommendations In Response to COVID-19 Vaccination. 

Managing Residents with Close Contact 

Manage Residents who had Oose Contact With Someone with SARS-CoV-2 Infection 

• Residents who have had close contact with someone with SARS-CoV-2 infection should be placed in quarantine for

14 days after their exposure.

• Residents in quarantine should be placed in a single-person room. If limited single rooms are available or if

numerous residents are simultaneously identified to have known SARS-CoV-2 exposures or symptoms concerning

for COVID-19, residents should shelter-in-place at their current location while being monitored for evidence of 

SARS-CoV-2 infection.

- Residents should only be placed in a COVID-19 care unit if they have confirmed SARS-CoV-2 infection. Placing

a resident without confirmed SARS-CoV-2 Infection (i.e., with symptoms concerning for COVID-19 pending

testing or with known exposure) in a dedicated COVID-19 care unit could put them at higher risk of exposure

to SARS-CoV-2.

• HCP should wear an N95 or higher-level respirator, eye protection (i.e., goggles or a face shield that covers the

front and sides of the face), gloves, and gown when caring for these residents.

- CDC PPE optimization strategies Include a hierarchy of strategies to implement when PPE are in short supply

or unavailable (e.g., use of a respirator approved under standards used in other countries that are similar to
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NIOSH-approved N95 filtering facepiece respirators or a well-fitting facemask when NIOSH-approved N95 or 

equivalent or higher-level respirators are not available). 

• Residents can be transferred out of quarantine If they remain with no fever and without symptoms for 14 days.

- Alternatives to the 14-day quarantine period are described in the Options to Reduce Quarantine for Contacts 

of Persons with SARS-CoV-2 Infection Using Symptom Monitoring and Diagnostic Testing. Healthcare facilities

could consider these alternatives as a measure to mitigate staffing shortages, space limitations, or PPE supply
shortages but, due to the special nature of healthcare settings (e.g., patients at risk for worsening outcomes, 

critical nature of HCP, challenges with physical distancing), they are not the preferred option. Healthcare

facilities should understand that shortening the duration of quarantine might pose additional transmission 
risk. 

Guidance addressing quarantine and testing during an outbreak is described in Section: Respond to a Newly Identified 

SARS-CoV-2-infected Healthcare Personnel or Resident. 

This guidance summarizes the core infection prevention and control practices for nursing homes during the SARS-CoV-2 

pandemic. Some of these recommendations can be modified in response to COVID-19 vaccination. Those modifications, 

which will be regularly updated, are posted in CDC's Updated Healthcare Infection Prevention and Control 

Recommendations in Response to COVID-19 Vaccination. 

New Admissions and Residents who Leave the Facility 

Create a Plan for Managing New Admissions and Readmissions 

• Residents with confirmed SARS-CoV-2 infection who have not met criteria for discontinuation ofTransmisslon­
Based Precautions should be placed in the designated COVID-19 care unit.

• In general, all other new admissions and readmissions should be placed in a 14-day quarantine, even if they have 

a negative test upon admission.

- Exceptions include residents within 3 months of a SARS-CoV-2 infection and fully vaccinated residents as

described in CDC's Updated Healthcare Infection Prevention and Control Recommendations in Response to

COVID-19 Vaccination.

- Facilities located in areas with minimal to no community transmission might elect to use a risk-based

approach for determining which residents require quarantine upon admission. Decisions should be based on 

whether the resident had close contact with someone with SARS-CoV-2 infection while outside the facility and 

if there was consistent adherence to IPC practices in healthcare settings, during transportation, or in the

community prior to admission.

Guidance addressing placement, duration, and recommended PPE when caring for residents in quarantine is described in 

Section: Manage Residents who have had Close Contact with Someone with SARS-CoV-2 Infection. 

Create a Plan for Residents who leave the Facility 

• Residents who leave the facility should be reminded to follow all recommended IPC practices Including source

control, physical distancing, and hand hygiene and to encourage those around them to do the same.

- Individuals accompanying residents (e.g., transport personnel, family members) should also be educated

about these IPC practices and should assist the resident with adherence.

• For residents going to medical appointments, regular communication between the medical facility and the nursing

home (In both directions) is essential to help identify residents with potential exposures or symptoms of COVID-19

before they enter the facility so that proper precautions can be implemented.

• In most circumstances, quarantine is not recommended for residents who leave the facility for less than 24 hours

(e.g., for medical appointments, community outings with family or friends) and do not have close contact with

someone with SARS-CoV-2 Infection.

- Quarantining residents who regularly leave the facility for medical appointments (e.g., dialysis,
chemotherapy) would result in indefinite isolation of the resident that likely outweighs any potential benefits
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of quarantine. 

• Facilities might consider quarantining residents who leave the facility if, based on an assessment of risk,
uncertainty exists about their adherence or the adherence of those around them to recommended IPC measures. 

• Residents who leave the facility for 24 hours or longer should generally be managed as described in the New
Admission and Readmission section.

Guidance addressing placement, duration, and recommended PPE when caring for residents in quarantine is described in 

Section: Manage Residents who have had Close Contact with Someone with SARS-CoV-2 Infection. 

This guidance summarizes the core infection prevention and control practices for nursing homes during the SARS-CoV-2 
pandemic. Some of these recommendations can be modified in response to COVID-19 vaccination. Those modifications, 

which will be regularly updated, are posted in CDC's Updated Healthcare Infection Prevention and Control 
Recommendations In Response to COVID-19 Vaccination. 

New Infection in Healthcare Personnel or Resident 

Respond to a Newly Identified SARS-CoV-2°lnfected Healthcare Personnel or Resident 

• Because of the high risk of unrecognized infection among residents, a single new case of SARS-CoV-2 Infection in 

any HCP or a nursing home-onset SARS-CoV-2 infection in a resident should be evaluated as a potential outbreak.

- Consider increasing monitoring of all residents from daily to every shift to more rapidly detect those with new
symptoms.

• Implement facility-wide testing along with the following recommended infection prevention precautions:

- HCP should care for residents using an N95 or higher-level respirator, eye protection (i.e., goggles or a face 
shield that covers the front and sides of the face), gloves, and gown.

- Residents should generally be restricted to their rooms and serial SARS-CoV-2 testing performed.

- Consideration should be given to halting social activities and communal dining; if these activities must

continue for uninfected residents, they should be conducted using source control and physical distancing for
all participants.

- Guidance about visitation during facility outbreaks is available from CMS ■ B . Residents could leave their 

rooms to permit visitation; visitors should be informed about the outbreak in order to make informed
decisions about visitation.

- For additional information about visitation, see section: Have a Plan for Visitation and CMS visitation memo 

■ B.

- Restrict non-essential HCP ■ [1 for areas where CMS limits Indoor visitation ■ B .

• Consider implementing telehealth to offer remote access to healthcare. 

• Continue repeat viral testing of all previously negative residents in addition to testing of HCP, generally every 3
days to 7 days, until the testing identifies no new cases of SARS-CoV-2 infection among residents or HCP for a

period of at least 14 days since the most recent positive result.

• Recommended precautions should be continued for residents until no new cases of SARS-CoV-2 infection have 
been identified for at least 14 days. 

• The incubation period for SARS-CoV-2 infection can be up to 14 days and the identification of a new case within
that period after starting the interventions does not necessarily represent a failure of the interventions

implemented to control transmission.

Considerations for Residents and HCP who are within 3 months of prior Infection 

• CDC currently recommends that asymptomatic residents who have recovered and are within 3 months of a

positive test for SARS-CoV-2 infection may not need to be quarantined or tested following re-exposure to someone

with SARS-CoV-2 infection. However, there might be clinical scenarios in which the uncertainty about a prior
infection or the durability of the immune response exist, for which providers could consider testing for SARS-CoV-2
and quarantine following exposure that occurs less than 3 months after their initial infection, Examples could
include:
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_ Residents with underlying immunocompromising conditions (e.g., patient after organ transplantation) or who 

become immune compromised (e.g., receive chemotherapy) in the 3 months following SARS-CoV-2 infection 
and who might have an increased risk for reinfection. However, data on which specific conditions may lead to 
higher risk and the magnitude of risk are not available. 

- Residents for whom there is concern that their initial diagnosis of SARS-CoV-2 Infection might have been
based on a false positive test result (e.g., resident was asymptomatic, antigen test positive, and a
confirmatory nucleic acid amplification test (NAAT) was not performed).

- Residents for whom there is evidence that they were exposed to a novel SARS-CoV-2 variant (e.g., exposed to
a person known to be infected with a novel variant) for which the risk of reinfection might be higher.

CDC continues to actively investigate the frequency of reinfection and the circumstances surrounding these episodes, 

including the role that new variants might play in reinfection, and will adjust guidance as necessary as more information 
becomes available. 

Definitions 

Healthcare Personnel (HCP): HCP refers to all paid and unpaid persons serving in healthcare settings who have the 

potential for direct or indirect exposure to patients or infectious materials, including body substances (e.g., blood, tissue, 
and specific body fluids); contaminated medical supplies, devices, and equipment; contaminated environmental surfaces; 
or contaminated air. HCP include, but are not limited to, emergency medical seNice personnel, nurses, nursing assistants, 

home healthcare personnel, physicians, technicians, therapists, phlebotomists, pharmacists, students and trainees, 
contractual staff not employed by the healthcare facility, and persons not directly Involved in patient care, but who could 
be exposed to infectious agents that can be transmitted in the healthcare setting (e.g., clerical, dietary, environmental 
services, laundry, security, engineering and facilities management, administrative, billing, and volunteer personnel). 

Healthcare settings: Places where healthcare Is delivered and includes, but is not limited to, acute care facilities, long term 
acute care facilities, inpatient rehabilitation facilities, nursing homes and assisted living facilities, home healthcare, 
vehicles where healthcare is delivered (e.g., mobile clinics), and outpatient facilities, such as dialysis centers, physician 

offices, and others. 

Source Control: Use of well-fitting cloth masks, face masks, or respirators to cover a person's mouth and nose to prevent 
spread of respiratory secretions when they are breathing, talking, sneezing, or coughing. Cloth masks, facemasks, and 
respirators should not be placed on children under age 2, anyone who cannot wear one safely, such as someone who has 
a disability or an underlying medical condition that precludes wearing a cloth mask, facernask, or respirator safely, or 
anyone who ls unconscious, incapacitated, or otherwise unable to remove their cloth mask, facemask, or respirator 

without assistance. Face shields alone are not recommended for source control. 

Cloth mask: Textile (cloth) covers that are intended primarily for source control. They are not personal protective 
equipment (PPE) appropriate for use by healthcare personnel as the degree to which cloth masks protect the wearer ls 

unclear. Guidance on design, use, and maintenance of cloth masks is available. 

Facemask: Facemasks are PPE and are often referred to as surgical masks or procedure masks. Use facemasks according 
to product labeling and local, state, and federal requirements. FDA-cleared surgical masks are designed to protect against 
splashes and sprays and are prioritized for use when such exposures are anticipated, including surgical procedures. 

Facemasks that are not regulated by FDA, such as some procedure masks. which are typically used for isolation purposes, 
may not provide protection against splashes and sprays. 

Respirator: A respirator is a personal protective device that is worn on the face, covers at least the nose and mouth, and 
is used to reduce the wearer's risk of inhaling hazardous airborne particles (including dust particles and infectious 
agents), gases, or vapors. Respirators are certified by CDC/NIOSH, including those intended for use in healthcare. 

Minimal to no community transmission of SARS-CoV-2: Sustained transmission with high likelihood or confirmed 
exposure within communal settings and potential for rapid increase in cases 

Substantial community transmission of SARS-CoV-2: Large scale community transmission. including communal settings 
(e.g., schools, workplaces) 
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Close Contact: Someone who was within 6 feet of an infected person for a cumulative total of 15 minutes or more over a 

24-hour period* starting from 2 days before Illness onset (or, for asymptomatic patients, 2 days prior to test specimen

collection) until the time the patient is isolated.

*Individual exposures added together over a 24-hour period (e.g., three 5-mlnute exposures for a total of 15 minutes). Data are limited,

making it difficult to precisely define "close contact;" however, 15 cumulative minutes of exposure at a distance of 6 feet or less can be 

used as an operational definition for contact investigation. Factors to consider when defining close contact Include proximity (closer 

distance likely Increases exposure risk), the duration of exposure (longer exposure time likely increases exposure risk), whether the

infected individual has symptoms (the period around onset of symptoms ls associated with the highest levels of viral shedding), If the

infected person was likely to generate respiratory aerosols (e.g., was coughing, singing, shouting), and other environmental factors 

(crowding, adequacy of ventilation, whether exposure was indoors or outdoors). Because the general public has not received training on

proper selection and use of respiratory PPE, such as an N95, the determination of close contact should generally be made Irrespective of

whether the contact was wearing respiratory PPE. At this time, differential determination of close contact for those using fabric face

coverings is not recommended. 

• Information about risk assessment and work restrictions for HCP exposed to SARS-CoV-2 is available In the Interim

U.S. Guidance for Risk Assessment and Work Restrictions for Healthcare Personnel with Potential Exposure to

Coronavirus Disease 2019 (COVID-19). 

• Risk assessment considerations for residents who are exposed in a healthcare setting is available in the FAQs for

Infection Control 

More Information 

Considerations for Memory Care Units in Long-Term Care 

Facilities 

Infection Prevention and Control Assessment Tool for 

Nursing Homes Preparing for COVID-19 

Long-Term Care Facility Toolkit: Preparing for COVID-19 

Vaccination at Your Facility 

NHSN LTCF Weekly HCP & Resident COVID-19 Vaccination 

Reporting 

Updated Healthcare Infection Prevention and Control 

Recommendations in Response to COVID-19 Vaccination 

Sample Notification Letter to Residents and Families: 

COVID-19 Transmission Identified PDF ■ I DOC ■

References 

Long-term Care Facility Letter ■ to Residents, Families, 

Friends and Volunteers 

CMS Emergency Preparedness & Response Operations B 

Supporting Your Loved One in a Long-Term Care Facility 

■ (472 KB, 1 page]

Infection Prevention Success Stories 

Applying COVID-19 Infection Prevention and Control 

Strategies in Nursing Homes (Recorded Webinar) 

COVID-19 Data Tracker Integrated County View 

• Interim Infection Prevention and Control Recommendations for Healthcare Personnel During the Coronavirus

Disease 2019 (COVID-19) Pandemic

• Council of State and Territorial Epidemiologists (CSTE) Proposed Investigation/Reporting Thresholds and Outbreak

Definitions for COVID-19 in Healthcare Settings ■ B 

• CMS Nursing Home Reopening Guidance for State and Local Officials ■ B Memorandum

• CMS Nursing Home Visitation COVID-19 Memorandum ■ B 

• OSHA PPE standards (29 CFR 1910 Subpart 1) [1 

• Optimizing Supply of PPE and Other Equipment during Shortages 

• Improve the Fit and Filtration of Your Mask to Reduce the Spread of COVID-19
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• Testing Guiqellnes for Nursing Homes

• Interim Guidance on Testing Healthcare Personnel for SARS-CoV-2

• SARS-CoV-2 Antigen Testing In Long Term Care Facllltles

• Performing Broad-Based Testing for SARS-CoV-2 In Congregate Settings

• Return to Work Criteria for Healthcare Personnel with SARS-CoV-2 Infection (Interim Guidance)

• Interim U.S. Guidance for Risk Assessment and Work Restrictions for Healthcare Personnel with Potential

Exposure to SARS-CoV-2

• Strategies to Mitigate Healthcare Personnel Staffing Shortages

• Interim Cllnlcal Guidance for Management of Patients with Confirmed Coronavlrus Disease 2019 (COVID-19)

• Discontinuation ofTransmission-Based Precautions and Disposition of Patients with SARS-COV-2 Infection in

Healthcare Settings

• Options to Reduce Quarantine for Contacts of Persons with SARS-CoV-2 Infection Using Symptom Monitoring and

Diagnostic Testing

Last Updated Mar. 29, 2021 
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SUBJECT: Interim Final Rule (IFC), CMS-3401-IFC, Additional Policy and Regulatory 
Revisions in Response to the COVID-19 Public Health Emergency related to 
Long-Term Care (LTC) Facility Testing Requirements and Revised COVID-
19 Focused Survey Tool 

Memorandum Summarv 

• CMS is committed to taking critical steps to ensure America's healthcare facilities continue to
respond effectively to the Coronavirus Disease 2019 (COVID-19) Public Health Emergency
(PHE).

• On August 25, 2020, CMS published an interim final rule with comment period (lFC). This rule
establishes Long-Term Care (LTC) Facility Testing Requirements for Staff and Residents.
Speci fically facilities are required to test residents and staff, including individuals providing
services undt::r arrangement and volunteers, for COVID-19 based on parameters set forth by the
HHS Secretary. This memorandum provides guidance for facilities to meet the new
requirements.

• Revised COVID-19 Focused Survey Tool - To assess compliance with the new testing
requirements, CMS has revised the survey tool for surveyors. We are also adding to the
survey process the assessment of compliance with the requirements for facilities to
designate one or more individual(s) as the infection preventionist(s) (IPs) who are
responsible for the facility's infection prevention and control program (lPCP) at 42 CFR
§ 483.80(b). [n addition, we are making a number of revisions to the survey tool to reflect
other COVID-19 guidance updates.

On August 25, 2020 CM published an inlerim final rule with comment period (fFC) CMS-
3401-IFC, entitled "Medicare and Medicaid Programs, Clinical Laboratory Improvement 
Amendments of 1988 (CLlA). and Patient Protection and Affordable Care Act; Additional 
Policy and Regulatory Revisions in Respon e to the COYID-19 Public Health Emergency". 
CM s recommendation below to test with authorized nucleic acid or antigen detection assays is 
an important addition to other infection prevention and control (IPC) recommendations aimed at 
preventing COVrD-19 from entering nursing homes, detecting cases quickly, and stopping 
transmission. Swift identification of confirmed COVlD-19 cases allows the facility to take 
immediate action to remove exposure risks to nursing home residents and staff. CMS has added 
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42 CFR § 483.S0(h) which requires that the facility test all residents and staff for COVID-19. 
Guidance related to the requirements is located below. Noncompliance related to this new 
requirement will be cited at new tag F886. 

§ 483.80 Infection control

* * * * * 

§ 483.S0(h) COVJD-19 Testing. The L TC facility must test residents and facility staff, including
individuals providing services under arrangement and volunteers, for COVID-19. At a minimum,
for all residents and facility staff, including individuals providing services under arrangement and
volunteers, the L TC facility must:

(1) Conduct testing based on parameters set forth by the Secretary, including but not limited to:

(i) Testing frequency;

(ii) T he identification of any individual specified in this paragraph diagnosed with COVID-
19 in the facility;

(iii) The identification of any individual specified in this paragraph with symptoms
consistent with COVID-19 or with known or suspected exposure to COVID-19;

(iv) The criteria for conducting testing of asymptomatic individuals specified in this
paragraph, such as the positivity rate ofCOVID-19 in a county;

(v) The response time for test results; and

(vi) Other factors specified by the Secretary that help identify and prevent the transmission
ofCOVID-19.

(2) Conduct testing in a manner that is consistent with current standards of practice for
conducting COVID-19 tests;

(3) For each instance of testing:

(i) Document that testing was completed and the results of each staff test; and

(ii) Document in the resident records that testing was offered, completed (as appropriate to
the resident's testing status), and the results of each test.

(4) Upon the identification of an individual specified in this paragraph with symptoms consistent
with COVID-19, or who tests positive for COVID-19, take actions to prevent the
transmission ofCOVID-19. 

(5) Have procedures for addressing residents and staff, including individuals providing services
under arrangement and volunteers, who refuse testing or are unable to be tested.

(6) When necessary, such as in emergencies due to testing supply shortages, contact state and
local health departments to assist in testing efforts, such as obtaining testing supplies or
processing test results. 

F886 

DEFINITIONS 

"Fully vaccinated" refers to a person who is ?:2 weeks following receipt of the second dose in a 
2-dose series, or ?:2 weeks following receipt of one dose of a single-dose vaccine.
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"Un vaccinated" refers to a person who does not fit the definition of "fully vaccinated, " 
including people whose vaccination status is not known, for the purposes of this guidance. 

GUIDANCE 

Testing of Nursing Home Staff and Residents 
To enhance efforts to keep COVID-19 from entering and spreading through nursing homes, 
facilities are required to test residents and staff based on parameters and a frequency set forth by 
the HHS Secretary. 

Facilities can meet the testing requirements through the use ofrapid point-of-care (POC) 
diagnostic testing devices or through an arrangement with an offsite laboratory. POC Testing is 
diagnostic testing that is perfonned at or near the site of resident care. For a facility to conduct 
these tests with their own staff and equipment (including POC devices provided by the 
Department of Health and Human Services), the facility must have a CLIA Certificate of Waiver. 
Information on obtaining a CUA Certificate of Waiver can be found here. 

Facilities without the ability to conduct COVID-19 POC testing should have arrangements with a 
laboratory to conduct tests to meet these requirements. Laboratories that can quickly process 
large numbers of tests with rapid reporting of results (e.g., within 48 hours) should be selected to 
rapidly infonn infection prevention initiatives to prevent and limit transmission. 

"Facility stafr' includes employees, consultants, contractors, volunteers, and caregivers who 
provide care and services to residents on behalfofthe facility, and students in the facility's nurse 
aide training programs or from affiliated academic institutions. For the purpose of testing 
"individuals providing services under arrangement and volunteers," facilities should prioritize 
those individuals who are regularly in the facility (e.g., weekly) and have contact with residents 
or staff. We note that the facility may have a provision under its arrangement with a vendor or 
volunteer that requires them to be tested from another source (e.g., their employer or on their 
own). However, the facility is still required to obtain documentation that the required testing was 
completed during the timeframe that corresponds to the facility's testing frequency, as described 
in Table 2 below. 

Regardless of the frequency of testing being performed or the facility's COVID-19 status, the 
facility should continue to screen all staff (each shift), each resident (daily), and all persons 
entering the facility, such as vendors, volunteers, and visitors, for signs and symptoms of 
COVID-19. 

When prioritizing individuals to be tested, facilities should prioritize individuals with signs and 
symptoms ofCOVID-19 first, then perform testing triggered by an outbreak (as specified 
below). 

T bl 1 T f S a e : es me ummary 

Testing Trigger Staff Residents 

Symptomatic individual Staff, vaccinated and Residents, vaccinated and 
identified unvaccinated, with signs and unvaccinated, with signs and 

symptoms must be tested symptoms must be tested 
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Outbreak Test all staff. vaccinated and Test all residents, vaccinated and 
(Any new case arises in unvaccinated, that previously unvaccinated, that previously 
facility) tested negative until no new tested negative untilno new cases 

cases are identified* are identified* 

Routine testing According to Table 2 below Not recommended, unless the 
resident leaves the facility 
routinely. 

*For outbreak testing, all staff and residents should be tested, regardless of vaccination status,
and all staff and residents that tested negative should be retested every 3 days to 7 days until
testing identifies no new cases of COVID-19 infection among staff or residents for a period of at
least 14 days since the most recent positive result. For more information, please review the
section below titled, "Testing of Staff and Residents in Response to an Outbreak."

Testing of Staff and Residents with COVI D-19 Symptoms or Signs 
Staff with symptoms or signs of COVID-19, vaccinated or not vaccinated, must be tested 
immediately and are expected to be restricted from the facility pending the results of COVID-19 
testing. If COVlD- I 9 is confirmed staff should follow Centers for Disease Control and 
Prevention (CDC) guidelines 'Criteria for Return to Work for Healthcare Personnel with SARS­
CoV2 Infection.' Staff who do not test positive for COVID-19 but have symptoms should 
follow faciliLy policies to determine when they can return to work. 

Residents who have signs or symptoms of COVID-19, vaccinated or not vaccinated, must be 
tested immediately. While test results are pending, residents with signs or symptoms should be 
placed on transmission-based precautions (TBP) in accordance with CDC guidance. Once test 
results are obtained, the facility must take the appropriate actions based on the results. 

Note: Concerns related to initiating and/or maintaining TBP should be investigated under F880, 
Infection Control. 

Testing o{Stalf and Reside,its with rm Exposure 
For information on testing staff and resident who may have been exposed to COVID-19, see the 
CDC's Updated Healthcare Infection Prevention and Control Recommendations in Response to 
COV!D-19 Vaccination. 

Testing of Staff and Residents in Response to an Outbreak 
An outbreak is defined as a new COVID-19 infection in any healthcare personnel (HCP) or any 
nursing home-onset COVID-19 infection in a resident. In an outbreak investigation, rapid 
identi fication and isolation of new cases is critical in stopping further viral transmission. A 
resident who is admitted to the facility with COVID-19 does not constitute a facility outbreak. 

Upon identification of a single new case of COVID-19 infection in any staff or residents, all staff 
and residents, regardless of vaccination status, should be tested immediately, and all staff and 
residents that tested negative should be retested every 3 days to 7 days until testing identifies no 
new cases of COVID-19 infection among staff or residents for a period of at least 14 days since 
the most recent positive result. See CDC guidance "Testing Guidelines for Nursing Homes" 
section Non-diagnostic testing of asymptomatic residents without known or suspected exposure 
to an individual infected with SARS-CoV-2. 
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For individuals who test positive for COVID-19 repeat resting is not recommended. A 
symptom-based strategy is intended to replace the need for repeated testing. Facilities should 
follow the CDC guidance Discontinuation of Transmission-Based Precautions and Disposition of 
Patients with SARS-CoV-2 Infection in Healthcare ettings for residents and Criteria for Return 
to Work for Healthcare Personnel with SAR -CoV2 Infection. 

Routine Testing of Staff 
Routine testing ofunvaccinated staff should be based on the extent of the virus in the community. 
Fully vaccinated staffdo not have lo be rou1inely tested. Facilities should use their county 
positivity rate in the prior week as the trigger for staff testing frequency. Reports of COVID-19 
county-level positivity rates are available on the following website (see section titled, "CO.VID-
l 9 Testing"): https://data.cms.gov/stories/s/COVID-19-Nursing-Home-Data/bkwz-xpvg 

Table 2: Routine Testine Intervals Vary bv Communitv COVID-19 Activitv Level 
Community COVID-19 County Positivity Rate in the Minimum Testing Frequency 
Activity past week of Unvaccinated Staff" 

Low <5% Once a month 
Medium 5%-10% Once a week* 
Hi2h >10% Twice a week* 

+vaccinated staff do not need be routinely tested.
*This frequency presumes availability of Point of Care testing on-site at the nursing home or where off-site
testing turnaround time is <48 hours.

If the 48-hour tum-around time cannot be met due to community testing supply shortages, 
limited access or inability of laboratories to process tests within 48 hours, the facility should 
have documentation of its efforts to obtain quick turnaround test results with the identified 
laboratory or laboratories and contact with the local and state health departments. 

The facility should test al I unvaccinaled staff at the frequency prescribed in the Routine Testing 
table based on the county positivity rate reported in the past week. Facilities should monitor their 
county positivity rate every other week (e.g., first and third Monday of every month) and adjust 
the frequency of performing staff testing according to the table above. 

• If the county positivity rate increases to a higher level of activity, the facility should
begin testing staff at the frequency shown in the table above as soon as the criteria for the
higher activity are met.

• If the county positivity rate decreases to a lower level of activity, the facility should
continue testing staff at the higher frequency level until the county positivity rate has
remained at the lower activity level for at least two weeks before reducing testing
frequency.

The guidance above represents the minimum testing expected. Facilities may consider other 
factors, such as the positivity rate in an adjacent (i.e. neighboring) county to lest at a frequency 
that is higher than required. For example, if a facility in a county with low a positivity rate has 
many staff that live in a county with a medium positivity rate, the facility should consider testing 
based on the higher positivity rate (in scenario described weekly staff testing would be 
indicated). 
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State and local officials may also direct facilities to monitor other factors that increase the risk 
for COVID-19 transmission, such as rates of Emergency Department visits of individuals with 
COVlD-19-like symptoms. Facilities should consult with state and local officials on these 
factors, and the actions that should be taken to reduce the spread of the virus. 
https://www.cdc.gov/covid-data-tracker/inclex.html#ed-visits. 

NOTE: Routine testing of asymptomatic residents is not recommended unless prompted by a 
change in circumstances, such as the identification of a confirmed COVID-19 case in the facility. 
Facilities may consider testing asymptomatic residents who leave the facility frequently, such as 
for dialysis or chemotherapy. Facilities should infonn resident transportation services (such as 
non-emergency medical transportation) and receiving healthcare providers (such as hospitals) 
regarding a resident's COVID-19 status to ensure appropriate infection control precautions are 
followed. 

Routine communication between the nursing home and other entities about the resident's status 
should ideally occur prior to the resident leaving the nursing home for treatment. Coordination 
between the nursing home and the other healthcare entity is vital to ensure healthcare staff are 
informed of the most up to date information relating to the resident's health status, including 
COVID-19 status, and to allow for proper planning of care and operations. Additionally, 
facilities should maintain communications with the local ambulance and other contracted 
providers that transport residents between facilities, to ensure appropriate infection control 
precautions are followed as described by the CDC. 

Refusal of Testing 

Facilities must have procedures in place to address staff who refuse testing. Procedures should 
ensure that staff who have signs or symptoms of COVID-19 and refuse testing are prohibited 
from entering the building until the return to work criteria are met. If outbreak testing has been 
triggered and a staff member refuses testing, the staff member should be restricted from the 
building until the procedures for outbreak testing have been completed. The facility should 
follow its occupational health and local jurisdiction policies with respect to any asymptomatic 
staff who refuse routine testing. 

Residents (or resident representatives) may exercise their right to decline COVlD-19 testing in 
accordance with the requirements under 42 CFR § 483.10(c)(6). In discussing testing with 
residents, staff should use person-centered approaches when explaining the importance of testing 
for COVID-19. Facilities must have procedures in place to address residents who refuse testing. 
Procedures should ensure that residents who have signs or symptoms of COVID-19 and refuse 
testing are placed on TBP until the criteria for discontinuing TBP have been met. If outbreak 
testing has been triggered and an asymptomatic resident refuses testing, the facility should be 
extremely vigilant, such as through additional monitoring, to ensure the resident maintains 
appropriate distance from other residents, wears a face covering, and practices effective hand 
hygiene until the procedures for outbreak testing have been completed. 

Clinical discussions about testing may include alternative pecimen collecti n sources that may 
be more acceptable to residents than nasopharyngeal swabs (e.g., anterior nares). Providing 
information about the method of testing and reason for pursuing testing may facilitate 
discussions with residents or resident representatives. 
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[fa resident has symptoms consistent with COYID-19 or has been exposed to COVID-19, or if 
there is a facility outbreak and the resident declines testing, he or she should be placed on or 
remain on TBP until he or she meets the symptom-based criteria for discontinuation. 

Other Testing Considerations 
In keeping with current DC recommendations staff and residents who have recovered from 
COVID-19 and are asymptomatic do not need to be retested for COVID-19 within 3 months 
after symptom onset. Until more is known, testing should be encouraged again (e.g., in response 
to an exposure) 3 months after the date of symptom onset with the prior infection. Facilities 
should continue to monitor the CDC wcbpages and F AOs for the latest information. The facility 
should consult with infectious diseases specialists and public health authorities to review all 
available information (e.g., medical history, time from initial positive test, Reverse 
Transcription-Polymerase Chain Reaction Cycle Threshold (RT-PCR Ct) values, and presence of 

• COVID-19 signs or symptoms). Individuals who are determined to be potentially infectious
-�. should undergo evaluation and remain isolated until they meet criteria for discontinuation of

isolation or discontinuation of transmission-based precautions, depending on their circumstances.

For residents or staff who test positive, facilities should contact the appropriate state or local
entity for contact tracing.

While not required, facilities may test residents' visitors to help facilitate visitation while also
preventing the spread of COVID-19. Facilities should prioritize resident and staff testing and
have adequate testing supplies to meet required testing, prior to testing resident visitors.

Conducting Testing 
In accordance with 42 CFR § 483.50(a)(2)(i), the facility must obtain an order from a physician, 
physician assistant, nurse practitioner, or clinical nurse specialist in accordance with State law, 
including scope of practice laws to provide or obtain laboratory services for a resident, which 
includes COVID-19 testing (see F773). This may be accomplished through the use of physician 
approved policies (e.g., standing orders), or other means as specified by scope of practice laws and 
facility policy. 

NOTE: Concerns related to orders for laboratory and/or POC testing should be investigated under 
F773. 

Rapid POC Testing devices are prescription use tests under the Emergency Use Authorization 
and must be ordered by a healthcare professional licensed under the applicable state law or a 
pharmacist under HHS guidance. Accordingly, the facility must have an order from a healthcare 
professional or pharmacist, as previously described, to perform a rapid POC COVID-19 test on 
an individual. 

Facilities must conduct testing according to nationally recognized guidelines, outlined by the 
Centers for Disease Control and Prevention (CDC). This would include the following guidelines: 

• Interim Infection Prevention and Control Recommendations to Prevent SARS-CoV-2
Spread in Nursing Homes:
h ttps:/ /www .cdc.gov/corona vi rus/2019-nco v/hcp/long-term-care. htm I.

• Testing Guidelines for Nursing Homes:
https://www.cdc.gov/coronavirus/2019-ncov/hcp/nursing-homes-testing.html.
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• Interim Guidance on Testing Healthcare Personnel for SARS-CoV-2:
https ://www.cdc.gov/corona v irus/2019-ncov/hcp/testing-healthcare-personnel. htm I.

A diagnostic test shows if a patient has an active corona virus infection. As of the date of this 
guidance, there are two types of diagnostic tests which detect the active virus - molecular tests, 
such as RT-PCR tests, that detect the virus's genetic material, and antigen tests that detect 
specific proteins on the urface of the virus. An antibody test looks for antibodies thal are made 
by the immune system in response to a threat, such as a specific virus. An antibody test does not 
identify an active coronavirus infection; therefore conducting an antibody test on a staff or 
resident would not meet the requirements under this regulation. 

Frequently asked questions related to the use of these testing devices in high-risk congregate 
ettings such as nursing homes can be found here. In addition, when testing residents, a facility's 

selection of a test should be person-centered. 

Collecting and handling specimens correctly and safely is imperative to ensure the accuracy of 
test results and prevent any unnecessary exposures. The specimen should be collected and, if 
necessary, stored in accordance with the manufacturer's instructions for use for the test and CDC 
guidelines. 

During specimen collection, facilities must maintain proper infection control and use 
recommended personal protective equipment (PPE) which includes an 95 or higher-level 
respirator (or facemask if a respirator is not available), eye protection, gloves, and a gown, when 
collecting specimens. 

The CDC has provided guidance on proper specimen collection: 
• Influenza Specimen Collection: https://www.cdc.gov/flu/pdf/professionals/tlu-specimen­

coll �ti on-poster .pdf.
• Interim Guidelines for Collecting, Handling, and Testing Clinical Specimens from

Persons for Coronavirus Disease 2019 (COVID-19):
(https :/ /www.cdc.gov/coronavirus/20 I 9-ncov/lab/gu idel i nes-cl in ical-specimens. htm I).

• CDC's Interim Laboratory Biosafety Guidelines for Handling and Processing Specimens
Associated with Corona virus Disease 2019 (COVID-19):
https ://www .cdc.gov/corona v irns/2019-ncov/lab/lab-b iosafety-guidel ines.htm I.

For additional considerations for antigen testing, see CDC's interim Guidance for Rapid Antigen 
Testing for SAR -CoV-2. 

As a reminder, per 42 CFR § 483.50(a), the facility must provide or obtain laboratory services to 
meet the needs of its residents. If a facility provides its own laboratory services or perfonns any 
laboratory tests directly ( e.g., SA RS-Co V-2 point-of-care test) the provisions of 42 CFR Part 493 
apply and the facility must have a current CUA certificate appropriate for the level of testing 
performed within the facility. Surveyors should only verify that the facility has a current CLIA 
certificate and not attempt to determine compliance with the requirements in 42 CFR Part 493. 

Reporting Test Results 

Facilities conducting tests under a CLIA certificate of waiver are subject to regulations that 
require laboratories to report data for all testing completed, for each individual tested. For 
additional information on reporting requirements see: 
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• Frequently Asked Questions: COVlD-19 Testing at Skilled ursing Facilities/Nursing
Homes

• CMS memorandum: Interim Final Rule (IFC). CMS-3401-IFC. Updating Requirements
for Reporting of SAR - oV-2 Test Results by linical Laboratory Improvement
Amendments of 1988 (CUA) Laboratories, and Additional Policy and Regulatory
Revisions in Response to the COVrD-19 Public Health Emergency

Surveyors should report concerns related to CUA certificates or laboratory reporting 
requirements to the CMS Division of Clinical Laboratory Improvement and Quality at 
LabExcellence@cms.hhs.gov. When reporting concerns include the CUA number; name and 
address of laboratory (facility); number of days that results were not reported, if known; and 
number of results not reported, if known. 

In addition to reporting in accordance with CUA requirements, facilities must continue to report 
COVID-19 information to the CDC's National Healthcare Safety Network (NHSN), in 
accordance with 42 CFR § 483.80(g)(l}-(2). See "Interim Final Rule Updating Requirements for 
Notification of Confirmed and Suspected COVID-19 Cases Among Residents and Staff in 
Nursing Homes," CMS Memorandum OSO-20-29-NH (May 6. 2020). 

NOTE: Concerns related to informing residents, their representatives and families of new or 
suspected cases of COVID-19 should be investigated under F885. 

NOTE: Concerns related to the reporting to state and local public health authority of 
communicable diseases and outbreaks, including for purposes such as contact tracing, should be 
investigated under F880. 

Documentation of Testing 
Facilities must demonstrate compliance with the testing requirements. To do so, facilities should 
do the following: 

• For symptomatic residents and staff, document the date(s) and time(s) of the
identification of signs or symptoms, when testing was conducted, when results were
obtained, and the actions the facility took based on the results.

• Upon identification of a new COVID-19 case in the facility (i.e., outbreak), document the
date the case was identified, the date that all other residents and staff are tested, the dates
that staff and residents who tested negative are retested, and the results of all tests. All
residents and staff that tested negative are expected to be retested until testing identifies
no new cases of COVID-19 infection among staff or residents for a period of at least 14
days since the most recent positive result (see section Testing of Staff and Residents in
response to an outbreak above).

• For staff routine testing, document the facility's county positivity rate, the corresponding
testing frequency indicated (e.g., every other week), and the date each positivity rate was
collected. Also, document the date(s) that testing was performed for all staff, and the
results of each test.

• Document the facility's procedures for addressing residents and staff that refuse testing or
are unable to be tested, and document any staff or residents who refused or were unable
to be tested and how the facility addressed those cases.

9 

121 



• When necessary, such as in emergencies due to testing supply shortages, document that
the facility contacted state and local health departments to assist in testing efforts, such as
obtaining testing supplies or processing test results.

Facilities may document the conducting of tests in a variety of ways, such as a log of county 
positivity rates, schedules of completed testing, and/or staff and resident records. However the 
results of tests must be done in accordance with standards for protected health information. For 
residents, the facility must document testing results in the medical record. For taff, including 
individuals providing services under arrangement and volunteers, the facility must document 
testing results in a secure manner consistent with requirements specified in 483.80(h)(3). 

Surveying for Compliance 

Compliance will be assessed through the following process using the COVID-19 Focused Survey 
for Nursing Homes: 

1. Surveyors will ask for the facility's documentation noted in the "Documentation of
Testing" section above, and review the documentation for compliance.

2. Surveyors will also review records of those residents and staff selected as a sample as
part of the survey process.

3. If possible, surveyors should observe how the facility conducts testing in real-time. In
this process, surveyors will assess if the facility is conducting testing and specimen
collection in a manner that is consistent with current standards of practice for conducting
COVID-1 9 tests, such as ensuring PPE is used correctly to prevent the transmission of
the virus. If observation is not possible, surveyors should interview an individual
responsible for testing and inquire on how testing is conducted (e.g., "what are the steps
taken to conduct each test?").

4. If the facility has a shortage of testing supplies, or cannot obtain test results within 48
hours, the surveyor should ask for documentation that the facility contacted state and
local health departments to assist with these issues.

Facilities that do not comply with the testing requirements in § 483.S0(h) will be cited for 
noncompliance at F886. Additionally, enforcement remedies (such as civil money penalties) will 
be imposed based on the resident outcome (i.e., the scope and severity of the noncompliance), in
accordance with Chapter 7 of the State Operations Manual. 

If the facility has documentation that demonstrates their attempts to perform and/or obtain testing 
in accordance with these guidelines (e.g., timely contacting state officials, multiple attempts to 
identify a laboratory that can provide testing results within 48 hours), surveyors should not cite 
the facility for noncompliance. Surveyors should also inform the state or local health authority of 
the facility's lack of resources. 

CMS is also continuing lo assess automated methods for determining compliance with the testing 
requirements, which may augment the assessment of compliance through onsite surveys. 

Additional Resource Links: 

• Clinical Questions about COVID-19: Questions and Answers-Testing in Nursing Homes
https://www.cdc.gov/corona v irus/2019-ncov /hep/fag .htm !#Testing-in-Nursing-Homes

• Nursing Home Reopening Recommendations for State and Local Officials
https:/ /www.ems.gov/files/doc ument/qso-20-30-n h .pd f-0
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• Discontinuation of Transmission-Based Precautions and Disposition of Patients with
COVID-19 in Healthcare Settings
https:/ /www.ode.gov/corona v irus/20 I 9-ncov/hcp/d ispos ition-hospital ized-patients.htm I

COVID-19 Focused Suney for Nursing Homes 
CMS revised the COVID-19 Focused Survey for Nursing Homes loo I to reflect the new testing 
requirements implemented in the IFC. The current Survey/Infection Prevention, Control & 
Immunization Pathway (CMS-20054) can be found in the LTC Survey Pathways zipfi/e located at 
h11ps://www.cms.gov/AtJedicare/Provider-Enrv/lment-and-

'ertificatio11/Guidance/orlawsAndReg11/mio11s/Download -lL1i -Survev-Pathwavs.zip. 

Contact: Questions related to the nursing home testing requirement may be submitted to: 
D H TriageTeam@cans.hhs.gov. 

-. 

Effective Date: Immediately. This policy should be communicated with all survey and 
certification staff, their managers and the State Agency/CMS Branch Location training 
coordinators immediately. 

Isl 

David R. Wright 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop C2-2 l- l 6 
Baltimore, Maryland 21244-1850 

NIS 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

Center for Clinical Standards and OuaJity/Survey & Certification Group 

DATE: September 17, 2020 

TO: State Survey Agency Directors 

FROM: Director 
Survey and Certification Group 

SUBJECT: Nursing Home Visitation - COVID-19 (REVISED) 

Memorandum Summary 

Ref: QSO-20-39-NH 

REVISED 04/27/2021 

• CMS is committed to continuing to take critical steps to ensure America's healthcare
facilities are prepared to respond to the Coronavirus Disease 2019 (COVID-19) Public
Health Emergency (PHE).

• Visitation Guidance: CMS is issuing new guidance for visitation in nursing homes
during the COVID-19 PHE, including the impact of COVID-19 vaccination.

Background 
Nursing homes have been severely impacted by COVID-19, with outbreaks causing high rates of 
infection, morbidity, and mortality. 1 The vulnerable nature of the nursing home population combined 
with the inherent risks of congregate living in a healthcare setting have required aggressive efforts to 
limit COVID-19 exposure and to prevent the spread ofCOVID-19 within nursing homes. 

In March 2020, CMS issued memorandum O8O-20-14-NH providing guidance to facilities on 
restricting visitation of all visitors and non-essential health care personnel, except for certain 
compassionate care situations, such as an end-of-life situation. In May 2020, CMS released 
Nursing Home Reopening Recommendations. which provided additional guidance on visitation 
for nursing homes as their states and local communities progress through the phases of 
reopening. 

While CMS guidance has focused on protecting nursing home residents from COVID-19, we 
recognize that physical separation from family and other loved ones has taken a physical and 
emotional toll on residents and their loved ones. Residents may feel socially isolated, leading to 
increased risk for depression, anxiety, and other expressions of distress. Residents living with 
cognitive impairment or other disabilities may find visitor restrictions and other ongoing changes 
related to COVID-19 confusing or upsetting. CMS understands that nursing home residents derive 

1 Information on outbreaks and deaths in nursing homes may be found at https://dala.cms.gov/storics/s/COVI D-19-
Nursing-l-lome-Data/bkwz.-,"<PVg. 
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value from the physical emotional, and spiritual support they receive through vi itation from 
family and friend . In light of this, CMS is revising the guidance regarding visitation in nursing 
homes during the COVID- l 9 PHE. The infonnation contained in this memorandum supersedes 
and replaces previously issued guidance and recommendations regarding visitation. 

Since the release of QSO memorandum 20-39-NH on September 17, 2020, COVID-19 vaccines 
have received Emergency Use Authorization from the Food and Drug Administration. Millions of 
vaccinations have since been administered to nursing home residents and staff, and these vaccines 
have been shown to help prevent symptomatic SA RS-Co V-2 infection (i.e., COVID-19). 
Therefore, CMS, in conjunction with the Centers for Disease Control and Prevention 
(CDC), is updating its visitation guidance accordingly, but emphasizing the importance of 

maintaining infection prevention practices, gh·cn the continued risk of COVID-19 
transmission. 

Guidance 
Visitation can be conducted through different means based on a facility's structure and residents' 
needs, such as in resident rooms, dedicated visitation spaces, outdoors, and for circumstances beyond 
compassionate care situations. Regardless of how visits arc conducted, there are certain core principles 
and best practices that reduce the risk of COVID-19 transmission: 

Core Priuciules orcovm-12 Infection Prevention 
• Screening of all who enter the facility for signs and symptoms of COVID-19 (e.g.,

temperature checks, questions about and observations of signs or symptoms), and
denial of entry of those with signs or symptoms or those who have had close
contact with someone with COVID-19 infection in the prior 14 days (regardless of
the visitor's vaccination status)

• Hand hygiene (use of alcohol-based hand rub is preferred)
• Face covering or mask (covering mouth and nose) and social distancing at least six feet

between persons, in accordance with CDC guidance
• Instructional signage throughout the facility and proper visitor education on COVID-

19 signs and symptoms, infection control precautions, other applicable facility
practices (e.g., use of face covering or mask, specified entries, exits and routes to
designated areas, hand hygiene)

• Cleaning and disinfecting high-frequency touched surfaces in the facility often, and
designated visitation areas after each visit

• Appropriate staff use of Personal Protective Equipment (PPE)
• Effective cohorting of residents (e.g., separate areas dedicated to COVID-19 care)
• Resident and staff testing conducted as required at 42 CFR § 483.80(h) (see OS0-

20-38-NH Revised)

These core principles are consistent with the Centers for Disease Control and Prevention (CDC) 
guidance for nursing homes, and should be adhered to at all times. Additionally, visitation 
should be person-centered, consider the residents' physical, mental, and psychosocial well-being, 
and support their quality of life. The risk of transmission can be further reduced through the use of 
physical barriers (e.g., clear Plexiglass dividers, curtains). Also, nursing homes should enable 
visits to be conducted with an adequate degree of privacy. Visitors who are unable to adhere to the 
core principles of COVID-19 infection prevention should not be permitted to visit or should be 
asked to leave. By following a person-centered approach and adhering to these core principles, 
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visitation can occur safely based on the below guidance. 

Outdoor Yisitatjon 
While taking a person-centered approach and adhering to the core principles of COVID-19 
infection prevention, outdoor visitation is preferred even when the resident and visitor are fully 
vaccinated* against COVID-19. Outdoor visits generally pose a lower risk of transmission due to 
increased space and airflow. Therefore, visits should be held outdoors whenever practicable. 
However, weather considerations (e.g., inclement weather, excessively hot or cold temperatures, 
poor air quality) or an individual resident's health status ( e.g., medical condition(s), COVID-19 
status, quarantine status) may hinder outdoor visits. For outdoor visits, facilities should create 
accessible and safe outdoor spaces for visitation, such as in courtyards, patios, or parking lots, 
including the use of tents, if available. When conducting outdoor visitation, all appropriate 
infection control and prevention practices should be adhered to. 

*Fully vaccinated refers to a person who is �2 weeks following receipt of the second dose in a 2-
dose series, or �2 weeks following receipt of one dose of a single-dose vaccine, per the CDC's
Public Health Recommendations for Vaccinated Persons.

Indoor Visitation 
See the current CDC guidance at Updated Healthcare Infection Preventio11 and Control Recommendations in 
Re§_ponse to COVID-19 Vaccination for information on indoor visitation. 

Facilities should allow indoor visitation at all times and for all residents (regardless of vaccination status), 
except for a few circumstances when visitation should be limited due to a high risk of COVID-19 
transmission (note: compassionate care visits should be permitted at all times). These scenarios include 
limiting indoor visitation for: 

• Unvaccinated residents, if the nursing home's COVID-19 county positivity rate is >IO%
and <70% ofresidents in the facility are fully vaccinated;2 

• Residents with confirmed COVID-19 infection, whether vaccinated or unvaccinated until

they have met the criteria to discontinue Transmission-Based Precautions; or

• Residents in quarantine, whether vaccinated or unvaccinated, until they have met criteria

for release from guarantine.

Facilities should consider how the number of visitors per resident at one time and the total number of 

visitors in the facility at one time (based on the size of the building and physical space) may affect 

the ability to maintain the core principles of infection prevention. [f necessary, facilities should 
consider scheduling visits for a specified length of time to help ensure all residents are able to 

receive visitors. During indoor visitation, facilities should limit visitor movement in the facility. For 

example, visitors should not walk around different halls of the facility. Rather, they should go 

directly to the resident's room or designated visitation area. Visits for residents who share a room 

should not be conducted in the resident's room, if possible. For situations where there is a roommate 

and the health status of the resident prevents leaving the room, facilities should attempt to enable in­
room visitation while adhering to the core principles of COVID-19 infection prevention. 

2 The county positivity rate refers to the color-coded positivity classification, which can be found on the COV/D-19
Nursing Home Data site. 

126

3 



NOTE: CMS and CDC continue to recommend facilities, residents, and families adhere to the core 
principles ofCOVID-19 infection, including physical distancing (maintaining at least 6 feet between 
people). This continues to be the sa fest way to prevent the spread of COVID-19, particularly if 
either party has not been fully vaccinated. However, we acknowledge the toll that separation and 
isolation has taken. We also acknowledge that there is no substitute for physical contact, such as the 
warm embrace between a resident and their loved one. Therefore, if the resident is fully vaccinated, 
they can choose to have close contact (including touch) with their visitor in accordance with the 
CDC's Updated Healthcare Infection Prevention and Control Recommendations in Response to 
COVJD-19 Vaccination. Visitors should physically distance from other residents and staff in the 
facility. 

lndoor Vi itatioo during an Outbreak 
An outbreak exists when a new nursing home onset of COVID-19 occurs (i.e., a new COVID-19 
case among residents or staff). This guidance is intended to describe how visitation can still occur 
when there is an outbreak, but there is evidence that the transmission ofCOVID-19 is contained to a 
single area (e.g., unit) of the facility. To swiftly detect cases, we remind facilities to adhere to CMS 
regulations and guidance for COVID-19 testing, including routine staff testing, testing of individuals 
with symptoms, and outbreak testing. 

When a new case of COVID-19 among residents or staff is identified, a facility should immediately 
begin outbreak testing and suspend all visitation (except that required under federal disability rights 
law), until at least one round of facility-wide testing is completed. Visitation can resume based on 
the following criteria: 

• If the first round of outbreak testing reveals no additional COVID-19 cases in other
areas (e.g., units) of the facility, then visitation can resume for residents in areas/units
with no COVID-19 cases. However, the facility should suspend visitation on the affected
unit until the facility meets the criteria to discontinue outbreak tesling.3

o For example, if the first round of outbreak testing reveals two more COVID-19
cases in the same unit as the original case, but not in other units, visitation can
resume for residents in areas/units with no COVID-19 cases.

• If the first round of outbreak testing reveals one or more additional COVID-19 cases in
other areas/units of the facility (e.g., new cases in two or more units), then facilities
should suspend visitation for all residents (vaccinated and unvaccinated), until the facility
meets the criteria to discontinue outbreak testing.

While the above scenarios describe how visitation can continue after one round of outbreak testing, 
facilities should continue all necessary rounds of outbreak testing. In other words, this guidance 
provides information on how visitation can occur during an outbreak, but does not change any 
expectations for testing and adherence to infection prevention and control practices. If subsequent 
rounds of outbreak testing identify one or more additional COVID-19 cases in other areas/units 
of the facility, then facilities should suspend visitation for all residents ( vaccinated and 
unvaccinated), until the facility meets the criteria to discontinue outbreak testing. 

NOTE: ln all cases, visitors should be notified about the potential for COVID-19 exposure in the 
facility (e.g., appropriate signage regarding current outbreaks), and adhere to the core principles of 

3 Outbreak testing is discontinued when testing identifies no new cases of CO VID- 19 infection among staff or residents
for at least 14 days since the most recent positive result. For more information see CMS lllfemorandum OS0-20-)8-NH. 
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COY lD-19 infoction prevention, including effective hand hygiene and use of face-coverings. 

We note that compassionate care visits and visits required under federal disability rights law should 
be allowed at all times, for any resident (vaccinated or unvaccinated) regardless of the above 
scenarios. Lastly, facilities should continue to consult with their state or local health departments 
when an outbreak is identified to ensure adherence to infection control precautions, and for 
recommendations to reduce the risk of COVID-19 transmission. 

Visitor Testing and Vaccination 
While not required, we encourage facilities in medium- or high-positivity counties to offer testing 
to visitors, iffeasible. If so, facilities should prioritize visitors that visit regularly (e.g., weekly), 
although any visitor can be tested. Facilities may also encourage visitors to be tested on their own 
prior to coming to the facility (e.g., within 2-3 days). Similarly, we encourage visitors to become 
vaccinated when they have the opportunity. While visitor testing and vaccination can help prevent 
the spread of COVID-19, visitors should not be required to be tested or vaccinated ( or show proof 
of such) as a condition of visitation. This also applies to representative of the Office of the State 
Long-Tenn Care Ombudsman and protection and advocacy systems, as described below. 

Compassionate Care Visits 
While end-of-life situations have been used as examples of compassionate care situations, the 
term "compassionate care situations" does not exclusively refer to end-of-life situations. 
Examples of other types of compassionate care situations include, but are not limited to: 

• A resident, who was living with their family before recently being admitted to a nursing
home, is struggling with the change in environment and lack of physical family support.

• A resident who is grieving after a friend or family member recently passed away.
• A resident who needs cueing and encouragement with eating or drinking, previously

provided by family and/or caregiver(s), is experiencing weight loss or dehydration.
• A resident, who used to talk and interact with others, is experiencing emotional distress,

seldom speaking, or crying more frequently (when the resident had rarely cried in the
past).

Allowing a visit in these situations would be consistent with the intent of, "compassionate care 
situations." Also in addition to [a{lli\y members, compassionate care visits can be conducted by 
any individual that can meet the residenl's needs, such as clergy or lay persons offering religious 
and spiritual support. f'urthennore, the above list is not an exhaustive list as there may be other 
compassionate care situations not included. Compassionate care visits, and visits required under 
federal disability rights law, should be allowed at all times, regardless of a resident's vaccination 
status, the county's COVID-19 positivity rate, or an outbreak. 

Lastly, visits should be conducted using social distancing; however, if during a compassionate 
care visit, a visitor and facility identify a way to allow for personal contact, it should only be done 
following appropriate infection prevention guidelines, and for a limited amount of time. Also, as 
noted above, if the resident is fully vaccinated, they can choose to have close contact (including 
touch) with their visitor while wearing a well-fitting face mask and performing hand-hygiene 
before and after. Regardless, visitors should physically distance from other residents and staff in 
the facility. Through a person-centered approach, facilities should work with residents families, 
caregivers, resident representatives, and the Ombudsman program to identify the need for 
compassionate care visits. 
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Required Visitation 
Facilities shall not restrict visitation without a reasonable clinical or safety cause, consistent 
with 42 CFR § 483.1 0(f) (4) (v). A nursing home mJ!ll facilitate in-person visitation consistent 
with the applicable CMS regulations, which can be done by applying the guidance stated 
above. Failure to facilitate visitation, without adequate reason related to clinical necessity or 
re ident safety, would constitute a potential violation of 42 CFR § 483. l0(f) (4), and the facility 
would be subject to citation and enforcement actions. 

Residents who are on transmission-based precautions for COVID-19 should only receive visits 
that are virtual, through windows, or in-person for compassionate care situations with adherence 
to transmission-based precautions. However, this restriction should be lifted once transmi sion­
based precautions are no longer required per CDC guidelines, and other visits may be conducted 
as described above. 

Access to the Long-Term Care Ombudsman 
As stated in previous CMS guidance OS0-20-28-NH (revised), regulations at 42 CFR § 
483.1 0(f)( 4)(i)(C) require that a Medicare and Medicaid- certified nursing home provide 
representatives of the Office of the State Long-Term Care Ombudsman with immediate access to 
any resident. During this PHE, in-person access may be limited due to infection control concerns 
and/or transmission of COVID-19, such as the scenarios stated above for limiting indoor 
visitation; however, in-person access may not be limited without reasonable cause. We note that 
representatives of the Office of the Ombudsman should adhere to the core principles ofCOVJD-
19 infection prevention as described above. If in-person access i deemed inadvisable (e.g., the 
Ombudsman has signs or symptoms of COVID-19) facilities must, at a minimum, facilitate 
alternative resident communication with the ombudsman, such as by phone or through use of other 
technology. Nursing homes are also required under 42 CFR § 483. l 0(h)(3)(ii) to allow the 
Ombudsman to examine the resident's medical, social, and administrative records as otherwise 
authorized by State law. 

Federal Qisabjljty Riehts Laws and Protccti.on & Advocacy <P&Al Proernms 
Section 483.1 0(t)(4)(i)(E) and (F) requires the facility to allow immediate acce to a resident by 
any representative of the protection and advocacy systems, as designated by the state, and as 
established under the Developmental Disabilities Assistance and Bill of Rights Act of2000 (DD 
Act), and of the agency responsible for the protection and advocacy system for individuals with a 
mental disorder ( established under the Protection and Advocacy for Mentally lll Individuals Act 
of 2000). P&A programs authorized under the DD Act protect the rights of individuals with 
developmental and other disabilities and are authorized to "investigate incidents of abuse and 
neglect of individuals with developmental disabilities if the incidents are reported to the system or 
ifthere i probable cause to believe the incidents occurred." 42 U.S.C. § l 5043(a)(2)(B). Under its 
federal authorities, representatives of P&A programs are permitted access to all facility residents, 
which includes "the opportunity to meet and communicate privately with such individuals 
regularly, both formally and informally, by telephone, mail and in person." 42 CFR § 51.42( c ); 45 
CFR § 1326.27. 

Additionally, each facility must comply with federal disability rights laws such as Section 504 of 
the Rehabilitation Act and the Americans with Disabilities Act (ADA). 
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For example, if a resident requires assistance to ensure effective communication (e.g., a qualified 
interpreter or someone to facilitate communication) and the assistance is not available by onsite 
staff or effective communication cannot be provided without such entry (e.g., video remote 
interpreting), the facility must allow the individual entry into the nursing home to interpret or 
facilitate, with some exceptions. This would not preclude nursing homes from imposing legitimate 
safety measures that are necessary for safe operations, such as requiring such individuals to adhere 
to the core principles of COVID-19 infection prevention. Any questions about or issues related to 
enforcement or oversight of the non-CMS requirements and citations referenced above under this 
section subject heading should be referred to the HHS Office for Civil Rights, the Administration 
for Community Living, or other appropriate oversight agency. 

Entry of Healthcare Workers and Other Providers of Services 
Health care workers who are not employees of the facility but provide direct care to the facility's 
residents, such as hospice workers, Emergency Medical Services (EMS) personnel, dialysis 
technicians, laboratory technicians, radiology technicians, social workers, clergy, etc., must be 
permitted to come into the facility as long as they are not subject to a work exclusion due to an 
exposure to COVID-19 or showing signs or symptoms of COVID-19 after being screened. We 
note that EMS personnel do not need to be screened, so they can attend to an emergency without 
delay. We remind facilities that all staff, including individuals providing services under 
arrangement as well as volunteers, should adhere to the core principles of COVID-19 infection 
prevention and must comply with COVID-19 testing requirements. 

We understand that some states or facilities have designated categories of visitors, such as 
"essential caregivers," based on their visit history or resident designation. CMS does not 
distinguish between these types of visitors and other visitors. Using a person-centered approach 
when applying this guidance should cover all types of visitors, including those who have been 
categorized as "essential caregivers." 

Communal Activities and Dinin2 
While adhering to the core principles of COVID-19 infection prevention; communal activities and 
dining may occur. Book clubs, crafts, movies, exercise, and bingo are all activities that can be 
facilitated with alterations to adhere to the guidelines for preventing transmission. The CDC has 
provided additional guidance on activities and dining based on resident vaccination status. For 
example, residents who are fully vaccinated may dine and participate in activities without face 
coverings or social distancing if all participating residents are fally vaccinated; if unvaccinated 
residents are present during communal dining or activities, then all residents should use face 
coverings when not eating and unvaccinated residents should physically distance from others. 
See the D · guidan e Updated Healthcare Infection Prevention and Control Recommendations 
in Response to COV/D-19 Vaccination/or iriformation on communal dining and activities. 

Survey Considerations 
Federal and state surveyors are not required to be vaccinated and must be permitted entry into 
facilities unless they exhibit signs or symptoms of COVID-19. Surveyors should also adhere to the 
core principles of COVID-19 infection prevention, and adhere to any COVID-19 infection 
prevention requirements set by state law. 

• For concerns related to resident communication with and access to persons and services
inside and outside the facility, surveyors should investigate for non-compliance at 42
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CFR § 483. lO(b), F550. 
• For concerns related to a facility limiting visitors without a reasonable clinical and safety

cause, surveyors should investigate for non-compliance at 42 CFR § 483.10(t)(4), F563.
• For concerns related to ombudsman access to the resident and the resident's medical

record, surveyors should investigate for non-compliance at 42 CFR §§ 

483.10(t)(4)(i)(C), F562 and 483. I0(h)(3)(ii), F583.
• For concerns related to lack of adherence to infection control practices including

practices for residents and staff based on COVID-19 vaccination status, surveyors
should investigate for non-compliance at 42 CFR § 483.80(a), F880.

Co,ntact: Questions related to this memorandum may be submitted to: DNH TriageTeam@cms.hhs.gov. 

Effective Date: Immediately. This policy should be communicated with all survey and 
certification staff, their managers, and the State/CMS Locations within 30 days of this 
memorandum. 

Isl 

David R. Wright 

cc: Survey Operations Group 
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.. He;:1lth 
COViD-19 FACILIT\ RF'.QlJIR\iH',:�TS 

Temporary Structures 

Fire De artment Access 

I. Fire department access roads must maintain a width of at least 20 feet wide and a vertical clearance that is
unobstructed for a height that is at least 13'-6", for the whole distance of the access road. [NFPA 101 18 2.3.4 11 B,
18. 2.3.4.1 2]

Tents 

Tents shall be erected and located in accordance with NFPA 101: Section 111 I 

2. Tents shall meet the flame propagalio11 performance criteria contained within NFPA 701, Standa,d Methods of Fire Tests
for Flame Propc1gation ofTextiles and Films. [NFPA 101. 11 11 2 1j

3. All required means of egress routes must be constantly maintained throughout from any point of oria1r' with111 any tent, to
include lhe exit discharge lo the public way [NFPA 101: 20 2 5, 38 2.5, 7 5 1 1, 7 .1.10.1]

4 Means of egress shall be illuminated and provided with emergency lighting in compliance with NFPA 101 , Section 20.2.9 

5. A minimum spacing of not less than 10 feet must be provided between adjacent tents and/or buildings [NFPA 10'1
11.11.3.2 & 11.11.3.5]

6 Tents shall be cleared of all flammable or combustible material or vegetation that is not used fo1 necessary support 
equipment. [NFPA 101: 11.11.4.1] 

7 Only listed and labeled fuel fired heating devices and/or electric heating devices shall be used [NFPA 101 11.11 6.11 & 
11.11.6 2 1 j 

8, Heaters shall be connected to electricity by an electric cable that is suitable for outside use and is of sufficient use and is 
of sufficient size to handle the electrical load. [NFPA 101: 11 11 6 2.3] 

9. A 2A 1 OBC Portable fire extinguishing equipment shall be furnished, maintained, and placed not more than 75 feet travel
distance travel distance to reach an extinguisher at any one point within a tent. [NFPA 101: 11.11.5 & NFPA 10] If a fuel
fired heater is used, a 2A 1 OBC fire extinguisher must be located not exceeding a 50 Ft. travel distance to reach an
extinguisher at any one point within a tent [NFPA 101: 11 11.6 1.2]

10. The maximum number of people eillowed to occupy a room, space, or building (Occupant Load) Occupant load for
exterior outside tents used tor triage must not be less than 100 Ft2 per person. [NFPA 101: Tobie 7 3.1.2]

11. Occupant load for exterior outside tents used to render sen1ices to patients for a time duration equaling or exceeding 24
hou1·s.

Healthcare Use 
Inpatient treat!'Tlen� d!,pa11nien_t? 

Sleeping Departments 

f�2 __ p�r person 
240 
120 

12. Smoking shall be prohibited within and in the near vicinity of any tent that is erected and have plainly visible signs posted
that read as follows "NO SMOKING" (NFPA 101: 11 11.4.2 1 & 11 11.4 2 2]

1)11 . .i;·on of Health l r_er·�.u,-•:' 0•1:J RegJ Jl 011/0 ! ·•-':' Cl' �r,dlil (,:He ,:a,:, �3 �J,Jrl' RCVICV.J.'�l(C. '.)ut�,y. Qij_) i'v1::,.;:r1<:,"",_-'·;fP ,J(l".J('. l•'•l· �·rJcr • 

l'IJ::hv11le r�i 3"'/J3 'Tri (,I� ;,i· 0998. r,, ,,,IS 1:J-IR\iil. T',J L,O,;/rlL,·'-LTH 
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CO\ W-1 I) Fr-\CI Ll'I \' RL()tl UM I•::-.; IS 
l'e111pon1ry Str11dun:� 

1 :l �-;Ic1ff ,;/1,111 have tr·c mean:; to curlc1ct11Ig first rcspuncle1'; (fire derartnienl µ,�k2 ciep2,1:rrenti rn the even, of a ci1sc1ster 
[�JFPAIOl 2 1 72)] 

14 f\ionflarr111alhi nieclical gas associated w,tn paliert care shali not exceed a quar,t1ty of 12 size E cylinders (300 Cu Ft) 
and !'le floor cire3 shall not exceed 22.SllO FP The ::cntrnner shall 'Je properly secured such as a r:.1ck :o pre 11ent therr 
from tirpInq over or lie,ng oainaged In thi� ::ase the ·nedical gas I� corisidered an "operational supply" a·in not storage 
Stor,�qe of nec\1cc1I �ds cyli-1ders or containers sh,1II be stcrerJ 0Jts1i.Jc the tent [1\ff DA �J9 11 .3] 

The max1n1Un' 11J111:>or of people allowed to occupy a room space or building (Or:.cc1pant Load) Jccupant lo/lei tor any 
1r1oh·le unit 11sccl fr.- triagP. must '70 1 tic less than l 00 c:r per person ['ff PA 10 I. T c1b1e 7 .3 : 2] 

2 Mobile units �nail L,e lorati,d not less thin '0 fe2t frorr. iln\' building an<l,'or tent :11 compliance witr1 [N;= PA 1C I 4.5 1 2] 

3 I\l1ec1'.1s of egress sm11i be illuminated and provided with emeI·9ency ,ight111g In cornoliance with �)FPA 10'1: Section 20 2 9 

4 All required means of egress routes rndst be constc1ntl1• rr:a1ntained 1hroughour f:-om any point o• origin within (i'r" mobile 
urnt to include tl,e exit clisd1arge lo ll1e pur1\ic way (1\JFP.£\ 101 20.2 5,382 5, 7.5 1 1 7 1 10 1] 

5 A 2A 1 OBC Portable fire extinguishing equipment shall be iurn1shed, maintained ano 9;acec! no( more than 75 feet travel 
distance travel distance to reach 8n extinguisher at any one point within a mobile unit. [NFPA 101 • 1 ·1 11 5 & NFPJI. 10] 

6 Nonflaninrnhle medical gas associated with pclltcnt care shall not exceed c1 quantity of 12, size E cylinders (300 Cu. Ft) 
and the rIoor area shall riot exceed 22.500 Ft2 The conta111er shall be properly secured, such as a rack to prevent them 
from tipping over or being damaged. In this case the medical gas is corsidered an "operational sui;ply" and not storage 
Storage of medical gas cylinders or containers snail be stored outside the mobile unit (f\JFPA 99: 11.3] 

7 Stair sh<1II ha'✓e the Ineans to contacting fi1 sl responders (fire department, police depanmentJ 1n the event of a disaster. 
iNFPA 10t 21722] 

Hospital Facilities 
Means of Egr_ess 

All required means of egress routes rnust be cons:rn1tly mi11r1lc1inecl throughout irorr any point of 01ig1n within tl1e facil:ty, 
to rnclucle the exit d1sr.nmge to the pubic way [NFPA 101 19 2 5 I 19 21, 1,751 I 7.1 1�1 :J 

? Cor1irior widt11s mI,sl not be reduced lo less tnan a minimum clear w1dtr1 of 8 feet 19G i11cl1es) [�IFPA 101 18 2 3 4 

1 t,e 11:J <irr1u1r, n .. Irnbc:r of people allO'.'ff(I tc occupy c1 r,I0I11. �p;JC!.\ '.1' b,wl1n�1 (Or_:,_:1.1p_ir1l .. oc1d) (Jcr.:t:pa:11 locirl shali be 
in i)CC()liJJnce wr"l 1\f'P.!\ 101 1 :,l;le / '.l I ;� 

Healthcare Use 

l:ipa11ent lrnr1t�ent dep rtrnents 
s:ecJll'lJ Oep,,r rnents 
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STATE OF TENNESSEE 

EXECUTIVE ORDER 
BY THE GOVERNOR 

No.14 

EXHIBIT 

---IAM�A 

AN ORDER SUSPENDING PROVISIONS 0}' CERTAIN STATUTES AND 
RULES IN ORDER TO FACILITATE THE TREATMENT AND CONTAINMENT OF 

COVID-19 

WHEREAS, Coronavirns Disease 2019 (COVID-19) is a respiratory disease caused by 
the SARS-CoV-2 virus that can result in mild or severe symptoms, including fever, cough, and 
shortness of breath, and can lead to serious illness or death, particularly in the case or older adults 
and persons with serious chronic medical conditions� and 

WHEREAS, COVID-19 is frequently spread through close contact between persons and 
respiratory transmission; and 

WHEREAS, in late 2019, a significant outbreak of COVID-19 was identified in China, 
and this disease has since spread to many other countries; and 

WHEREAS, 'to date, according to the Centers for Disease Control and Prevention (CDC), 
there have been 938 cases of COVID-19 identified in the United States, which have resulted in 29 
deaths; and 

WHEREAS, on January 16, 2020, the Tennessee Department of I lealth activated the 
Stale Health Operations Center (SHOC), and on Jammry 21, 2020, following CDC guidance, the 
Department designated COVID-19 as a reportable disease in Tennessee� and 

WHERf�AS, on March 4, 2020, .I announced the formation of a Coronavirus Task Force 
to enhance Tennessee's coordinuted efforts to prevent, identify, und treat potential cases of 
COVID-19, and that task force wnvened its first meeting a few days later; and 

WHKREAS, on March 4, 2020, the fi rst case ofCOVlD-19 in the State ofTenncssce was 
identified, and several additional confirmed or presumptively positive cases or COVlD-19 have 
since been identified in Tennessee; and 
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WHEREAS, on Murch I l, 2020, tlw. \Vnrld Hc,1lth Ort1,ani1.a1ion clcclarcd the outbreak a 
global pandemic; und 

WHEHEAS, on January 31, 21120, lhc ll.S Scnctary of Health and llun1ar� Services 
declared a publil: health emergency to aid the nation's l1callhcare c0rnniunity in rr.:sponding to 
COVID-l 9: and 

WHEREAS, several states, including Kentucky, Florida, Nor1h Carolina, Colorado, 
Connecticut_ New Jersey, N-:w York, and olhcrs, haw dcclarccl states 01· emergency lo fRcilitntc 
their responses lo COYID-19: and 

\VllEREAS, the spread and idc11tiJicutio11 or additional cases of COVIi)-] () in Tennessee 
is likely to continue, and therefore, taking rroactive steps to prevent n substanlial risk lo puhlic 
health and safely is paramount; and 

WllERJ<:AS, public and private l1ealth care, emergency, anJ other entities arc engaged in 
efforts throughout the state to trt'c1l anJ prevent the adJiLional ::;pread or COVID-1 CJ, and the 
provisions or this Order are neL:essary to maximize lliose ef

f

orts tn protect the health anJ safety of 
Tennesseans: and 

WHEREAS, Tennessee.' Code Annotated, Section 58-2-107(e)( 1 ), provides that Juring ,i 

state of emergency, the Governor is authorized to "[s]uspend uny law, llrder, rule llf regulation 

prc$cribing the procedures for conduct of slate business or the orders or ruks or regulations llf any 
stnte agency, if strict complionce with any such law. order, rult:. or regL latiou would in any way 
prevent, hinder, or delay necessary adion in coping with the cmergem;y;·' .ind 

\VHEREAS, pursuant to this authority and the general emergency maiiagl'menl powers of 
the Governor under law, the temporary suspension or selected state laws and rules is necessary to 
facilitate lhc response to the cwTent public health situation. 

NOW THERE,FORE, I, Bill Lee. Governor of the State of Tennessee, by virtue of the 
power and authority vested in me by the Tt:rrnessce Constitution and other applirnbk lm.v, do 
hereby declare R state or emergency c;,fr;ts to facilitflte the response to COY 10-19 and order the 
following: 

I. 

') 

'-. 

The Comrnissionc·r of Jkalth l)f her ,ksig11ec. i11 c0njunction with the Directur of 
the Tennessee Emergency Munagernenl Agency (TLM/\) or his designee, shall 
implement the Tennessee [mcrgency rvJancJ.gcrnent [ > Ian (TEMP) ,rnd all applicable 
annexes to coorc.linale the State's rcspunse to ( ·o V l D- l (). 

Thi.: rclcvrrnL prl)visions 01· l'ennesscc Code ,1\t111otH1ed, ·1 itks 6.3 and fl8, nnd related 
rules urc hereby suspended to Lhc extent ne.:xss:iry to give the C\lmmissioner or 
I kalth Ilic Jiscrction wallow u hcallh ern-c profossional ½fol i:-; liccn.�cd in another 
state, and who 'v\'()Llld otherwise flL'. subjccl to liccn�ing rcquirl'll1c11Ls under Tille ()3 
or Title 68, Ill 1,.•ngugc i11 lite prac.lice (1J" such i11dividual 's professirni in l'enncssce, 
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if such indivi<lu:11 is ii ltealth care rrolessio1wl wliu is <1ssistinl1, in the mcLlical 
rcspunse tu COVTD-19. 

�- fhc pnwisions of fcnnessee CodL' Annotated, Section 63-I0-207(a) and (c), arc 
hereby suspt>nded lo alluw a plrnrmacisl to dispense an extra 30-day sur,ply of 
maintenance prescriptions without proper authori1ation to pcrsC111s as is neccssa1)' 
t,) respond to and prcwnt the spread ol'COVID-19 in Tennessee. subj eel to all other 
provisions or'J'cnne�scc Code Annotated, Sections (d-10-207 nnc.l (d-1-164. 

4. !'he prnvisions of TcnncssC'c Cock A11n11tatccl, SLTtion 68-11-20 I (?0), Jrc hereby
suspended Lo the extent necessary to allllw health care profc�sionals who would
otherwise he suhjcct to licensing requirement� to prnv1cle l0Gnli1.ed tri:.:alrnenl or
pRtients i11 temporary residences.

5. The provisions oflL:nn. Cornp. R. & Regs. 1200-06-0�-. l (1 are suspenclccl to allow
testing for COVID-19 ut al lernalc testing sites v,ilhout prior npprov,11 by the
\1edical Laboratory Boarci; proviJed, thal lc1boraturies shall notify the Medical
Lahorntory Board of �my such altcnrntc !cs ting sile.s.

6, The prnvisions of Tennessee Code J\nnotated, Section li8-1 l-21J2(c)(l)-(8), are 
hereby suspendeJ to allow for the construction u!' lcmporary structures, the plai1s 
l(1r ,vhieh would olherwise be subject lo review !or new cuns1ructi11n, <1dditions, m· 
substantial alterations, as directed by the Commissioner of Health and the Director 
of TEMA in response lo COVID-19; provided, that there shall be inspeetions of 
such strncturcs to ensure safety, GS necessary. 

7. [n accordance: with Tcnrn:sscc Cmk Annotated, Section 47-18-5103, it is hereby
declared that in Tennessee an abnormal economic disruption exisls, and therefore,
persons arc prohibited from charging any other perslrn a price for rncdic:.11 supplies
or emergency supplies_ as I istcd i 11 Tennessee C:,xlc J\11notated, Section 4 7-18-
510l(u)( l )(C) nnd (0), th:1t is grossly in excess of the price generally charged for
the same or similar goods or -;crviccs in the usunJ course of business. Paragraph 7
of this Order sh.ill rcmai11 in effect until l 2:0 I n.m., Central Daylight Time, on
1-Vhirch 27, 2020.

8. I he: prnvisions or TL'.rn1t.:ssct: Code !\nnotmed, Secli<1n 55-4-4()1. lh1ough
Tennessee Cl)<k Annolalcd, Seciiun 55-4-41 J. Tc1111csscc Code /\1111otatccl, Sectil111
55-7-20 I, through Tennessee ( :ode A1rnultrteJ. Section 55-7-20 1/, and Tcnn Comp
R. & Regs. 1680-07-01-.01 through Tcnr1. Comr,. R. & Regs. l(,80-tl7-01-.25 that
sci forlh n1ctximu111 height, le11gth, and widtl1 lin1itatio11s me hnchy su.�pendcd in
the case C1f vt:hicks prnticipaling in lhc response Ill COVID-19. subject t11 the
folluwing cumlilio11s:

tt. ;\ vehicle must be tnrnsrorting crnc1grncy :-;upplit,. cqllipmcnt, (1r 111uhik 
structure., to affcckd an�,1:;. 
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b. A ,chi I· .·h,ill lit pcrrnill:.:d nnl_- to travel ,111 (I) lnt1.:r:;IHI.: Highway,;:(_)
highways nn 1!1.: 1 ntir111al r tH,way. ·y ·lcm; ,md l�) <'I her !--L.1Lc-rn,11111,li11td
rood , s n, y be rcq11irccl to l)btain access Ill needed .. crv1ces 01T of tilt:
:.1i'orc111entiom:d h ghways, without r111y rcslri ti('l11: ,rn their lime ()r
movement except as 1rn1y olltcn,vi<-;l' be pruviclcd in I his Order.

c A ve.hiulc may lrnn:purt a livisible or J11>11-diYisiblc lti.td up 10 ;1 maximum 
gros vt:hiclc wcigh1 or 9:,ooo pounds mu.J a maximum il.·lc weight oC 
20 000 J'OL111ds. cxc pt on any bridge lir 11 ·i..:1 pass with a lower posh.:d wcighl 
limit. 

d. !"he outer bridge span ol' c1ny !ivc-axk truck tractor/scini-trniic'.r
combim,lion shall he 110 less than fifty-one feet (51 ').

e The ovcrnlt dir11ensions ol' a VL'hicle and ilH.Hl shall nol exceed: 

1. One hundred feel (1 O(J') in length;

11. Fourteen fi_·et, f'uur inches ( 14' 4'') in hdghl on Lhe Interstate
1 lighway System, except 011 lntcrslatc 55, c1ncl thirteen feet_ six
inches l l 3' (i") in height on lnlcr:--late 55 and any other highway on
the Nulional Highway Syslem: or

iii. h1urtecn feet_ six inchL�s (14' 6") in widtli

f. Vehicles that do not exceed !en feel (IO') in wit.Ith 111ay lr<1vel seven (7) days
per we-ck during daylight ur nighttime h0urs witlwul any time restrictions.

g. Any person, firm, company. corporation, or other entily lhal undertakes Lile
1111,vcment ot' any overweight and/or ovcrdirncnsional article nnd/or
commodity l,n Lhc highways ul' rcnrn:ssee shall holJ l't:nnt:ssee anJ its
orlicers and emrloyel:'.s hmrnlcss froni uny claims 1;-ir darnages resulting
from the excrcisc ol' any of the privileges gr;mtr.:d under !his Order and, to
this end, shall curry liability insnn111cc with an insurer, acccplalik to the
TermcsseL: Departn1cnl or I runsportaliun' s Oversize and Ovcnvcigh1
Permit Office. in LhL'. ,u1101111! of 11ot less than three humlr-cd lhol!sancl dollars
($300,000) for each claimant and one million dc,llars ($ \,000,000) per
occurrence. lh: transporter shull carry the cenifieulc of insur:1ncr in the
vehicle al :ill times.

h. Parngrnrb 8(c) ol"this On.kr shall t;1kc cllect only upon tlil' issuance or,md
in accordance with an t1pprop1·iatc dcclaralinn by the President of the Uni Led
Stntcs.

9. ln acro1cl.111ce with 49 C.\-".R. � 3LJ0.2l, as adopted hy TC'n11. ( '0111p. R. & Regs.
I J.:10-06-0 I- 08. 1hc.>1T is hereby pruvidcd a temp1m1ry L'\.Ccpt:un l'ron1 the kdcral
ruks :rnd rcgub1Lion:; i11 49 ( · F.R. P,m 395 limiting the ihn1rs or :-Cr\ ice l<H the
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operator of a commercial motor vehicle providing supplies, equipment, personnel, 
and other provisions to assist persons affected by COVID- 19, subject to the 
following conditions: 

a. Nothing in this Order shall be construed as an exemption from the Commercial
Driver's License requirements in 49 C.F.R. § 383, the financial requirements in
49 C.F.R. § 387, or applicable federal size and weight limitations.

b. No motor carrier operating under the terms of this Order shall require or allow
an ill or fatigued driver to operate a motor vehicle. A driver who notifies a motor
carrier that he or she needs immediate rest shall be given at least ten (10)
consecutive hours off-duty before the driver is required to return to service.

10. The relevant provisions of Tennessee Code Annotated, Title 71, Chapter 3, Part 5,
and related rules are hereby suspended to the extent necessary to give the
Commissioner of Human Services the discretion to waive the child care licensure
requirements, including requirements concerning capacity, care categories,
grouping, license transfers, and drop-in centers, if necessary to respond to the
effects of COVID-19.

11. The Division of Tenn Care is hereby authorized to create policies or modify existing
policies as is necessary 10 ensure that members of the TennCare and CoverKids
programs continue to receive medically necessary services without disruption
during this state of emergency.

12. Pursuant to cn.nessee Code Annot<1led, Section 58-2-107(e)(2), 1 hereby direct the
Te1messee Department of Health and the Tennessee Depai1ment of Commerce and
Insurance to continue working with health insurance plans operating in the state to
identify and remove any burdens to responding to COVID-19 and improve access
to treatment options and medically m:cessary screening and testing for COVID-19.

13. This Order shall remain in effect until 12:01 a.m., Central Daylight Time, on May
11, 2020, at which lime Lhe suspension of uny state laws and rules shall cease and
be of no further force or effecl.

IN WITNESS WHEREOF, l have subscribed my signature and caused the Great Seal of the State 
of Tenne:ssec to be affixed this 12th day of March, 2020. 

GOVFRNOR 
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Fire De artment Access 

COVID-19 FACILITY REQUIRMENTS 
Temporary Structures 

EXHlt:HI 

l��e:

I. Fire department access roads must maintain a width of at least 20 feet wide and a vertical clearance that is
unobstructed for a height that is at least 13'-6", for the whole distance of the access road. [NFPA 101: 18.2.3.4.1.1 &
18.2.3.4.1.2]

Tents 

1. Tents shall be erected and located in accordance with NFPA 101: Section 11.11.

2. Tents shall meet the flame propagation performance criteria contained within NFPA 701, Standard Methods of Fire Tests
for Flame Propagation of Textiles and Films. [NFPA 101: 11. 11.2.11

3. All required means of egress routes must be constantly maintained throughout from any point of origin within any tent, to
include the exit discharge to the public way. [NFPA 101: 20.2.5, 38.2.5, 7.5.1.1, 7.1.10.1]

4. Means of egress shall be illuminated and provided with emergency lighting in compliance with NFPA 101 :, Section 20.2.9

5. A minimum spacing of not less than 10 feet must be provided between adjacent tents and/or buildings. (NFPA 101:
11.11.3.2 & 11.11.3.S]

6. Tents shall be cleared of all flammable or combustible material or vegetation that is not used for necessary support
equipment. [NFPA 101: 11.11.4.1)

7. Only listed and labeled fuel fired heating devices and/or electric heating devices shall be used. [NFPA 101 : 11.11.6 .1.1 &
11.11.6.2.1]

8. Heaters shall be connected to electricity by an electric cable that is suitable for outside use and is of sufficient use and is
of sufficient size to handle the electrical load. [NFPA 101: 11.11.6.2.3]

9. A 2A 1 OBC Portable fire extinguishing equipment shall be furnished, maintained, and placed not more than 75 feet travel
distance travel distance to reach an extinguisher at any one point within a tent. [NFPA 101: 11.11.5 & NFPA 10] If a fuel
fired heater is used, a 2A 1 OBC fire extinguisher must be located not exceeding a 50 Ft. travel distance to reach an
extinguisher at any one point within a tent. [NFPA 101: 11.11.6.1.2]

10. The maximum number of people allowed to occupy a room, space, or building (Occupant Load). Occupant load for
exterior outside tents used for triage must not be less than 100 Ft2 per person. [NFPA 101: Table 7.3.1.2]

11. Occupant load for exterior outside tents used to render services to patients for a time duration equaling or exceeding 24
hours.

Healthcare Use 
_____ lnP-atient treatment de artments 

_______ Sleepin De artm�_r:i_!� __ _ 

12. Smoking shall be prohibited within and in the near vicinity of any tent that is erected and have plainly visible signs posted
that read as follows: "NO SMOKING". [NFPA 101: 11.11.4.2.1 & 11.11.4.2.2]

Division of Health Licensure and Regulation/Office of Health Care Facilities, Plans Review/Fire Safety· 665 Mainstream Drive • 2"'° Floor , 

Nashville, TN 37243 • Tel: 615-741-6998 • Fax: 615-253-1868 ·TN.GOV/HEALTH 
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·)Jl�f: 
---__;;,. Health 

covrn-19 FACILITY REQUIRIVIE NTS 
Temporary Structures 

3/12/2020 

13. Staff shall have the means to contacting first responders (fire department, police department) in the event of a disaster
[NFPA 101: 21.7.2.2]

14. Nonflammable medical gas associated with patient care shall not exceed a quantity of 12, size E cylinders (300 Cu. Ft.)
and the floor area shall not exceed 22,500 Ft2. The container shall be properly secured, such as a rack to p1·event them
from tipping over or being damaged. In this case the medical gas is considered an "operational supply" and not storage.
Storage of medical gas cylinders or containers shall be stored outside the tent [NFPA 99: 11.3)

Mobile Units Trailer 

1. The maximum number of people allowed to occupy a room, space, or building (Occupant Load). Occupant load for any
mobile unit used for triage must not be less than 100 Ft2 per person. [NFPA 101: Table 7.3.1.2]

2. Mobile units shall be located not less than 10 feet from any building and/or tent, in compliance with [NFPA 101: 4.6.1.2]

3. Means of egress shall be illuminated and provided with emergency lighting in compliance with NFPA 101:, Section 20.2.9

4. All required means of egress routes must be constantly maintained throughout from any point of origin within the mobile
unit, to include the exit discharge to the public way. [NFPA 101: 20.2.5, 38.2.5, 7.5.1.1, 71.10.1]

5. A 2A10BC Portable fire extinguishing equipment shall be furnished, maintained, and placed not more than 75 feet travel
distance travel distance to reach an extinguisher at any one point within a mobile unit. [NFPA 101: 11.11.5 & NFPA 10]

6. Nonflammable medical gas associated with patient care shall not exceed a quantity of 12, size E cylinders (300 Cu. Ft.)
and the floor area shall not exceed 22,500 Ft2 . The container shall be properly secured, such as a rack to prevent them
from tipping over or being damaged. In this case the medical gas is considered an "operational supply" and not storage.
Storage of medical gas cylinders or containers shall be stored outside the mobile unit [NFPA 99: 11.3]

7 Staff shall have the means to contacting first responders (fire department, police department) in the event of a disaster. 
[NFPA 101: 21.7.2 2] 

Hospital Facilities 
Means of E ress 

1. All required means of egress routes must be constantly maintained tl1roughout from any point of origin within the facility,
to include the exit dischcirge to the public way. [NFPA 101: 19.2.5.1, 19.2.1, 1, 7.5.1.1, 7 1.10 1 J

2. Corridor widths must not be reduced lo less thah a minimum clear width of 8 feet (96 inches). [NFPA 101: 18.2.3.4

Occu antload 

The maximum number of people allowed to occupy a room, space, or building (Occupant Load) Occupant load shall be 
in accordcince with f\JFPA 101 Table 7.3 1.2 

• I 

Healthcare Use 
Inpatient treatment departments 

Sleeping Departments 

,. II j I ,, 

I ,. I 
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EXHIBIT 

UH Health 

l�lQ.,

MEMORANDUM 

DATE: 

TO: 

FROM: 

March 11, 2020 

Long-Term Care Facilities 

� 

SUB,JECT: 

Lisa farcey, MD, MBA, FAAP, Commissioner 

oftf,,{ (.f./4A •{f{)COVJD-19 (Novel Coronavirus) Guidance for l.o�g-Term Care F,Cu1 ics 

As you know, older persons or people with underlying medical conditions are at increased risk of severe 
complications from COVID-19 infection. The Centers for Disease Control and Prevention (CDC) and 
Centers for Medicare and Medicaid Services (CMS) have recently issued guidance recommending 
that nursing facilities screen visitors and staff for symptoms of respiratory infeclion, internalional 
travel to restricted countries, and contact with anyone who has or is suspected to have COVID-19. 

Links to these guidance documents are available on-line: 

CMS Guidance: hnn:d(\\ w.�-,J.!R!i,.!:t'i.:-:"in1�llii.:it1.:.�P.rnYi5ls:J:..�,1rqllm�n1-;1n�l­
ccr1 i lil.:alionsun·cvccrl i lkal i111igcni11J'up11I ic,-a11ilb!:.o-20- I 4-nh ,pd!' 

CDC Guidance: fillp)l:t'/www .cdq1,m /con ma v iru�,-211 I 9-11c1.1\• 1hca II h�an.:-fod Ii t ic�/prl.", c111--;prcad-in-lonl!-lt:r1i1-
car£,-_[-1ci I itics. h_tm l 

These gt1idelines contain extensive details and recommendations for long-term care facilities (L TCF). Examples 
of such recommendations include: 

• Visitation should be limited to only those who are essential for the resident's emo1ional well-being and
care (e.g. families of person receiving end-of-life care).

• Restrict non-essential personnel including volunteers and non-essential consultant personnel from
entering the building.

• Send letters or emails to families advising them of limitations to visitation, and facilitate use of
alternative methods for visitation (e.g., video conferencing) during the next several months.

• Post signs at the entrances lo the facility instructing visitors to not enter if they have fever or symptoms
of a respiratory infection.

• Screen all healthcare personnel at the beginning of their shift for fever and respiratory symptoms.
• Actively monitor all residents (at least daily) for fever and respiratory symptoms (shortness of breath,

new or change in cough, and sore throat).

An extensive amount of information regarding, COVID-19, including advice for medical provic.lcrs, patients, and 
1he general public is available on the websites of the Tennessee Depl'lrtments of Health 
(!)l!p,\: �'� ,t,11J ..!..l:.!!11� 1u;.il!!b:.:��J!-:1i1J .. >'J1\ .IJl.!llD and CDC ()JJ\p .. ·:�-�\I� �dl'.� t' \�•111m1.�·in1;-:'.�!)1 1!::_1J...:.!!� '). In 
addition, for general queslions the public can contact our hotline between I 0an, and I 0pm (877-857-2945). 
Questicms from medical institutions and medical providers can be directed to (615) 741-724 7. 

Commissioner's Office• Andrew Johnson Tower. 5 1

" Floor• 710 James Robertson Parkway­
Nashville, TN 3 7243 • Tel: 6 I 5-741-3111 • Fax: 6 I 5-741-249 l • tn.gov/health 
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EXHIBIT 

I� 
DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop C2-21-16 
Baltimore, Maryland 21244-1850 

CMS 
CfNJCHS fON MHllCAHl ,- MCUICMIJ SEMIIICtS 

Center for Clinical Standards and Quality/Qnality, Safety & Oversight Group 

DATE: March 4, 2020 

TO: State Survey Agency Directors 

'FROM: Director 
Quality, Safety & Oversight Group 

SUBJECT: Suspension of Survey Activities 

Mc11101·111icl11m S11muu1ry 

Ref: QSO-20-12-AII 

• CMS is committed to taking critical steps to ensure America's health care facilities
are prepared to respond to the threat of the 2019 Novel Coronavirus (COVID-19).

• The Centers for Medicare & Medicaid Services (CMS) CMS is committed to taking
critical steps to ensure America's health care facilities arc prepared to respond to the
threat of the COVlD-19 and other respiratory illnesses.

Background 
CMS is committed to taking critical steps to ensure America's health care facilities and 
clinical laboratories are prepared to respond to the threat of the COVID-19 and other 
respiratory illness. Specifically, CMS is suspending non-emergency inspections across the 
country, allowing inspectors to turn their focus on the mosL serious heallh am.I safety threa1s 
like infectious diseases and abuse. This shift in approach will also allow inspectors to focus 
on addressing the spread of the coronavirus disease 2019 (COVID-19). CMS is issuing this 
memorandum to State Survey Agencies to provide important guidelines for the inspection 
process in situations in which a COVID-19 is suspected. 

Discussion 
Effective immediately, survey activity is limited to the following (in Priority Order): 

• All immediate jeopardy complaints (cases that represents a sitLiation in which entity
noncompliance has placed the health and safety of recipients in its care at risk for serious
injury, serious harm, serious impairment or death or harm) and al legations of abuse and
neglect;

• Complaints alleging infection control concerns; including facilities with potential
COY I D-19 or other respiratory illnesses;
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• Statutorily required recerlification surveys (Nursing Home, Home Health, l lospice, and
JCf-/11D facilities);

• Any re-visits nece.<;Sary to resolve CLll'rent enforcement actions;
• In ilia! certifications;
• Surveys of foci I ities/hospitals that have a history or in feel ion control deficiencies at the

immediate jeopardy level in the last three years;
• Surveys of facilities/hospitals/dialysis centers that have a history of infection control

deficiencies at lower levels than immediate _jeopardy.

Due to the dynamic nature of this situation, we will be posting updated FAQs in real-time at the 
following website: hll . :/ w1'v \\.rn1� •. 1�ov/rn ·dj.,:aj'l:/qu:1_li1v-•;:tli.·t\·PVl'l'�,i__g)11-!.'�·11n:d­
infon1rntil)11/coron_l! virus 

For survey of facilities with Complaints alleging infection control concerns, including facilities 
with potential COVID-19 or other respiratory illness, please refer lo the attached (Attachment/\­
Survey Planning in Facilities with Active or Suspected Cases ofCOVID-19 Cases; Attachment 
B- Infection Prevention, Control & Immunizations).

Contact: Questions about this document should be c1ddresscd 

Effective Date: Immediately. This policy should be communicated with all survey and 
certification staff, their managers and the State/Regional Office training coordinators within 30 
days ofth is memorandum. 

Isl 

David R. Wright 

Attachment /\- Survey Planning in Facilities with Active or Suspected Cases of COVTD- I 9 
Cases 
Attachment B- Infection Prevention, Control & Immunizations 

cc: Survey and Operations Group Management 
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Attachment I\- Survey Planning in Pacilities with Active or Suspected Cases ofCOVID-19 
Cases 

J. Pru!OCQ.ls_for_�QQl'Q[)Hl_tiou :m!.Urn�·�1 i1mj� 11_ff:�iJ.i1_k_·�. ��iUl ,-s�111;il n1:.\11:,11,'1 lqJ _(_'( l \/ JI l;
19 Cases 

\�/hen a COVID-19 confirmed case or presumptive positive case (t:.g., positive local test but 
pending confirmatory test), is identified in a Medicare/!\ledicaid ccrtitied provider or supplier, 
Stale Survey Agencies and ,\ccrediting Orgnniz.arions (AO) <1n: requested to do the following: 

• Notify the rippropriate CMS Regil)nal Office (iftiley arc not already aware) of the focility
and dc1te ofpaticnt/resicknt COVID-19 or presumptive rcspirnlory illness nr
confirmed status;

• Coordinate on iniliating any Federal compf£iint or recertification survey ol the in,pacled
facility until CDC (and uny other relevant Federal/State/Local response agencies) have
cleared the focility for survey. The CMS Regional Office will then authori1e a survey, if
necessary;

• Ensure surveyors have all necessary Personal Protective Equipment (PPE) appnirriate to
al low ii survey of the faci I ity; Refer to ( ·1 l_( Ii I I ,:�·1 ic ,11 ( <>11 Ir, 11 1, • ,11111·; , ·, for the most up
to date gu iciancc.

• Suspend uny Federal enforcement action /br any deficiencies identified until reviewed
and approved by the CMS Regional Office to ensure consistent and uppropr·iate action.

These protocols will be updated as circumstances warrant. We are asking Accrediting 
Organizations to copy their CMS AO liaison on any communications with the CMS Regional 
Oflicc. 

ll. h>cw,ed _St1rv1.:vi111..•._ l'rioritizinu Tlm . .:als

In all cases, cuncern5 of Immediate .Jeopardy (IJ) (cases that represents a situation i11 which 
entity ntrncompliancc has placed the health nnd saft:ty of recipients i11 its care at risk for serious 
injury, .�erious harm, serious impairment or death or harm) and cases of abuse and neglect 
ullcgations frum complaints will continue tu receive high priority for survey. Non-emergency 
surveys will be suspended. 

Ill. SurVL' · 1 1 1111111inl!, in l 1ucilitks will1 .'\cliv<..: nr_Su�_:i-�<.:l_c_d_(._:_;_1:-;l·s 1�1·( 'IJ..V.11)-1 1) 

Infection 

Jntroductio11: nclcr Whal Cin:um tance. 'Will .l\·tS Authorize an On-site 
S11rn:v/111n·sliu,11li1111 ,,fa lt'al'ilil\' Wi1l1 l'l·r�1111:-. who an· h:11rJ11•11 or S11,._ 11:1.·lt·d 111' lh-ing 
COVID-19 Positi\c 

When a COVlD-19 confirmed ease or presumptive rositivc cc1sc (e.g., positive ll1c:il test but 
pending confirmatory test), is icientilicd in a fVkclicarcl:vlcdic.iici certified provider CH supplier, 
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State Survey Agencies and Accrediting Organizations must noti ly the uppropriate CMS Region:1I 
location (if they are not nlrcady aware) of the facility and date of'palienUresident COVID-19 
presurn µti ve or con flrmcd status. 

Before initiating any Federal complaint or recertification survey ofllH.: impm:tcd facility, CMS will 
coordinate with the CDC (and any other relevant Feckral/Statc/Local response agencies) lo 
approve the foci lily for survey. 

The CMS Regional locations will authorize an on-site survey if reported conditions at the facility 
nrc triaged at immediiltc jeopardy. lmmcdiate jeopardy means there arc condition., al the facility 
that are causing or arc likely to cause on or more re1.:.ipients of care to suffer serious injury, harm, 
impairment or death. CMS l{cgional locations will illso authorize on-site surveys where the 
complaint or facility reported incident involves infection control concerns in the facility. 

If conditions at such facilities do not rise to the immediate jeopardy level, then desk audits will be 
performed, and on-site investigatio11s may be authorized once all active or suspected cases of 
COVID-19 have been cleared from the facility. 

I. llc:fu n: Su rvcv l•:11 In•

Deterrn ine survey team compositioll for minimal but optimal number of surveyors required to 
efficiently and effectively conduct the onsile observations required. Generally, one to two 
survt:yors for ,rn abbreviated complaint survey focusing on the COYID- l 9 infection control 
and/or quality of care issues would be sufficient. Do not include nny surveyors who are currently 
ill or have underlying health conditions that may make them particularly vulnerlible to COVID-
19. 

A. l'crso1u1I l'fllll't'livc_hwip11lt'.fll (.'(111�i(kr:tli1111s
Ensure survey team members have needed personal protective equipment (PPE) that may be
required onsite to observe resident care in close quarter·s. !/'the facility has gowns, gloves, face
shields or other eye protection that may be used by surveyors, such PPE may be used onsite by
surveyors. However, if observation of care provided to symptomatic patients/residents who arc
contirmed or presumed to be COVID-19 positive is anticipated, then survey agencies and
accrediting organizations should rl!fer to the CDC l111crim Infection Prt:vl'.ntion anJ Control

r

Recommendations for Patients with Confi med Corona virus Disease 2019 (COV lD-19) or 
Persons Under In vcstigatiPn for COY ID-19 in Healthcare

Sc1ti11gs: Jl!.!1••,· ,, .. 11_\\__,�dl·.�-•>_1 'c·,'1<>11.11i111 ':1; I CJ-11c,l\/i11li.:,·tio11-c,l1Jlrol/cl111trlll­
n.:u 1111111,:11 cl,1! ior: s. h li n I. 

This guidance indicates, "Respirator use must be in tht: cc,11lext ur :.1 cumplctt: re�pirntnry 
p�otc:crinn program in accnrdanct: with Occupa1in11al Safety :.md HL·,ilth Administration (OSI IA) 
RL'spiratory Protection stanJard 29 Cr'I{ IQ l 0. l 34). Staff shoulJ In· medically clcured and fir­
tested i!'using respirators with tight-titting hH.:c-picces (l:.g., a NIOSI 1-ccniJicd disposable '.'J95) 
and train<.:d i11 the proper use of respirators, s,if'e remuvnl and dispos:-11, and medic:il 
w11tr·ai11Jicatio1is to respirator use ... " lv1on.: information n11 Ille use or n:spirators nwy be fciund 

here; '11111-::'1:-,',1', ,,•.,l,,i �'"°':!"I. I< ,:1"_,,I· 1, .:1 1 11;,1 ,1'- 1, •·1•11;,1,11 1,,1:.i, ·, l,11•,I 
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E3. � W:�.i!�l._1111Jj11gJj_.111,, id1.;1 nl i1.111�; 
Conduct o ffaite planning based on avn i lab(e in forn1,1tion 11-tim: (I) ri-ic ii ity-reported in formation; 
(2) CDC information anc.J guidance from its onsite visit before the SA/CMS invcstigatiCln; (3)
available hospital information regarding patients transferred to the hospital; and/or (4) compl:1int
allegations. Determine and prioritize kt!y observatio1ts that should be conducted. Compile a
preliminary list ofthe likely interviews with various facility staff and the types ofn::rnrcb,
policies or other documrnts that may be needed. This may be revised after onsite observations
and intcrvil;!WS, which may lead to additionnl areas of investigation,

11. Onsih.• Su rn•r Al"lidlics

Upon entry, notify the facility administrntor oi' the limited nature of the I lannecJ survey. 
Coordinate with the facility staffu plan and limcline for conducting lhe needed nhscrvarions. 
Pinn to conduct as many obsl;!rvations on the entry <la)'. lfb} the 11d r1he first day, he 
surveyors were nol able to co111pleteJ necessary observations, coonli11nlc with 1hc facility when 
the observations rnay be completed by the next c.ll1y. Unless there are extenuating circumstances, 
plan to co111plctc all onsitc observations and corresponding interview within two days. When 
possible during observations, ir mptomatic paticnrs/residenls are able to tolerate wearing face 
masks, lhis will reduce 1hc need for surveyors to wear re$pirntur 1m1·ks. 

Coordinate with the facility on how to gather medical record information, with the goal to 
conduct as much record review nffsite as possihlc. If the facility has an electronic health record 
(EHR) system that may be accessed remotely, request remote access to the EHR to review 
n.::cded records for a limited period of time. Jfthis is not an option, discuss with the facility the 
best options to gel needed medical record information, such as fax, secure websile, eneryptecl 
email. etc. 

Adhere to Standard, Contact nnd Airborne Precautions and refer to the CDC Interim Infection 
Prevention and Control Recommendations for Patients with Confirmed C:oronavirus Disease 
2019 (COVID-19) or Persons Under Investigation for COYID-19 in Healthcare Settings. 

During onsite observation and investigation, focus on concerns wilh: 
• Improper transmission precautions procedures
• Lack of staf

f 

knowledge of'trnnsrni.,sion precc1utions 
• I mµroper staff use of P PE and/or inadequate hand hygiene
• High-risk, signitic.:,mt cnvironmcntal cleaning issues
• Ineffective and/or improper laundering of linens
• Possible IC survcillr.rncc program issues - also consider how influenLc1 & pneurnococcal

progrnms arc rni:lnaged

Conduct concurrent interviews of staff with observations rluring Dr directly after obs.::rvations as 
appropriate. Conduct ncc:c.Jcd interviews with patients/residents onsitc, as these may be difficult 
lo obtain offsitc. Pr1ticnts rnay be discharged. Residents may haw a difficult lime responding 10 
que�lions by telephone. \Vhile onsile, if'thcn.! Hre periods of'ti111c when no obscrvati011s can he 
made, attempt to conduct other ncL:c.kd i111c.:rvicws cind review medical records. 
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For nursing home investigations, use the LTC investigative protocols for infection control (IC) 
and the environment: 

111. Co111plcll' S11 l'\'l'Y Offsilc 

Except for interviews that should be conducted concmrenlly with observations, conduct other 
interviews oftsite with staff by telephone. If any patient/resident interviews could not be 
conducted while onsite, then attempt to conduct those by telephone. 

A n�r coordinar ing wlth the facility and determining what medical record review may be 
conducted off\ite, complete us much of the record review offsite as possible. Request facility 
policies and procedures for review offsitc. 

In addition, consiJer investigating Governing Body and Quality Assurance Performance 
Improvement requirements that may relate to infection control or care issues offaite through 
tclepl\Onc interviews and additional record revievv. 

After completing all investigative procedures, determine compliance status and conduct any 
st1rvcy exit discussion with the facility by telephone. Draft the CMS-2567 offsitc. 

III: Enforcement Activities

Surveys resulting in deficiencies will have the imposition of some type of enforcement action 
ranging from request for corrective action plans to termination depending on the circumstances 
surrounding de fie icncics. 
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Infection Prevention, Control & Immunizations 

Infection Control: ThHfacility task m1,sl be used JO investigare compliance at F880, F88 j. and F883. For rhe purpose of Ehis task, "staff" 
11wludes employees, consulwn1s, conrruclOrs, volwrtee.rs. and others who provide care and sen,i es to residents on belw{f of the facility. The 
ttir�•cuon PrevenJion and Conrrol J>ro ram (]PCP) program must befac:i!ity-wid and include all departmenl.'i and contracted services. If a specific 

1 

care area concern ls identified, it should be evaluated under the specific care area, such as fo,- pressure ulcer·, respiratory care, catheter care, 
and mcd1rn1ion ;w.1·s observa/lons which include central lines. pi!riphern 11:( and oral i\l r(( ·pm1tu1;r medications. 

Coo rel ination: 

� Ur.e snn.cyor coordinates the facilit', lask to �cview for: 
• rhc: t,,erall lnkction Pre\cnti,:m and Central Program (lPCP):
• The annual review of1;1c: IPCP policies and practice,:
• Th,� rcv1e\\ oi'thc: sunci!L:inci: and antibiotic stcw;:irdship programs; and
• Tr,icking influenn .. 'pnnirn,)cr>C::31 immuniz;lliun ufrcsidents.

' Tam as�i�nmcnts mus! be r.rndc rn includc: the rc:view or 

• 1.aunciry scrvi,;cs:
• ,\ rcsitkn1 on Transm ission-hased pre.cautions. if any:
:a f'ivc snn:pkd rcjidents for intluc:n2alpneumocot:Lal immuniz,1tions: and
• Other carc-spcc1f1c obsc:n alio11s if cr,ncerns are identified.
Fver1 SL!ncyc,r .isstsse:; IP(]' compliance thrc,ughout thL: survey and communicates :my concerns to the team

Haod Hygicnt·: 

C Staff irnplcrncnt s1andard prccautio11s l� g. band hygiene and the appropriate. use ofptrsonal protective equirmcnt (PPE)). 

C /, prropria,c: hand hygi mt practices ,1rc fi ii lowed. 
L� ,\ kcil-Di-bascd hanJ rub (:\BHR'J i-; readily accessible and placed in appropriate locations The:;e m::iy incl·.itk: 

• E11t�ancc:c, tu re�ident r0orns:
• .'\l rlic bedsi<le (as 3flprvpria!e for rcsideTr popula.rionj;
• 111 individual pockct--;ized colltain::rs hy hc:althcarc pc:rsunnel;
• Staff wmk '.;tatinris·. cind
• U1k:r com c:nitn!. lt)�:atit,n,

[_� S:::ff\v Lt,h hanLt" "jth ;;t)ap and \\'�Her ,,hen their t°lands nre \1 isihly soiled (cg. blood. body tluids)_ or after caring for a resident \\.1th i-J)(H',n
or s:Jspected C difficrk infr:c:i1i11 (CDJ} or r.orovirus during ;:in ,,u1hrcak, or ii endemic rates of CD! are high . .-\BHR is not appr•)priatc to u,r.
Ut\dcr thcsl: c1,cumstanc<:'.:,; 

' St.tff pcrrnrrn h:!ric hygiene: 1c-. :::1 iJ �k,vc� are useJ) irr the tollov, ing situation�: 

• :·kl�lrC .-rnd 3 ncr COll[acl V. irh rhe: re:.,: 1Jc')".: __:__:__::.:_::.____: _______________________
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Infection Prevention, Control & immunizations 

• Atler contact with blood, body fluids, or visibly contaminated surfaces or other objects and surfaces in the resident's environment;
• After removing personal protective equipment (e.g., gloves, gown, facemask); and
• Before performing a procedure such as an aseptic task (e.g., insertion of an invasive device such as a urinary catheter, manipulation of a

central venous catheter, and/or dressing care).
LJ When being assisted by staff. resident hand hygiene is performed after toileting and before meals. 
· , Interview appropriate staff to determine if hand hygiene supplies are readily available and who they contact for replacement supplies.

! : Soap, water, and a sink are readily accessi_ble in appropriate locations including, but not limited to, resident care area�, food and medication
preparation areas.

l. Did staff implement appropriate hand hygiene'! 0 Yes O No F880

Personal Protective Equipment (PPE): 

0 Determine if staff appropriately use and discard PPE including, but not limited to, the following: 

• Gloves are worn if potential contact with blood or body fluid, mucous membranes, or non-intact skin;
• Gloves are removed after contact with blo0d or body fiuids. mucous membranes, or non-intact skin;
• Gloves are changed and hand hygiene is perfonned before moving from a contaminated body site to a clean body site during resident care;
• A gown is wom for dirtel resident contact if the resident has uncontained secretions or excretions;
• A facemask is worn if contact (i.e., within 3 feet) with a resident with new acute cough or symptoms of a respiratory infection (e.g.,

influenza-like illness);
• Appropriate mouth, nose. and eye protection (e.g., facemasks. face shidd) is worn for performing aerosol-generating and!or procedures that

are likely to generate splashes or sprays uf blood or body fluids;
• PPE is appropriately discarded afkr n.:sident care, prior lo leaving room, followed by hand hygiene; and
• Supplies necessary for adherence to proper PPE use (e.g., gloves. goVirns, masks) are readily accessible m resident care areas (i.e., nursing

units, ther;\py rooms).
C Interview appropriate staff to detennine if PPE supplies are readily available and who lhey contact for replacement supplies 

2. Did staff implement appropriate use of PPE'! 0 Yes D No F880

Transmission-Based Precautions: 

0 Determine if appropriate transmission-based precautions are implemented, including but not limited to: 

• PP£ use by staff (i.e .. don gloves and gowns before contact with the resident and/or his/her environment while on contact precautions; don
facernask within three feet ofa resident on droplet precautions; don a fit-tested N95 or higher level respirator priorto room entry ofa
resident on airborne rre::autions:

---- --------------

149



Infection Prevention, Control & Immunizations 

• Dedicated or disposable noncritical resident-care equipment (e.g., blood pressure cuffs, blood glucose monitor equipment) is used, or ifnoi
available, then equipment is cleaned and disinfected accmding to manufacturers' iustructions using an EPA-registered disinfectant prior to
use on another resident:

• The least restrictive TBP possible under the circumstances;
• Objects and environmental surfaces that are touched frequently and in close proximity to the resident (e.g., bed rails, over-bed table,

bedside commode, lavatory surfaces in resident bathrooms) are cleaned and disinfected with an EPA-registered di'-infectant for healthcare
use at least daily and when visibly soiled.

U I ntervie\l, appropriate staff to determine if they are aware of processes/protocols for transmission-based precautions and how staff is 
monitored for compliance. 

D If concerns arc identified, expand the sample to include more residents with transmission-based precautions. 

3. Did the staff implcmc:nt appropriate transmission-based preeautions? D Yes O No F880 0 NA

Laundry Se.rvices: 

D Detcnnine whether staff handle. store, and transport linens appropriately including, but not limited to: 

a Using standard precautions (i.e .. gloves) and minimal agitation for contaminated linen: 
• Holding contaminated linen and laundry bags away from hisfher clothing/body during transport;
• Bagging/containing contaminated linen where collected, and .sorted/rinsed only in the contaminated laundry area (double bagging oflinen

is only recommended if outside of the bag is visibly contaminated or is observed to be wet on the outside of the bag); 
• Transporting contaminated and clean linens in separate carts; if this is not possible, the contaminated linen cart should be thoroughly

cleaned and disinfected per facility protocol before being used to move clean linens. Clean linens are transported by methods that ensure
cleanliness, e.g., protect from dust and soil,

• Ensuring mattresses, pillows, bedding, and linens are maintained in good condition and are clean (Refer to F584); and
• If a laundry chute is in use, laundry bags are closed with no loose items.

0 Laundry Rooms - Determine whether staff: 

• Maintain/use washing machines/dryers according to the manufacturer's instructions for use;
• If concerns, request evidence of maintenance log/record; and
a Use detergents, rinse aids/additives, and follow laundering directions according to the manufacturer's instructions for use.

4. Did the facility store, handle, transport, and process linens properly'! [l Yes O No F880
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Infection Prevention, Control & Immunizations 

Policy and Procedure: 

L] The facility established a facility-\vide !PCP including written 1PCP standards, policies, and procedures that arc current and based on national
st.andards.

= The policiec; and procedures are n:viewcd at least annually. 
= Concern� must be corrobora:ed as applicable including the review· of pertinent policies/procedures as ncce<;sary. 

5. Did the facility develop and implement an overall IPCP including policies and prncedures that are reviewed annually?
�� \c:5 0 �o FS�O

Infection Surveillance: 
CJ The: facilit1 has csrablislied./implemented J snrveillance plan, based on a facility assessment, for identif;.:ing. tracking, monitoring and/or 

reporting ofrnfectiDns. 
=i The: plan iJ1cludes early ddec.tion. management of a potentially infectious, symptomatic resident and the implementation 0f appropriate 

Lransmission-bcJ�ed precautions 
f7 The plan u5es evidence-based surveillance criteria (e.g., CDC NHSN Long-Term Care or revised McGeer Criteria) to define infection" and 

the use of a data collectinn too'.. 
i_J The plan includes ongoing analysis uf surveillance d.a:a and review of data and documentation of follow-up activity in response 
[] The rac.ility has a prc.,cess :or communicating the diagnosis, antibiotic use, if any, and lahoratory Cest results wh�n transferring a resident to an 

acute care hospital or orher healthcare provider; and obtaining pertinent notes "uch as discharge summary, lab results. current diagnoses, and 
in fiction or multidrug-resistant organism colonization status when residents are transferred back from acute care hospitals. 

::...= The facility has a current list of reportable communicable diseases. 
Li Staff can identify to whom and when communicahle diseases, hec1lthcare-associate<l infections (as appropriate), and potential outbreaks must 

be :-eported. 
C Prohibiting employees with a communicable disease or infected slcin lesions from direct contact with residents or their food, if direct contact 

,viii trammit disease. 
C'. Interview appropriate staff to determine if infection control concerns are identified, reported, and acted upon. 

6. Did the facility provide appropriate infection sun'eillance? 0 Yes D No F880

Antihiotic Stewardship Program: 
'7 Determine whether lhe facility has 1:ln antibiotic stewardship prognm that includes: 

• I 
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Infection Prevention, Control & Immunizations 

• Wrirten anLibiotic use rrotocols on antibiotic prescribing. including the documentation c,fthe indication. dosage, and duration of use of
antibiotics:

· -

• Pr,�11.,�::ii� to;�, it\·, .:lin:::!.l 5ign� JnJ syrnpwm.<; :rnd lahora,or� rc:porrs to determine if the antibiotic is indicated or if adjustments to
!hc:·;.i�':· slwu!c '='�· mad� :rnd ;Je,:ti ::, ·,, ha; in :·tc·:ior: ::issessmenl tools or managi:mer.: algorithms are used for one or more infections ( e.g.,
'.)8.-\� ,t,,-1 ;',, .. c:rin::;:, l1:ic:t inL:.:tic:1 1 l "Tl l assessn,tm. L.c,eb minimum crite,i:::. r,::,r ir?iLiation of 3Jltibiorics);

• .A pr-.1,·e;s for:\ nc: 0 iodic revic:1•, c.:f3111ib:,:i1ic us, b) rrtscrir.ing. pracritioners: for e:,.;ampk. revie\� nfl�bor:!tt1ry and medi:::;:nion o,ders,
prng�:::,� no'.::5 :::-?J rnedici.lti,,1� :!drninistrnt:on r.::c(',US lo :.kterminc 1,·hether or not an infrction or c1mim;1:i:::2ble disease h<ls been
docurrn:.ntcd and \\-hcther an appropriate antibio[ic has bci::n prescribed for the recommended le11g1h of time. Determine whe[her the
:i.ntrbiotic use monitoring system is rc:vieweJ when the resident is new to the facility, when a prior resident returns or is transferred from a
hospital or other facility, during each monthly drug regimen review when the resident has been prescribed or is taking an antihiotic. or any
antibiotic dru� regimen review as requested by the QAA committee;

• P,,,tnco!,; to ortimizc th-: ireatment of infections b� ensuring that residents whu require antibiotics are pre-,cribed the appropriate antibilltic:
• -\�:,stem fo, the provis;icrn offreJback rc;:p,,rts on antibiotic use, antibiotic resistance pattern-, based on laboratory data. and prescrihin�

practices for the prescrihing practitioner.

7. Did the facility conduct ongoing re'\'iew for antibiotic stewardship'! C Yes O :'Jo F881

lnflucnz:i and Pneumococcal Immunizations: 

D Select five residents in the sample ro review for the provision of influenza/pnf;Umococcal immunizations. 
0 Document the names of residents sdected for review. 
0 Give pre,::edence in selection to those residents whom the survey team has selected as sampled residents. 
� Review the records of the five residents sampled for documentation of: 

• Screening and eligibility to receive the vaccine;
• The provision of education related to the influenza or pneumococcal immunizations (such as the benefi1s and potential side effects):
• The administration of pneumococcal and intluenza vaccine, in accordance with national recommendations. Facilities rnust follow the CDC

and ACIP recommc.ndations for vaccines; and
• Allowing a resident or representative to rduse either the influenza and/or pneumococcal vaccine, If not provided, documentation as to why

the vaccine was not provided.
7 For surveys occurring during intluenza season, unavailability of the influenza vaccine can be a valid reason why a facility has not 

implemented the influenza vaccine program, especially during the early weeks nfthe influenrn season. Ask the facility to demonstrate that: 
• The vaccine has been ordered and the facilicy received a confirmation of the order indicating that the vaccine has been shipped or that the

product is not available but will be shipped when the supply is available; and
� Plans arc de,·elo":.!d on how and when the vaccines arc to be administered 

•• , • ... J 
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Infection Prevention, Control & Immunizations 

D As necessary, determine if the facility developed influenza and pneumococcal vaccine policies and procedures, including the identification 

!
and tracking/monitoring of aH facility residents' vaccination status_

· 8. Did the facility provide influenza and/or pneomoeottal immunizations as required or appropriate? 0 Yes D No F883
--
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EXHIBIT 

i���e 
DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Mcdirnrc & Medic-.1id Services 
7500 Security Boulcval'd, Mnil Stop C2-21-l 6 
Billtimm·e, Ma1yland 21244-1850 CMS 

CfNIL�S fON Ml lll(�N� II Ml lll(AIIJ S[HVICI � 

Center for Clinical Standards ai:id Qu.,lity/Quality, Safety & Oversight Group

DATE: Mnrch 4, 2020 

TO: State Survey Agency Directors 

FROM: Director 
Quality, Safety & Oversight Group 

Ref: QSO-20-13-Hospitals 

SUBJECT: Guidance for Infection Control and Prevention Concerning Coronavirus Disease 
(COVID-19): FAQs and Considerations for Patient Triage, Placement and 
Hospital Discharge 

Mc.morunclum S1111111111rv 

• CMS is committed to taking critical steps to ensure America's health care facilities and
clinical laboratories are prepared to respond to the threat of the COVID-19.

• Coordi11a1ion with the Centers for Disease Control (CDC) and local public health
departments - We encourage all hospitals to monitor the CDC website for infonnation and
resources and contact their local health department when needed (CDC Resources for Health
Care Facilities: hllJ���'..£1k.:i:11v 1 ·on11 r,vir ,-.,211 I '>-nc:11\•: callhr:;ir�-lucill1k-.•i11 k:-..llli!!l).

• Hospital Gui,tance attd Actions- CMS regulations and guidance support hospitals taking
appropriate action to address potential and confirmed COY JD cases and mitigate transmission
including screening, discharge and transfers from the hospital, and visitation.

B11dq,:.ru1111<I 

The Centers for Medicare & Medicaid Services (CMS) is committed to the protection of patients 
and residents of healthcare facilities from the spread of infectious disease. Tnis memorandum 
responds to questions we have received and provides impo11ant guidance for hospitals and 
critical access hospitals (CA H's) in addressing the COVID-19 outbreak and minimizing 
transmission to other individuals. Specifically, we address FAQs related to optimizing patient 
placement, with the goal of addressing the needs of the individual patient while protecting other 
patients and healthcare workers. 

Guidance 

Hospitals should monitor the CDC website (l!Ups://www.cdc.:.gov/com1wvirns/20_l_9 .. 
nn n .'i11dL'\ him I) for up to date information and resources. They should contact their local health 
department if they have questions or suspect a patient or healthcare provider has COY ID-19. 
Hosritals should have plans for monitoring healthcare personnel with exposure to patients with 
known or suspected COVID-19. Additional information about monitoring healthc11re personnel 
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is avai lahlc licl'c: I 11 !I 1:;:iiw11·1, .1·,k ·L'.' 11' ·,·1_,n ,11;11 i 1_11<!'!J '_J _ 11l:\ 11Jl1,p,!��t11, l,1111. , .. , i:-.k -·1•,':,·_,111,:111
l�•:J' l1i11il

( ;11id:111t·1• for :\dtlrl·ssi11f.( l'atirnt Tri:11.:1· and l'lun:111l'llf of f'utients wiU1 known or 
.�,1.�fll'rll'd ('OVll>-f'J 

Which patients are at risk for severe clise:ist: for COVJ0-19'! 
8ased upun CDC data, older a<lulls and those with underlying chronic medical conditions or 
i111n1unocompro111ised state may be most at risk for severe outcomes. Thi� should be considered 
in the decision to monitor the patient as an outpatient or inpatient. 

How should facilities screen visitors and patients for COVID-19? 

I lmpitals should identify vi!iitors and patients at risk for having COVID-19 infection before or 
immediately 11pon nrrival to the healthcare factlity. They should <1sk patients about the 
following: 

1. Fever or symptoms ofa respirntory infection, such as a Cl1ugh and sore Lhroal.
2. lrilernational travel within the last 14 days lo restricted countries. For updated

information on restricted countries visit: .ltUL''•.:/[1, !\"\_,nk.t,,_,vLL:_1•.[<11J:1�irn.:c(J()_I 1�
11cov/1 ravclcr·s/incicx.htm I

3. Contact with someone with known or suspected COY ID- I 9.

For patients, implement respiratory hygiene and cough etiquette (i.e., placing a faccmask over 
the patient's nose EJ11d mouth if that has not already been done) and isolate the patient in an 
examination room with the door closed. lfthc patient cannot be immcdiHtely moved to an 
examination room, ensure they are not al lowed to wuit among other patients seeking 
care. Identify a separate, well-venLilakd space that allows waiting patients lo be separated by 6 
or more feet. with easy access to respiratory hygiene supplies. In some settings, medically-stable 
patients might opt to wait in a personal vchick or outside the healthcare foc:ility where they can 
be contacted by mobile phone when it is their turn to be evaluated. 

Inform inrcction prevention and control services, local and state public health authorities, and 
othcr healthcare facility st;iffas appropriate about the presence ol·a person under investigation 
for· COVID-19. Additional guidance for ev:1luating patients in U.S. tor COVID-19 infection can 
be found on lhe COC: C( )V 11 )-19 wcbsik. 

Provide supplie� for respiratory hygiene nnd CLiugh etiq11cttc, including 60%-95% alcohol-based 
h;ind sanitizer (AB! IS), tissues, no touch !'eceptacles tor disposal, facemasks, and tissues ut 
hcallhc<11·e facility entrances, wailing rooms, palicnt check-ins, etc. 

How should facilities monitor or restrict health cal'c facilitJ staff' 
The same screening performed for visitors should be performed for hospilJI staff. 

• Health care providers (HCP) who have signs and symptoms ofa resri1·atory infection
should not rcpon to work.

• Any staff that develop signs and symptom� of;i respiratory infoclion \Vhile 011-thc-_iob,
should:
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o Immediately stop work, rut on a face1nask, and self�isolatc at home:
,l l11forr11 the hospital's infection prevcntioni.�t, nnd include information on

individuals, equipment, and locations the person curne in contact with; and 
o Contad anJ follow the local health Jeranment recornmemlations for next sters

(e.g., testing, locations for treatment).
• Refer to the CDC guidance for exposures that might wcirrant restricting asymptomatic

hcalthc.;are personnel from reporting to work. (l_1,1IJ1\;(,\) \�11·.�(!£,L\111_,_..p,1'.1111 i, 111/.'_(ll'��
lh ·,!'·,I 11·11, !..'..I! id;1J_1_1;� · Ji �k ::i;;�v·,11_1L'l)I -I 1L·11 1111111).

I lospitals should contact their local health department for questions, anct frequently review the 
CDC website dcdicaceJ to COVID-19 for health care rrofossionals 
(L11111,:·/1111 ".,·t.lf_.l_',il.'{�L'111•p11,1yir11.J.1.1J I 1l-11l ·, ,\111iq1/i11d1:�,l111))1).

What are recommended infection prevention and control practices, including 
considerations for patient placement, when evaluating and care for a patients with known 
or suspected COVID-19'! 

Rccummcndations for patient placement a11d other detailed infection prevention and CLJntrol 
rcco1rnnendatio11s regarding hund hygient:, Transmission-Based Precautions, cnviron111entul 
cleaning and disinfection, managing visitors, and monitoring and managing healthcare personnel 
are available in the CDC lntcrirn In e.ction Prewntiu11 und_C _o11!r_o_l lZ�·�QJlll.TICT1dntion,� l'or 
[)qlic11_t'.i__,\:ith Confi1·nJ�CoJ:.Q!lft_yln s l2it1.c.Q.s� 4.[)_l_iL('(}Y.IJ )-1'.)) ,11 l'•T�1111� 111Hli;_1· __ !J1:,,_�·\\!�;11i,111 
L1 1 r ( '( lV]l)-J l) _ii) u�id1l1v;1n· Sft!iQg� 

Do all patients with known 01· suspected COVlD-19 infection require hospitalization? 
Patients may nut require hospitalize.ti n and can be managed at home if they are able to comply 
with monitoring requests. More information is available 
here: IJl!P' :_//w '"\' -�·-d�- ,!..'\.!..Yin ,p 1 1u1v_inJ';(�ll l '!-_1_1_n ,,Jl_i_L'.11/g1_1 id,11ll'L" I 11111,1_1.· �-:11\)11111 I 

Arc there SJlecific considerations for patients requiring diagnostic or therapeutic 
interventions? 
Patients with known or suspeded COVJD-19 should continue to receive the intervention 
appropriate for the severity of their ii Ines and overall clini al condition_ He�iuse some 
proccd11n:s Crt at high risb ti..,r transmission (e.g., inluba1io11) udditionol precautions include: I) 
HCP sl ould, car all recommended PPE, 2) the number r H P present should b� limitt:<I to 
essential personnel, ilnd 3) the room should be cleaned and disinfr ·tcd in accon.lance with 
environmental infection contrnl guidelines. 

Additional i11fc1mrntion about performing aerosol-gencrnting procedures is availubl..: 
here: 1111;1�:i/11:111._1· dL· �111 il·Nonavil'lls/20 I CJ-11cov/inkctiu11-control/co11t_rol-
rec< 1111111 en da r ions.Ii I ml 

When is it sufe to lliscontinue Transmission-bas�d Precautions for hospitalized pati(•uts 
with COVID-19'! 
The decision to discontinue Tr:msmissic,n-Uascd l'1n,11lli,)11·. ror hospitalized patients with 
COVID-19 should be made on u case-by-case basis in consultation with clinicians, inl'eeti,111 
prcvcntinn arnJ control specialists. rind public heallh ortici,lls. This decision should consider 
discase severity. illness signs .ind symptoms, and results or laboratory testing for COVID-19 in 
respiratory specimens 

!'age 3 ol'<i 
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More detailed information about criteria lo uiscontinue Transmission-Uascd Prccm,tions iire 
ava i!J1blc hcn.:: 11 ll v,::'il\·1,·11· xtlc. '._!( ivll't 1n ,, 1;11 i rn:J.10 I 1)-1i.:t>vll11:1Hdi ·,111_1:.i_l i,.111:-J 1, 1:;1 iiI;il i_:cd
11:1li,·11I·,.l1_1111I 

Can hospitals restrict visitation of patients? 
Medicflrc regulations require a hospital to hRvc wrillen policies and procedures regarding the 
visitation rights of patients, including those setting forth any clinically necessary or reasonable 
rL�striction or limitation that the hospital may need Lo place on such rights and the reasons flJr the 
clinical restriction or limitation. CMS sub-regulatory guidance identifies inft::ction control 
concern as an exmnple or when clinical restrictions may be warranted. Patients must be 
informed of his/her visitation rights and the clinical restrictions or limitations un visitation. 

The dcvclormenl of such rolicies and procedures require hospitals to focus efforts on preventing 
and Ct1ntrolling infections, notjusr between patients and personnel, but also between inuividuals 
across the entire hospital setting (for example, among patients, staff: and visitors) as well us 
between the hospital and other healthcare institutions and settings and between patients and the 
healthcare environment. Hospitals should work with their local, Sltltc, and Fedcrnl public heal1h 
agencies to develop appropriate preparedness and response strategies for communicable disease 
threats. 

What arc the considerations for discharge to a subsequent care location for patients with 
COVID•l9? 
The decision to discharge a patient from the hospital should be made based on the clinical 
condition of the patient. lfTransmission-13ased Precautions must be continueJ in the subsequent 
setting, the receiving facility must be able to implement all recommended infection prevention 
and control recommendations. 

Although COYID-19 patients with mild symptoms may be managed at home, the decision to 
discharge to home should consider the patient's ability to adhere to isolation recommendations, 
as well as the potential risk of secondary trnnsmission to household members with 
immunocornpro1nising conditions. More information is available 
here: ht I [)��/.11\ \'.'.�:\ ._..:d1.g1_l)'.li,J lJ"l lll!.! Vi J"_h!••i 2 O_ I ()�1 _11.:( 1y/!.l1::.11,gu_il[a11,:_l'.:.l!( l!JI,'," '.':ill:.•,:..l.u.u1 I

·what arc the implications of the Medicare Hospital Dischaq�e Pl:111ning Regulations for
l'atic11ts with COVID-19?
Medicare's Discharge Planning Regul111ions (which were updnted in November 2019)
requires that hospital assess the patient's needs for post•l10spitnl services, and the availability of'
such services. When a patient is discharged. all necessary medical informatiou (including
communicable diseases) must be provided to any post-acute service provider. ror COYJD-19
patients, this musl be co111municatcd to the receiving scrvicl.! provider prior to the
discha,·gc/trnnsfer and to the healthcare transport personnel.

Can hospitals restrict visitation of patients'! 
Medicare rcgu!Jtions require a hospital to havi.; written policjes and procedures regarding the 
visitation rights of patients, including those setting forth any clinically necessary or 1-ccJSC)nablc 
restriction or limit<1tion that the hospital rn:iy need Lo place on such rights and the reasons for the 
clinicnl restriction or limitation. CfvlS sub-regulatory guidance identifies infection control 
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concern as an example of when cli11ical restricli\ms rnny be warrnntl:d. Palients rnust be 
infurmed of his/lier visitation rights anJ the clinical restrictions or li1nit<1tions on visitation. 

The development of such rulicics ,ind procedures rcquin: hospitals lo focus efforts on preventing 
w1d c011trnlli11g infections, not just bet,veen patients and rersonncl, L,ut nlso bdwccn individuals 
across the entire [ll)spital setting (for example, among patients, suiff, and visilllrs) Ll', well as 
between the hospitnl and other healthcare institutions .J11d settings and bdween patients and th<' 
hcalthcnrc environment. I lospitals sl1ould work with their locnl. State, and Fcdl:rnl public health 
:11�c11cics to develop appropriate prepnrcdness and response str:itegics for communicable disease 
threats. 

Important CDC Resources: 

o CLJC Resources for I !cal Iii Ca1·e Facilities: I i_l.lJl\:JJ'1 :'· 1v .1·1.J, ·ll' )','-'l."li2W11• i 1·11,; 1 .'. t l I 1J 

1�c_ov/hc_al1l1cur�_-foc i I it ies/im[es.html
• CDC Updates:_l_i.f lJ1 _:,;//1v�\'."'.•_l'.dL:.!:_'1 ivh·m, 11wvin�/20 J 9-ncuv/wh,lts-new-al I ,ht111l
• CDC FAQ for COV ID- I 9: I lj li'"://\)'.11'.W,s,;_LJ�· ,8_i_til't]i, 111,1vi l'l1:-,I; () I 9-11-,:111 /j 1_1 l�t.:1 iu1J­

t.:1 •nlnd/i II l_i.:d i, •t 1-11rL·1'L'I 11 i1,11_•c1111 In d-li1q. hi rn l
• CDC lnterilll Infection Prevention and Control Recommendations for Patients with

Confirmed Coronavirus Disease 2019 (C0\/1D19) or Pi;:rsons Under lnwstig:1tion for
COVJl).] ll in I Icalthcare Settings.: hltps:/1\1 ww.rtk.g111fr11r1>11:1, irus/21)1 11-
11cov/in fctlion-

control/con trnrc ommcndations.h lml?CIH · . \A rl'l'V:d Iii l ,s·:.r,,.IA'1/.,2F':I.,! h," ".,·
tk.t•m '!I., 2 l•'n1rn11:1 \' i n1s'¼, 2 li'ltl I 'l-lll'U\''1/,, 2 Fhi._: 1'1/,, 21-'i II krliun �1·1111 I r11l.h I Ill I

('I)(' 1 lp(lult's: 

l_11_l [\',;//w1y11·.uk J:1 i_v/c, in 111,1yiJ11�/20 I 9-ncov/what;-11cw-:1 I l .ht111 l 

Ci\·lS Resources 

CMS has additional guidance which may be beneficial lo hospitals related to [!VITAL/\ 
rcqliiremcnts and other topics surrounding the health c1nd saldy stnndmds during emergencies. 
The document Provider Survey and Certification Frequently A�kcci Questions (rAQs), Ol'.ciared 
Pub I il'. Health Emergency A! I-Hazards arc locaterl at b1J1 1•, J/11 ,,_,v,�- 1_1J).g1 w/i\ I �·\lji,:_:1t�_/l)i:11.1 i I kr:
I 111:si) 11 l]l'I ii ;11_1ll ( .l'I / i,l_il';,11 it ,_n/S11rwyt

. 
l'I 11: I II l'i'�.I \�'J!il )111\ Li l\ql_l_..' \I [_I LI_/ ;11�,L _I '.\ ( .':, ,[llu·. These 

FAQs are not limited to situations involving J 13.'i Waivers, but are all e11conir,1ssing l-'AQs 
related Lo public. health emergencies and survey ,i-.:tivitil'.s and !"unctions. 

Contm:t: <)uestions about !his me111ora11du1n should be adclresscd 
to ( .)\ ( J( ,_I .11Jl'I L'. l'I 1-;_1 I 'r .__·1•·, 1·1:111 ,./_ii 1-. �l__l\. Questions abtlll l COY ID-19 gu ida11Ce/sci-een ing 
criteria �hould be acldrcssecl tt, 1he StJte Epidemiologist or other responsible �tall: ur luc,11 public 
health of1icials in your state. 

Effc1:tivc Oatt": l1111m�dialely Thi':i p\llicy should be co111111u11ic,11ed with Hil �urvey and 
certifkaLion stafl'. their managers mid the Strite/Regional Orticc training coordinators 
i 111 mcd intc I y. 

/s/ 
l")nvid R. \V1 ight 
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DEPARTMliNT OF HEALTH & HUMAN SERVICES 
Centers fOJ· Medicare & Medicaid Se1vices 
7500Sccurity Boulev.ird, Mail Stop C2-21-16 
Baltimore, l\faiyland 21244-1850 

Center for Clinical Standards and Quality 

DATE: March 4, 2020 

TO: State Survey Agency Directors 

FROM: Director 
Quality, Safety & Oversight Group 

CIVI 
nNrtMS fOH MflllC"AMl,. MOJICI\IIJ SI NVI( l� 

Ref: QSO-20-14-NH 

SUBJECT: Guidance for Infection Control and Prevention of Corona virus Disease 2019 
(COV ID-19) in nursing homes 

Memorandum Summary 

• CMS is committed to taking critical steps to ensure America's health care facilities
and clinical laboratories are prepared to respond to the threat of the COVJD-19.

• Guidance for Infection Control and Prevention of COVID-19 - CMS is providing
additional guidHnce to nursing homes to help them improve their infection control and
prevention practices to prevent the transmi:ssion ofCOVID-19.

• Coordination with the Centers for Disease Control (CDC) and local pubHc health
departments - We encourage all nursing homes to monitor the CDC website for
information and resources and contact their local health department when needed (CDC
Resources for Health Care Facilities: hllps:/1' W\\'._'tk.gov/tur 111:ivirns/�0 I lJ.
!ln•'!.L!1�·.ill!ll..:ari.:-ll1l'iliLi ·. /imli:x.hlill ).

Baclu:rn11111l 

CMS is responsible for ensuring the health and safety of nursing homes by enforcing the 
stand;irds required to help each resident attain or maintain their highest level of well-being. In 
light or the recent spread ofCOVI0-19, we're providing additional guidance to nursing homes to 
hdp control and prevent the spread of the virus. 

Guidance 

Facilities shou Id monitor the CDC website for information and resources (links below). They 
should contact their local health department if they have questions or suspect a resident of a 
nursing home has COY ID- I 9. Per CDC, prompt detection, triage and isolation of potentially 
in fcclious patienls arc essential to prevent unnecessary exposures among patients, healthcare 
pcrsonncl

t 
and visitors al" the facility. Therefore, facilities should continue to be vigilant in 

identifying any possible infected individuals. Facilities should consider frequent monitoring for 
potcnlial symptoms of respiratory in1ecrlon as needed throughout the day. Furthermore, v.-c 
encourage facilities to lake advantage of resources that have been made available by CDC and 
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CMS to train and prepare staff to imrrovc infection control and prevention practices. Listly, 
facilities should maintain a person-centered approach to care. This includes communicating 
effectively with patients, patient representatives and/or their family, and understanding their 
individual needs and goals of care. 

Facilities experiencing an increased number of respiratory illnesses (regardless of suspected 
etiology) among patients/residents or healthcc1re pa.sonnet should immediately contact their local 
or slate health department for forther guidance. 

In addition to the overarching regulations and guidance, we're providing {he following 
information (Frequently Asked Questions) ahout some sreci!ic areas n:lated tn COVID-19: 

(;11iila1H�l' for Limilill!! lhc Transmission of' COVI D-1 CJ for Nursill!! I lumc!'i 

How should facilities monitor or limit visitors? 

Pacilitics should screen visitors for the following: 
I. International travel within the last I 4 days to restricted countries. For upcfated

information on restricted countries visit: )illp
""'
-;_:_i.1,\\\\'�.cds.,��•,1�\i1r1111,1�·i1w-i.1 (1 I 11. 

ngiv/tra velers/index.htm I
2. Signs or symptoms ofa respiratory infoction, such as a fever, cough, and sore throat.
J. Has had contact with someone with or under investigation for COVID-19.

If visitors meet the above criteria, facilities may restrict their entry to the facility. Regulations 
and guidance related to restricting a resident's right to visitors can be found at 42 CFR 
94SJ. I 0(()(4), and Ht f-tag 563 of 1\n1).i.;l)�li0\.l�J�_ol'll_1c,'i_lah: ( )12_�1:Ui•..J.II> f\1_1;11111.il. 'pedfically, a 
facility mc1y need to restrict or limit visitation rights for reasonnblc clinical and s1ifoty rensons. 
This includes, "restrictions plc1ced to prevent community-associated infection or communicable 
disease transmission to the resident. A resident's risk factors for infection (e.g., 
immunocornpromised condition) or current health state (e.g., cml-of-lifc care) should be 
considered when restricting visitors. In general, visitors with signs and symptoms ofa 
transmissiblt; infection (e.g., a visitor is febrile and exhibiting signs anJ symptoms oran 
influenza-like illness) should defer visitation until he or she is no longer potentially infectious 
(e.g., 24 hours alter resolution of fever without antipyrctic medication).'' 

How should facilities monitor or restrict health care facility staff? 
The sume screening perlorrm:d for visitors should be performed for facility staff(numbcrs I, 2, 
ilnd 3 above). 

• Health care providers (HCP) who have signs and symptoms ofa respiratory infection
should not report to work.

• Any staff that develop signs and symptoms ofn respirntory infection while on-the-job,
should:

o ltnineciiatcly stop work, put on u facernask, and self-isolate al home;
o Inform the facility's infection preventionist, and include information on

individu,ils, equipment, and locations the person came in contact with; and
o Contact and follow lhc local health department recommendatit>ns for next s1ers

(e.g., testing, local ions for treatment).
• Reier to the CDC guidance for exrosures that mighl w,ma11t rl·stricting asymptomatic

heall!1carc personnel from reporting to work ( Ii! 1p:,:�111111•, -�:dl
0

:•t11·/_, ,_.1�_111:11 _ii u·,i /_f I I 1 J •
! 11:, I\ '!�I•'�' I IJ.1 l:1 Ill,: ·1"1 ::h-LI.S'•D.ll\�:.11H1�"j_•,hl I I 1 I),

Pagt:2 ul 4 
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racilities should contact their local health department for questions, and frequently review the 
CDC wcbsitL: dedicated to COV]t)-19 for health Cilfe professionals 
()111 p·-: l-\1 11 11 .c1 k, !.'ovk_11r, 111; ,v_i ru ,f.10 I 1)-11( ·, 1 V.t/iq i/i ndn, I 11111 I).

When should nursin!! homes consider transferring a resident with suspected or confirmecl 
in fcction with COVID-l 9 to a hospital'! 
Nur:ing homes wirh re.sidents suspected of having COVIL>- I<) i11lection !)ltoulJ ·ontact their li>cal 
ht: Ith de1 aruncnt. R"sidcnls inl'cctcd wilh ( Vlf)-19 may vary in se erity from lnck of 
symptoms rn mild or even: symptoms or fatality. Initially, symptom-� mayb mild :\nd not 
require: trnn for ro a hospital a long as the: focili!y c1111 follow the inlccLion prevention and 
cpntrol practices recommended by CDC. Facilities without an, irl>ornc Lnft.:c1ion isnllllicm roo,n 
(l\llH) arc not re 1uin:tl Lo tr:mster thi: paticril assuming: I) tile patient docs not require a highel' 
I vel or<.:arc aml 2) the lilcilit can adhc1· • to the rest of the intcction prevention and control 
practices recommended for caring for a resident with COVID-19. 
('1/1 jb: ::I\\\ \I .l'( il'. tl Iv{ : .. uu_,_llil_\' in j\/,t l I 1.)_r}t,;i) v'.inJi:U_il lll:Y' ll\ I r:[l I/_CJllH u>l-1 c_i.;, II J_l \ I1 (III I :IJ.i �ll \.'>. I 11 I I u) 

The resident muy develop more severe symptoms and require transfer to a hospital fol' a higher 
level oCc,m:. Prior 10 Iran fer, emergency medical services and the receiving fai..:ility slrnultJ be 
alerted to the resident's diugnosis, and precautions to be taken including placing a fai..:cmc1sk Dn 

the resident durin tran. fer. If the p 11enl docs not rl!quin: hospitaliLalion th y can be discharged 
ro home (in C{lnsultution with stale or lm:al public health authorities) if deemed medically and 
·ocially il.Hlllill!t"i.1J_\i,:. Pending transfer or discharge, place a fo(:cmask 1)n tl,e patient and isolate
him/her in a room with the door 1.:-losed.

'When should a nursing home accept a resident who was 1liagnoscd with COVID-19 from a 
ho ·pilal? 
A nursing home can ac·ept a patient diagnosed witli COVID-19 and still underTrn11smissin11-
b:1scc.l Precautions for COVlD-19 as long as it can follow .I)· guiJanc.:t.: for Lrans111ission-ba.,1.;d 
precnutions. It· a nur. i11g ho, 1e cannot it must wail until he. c: pn:cautions ar discontimrctl. 
CDC has released l!.!_1_�_t_'.ll!J_(i!.!l<J_;,t1},;£ l.b_r Dist,:�)!lU!..IY.ill!! IJan2,1111��11111-ll:1-.l'd Pl'�'rw.11in11:-111 I!!_: 
_I1� 111_,_L'. 1•1(_1[,_1li!!J!J1..�1:_1�£l:!,_1111�_\_y i_llJ I abu,r;_il\•J'.Y ·�·otliirmed COVID-19. Information on the dllration 
or i1itectivi1y is limited, ant the interim guidance ha:s bc:cn dr.:vclopcd with avnilabk information 
from sirn i lar coronavil'llse:,. (l)C stares that decision 10 discontinue Tran:,;m ission-based 
Preci\utions in hospitals will be mndc on a case-by-�a t: ha is in t n. ultmiun with clinicians, 
inlection prnvcnliun and control speciali�t·, and public heu th ol'ficial�. l)isco11ti1111alion will be 
basl·d on multiple foctors (see current CDC' guidance for ltrrther details). 

1 c 1c: Nursing homes should admit any incJividuuls that they would normally admit to tht'ir 
l"acility, including indiviclLrnls from hospitals where a case ofCOVID-I9 was/is µremit. 

Ott1cr co11_-;ideratio11s l'or facilities: 
• Rcvic�v CDC guidance for Infection f'1eve111io11 und Colltrol Rccommendntions for

Patients with Confirmed Coronavirus Disease
2019: l1JJ.1••,;l,\1 \\'\_\ .1·tk.�i,,v.',:ti11111:11 ir11.< HI I9-�1cuv/inkqi_gr1-u_i111rol/w11trol_­
rec9_rn111_e11t[atio11, htmJ

• I ncreasc the a vai la hi lity and acccssibi I ity of" alcohol-bast:d hand san i tii'.cr (!\ Bf IS).
tissues, no touch receptacles for di�posal, anJ i'c1cernasks at hcnlthcarc facility entrances,
\'v'aitin� ruoms, patient check-ins. etc.
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o Ensure ABHS is accessible in all resident-care areas including inside and outside
resident rooms.

• Jncrense signage for vigilant infection prevention, such as hand hygiene c111d cough
etiquette,

0 Properly clean, disinfect and limil sharing of medical equipment between residents and
areas of the facility.

o Provide additional work supplies to avoid sharing (e.g., pens, pads) and disinfect
workphlce nreas (nurse's station'>. phones, internal radios, etc.).

\-Vhat other resources are available for facilities to help improve infection control and 
prevention? 
CMS urges providers to take advrintage of several resources that ure availahk: 

CDC Rcsom·cr 
• Infection preventionist training: )111 ps;//�y�v_1\.:£tlu0.dli ,qgJ.\:·1:i111,;:11,.';'i111k:·,.liwl1
• CDC Resource.� fol' I lealth Cun.: Facililics: hlll!!,://111\•11 .,·d_o.,:,guvh·l•1·t,11_;1vi111: !21) I 1 >

11 c,v/hcall hcarLc·.fllc i Ii I ics/in0�-A,h t_ml 
• CDC U pdates:J1 �lp\;(/_,�'.�.W .. .\J.l!:'.�i'1i.1:/�:0 r9onvi r_q.sl2(U 2-.n�ov/wh.1ts-11e_\\l-al I. ht111 I
• CDC FJ\Q for COY ID- I 9: ii 1!11:,:ff.\v,v" ,�:ili: ._g1 �vt.,-i211 ,q;11 ims:'�O l_'J-:_1�:1l�[i111;•\'l 1< ,,1

L ! �1.u1_�1.l/i_11{\:ytil..!!l .:.[ 1n:v1:111 /_('!I ���:!il) l.'�t./ �.l0LJ ,)-1.1 U 1.I

C J\,k Rcso u rte,\: 
• Long term cal'c facility- lnfecti n control sctr-nsscs ·11ll;nt

worksheet: /.lllps:/M t·p.1,;11J5.!.!ov/d:u_al25J(1\._ '\1.1_!'fill�1�•t.!:..J.!1 lecl �Jtt(.<_t!.l!!!!LW\.'Xli.'.'.ltv ·1
lt-x-1 11,os. ,dt

• Infection control toolkit for bedside licensect'nurses anJ nurse aides ("flead to Toe
In feet ion Prevention (112T) Toolkit''): DJ!n,:l/\\·Ww .t:11_1�.g,\>�'.lfx_l_t:d i ·a1s!l.'.tJt�-�J�1:
1::11mll11.1ent-:11w..-C1_;L! i r �;!! i��u/�111:y�·y( \'.rt i licati<2nGcn.(n fo/1.,; LC-CM P- Rei11_vestmrn(

• Infection Control and Prevention regulations nod gui lance: 42 CFtt ,18 '.80, Appcndi. PP
or the tate Operations Manual. .'ee , .. _tug 8 'O: hl[p•• . .'t, w\\•.�111,. :1,v/�;h.:di(;,1rdl'r!1yi_di.:r­
l.:.111:!i!!mi..u.t:-a11�J-('1.:c1 [li.catipn�itJ,lilu1.1 ·c i1!J:L:1_1h,'\11_l.ll{....;g1_1_!i!l•l111 ·/l 1.!2� 1 l_!l;1ili1:\ p1w,nlL :
PI>- ',\;11 l'-/)p�r:il i1111 .,_ M ,111 llil 1 .. pdJ

Contact: Email I >NI I_ f"ri:1gl'l'l'.tlll-'//ll'Jw;,hh•;.1�11\' 

Effective Date: l111mediatcly. This polic.y should be communicated with all survey and 
certification staff their managers and the Stale/Regional Oftice training coordirrntors 
immediately. 

Isl 

Dnvid R. \Vright 

..:c· Survey and Orerations Group ,\fanagement 
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DEPARTMENT OF HEALTH&: HUMAN SERVJCES 
Centers for Medic,ne & Medicaid Services 
75UU Security Boulevard, Mail Stop C2-2l-16 
Bnllimore, Ma1ylm1d 21244-1850 

Center for Clinical Standards and Qu.llitv. Quality, Safe 

DATE: March 9 1 2020 

TO: State Survey Agency Directors 

FROM: Director 
Quality, Safely & Oversight Group 

Ref: QSO-20-16-Hospice 

SUBJECT: Guidance for Infection Control and Prevention Concerning Coronavirus Disease 
2019 (COVID-19) by Hospice Agencies 

Mcmorn111l11111 8u11111111ry 

CMS is committed to protecting American patients by ensuring health care facilities have 
up-to-date information to adequately respond to COVID-19 concerns, 

• Coordination with the Centers/or Di.�·ease Control and Prevention (CDC) and local
public heultll departmenls • We encourage all Hospice Agencies to monitor the CDC
website for updated information and resources and contact their locnJ health department
when needed (CDC Resources for Health Care Facilities:
hlli,s://www .i.:llsgnviL'11rn1111v irus/.1 11 I 1>-11i.:.ov/111:nl I hi.:111"1:-li1l·i I it ii.:�/lntkx.ht 111 I).

• Ho.\pice Guida,ice and Act/um· - CMS regulations and guidance support Hospice
Agencies raking appropriate n.ction to address potential and confinned COVID cases and
mitigate transmission including screenins, treatment, and transfer to higher level care
(when appropriate). This guidance applies to both Medicare and Medicaid providers.

I laclign,11 ntl 

The Centers for Medicare & Medicaid Services (CMS) is committed to the protection of patients 
and residents of healthcare facilities or homecare settings from the spread ofinlectious disease. 
This memorandum responds to questions we have received and provides important guidance fo,· 
Hospice Agencies in addressing the COVI0-19 outbreak and minimizing transmission to other 
individuals. 

Guidance 

Hospice Agencies should regularly monitor the CDC website (see links below) for information 
and contact their local health department when needed (!.illp�/6_, w1, .nk.!!111/lt11'1111avirw,:.!tl I 'l-
11l·l_,v11, h, 1 -11t11"-:dl.h11nl). Also, hospice agencies should be monitoring the health status of 
patients, residents. visitors, volunteers, and staff under their care setting for signs or symptoms of 
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COV 10-19. [>er CDC, prompt detection, triage and isolation of potentially infectious patients arc 
essential to prevent unncccss.iry exposures cirnong patients, healthcare personnel, and visitors at 
the facility. For exposed staft; hospice agencies sl1ould {;unsider frequent monitoring for potential 
symptoms of COV ID-19 as needed throughout the day. 

In addition to the overarching regulations and guidance, we bave provided the following 
in Formation (f'requcn tly /\sked Questions) about some specific areas related to COY ID-19: 

C11idH11n- for 1\ddrcssi11c ( 'OVID-19 in llospicrs [111-patic11I 111dls. 11 11rsi11c, l'adlilil·.�, 
ll�si ·rctl li,·i11 ,. hos iilnls 111111111111H' sell in•$ 

Which patients arc at risk for severe disease from COVJD-19? 
H<1sed upon CDC dala, older adlilts, those with underlying chronic or life-limiting medical 
conditions such as hospice patients are presumed to be at greater risk of poor outcomes when 
infected with novel coro11c1virus. 

Refer to the CDC guidance for people at higher risk: hllps://www.L·dc,guy/1:u1c111:1viru�,11o I l). 

11<.'t 'v/•,pc·c i Li,:- L'J' 11 I jl'! :1_1irli-1·i•.k ·('\ li llJ'J i�;1ti1 llls, Ii I ill I 

How should providers screen visitors and patients for COVID-19 in a Hospice that 
provides short-term in patient care directly or in an inpatient unit of another facility'! 

Hosµices should identify volunteers, visitors and patients at risk for having COVJD-19 infection 
before or immediately upon arrival to the inpatient unit. They should be asked about the 
following: 

I. International travel within the last 14 days to countries with sustained community
transmission. for updated inform.ition on affected countries visit:
lwp.-..:/i)�'-.\}\,rc_l�g_uvkon1navinrs/2019-nc v/t ·a el.(2rs/' ndex.html

2. Signs or symptoms of a respiratory infection, such as a fever, cough, and sore throat.
3. In the last 14 days, has had contact with someone with or under investigation for COYID-

19, or are ill with respiratory illness.
4. Residing in a community where community-based spread ofCQVll)-19 is occurring.

For patients with respiratory symptoms, implement respiratory hygiene and cough etiquette (i.e., 
placing a focemask over the patient's nose and mouth) and isolate the patient in a private room 
with the door closed. If the patient cannot be immediately moved to an private location, ensure 
they arc not nllowed to wait among other patients who reside in the inpatient unit. Identify a 
separate, well-ventilated space that allows patients to be separated by 6 or more feet, with easy 
access to respiratory hygiene supplies. 

Medicare requires l lospicc Agencic� Lo rrovide appropriate medical supplies for respiratory 
hygiene and cough etiquette, including 60%-95% alcohol-based hand sanitizer (Al31 IS), tissues, 
no touch receptacles for dispos:11, facemasks, and tissues at healthcare facility entrances, 

Inform infection prever1tion and control services, local and state public health authorities, and 
other heal th care foci lity staff as appropriate about the presence of a person under investigation 
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(PUl) for COVID-19. For hospice patients with symptoms. determination about whether or not 
Lo conduct diagnoslic testing versus presuming a positive '"'OVID-I q diagnosis (hosed 011 his/her 
symptoms and cxpo�ure) should be a dc-:ision among 1he patient, patient representative, hospice 
agency mid state and local public health auchority. Additional guidann: for evalu11ring puticnts in 
U.S. for COVID-19 i11fection can be found on the CDC (0.VIQ-J_9 \<\:�bs,ile. 

How should hospice programs monitor or restrict hc:ilth care staff or hospice volunteers'? 
The same screening performed for patknts and visitors shoLild be performed for hospice staff and 
volunteers, 

• 1 lealth care providers (HCf') and volunteers who have signs and symptoms ofa respiratory
infection should not report to work. 

• Anyone that dewlop signs and symptoms ol'a respiratory infection while on-the-job,
should: 
o Immediately stop work, put on a faccrnusk, and self-isolate at home;
o fnform the hospice's infection control manager/team to include information on

individuals, equipment, and locations the person came in c0ntact with; and
o Contact and follow the locEII health department recommendotions for next steps (e.g.,

testing, locations for treatment).
• Refer to the CDC guidance for exposures th al might waf'rant restricting asy11111tomatic

healthcare personnel or volunteers from reporting to work 
(ht I p,:l/,v 1,- ,, .t:tk.1•1 w/.,;1 ,n 111o1vi I'll 1}.'.! I 11-lll'�l\'.{hl· p{.g_11 id.i.lli:l'-risi-.-n'>�l'..,llll'I I l-hq,. 11 Ill 1 I). 

Hospices should contact their local health department for questions, and frequently review the 
CDC website dedicated to COYl!)-19 for health c11re professionals 
f!l!.!.J>':/:\v,1I\.uk.1!11vk1_1n 1n:_1viJ'\l' .. ·_1 ll I 1J-11.< ·< 1V/hq1/i1 tkx.htnli). 

\Vhcn n hospice patient is in 1111 inputient unit, what are recommended infection prevention 
and control practices, including considerations for patient placcrricnt, when evaluating and 
care for a pa1ienf with known or SUSJlcctecJ COVID-19? 
Recommendations for patient rlacement and other detailed infection prevention and control 
recommendations ore available in the l.!lJ(l',;/11\ 1,: I"' . .;(k,l,l.lll'.'.ii,:t)l'_�l1_!_,!__\.illl /�Ol 1l �llL'\lvli11 li.:L:l_it 1 1_1-

r,;g_11 u·oJ/cu1_1JroJ-r�c:um_1nQ!tr!ti�_i_c,ns,l1t111 l. 

Consider, where appropriate allowing certain types of volunteer activities to be performed via 
phone or other electronic tkviccs to minimize risk ofcx:pos11re in the event ol'a �uspecled or 
positive COVID-19 case. 

Oo hospice patients with known or suspected COYID-19 infection require hospitalization? 
I lospicc patients and/or their fo111ilics should carefully discuss care options with the hospice team 
lo cnsur� the goals ant.I wishes uf hospice rrntient are respected consistent with patient rights 
requirements. l>utie11ts can be managed at home if the patient i.s !;table. the environmental 
c.>xrosure to CO V l0-19 lo others in the household can be minim izcd, and if there arc appropriate 
inrectiun control precautions made and PPF. avail:1blc. 

Patients whose symptoms are exacerbakJ by COVJD-1() and cannot be adequalcly managed in 
the home setting, should be transtcrrcd to a hospice inpatient unit. More information is available 
herL': l1l[j•: : 11 ,., 11 ,-d, •:,11 :_·,11·,q1;11 i1·11•., _)11 I 'J:11,JII i'11·111:_•11i!l:1111.·1·-l11)1llt:-l'.tl'l•.h1n1I. 
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When is it safe to discontinue Transmission-ha.sect Prcl·autions inpatient hospice patients 
with COVID-19? 
The decision to discontinue Tran,mission-Bnst'd l'll\·,1111iu_1h for hospitalized patients with 
COY ID-19 should be made on a case-by-case basis in consultation with clinicians, infection 
prevention and control specialists, and public health officials. This decision should consider 
disease severity, illness signs and �ymptoms, and rc:sults of laboratory testing for COYID-19 in 
respirntory specimens. 

Currently, negative RT-PCR results frnm at least 2 consecutive sets of nasopharyngcal and throat 
swabs collected at least 24 lh)Urs apart are needed before discontinuing Transmission-13ased 
Pr..:cautions, A total of lour negative specimens arc: needed to meet this requirement. 

More demi led information about criteria to discontinue Transmission-Based Precautions arc 
avai lablc here: I 11 qi_:-, ://1y11 w ci]1 ,\•111 ;_\_·111\ ,11;1vi I u•. ·_(ll I 1_1-11l·• 1v:lwp_/1_1_i,[11�\iJ_i_1,1_1,1_�l1_1_1,s11jJqlilnl: 
11'.ll_!L'Jl.1'>,ill!_ll!. 

When is it safe to discontinue in-home isolation for in home hospice patients with COVID-
19'! 
The decision should be made on a case-by-case basis in consultation with clinicians and public 
health officials. This decision should consider disease severity, illness signs and symptoms, and 
results of laboratory testiug for COVIi )-19 in respiratory specimens 

Guid,111ce for discontinuation of' in-home isolation precuutions is th.: smne as that to discontinue 
Transrnission-l3ased Precautions for hospitalized patients with COVID-19. For more 
in formation, sec: ]JlJJl'., :i/111111 .L·,k .!.,',111'/rn11 ,11;1v i rw/1111 1) 111.:11v{li!;phj i.',Jll_1\ili1111_: ,i11_-l1111111•­

llilt iL·111s.l,1tm I

Considerations to discontinue in-home isolation include all of the follm-ving: 

o Resolution of fever, without use of antipyretic. medication
o Improvement in illness signs and symptoms
o Negative results of an FDA Emergency Use Authorized molecular assay for

COYID-19 from at least two consecutive sets ofpai1-ed nasopharyngeal and Lhroat
swabs specimens collected �24 hours apart_(lotal of four negative specimens-­
two nasopharyngeal and two throat). Sec l11lc1·i111_ (iuidclillt's lc1r C\1lli.:ctine.
l l:111dli11!:., .1J_11_I I �,1i_,.1L' < li11il·,il \111·,·i111l·11� 1'1·11111 f>itli�1_1_s l�1__1,tLt:r l11VL''.;tiua1iu11
l_[�l lh) lj11_2 _Ul __ 1 J th (.1L·I ,_-�>1,_11!:L1_i1J1:,_l}JlJ'!.-_DCl_1_\"._J for specimen collection
guidance.

Can hospices restrict visitation of patk11ts (in-patient unit provided directly by the 
hospice)'! 
Medicare regulations n::quiri.: a hospice to focus on preventing and controlling infections. 
Hospices may have policies 1·cgarding tht: visitatio11 right'> of'patie11ts and may wish to sd 
clinical rt:striction.s on visit:ition subject to p3lienr's rights. lfthe inpatient hospice is not 
provided by the lrns1)icc itself(such as a hospital), that provider may have established additional 
visitation restrictions associated with that setting to addr�ss COVID-19 transmissio11 concerns. 
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What arc the considerations when caring for a hospice patient in their home'! 

For hospice patients with known or suspected COVID-19 who remain in their homes. th(:rc arc a 
number of infection prevention and control prnctices that should be followed. The CDC advises 
the patient lo stay home except lo get medical care, separate yourself from other people rind 
animals in the home as much as possible (in a separate room with the door closed), call ahead
before visiting your doctor, and wear a facemask in the presence of others when out of the 
patient room, 

For everyone in the home, CDC advises covering C(Jughs and sneezes followed by washing your 
hands ur using an alcohol-based hand rub, not sharing personal items (dishes, eating utensils, 
bedding) with individuals with known or suspected COVID-19, clem,ing all "high-touch" 
Sllrfoces everyday, and monitoring your sy111pto111s. Please sec: 
hltps://www.cdc.gov/corona v iru s/20 19-ncovihcp/gu idancc-prevcnt-spread. htm I 

CMS regulations also require that hospice agencies provide the types of necessary supplies and 
equipment required by the individualized plan of care. for a patient with COVID-19, this would 
include supplies for respiratory hygiene and cough etiquette, including 60%-95% alcohol-based 
hand sanitizer (ABHS). However, given supply shortages, State and Federal surveyors should 
not cite hospice agencies for not providing certain supplies (e.g., personal protective equipment 
(PPE) such as gowns, N95 resrirators, surgical masks and alcohol-based hand rubs (Al3HR)) if
they are having di fticu l!y obtaining these suprl ics for reasons outside of their control. However, 
we do expect providers/suppliers to take actions to mitigate any resource shortages and show 
they arc taking all appropriate steps to obtain !he necessary supplies as soon as possible. 

What Person.al Protective Equipmenf should hospice staff routinely use when visiting the 
home of a patient suspected of COVID-19 exposure or con firmed exposure? 
If care provided to symptomatic patients who are confirmed or presumed to be COVID-19 
positive is anticipated, then Hospice Agencies should refer to tht:: CDC Interim Infection 
Prevention and Control Recommendations for Patients with Confirmed Coronavirus Disease 
2019 (COVID-19) or Persons Under Investigation for COVID-19 in Healthcare Settings: 
!l.t! )S;//w, w .ed..:. 11 wk11n1u.;�'..iJ.!.!."ll() .L'.)-11�stv{i_1_1_l�_cli9.J1_-yQntrol/� ntrQJ.:_recomrncndat ions.htm I

Health care professionals who enter the room of a patient with known or suspected COVID-19 
should adhere to Standard Precautions and use a faccmask or respirator, gown, gloves, and eye 
protection. When available, respirators (instead offaccm1lsks) are preferred; they should be 
prioritized for s itu11tions where res pi rn.tory protection is most importc1nt and the care of patients 
with pathogens requiring Airborne Precautions (e.g., tuberculosis, measles, varicella). 

What arc the considerations for discharge to l\ subsequent care location fur hos11ice 
patients with COVID-19'? 
The dedsion should be nrnde based on the clinical condition of the patient including curcful 
consultation with the patient, patient representatives and/or their family, and understanding their 
individual needs and goals ol'c:nrc. lfTrnnsrnission-Bascd Precautions must be continued in the 
subsequent setting, the 1·ecciving facility must be able to implement all recommended infection 
prevention and t:ontrol recommendations. Be sure the transportation team is aware that the 
patient has conflnned COVID-19. 
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Allhough COVJD-19 patients with mild symptoms 111ay he managed at home, rhc decision lo 
discharge to home should consider the patient's ability to adhere to isol;.ition rcco111rnc11dati011s, 
as wd I as the potential risk of secondary transmission to ho11schold members with 
immunocomprornising conditions. More information is availnblc here: 
lt!111.�/i).-:_1_\_11·:L·tJsg�1\i•:�1211;_11• i_t:u:./ 1 I! _1 (J -11c1� 1·:•IJ, p;�,,1J.tl.11_1_l'l: �l1t1111 ,· -l:�t_1, · .]}J..u_1!.

rr hospice care is provided in a nursing home, we have advised nursing homes that hospiu: 
workers should be allowed entry rrovickd that hospice stalT is rollowing the appropriate CDC 
guidelines for Transmission-Flas..:.d Precautions, and using PPE properly. 

Important CDC Resources: 

CDC Resources for Health Care Facilities: 
• enc Resources for Health Care Faci Ii ties: hi I.J1'.("/,'.11 '.'.-" I\· �1_l�,.!..'.•_1v\,, '!:! �11,� �-_11•;L,�l t '.!:

_nco�/bec;1_lthq1re�f•\h'.!.! it ie 1-ijJ11I i;x. ht111 I
• Cl )C Updates:_I.WE'!;l/\1 _11_�, .,·dy ,g< ,ytl·, 1n ,navirusl2l119-ncov/whats-ncw-al I .htm I
• CDC FAQ for COY l D-19: '11111\://11111_1 .c(k.g,,virnr(111:1v i I ti•J.1 _1) I 1>-11,'.,, vli11 led iP11-

J.'.l llll n I Iii 111,:1,'.Jj_,!1.l.:'J)J.J; 1'.�' 11_1 i I i_il-_L'I J,I_\ l):t I I - I :!uJ11111 l
• Strategies for Optimizing the Supply orN95 Respirators:

!l!i s:tlwww.cde. •ovh·11ni11;1vi tis ·20 I 'l-11 ·,wll!!,J!l!:��Lili:�.!!.(!:�:.
�trnlt.:1 1 v/jrnl 'X.lll111l?CI )(' i\ 1\_i_:._:I Vyl-h11ps%.1 1\ •�1121-'%2[:w\\'w.nlc gov 1V.,2Ft:on1rn1 v in1s
,y.,_ -20 I 1J-1J . ..'.<.!Y'V.,2Fl!.f[!.%2rr ·-. iir:11,,r--;1111cly-.:il.Qll.!;gil.:.:�.J.!.!ll1! 

CD{' llpcl11ics: 
l!._ltps:/iwww . .£d�,g()y�q_m_i11<1_vini::,�;• Q.L1H.1.,·uvfr1l1uls-11n, -�1II.h1111 I 
Siy11 up !'or the newslclll:r to rec.;cive weekly emails about the coronavirw; c foca.se 2019 (COVID-
19) outbreak.

FDA Resources: 
• Emergency Use /\uthoriz,.llions: Im 1:,:l/w1v1v.lila.u()v/111c<lic:tl-dcvicl':;/c111ncc11cr

?ittJal i on�-111ed i �a 1-dcyj_c: i.:�/ q1_1_c rgi,:11c: y-�1.,�� -_;J_t!.!l!!.l!' i t,:1 U\ll1,�

CMS Resources: 

Hcispice Infection Control and Prevention regulations aml guidance: ,u C'FR 418.60. fnfoction 
Control, Appendix M oftlh'. Stale Operations Manual. lnlection Pn::vcnlio11 and Control. 
h I ( 11,;:/(111\· \\ -�:, I !'.,.�.(•v/lku.1 di!I it ll lS-.11 id: 
Ci ll idmis;i:/C u i�ll!J..l_j:_(jtylan t1alyu(l\\ n l,rnd,/so111 I [�7;q1_111_IL'2!,l'ic:l:, 1:iiU-

Contact: Questions about this memorandum should be uddressed to 
/)<-;/ )( i _I Jlll"i'C:�:n½·yl •r�P_'.!1:,:111�.llll': 1;,t 1_1 . Questions abuul COY I D-19 gu idancc/scrccn ing critc1 i a 
should be addre.;;sed lo the Stale Eridcmiulugisl or uther responsible stale or local public health 
officials in ym1r stale. 

Effective Dlltc: Immediately. This policy should be co111munii.:;11t:d with all :-,urvcy ,md 
certification staff, their man11gcrs and tile State/Regional Oflice training conrdinators 
immediately. 
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EXHIBIT 
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DEPAIU'MENT OF Hl-:1\f..TH & HUMAN SEJ(VICl-:.'i 
Centers for fl.leclirnn� & l\kdicaid Scrvicl'.� 
7501) Sticurily Ehlulc)vanl, M,,il Sl11p C2-:!1-16 
rl,1l1i111on•, M,11yl<11ul 21244-"lfiSO CINHHS FOR Mrnlt',\Ml I\ �IWl(I\ID HMVIClS 

Cc11lcr for Clinical Sta11(h1rds a111I ()11alitv/Q11ali1v .. 'nfct,• 11ml Ovcrsir!hl Group 

DATE: March 9, 2020 

TO: Slate Survey Agency Directors 

FROM: Dircc,lor 
Quality Safety and Ovi.:rsight C3roup 

Ref': QSO-20-15 Hospital/CA H/EMT ALA 

SUBJECT: Emergency Medical Treatment and Labor Acl (EMTAI .A) Requir�111ents and 
Implications R��lalcd to Coro11avin1s Dist:ase 2019 (COVJD-f 9) 

M morfindum ,'ununacy 

COVIJl-19 um/ EMTA.I.A Re,111ire11ie11t,w This Mcm(lnllldum conveys inl'hmrnrion in 
response ru inquiries from hospitals and critical'acccss hospitals (CAl·ls) conccming 
inlplications of COVID-19 for their compliance·. y.1it11 B?y1T:ALA. This guidance applies to 
both Medicare ,md Medicaid providet"S. · 

• EMTA.L.4 Scrl!e11i11g Ohligutiow Every hospital or CAl-1 wilh a dcdicn1ed emergency
dcpa11ment (ED) is required to conduct nn app,;opriate ri1cdical screening <�xamination
(MSE) of all individuals who come to the �D,: irl'cludintt individuals who 11re suspected of
having COVID-19, and regardless of whether they arrive by amhulance or ure walk-ins.
Every ED is expected to have the capability to apply approprinre COVID-19 screening
criteria when a1>plicabk, to immediately identify and isolate individuals who meet the
screening criteria lo he a potential COVID-l 9. ta contucl their state or lncul public health
offich1ls to dctcnninc next steps.

• EMTALA SIubiliw1itJ11, Tnm.�'/'(!I' & Rel'ipie11I llm11;,111 Ol>liu11liOIM',' In the c.isc L)r 

individuals with suspected nr confirmed COVID-19. hospitnls and C,\l·ls arc expected 10
�ousidt,r c111rc111 g11id1111cc ol'C'DC and public health oflic.iuls in clL�1crmini11l,! whether lhl!)'
have lhc capability In prnvidc apprnpriate isolation required for slnhilizing ln.'..ilmcnt :ind/or
to ncl'.cpt ••rprnprialc t r.111sfi::rs. In the event nf' .111y EMT A I.A to111plai111:- n llcgi11�
inapproprlak trnn:;J�·rs tH rdi,sal lo uc-:�·r1 upprop1·i.J1(: lni11sl'crs. ctv1S will take i1110
co11sidcrn1io11 the pulilk lil'11llh guidance in clfocl al lh�- time.

Rack ground 

Duc to increasing public co11ccms with COVID-19, CMS is receiving inquiries f rom the hospital 
industry concurning implicnlions for their complia11cc with EMT/\LA. Concerns ccnlcr around 
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the ohility of hospitals a11d CAils t1) fulfill their· EJV11'.A.L.i\ sc1·ecni11g oblignlions whik 
111iniinizing the risk of exposure frnrn COVTD-19 infected im!ividuals to others i11 the CD, 
inuluding hcnlthcar·c workcfs, .ind the isolation requircrncn s for COVIi. -19. 111 addition, we 
have als,1 received qLtcstion:-: about the applicability of CMTALA stabilization, tra11sf'cr and 
recirie11l hosritc1l obligations in the ase of individuals who are found lo have met !he scrccning 
critcrin for possible COVID-19 infection or who have been determined to have COY lD-19. 

Please note this memorandum applies to both hospital and critical access hospital (C/\1 I) 
wherever "hos1,ital" is re.fcrcnccd. 

Eiv1TALA requires Medicare-participating hospitals c1nd CAils that hilvc a dedicated cmcrgc11cy 
depc1.rtinent to, al a minimum: 

• Provide a medical screening exam (MSE) to every individual who come�; to the ED f'or
examination or treatment for a medical co11ditio11 to determine iftlicy have an e111i;:rge11cy
medical condition (EMC). An emergency medical condition is present when there arc
acute symptoms or sufficient severity such lhat the cibsencc of immediate 1ncdiu1I
attention co1rlcl n::Hsonahly be expected to resLLlt in serious impairment m dysfunction.

• Prov idc necessary ?tabi lizing treatment for ind i vidua Is with an emergency rn ed ical
condition EMC within the hospital's capability and capRcity; and

" Provide for transfers of individuals with EM Cs, when appropriate. 

Please sec Attachment 1 for a discussion of alternate screening localio11s and increnscci surges in 
numbers of patients presenting to the ED. 

Are ho.,1,it£Jls required (o acapr fran.�fers of patients ll'ilh smpccted nr confirmed COVID-19 
from small or rural ho.,pif11/s tllat don't have appropriate or .rnjjicient isofmion facilities or 
C(/Uipment to me.et currenl state or locnl public health or CDC re.rnmmen(l!ttions'! 

f lospitals with capacity nnd the specialized capabilities needed for sl11bilizi11g treatment are 
required lo ncccpt appropriate trnnsfers from hospitals without the necessary capabilities. 
1-losritnls should coordinate with their Statc/loc:11 public health oflici<1ls reg,mling apprupriatc
pl,1cernen( of individuals who mccl specified COVID-19 assessml!nl critt:ria, and Lill! rnost
current standards of practice for treating individuals with confirmed COVID-19 infection stat11�.

As in any case concerning n hospital's EMTALt\ obligation�; \.Vith r-<.::spt:ct to transfers o/' 
individuals, C!V!S would evaluate the capabilities and capacity or both the rekrring and recipient 
hospitals in order to clete1 mine whether a violatiu11 has occurred. Arnong other things, we would 
take i1110 r1ccoun1 the C:DCs recommendations at the time of'thc event in question in nssessing 
whether a hospital had the requisite capabilities and capacity We note that the CDC's 
recornmcndarions focus on factors such as the individual's recent travel or· exposure history <111cl 
p1·cscnti11g signs and symptoms in difforentiati11g the tvpcs of capabilities hospitals should hctvc 
lo suec11 and treat that individual. Tile presence or absence nf 11cgntivc prcs�urc rooms 
(Airbllrnc Infection ls,ilalion Room (AIIR)) 'rvould not be Lhr.: sole determining faclor rclatcd to 
tronsfcrring pc1tie11ts f rom one setting to another when in some cases c1ll lha1 1,voulJ be rcquircrl 
would be a private mom. Sec Ille CDC wchsilc fnr the 1110s\ current inkcti<.111 prevention and 
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l:unlrnl re,:.,,1111nc11datio11s r,11· lw�pil,il f'clllt'llt� with sus�1ec1cd Pr k11c,wn COVfD -19: 
l.!_tl 11::://11 \1 \\ .nl\·-.�!111 in: 1 u11,:, i 1 !i,'.n.11 I 'I 111.·, •l'il 11:1 ,/cl in ical-g, 1i1_l_;1l_!l l'· 111:1n;1g,c:111 cnt-p:11 i,:111'. html 

[11 additio11, all Mcdica1e-participaling lios,-iit2il� with specialized capahililics nrl'! rcx1uired tn 
11ccepl appropriatc transfers ur· i11Jividu:ils with Efv1Cs if' the hos11ital ha� the spcciilli1.ed 
carabilitics c1n individual requires for stahili?:ation as well as th.; c.lpacity to trenl thc·e 
individuals. l'his recipient hospital obli<•,1til�ll applies regardlcs.- Mwhclher the ho p1t::il ha., a 
dedic.aled e111crgcncy clcpnrt111enl. 

What are tlie screening silt's tlial mriy be set 11p? 

Hospitals may set up nltcrnaiivc scrccnin� sites on ellmpus 

Thc MSE docs n,)t h:1ve !tJ t:ike place in tl1e 1m. A hospital 111,iy set ur 
altcnwriv silcs on i1: c,u11pus to perform MSl·:s. 

lnJividuals may be n.:Jircctcd tn the.�: sites after being logged in The 
redin.:ction ::imi logging can cvcn lake place outside the entrm1ce to the ED. 
The person doing the directing should be qualified (e.g., an RN) lo 
recognize individuals who arc obviously in need of immediate treatment in 
the El). ' 

The co11trnl ofthL, MSE varic� according to the individual's presenting signs 
and symptoms. It can be as simple ,,r as complex, as needed, to determine if' an 
EMC exists. 
M. 'Es must be conducted hy qualified personnel, which may include physicians,
nur�c prnctitio11crs, phy�ician 's assistants, or RNs trained to perform MS Es and
acing \.\•ithi11 th�· s · pc oC!hcir ate Practice ;\ct.
'l'ht.' ho. pital must pi'llvide stabiliting trcatllH!llt (or nppropriate transfer) to
individuals foullll tu have an E 4C'. ir c:luding moving lhern as needed from the
altcnwtivc sitl' tu anulhc1 on-Ci.illlpus Lkp,111incnl.

B. Hospitals may ser 11p .1·crt:'t'1ti111; al offcam1m1, /io;;pit11/-co11fro/led sites.

J lnspitals and cnmmu11ity uffo,:ials rrniy c11coun1gc the public. to gu lu these sites 
instead of' lhe hospital !t)J' screening for inllt1c.:111.:t-likt'. illness (II.I). 1/m,•ever, a 
hospitol 11wy 1101 fell indh•id11.:d1· 111ho hrn1e olremiy l:ome lo /Is ED lo .i;o lo the 
r�J,1�.1ife loculion /;Jr 1!11: MSE 

\Jnless the ort�c,rn1pus siLe is ulrrndy ,1 dedicated FD (DED) of the hospital, as 
deli1ted ,111der Uv! l'A LA rcgulatic)ns, Fl'v!Ti\l .A requirements do not apply. 
l he hosriital shlluld nol l1olcl the <;itc out to the public as a place that provides
ore fr,r F1\.-1C:s in genn,1! 011 an urg�11t, 1111schcdulcd basi� They can hold it out
u:, a11 ll .! screening cc1111c.r. 
l he off-campus �ilc- shm1ld be stidTcd wilh 111cdicr1I personnel trained lo
n,, luak in Ji,. iduals ,, ith fl .rs.
11 an i11divid11al needs ;idditinn,d medical atlcntiun on a11 emergent ha�is, Ilic
110.,pilal i� 1cq11ircd, umlc1 lhc i'vlcdicuc CondiLi()llS of Particir;1tio11, to �1Tri11gc
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rcfcrral/trnnsfcr Pri0r coordination with lor:-11 c111crgenq, 111cdicnl �e1·viccs 
(E-:iVIS) is advised to dcv,�lop trnnsporl ,1I-r:rngeIm:11ts 

C. Communities m::iy set U(l scrcc11i11g cli11ics at sit,�., not 1111lfer the contrnl ofa hospital

There is 110 FiVITJ\L;\ obligation al thcsl: :sites. 
llospitals arid corrnnunity of'iicials 11rny encourage the puhlic 10 go lo tl1csc sites 
instead of the hospital for screening for ILi. /i,J11 e','e!', a hospirol may no/ ruff 
in,li1<id11al1· whu hove already come lo ifs Fn lu i;o lo !he o/fsite ln.calirmji!I' the 
,\,,/SF,. 
Communities arc encouraged ro stc1ff lhL' silcs with J11cdical perso,;ncl trained to 
ev8lu:Hc individunls with !Us. 
In preparation for ;1 pandemic, the co111mu11ily, its local hospital:,; a11d F.MS arc 
cncourngcd to rlan I'm referral al\d tr:rnsp0I1 ofi11dividuals 11cedi,1g addi1io1rnl 
rncdic,d attention 011 an ernergcn1 basis. 

fi'.lvITA LA Obligations when Sucening .Suggests Possible COYT J>-19 

ll 1111 inc1ividual comes to an ED of a hospital, as the term '\;urncs to the emergency clcparlrncnt'' 
is defined in the rcgulntion at §489.24(b), either by ambulance ,)r as a walk-in. the hosrital rnL1st 
prnvide lhe individu,il with un ,1ppropri,1lc MSE. We emphasize tli.1( it is a violc1tio11 nf 
1:::MTAL.1\ for hospil:ils and CAI-ls wi1l1 EDs lo use slgnage that pl't.:$cnls ba1Tiers to individuals 
wh) nrc suspected of havir1g COVID-1 rroill ..:.on1ing 10 the f-:D, 0r to otherwise 1di.1se 10 
l r vicl., illl nppropriatc M 'F. to any rnt: wl10 ha., :;ome to the ED for exaniirrnlic,n or treatment of
ant ical condition. However·, u�e l'I' ·i 1 Irn�t! dcsig11crl to help direct individlrnls to variol1-;
locations on the hospital µropcrty, as !hat term is dd1ncd in th� l'L'g1ilc1tio11 al �489.24(h), for thci1·
MSr: wrnild be acccrtable. fJ'the hospital is i11tending to use anotht:1 location to conduct the
MSE, plcast: sec Auachmenl I for additiorul infornrnlion.

li'ch1ring the MSE the l10·•pi1al ·011cl11d�: tlrn an individual wJ10 lr;1:: c1 111c 10 11s l�l) r ciy be a 

I". �ibk COVl!)-19 case, consistt:nl with acceptc l s1nndard.s or pm .lie·, for CO\I IP-I') 
� :rccn1ng, tli1.: hc,:pilal is cxpcctc:tl lo isolc1tc.: the palier11 in1111t.:d1a1dy. Although levds uf scrvit:cs 

pnivided by 1:-:Ds vary greatly ac.:ross Ilic country. it i:-. C:VI�' expcct.ttion tlim all h:1spitals m<" 
nbie to, \�•ithin their capahilily, provide MSLs and i11ilialt.: s1i1bili7ing lreat111cn1, while 
1rn1intniriing the isolntion n::quircmc11ts Ji1r C:OVID-1 <) a11d cuonli11ati11g with their Slate or IDcal 
public henlth officials, who will in turn Mrnngc coorclinalicrn, ;1s 11ccc.'::;ary. with the CDC. 

Stnbili,r.ing 1,calmcnl ,m:nns, with rc!;pcct lo an ''e111crge11cy t11l'dic:il cunditic,11'', to rrovidc such 
r11cciical t1e11t111ent ofthr condirion IH"C\:'ssary to �ssurc. within r�a�onahlc medical prob.ihilily. 
tlwL no m,llcrial d:.:te1 ioralilln of the conc1ition is likely to occllr. Once <111 individu:il i� c1d111illed 
ur lhc cmcTgcncy medical condition cnc!s. the L1blignlillf1s under I '.MT,\ I A end. 

i\1 dw ti1m: ufthis 111cn11 's puhlicatio11. C[)C'� st:rcc11i11g g1;idn11L·c 
( illlJh //www.,·Jc. �·, \'r, l',1111;1\ i ,w.l:1.0 I 1.J- :1 ·,, 'livp•'l·l111ic;il-c1 i11.·1 i:1 li111 ii) called f<.,r l11isp1t,1L, tc, 
--unLacl their Stale or lot::d public l1e:1ltli nl'lil·i::ls •. IH:n they h,1vc a 1.�,1�c i)rsuspt:clcd COVID-1 l), 
OITici.11� will advi:,c· ufnc\t steps. in nccordc111c13 with Cl)l' rLTurn111c11datiu11s 011 ti..:,ting 
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Otllu Enfoi·ccmc11t C'o11sidenttions 

Should CMS receive c(1111plc1ints alkging either inappropriate transrcrs by ,1 sending hospil,11 m 
rdi1s,il o/'a recipient hospital to accept a11 nppropriule trnnsfor, it will take in\o consicll'ration 
CDC guidance and Stc1te or local public henllh direction at Lhc Lime of' Lile alleged 
noncompliance. It will ,liso take i1110 consideration any clinic:<11 considerations specitic Lo the 
individwll rnse(�;). 

Consistent with their obligutions under lhe hospital n11d CAI I Conditions of Pa11icipaliun (CoPs) 
§482.42 and §485.640, hospitals and CAHs nrc expected to adli(.;rc In ,1cccp1cd standards of
infectio11 rn11trol rraclice tu prcvcnl the spread ofinfccliou. disease nnrl illness, including
COVIJ)-19. St:rnd:ird, contact, ancl airborne precautions willi eye µrntcction should be used
when caring for the pat ic:n I as noted in CDC's .li) ll'.rinl.l l_l_!�illh ( 'we I 11 li:clit1t1 !�1:�Y.\c'.[ll io11 a1_1g
Cgnlrol Ree_(lllllllCQ Jation; ror Pati_ents 1'.!.l�kr lnvcsligatkm fc:ir <:_oronavini:-. Discn:e 20\C)
(C<)VIU-1_9). Thi.! COC has issued cxtl.:nsivc: guidance on applicnbk i-;olalion precautions, 11d
CM strongly urgt.s ho�pilals to follow this guidance. CMS rccog11izcs tile diffic1d.1ic� se-uring,
the recommended personal protecti vc equi pmcnt (Pl'!::) rcq11 irc.:rl for I raining <111d p, ,it.>, 1 care that
may be µresent in su111e circumstances al the tim� ofLhis 111cmornndum
lfospitals 1111d � Al-ls arc cxpccccd under their respedivc Curs. t §482.1 I (a) :.111d §485 608(, J to
conirly with )ccupntional S G•ty Hild l lcalth dinini trarion {0, l-1.A.) requircmcnts. but CMS
nnd SiHIC Sllr\/�)'Ors m.:tillg Oil ils uchnlrdo not H 'Se ·s C0111f')llnnc� \.\ith requirements :if tiler
Federal agencies.

Latest CDC Guidance 

The most up-lo-dale guidance regarding s�reening, testing, treatment. isolation, ;rnd other 
C VID-19 topics can be found 011 the Cl)C website at 
\J1(ps://t:11u-rgc11c_ •.cd,-.!'.ov/hnn/l lANO!l:ll?.:1.,p I lospilals and CAI-ls an.: strongly urged lo 
monitor this site a: well ns 1heir Sta(c publtc health \.Vebsite �nd follow rl!cornme11dcd guideline,: 
and acctptablc standard.� or prnc1i..:c. Stale Survey Agencies are al:,u c1Kour3gcd to monitor the 
CDC and their state public health wehsites for up-to-date information. 

CMS Resoun:l'S 

Civ1S has released a memo reg,mling t1·ingc, assessment and discharge for hospitals which will 
provide: ,1c\d it ion al in form a lion sbout responding to CO\/ ID- I 9 case�. 
lrilps:,/www ,cl 1_1 •,.gc1v/lil\;_�/!h•1·u II I_L:llllq:,_o_�:20-1.l -l II 1�-pit:i lspd Lp�I f-f 

CMS has srlditiunal guidancl' whic;h may be.: bl'ncticic1\ related to EM /"ALA, ,rnd other H•pk� 
su1Tl,u11ciing lwalth stand11rds and quality. !'he cloct1n11..:nt Pnwide1 St1rvey and C:enification 
hcquently ..\�kcd ()ucsLi(lJtS (l·/\t_; �), Uta;lart.:d 1'1 lilic I lcnltli Lmerg�11cy i\ll-l la1.c1rd� art.: 
lucatcd cit h ttps :/ lwwwc1JL,g,_!v/J'vlcd_i_ca1_c!.l�rov id!,!r-1 :111:21 ln I cpt·<1nd-
C:crl i fic,,t i1111/SJj_1:v_�:yf L'I I L1p_<.;1 �I 'r�p(I J_\l\VII \,_,:1d�/ 1\ I1-l \a;,nrds-F ;\ .h_p.!_I I'. These FAQs arc rwl 
li111icect tu situ,1tio11s invulvi11g 11 JS W,1ivcrs, but arc :ill cnc0m11,bsi11g F/\Qs related In public 
health e111crge11eie� ,111d su,·vcy activities and r1111ctions. 
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Questions about this memo should be addressed to QSOG_EmergcncyPrep@cms.hhs.gov. 

FDA Resources: 

• Emergency Use Authorizations: h!!rui.:/!.�¥��:')il.!.l.l!V.\l.hlWJli_t·:1hl��!l!r�!t·111 ·rgl.'IJL'Y:
s i l ua tions-med lcal-deviceslt.·m crt?cnc Y:l! !,\'-mtth or i 1at i 011s

Effective Date: Immediately. This policy should be communicated with all survey and 
certification staff, their managers, and the State/Regional Office training coordinators 
immediately. 

cc: Survey & Certifications Group Management 

Attachment (2) 

/s/ 

David Wright 
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FACT SHEET 

Emergency Medical Trcalrnenl amJ Labor Act (EMTALA) & 

Surges in Demand for Emergency Department (ED) Services 

I. What is EMTALA?

EMTALA is c1 rcderal law lhal requirt:s all !Vlcdicarc-pc1r1icipsting hospitals 
(iucluding critical access hospitals (CAHs)) with dedicated FDs lo perform the 
following fo1· all individuals who come to their [Ds, reg;mllcss of their ability to 

pay: 
An appropriare medical screening exam (fVlSE) to determine if the individual 
has an Emergency Medical Condition (EMC). lflhcrc is no !::MC, the 
hospital's EMTALA obligations end. 
If there is an EMC, the hospital must: 

f- Treat and stabilize the EMC within its capability (including inpatient
admission when necessary); OR

+ Transfer the individunl to a hospital that has the capability and capacity
to stabilize the EMC.

Hospitals wilh specialized c.ap<'lbilitics (with or without an ED) may nol refuse an 
apprnpriate transfer under EMTALA iftht.:y have the c,1pacily to treat the 
transferred individual. 
EMTALA ensures access lo hospital emergency service�; it need not be a barrier to 
providing care in a disc1stt:!r. 

II. Options for Mauaging Extnionlinnry ED .Surges Under Existing EMTALA
Requirements (No W:iiYcr Required)

A. Hospitals may set up alternative screening sites 011 c:.impus

The MSL does not have lo take pl.ict: in the l:D. A hospiti:ll may set up 
al1er11c11jve sites on ils campus to pcrfor111 1v!SEs. 

Individuals may be rcdil'cctcd to these sites cificr being logged in. The 
redirection and logging can even take place outside the entrance to the ED. 
The person doing the directing should be qualifiec1 (e.g., an RN) to 
recognize individuals wlrn an: obviously in need of immediate treatment in 
the UJ. 

The content ot the MS!:-: varies ;iccording lo tl1c i11diviJual's presenting signs 
and symptoms. It cai1 he as sirnpk <-.11· w; complex, as 1,cedcd, to determine if an 
EMC cxisls. 
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MSEs 111usl be conducted by qualified personnel, which may includ� physicians, 
nuI·sc rrnctitioners. physician's assislants, or RNs trained to perform MSEs and 
acting within the scope of their State Practice Act. 
The hospital must provide slabilizing trc:1t111eI11 (or appropriate transfer) to 
individuals fo11nd to have an EMC, including moving them .is needed from the 
alternative site to another on-campus department. 

B. lfmpitals may set up scraning ,11 0JJ:camp11s, lwspitul-coutrol/ed sites.

Hospitals and comrnunity ofticials nrny encourage the public lo go to these sites 
instead of the hospital for screening for influenza-like illness (IL!). However, a 
hospito! nwy not /cl/ indivfdiwls who have already come tu its ED to go to the 
ojf-site /ocatio11for the MSE. 
Unless the off-campus .site is cilready a dedicated FD (OED) of the hospital, as 
defined under EMT/\LA regulations at 42 CFR § 489.24(b), F.MTAI.A 
requirements do not apply. 
The liospitol should not l1old the. site oul to the public as a place that µrovides 
care for EMCs in general on an urgent. unscheduled bnsis. They can hold,it out 
as an ILi screening center. 
The off-campus site should be staffed with medical personnel trained to 
evaluate individuuls with [Lls 
If an individual needs additional medic,1! attention on an emergent basis, the 
hospital is required, unde1· the Medicare Co11ditio11s of Participation, to arrange 
referral/transfer. Prior coordination with local emergency medical services 
(EMS) is advised to develop transport :1rrangcrnrnts. 

C. Communities may set up screening clinics :cit sites not under the control of a hospital

There is no EMT /\I A obi igcition at these sites. 
Hospilctls nm! cornn11111ity ( flicials may encoura c 1hc public 10 go to these sites 
instead of the hospilal for screening fur ILi. However, a hospital may not t<1I/ 
individr,als who hove aln.wd, c:ome lo 1I.Y ED w go !o the ,�[f.l'ite lor.:cr1itmfvr the 
lv/SE. 
Communities ar·c encournged to stafflhc sites with 111edical personnel trained lo 
evaluate individuals with 11,Js. 
In preparation for c1 pa11dc111ic, the com111u11ity, its local hospitafs and EMS are 
encouraged to plan for referral and transport of individuals needing additional 
medical attention 011 an emergent basis. 

Ill. F.MTALA Waiver.�

!\n EMT/\LA waiver allows lwspitals to: 
Direct or rclociltc individ11als whn co111c Lo 1he U) to an alternativt: off-campus 
site. in accordance with n State emergency or pandemic prcpan.:dncss plan, for 
the MSE 
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Effect transfers normally prohibited under EMTALA of individuals with 
unstable EM Cs, so long as the transfer is necessilaled by the circumstances of 
the declared emergency. 

By law, the EMT ALA MSE and stabilization requirements can be waived for a hospital 
only if: 

The President has declared an emergency or disaster under the Stafford Act or 
the National Emergencies Act; and 
The Secretary of HHS has declared a Public Health Emergency; 11nd 
The Secretary invokes her/his waiver authority (which may be retroactive), 
including notifying Congress at least 48 hours in advance; and 

- The waiver includes waiver of EMTA LA requirements and the hospital is
covered by the waiver.

CMS wi II provide notice of an EMTALA waiver to covered hospitals through its 
Regional Offices and/or State Survey Agencies. 
Duration of an EMT ALA waiver: 

In the case of a pub] ic health emergency involving pandemic infectious dis ease, 
until the termination of the declaration of the public health. emergency; 
otherwise 
111 all other cases, 72 hours after the hospital has aGtivated its disaster plan. 
In no case does an EMTALA waiver start beforo the waiver's effective date, 
which is usually the effet:tive date ofthe public health emergency declaration. 
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EMTALA Obligations & 2019-Nnvcl Coronavirus (COVID-l9) 

Question and Answer Document 

,'\'otl!: For 1he J'lli'j'rFe o/ this d,!c/,//ill'/11, tl1e ;c, m "J,u,,p:ru/' im:/11r/1,;,\ u/1 ll'fNS o(,\;/edico1·('­
l)lll'liujwfln,r; hi!.1p11nfr crit:c:ui ,1c,:es:,· iro.,pil,iis ((',.JI /1), 

A. 1':11k11t 111.�uralll't•/l'avor S111111s

A. I. l\· a !Ylerlicare-participati11g hospifa/ re11uiretl lo f>l'(ll'irle EMTALA-11w11doted scn:e11i111,:
1111d .1·fabilizi111-: treatmentj,>r 11011-Mcdicare benidiciaries n•itli likely or co1�/irmed COVID-19?

FrvlTALA itpplics to all i11dividuals who coillc lei the ckdicated emcIgcncy derarlincnl (FD) ur·a 
l'vlcdicai c-r.1rlicip;i1i11g llospil<1I or CA 11. rev;1nlkss ol' lypc or presence of insurance c,wcrage or 
ability to p,1y. Furl11er, lvkdi,a ·c-pa111cipati11g ho:<.pi1als wi1·h spc iulizcd cnpllbilitics arc 
required within the limits of'1hei1· c<1pc1bili1y a11d capacity tu m:ccpl aprropri:nc trnnskrs of 
individunls prolccted under CMT/\l.,i\ i'rnm other hospitals, without regard to insurance or 
,1hiliIy Lo p<1y. 

U. Spct·ia'liz •d ( ';q111hili1ics 

B. 1. EMTALA require.1· tlwr hospitals with specialized wpabilities to treat CO VJD-19 ac<.:ept
11ppropriate tran�fers fJf i11divid1111J,1 w/1() require t/10.1·e services, {/'they lwi•e capacity to provide
them. In the C'Vent of'an /:'MT ALA complaint related to a11 inappropriate transfer a11d/or a
rejit.,·lll of a recipient ho ·pita/ to (Jl'cept ,111 flppropriate lrnn.1/1 1·, /l(JIV will CMS determine
whether a hospiwf /rod the ''.1pec:i11/i7.etl cupobililie.r " with respect to COV/1)-19 required by lhe
individual?

A( the time of this FJ\Q document, no lilmrnlly designMcci COVl])-19 trc:1tr11i::11t centers are 
est�blishc<i. Some of the early COVI D-I9 c;a,cs were scnl to hospirnls p1·cviously dcsignalcd f\S 
l:bola trcatmc11t centers huvvcvcr, Ill) detennination has been 111adc that specialized centers W()uld 
lit: ckvi.;Joped ltH COVILJ-19 cases ;rnd 1he1Tftm.: all liospilnls ,irc rcquired flt a minimum lo 
screen, isolalc. E111d hcgi11 stabilizing trcatlllent as appropriate for any i11dividual ·with susrccted 
COVID-19 S)'ITlplOlllS 

H.2: Al'e /l(),1pitofs required to accept trr11Hjc•rs ofp11tie11ts with .rnspected or co11Jirmed
COVJJJ-19.fi·om .rnw/1 or nmil lwspifa/.1· t/111t don 'I l111ve "f!pmpriate or .rnf/icient i.wlation

facili£ies or equip111l'11t to meet cu1Tc111 state or local public health or CDC N•com111enr/11tions?

] l(lspilal.:; wi1h c,1p,icily and the spcci:1lizc:<1 c;1puhilitics 11ccdcd for stnbilizing tre:it1rn:nt ,ll'c 
rcqui1ccl to accept .ipprnpri,1lc lranskrs from hospil:lls wi1ho11t the 11ecessary c,tp,1bililics. 
I lospil,li� '.:>lrnulcl co,11·di11i!lc with [iici1· Statc/loc,11 public hcallh o/'ficic1ls 1·cgarding: i1pprupriate 
placerncnf ()/' individu,ils wlw lllt'C[ specified CUVID-19 assessment critcri,i. and !he most 
currL:rir stm1d,mh ol' pr,1ctici:: liJI' lre:11in!_', individual, with conlinned COVID-19 :n 1.:ctin11 stat11s

1\s i11 any c1:,<.: cum:,1ni,,g a lw,;pitc1'·, L\fl ;\I,,,\ ul1lip,11i1111.� with 1·c\pcct lo tra11:it"t:1·s uf 
individt1:1I•;, (',\rtS wnuld L'V:il11,ll1: Ilic c.qi.1hilitic, .111d c,11•,1c·i1:, nl'lwlh the rcl'crring a11d 1·ccipicrt 
hu\pit,t!-; ;11 l1r,/c1 l\i dctL'l'llli11c w!iclhn :1 ·,i,llC11io11 li.1\ ncd1n::,d_ ,1\111u11g ,ilhc1· 1hi11g:,, 1,·,: \V()1ilcl 
luke ilili\ :1::,:,1u111 lh..: ('f)( ·,. ll:C,l11lllh'11d,lli,-;n� ell Iii\· l1177C ,1i'ti1t: l'\I L.'ril i11 qucstiu11 i11 ;1,;:;c,0;,·:i1;g 
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,vhether a hospital had the requisite cariabilitic:s ;md caµacity. 'vVc 11titc that thL: CDC's 
1-r.:crn11111cndalions focus 011 factors sul'i1 as the individual's recent lrnvcl or exposure hi.�lory and 
p1esenri11g signs and s:i,rnptrnm 1r1 uiflercnti11li11g the types of capabilities hospitals should have 
to screen and t1e,1t that i11diviJ11al. The presence or absence of11ega1ive pressure n.Jo111s 
(Airborne l11lec1ion lsol,111011 Room (AIIR)) Wt.lulu 1101 be the sole determi11i11g !actor related to 
transferring patients fro111 one setting lo another when in some cases all that would be required 
wuuld he ,1 privale ruom. Sec the CDC website lor the most current infection pn.:vc11tion and 
t:'ontrnl recorn1ncndatio11s fc)r hospital patients with suspected 01 known COVID-19: 
I 11 Ip::://\, w 11· .cth !/.!, viu, r, 111.11· i 1w-J .! () I \J 111·, ,v/hl 11/l: Ii 11 i ,: a l-guid:111c-L·-111 .i 11;11_1.v111c11 l-p;1 Ii L.'I 11 s.hl 111 I 

( ·. S1•n·1•11i11 11 J•'.,\a11iinalio11s and Sl:1l►ili1i11g Tn•:1t111l'.n( lh·q11in·111c11ls

C.J: What are the EMJA LI re11uirem,mf.rji,r hospitals in n'gard lo scree11it1� 1111(/ trrntil!g
individ,mls ivitlr possible COVJD-JV?

The El\-1 !'ALA rr:quircmc11ts fell hnspilals and CAHs are the same for i11dividunls with pussible 
COVID-l \l syrnptnms as all other possible emergency rneJical cunditions (EMCs). Hc1 spitals ,:11ct 
CA.I Is mus(: 

• Provide an apprupl'ial<.: McJical Screening Ex:-1111 (.\•!SF:) to evt.:ry individual who comes to the
E111crgc.:11cy Dcp:1nmc11l (U)) for examination or lreatrnenl of a mcdiol clJndition, to
determine if they h,lVl' ,\11 emergency 111,'.di,ul condition (EMC); Provide necessary slabili?.ing
tre,1t111c11t for individuals vvith an F:tvJC within the hospital's carability and capacity; ;ind

• Provide for app1 opriatc tra11sfcrs of in Ji viduals wilh FM Cs if thc hospital lacks the cap ab ii ity
to stabilize them.

Specific to C0\11 D-19, hospi1,ils are encouraged to rollow the CDC guidance for appropr1a1c 
isolc1tio11 procedmcs t,l mi11i111ize lhe risk of c1·oss-co11tnrnination to other paticnrs, visiturs, and 
healthcare workers. For l'.xa111plc, the CDC publishes and 11pdates guidance related to COVID-
19. lltJspitals should rnnsult the l,11est CUC guidance and coordinate wilh Stale/local public
health aurhorities for guid,111cc rcl:1ted to ongoing care and treatment of patients with COVID-19,

C.2: Are all ho�pi1a/.1· expected to .rcree11 and treat individuals witlt po.1·.,·ih/e COVID-19
symptoms:

Yes. all ho-:pitals are e�:pected. at a minimum 10 screen. isolnte, and begin sLabilizing treatment, 
as npprnprialc, 1'01· any individual v,,·ith pus�:ilile COVID-19 symptoms. l lospilals should 
coordinate with their State/local public 11..:ulth authorities regarding ongoing care and trealmenl. 

C.3.- Can hli\pitC1I.,· 11.\k prrtient� to u•ait in their car or outsirlt! the hospital as CDC .,·uggest.f in
tl1eir ('()/ 'JD-JY g11idu11ce or i.1 that l'iularing EMJ'ALA !

The ivfSf� rcquircmc11t o/'l.:Jv\T1\LA requires lhnt it he lirncly depending on the rrcsc11ti11g �igns 
1111J sy111ptlllllS 01'1he i11di1-iclm1I. Ht,sr1t,1'a must perform an appropriate exr11ni11atio11 by a 
Qu:tlii'iL·d rv!t:."clirnl f'rnctili1111cr to detcr111i11L: il'thc µali,·111 has ,,n e1m:rgi:11cy 111cJicnl condition. If' 
lll1; individual, .if'lcr a11 ;-1ppro1lri;1tc me Ii ·,ii snerning cx,1111, mcL:ls llu.: t:DC crilcria tor pott:11t1al 
COVJl)-1 lJ a11d is dc:ci:r,nill\:d to lrnve Ill) 0ig11s or sy111rtoms that require ir111nccii:i.tc 1ncdicnl 
a1te11ti,)11. thc.11 tlti" 1V1Juld rwl pn:sent c1 direct [MTJ\/..l\ vi,1l,1ti1111. 111 cases where <11cqucst i� 
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mndc for medical care ilrn( is unlikely to involve an EMC, !he individual's statement thats/he is 
riot seeking emergency care, toge I her with hricf qucstioninQ; by lhL� QMP would be .�unicient t0 
establish that there is no EMC and tile hosr,iwl's EMT!\LJ\ obligation would be satisfit:d. 
However, Ille hosrital should l1avc a system in place to monitor those patients that opt to w,iit in 
their own vehicle to ensure that their condition has not deteriorated while awaiting further 
evnlu.ition. Fail11re to do so could expose the hospital to a potential MSE violatillll bec<1usc the 
MSF wns not done timely. ln thrn case, it could also be a violation oflhe Condition of 
Pn11icipatio11: Emergency Services. As noted during µn:vious public health emcrger cy situations 
such ,is E80LA and l l l N l. Civ!S will take into uinsideration any clinical considerutio11s specific 
to the individual cn:-;e(s). 

C.4: If/I hospital dMs not have !ntrnsive Care Uni( (ICU) capabilities is it required to scret!n
and, when appropriate, initiate .,·rahilizing treat111c11tfor iurlividual.1· with .rnspectcd or 
confirmed COV/D-19'! 

Yes. The lack of ICU capahil itics docs not exempt a hospital from perlorming an MSE and 
initiating stabilizing 1renlmcnt for individuals with known or suspected COVID-19 who come to 
the hospital's 1--TJ seeking examination or trcalmcnr. Qualiticd medical per::;onnel in hospitals 
tl1al conduct the screening exnmin11tion should be aware urthe criteria for initial COVlD-19 
screening and should apply such screening when appropriate. Note that the CDC guidance for 
C:OV!D-19, indicates that they should do the following: 

Prnmplly identify ,rnd lriage patients with relevant exposure history AND signs or 
sylllptorns comp;_;itiblc with COVID-19 _bt_lp.•;_;flww,y,1,'"d-�g_1_wjcorun.iv_irqsQ_0J� 
ncov/in li::ct ion-contro 1/conti-o 1-rcccm mendations.hun I. 

lmnicdiatdy isolate any patient with relevant exposure hisll)f'Y and signs or symptoms 
c:ornpaLible with COY I D-19 and tRkc appropriate steps to adequately protect staff caring 
for lht.: patic11l, including appropriate use, of personal protective equipment (PPE). 

lrnmedialely nolify thr hospital/facility infection control program, oLhcr appropriate 
facility start; and the st:1lc and local public health agencies that a patient has been 
identified who has rclevnnt exposure AND signs or symptoms compatible with COVID-
19. 

C.5: May hospitols re.f11se to a/Ioli' individuaf.r with .rn.1pected cases ofCOVID-19 illlo their 
ED? 

No. For every individual who "comes to the e111ergency department," as that term is dcti11ed in 
§489.24(b) of the l:MT/\LA regulalio11s, l't.11· evaluation 01· tI-catmen1 or.i medical condition,
v,1hether hv ambul,rncc or by walki11g-i11. hospitals arc required to prol'ici(' an appropriate medical 
screening exami1iation. Qu�li/ied 111cdical personnel i11 hospitals thnt on<.lucr the screening
�-xamin,1lion sfwuld he .iwarL' of the nitcrin for initial COVID-19 screening anci should apply 
such scrccnin!s when nppropriate. Hospitals llrnt refuse to screen an individual who comes to 
their cmcrgrncy depnrt111e11l would likely be found lo huve violmecl EMTALA, regardless of 
rrcscnti11g ,igns. symptoms_ anct p(ls,ible ( fo1gnoses_
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C 6: IJ r, lwspil11l remains ope11 during COVID-19 or r111y other i11J�ctious outbreak, /lllrl is 
opel'oti1Jg at vr in exceH of its nornrn! oper(lfi//g capw:ity and ctmnot r:et s11fficie11r .rtnjf, 11111)' 
f/,e ho.1'{,itaf situ/ r/011111 its emergenq, department (ED) ,vithoul viola tin;; EM1>1!A? 

Un lei lhe.,c ircumstanccs, EM Tr\ LA would 1101 prohibit the lm�pital from closing its RD to 
new patients iJ' it no longer haJ the c;ipncicy to screen and treat individuals (in efle l, going on 
cfversio11). The hospital should follow any applicable State a11d local notice requirements irnd its 
own previously cstuhlishcd plan for public notilication ·when ii goes on diversionary status. The 
l10s11ital wotild continue to have an EMTALA ubligation to individuals unctergoi11g exa111inatit)11 
or treatment in its CD c1t the time ii s101.1s Rccepling new en1ergenc.y patients. In addition, in spite 
of the ''clns111l�•- if an individual comes to such a hospital and requests examination or treallllent 

for a11 l:mcrgc11cy medical t;undition, the hospital would be obligatc:c1 oy f�MTAL.t\ to act within 
its c,1p<1bilities to provide screening a11rl, if necessary, stabilization. 

C. 7: Are all l,ospita/.1· expe<:.ted to lta\Je Personal Protective Equipment (PPE) and other 
e11111jm1e11tlfacilities to scrt!e/1 and take care td m.�pected ot confirmed COV!D-19 patient.I'?

v

There Mc nt> requirements established under El'!TAL/\ for hospitals to have specific PPE or 
equip111c11t/lacilitics. Consistent wi!h Lhcir obligacions under the ho.�pital and Cl\11 ConJitions of 
Particip,Hion (CoPs) at §482.42 and §485.640, ho ·pilills and Ct\f I· are r;,...rcct..:d to adhtre to 
accepted· standards of in feet ion control pr<1ctice t<> I revenl the spread of COVID-19. I lowever, 
the 1--:mcrgency Prcrrnredness final Rule requires an all-hazards approach to the en1erel:'II�y 
f)l't:r,aredness planning and pro�rnm. In February 2019, CMS updated subn.:gulatory guidnricc in 
/\ppcnclix Z of'the, late Operations Manual (SOM). for facilities LO plan for 1si11g an all-l1c1:..mds 
npproar.:11. o include crm:rging infectious disease (EID) threats. Example· of E!Ds 111t:lude 
lnflucJ1za, E'bol.t, ,ik Virn and oth rs. Under this guidance, �i'vl 'specifically sta,e<l Ihm these 
l:'JDs may require 1110Jilic· tions to facility proto�ol 10 protect the hen Ith and safo1 of p::1Lien1s, 
such as isobtion and per onal protective equipment (PPE) measures.

The llJC has issued exte-nsivc guidance on applicable isolation p1·ccautio11s and CMS strongly 
urge� hospitals to follow tflis guidance, 

C.8: ,Huy hospit/1/s decline to pe,form an MSH 011 an i11divid1111f who comes to their ED 1vilh 
potential or ,rnspected COVJ D-19 due to a lack of PPE or specialized equip111e11l/jt1cilitie.1?

No. Fo1· every individual who "comes to the emergency dcparuncnt," as that tl'.rrn is dt.:lincd in 
�489.24(b) of'Llie EMT;\[,A rcgulalions, for evaluation or treatment of a medical condition, 
whether by amL,ula11ci: or by walking-in. hospitals are required to prnvide c1n ar propriate medical 
screening cxarnirrnlion. Qualified medical pcrs<rnncl in hospitals that conduct the scr-:c11i11g 
exarnirrntio11 111us1 be awcirc ot'lhc criteria for initial COY!D-19 screening and apply such 
screening when aprr-orrialc. Hospitals that re.fuse to screen an individual who comes\() their 
emergency <kpc1rtrn1:11t wou Id I ikc[y be found to have v iolilted I ·:fVI TA LA. 1·egard less. of 
pre�c:11ti11g signs, symptu111s, a11d rossible diagrwses. 

C.9: IVi/1 Clv!S i.1·s11e EAfTAJ..,1 waii,ersfor hospitals related to COV/l>-19?
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Thi:: stal11te govcrn i ni:; �:MT/\ LA wa.ivcr·s sets a Ii igh thrc.sho!J ror i ssu i I1g such vv"i vcrs and ;i I so 
limits the nature and rluration o/'nn Uv1TALA waivcr. At ihis time Ilic requirements for CMS to 
issue. FMTALA 1.v;1ivcrs h11ve not been met (i.e., issuance ofa Presidential disaster declaration 
and a Secretary's dcelara1io11 ofa public health emergency). For m1clitiLlilc\l information, please 
visit h[!ps.://www .Gtn�,gov/fvl Lli iL_,1rv/[ > 1·c,vi1 Ier.-1. ·:.Drnl I rncnt-<1 llCI-
C\rli ili,;:�l!t.!!l/��1_r,1_cyC�l:rlf·'.111L'.rgPrq1/ I 11.5-Wai v.frs. 

C. I 0: Wfrnt about ambulances opemti11K unda emergency medical services (EMS) systems -
are they subjeef 10 E1',,l1'.-U,A !

P11blic hcnlth officinls, El\,·!S systems and hospitals are free to dcvclup protocols govt;ming whc1·c 
EMS should trnnspmt individuals for e.111C1"gency ci1rc. This includes developi11g protucols 
.specific !0 individuals who meet aitcria to be considered suspected cases ofCOVlD-19 . .1\ 
hospital owned ancl operated arnbubnce opernting under communitywide protocols thal dir·ecl 
tninsport or individuals to a hospital other than the hospital that owns Lhe ambulance, li)r 
example, to the closest sppropriate hospital, the i11dividual is consic.Jc,cd tn have come lo the ED 
of the hospitnl 10 which the individual is lranspo1ted, nt the time the individu::il is brought onlo 
hospit.,I property and the hospital bewmes subject to FJ\1TALA. 

Even in the case ofa111b1ilances that arc owncd i:lnd operated by a hnspital. it is pennissibk to 
transport nn i11dividt1al· to a different hospital for screening and 1reat111cnt, so long as they .ire 
operating in acc.ordance with a communitywide EMS protocol, or they are operating under the 
direction ofa physician who is not employed or otherwise affiliated with the hosrital that owns 
the ambulc111ce. 

r..11: May lwspitu/.\· .ret up alternative screening sites within the hospital to si:reen possible 
rOViD-19 ,,arienc.,·, even if they don't h"ve an EMTALA waiver1 

Yes, hospit,ils have tlcxibilities to set up alternative screening sites ill otlier parts of the hosrital, 
huth on- and oft�campus . .Sec Artac:hmenf 1 for additionnl guidance r�garding .�urges in 
cr11crge11cy department services. 

Addition::illy, per the Medicare Conditions of Participation, hospil,1is musl have r,olicic:s and 
prncedurcs based 011 the facility's ernergency prepan:clness plan and its role under ll waiver 
declared by the I !�IS Serr�lary, in accordance with Sl:ction I I ]5 of the Act, in the provision of 
care ,rncl l1c<1tmc11l at an alternate cure site identified by public health c111d e111erge11cy 
manc1gcrnt:11l oftici,tls. While we recognize at the time of these FAQs, a11 I 135 Waiver cannot be. 
invnked a� only thl: I IIIS Secretary has declared a public health emergency, we do expect 
facilities to h,1vc policies and procdurcs 011 alternate care sites. 

Ho\-vcvcr, :ibsc11t an l�f\:J'I Ab\ waiver i�sucd by CMS purs11ant lo a dccl:.irntion or n public health 
cmei-gency, hospilal.s 111ay not direct an individual who has already come tP their on-site 
emergency dcr,c.1rr111cnt to any off-campus location !(1r screeni11g. 

C. 11 (o); What co1H·fitute.1· a11 a/ta1111th•e ho.1pit11/ location? For i11sf11J1c1.', can thi.1· i11d11dl' a
tarped-off aren of1mofher room, a room consfr11cter/ ;11 rlle 11111b11/a11a bay, vr thr' mo111
prt!�i()u:,;/y used as the deco11ta111inatio11 room?
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l lospitals hi.!YC flexibilities lllllkr EMT/\LA to clct;:11nirh�, ltcrnatiVl' localivns rn1tsidc the !Tl hul
within the hospital or on the liuspital':; rropl'.I·ty for :;<.:re ·ni11g -xnini rntiorn; ,1r individuals
p,itc11ti;illy' exposed tci or iri/c..:ctcd with COV!D-11). Please sec the /\tu-rchincnt l: f-act She'-'.t fur
i\dcirl'.ssing H0spirnl Surges

C.11(/J): Do the L{(e Safety Coile (LSC) req11ire111ents 11111/er the hospital or critical access
lwspifa/ Coni/itiom· of I'//rticip11tion apply to a!1cr1111tive care .l'ife.,·?

Since alternative c:1re :;it�� are expec1cd to be \Vithin the hospirnl or on the hospital's pruµerly 
(0pe1ati11g ,i:; part of the hosrit�l/undcr the hospit,1l's CMS Cc.r1inc11ii,Jn Nulllber, tl1cy wmild be 
expected to rncet L. C: rcq11i1-e111l'.11ls. 1 lmvever, there may be situ;1tio11s where temporary 
exa1ninnIion ,1rc:a� ;ire set up (please reJer to above 011 alternate 0arc sites). 

Additionally, i(eoml'liancc issue-; come up i11 .�uch loc1li1.s:d situations where no ,1pplicabli:: 
scctio11 1135 \11-aivn I I'm ucelmcc.l public licalth emergencies] is avnilable, CMS f'oeu�es 011 
fu11Jamc11tals, such as <1ssuring 111cciical nnd nur.�ing s1;1ff have proper creclenlials and, in the case 
ot·nicdic,11 staff� have privileges: assuring tha! e.ar·e is sale, that rallcnts' rights arc pr\Jt<:cted and 
:Ila! medical reconf� with �urticie11t i11for111ntion to µrumole sare care ure 111ainlained. 
Additiorrnlly, for l11cili1:,�� sub_jn;r to tire Lirt.: Safety Code (LSC). paste. pcricnce has
dcmon�trated that m,1ny focilitics, even when fu11clio11i11g in a degraded st.11us, or in lhe case of 
the estahlishrnent orarternativc-cMc sites, Inay continue to meet the LSC by implementing 
rensonable and prudent mc,1sures. F01· example, 1here were several hospitnl!': that were dnmaged 
by Hurric,inc Kc1tri11a which c,rntinued 10 comply with the I .SC by ir11plc111cnting reasonable :rnd 
prndent measures, iind therefo1·l'. wen� able to cc)nlinuc uper:.c1tio11s in a degraded but safe 
environment for weeks 01 months until rep11i1·s could be completed, 

I\ rel, ivcd in (c1rn1 at inn on l 11 N l which d iscusscd alternate care sites can be localed at: 
It tlp�:1f 1y\\'�_',1.t;[ll0.g(( v/}vl -;cl it ;_11_dj>_1_·Mi der-f-:11 rol I 111 cnt-and· 
( � L'!.li.l IC :1 Li\ 1I i/Su I \"l' _\ ( 'l'l'I I· 111 Cl r.l 'r ''jl/ I )ll\\'I rl1 I :11 I s/S ( 1.-::\ 11.:r: 111_- ()_(1Jn1_ l_lll'l_l/n .r�-Li

We would als0 cncour,q:',c f;1cilitics Ill r1.:vicw resources provided by lhc Assistant Secretary ul 
J lrep<1rcdness ;111d Response (ASPR) Ti;drnical Resources Assistance Center and lnfornrntion 
Exclrnngc (TRAC l E) locnlcd here: '111p,:fr'a.·,111 trn_tj,·,lil�(1l'!IL'Cl111 icil--1\'\lll_lr,·cs(48/;iliLT!_!_�le�
l';ll\:-�;ilt'\-il\i l11<ii11_�1• ,,i[L'iiL'I 111,·di1:,il -�:,11ci-l / 

C.J I (c): Can o!(l!rnrith1e .rites inclutle 011r/wildi11g1· on llte campw· or us,: o(tenl.1' in the 
parking lot'! 

Alternative screening sites I1rny bL'. loCiltcd in othn buildings 011 the cnmpllS of CT hospital ,11· in 
1e11ts i11 the parki11t::. loL c1� I011g <IS thq: an; dciermined to be an apprupriate setting for 111eJical 
scrccni11g activities and I1Icel the ciinical requirements of the individuals referred to !hat setting. 
We ,llsu defer LL) srrn:11i11g g11id;111ce provided liy the CDC. 

C. I l(d): 1,Vf,af woulr/ be ,1,r 11cceptah/i• a!ter11(1tive lrh·ation 011 t·f/1111111.1·? 1l1u.1·t the loc11tio11
c11rre1rtl1 1 exist r11 ,, parr r!fllie art!fie<I ji,cility?
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Tile loc:1tion mu.st be part ,,!'the certified hospital I fit is not currently pnrt orthc ccr!iticd 
hospitcil, tlien the hospital must tal-:e steps tu add the locati,rn as a new practice location 1)fthe 
hospital. 

C.J J(e): Wh111 type of llppmva/ process 11eed�· to he in place for a liospital to use r,11 a/ter1111tive
/ocotio11?

C'MS doc� not require any apprnval prnccss to use c1I1 alternative screening lncalion that is 
c1lrcmiy p;1rt oi.thc certified hospital. ff the liospitcil is adJing a practice location, it must file a 
Form 855A with its Medicare Ad111inistrntivc Conlrac1or ro advise it ol'lhis action. Thc hospital 
is not requireu lo obtain prior approvnl rrorn CMS in order lo bill Medicare fm services at the 
added locc1tion. There is alsll no requircmenl f"or all actdcd locations to be surveyed for 
comrliancc ,.vith the i'vlcdicarc �lospital C:mditions or·Participation, but CMS retains the 
discretion to require a survey in indi'vidual cases. 

Stales 111ay have Ii censure requirements for prior nppwval of any additional practice localions, so 
hospitals arc cncouragcd lo consult with their State Ii cn:ure authority on any applicable State 
rcq11in;mc11ts. 

C.11 (/): In the paJ'f when there /,ave been <lisa.rters that resulted in £!) surges alternative
'locations needed lo be .rnbmitted and 11ppr,JV<!d by State lice11.rnre authorities and also by
CMS. Dot's thi.,· hold true for alternative locatiom-Jor screening ofpotential COVID-19 
patients?

See 11nswer to the r,rior· question. As stated. CMS docs not require prior approval for hospitals 
that arc adding a practice location. Hospitals should consult with their State liccnsure authority 
011 any applicable St<ltC:' reciuirernents. 

D. 1':1tic11t Riglits

D.l: What action slro11/{/ the hospital take ifan indi1•idual who meets the screening critaia 
jl)r suspected CO VlD-19 w1111ts to /e11ve the /,o,1pital a1:ainst medical advice?

1-lospitals do not have authority to prevent the individual from leaving againsl medical advice.
I lowever, State or locul r,ublic health authorities may have such <1uthorily under State or local 
law, and hospitals should coordinate with their local authorilie:s on the appl'Opriat(; way to handle 
a11 individual suspcct(;d of having COV!D-19 whc, wanls lo leave the hospital environment.

Note tli<1t there is an EMTALA requiremc:nt at �489.24(d)(1) for a hospital to take all reasonable 
steps to secure the individu;il's written i11fNmcd refusal (or that of the individual's 
representative) ot funhe1· medical examiniltion or treat111cnt that the hospital has offrrcd. 

K Enforcemcnl 

E.!: Whut •vii/ CA1S do Hihe11 a s1m:i::1• reveals that r, hospital is 11otfollo•vi11g nationally 
rccogniz,!d guidelines reRardint,: COVJD-19 infection control proces.1·e!)'t 
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EMTALA does no! establish re,1uircmc11ts for infection control practices. However, consistent 
with Lhcir obligations under the hospital and CAH Mcdicn1·c CoPs at §482.42 and §485.640, 
hospitals and CAHs are expected to adhere lo accepted standards of infection control practice 
and Medicare conditions. 

The CDC has issi1ed extensive guidance on applicable isolation precautions and CMS strongly 
urges hnspitals to follow this guidance. Hospilals may be cited for deficiencies under the CoPs 
related to failure to follow accepted infection prevention and control standards ofprnctice. 
Hospitals should regularly check the official CDC COVID-19 website 
(h1tp_s://www.cd_l'._,g1i"._(�1J1:!!ll_:�0!:Ps/'.201 1l:1.1(u11/i11_1l�:;,.;.h_1m_!) and consider signing up for. i nu) 
l'nr the n�wsle11er to receive weekly emails aboul the coronavirus disease 2019 (COVID­

] 9) 
j, I (Jl> ://_\ nl_)ls_,g[l�,g,(_!Y(i:;i1p p;!ig11prnxysl'rvki.:/s.�1_L,s�r.i.1n i�1_1�,:i.:..Q<'- '-'! Pp il:_id l_ Ii.;( · 1 ){ _, t lf,7. 

E.2: How will CMS handle complaints ahocd viofotirms of EMT ALA rel11tetl to
tramfcrslattempts to transfer individual.�· rnspected or confirmed (lS ha�'ing COVID-19?

If CMS receives complaint. llcging either inappropd<lle transfers by a n::f:!rnng hospital or 
r�l'u al of a recipient ho piial to accepl an approprialc transfer, the agency will consiJcr the 
follu\ ing (along with ocher factor) when making a determination ofwhelher violations of
EMT/\LAhavcoccurred: 

· · · 

0 The individual's clinical condition at the time of presentation to the refeJ'l'ing hospital and 
at the lime of the lransfer request; 

• The capabilities of the referring hospital,
• The screening and treatment activities performed by the referring hospital for the

individual;
• Whether the request for transfer was consistent with any nationally recognized guidelines

in effect at the time of the transfer request for' COVID-19 screening, assessment,
including guidance about transfer for further assessment or treatment of suspected or
confirmed COVl[)-19; c1nd,

• The capabilities of the recipient hospital and the recipient hospital's capacity at the time
of the transfer request.
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Direclnr 
Quality, Safety & Oversight Group 

l EtsTIICS I OR ,\II PICARl ,I.· ,\II IJIC,\10 .\I Hl'I( IS 

Ref: QSO-20-19-ESRD 

SUH.Tl�CT: Guidance !or Jnfeclion Control ,111d Prevention orCoro11avirus Disease 2019 
(COVID-19) in dialysis lacilitics 

Memorn11du111 S111111nnry 

• CMS is dedicated to the continued J1callh and safety ofpalienls obtaining care within
dialysis facilities to ensure facilities arc prepared to respond to the threat of COVID-
19.

• Dialysis Guidance nncl Actions - CMS is providing additional guidance to dialysis
facilities lo help them focus their infection control und prevention practices lo preve111 the
transmission ol"COV ID-19.

• Coordination with the Centers for Disease Control (CDC) and local public health
dcp1u·tments - We encourage all dialysis facilities to monitor the CDC website for
updalcd information and resources und contact their local health department when needed
(CDC Resources for I Icalth Care Facilities: h_llps://www.cJc,g,ov/-.::11rnnavirus/20l_9�
ncov/hcnhhcare-foci I ii ics/i11<lcx .hr 111 I).

B,i.:kg1·n u II rt 
CMS is responsible for ensuring the health and safety within dialysis facilities by enforcing 
health and safety standards required to heir foci lilies provide safe. quality care lo dialysis 
patients. Due lo the rcccn1 sprcnd of COVID-19, we arc providing additional guidance lo 
u blysis foe i Ii tics to heir contrnl and prevent lhe spread or lhc virus.

Guid;rncc 

r-acililies should mo11ilor the CDC website for i111'or111a1ion and resources (links below). and 
contact their locnl heallh dcpan111tnt when needed. /\ lso, foci lilies should be 111011ilori11g 1hc 
health status of everyone (in-center and holllc dialysis pa1ic11!s/vi.si1ors/sta1li'ctc.) in their f11cilily 
for sig11s or symptoms of n..:spiratory in kc lion, inc l11di11g COVI0-1 1 

. P1:r CDC, prompt 
detection, tri,1gc and isolation of'pol(:ntially inkctiu11s palicnh arc csscnli,d to prevent 
unneccssnry exposures among palicnls, healthcare pcr:,111111cl .111d visiturs al 1hc 
facility. Therefore, focilitic.� should 1.:untinue 10 be vigih1111 in ickntifying uny possibk exposed or 
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infc.::tcd i11dividuals. Facilities should Cl)11side1 r·requrnl lll()niloring for p11tc11tial symptoms of" 
rc.spiralor>' infection c1s needed throughout the day. Furlhcrniorc, we encourage focililies lo t:1kc 
advantage or resources rlrnt have been made <1vailable by CDC and CMS to train and prep;irc 
staff to improve inlt!ction co11trol and prevention practices. Li)Stly, facilities sho1tld 111ai111ain 
opc11 lines ofcornnn111icatio11 will1 patients, p,Hicnt represL'.11l,itives nnd/or family nnd Dlhcr ca1·c 
provicle1·s to respond to the imlividualized needs of each patient. 

Facilitie.s expcricneing an inc1c,1seu 11umbcr ol'resrirntory illnesses (rcg:mllcss of suspected 
etiology) c1mong patienls/visilm, ur hcalll1cc11-e personnel sh0uld immediately contact their local 
or stale hec1lth dcpart111e11t for fur·thcr guidance. 

In addition to the requi1·e111e11t<; in the Conditions for Coverage ((TC) .'lJlJ ,1.ssociateci guidance. 
we'rc µrovidi11g Lhc following i11formatio11 (Frequently Asked Questions) about sume .specifil: 
areas rcln!cd to COVID-l 9: 

(�11idam:c for Li111ili11t,: Ilic Tra11slllissio11 ofCOVJl>-f l) for Oinly.�i.� Facilities 

What aclions should dialysis facilities implement to promote early rccugnitio11 and 
nrnnagernen t of patients, staff nnd visitors·) 
racililics should screen patients, staf

f 

and visitors and w11l<1ct home dialysis patients for the 
following: 

Signs ur symptoms of n respiratory infi:_·.ction, such as a fever, cough, shortness uf 
breath m sore throat. 

2. Contact with �orneope with oi· under investigation for COVID-19.
3. lnternarion�l travel within the lc1s1 l 4 days to countries with widespread or

l,ngoing com rnunity spread. for updated information on countries visit:
htlps ://www.cdc.guv/corn1rnvinis/2019-ncov/travelers/i:i fkr-lrnvcl-
precau Lions. htm 1 

4. Residing in a community wht.:rc co1rn11unity-h.used spre,1d oJ"COVID-19 is
occurring.

furthermore, lt1 promptly identify ,rnd 111r111agc pa1ie11ts, stntfnr visitors \•vith undiagnosed 
respiratory symptom� the following actions should be i111µlcmc11tcd: 

• Facilities should idcnti(v patient., \,Vith :-ig:n� and symptoms (1Crespiratory inll:ctions
b�:li(ll'. they enter Lhc tn:.nlmcnl an:a.

0 

0 

0 

Pc1ticnls with syrnpto111,; of a respiralory infection should put 011 a face111nsk (i.e., 
surgiecil tnil�k) at check-in ,md kccr it on until lhcy leave thc focility. The facility 
should p1uvidc ir 11ccded. 
Patients should i11J"or111 !;taff of fcvt.:r or respiratory symptoms i1111r1cdic1tcly upon 
,irrival al lhe focility (e.g., when they check in at rhe rcgistration desk) (Note. Lhc 
facility will likely also chcck pc1tic11t tc.:111pernture). 
l lave patienh call ,d1ead Lo report f..:vc1 or rcspirat()fy �ymptoins so the facility
can be prcpn1·ecl for their a1 rival (Jf triage lhcm to a more ,1pp1opri,1te setting (e.g.,
:111 acute care liospitnl).
rost �igns al cntmnccs with i11struc1i011s to patic11t� with l"eve1 or s:m1pto111s or
1espirnlury i11fr�:tion lo akrl sblf.,o apprnpriate µn:(';iutio11s can bt· i111plc111cnkd.
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• Fc1cilities should provide patients and staff with instructions (irr aprHopriatc la11guages)
abn11t ha11d hygicm:. rcspiratrn·y hygiene, and cough etiquette.

o ln$truclicms should include how to use faccmasks or· tissues lo cov.::r nose ,rnd
111011th when coughing or ,ncezing, to dispose of" tissues and contarninatcJ items
in waste receptacles, and how nnd wlH.:n to perfo1 rn ha11d hygiene

• Facilities should hflvc the 1oll0wing supplies nvailablc lo ensure adherence to huncl ,,nd
resrirator·y hygiene, a11d cough etiquette These i11c\udc tissues and no-touch rcccplacks
tor disposal ortis:;ucs and hand hygiene supplies tc-.g., ,rleohol-bascJ hanJ sanitizer)

• Visitc11·s with signs and symrtoms of'a transmissible infection (e.g, a visitor is febrile and
exhibiting signs and symptorm ofa11 inllut:111.a-likc illness) should defer visirntio11 until
he ur she i, no longer 11ote11tiall_y i11/cctious (e.g .. 24 hours afte1· rcs0luLio11 of" fGver
\Vithout a11tipy1clic medication).

How shoultl f:lcililics monitor or rc�tricl dialysis fa.:ility staff? 
The san 1c screening rcrformcd for v js it ors shou Id be pcrforrn cd for li1ci Ii ty staff (num hers I , 2, 
and J above). 

,J Dialysis stallwlio have signs and sympto111s of" respiratory infection should not 
report to work. Facilities should implement sick leave policies that <1rc non­
runitivc, ncxible and c.011siste11l with puhlic health policies that allow ill stilff 
members to stay hOillL�. 

r_, Any staf
f 

member that develops signs and s_ym ptorns of a res pi nllory i 11 fection, 
should: 

l111111cdiately stor work (if working). put 011 a facemask, and self-isolate <1t 
hon1c: 
lnform the facility administrator, and coll eel infnrrnalion on individuals, 
equipment, and locations the person came in contcict with; nnd 
Contact anci folluw the local health departrmmt recommendations frir next 
steps (e.g., testing, locatio11s for lreallllenl). 

o Refer 10 the CDC guidance for exposures thal might warrn11l restricting
flsymrtomatic healthcare personm:I from reporting to work
(,Ii I !J�s ://w'v_'v w .1:tll- ,g, 1y(n in 111;11- ir!L:;/::'_(J I 1J--1H:11\ /hqi/gJ I id;1_L�_l' 1·i ,;k, .l�\L'�-!ll�ill:
hrp.htnil).

Facilities should cuntact their lo-:al health depun111ent for questions, ,rnd frequc11tly rcviev-,· the 
CDC website Jc-dic.itcd to COVID-1 � for health care professionals 
( Ii t t p:, :Iii\ 11 w 1·dt .;i1, 1 /l., ,, , ioa vi ni s/20 I 9-n(.:QV_jl1t: J!.OD.J!· .\.Iii111 I l.

\Vhcrc should dialysis facilitirs place patients wi(h u11diagnosed rcspirato,--y symptoms 

and/or suspc1:tcd u,- co11firrnccl COVlD 19'! 

1·:1cilitit:s sho111c1 have space in wailing areas Cn1 ill patie11ts to sit scpni"ctlt.'.d frlllll oll1cr pntie11r, by 
at least 6 ket, 1Vkdically-s1abk patients whc, Jo not have other c;irc needs have the option lo 
wail in a pcrSl)l!al vch1clc Cll" outside the hcalt!icare focility whc::re they can Ill: nrntactccJ by 
inoliilc pl)()nC when it is !heir turn to be seen. /\dd itinn;tl pl,1crnier1t co11.,iclcr;ilio11 im·ludc: 

:) Patients with respiratory symr,t1im� shoulJ be brougl1t b,1ck ton designated 
trc:itmcnt art.:a !"or cv,llualiun as suo11 as possible i11 (1J'dcr· to 111i11i111i:1c ti111e i11 
CUlnlTIUll wniting arC,lS. 
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:) 1:aciliti1.:s sl1011ld n1aintain al least 6 feel of separation between 111,1skcd. 
symptomatii.: 1.1atii.:nls a11d other patients and stations durin� dialysis lrealn1l'.l1l. 
Ideally. sy111rtu111atii.: patic11ts would be <.Jialyzl':cl inn separate rooru (ir:wail,iblc) 
witll the don, closed. 

• Ilepati1is B isc,lalion moms n1ay be used to dialyze palients ir:
o The patient 1vith suspei.:kd or eontirmccl COVID-19 is hepnl ilis 1.3

surface antigen positive or;
c; The facility has 110 hepatitis D surface antigen positive pntie11ls 

who would require tri.:atrne11t in the isolation roo111. 
o lf a separate room is not avnilablc, the patient should be treated at a

corner 01 u1d-or-row station, away rrtrn1 the main !low ofrraftic (if
availablc). fhe ratienl shuuld lie �eparnled by at least(, feet fro111
tl1c 11e:rrcst patient stations (in nil dirc(;ti,)ns).

When tninsmi�sion in ihe co111111unity is idcritilied, the local medical system's capacity lo accepl 
helllodialysis pntients for trcatrrn;nt may be ex(;eeded. Puhlic health authorities and dialysis 
facilities shuuld refer to panckrnic a11d emergency prcparcJ11css plans lo help determine 
alternatives. Alternative options may include the need to contim1c dii:llysis in the ,)t1tp<1tienl 
hcnwdiulysis selling if'lhc pnticnt's rn11ditio11 l1()CS not require a higher level ol care. li'n 
hcmodialysis facility is dialyzing 1nore tha11 one pa1ic11( with :;uspccted 01 rn11fir111cd COVID-19, 
consideration should be given lo cohorting 11,esc p;1.tie11ts and the dialysis staff ·nri11g ror lhcrn 
together i11 the un,t andior 011 the same shift (c.t\·, Cl)nsidcr the lust shift of the day). 
Adciitionally, per ct11re11t CDC guidilnce, :111 airborne infection isl)l:.ition room (/\llR) is 11ot 
required for tl1e evaluiltion or care or patients with suspected or coniinned COVID-19. A IIR:; 
should be prioriti1.ecl for 11::iticnts wlrn a1·e critically ill or receiving ::iernsol-izencrnting 
procl!dures. 

What type of Per.sou al Protective Equipment (P.PK) should I.Jc 11.sed when caring for 
patient: with undiil"llO cd re. pirntory · mpfom ·'! 
\.\ihen providing cii�lysis cnrc. fooilities shoulcl continue to follow the i11foc:lio11 control 
re uircmcnts at 42 'FR �4')4_ 0 includin.[!. req11ir�:mc11ts for liand hygiene. PP!::, i'.;ola(ion and 
routine cleaning and disinlcclion procedures. 

• In general, dialysis staf
f 
caring for patients with urn.liagnoscd rcspir,1tor_v infections

should follow Standard, Contact, nnd Droplet Prccaulio11s with eye protection unless the
suspected diaiznosis ,..:quires !\irbornc Precautions (e.g., tuberculosis). Thi� inclucks the
llSL'. l)i

°

; 

o fsol3til1fl gowns
• The isolation gown shuuld bL: worn over or instead of the; cc,vcr g0wn (i.e.,

lab0rntory co[lt, go1vn, or apnrn with i11corpornte sleeves) that is nomwlly
worn by hrn1odialy�is personnel. 'I his is parlicuinrly i111por1a11t when
i11ili:{ti11L; and terminating di,ilysis 11eat111enl, 111nnir,ulati11g access needle:;
or cc1thclcrs, helping the patient into and out of the slation, ,rnd ckaning
::ind ci1si11feetio11 ot patient care equipment ,lllcl the dic1lysis stc11io11.

Rcrrrnve and discard the gown in a Jcdicnted cont1ir1..:r lt)I' wa',\c L1r li11L'.n
bdcl1c leaving the d1Dlysis station. Dispo.-:ahlc g11w11s should be disc<1rdcd
alicr usc. Cl,itli g1Jwrts slirnild he laundered 8licr each us�

u Gloves
o Faee111ask
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o f�ye protection (e.g., goggles, a disposable face shield rhat c1wc1·s the front nnd
.�ides of tile face). Personal glasses and cc,ntact lenses are NOT considered
,1<!equate eye prntcclit1n.

Please sr.e discussion below of Cx.panded Respir<1tor Guidance below !or additi,rnal i11forrnalion 

Hem: should facilities ensure appropriate clc;rning :rnd disin fcctiou of environmental 
surfaces, medical devices and equipment? 

• Facilities should continue to follow the infection rn11!1ol requirements related to cleaning
and disinfection nt 42 C:FR �494.J0 which include:

o t::nsu,·ing ite111s taken into the dialysis station either be dispmcd of, dedicated lor
use only 011 a single patient, or

u Cleaned and disinfected per manufacrurcr's direc.tiDm for use before being lakc.11
ton cnlllmon cle<ln area or used 011 r111othcr pmicnl.

• Fc1cili1it:� slioulJ i111plcmc111 routine cleaning ,ind disinfection prnccdurcs wf1ich :nc
appropriate for COVID-19 in healthcare settings 1.vhich incluck:

0 Using cleaners and water t,) p1·e-clen11 surfaces rrinr to applying un El'A­
rcgistercJ, hospitnl-wadc disinfectant to frequently !ouched surfaces or ob_jL:L:ts fL,r 
appropriate contact times as illdicated on the product's lahcL 

o Using products with FPA-app,·ovcd emerging viral pathogens clai111s arc
n.:com111c11ded for use against COVID-19. If there an:: nn available: EPA­
rcg,is1en:d products that have an approved emerging viral pathogen clairn Cur
COVI0-19, products with lnbcl claims against h11ma11 cornnavirust.:s should he
used according to label instructillns.

• Facilities should provide additional wo,·k supplies to avoid sharing (e.g., pens, pads) and
disinfecl wor·kplace areas (nurse's srntions, phones, internal rarlios, etc.).

When should the dialysis l'.tcility consider transferring a patient to an alternative site for 
trcatmcnl'? 

• Ir the foci lity cannot fully implement the recor11111c11dcd prccwllion'- or ir the patient's
condition requires care tltnt lhe dialysis foci lily i unable tu pnwi c. the p�lient. '101J!d be
trnnskrrcd lo anotht:r facility tlrnt is capable uf"implcmcnmli,-,n Trnnsporl personnel anu
the receiving facility should be notified about the suspected dia ,no. i prior lo trn11sfer.

• While awaiting trnnsfer, patients should wear n faccmask ancl he sepnratcd rrom olher
p,lticnts. 1rstc1ble, palicnts can bt: ilskcd to wait i11 !heir vehicles llr r�1urn liolllt'. lfth,11 is
nllt possible, then ll1t:y should be plnccJ in a separate ot m with lhc door closccl. �rn1 net
with palii::nl sl1ould be minimized. /\pprnprialt.: PPF. s! onld bt: u:cd by hcal1hcnrc
personnel when coming wi1hin 6 fcl.°!t of patient· with known or su1>pcucd COVID -19.

Arc there speeial co11sider.itions for Hc11nc Dialysis Patients? 

Di,rlysis lacilitH!'i sho1tlci continue to follow lhL: •uidclincs as required rc•1.-1J'(li11g monthly 
monitoring ot'boinc di;ilysis patients onsitc at the facility. Whik we wanl 10 limit c ' JEisurc !'M 
the hor111..: dialysis p<1lirnts. COVID-19 i,- p,tdicularly aggressive in in lividual: wltn arc cltlc:rly 
Hnc.J those with chro11ic c1)t1ditio11.s including e1Hl-,rnge r�nal di-c:be ([ ·1 ()) II i · 11np()rlanl th,ll 
the ilurnc dinlysis pali,:nts do not 111i.-::s their onsitc: r1pp<,i1u,nc111� lo en 11rc that all di,.l)''il.S 
prnccd1tres are fi.1llow1.:c! to c11su1·c a safe: c11virnn1nc11 fM tht: pn1icn1. I;\ ·ili11l'.· .,h iuld 1.ic v1�1 .. 1nt 
in rnonitPring nny c.l1a11ge-' i11 guidelines n:-: new irilcmnatio11 is ,1v,1ilnlile. 

J):igc 5 of 7 
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Will dialysis facilities br cited for not having the apprnrrialc supplies'! 

CMS is ::i.ware ol"thal there is u sca1city of�ome supplies in ccrwi11 a1cas o/'thl·- L'0t111try. Stale 
,1nj l·c:dcrnl surveyors slw1J\d not cilc facilitie.s for Iwr h<1vir1g ccrt::i.in supplies (e.g., Pl)[ such ,1s 
gmvns, NG5 n.::-;pirato1·s, �llrgical musks and AHJ-IH.) irthcy an: having difficul1y ohtai11i11g these 
s11pplics for rcastrns L1I1I�:i1k 1)l_'_ll1t·ir1:t)lllflil_. flowcvcr, we do expect facilities tn take m:tinns to 
111itigak any 1·csourc<.: shunages 2111d shuw tltey are tuki11g all appropriate s1cps lCI obtain Ilic 
necessary suppJics ,is soon r1s pl1ssililc. Fo1· cxJmplc, irtlH.:rc is a sliorl:igc of ;\Ulm, we cxpcl'l 
s1c1f

f
10 prncticc dkctive ha11d washi1;g willi so:.,p :111d water. Similarly, if there is a �liorl:ig:.! of'

PPE (e.g., duL: ro sup11licr(s) shortage \.Vliich mily he a rcgil)nal ur na1ic111al issue_\, the foci lit) 
shollld ,'.ont:1c1 the local and slnlc public hcnltl1 agency t,> n,1li(y them oftl1t: sl1orl,1ge follO\v 
11ational guidelines for up_lir1\j/i11g lhcir l'IJ_J'l\·111 •;11.1111ly, or iJentil\ the IH'.-Xl bes\ or1iun lo care f,i1· 
n:sidc11ts. lfa surveyor believes a l�1cility shuuld be citeJ for 1101 having or providing the 
necessary supplies. the slalc agrncy slio1ild cl111lilct \heir CMS Locntion, 

CDC Resources: 
• (1uidancc for lnlt.',clion Prevention and Control Rccominc11Clati,)11s for Palic.11\s with

Suspected or Con firn1cJ COV 10-19 in Outr.itien c Hrnwd ialysis Fae i I iti t>S
h)lp., ;//www.i.:dc,g{1v/c,1rn11:1.vi1:L1s/.2_0 ! 9_-Jlt:U��11_�,ilt_l_1�_:;lLl'..:G!ci [il_ic\/d i._1h:�i_.�J.) tm\

• CDC Resources lor r lea Ith Care Facilities: [l!J11.,�:_/f\'.,rww.cdc.g,ov/_l:111·orn1virus/2019-·
n co!'._[h_s;,lj_t hca re-flW_! 1 iti cs/i nde,,. I 1\m I

• CI )C.' I J pd ates :J1_\J p�:_//\\'�V\,V -Hk-L!PY)C.L2.!\.�l)fl v.irus/201 9-11c.ov/1vh nts-11 cw-,1 I I. l_11J1J.I
• CDC FAQ for COVID-19: hqps://ww1\�,_cdc ,�l)�-/c_Ol'llllill'i1:us/:l) I 1l-Jit:!l\'/i�1Jiu�.2.�

c.:01111, 11/i 11 fi.'.ct i1>11-1m:vi:11t io11-co11rrnl-ll1u.lllm I
° CDC guidance for lnlcctiun P1cvcntion and Control Rccom111c11dations Cor Pr1tic11ts with 

Con firmed Corn1rnvirus Disc�sc 2019: hUp:;:/hvww,Hk,g_1tvll:.l'I il_llilVi1w-.,:?(I l_l/-
11i;ov/in feclion-contml/con lrnl-rc::cornm e11clatio11s.hu11 I 

° CDC guid,rnce f0r dialysis safety including inf"cction prcvenlion tools: 
hltps://www.cdc.guv/r.l ic1 lys is/index.ht In I 

• Srmfegie.1·)<')1· n11ri111izing !he S11;1ply of",1\/95 Rcspirr11on·· 
I, llp•;;)/www .nk .guvin1rn11,win1 120 I •)-111:l1v/hq1/rcspi1:atc1rs-
:._l_i:aJ!.:gy/j�d _.x .h ll1}i?\:f)( '_/\/\_re !Val =h_llps¾'.11\ 'Yr): l:'Vu21-\vww.cd_c .g_o_y�';,2j-"curn1_1a vj ms
%!21:'2() 1 1)-_nu 11:''.:,,�.I: hep•�;,;:, F1·c:;p iJ'lll( 11"-);[I pply- .';11-nl:.'-L�ics l1l111 I

0 Weekly c-nrni ls regarding CO\/11)-1 G:
1_1 I I p,•;:/[l_'�lJ_I �_s, k g_(_)\Jcam 1�;1 _ig1 I prr,,, )'\l'rv ic l'/ �1J_l1��:_d_11!Jo1(' il,',jlX '}[' )jl i l'_ id I I:--; ( · 1 X' ::!O (i 7

FD A Rcsou recs: 

• Em crgt�nc Y u�c /\ lltlwri1;11 inns: \ Jlq1:,://\, \\ \\, ld:1 .g, 1v/1 II i:d il·,li-L 1 l'V il'L0 :J,:1IH.'1"1 1.L'l1': V
s i luat io 11 s-n I c, I ical-d cy iccsi\:I_!) L:IJ'_L·r, L 2·::.t 1:--c�:1 u 1 I 1,_1 n .'.:11 iu1,,

CMS Re5ourcc.-.: 
• ,1\pprndix I I ut'tiiL' SLitc Upcnit1ori:; !'vli111ual- C.i11idc11h:c lo Survcyc,1s. r-:ncl-Sti1gt: 1Zc1;,il

l"lise,1�c Facilities ,1l: h11p_-:.:,1:,v,\�\.1·.l·111s u11v/l,l_'L',L ;1ti1111,-:1_,1d-
( ,u idnnL·-dCi 1, i ,"11 ice/�, 1 aI1 uni �/dc1w11 I ua,1 \/\, 1111 I ( 1 ,q1 __ 11_ ,·,1·,I .1_1cl I
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• Appendix Z of the State Operations Manual - Emergency Preparedness for All Provider
and Ce11ificd Supplier Types Jntcrpretive Guidance at:.h!!Jb:/�ww\\',_l'.n1s.gm/l{_L'[!.1d:i1i1111�­
�nd-�:luLc!�11c�/.0_1Ji<la..nfe}M_ n_uald(do}a','nl.91-!_d•:.'•>1�111 I() /llJ)_/ _ l'll ll"l'):'.J)!q)J}_d r

• Dialysis resources on the CMS website including interpretative guidance at:
l�I I J)s:ll\\'W\\I.CI!) �. g!lv/M \: d .ir<1re/l' (ov i dcr�_L! 1 ro l lm cnt-and-
1 · crt ilic_,1[io11/l ,1.L[d;111t:l' li11 l .. �ws1\ 11d lh'!c!.1 il:_1_Lions/l �i�1lys 1s

Contact: Questions about this memorandum should be addressed to 
Q�<J< i_l •:mt!l'!;t:ll!'.Yl'r:�Ell.!!1,'J.D.:i,!!.1!�!'-��- Questions about COVID-1 9 guidance/screening criteria 
should be addressed to the State Epidemiologist or other responsible slate or local public health 
officials in your state. 

Effective Date: Immediately. This policy should be communicated with all survey and 
ce11ification staff, their managers and the State/Regional Office training coordinators 
immediately. 

/s/ 

David R. Wright 

cc: Survey clnd Operations Group Management 
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DEPARTMENT or- HE,\LTH & 1-JUMAN SF.RVKl:S 

C't:ntns Im l\li,di,',11<' II,_ l\ledirnid 5,•rvin•s 

7500 !>(•.:urity lloukvanl, M�il Stop C2-2 l-16 

llilllinwrc, /\<!arv h111d 2124 •I-J/l!:iO 

Center for Clinical Standards and Qualil 

DAT1L: 

TO: 

.FROM: 

March J 0, 2020 

Stale Survey Agency Directors 

Director 
Quality, Safety & Oversight Group 

& Oversi ht Gron 

Ref: QSO-20-18-HHA 

SUBJECT: Guidance for Infection Control a11d Prevention Cnnccrning Coronnvinrs Disease 
2019 (COY ID-19) in l lomc I lea Ith Agencies (111 lAs) 

Mcmwrnndu111 S1111111111rv 

CMS is committed to protecting American patients and residents by ensuring health care 
facilities have up-to-date infonnation to adequately respond to COVJD�J9 concerns. 

• Coordination witll tile Centers/or Disease Control and Prevention (CDC) and local
public health departments - We encourage all Home Health Agencies to monitor the
CDC website for information and resources and conlact their local health department
when needed (CDC Resources for Health Care Facilities:
11Wls://www.cdl�.govtc9ronuvirns/2U 19-ncov/hcnl!hcnl'c-foci I itics/i 11dcx ,htm I).

• Home He(l//h Guidance and Actions - CMS regulalio11s and guidance support Home
J lealth Agencies laking appropriate action to address potential aml confirmed COYID
cases and mitigate transmission including screening, treatment, nnd transfer to higher
level care (when appropriate). This guidance applies l"o both Medicare and Medicaid
providers.

Backgro1111cl 

Tnc Centers for Medicare & Medicaid Services (CMS) is commilled lo the protec1ion of patients 
in the hornc care setting from the spread of infectious disease. This mcmon:indum responds to 
q11eslions we lrnvc rec,. ived and provides important guidn11cc for all Mcdican! and Medicaid 
particip,l( ing l lomc I lenlt It Agencies ( H H/\s) i11 addressing the COY I D-19 outbreak and 
mini111i:r.i11g lra11smissio11 to 01he1· individuals. 

Guiclaucc 
111 IAs should 111onilor the CDC website (see links below) for i11lon1111tion and resources mid 
contncl their local health dcpnrtmcnt when needed. Also, 11111\s should bl· mo11itoring the health 
status of everyone (patienls/residcnl�/visitors/staff/ctc.) in the homccare setting for signs or 
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'.;ymptorns of' COVID-J 9. l'er CDC. prompt dctt.:cli(111, triage and isol,l\ion ot pok11tially 
i11fcc.tio11s patients ,m; esscntiril to pn.:vcnl u1111c,:cssmy ex.posuies ,1111011g pati,,;nts, healthcare 
perso1111cl, ,ind visitors. 

In adclitiun lo tile c,,-er;_ircl1i11g regulnlions and guidn1H.:e, we have provided the following 
i11fc1nrn1tic111 (Frequently .l\skecl Qucstio11s) about some spct.:if1c Meas rcla!cd tn COV!D- l 9. 
His guidance is applicable to i!ll McJicare and Mcdirnid l Hli\. J)l'(Widcrs. 

1111/\ C11ida111:c fo.- A<lmilli11g .ind Tn:aling l'atienb will1 known or suspccti:d COVlD-19 

Which patie11ts are at risk for severe disease for COVlD-19? 
[fascd upon CUC data, older adults or those with underlying chronic medicul conditions may be 
most al risk for severe outcomes. 

How should HIIAs screen patients t'or COVll>-19? 

When making a home visit, f-lJ !As should itfc11tify patient;-, al risk for lrnvi11g COVID-19 
inl"·ctio11 befo1-e or immediately uro11 arrival to the home. Tl cy should ;1sk pc11ie11ls ;1boul the 
fpl lowin2: 

I. lntcnir1.tional travel within tin: last 14 days lo countries witl1 sustained community
trans111 ission. l'or u rdated in fonrn1tio11 011 af

f

ected cou11 ti-ies visi l:
Ii IIJt;:f{w1v1:�· ,L�t l�: .. t'!l.\'le1!ro1H1\· irw,CO I <J-11rnv/tra velc_rs/iJ1�l,,'.x,ht111 I

2. Signs or symptoms uf a rcspinttory infection. such as a fovcr, cough, and sore thrnal.
�. ln the last 14 days, has h.ld co11tc1ct wilh s(i111eo11e with or under investigation for COVlD-

19, or are ill with respiratory illness. 
4. Residing in a community where co111111uni1y-bascd spreaci ofCOVID-19 is occurt"ing.

For ill patients, implement source contrnl measures (i.e., placing a faccnrnsk over the patient's 
nose ,HHl mouth if that has not alrcaciy been done). 

In form Llic I l HA clin i ·al m,rn,1gcr, locn I nnd state public hca !ti I nul ho1·itics i!bOul the presence of 
a person under inve:;liga1ion (PUI) for COVID-19. Additional guichnce fur cv11l11ating ratie11ls in

U.S. for COVID-19 inft.cli<m ca11 be: lbu,id on the Cl)C C:OVID-19 website. 

C[VIS regulations requires that home health age11eies prnvidc the 1ypes of services, supplies a11cl 
equipment requi1·cd by the i11dividualiZL'.d rlan ot'c:11e. HI-IA 's fll't; 11ornially expected to provide 
supplies for respiratory hyL•,iene and rnugh etiquette, including 60%-95%, alcuhol-bJsccl ha11d 
sanilizer (t\BHS). State and 1:cdcral ::urveyors should nDl cite IH1111e hi.:,11111 agencies for not 
providing certai11 supplies (e.g., per.'ional protective cquip111�.111 (P!'F) s,,ch as gm ns, ri.�spirators, 
surgic.1! masks a11d ;:ilcolrnl-hased hr111d rub� (AUi IR)) if they are having <.lifticult)' oblai11i11g 
these supplies liw reasons outside ur ihc ir co11t1 ol. Huwt:ver. we dti expcc1 prcwidcrs/suprl iers to 
1r1kc act inns to rnitigatc any resource shortages and show they ,Ht'. l:1k.i11g nil <1rpropria1c steps to 
nblain Ille nece:;sary s11pplies as soon as ))lls•;iblc. 

HOH' should Jll[As monitor or restrict ho111r: visits for ltr.ilth care staff? 
• J k11llll c,1rc rrovidcr'.; (HCP) wlw h,1v� signs and syrnp1,11ns 01· a n::spirntory infection should

11t1t n::port In work. 
• /\ny sta/Tthut develop �ig11� and sy111pto111s of a rcspi1:1lo1 y 111ti:ctio11 \vhik 011-lhc-_iob,

should. 

l\11•c2 n17 
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o l1nrncciiutcly stop ,vork, pu! on a t';icerw1sk, and self-isolate :it home;
o lnfonn lire HI-IA clinical nwnagei- of inf"onnatiC111 un i11dividuals, equipment, nnd

locations the pc1·snn ca111c in contact with; and
o Conlacl ,ind follow the local health dcp<1rtrnc11t rcco111mc11dali(lns /cir next steps

(e g., testing, locations for treatment).
• Refer to the CDC guidance lnr e:q1osures that might wnrrnm l'L'.Slric1i11g asymptomatic

hcalthcc1rc pc1·so1111cl frnrn reporting 10 work (IJllp.d/\\'1V\','.('._lk.r,11v/L'.c11·,i11.ivi,:1_1sr�O I 1l-
1is_o,•/J_!�:pjg11 Ld:111c;i,:-rJ0J� �;1•;•a.::;111, 'I_\ Hi�- /l.: I 111!.!..!) 

Ill lAs should contact thcir local l1callh clcpart111cnt for questions, ;ind frequently rc-vie,v the 
CDC website dcdic,1tcd to COVJD-19 fo1· health care prnfessionals 
hll ps ://ww,v.cdc. !,!_l)V/co l'l)tHlV i rus/20 I <1.nc(l V /hcp/i 11 dc:,;Jp111 I 

Do all pati�11ts with known or suspected COVID-19 infection require hospitalization? 
Patie11ls may not require hospitulization a11d can be 111,1nage.d at home if'they are ablr to comply 
with monitoring requests. More information is availabk here: 
_l1ltj\'d/\\'\V_\\' .. i;�!c,g(•Vlt:_c:ir�w£�\I irqs/4U 1.2�11_(.:m-/ilqi/gu i(l,_1ncc-l1nrn L'·L'cll'C.ht1n I 

What arc the considerations for dctcrminiug when patients 1.:onfirmed with COVII}-J 9 arc 

safe to be trc:1tcd c1t ho1m�'! 

Although COVlD-19 p;itients with mild symptoms may be ma11agcd at home. the ckcisi,)n to 
remain in the home should consider the patient's ability to adhere to isolation rccommcndalions, 
as well as the potential risk of scconcfary transm•ission 10 household members with 
immunocompromising conditions. l'vlorc information is available here: 

J.@'!:")!)v\V\\: .. c.< Jc .gt 1 \'{c11!:.iJ1_1 :! "[rn�t.! <}.!.'2:.L1l:\1y!I 1.rJ 1/g1Li dL\111,-'t.:::l 1 (�11_1\2:L'J ,r� ,11. t u1J 

When should patients co11fir111edwith COVll)-19 who arc rcl'.civir1g HHA services bl' 
considered for transfer to a hospital? 
Initially, symptoms maybe mild ancl not require transfer lo a hospital as ILJng as the individual 
with support of the HH/\ can follow the infection prevention and control practices recommended 
by CDC. (j1Itps:f /\\•w1v.L·�JL:.g1 ,v/i.;o_i:l111_;1virn�;/2111 9-nc,:iv/i 11 l'ceii< 111-cuntrnl/cvntrol-
r1�1111.1111�:u�l ,tli, ll:!.�;, 1111 n 1) 

The patient may develop more severe symplurns amJ rcquirl'. 1rnnsfc1 lo il hospital for a higher 
level c.1fcarc. Prior to transfer, emergency mcdiccil services a11d the 1·cceiving hospital should be 
alerted to the putient's diagnosis, and rrecnution:; lo be taken including placing II faccrnask on 
the ,,aticnt d11ring tr.111:Sfer. If the palicnl docs 110t require hospitali1.ation they cc111 be discha1·ged 
back tl, home (in consultation with state or local public hcaltt1 a11Lhoritics) if deemed medically 
:ind enviwntncnt1lly �'1�1-�·t1_pri:1tc. Pe11LJi11g lia11::;fcr o, disc:lwrge, place a focemask on the patic11t 
anci isolate him/her in a room with the door closed. 

Whal are the i111plic1tions of the Medicare IIHA Disrhargr Planning Regulations for 

Patients with COVJD-19'! 

Mcdical'c'.s Disc:lw1·gc rIa1rning Regulc11ions (which ,,c1·c li!�dult:cl i11 N0\•cmbcr20l9) 
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1cquires that HI I.'\ as�c:ss rile.: pcHic.;nl's 11ccd., for p�1st-l lH1\ services, und 1he av,iilability o/'suc:h 

services. When a patic11I is clisch,1rt,cd, all necessary n1eciical information (incluJing 

c:om11111r1icablc discascsJ n1us1 be �1rovidcd lo :111y nthcr service provider·. hli COVID-19 

patienls, this must be co111111unirnrcu to 1he receiving service proviJc, prior 1,.1 lhc 

clischnr�'_,c/transfer and lo the fic:ifthc,uc trrt11sp1.irt rcrsunnel. 

Whal ,ire recommended infrction prevention and l'ontrol practices, including 

considerations for family 111cmbcr exposure, when C\';JJ11ati11g and caring for patients with 

known or suspected COV ID-19? 

The CDC ndl'i.,cs 1hc patient to stay ho111c except tc gel 111ediu\l Ci'1rc, Sl'prtrate yuur,c!ffrnm 
other people and c111i11rnls in the home as rnucil as 1:io ·:,iblc (in ;1 �eparnte room witl, the door 
cl,1sGd), c,ill ahead bcrorc: visiling your doctm, '11',d wc:ir :1 f'rtcc1nas� in the pre. e11cc o/'others 
when out orttn: p.Hie11l .-00lll. 

fnr cvcry1rnc i11 the home, -:De nlhiscs cuv rin..' ,·011gh:; a11d :rnccz . rbllo\.vcd by hantl washing 
or using an alcoh�)l-bascd h,11d ru 1, not sharing pctSLlllltl itt·ir,s di:-h:.:s, t>,Hi11g uten. ils, bedding) 
with individual$ irh knc,wn or suspc ted C )V!D-l 9, c.:knning all "high-l u�h'' surfaces dc1il�·, 
and 11H1riituring for sy111pttllns. WL· would a:;k IhaI 11! 1/\ ·s sh.ir<.· ;idditional intbrmntior1 with 
fam i Ii cs. l'ka..�c sec !1 ltps://-.Nww.cclc. �•.ov/c:oronav i I w:1.>o I CJ-n<,:(_1_v/J1cp/_l!,L1ida11<.·i;.-r2..i:1;vent� 
sprc:,1d.ht m I and http•,:/ /wW\\ ,·d,:.1•.1 ,,,/L', 11 i ,11 :, vi, 11:, f )�JI <1 -111·, ,v/ci:1111rn 1.111 i1y/l1!1111_'{fj[1(!�.,f �U!!.[. 

Dclai!cd infection prevention ,rnd contrnl rec,immendatioris arc availnble in the CDC Interim 
Infection Prcve11ti,)n and Cor1trof Rccn111,ncndntio11.': for Patients wilh Confirmed Coronavi1 us 
Disease 2019 (COYID-19_) or PcrSt)11s under lnvcstigntion for COV!D-19 i11 lkalthcare :-:cLtings: 
htlps ·//w,, ,v,uk .gPvlc11n 111av i 1·u.,, ,'.ll I 9-11c11vfi11 li..·(·t io1_1-c1111lro l/co�1 lt'J 1l-r��'.ll!)ll!l_�·.11_th!J.i\l!.!.s.ill_!!.11. 

Arc there spccifir co11�idera(inns for patients requiring; therapeutic intcrvcntio11s? 
Patients with kno\.VtJ or �usrccted COVfD-1 CJ should continue to reccivc Lhe intervention 
upproprialc fhr tile everit:, or their illn •· 1111d t}V ·,.ill clinic.al co11dirio11.13ecau:;c some 
pro cdurcs crc,ne 1igh risks l�..1r tra11s111i:;i;io11 ( ·lose pat1t:11t ctmluct during cnrc) pre ,Hllior:s 
incll!de: I) HCI' �htiuld wec1r nil rccnrnnH'ndt:d PPt-;, liil' n1mbcr of HCP presc::nl should be 
limited IL) essential pcr:,onnel, arid]) any �uppl1c. hrou.,thl into. used, ;111d rcni,,vcd from the 
home must he cleuncd and disinfected in acc.ord,rnce will, c11vironrnrntal i11ft:cLion co11trol 
guidelines. 

What Personal l'rotec-tivc Equipmc11t �hould homt' cHrc stall routinely use when visiting 
the home of a p.-iticnt st1.�pccted of COVI D-19 c:x11osurc or confirn,ed exposure? 
lf"cr:1re to raticnts with rc<.piratOI')' 01· gastruiriksti11a! symptoms ,vho arc confinm:d or rrcsumGd 
10 he COVTD-19 posit iv<.: i� unticipatcd. then llHt\.� sll(luld 1·dcr to the Interim Guidance for 
Publi,'. Health Pcr-sc111ncl r.vafuating Persons Unric, Investigation (PUis) and ;-\-;yrnptornc1tic 
Close Cont,1ct\ cfCon/inneJ C1:;cs al Their I lomc or Nrn1-Ho111e Rcsidc11tial Se1ti11g,s: 
illtJl•, :!/\\'\\ w .uk.L•.1 iv;\·, ,r, >11;1\'i111 ·).' i JI lJ.1 IL,, 1•/ I dq >.\•.11id,111L·1· n·,d11al i 11_11.-1111i_.h1111 I 
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I )and hygirnc should he pcrfonncd bcli.)r� p11tting on iind al"icl' removing PPr� t1si11g ukohol­
b;is-:d hand sc111itizcr thc11 contc1I11s 60 to 95'�•;, alcolrnl 

PP!: should idc.nlly be put 011 outside or the home p1-inr tn entry inlo the ho111t,. IJ unable to put 
on all PPE outside 0fIhe horne, it is still rrcfcm.:d that foce prolcclion (i.e., rcspi1J\or a11d eye 
rrntcction) be put u11 bcfol'c entering tl1c h0n e /\lcrt persuns within the home that the public 
health personnel will he entering the; home and ask thcrn to move to a Jiffe1·en! room, ifpossibk. 
(1r keep a (i-foLll distancG in tin:. same roo111. Once the enlry arl'a is ckM. enter the ho111e a11d rut 
011 a �own und gloves. 

;\.sk person bci11g lc::,;tcd i/'an external trash c:111 is prl'.st:n\ ,tt h,t home. r if one can be left 
outside for the disposal of PPl\. J) PJ: slwuld ideally he removed outsidt.: of the hoinc and 
discarded by r,l,1cing i11 external ti ash can before dep:1ning locatio11 l'P� shuuld nnt be taken 
i'n1111 tlii.: home of'tlte pl:rson being tested i11 rul.Jlic hc,1l1h pcrso1111el's vchide. 

lt unable to re:111ovt.: i!II PPF uutsicic ,1fthc hume, ii is still prefe1red that face protcctio11 (i.e., 
respirato1 and c1c prntection) be removed 11fter exiting the !tome. If gown nnd gloves must be 
removed i11 the home, ask pcr,on� within the home to move tn a different roum, if rossiblc. or 
kccr (] (i-f"t,ot di.lance in th:: srnne l\lOlll. Once !hr en11y art·a is lcar, rl'.nIovc gO\Vll and gl,wc., 
and exit the home. Once ou sitk th·, hrime, pcrl'nrm hand hygiene,. ith alcuhol-1.mscd h1rn I 
sanitizer thm conl,tins 60 h, <r% aln..1lwl, ,·cm..:,ve fuce prutc tion and discard P Eby placing i11 
external trash can belcire dep:111ing l,1eati<1n Perform trnncl hygie11e again. 

\.\!hen is it safe to discontinue Tra11smis.�iou-h.1sctl Precaution.-; for home care patients wilh 
COVID-19'! 
The decision to discontinue. Transmission-Based l'recaution� for hon1e care patients with 
COVJD-19 should be made in wnsultatiun with cli11icia11s, infection prcvc11lion and control 
spt:cialists, and public health o/Ticinh. J'his decisio11 .,hnulcl consider disease severity, illness 
signs a11d symptoms, and resu Its L)r laboratory !(·sting for COV IU-1 1 in respiratory specimens. 
For rn ore details, please refer to: II I Ip·; :/lww1, .c lL�l_1_,•�c1_1�,,11av i ru4;:_9_l ?·•Jll:nv/l1�1�tii:;p11�j1 i_<111�il]­
ll_g 111 c-p;q i L'l_l_[�. I I I 1)1 I. 

Co11siJernlion;; to disrnntinuc in-liornc ist1lation include all of' the follovvi11g: 

,i Rcsolulion oi'f'cvc1·, withu11t usc ofantipyrctic mcdicc1ti,111 
u ltnprovc:1m:11t in illnC'!'iS signs and :y111pt,l111s
o 'gative restilt;; ofa11 fDt\ Emcrge1Ky IJ.,c Aulh,H·ized molecular a say for

CDVIU-19 from at kasi tv o ·on. t<.:uliH: sets of raircd 1rn:;oplrnryngcal nnd th1 oc1l
swabs spcci1nc11s col ice Led ::::7.4 hou1 s �par1:� (totnl or four m:gative specimens­
two m1soph,-tr) nge,11 and t ,vo Lhrnat). Sec ) 11_\ni_111 __ l i1_1 i_1_l_i;J i 11cs J�r ( 'nl kcti!m,
I l,111dli11g. :111d l'l••;li11�· Cli11ic:ll SpcL·i111(;11S i1:0Jn _[).itie11t:; 11,uln l1_1vc:;tih•;1ti\11J
(l'_j!h) lc)r 20J'l Nuvl'I ( ·,1_1·,.·11:il'i1t�2-\:/0l')-11_( ·,1\/J tr1r speci111cn collection
gu1da11u:.

· J11itial g,uiunncc is b,iscd 11pon limited i11forn1:11ion and is subject to drnngc ns more
infornrnti(111 liec1�mcs av,1ilahle. In pcrs,Jn, with a rcrsistcn! pi-oduc.tive wugh, SARS­
C;V-2-1,NA lllight be detcctccl 101 lt111gL'.:' period" in sr1t111m spccimc11s than in upper
1cspirnt0ry tract (11as0pharynge11I �w,1L, nnd th1oaI sw;ib) s1H:>ciinens.
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Protocols for Coordination and lllvcstit::a!ion of I10111c lien Ith Agcucic.s with Actu.-11 or 
Suspected COVlJ)-19 Cases

During a l10me hc1.1 Ith agency survey, whrn ,1 ( ·ovr D-19 confirmt.:d case or suspected cast: 
(including Pl)l) is idcnti1icd, the ,u1·vcyurs will co11fim1 !hat lhc ,1gency has reported lhc 
ca�e lo public health ufllcials as rcq11ir;:d by sl,1lc l,1w and will wor·k \Vith the agency to 
review infcctil)n rircvL�r;tio11 and cducc1tion pi-acticcs. Confirm thill the I IHA has the most 
recent i111nnnati,lll prnvidcd by tht.: CDC. 

" The: Stntc should not if\ lht: app1opri,1Lc CMS Regionc1I Of
f
ice oi'Lhe HI IA \Nho has 

been identiticd as rrnviJi11g .,crviccs lo a person with contlrmed ur suspected COVID-
19 (i11cludi11g pers<.ins under invcstigati(,11) who do riot need to be lwspilalizcd: 

• ·1 he Stall' shuuld 110111';1 the <1pprnprialc CMS Rcgi<111al Clffic:c oi'the 1111.'\ who has
been ide11lilicd as pn:ividing :,crviccs tn ,\ perso11 with cnntirrned COVID-19 ,vhn were
ht1spitalizcd and dctcr111i11cd to be 111cuicc1lly stnblc to go home.

Ci'vl� is awaIe oftlwt there is ,1 scarcity or some supplies in certain <1n::as oftlw country. State 
and Fcdernl survcycw, �1io11ld not cite providcr.f::11p��liers Jen 1101 having carni11 supplies (e.g., 
persC111al prolective ·quipnll'lll (l1 f'F.) such ai; �0wns, respir:1tors, surgicni m,rsks and alcohol­
based hand rubs (;\13J-IR)) if they arc having difliculty obtc1ini11g these supplies l<ir reasons 
oulsick or their con!rcll. Hovvc:ver, we do expect pruviders/surplicrs to take 11ttion to mitigate 
any r<"sourcc shor!agcs arid show· they arc taking all app1 opriatc steps to obtain the necessary 
supplies il�; S(lOr1 as pussil>k. Fo1 ex,1111ple, i(thcre is 1.1 shortage of ABI-IR, we expect staff to 
pr�icticc effective hand washing with suap a11d wukr. Sirnilrirly, if'Lhcrc is a shortage of PPE 
(e.g., due to supplicr(s) shurlage which may be a regional or rnttional issue), the facility should 
contact Lhc 1.1ppropric1tc loc2,I authorities notifying them of the shortage, follow natinnal 
guidelines for i>J1li111i1i11g 1l1cir_i.:_1_11Trnl_s11J1J1l_y. or identi(v tile 11cxt b�st option to care for patients. 
If a surveyor helievcs a facility should be c.itcd ii-1r nol having or prnviiling the necessary 
supplies, the slate agency should contact thc CMS Rcgionnl Office. 

Jmporta11( CDC Resourecs: 

enc Resource� for llcalth Care Fncililit� :11Hl llo111l' �llHI Cor1111111i(v Basl'tl Sdti11 •s: 

• CDC Rcs(iu1·cc:s fo1 f lenllh Care l·:1cilitics· lit1j1'.,://w\\ w.t·,k c1!••vh·orr1ni\Vir11�/J�l_i)_
11cov:'hcalthcnre-faci I it i1,;s/i ndcx .h tm I

• CDC FtV) li.1� COVIi)- i 9: li[Jp:;:i/\\'\'. , ... 1:dc.g_llVln11·(111;1vin1�J: 1 fl_l l).IJL'llV/inl<:1·.Ii1111-
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0
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• •;11:11(:gic� r,11 Uplillli/illf'. lhc: \u11ply ol l\ 1)) lkspir;i101'.;:
11111, _.., ii,\ 1, ,,, .uk e• ,, .. \, ,n" 1:1'" 1111�/)01 •J.11cil\JIH'p/_1�t',�J� irn1, 11·s•
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• CDC guidance for Infection Prev_ntion and Control Recom111e11datiuns for Patients with
Confirmed Coronnvirus Disease· 019: IJJl_p5:/lww\v.�·d_c.g11v/cn1·,H1,1vi1"11s/.:_PI '1-
pcovj l!_1J;.:-:1 i 1111.:_�!}ll I rc1 I� c1, ,1_1 rn l-!\:i.:u111!n_�11J!,1t i QDS ,J1 tm l

• Resources ti.1r Households h.!!p:,:/11, \\·w,,:!Ic .g,_,y/q,,n �1_1J1yD''!t/)01_1�� 

�l_foV/c1 Jl}l 111 lll I i(y/11omy/ i llli ,: X. Ii 1111 I

FDA Rtsourcc. ·: 

Em rgency Use A uthoriznt ions. l1t1p·,/�vww.lil,1.l_\111,-/Jm:d ie;_1l�t,kYi!'.��.l_c11:a:rgcn_i.:y-\i_l11,1t irn1��: 
ll I l'�l i�n l-d1:1:u: · -;�,1�:rb'.l'll<'.}'.: 11 s<.:-_glJ thorizat ions 

CM Resourrc.: 
Horne Heal!h Agency Infection Control and Prevention regulations and guidance: 42 CFR 
484.70, In1ection Prevention and Control, Appendix R of the State Operations Manual, Infection 
Preven lion and Contra I. I I qp:, ://\1w1v .l'fll s.�c}�ilfrgr\ lat i11_q:,-;1ud� 
<. i 11_idm1_cdG u id.:i_ueeliv!;1_1_1_11,_1 l s/d,iwJ.111>,t�ls/.;11111 I 07gp_b _I 11_1 ;1,lli!l· 

('I)(' ll Hlatrs: 

!1llp:.://www.nk .!_!<lVfr, 1f(�11.1 virn:J1/1 I 1>-111:nviwlwls-11 ·w-alJ..fil!!!J
S.ili11..!11l li1r 1)1..,- 11 -�\''ik�II .T to rec.eive w�ckly ernuils about the corona virus disease 2019 (COVID-
19) !ill1l:-.://l, JI,,,.(. !1;,t1_1!'.�'dll_l_p;1 igt!ll.!:• 1:\),Sl'!'\' it:�baJJ\s ·ri111 i.1.w:-..()SJ1x'!t!•P.iLJ.d·_l .ls_c: D('_l.!>D"l

Contact: Qucstio11s about this m:::morandum hould be addressed to 
� >St JS i_l-'D\�rg�,1�:.yPr.:u•a•Ql_1:-;.l)l1s.guy. Qucs1ions about COVID-19 guidance/ crcening criteria 
should be addressed l the 'Lale Epidemiologist or other responsible state or local public health 
officials in your state. 

Effective Date: lrnmcdiately. This policy should be communicated with all survey and 
certification staff, their managers and the State/Regional Office training coordinators 
immediately. 

Isl 

David R. Wright 

cc: Survey and Operations Group Milnagement 

l"age 7 of'7 
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DEPARTMENT OF HEAL TH &: HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop C2-21-16 
Baltimore, Maryland 21244-1850 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

Center for Clinical Standards and Quality/Survey & Certifkation Group 

DATE: August 26, 2020 

TO: State Survey Agency Directors 

FROM: Director 
Survey and Certification Group 

Ref: QSO-20-38-NH 

SUBJECT: Interim Final Rule (IFC), CMS-3401-IFC, Additional Policy and Regulatory 
Revisions in Response to the COVID-19 Public Health Emergency related to 
Long-Term Care (LTC) Facility Testing Requirements and Revised COVID-
19 Focused Survey Tool 

Memorandum Summary 

• CMS is committed to taking critical steps to ensure America's healthcare facilities continue to
respond effectively to the Coronavirus Disease 2019 (COVID-19) Public Health Emergency
(PHE).

• On August 25, 2020, CMS published an interim final rule with comment period (IFC). This rule
establishes Long-Term Care (L TC) Facility Testing Requirements for Staff and Residents.
Specifically, facilities are required to test residents and staff, including individuals providing
services under arrangement and volunteers, for COVID-l 9 based on parameters set forth by the
HHS Secretary. This memorandum provides guidance for facilities to meet the new
requirements.

• Revised COVID-19 Focused Survey Tool - To assess compliance with the new testing
requirements, CMS has revised the survey tool for surveyors. We are also adding to the
survey process the assessment of compliance with the requirements for facilities to
designate one or more individual(s) as the infection preventionist(s) (IPs) who are
responsible for the facility's infection prevention and control program (IPCP) at 42 CFR
§ 483.S0(b). In addition, we are making a number of revisions to the survey tool to reflect
other COVID-19 guidance updates.

On August 25, 2020, CMS published an interim final rule with comment period (IFC), CMS-
3401-IFC, entitled "Medicare and Medicaid Programs. Clinical Laboratory Improvement 
Amendmenls of 1988 (CLIA), and Patient Protection and Affordable arc Act: Additional 
Policy and Regulatory Revisions in Response to the COVID-19 Public Health Emergency". 
CMS's recommendation below to test with authorized nucleic acid or antigen detection assays is 
an important addition to other infection prevention and control (IPC) recommendations aimed at 
preventing COVID-19 from entering nursing homes, detecting cases quickly, and stopping 
transmission. Swift identification of confinned COVID-19 cases allows the facility to take 
immediate action to remove exposure risks to nursing home residents and staff. CMS has added 
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42 CFR § 483.S0(h) which requires that the facility test all residents and staff for COVID-19. 
Guidance related to the requirements is located below. Noncompliance related to this new 
requirement will be cited at new tag f 886. 

§ 483.80 Infection control

* • • • * 

§ 483.S0(b) COVID-19 Testing. The LTC facility must test residents and facility staff, including
individuals providing services under arrangement and volunteers, for COVID-19. At a minimum,
for all residents and facility staff, including individuals providing services under arrangement and
volunteeni, the LTC facility must:

(1) Conduct testing based on parameters set forth by the Secretary, including but not limited to:

(i) Testing frequency;
I 

(ii) The identification of any individual specified in this paragraph diagnosed with COVID-
19 in the facility;

(iii) The identification of any individual specified in this paragraph with symptoms
consistent with COVID-19 or with known or suspected exposure to COVID-19;

(iv) The criteria for conducting testing of asymptomatic individuals specified in this
paragraph, such as the positivity rate of COVID-19 in a county;

(v) The response time for test results; and

(vi) Other factors specified by the Secretary that help identify and prevent the transmission
of COVID-19.

(2) Conduct testing in a manner that is consistent with current standards of practice for
conducting COVID-19 tests;

(3) For each instance of testing:

(i) Document that testing was completed and the results of each staff test; and

(ii) Document io the resident records that testing was offered, completed (as appropriate to
the resident's testing status), and the results of each test.

(4) Upon the identification of an individual specified in this paragraph with symptoms consistent
with COVID-19, or who tests positive for COVID-19, take actions to prevent the
transmission of COVID-19. 

(5) Have procedures for addressing residents and staff, including Individuals providing services
under arrangement and volunteers, who refuse testing or are unable to be tested.

(6) When necessary, such as in emergencies due to testing supply shortages, contact state and
local health departments to assist in testing efforts, such as obtaining testing supplies or
processing test results. 

GUIDANCE FOR F886

Testing of Nursing Home Staff and Residents 
To enhance efforts to keep COVID-19 from entering and spreading through nursing homes, 
facilities are required to test residents and staff based on parameters and a frequency set forth by 
the HHS Secretary. 
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Facilities can meet the testing requirements through the use of rapid point-of-care (POC) 
diagnostic testing devices or through an arrangement with an offsite laboratory. POC Testing is 
diagnostic testing that is perfonned at or near the site of resident care. For a facility to conduct 
these tests with their own staff and equipment (including POC devices provided by the 
Department of Health and Human Services), the facility must have a CLIA Certificate of Waiver. 
Information on obtaining a CLIA Certificate of Waiver can be found here. 

Facilities without the ability to conduct COVID-19 POC testing should have arrangements with a 
laboratory to conduct tests to meet these requirements. Laboratories that can quickly process 
large numbers of tests with rapid reporting of results (e.g., within 48 hours) should be selected to 
rapidly infonn infection prevention initiatives to prevent and limit transmission. 

"Facility starr• includes employees, consultants, contractors, volunteers, and caregivers who 
provide care and services to residents on behalf of the facility, and students in the facility's nurse 
aide training programs or from affiliated academic institutions. For the purpose of testing 
"individuals providing services under arrangement and volunteers," facilities should prioritize 
those individuals who are regularly in the facility (e.g., weekly) and have contact with residents 
or staff. We note that the facility may have a provision under its arrangement with a vendor or 
volunteer that requires them to be tested from another source (e.g., their employer or on their 
own). However, the facility is still required to obtain documentation that the required testing was 
completed during the timeframe that corresponds to the facility's testing frequency, as described 
in Table 2 below. 

Regardless of the frequency of testing being performed or the facility's COVID-19 status, the 
facility should continue to screen all staff ( each shift), each resident ( daily), and all persons 
entering the facility, such as vendors, volunteers, and visitors, for signs and symptoms of 
COVID-19. 

When prioritizing individuals to be tested, facilities should prioritize individuals with signs and 
symptoms of COVID-19 first, then perfonn testing triggered by an outbreak (as specified 
below). 

T bl 1 T f S a e : es mg ummary

Testing Trigger Staff Residents 

Symptomatic individual Staff with signs and Residents with signs and 
identified symptoms must be tested symptoms must be tested 

Outbreak Test all staff that previously Test all residents that previously 
(Any new case arises in tested negative until no new tested negative untilno new cases 
facility) cases are identified• are identified* 

Routine testing According to Table 2 below Not recommended, unless the 
resident leaves the facility 
routinely. 

*For outbreak testing, all staff and residents should be tested, and all staff and residents that
tested negative should be retested every 3 days to 7 days until testing identifies no new cases of
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COVID-19 infection among staff or residents for a period of at least 14 days since the most 
recent positive result. For more infonnation, please review the section below titled, "Testing of 
Staff and Residents in Response to an Outbreak." 

Testing of Staff and Residents with COVID-19 Symptoms or Signs 
Staff with symptoms or signs ofCOVID-19 must be tested and are expected to be restricted from 
the facility pending the results of COVID-19 testing. If COVID-19 is con finned, staff should 
follow Centers for Disease Control and Prevention (CDC) guidelines "Criteria for Return to 
Work for Healthcare Per!-ionncl with SARS-CoV2 Infection.· Staff who do not test positive for 
COVID-19 but have symptoms should follow facility policies to determine when they can return 
to work. 

Residents who have signs or symptoms of COVID-19 must be tested. While test results are 
pending, residents with signs or symptoms should be placed on transmission-based precautions 
(TBP) in accordance with CDC guidance. Once test results are obtained, the facility must take 
the appropriate actions based on the results. 

Note: Concerns related to initiating and/or maintaining TBP should be investigated under F880, 
Infection Control. 

Testing of Staff and Residents in Response to an Outbreak

An outbreak is defined as a new COVID-19 infection in any healthcare personnel (HCP) or any 
nursing home-onset COVID-19 infection in a resident. In an outbreak investigation, rapid 
identification and isolation of new cases is critical in stopping further viral transmission. A 
resident who is admitted to the facility with COVID-19 does not constitute a facility outbreak. 

Upon identification of a single new case of COVID-19 infection in any staff or residents, all staff 
and residents should be tested, and all staff and residents that tested negative should be retested 
every 3 days to 7 days until testing identifies no new cases of COVID-19 infection among staff 
or residents for a period of at least 14 days since the most recent positive result. See CDC 
guidance "Testing Guidelines for Nursing Homes" section Non-diagnostic testing, of 
asymptomatic residents without known or suspected exposure to an individual infected with 
SARS-Co V-2. 

For individuals who test positive for COVID-19, repeat testing is not recommended. A 
symptom-based strategy is intended to replace the need for repeated testing. Facilities should 
follow the CDC guidance Tesl-Based Strategy for Discontinuing Transmission-Based 
PrecautionsDiscontinuing Trnnsmission-Based Precautions for residents and Criteria for Return 
to Work for Healthcare Personnel with SARS-CoV2 Infection. 

Routine Testing of Staff 
Routine testing should be based on the extent of the virus in the community, therefore facilities 
should use their county positivity rate in the prior week as the trigger for staff testing frequency. 
Reports of COVID-19 county-level positivity rates will be available on the following website by 
August 28, 2020 (see section tit]ed, "COVID-19 
Testing"): hllps://data.cms.gov/slories/s/ OVI D-19-Nursing-Home-Data/bkwz-xpvg 
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Table 2: Routine Tcstin2 Intervals Varv bv Community COVID-19 Activity Level 
Community COVID-19 County Positivity Rate in the past Minimum Testing 
Activity week Frequency 
Low <5% Once a month 
Medium 5%-10% Once a week* 
Hi2h >10% Twice a week* 

"'This frequency presumes availability of Point of Care testing on-site at the nursing home or where off-site 
testing turnaround time is <48 hours. 

If the 48-hour tum-around time cannot be met due to community testing supply shortages, 
Limited access or inability of laboratories to process tests within 48 hours, the facility should 
have documentation of its efforts to obtain quick turnaround test results with the identified 
laboratory or laboratories and contact with the local and state health departments. 

I 

The facility should begin testing all staff at the frequency prescribed in the Routine Testing table 
based on the county positivity rate reported in the past week. Facilities should monitor their 
county positivity rate every other week (e.g., first and third Monday of every month) and adjust 
the frequency of performing staff testing according to the table above. 

• If the county positivity rate increases to a higher level of activity. the facility should
begin testing staff at the frequency shown in the table above as soon as the criteria for the
higher activity are met.

• If the county positivity rate decreases to a lower level of activity, the facility should
continue testing staff at the higher frequency level until the county positivity rate has
remained at the lower activity level for at least two weeks before reducing testing
frequency.

The guidance above represents the minimum testing expected. Facilities may consider other 
factors, such as the positivity rate in an adjacent (i.e., neighboring) county to test at a frequency 
that is higher than required. For example, if a facility in a county with low a positivity rate has 
many staff that live in a county with a medium positivity rate, the facility should consider testing 
based on the higher positivity rate (in scenario described, weekly staff testing would be 
indicated). 

State and local officials may also direct facilities to monitor other factors that increase the risk 
for COVID-19 transrn ission, such as rates of Emergency Department visits of individuals with 
COVID-19-like symptoms. Facilities should consult with state and local officials on these 
factors, and the actions that should be taken to reduce the spread of the 
virus. http ://www.cdc.gov/covid-daLa-trackcr/index.html#ed-visits. 

NOTE: Routine testing of asymptomatic residents is not recommended unless prompted by a 
change in circumstances, such as the identi fication of a confirmed COVID-19 case in the facility. 
Facilities may consider testing asymptomatic residents who leave the facility frequently, such as 
for dialysis or chemotherapy. Facilities should infonn resident transportation services (such as 
non-emergency medicaJ transportation) and receiving healthcare providers (such as hospitals) 
regarding a resident's COVID-19 status to ensure appropriate infection control precautions are 
followed. 
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Routine communication between the nursing home and other entities about the resident's status 
should ideally occur prior to the resident leaving the nursing home for treatment. Coordination 
between the nursing home and the other healthcare entity is vital to ensure healthcare staff are 
informed of the most up to date information relating to the resident's health status, including 
COVID-19 status, and to allow for proper planning of care and operations. Additionally, 
facilities should maintain communications with the local ambulance and other contracted 
providers that transport residents between facilities, to ensure appropriate infection control 
precautions are followed as described by the CDC. 

Refusal of Testing 
Facilities must have procedures in place to address staff who refuse testing. Procedures should 
ensure that staff who have signs or symptoms of COVID-19 and refuse testing are prohibited 
from entering the building until the return to work criteria are met. If outbreak testing has been 
triggered and a staff member refuses testing, the staff member should be restricted from the 
building until the procedures for outbreak testing have been completed. The facility should 
follow its occupational health and local jurisdiction policies with respect to any asymptomatic 
staff who refuse routine testing. 

Residents (or resident representatives) may exercise their right to decline COVID-19 testing in 
accordance with the requirements under 42 CFR § 483.10(c)(6). In discussing testing with 
residents, staff should use person-centered approaches when explaining the importance of testing 
for COVID-19. Facilities must have procedures in place to address residents who refuse testing. 
Procedures should ensure that residents who have signs or symptoms ofCOVID-19 and refuse 
testing are placed on TBP until the criteria for discontinuing TBP have been met. If outbreak 
testing has been triggered and an asymptomatic resident refuses testing, the facility should be 
extremely vigilant, such as through additional monitoring, to ensure the resident maintains 
appropriate distance from other residents, wears a face covering, and practices effective hand 
hygiene until the procedures for outbreak testing have been completed. 

Clinical discussions about testing may include alternative specimen collection sources that may 
be more acceptable to residents than nasopharyngeal swabs (e.g., anterior nares). Providing 
information about the method of testing and reason for pursuing testing may facilitate 
discussions with residents or resident representatives. 

If a resident has "Vmptoms consistent with COVID-19 or has been exposed to COVID-19, or if 
there is a facility outbreak and the resident declines testing, he or she should be placed on or 
remain on TBP until he or she meets the symptom-based criteria for discontinuation. 

Other Testing Considerations 

In keeping with current · DC rccom1m:nda1 ions staff and residents who have recovered from 
COVID-19 and are asymptomatic do not need to be retested for COVlD-19 within 3 months 
after symptom onset. Until more is known, testing should be encouraged again (e.g., in response 
to an exposure) 3 months after the date of symptom onset with the prior infection. Facilities 
should continue to monitor the CDC webpages and F AOs for the latest information. The facility 
should consult with infectious diseases specialists and public health authorities to review all 
available information (e.g., medical history, time from initial positive test, Reverse 
Transcription-Polymerase Chain Reaction Cycle Threshold (RT-PCR Ct) values, and presence of 
COVID-19 signs or symptoms). Individuals who are determined to be potentially infectious 

6 

207 



should undergo evaluation and remain isolated until they meet criteria for discontinuation of 
isolation or discontinuation of transmission-based precautions, depending on their circumstances. 

For residents or staff who test positive, facilities should contact the appropriate state or local 
entity for contact tracing. 

While not required, facilities may test residents' visitors to help facilitate visitation while also 
preventing the spread ofCOVID-19. Facilities should prioritize resident and staff testing and 
have adequate testing supplies to meet required testing, prior to testing resident visitors. 

Conducting Testing 
In accordance with 42 CFR § 483.50(a)(2)(i), the facility must obtain an order from a physician, 
physician assistant, nurse practitioner, or clinical nurse specialist in accordance with State law, 
including scope of practice laws to provide or obtain laboratory services for a resident, which 
includes COVID-19 testing (see F773). This may be accomplished through the use of physician 
approved policies (e.g., standing orders), or other means as specified by scope of practice laws and 
facility policy. 

NOTE: Concerns related to orders for laboratory and/or POC testing should be investigated under 
F773. 

Rapid POC Testing devices are prescription use tests under the Emergency Use Authorization 
and must be ordered by a healthcare professional licensed under the applicable state law or a 
pharmacist under HHS guidance. Accordingly, the facility must have an order from a healthcare 
professional or pharmacist, as previously described, to perform a rapid P OC COVID -19 test on 
an individual. 

Facilities must conduct testing according to nationally recognized guidelines, outlined by the 
Centers for D isease Control and Prevention (CDC). This would include the following guidelines: 

• Preparing for COVID-19 in Nursing Homes:
https://www .cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.hlm I.

• Testing Guidelines for Nursing Homes:
h Ups ://www.cdc.gov/coronavi rus/20 19-ncov/hcp/nursi ng-homes-test ing.hLm I.

• Performing Facility-wide SARS-CoV-2 Testing in Nursing
Homes: https://www.cdc.gov/coronavirus/2019-ncov/hcp/nursi ng-homes-faci I ity-wide­
testin g.htm I.

• Interim Guidance on Testing Healthcare Personnel for SARS-Co V-
2: https://www.cdc.gov/coronavirns/2019-ncov/hcp/lesting-healthcare-personnel.html.

A diagnostic test shows if a patient has an active coronavirus infection. As of the date of this 
guidance, there are two types of diagnostic tests which detect the active virus - molecular tests, 
such as RT-PCR tests, that detect the virus's genetic material, and antigen tests that detect 
specific proteins on the surface of the virus. An antibody test looks for antibodies that are made 
by the immune system in response to a threat, such as a specific virus. An antibody test does not 
identify an active coronavirus infection; therefore, conducting an antibody test on a staff or 
resident would not meet the requirements under this regulation. 

Frequently asked questions related to the use of these testing devices in high- risk congregate 
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settings such as nursing homes can be found here. In addition, when testing residents, a facility's 
selection of a test should be person-centered. 

Collecting and handling specimens correctly and safely is imperative to ensure the accuracy of 
test results and prevent any unnecessary exposures. The specimen should be collected and, if 
necessary, stored in accordance with the manufacturer's instructions for use for the test and CDC 
guidelines. 

During specimen collection, facilities must maintain proper infection control and use 
recommended personal protective equipment (PPE), which includes an N95 or higher-level 
respirator (or facemask if a respirator is not available), eye protection, gloves, and a gown, when 
collecting specimens. 

The CDC has provided guidance on proper specimen collection: 
• See section "Recommendations for conducting swabbing" under CDC's "Considerations

for Performing Facility-wide SARS-CoV-2 Testing in Nursing
Homes": https://www.cdc.gov/coronavirus/2019-ncov/hcp/nursing-homes-facility-wide­
testing.htm I.

• Influenza Specimen Collection: https://www.cdc.govtnu/pdf/professionals/llu-specimen­
collection-postcr.pd f.

• Interim Guidelines for Collecting, Handling, and Testing Clinical Specimens from
Persons for Coronavirus Disease 2019 (COVID-19):
(hllps://www .cdc.gov/coronavi rus/2019-ncov/lab/gu idel ines-cl in ical-speci mens.him I).

• CDC's Interim Laboratory Biosafety Guidelines for Handling and Processing Specimens
Associated with Coronavirus Disease 2019 (COVID-
19): https://wwv .cdc.gov/coronavirus/2019-ncov/lab/lab-biosafoty­
gu idel i nes. htm l#<lcccntral izcd.

• Guidelines for Safe Work Practices in Human and Animal Medical Diagnostic
Laboratories: https://www.cdc.gov/coronavirus/2019-ncov/lab/lab-biosafety­
guidelines.htm I.

For additional considerations for antigen testing, see CDC's Interim Guidance for Rapid Antigen 
Testing for SARS-CoV-2. 

As a reminder, per 42 CFR § 483.50(a), the facility must provide or obtain laboratory services to 
meet the needs of its residents. If a facility provides its own laboratory services or perfonns any 
laboratory tests directly (e.g., SARS-CoV-2 point-of-care test) the provisions of 42 CFR Part 493 
apply and the facility must have a current CLIA certificate appropriate for the level of testing 
perfonned within the facility. Surveyors should only verify that the facility has a current CUA 
certificate and not attempt to detennine compliance with the requirements in 42 CFR Part 493. 

Reporting Test Results 
Facilities conducting tests under a CLIA certificate of waiver are subject to regulations that 
require laboratories to report data for all testing completed, for each individual tested. For 
additional infonnation on reporting requirements see: 

• Frequently Asked Questions: COVID-19 TcsLing al Skilled Nursing Facilities/Nursing
Homes
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• CMS memorandum: Interim Final Ruic (IFC), CMS-3401-lFC, Updating Requirements
for Reporting of SARS- oV-2 Test Results by l.inical Laboratory Improvement
Amendments of 1988 (CLIA) Laboratories, and Additional Pol.icy and Regulatory
Revisions in Response to the COVID-19 Public Health Emergency

Surveyors should report concerns related to CUA certificates or laboratory reporting 
requirements to the CMS Division of Clinical Laboratory Improvement and Quality 
at LabExcellcnce@cms.hhs.gov. When reporting concerns include the CLIA number; name and 
address of laboratory (facility); number of days that results were not reported, if known; and 
number of results not reported, if known. 

In addition to reporting in accordance with CLIA requirements, facilities must continue to report 
COVID-19 infonnation to the CDC's National Healthcare Safety Network (NHSN), in 
accordance with 42 CFR § 483.S0(gXI)-(2). See "Interim Final Rule Updating Requirements for 
Notification of Confirmed and Suspected COVID-19 Cases Among Residents and Staff in 
Nursing Homes," CMS Memorandum OSO-20-29-NM {May 6, 2020). 

NOTE: Concerns related to informing residents, their representatives and families of new or 
suspected cases of COVID-19 should be investigated under F885. 

NOTE: Concerns related to the reporting to state and local public health authority of 
communicable diseases and outbreaks, including for purposes such as contact tracing, should be 
investigated under F880. 

Documentation of Testing 
Facilities must demonstrate compliance with the testing requirements. To do so, facilities should 
do the following: 

• For symptomatic residents and staff, document the date(s) and time(s) of the
identification of signs or symptoms, when testing was conducted, when results were
obtained, and the actions the facility took based on the results.

• Upon identification of a new COVID-19 case in the facility (i.e., outbreak), document the
date the case was identified, the date that all other residents and staff are tested, the dates
that staff and residents who tested negative are retested, and the results of all tests. All
residents and staff that tested negative are expected to be retested until testing identifies
no new cases of COVID-19 infection among staff or residents for a period of at least 14
days since the most recent positive result (see section Testing of Staff and Residents in
response to an outbreak above).

• For staff routine testing, document the facility's county positivity rate, the corresponding
testing frequency indicated (e.g., every other week), and the date each positivity rate was
collected. Also, document the date(s) that testing was performed for a11 staff, and the
results of each test.

• Document the facility's procedures for addressing residents and staff that refuse testing or
are unable to be tested, and document any staff or residents who refused or were unable
to be tested and how the facility addressed those cases.

• When necessary, such as in emergencies due to testing supply shortages, document that
the facility contacted state and local health departments to assist in testing efforts, such as
obtaining testing supplies or processing test results.
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Facilities may document the conducting of tests in a variety of ways, such as a log of county 
positivity rates, schedules of completed testing, and/or staff and resident records. However, the 
results of tests must be done in accordance with standards for protected health infonnation. For 
residents, the facility must document testing results in the medical record. For staff, including 
individuals providing services under arrangement and volunteers, the facility must document 
testing results in a secure manner consistent with requirements specified in 483.80(h)(3). 

Surveying for Compliance 
Compliance will be assessed through the following process using the COVID-19 Focused Survey 
for Nursing Homes: 

I. Surveyors will ask for the facility's documentation noted in the "Documentation of
Testing'' section above, and review the documentation for compliance.

2. Surveyors will also review records of those residents and staff selected as a sample as
. . part of the survey process.

3.- If possible, surveyors should observe how the facility conducts testing in real-time. ln 
this process, surveyors will assess if the facility is conducting testing and specimen 
collection in a manner that is consistent with current standards of practice for conducting 
COVID-19 tests, such as ensuring PPE is used correctly to prevent the transmission of 
the virus. If observation is not possible, surveyors should interview an individual 
responsible for testing and inquire on how testing is conducted (e.g., "what are the steps 
taken to conduct each test?"). 

4. If the facility has a shortage of testing supplies, or cannot obtain test results within 48
hours, the surveyor should ask for documentation that the facility contacted state and
local health departments to assist with these issues.

Facilities that do not comply with the testing requirements in§ 483.SO(h) will be cited for 
noncompliance at F886. Additionally, enforcement remedies (such as civil money penalties) will 
be imposed based on the resident outcome (i.e., the scope and severity of the noncompliance), in 
accordance with Chapter 7 of the State Operations Manual. 

If the facility has documentation that demonstrates their attempts to perform and/or obtain testing 
in accordance with these guidelines (e.g., timely contacting state officials, multiple attempts to 
identify a laboratory that can provide testing results within 48 hours), surveyors should not cite 
the facility for noncompliance. Surveyors should also inform the state or local health authority of 
the facility's lack of resources. 

CMS is also continuing to assess automated methods for determining compliance with the testing 
requirements, which may augment the assessment of compliance through onsite surveys. 

Additional Resource Links: 

• Clinical Questions about COVID-19: Questions and Answers-Testing in Nursing
Homes hllps://www.cdc.gov/coronavirus/2019-ncov/hcp/faq.html/lTesling-in-Nursing­
Homes

• Nursing Home Reopening Recommendations for State and Local
Officials https://www.cms.gov/files/documcnt/gso-20-30-nh.pdf-O

• Discontinuation of Transmission-Based Precautions and Disposition of Patients with
COVID-19 in Healthcare Settings
hllps://www .cdc.gov/coronavi rus/2019-ncov/hcp/d ispos it ion-hospital izcd-paticnts.hlm I
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COVID-19 Focused Survey for Nursing Homes 
CMS is revising the COVID-19 Focused Survey for Nursing Homes tool to reflect the new 
testing requirements implemented in the IFC, as well as other updates to help ensure an effective 
assessment of the facility's compliance, such as selecting a number of residents as a sample to 
review the facility's application of the standards on that sample, and that a facility is 
implementing the appropriate infection prevention standards (e.g., transmission-based 
precautions, face coverings, etc.). We are also revising the survey process to include the 
assessment of compliance with the requirements for facilities to designate one or more 
individuals as the infection preventionist(s) (IPs) who are responsible for the facility's infection 
prevention and control program at 42 CPR§ 483.S0(b). Noncompliance related to this 
requirement will be cited at tag F882. 

Contact: Questions related to the nursing home testing requirement may be submitted to: 
D H TriageTeam@cms.hh .gov. 

Effective Date: Immediately. This policy should be communicated with all survey and 
certification staff, their managers and the State Agency/CMS Branch Location training 
coordinators immediately. 

Isl 

David R. Wright 

Attachments: 
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Infection Control 

This survey tool must be used to investigate compliance at F880, F882, F884 (CMS Federal surveyors only1 F885, F886, and E0024. 
Surveyors must determine whether the facility is implementing proper infection prevention and control practices to prevent the development 
and transmission of COVID-19 and other communicable diseases and infections. Entry and screening procedures as well as resident care 
guidance has varied over the progression ofCOVID-19 transmission in facilities. Facilities are expected to be in compJiance with CMS !requirements and surveyors wiU use guidance that is in effect at the time of the survey. Refer to QSO memos released at:
https://www.cms.gov/Medicare/Provider-EnroUment-and-Certification/SurveyCertificationGenln fo/Policv-and-Memos-to- Stares-and-Regions. 

This survey tool provides a focused review of the critical elements associated with the transmission ofCOVID-19, will help s111veyors to 
prioritize survey activities while onsite, and identifies those survey activities which can be accomplished offsite. These efficiencies will 
decrease the potential for transmission ofCOVID-19, as well as lessen disruptions to the facility and minimize exposure of the surveyor. 
Surveyors should be mindfu I to ensure their activities do not interfere with the active treatment or prevention of transmission of COVID-19. 

If citing for noncompliance related to COVID-19, the surveyor(s) must include the following language at the beginning of the Deficient Practice 
Statement or other place detennined appropriate on the Fonn CMS-2567: "Based on [observations/interviews/record review], the facility failed 
to [properly prevent and/or contain - or other appropriate statement] COVID-19." 

If surveyors see concerns related to compliance with other requirements, they should investigate them in accordance with the existing guidance 
in Appendix PP of the State Operations Manual and related survey instructions. Surveyors may also need to consider investigating concerns 
related to Emergency Preparedness in accordance with the guidance in Appendix Z of the State Operations Manual (e.g., for emergency 
staffing). 

For the purpose of this survey tool, "staff" includes employees, consultants, contractors, volunteers, and others who provide care and services to 
residents on behalf of the facility. The Infection Prevention and Control Program (].PCP) must be facility-wide and include al] departments and 
contracted services. 

Note: It is imperative that surveyors refer to the most recent infonnation for COVID-19 testing parameters and frequency set forth by the 
Secretary described in the guidance/or FR86. County-level data are available on the CD website: hups:l/www.cdc.govlcurunav;rus/20J9-
11covlcuses-upda1eslc:oumv-map.h1ml. 

Critical Element #8 is only for consideration by CMS Federal Survey staff. Information to determine the facility's compliance at F884 
is only reported to each of the 10 CMS locations. 
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Surveyor(s) reviews for: 

• The overall effectiveness of the Infection Prevention and Control Program (IPCP) including IPCP policies and procedures;
• Standard and Transmission-Based Precautions (review care of a resident under obsen>ation, sw.pected of; or confirmed to have COVID-19

infection);
• Quality of resident care practices, including those under observation, suspected of, and confirmed to have COVID-19 infection, if applicable;
• The surveillance and testing process;
• Visitor entry and facility screening practices;
• Education, monitoring, and screening practices of staff;
• Actions taken to prevent transmission, such as cohorting and managing care for residents suspected of having or confirmed to have COVID-

19;
• Facility policies and procedures to address staffing issues during emergencies, such as transmission of COVID- I 9;
• How the facility informs residents, their representatives, and families of suspected or confirmed COVID-19 cases in the facility; and
• The infection preventionist role.

The survey team will select u random sample of three residents, and i
f 

not already sampled, add one additional residenr who was confirmed 
COVID-19 positive or had signs or symptoms consistent with COVJD-19,for purposes of determining compliance. 

The survey team will select a random sample of three staff, and if not already sampled, add one additional staff who was confirmed COVJD-19 

positive or had signs or ;y,�vmptoms consistent wirh COVJD-19,for purposes of de1ermining compliance. 

1. Standard and Transmission-Based Precautions (TBPs)

CMS is aware that there is a scarcity of some supplies in certain areas of the country. State and Federal surveyors should not cite facilities for not
having certain supplies (e.g., PPE such as gowns, N95 respirators, surgical masks) if they are having difficulty obtaining these supplies for
reasons outside of their control. However, we do expect facilities to take actions to mitigate any resource shortages and show they are taking all
appropriate steps to obtain the necessary supplies as soon as possible. For example, if there is a shortage of PPE (e.g., due to supplier shortage,
which may be a regional or national issue), the facility should contact their healthcare coalition for assistance
(https://www.phe.rwv/Preparedness/plannin�/hpp/Paues/find-hc-coalition.aspx), follow national and/or local guide1ines for optimizing their
current supply, or identify the next best option to care for residents. Among other practices, optimizing their current supply may mean
prioritizing use of gowns based on risk of exposure to infectious organisms, blood or body fluids, splashes or sprays, high contact procedures, or
aerosol generating procedures (AGPs), as well as possibly extending use of PPE (follow national and/or local guidelines). Current CDC
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guidance for healthcare professionals is located at: https://www.cdc.eov/coronavirus/2019-nCo V/hcp/index.html and healthcare facilities is 
located at: hups:llwww.cdc.gov/coronmints/2019-ncovlhcplus-healthcare-facililies.html. Guidance on strategies for optimizing PPE supply is 
located at: .https://www .cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/index.htm I. If a surveyor believes a facility should be cited for not 
having or providing the necessary supplies, the State Agency should contact the CMS Regional Location. 

General Standard Precautions: 

D Are staff performing the following appropriately: 

• Respiratory hygiene/cough etiquette,
• Environmental cleaning and disinfection, and
• Reprocessing of reusable resident medical equipment ( e.g., cleaning and disinfection of glucometers per device and disinfectant

manufacturer's instructions for use)?

Band Hygiene: 

D Are staff performing hand hygiene when indicated? 

D If alcohol-based hand rub (ABHR) is available, is it readily accessible and preferentially used by staff for hand hygiene? 

0 If there are shortages of ABHR, are staff performing hand hygiene using soap and water instead? 

D Are staff washing hands with soap and water when their hands are visibly soiled (e.g., blood, body fluids)? 

0 Do staff perform hand hygiene ( even if gloves are used) in the following situations: 

• Before and after contact with the resident;
• After contact with blood, body fluids, or visibly contaminated surfaces;
• After contact with objects and surfaces in the resident's environment;
• After removing personal protective equipment ( e.g., gloves, gown, facemask); and
• Before performing a procedure such as an aseptic task (e.g., insertion of an invasive device such as a urinary catheter, manipulation of a

central venous catheter, and/or dressing care)?

D When being assisted by staff, is resident hand hygiene perfonned after toileting and before meals? How are residents reminded to perform hand 
hygiene? 

D Interview appropriate staff to determine if hand hygiene supplies ( e.g., ABHR, soap, paper towels) are readily available and who they contact for 
replacement supplies. 
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Personal Protective Equipment (PPE): 

D Detennine if staff appropriately use PPE including, but not limited to, the following: 

• Gloves are worn if potential contact with blood or body fluid, mucous membranes, or non-intact skin;
• Gloves are removed after contact with blood or body fluids, mucous membranes, or non-intact skin;
• Gloves are changed and hand hygiene is perfonned before moving from a contaminated body site to a clean body site during resident care;

and
• An isolation gown, eye protection (e.g. goggles or face shield), and an N95 or equivalent or higher-level respirator are worn for direct

resident contact if the resident has uncontained secretions or excretions including splashes or sprays.

D Is PPE appropriately removed and discarded after resident care, prior to leaving room (except ir11 the case of extended use of PPE per 
national/local recommendations), followed by hand hygiene? 

D If PPE use is extended/reused, is it done according to national and/or local guidelines? If it is reused, is it cleaned/decontaminated/maintained 
after and/or between uses? 

0 Interview appropriate staff to detennine if PPE is available, accessible, and used by staff. 

• Are there sufficient PPE supplies available to follow infection prevention and control guidelines? In the event of PPE shortages, what actions
is the facility taking to address this issue?

• Do staff know how to obtain PPE supplies before providing ca.re?
• Do they know who to contact for replacement supplies?

D Are all stajj'wearing afacemask (e.g. a cloth/ace covering can be used by staff where PPE is not indicated, such as administrative staff who are 
not at risk of coming in contact with infectious materials)? 

0 When CO VID-19 is present in the facility, are staff wearing an N9 5 or equivalent or higher-level ,-espirator, ins1ead of a facemask, for aerosol 
generating procedures? 

Source Control: 

0 Are residents, visitot-s, and others at the facility donning a cloth face covering or face mask while in the facility or while around others outside? 

Transmission-Based Precautions (Note: PPE use is based on availability and latest CDC guidance. See note on Pages 1-2): 

D Determine if appropriate Transmission-Based Precautions are implemented: 
• For a resident on Contact Precautions: staff don gloves and isolation gown before contact with the resident and/or his/her environment;
• For a resident on Droplet Precautions: staff don a facemask within six feet of a resident;
• For a resident on Airborne Precautions: staff don an N95 or higher-level respirator prior to room entry of a resident;
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• For a resident with an undiagnosed resoiratory in fection: staff follow Standard, Contact, and Droplet Precautions (i.e., facemask, gloves,
isolation gown) with eye protection when caring for a resident unless the suspected diagnosis requires Airborne Precautions (e.g.,
tuberculosis);

• For a resident wi th known or suspected COVlD-19: staff wear gloves, isolation gown, eye protection and an N95 or higher-level respirator if
available. A facemask is an acceptable alternative if a respirator is not available. When COVID-19 is identified in the facility, staff wear all
recommended PPE (i.e., gloves, gown, eye protection and respirator or facemask) for the care of all residents on the unit (or facility-wide
based on the location of affected residents), regardless of symptoms (based on availability).

o Some procedures performed on residents with known or suspected COVID-19 could generate infectious aerosols (i.e.,
aerosol-generating procedures (AGPs)). In particular, procedures that are likely to induce coughing (e.g., sputum induction,
open suctioning of airways) should be performed cautiously. If performed, the following should occur:

• Staff in the room should wear an N95 or higher-level respirator, eye protection, gloves, and an isolation gown.
• The number of staff present during the procedure should be limited to only those essential for resident care and

procedure support.
• AGPs should ideally take place in an airborne infection isolation room (AIIR). If an AHR is not available and the procedure

is medically necessary, then it should take place in a private room with the door closed.
• Clean and disinfect the room surfaces with an appropriate disinfectant. Use disinfectants on List N of the EPA website that

have qualified under EPA's emerging viral pathogens program for use against SARS-CoV-2 or other national
recommendations.

■ Dedicated or disposable noncritical resident-care equipment (e.g., blood pressure cuffs, blood glucose monitor equipment) is used, or if not
available, then equipment is cleaned and disinfected according to manufacturers' instructions using an EPA-registered disinfectant for
healthcare setting (effective against the identified organism if known) prior to use on another resident;

• Objects and environmental surfaces that are touched frequently and in close proximity to the resident (e.g., bed rails, over-bed table, bedside
commode, lavatory surfaces in resident bathrooms) are cleaned and disinfected with an EPA-registered disinfectant for healthcare setting
(effective against the organism identified if known) at least daily and when visibly soiled; and

• Is signage on the use of specific PPE (for staff) posted in appropriate locations in the facility (e.g., outside ofa resident's room, wing,or
facility-wide)?

D Interview appropriate staff to detennine if they are aware of processes/protocols for Transmission-Based Precautions and how staff is monitored 
for compliance. 

0 Observe staff to determine if they use appropriate infection control precautions when moving between resident rooms, units and other areas of
the facility. 

0 If concerns are identified, expand the sample to include more residents on Transmission-Based Precautions. 
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1. Did staff implement appropriate Standard (e.g., band hygiene, appropriate a.se of PPE� environmental cleaning and disinfection, and
reprocessing or reusable resident medical equipment) and Transmission-Based Precautions (if applicable)? D Yes D No F880

2. Resident Care

D Are residems on Transmission-Based Precautions resrric1ed to their rooms except for medically necessary purposes? If these residents have to 
leave their room, are they wearing a facemask or cloth/ace covering, performing hand hygiene, limiting their movement in the facility, and 
performing social distancing (efforts are made to keep them at least 6 feet away from others)? 

D When residents not on Transmission-Based Precau1ions are ow side of their room,are !hey wearing a clothfac:e covering or facemask as part of 
source control? I

f 
a cloth face covering or fac:emask is nor role rared doe · the res idem cover his/her mouth and nose l irh tissues and is 

reminded or assisted lo perform hand hygiene? b' at least 6 feet maintained between residents? 

D ls the facility ensuring only CO VJD-19 negative re ·idenls and those not suspected or under observation for COVID-19 are panicipating in 
group owings (e.g .. (fin phase 2 or 3 o

f 
CMS' OSO-20-30-NH- ". ursing Home Reopening Recommendations for Stale and Local Officials'), 

group acti, it ies. and communal diningfol/owing State a11d local o.lficial guidance if more restrictive? ls 1he facility ensuring that residents are 
maimainin° social distancing (e.g .. limited number of people in areas and paced by at leas/ 6 feet), performing hand hygiene, and wearing 
cloth face covering�'? 

0 Does the faciliry June a plan (including appropriale placement and PP E use) to manage re •fdenJs that are new/readmissions under observation, 
those exposed to COVID-19, and those suspected ofC V/D-19? Are these a lions based on national (e.g .• CDC}, state. or local public health 
authority recommendations? 

D Does the facility have a plan to prevent transmission, such as having a dedicated space in 1he facility for cohorting and managing care for 
resident with COVID-19? Are these actions based on national (e.g., CDC), state, or local public health authority recommendations? 

0 For the resident who develops severe symptoms of illness and requires transfer to a hospital for a higher level of care, did the facility alert 
emergency medical servic es and the receiving facility of the resident's diagnosis (suspected or confinned COVID-19) and precautions to be 
taken by transferring and receiving staff as weU as place a facemask or cloth face covering on the resident during transfer (as tolerated)? 

D For residents who need to leave the facility for care (e.g., dialysis), did the facility notify the transportation and receiving health care team of the 
resident's suspected or confinned COVID-19 status? 

2. Did staff provide appropriate resident care? 0 Yes O No F880
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3. IPCP Standards, Policies and Procedures

D Did the facility establish a facility-wide IPCP including standards, policies, and procedures that are current and based on national standards for 
undiagnosed respiratory illness and COVID-19? 

D Do the facility's policies or procedures include when to notify local/state public health officials if there are clusters of respiratory illness or cases 
ofCOVID-19 that are identified or suspected? 

D Concerns must be corroborated as applicable including the review of pertinent policies/procedures as necessary. 

3. Does the facility have a facility-wide IPCP inclnding standards, �licies, and procedures that are current and based on national
standards for undiagnosed respiratory illness and COVID-19? LJ Yes D No F880

4. Infection Surveillance

D How many residents and staff in the facility have fever, respiratory signs/symptoms, or other signs/symptoms related to COVID-19?

D How many residents and staff have been diagnosed with COVID-19, and when was the first case confirmed?

D How has the facility established/implemented a surveillance plan, based on a facility assessment, for identifying (i.e., screening), tracking,
monitoring and/or reporting of fever, respiratory illness, and/or other signs/symptoms ofCOVID-19, and immediately isolate anyone who is 
symptomatic? 

D Does the plan include early detection, management of a potentially infectious, symptomatic resident that requires laboratory testing and/or 
Transmission-Based Precautions/PPB (the plan may include tracking this information in an infectious disease log)? 

D Does the facility have a process for communicating diagnosis, treatment, and laboratory test results when transferring a resident to an acute care 
hospital or other healthcare provider; and obtaining pertinent notes such as discharge summary, lab results, current diagnoses, and infection or 
multidrug-resistant organism colonization status when residents are transferred back from acute care hospitals? 

D Can appropriate staff (e.g., nursing and unit managers) identify/describe the communication protocol with local/state public health officials? 

D Interview appropriate staff to detennine if infection control concerns are identified, reported, and acted upon. 

4. Did the facility provide appropriate infection surveillance? D Yes D No F880

5. Visitor Entry

D Review for compliance of: 

• Screening processes and criteria (i.e., screening questions and assessment of illness);
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• Restricting visitation based on federal or state guidance to ensure visitation does not lead to transmission of COVID-19; and
• Signage posted at facility entrances for screening and restrictions as welJ as a communication plan to alert visitors ofnew

procedures/restrictions.

D For those pennitted entry, are they instructed to frequently perfonn hand hygiene; limit their interactions with others in the facility and surfaces 
touched; restrict their visit to the resident's room or other location(s) designated by the facility; maintain at least ix feet from others in rhe 
facility; and wear a cloth face covering or facemask during the duration of their visit? What is tbe facility's process for communicating this 
information? 

5. Did the facility perform appropriate screening, restriction, and education of visitors? D Yes D No F880

6. Education, Monitoring, and Screening of Staff

D Is there evidence the facility has provided education to staff on COVID-19 ( e.g., symptoms, how it is transmitted, screening criteria, work 
exclusions)? 

D How does the facility convey updates on COVID-19 to all staff! 

D Is the facility screening all staff at the beginning of their shift for fever and signs/symptoms of illness? Is the facility actively taking their 
temperature and documenting absence of illness (or signs/symptoms of COVID-19)? 

D Are non-essential staff permitted into the facility based on state or federal guidance (e.g., reopening recommendations include phase 1: non­
essential staff limited; phase 2: limited numbers of non-essential staff allowed; phase 3: all non-essential staff allowed)? 

D If staff develop symptoms at work (as stated above), does the facility: 

• lnfonn the facility's infection preventionist and include information on individuals, equipment, and locations the person came in contact with;
and

• Follow current guidance about returning to work (e.g., local health deparbnent, CDC: https://www.cdc.gov/coronavirus/2019-
ncov/healthcare-facilities/hcp-retum-work.html).

6. Did the facility provide appropriate education, monitoring, and screening of staff? D Yes O No F880

7. Reporting to Residents, Representatives, and Families

Identify the mechanism(s) the facility is using to inform residents, their representatives, and families (e.g., newsletter, email, website, recorded voice 
message): 
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D Did the facility inform all residents, their representatives, and families by 5 PM the next calendar day following the occurrence of a single 
confirmed COVID-19 infection or of three or more residents or staff with new onset of respiratory symptoms that occurred within 72 hours of 
each other? 

D Did the infonnation include mitigating actions taken by the facility to prevent or reduce the risk of transmission, including if normal operations 
in the nursing home will be altered (e.g., restrictions to visitations or group activities)? 

D Did the information include personally identifiable information? 
D Is the facility providing cumulative updates to residents, their representatives, and families at least weekly or by 5 PM the next calendar day 

following the subsequent occurrence of either: each time a confirmed COVID-19 infection is identified, or whenever three or more residents or 
staff with new onset of respiratory symptoms occurs within 72 hours of each other? 

D Interview a resident and a resident representative or family member to determine whether they are receiving timely notifications. 

7. Did the facility inform residents, their representatives, and families ofsuspected or confirmed COVID-19 cases in the facility along
with mitigating actions in a timely manner? D Yes D No F885

8. Reporting to the Centers for Disease Control and Prevention (CDC) - Performed Offsite by CMS. For consideration by CMS Federal
Surveyors only.

0 Review CDC data files provided to CMS to determine if the facility is reporting at least once a week. 
0 Review data files to determine if all data elements required in the National Healthcare Safety Network (NHSM) COVID-19 Module are 

completed. 

8. Did the facility report at least once a week to CDC on all of the data elements required in the NBSN COVID-19 Module?
D Yes O No F884

9. Emergency Preparedness - Staffing in Emergencies

0 Policy development: Does the facility have a policy and procedure for ensuring staffing to meet the needs of the residents when needed during 
an emergency, such as COVID-19 outbreak? 

0 Policy implementation: In an emergency, did the facility implement its planned strategy for ensuring staffing to meet the needs of the residents? 
(N/A ifan emergency staff was not needed). 
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9. Did the facility devel'!I!.. and implement policies and procedures for staffing strategies daring an emergency?
0 Yes □ No E0024 LIN/A

10. Infection Preventionist (IP):

During interview with facility administraJion and Infection Preventionis1{s), determine the following: 

D Did the facility designate one or more individual(s) as lhe infection preventionist(s) who are responsible for the facility's !PCP? 

D Does the Infection Prevenlionist(s) work at least part-time at 1hefacility? 

D Has the Infection Prevenlionisr(s) completed specialized training in infection prevention and control? 

D Does the Infection Preventionist(s) participate in the quality assessment and assurance committee? The individual designated as the IP, or at 

least one of the individuals if there is more than one IP, must be a member of the facility's quality assessment and assurance committee and 

report to the committee on the /PCP on a regular basis. 

Note: If no to any of the question above, consider citing F882. 

10. Is the facility in compliance witll requirements set forth at 483.B0(b)?

D Yes D No F882 

11. Staff and Resident Testing

Review the facility's testing documentation (e.g., logs of county level positivity rate, testing schedules. staff and resident records, other 
documentation). If possible, observe how the facility conducts testing. including the use of PP E and specimen coilection. If such observation is not 
possible, interview an individual responsible for testing and inquire how resting is conducted (e.g., "what are the steps taken to conducl each test?"). 

0 Did /he facility conduct le sling of staff based on the county level positivity race according to lhe recommended frequency? 

0 Based on observation or interview, did the facility conduct Jeslirig and specimen collection in a manner that is consistent with currenr standards 
of practice/or conducting COVID-19 tests? 

0 Did the facility's documentation demonstrate the facility conducted testing of residents or staff with signs of symptoms ofCOVID-19 in a manner 
that is consistent with current standards of practice/or conducting COVID-19 tests? 
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D Did the facility's documentation demonstrate the facility conducted testing of residents and staff based on the identification of an individual
diagnosed with COVID-19 in the facility in a manner that is consistent with current standards of practice for conducting COVID-19 tests? 

0 Did the facility take actions to prevent the transmission ofCOVJD-19 upon the identification of an individual with symptoms consistent with or 
who tests positive for COVID-19? 

D Did the facility have procedures/or addressing residents and staff that refuse testing or m·e unable to be tested?

0 If there was an issue related to testing supplies or processing tests, did the facility contact the state and local health departments/or assistance? 

Note: lfno to any of the question above, consider citing F886. 

11. Is the facility ;,, compliance with req•irements set fortl, at 483.80(1,)?
D Yes D No F886
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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop C2-21-16 
Baltimore, Maryland 21244-1850 CENTERS FOR MEDICARE & MEDICAID SERVICES 

Center for Clinical Standards and Quality/Survey & Certification Group 

DATE: September 17, 2020 

TO: State Survey Agency Directors 

FROM: Director 
Survey and Certification Group 

SUBJECT: Nursing Home Visitation - COVID-19 

Memorandum Summary 

Ref: QSO-20-39-NH 

• CMS is committed to continuing to take critical steps to ensure America's healthcare
facilities are prepared to respond to the Coronavirus Disease 2019 (COVID-19) Public
Health Emergency (PHE).

• Visitation Guidance: CMS is issuing new guidance for visitation in nursing homes
during the COVID-19 PHE. The guidance below provides reasonable ways a nursing
home can safely facilitate in-person visitation to address the psychosocial needs of
residents.

• Use of Civil Money Penalty (CMP) Funds: CMS will now approve the use of CMP funds
to purchase tents for outdoor visitation and/or clear dividers (e.g., Plexiglas or similar
products) to create physical barriers to reduce the risk of transmission during in-person visits.

Background 
Nw-sing homes have been severely impacted by COVID-19, with outbreaks causing high rates of 
infection, morbidity, and mortality. 1 The vulnerable nature of the nursing home population combined 
with the inherent risks of congregate living in a healthcare setting have required aggressive efforts to 
limit COVID-19 exposure and to prevent the spread of COVID-19 within nursing homes. 

In March 2020, CMS issued memorandum QSO-20-14-NH providing guidance to facilities on 
restricting visitation of all visitors and non-essential health care personnel, except for certain 
compassionate care situations, such as an end-of-life situation. In May 2020, CMS released 
Nursing Home Reopening Recommendations, which provided additional guidance on visitation 
for nursing homes as their states and local communities progress through the phases of 
reopening. In June 2020, CMS also released a Frequently Asked Questions document on 
visitation, which expanded on previously issued guidance on topics such as outdoor visits, 
compassionate care situations, and communal activities. 

1 Information on outbreaks and deaths in nursing homes may be found at hllps://data.cms. gov/sturics/s/CO VI D-) 9-
N un;i 11g-l lu111c-Oata/bk wz-xpvg. 
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While CMS guidance has focused on protecting nursing home residents from COVID-19, we 
recognize that physical separation from family and other loved ones has taken a physical and 
emotional toll on residents. Residents may feel socially isolated, leading to increased risk for 
depression, anxiety, and other expressions of distress. Residents living with cognitive 
impairment or other disabilities may find visitor restrictions and other ongoing changes related to 
COVID-19 confusing or upsetting. CMS understands that nursing home residents derive value 
from the physical, emotional, and spiritual support they receive through visitation from family 
and friends. In light of this, CMS is revising the guidance regarding visitation in nursing homes 
during the COVID-19 PHE. The infonnation contained in this memorandum supersedes and 
replaces previously issued guidance and recommendations regarding visitation. 

Guidance 
Visitation can be conducted through different means based on a facility's structure and residents' 
needs, such as in resident rooms, dedicated visitation spaces, outdoors, and for circumstances beyond 
compassionate care situations. Regardless of how visits are conducted, there are certain core 
principles and best practices that reduce the risk of COVID-19 transmission: 

Core Principles of COVID-19 lnfection Prevention 
• Screening of all who enter the facility for signs and symptoms of COVID-19 ( e.g.,

temperature checks, questions or observations about signs or symptoms), and denial
of entry of those with signs or symptoms

• I land hygiene {use of alcohol-based hand rub is preferred)
• Face covering or mask (covering mouth and nose)
• Social distancing at least six feet between persons
• Instructional signage throughout the facility and proper visitor education on COVID-

19 signs and symptoms, infection control precautions, other applicable facility
practices { e.g., use of face covering or mask, specified entries, exits and routes to
designated areas, hand hygiene)

• Cleaning and disinfecting high frequency touched surfaces in the facility often, and
designated visitation areas after each visit

• Appropriate staff use of Personal Protective Equipment {PPE)
• Effective cohorting ofresidents (e.g., separate areas dedicated COVID-19 care)
• Resident and staff testing conducted as required at 42 CFR 483.80{h) (see QSO-20-

38-NII)

These core principles are consistent with the Centers for Disease Control and Prevention (CDC) 
guidance for nursing homes, and should be adhered to at all times. Additionally, visitation should 
be person-centered, consider the residents' physical, mental, and psychosocial well-being, and 
support their quality of life. The risk of transmission can be further reduced through the use of 
physical barriers (e.g., clear Plexiglas dividers, curtains). Also, nursing homes should enable 
visits to be conducted with an adequate degree of privacy. Visitors who are unable to adhere to 
the core principles of COVID-19 infection prevention should not be permitted to visit or should 
be asked to leave. By following a person-centered approach and adhering to these core 
principles, visitation can occur safely based on the below guidance. 
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Outdoor Visitation 

While taking a person-centered approach and adhering to the core principles of COVID-19 
infection prevention, outdoor visitation is preferred and can also be conducted in a manner that 
reduces the risk of transmission. Outdoor visits pose a lower risk of transmission due to 
increased space and airflow. Therefore, all visits should be held outdoors whenever practicable. 
Aside from weather considerations (e.g., inclement weather, excessively hot or cold 
temperatures, poor air quality), an individual resident's health status (e.g., medical condition(s), 
COVID-19 status), or a facility's outbreak status, outdoor visitation should be facilitated 
routinely. Facilities should create accessible and safe outdoor spaces for visitation, such as in 
courtyards, patios, or parking lots, including the use of tents, if available. When conducting 
outdoor visitation, facilities should have a process to limit the number and size of visits occurring 
simultaneously to support safe infection prevention actions (e.g., maintaining social distancing). 

', We also recommend reasonable limits on the number of individuals visiting with any one 
resident at the same time. 

Indoor Visitation 

Facilities should accommodate and support indoor visitation, including visits for reasons beyond 
compassionate care situations, based on the following guidelines: 

a) There has been no new onset of COVID-19 cases in the last 14 days and the facility is not
currently conducting outbreak tcs1i11g:

b) Visitors should be able to adhere to the core principles and staff should provide
monitoring for those who may have difficulty adhering to core principles, such as
children;

c) Facilities should limit the number of visitors per resident at one time and limit the total
number of visitors in the facility at one time (based on the size of the building and
physical space). Facilities should consider scheduling visits for a specified length of time
to help ensure all residents are able to receive visitors; and

d) Facilities should limit movement in the facility. For example, visitors should not walk
around different halls of the facility. Rather, they should go directly to the resident's
room or designated visitation area. Visits for residents who share a room should not be
conducted in the resident's room.

NOTE: For situations where there is a roommate and the health status of the resident 
prevents leaving the room, facilities should attempt to enable in-room visitation while 
adhering to the core principles of COVID-19 infection prevention. 

Facilities should use the COVID-19 county positivity rate, found on the COVID-19 Nursing 
Home Data site as additional information to determine how to facilitate indoor visitation: 

•

• 

Low (<5%)::: Visitation should occur according to the core principles of COVID-
19 infection prevention and facility policies (beyond compassionate care visits)

Medium (5%- 10%) = Visitation should occur according to the core principles of
COVID-19 infection prevention and facility policies (beyond compassionate care
visits)

• High (>10%) = Visitation should only occur for compassionate care situations
according to the core principles of COVID-19 infection prevention and facility
policies
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Facilities may also monitor other factors to understand the level of COVID-19 risk, such as rates 
of COVID-19-Like Illness2 visits to the emergency department or the positivity rate of a county 
adjacent to the county where the nursing home is located. We note that county positivity rate 
does not need to be considered for outdoor visitation. 

We understand that some states or facilities have designated categories of visitors, such as 
"essential caregivers," based on their visit history or resident designation. CMS does not 
distinguish between these types of visitors and other visitors. Using a person-centered approach 
when applying this guidance should cover all types of visitors, including those who have been 
categorized as "essential caregivers." 

Visitor Testing 
While not required, we encourage facilities in medium or high-positivity counties to test visitors, 
if feasible. If so, facilities should prioritize visitors that visit regularly ( e.g., weekly), although 
any visitor can be tested. Facilities may also encourage visitors to be tested on their own prior to 
coming to the facility (e.g., within 2-3 days) with proof of negative test results and date oftest. 

Compassionate Care Visits 
While end-of-life situations have been used as examples of compassionate care situations, the 
tenn "compassionate care situations" does not exclusively refer to end-of-life situations. 
Examples of other types of compassionate care situations include, but are not limited to: 

• A resident, who was living with their family before recently being admitted to a nursing
home, is struggling with the change in environment and lack of physical family support.

• A resident who is grieving after a friend or family member recently passed away.
• A resident who needs cueing and encouragement with eating or drinking, previously

provided by family and/or caregiver(s), is experiencing weight loss or dehydration.
• A resident, who used to talk and interact with others, is experiencing emotional distress,

seldom speaking, or crying more frequently (when the resident had rarely cried in the
past).

Allowing a visit in these situations would be consistent with the intent of, "compassionate care 
situations." Also, in addition to family members, compassionate care visits can be conducted by 
any individual that can meet the resident's needs, such as clergy or lay persons offering religious 
and spiritual support. Furthermore, the above list is not an exhaustive list as there may be other 
compassionate care situations not included. 

Lastly, at all times, visits should be conducted using social distancing; however, if during a 
compassionate care visit, a visitor and facility identify a way to allow for personal contact, it 
should only be done following all appropriate infection prevention guidelines, and for a limited 
amount of time. Through a person-centered approach, facilities should work with residents, 
families, caregivers, resident representatives, and the Ombudsman program to identify the need 
for compassionate care visits. 

2 For information on COVID-19-Like Illness refer to 1111 1s://W\\'W.i:dc.l!ovh.:uronavirus/20 I 9-ncov1rnvid-
1i11ta/ ·r,viuvi1;\ /07102020/covill-likc-illncss.html. 
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Reguh·ed Visitation 
We believe the guidance above represents reasonable ways a nursing home can facilitate in­
person visitation. Except for on-going use of virtual visi�s, facilities may still restrict visitation 
due to the COVID-19 county positivity rate, the facility's COVID-19 status, a resident's 
COVID-19 status, visitor symptoms, lack of adherence to proper infection control practices, or 
other relevant factor related to the COVID-19 PHE. However, facilities may not restrict 
visitation without a reasonable clinical or safety cause, consistent with §483.10(f)(4)(v). For 
example, if a facility has had no COVID-19 cases in the last 14 days and its county positivity 
rate is low or medium, a nursing home must facilitate in-person visitation consistent with the 
regulations, which can be done by applying the guidance stated above. Failure to facilitate 
visitation, without adequate reason related to clinical necessity or resident safety, would 
constitute a potential violation of 42 CFR 483.10(f)(4), and the facility would be subject to 
citation and enforcement actions. 

Residents who are on transmission-based precautions for COVID-19 should only receive visits 
that are virtual, through windows, or in-person for compassionate care situations, with adherence 
to transmission-based precautions. However, this restriction should be lifted once transmission­
based precautions are no longer required per CD · gui lclines, and other visits may be conducted 
as described above. 

Acces. to the Long-Term Care Ombudsman 
As stated in previous CMS guidance OSO-20-28- 11 (revised), regulations at 42 CFR 
483.10(f)(4)(i)(C) require that a Medicare and Medicaid certified nursing home provide 
representatives of the Office of the State Long-Term Care Ombudsman with immediate access to 
any resident. During this PHE, in-person access may be limited due to infection control concerns 
and/or transmission of COVID-19; however, in-person access may not be limited without 
reasonable cause. We note that representatives of the Office of the Ombudsman should adhere to 
the core principles of COVID-19 infection prevention. If in-person access is not advisable, such as 
the Ombudsman having signs or symptoms of COVID-19, facilities must, at a minimum, 
facilitate alternative resident communication with the ombudsman, such as by phone or through 
use of other technology. Nursing homes are also required under 42 CFR 483.10(h)(3)(ii) to 
allow the Ombudsman to examine the resident's medical, social, and administrative records as 
otherwise authorized by State law. 

Federal Disability Rights Laws and Protection & Advocacy {P&A) Programs 
Section 483.10(f)(4)(i)(E) and (F) requires the facility to allow immediate access to a resident by 
any representative of the protection and advocacy systems, as designated by the state, and as 
established under the Developmental Disabilities Assistance and Bill of Rights Act of 2000 (DD 
Act), and of the agency responsible for the protection and advocacy system for individuals with a 
mental disorder ( established under the Protection and Advocacy for Mentally Ill Individuals Act 
of2000). P&A programs authorized under the DD Act protect the rights of individuals with 
developmental and other disabilities and are authorized to "investigate incidents of abuse and 
neglect of individuals with developmental disabilities if the incidents are reported or if there is 
probably cause to believe the incidents occurred." 42 U.S.C. § 15043(a)(2)(B). Under its federal 
authorities, representatives of P&A programs are permitted access to all facility residents, which 
includes "the opportunity to meet and communicate privately with such individuals regularly, 
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both formally and informally, by te]ephone, mail and in person." 42 CFR 5 l .42(c); 45 CFR 
1326.27. 

Additionally, each facility must comply with federal disability rights laws such as Section 504 of 
the Rehabilitation Act and the Americans with Disabilities Act (ADA). For example, if a resident
requires assistance to ensure effective communication (e.g., a qualified interpreter or someone to 
facilitate communication) and the assistance is not available by onsite staff or effective 
communication cannot be provided without such entry (e.g., video remote interpreting), the 
facility must allow the individual entry into the nursing home to interpret or facilitate, with some 
exceptions. This would not preclude nursing homes from imposing legitimate safety measures 
that are necessary for safe operations, such as requiring such individuals to adhere to the core 
principles of COVID-19 infection prevention. 

Entry of Health Care Workers and Other Providers of Services 
Health care workers who are not employees of the facility but provide direct care to the facility's 
residents, such as hospice workers, Emergency Medical Services (EMS) personnel, dialysis 
technicians, laboratory technicians, radiology technicians, social workers, clergy etc., must be 
permitted to come into the facility as long as they are not subject to a work exclusion due to an 
exposure to COVID-19 or show signs or symptoms of COVID-19 after being screened. We note 
that EMS personnel do not need to be screened so they can attend to an emergency without 
delay. We remind facilities that all staff, including individuals providing services under 
arrangement as well as volunteers, should adhere to the core principles of COVID-19 infection 
prevention and must comply with COVrD-19 t� ·ring 1·cquin.:111ent:,;. 

Communal Activities and Dining 
While adhering to the core principles of COVID-19 infection prevention, communal activities 
and dining may occur. Residents may eat in the same room with social distancing (e.g., limited 
number of people at each table and with at least six feet between each person). Facilities should 
consider additional limitations based on status of COVID-19 infections in the facility. 
Additionally, group activities may also be facilitated (for residents who have fully recovered 
from COVID-19, and for those not in isolation for observation, or with suspected or confirmed 
COVID-19 status) with social distancing among residents, appropriate hand hygiene, and use of 
a face covering. Facilities may be able to offer a variety of activities while also taking necessary 
precautions. For example, book clubs, crafts, movies, exercise, and bingo are all activities that 
can be facilitated with alterations to adhere to the guidelines for preventing transmission. 

Survey Considerations 
• For concerns related to resident communication with and access to persons and services

inside and outside the facility, surveyors should investigate for non-compliance at 42
CFR483.10(b), F550.

• For concerns related to a facility Limiting visitors without a reasonable clinical and safety
cause, surveyors should investigate for non-compliance at 42 CFR 483.10(f)(4), F563.

• For concerns related to ombudsman access to the resident and the resident's medical
record, surveyors should investigate for non-compliance at 42 CFR 483.1 O(f)( 4)(i)(C),
F562 and 483.10(h)(3)(ii), F583.

• For concerns related to lack of adherence to infection control practices, surveyors should
investigate for non-compliance at 42 CFR 483.80(a), F880.
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Use of CMP Funds to Aid in Visitation

Technology can help improve social connections for some residents by helping to support and 
maintain relationships with loved ones. CMS has previously approved the use of CMP funds ( Sec 
OSO-20-2�-NI I) to purchase communicative devices, such as tablets or webcams, to increase the 
ability for nursing homes to help residents stay connected with their loved ones. To ensure a balanced 
distribution of funds, facilities are limited to purchase one communicative device per 7-10 residents, 
up to a maximum of$3,000 per facility. 

Additionally, facilities may apply to use CMP funds to help facilitate in-person visits. CMS will now 
approve the use of CMP funds to purchase tents for outdoor visitation and/or clear dividers (e.g., 
Plexiglas or similar product) to create a physical barrier to reduce the risk of transmission during in­
person visits. Funding for tents and clear dividers is also limited to a maximum of$3,000 per facility. 
NOTE: When installing tents, facilities need to ensure appropriate life safety code requirements 
found at 42 CFR 483.90 are met, unless waived under the PHE declaration. 

To apply to receive CMP funds for communicative devices, tents, or clear dividers, please contact 
your slate agcncy·s CMP contact. 

Effective Date: Immediately. This policy should be communicated with all survey and 
certification staff, their managers, and the State/CMS Locations within 30 days of this 
memorandum. 

Isl 

David R. Wright 

cc: Survey Operations Group 
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TN 

Increased Visitation in Loni Term Care Facilities 

Tennessee Department of Health (TOH) recognizes the difficult challenges long term care 
facilities have faced in protecting vulnerable residents during the COVID-19 response. This 
document provides guidance for Tennessee Long Term Care Facilities (skilled nursing 
facilities, assisted living care facilities, and residential homes for the aged) when 
establishing steps to gradually "re-open" after closures to visitors due to COVID-19 
restrictions. Beginning October 1, 2020, these guidelines will remain in effect until replaced 
or amended with additional guidance. 

Facilities will continue to monitor for COVID-19 cases in residents and staff, through 
appropriate screening and testing. Facilities should be prepared to discontinue visitation 
and activities if the facility develops one or more new cases amongst residents or staff. 
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TN 

Resuming Visitation 

Visitation Opportunities Always Allowed 

The following visits are always allowed: 
• Accommodations or support for residents with disabilities;
• Critical assistance;
• Compassionate care/end-of-life situations; or
• Involvement in a religious exercise.

Visitors must make arrangements with the facility, practice proper social distancing and 
hand hygiene, and wear a face covering for the duration of their visit. 

Visitation Opportunities Allowed After 14 Days of no new COVID-19 cases 

Other than in a dedicated wing or unit that accepts COVID-19 cases from the 
community, facilities that have had no new COVID-19 cases (residents and/or staff) in 
the previous fourteen (14} days may permit outdoor and limited indoor visitation. 

Outdoor Visitation 

Outdoor visits on the facility grounds may be conducted as allowed by the following: 

o Safe and appropriate outdoor space has been identified on the
facility's campus to provide for seating spaced at least six (6) feet apart.

o Program area is only used when weather permits.
o Visits are scheduled in advance;
o Last no more than forty-five (45) minutes.
o Prior to visitation, requirements are acknowledged and agreed upon

by the visitors.
o Outdoor visits are limited to not more than two (2) persons (not

Including the resident} and no children under the age of eighteen (18).
o Visitors are screened before entry into the outdoor visitation area

including temperature checks and hand sanitization.
o Residents and visitors wear a face covering and maintain physical

distancing.
o Facility establishes sufficient space between individual group seating

arrangements, so six (6) feet of physical distancing can be maintained
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between the groups. Capacity should be based on physical space and 
ability to staff the area. 

o Seating accommodations are sanitized by staff between uses. Staff
should remain in sight of the visiting group, in order to encourage
safety precautions are followed.

a Visitors unable to pass the screening or comply with infection control 
practices should be prohibited from visiting. 

o Visitors should be asked to self-monitor for symptoms of COVID-19 for
fourteen (14) days and immediately report any symptoms or positive
COVID-19 test to the local health department and the facility.

Limited Indoor Visitation 

Indoor visitation should be limited to designated common spaces that allow for 
appropriate social distancing and cleaning/disinfection between visitors. Visits in 
designated indoor spaces should include: 

a Safe and appropriate indoor space has been identified in the facility to 
provide for seating spaced at least six (6) feet apart. 

o Visits are scheduled in advance.
o Last no more than forty-five (45) minutes.
o Prior to visitation, requirements should be acknowledged and agreed

upon by the visitors.
o Indoor visits should be limited to not more than two (2) persons (not

including the resident) and no children under the age of eighteen (18).
o Visitors should be screened before entry into the designated indoor

area including temperature checks and proper hand sanitization.
o Residents and visitors should always wear a face covering and

maintain physical distancing during the visit.
o Facility should establish sufficient space between individual group

seating arrangements, so six (6) feet of physical distancing can be
maintained between the groups. Capacity is based on physical space
and ability to staff the area.

o Seating accommodations should be sanitized by staff between uses.
Indoor visitation rooms must follow all applicable life safety guidance.

o Visitors unable to pass the screening or comply with infection control
practices should be prohibited from visiting.

o Visitors should be asked to self-monitor for symptoms of COVID-19 for
fourteen (14) days and immediately report any symptoms or positive
COVID-19 test to the local health department and the facility.
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Resident rooms should - only be used for visitation as an accommodation for 
residents who cannot access the designated common area for indoor visitation. 

Indoor visitation is allowed in a resident's room when: 
• Resident is unable to leave the room AND
• Visitor has had negative PCR test collected within previous 72 hours OR
• Visitor has negative onsite point-of-care-test at the facility.

Visitation Opportunities Allowed After 28 Days of no new COVID-19 cases 

In addition to outdoor and limited indoor visitation, once there have been no new 
COVID-19 cases in the facility's residents or staff for at least twenty-eight (28) days, 
facilities may also allow for indoor visits by essential caregivers. 

Essential Caregivers 

Essential caregivers (EC) are defined by designating a family member or guardian who, 
prior to visitation restrictions, was regularly engaged with the resident in activities of daily 
living (bathing, feeding, clothing, etc.) Essential caregiving visitation includes the following: 

• Visitation should be scheduled with time restrictions.
• Each resident may have up to five (5) individuals designated as an EC although no

more than two (2) at a time can visit per resident.
• ECs should be screened before entry into the facility including temperature

checks and proper hand sanitization.
• Residents and ECs should wear a face covering and maintain physical

distancing from other residents and staff.
• ECs are subject to the regular testing required of the staff (see testing frequency

table below as established by CMS Rules). This could be accomplished by:
o EC has negative PCR test collected within previous 72 hours OR
o EC has negative onsite point-of-care test at the facility.

T bl 2 R ti T I I n t : OU Uf t�t 1111. utt1·,·n s nl'\' \' Olnlllllll h' - Cl ,. I\' t\'t' I co\'m 19 A I I L I

Commuuhy COVID-19 County PosltMry Rate In the past 1\-Uulmam Tesfiu& 
ActMIY week F1•equeac,· 
Low <5% Onre n mouth 
lledlum !io/o - 10°111 Out'e a week* 

HJ2h >10% Twll'e a week* 
·tblt frtqUtu(y prMumt1 n,·nllnbDlly of PolDI of Cnre ttdia& ou-dlt al lb• aur,wc homt or 'IVhtr♦ olT-,11• 
IHUas h11·u�1·ouud llmt h <48 houu. 
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Resuming Activities in Long Term Care Facilities 

Tennessee Department of Health (TOH) recognizes the difficult challenges long term care 
facilities have faced in protecting vulnerable residents during the COVID-19 response. This 
document provides guidance for Tennessee Long Term Care Facilities (skilled nursing 
facilities, assisted living care facilities, and residential homes for the aged) when 
establishing steps to gradually resume activities, following COVID-19 restrictions. Beginning 
October 1, 2020, these guidelines will remain in effect until replaced or amended with 
additional guidance. 

Facilities should continue to monitor for COVID-19 cases in residents and staff, through 
appropriate screening and testing. Facilities should be prepared to discontinue visitation 
and activities if the facility develops one or more new cases amongst residents or staff. 
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Resumin& Facility Activities and Communal Dining 

limitations on Activities and Communal Dining 

Until a facility has gone fourteen (14) days without a new COVID-19 case in residents or 
staff, there should be limitations in place regarding activities and communal dining. 
Until fourteen (14) days with no new COVID-19 cases, group activities in common areas 
should not take place, and meal service should be limited to in-room dining. 

Activities and Communal Dining Allowed After 14 Days of no new COVID-19 cases 

Facilities may resume resident activities (barber/beautician visits, communal dining, 
small group social activities, etc.) once there have been no new COVID-19 cases in 
residents or staff in the facility for fourteen (14) days. Facilities should take into 
consideration set hours and/or timed entry to ensure proper staffing and cleaning of 
areas. 

• Barbers and beauticians may work in the facility with the following considerations:
Barbers and beauticians should wear a face covering for the duration 
of time in the facility. 

• Barbers and beauticians should remain in the salon area and avoid
common areas of the facility.

• The salon area should utilize staged appointments to maintain
distancing of at least six (6) feet apart and not to exceed fifty percent
(50%) of capacity.
Barbers and beauticians must properly sanitize equipment and salon
chairs between each resident, and the barber and beautician must
perform proper hand hygiene.
Barbers and beauticians must routinely sanitize high-touch areas.

• Residents must wear a face covering during their visit.

• Volunteer staff may work in the facility with following considerations:
Volunteers must follow the same infection control requirements as 
employed staff, including, but not limited to, universal masking, 
screening before each shift, and routine testing consistent with CMS 
guidelines. 
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Communal Dining 
• Residents may eat in the dining area maintaining social distancing of at least six (6)

feet between tables and no more than two (2) people at a table in order to maintain
adequate physical distance between persons.

• A limited number of individuals in a dining area at one time, not to exceed fifty
percent (50%) of capacity unless that would be less than ten (10) people.

Group Activities 
• Small group activities may occur with at least six (6) feet of distancing, proper hand

hygiene, and face coverings.
• A limited number of individuals in a common area at one time, not to exceed fifty

percent (50%) of capacity, no more than ten (10) people.
• Facilities should restrict activities that encourage multiple residents to handle

the same object(s) (e.g., ball toss).

Therapeutic and Rehabilitation Services 
• A limited number of individuals may be in a therapy and rehabilitation area at one

time, not to exceed fifty percent (50%) of capacity, no more than ten (10) people.
• Therapeutic and rehabilitation services may occur in a small group setting

(therapy gym) with at least six (6) feet of distancing, proper hand hygiene, and
face coverings.

• Equipment is sanitized between uses in accordance with facility policies.

Accessing the Community: Medically Necessary Trips 
• Telemedicine should be utilized whenever possible.
• Non-medically necessary trips outside the building should be avoided.
• For medically necessary trips:

o The resident should wear a face covering.
o The facility must share the resident's COVID-19 status with the

transportation service and health care provider with whom the resident has
the appointment.

o Transportation staff, at a minimum, should wear a face covering.
Additional PPE may be required.

o Transportation equipment shall be sanitized between transports.

Activities Allowed After 28 Days of no new COVID-19 cases 

There are no additional allowances regarding activities at this time. 
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Extension of Trauma Center Designation Amid COVID-19 
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Extend trauma center designation for those trauma centers due re-designation 
surveys in the month of May for an additional six (6) months. 
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Hospital I 0% Increase in Licensed Beds 
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PM84 

The Board hereby adopts HSDA's interpretation that CON holders may request an 
additional 10% bed increase every three (3) years after the date on which the Health 
Services and Development Agency (HSDA) has approved any previous 10% bed 
increase request, pursuant to Tenn. Code Ann. §68-1 l- l 607(g). HSDA shall 
provide written notification to the Board for Licensing Health Care Facility's 
administrative staff of its approval of a hospital's licensed bed capacity. Once the 
written approval is received by HSDA, notification will be made by Board staff to 
the Board of the HSDA approved bed increase at the Board's regularly scheduled 
meeting. Facilities will no longer be required to petition the Board for a 10% bed 
increase, if the action has already been approved by HSDA. 

December 17, 2020 

December 17, 2020 

Rene Saunders, M.D., Chairman 
Board for Licensing Health Care Facilities 

Ann R. Reed, RN, BSN, MBA 
Director Board for Licensing Health Care Facilities 
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STATE OF TENNESSEE 

HEAL TH FACILITIES COMMISSION 
665 Mainstream Drive, Second Floor 

Nashville, Tennessee 37243 
Telephone: (615) 741-7221 

Fax: (615) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

C■rollne Tippens 
Dlte-ctot. LlcensurQ and R19uf1Uon 

PM 85 

INTERPRETATION AND TEMPORARY WAIVER OF RULES 

RELATED TO TREATMENT AND CONTAINMENT OF COVID-19 

NOVEMBER 22, 2022 

85 

NOVEMBER 22, 2022 

NOVEMBER 22, 2022 

The Board issues this policy to facilitate the treatment and containment  of COVID-19. This 
policy supersedes Policy 82 Amended. 

The Board interprets its rules related to maintaining patient and resident safety as requiring that 
all licensed facility types appropriately screen and monitor patients, residents, staff, and visitors 
for any symptoms of COVID-19. The Centers for Disease Control and Prevention (CDC) 
guidance found at Interim Infection Pr� ention and ontrol Recommendations for Healthcare 
Personnel During the orona irus Disease 2019 (COVID-19) Pandemic shall be followed for 
patient/residents, staff, and visitors in healthcare facilities. See Attachment A. 

On August 25, 2020, the Centers for Medicare and Medicaid Services (CMS) published an 
interim final rule entitled "Medicare and Medicaid Programs, Clinical Laboratory Improvement 
Amendments of 1988 and Patient Protection and Affordable Care Act; Additional Pol icy and 
Regulatory Revisions in Response to the COVID-19 Public Health Emergency." On August 26, 
2020, CMS published a policy memo entitled "lnterim Final Rule (IFC), CMS-3401-IFC, 
Additional Policy and Regulatory Revisions in Response to the COVID-19 Public Health 
Emergency Related 10 Long Tem1 Care (LTC) Facility Requirements and COVID-19 Focused 
Survey Tool' QSO-20-38-NH implementing the testing rule. On September 23, 2022, CMS 
revised the policy memo. https:/Jwww.cms.gov/files/document/qso-20-38-nh-revised.pdf 

241 



The revised QSO provides updated regulatory guidance on the requirements of the CMS rule, 
including frequency of the testing, testing in light of community spread testing for outbreaks 
and testing of symptomatic individuals. CMS QSO-20-38-NH shall be followed regarding 
testing of patients/residenl5 for COVID-19 in CMS skilled nursing facilities/nursing facilities. 
See Attachment B. 

On or about September 17, 2020, CMS published a policy memo entilled 'Nursing Home 
Visitation - COVID-19," Q O-20-39-NH, implementing visitation guidance in CMS skilled 
nursing facilities/nursing facilities. On September 23 2022, CMS revised the policy memo. CMS 
QSO-20-39 Nl-:1 shall be fol lowed regarding visitation of patients/residents during the COVID-19 
pandemic in CMS skilled nursing facilities/nursing facilities. See Attachment C. 

All federally certified facility types arc to follow CMS guidance. 

Finally, tO allow for the construction of temporary structures related to the treatment and 
containment of COVID-19, the Board interprets its building standards to include the provisions 
in COVID-19 Licensed Hospital Facility Requirements - Temporary Structures. See Attachment 
D. 

On or about April 7, 2022, CMS published a policy memo entitled "Update to COVID-19 
Emergency Declaration Blanket Waivers for Specific Providers," QSO-22-15-NH & NLTC & 
LSC". which ends specific emergency declaration blanket waivers for SNFs/NFs, inpatient 
hospice·, ICF/UDs and ESRD facilities; blanket waivers remain for hospitals and CAHs. See 
Attachment E. 

This policy shall remain in effect until rescinded by the Board. 

Attachments: 
Attachment I 

Attachment 2 

Attachment 3 
Attachment 4 
Attachment 5 

/-!Y� 
Chair, Board for Licensing Health Care Facilities 

���� 
Caroline Tippens, Esq., CHC 
Director, Licensure and Regulation 
Health Facilities Commission 

Interim Infection Prevention and Control Recommendations for Healthcare 
Personnel During the Coronavirus Disease 2019 (COVID-19) Pandemic 
CMS QSO-20-38-NH - Interim Final Rule (lrC) CMS-3401-IFC, Additional Policy 
and Regulatory Revisions in Response to the COVID-19 Public Health Emergency 
related to Long Tenn Care (L TC) Facility requirements and COVlD-19 Focused 
Survey Tool. 
CMS QSO-20-39 NH - Nursing Home Visitation - COVID-19 
COVID-19 Facility Requirements - Temporary Structures 
QSO-22-15-NH & NLTC & LSC- Update to COVID-19 Emergency Declaration 
Blanket Waivers for Specific Providers 
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ra;,a Centers for Disease 
...... 

Control and Prevention 

Interim Infection Prevention and Control 

Recommendations for Healthcare Personnel During the 

Coronavirus Disease 2019 (COVID-19) Pandemic 
Updated Sept. 23, 2022 

For healthcare personnel, see Isolation and work restriction guidance, For strategies to mitigate healthcare personnel 

staffing shortages, see Contingency and crisis management. For healthcare professionals advising people in non­

healthcare settings about isolation for laboratory-confirmed COVID-19, see Ending Isolation and Precautions for People 

with COVID-19. 

Summary of Recent Changes 

Updates as of September 23, 2022 

• Updated to note that vaccination status is no longer used to inform source control, screening testing, or post-

exposure recommendations

• Updated circumstances when use of source control is recommended

• Updated circumstances when universal use of personal protective equipment should be considered

• Updated recommendations for testing frequency to detect potential for variants with shorter incubation periods

and to address the risk for false negative antigen tests in people without symptoms.

• Clarified that screening testing of asymptomatic healthcare personnel, including those in nursing homes, is at the

discretion of the healthcare facility

• Updated to note that, in general, asymptomatic patients no longer require empiric use of Transmission-Based

Precautions following close contact with someone with SARS-CoV-2 infection.

• Archived the Interim Infection Prevention and Control Recommendations to Prevent SARS-CoV-2 Spread in Nursing

Homes and special considerations for nursing homes not otherwise covered in Sections 1 and 2 were added to

Section 3: Setting-specific considerations

- Updated screening testing recommendations for nursing home admissions

• Clarified the types of long-term care settings for whom the healthcare infection prevention and control

recommendations apply

• This guidance applies to all U.S. settings where healthcare is delivered, including nursing homes and home health,
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Introduction 

This interim guidance has been updated based on currently available information about COVID-19 and the current situation 

in the United States. Updates were made to reflect the high levels of vaccine-and infection-induced immunity and the 

availability of effective treatments and prevention tools. This guidance provides a framework for facilities to implement select 

infection prevention and control practices (e.g., universal source control) based on their individual circumstances (e.g., levels 

of community transmission). 

This guidance is applicable to all U.S. settings where healthcare is delivered (including nursing homes and home health). This 

guidance is not intended for non-healthcare settings (e.g., restaurants) and not for persons outside of healthcare settings. 

CDC's main landing page for COVID-19 content will help readers navigate to information regarding modes of transmission, 

clinical management, laboratory settings, COVID-19 vaccines and CDC guidance on other COVID-19-related topics. 

Employers should be aware that other local, territorial, tribal, state, and federal requirements may apply, including those 

promulgated by the Occupational Safety and Health Administration (OSHA). 

Defining Community Transmission of SARS-CoV-2 

Select IPC measures (e.g., use of source control, screening testing of nursing home admissions) are influenced by levels of 

SARS-CoV-2 transmission in the community. Community Transmission is the metric currently recommended to guide 

select practices in healthcare settings to allow for earlier intervention, before there is strain on the healthcare system and 

to better protect the individuals seeking care in these settings. The Community Transmission metric is different from the 

COVID-19 Community Level metric used for non-healthcare settings. Community Transmission refers to measures of the 

presence and spread of SARS-CoV-2. COVID-19 Community Levels place an emphasis on measures of the impact of 

COVID-19 in terms of hospitalizations and healthcare system strain, while accounting for transmission in the community. 

1. Recommended routine infection prevention and control (IPC) practices
during the COVID-19 pandemic

Encourage everyone to remain up to date with all recommended COVI D-19 vaccine doses. 

• HCP, patients, and visitors should be offered resources and counseled about the importance of receiving the COVID-19

vaccine.

Establish a Process to Identify and Manage Individuals with Suspected or Confirmed SARS-CoV-2 Infection 

• Ensure everyone is aware of recommended IPC practices in the facility.

- Post visual alerts ■ (e.g., signs, posters) at the entrance and in strategic places (e.g., waiting areas, elevators, 

cafeterias) These alerts should include instructions about current IPC recommendations (e.g., when to use source 

control and perform hand hygiene). Dating these alerts can let help ensure people know that they reflect current 

recommendations.

• Establish a process to make everyone entering the facility aware of recommended actions to prevent transmission to

others if they have any of the following three criteria: 

- 1) a positive viral test for SARS-CoV-2 

- 2) symptoms of COVI D-19, or 

- 3) close contact with someone with SARS-CoV-2 infection (for patients and visitors) or a higher-risk exposure (for

healthcare personnel (HCP)). 

• For example: 

• Instruct HCP to report any of the 3 above criteria to occupational health or another point of contact 

designated by the facility so these HCP can be properly managed. 

• The definition of higher-risk exposure and recommendations for evaluation and work restriction of

these HCP are in the Interim Guidance for Managing Healthcare Personnel with SARS-CoV-2 

Infection or Exposure to SARS-CoV-2.
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• Provide guidance (e.g., posted signs at entrances, instructions when scheduling appointments) about

recommended actions for patients and visitors who have any of the above three criteria.

• Patients should be managed as described in Section 2. 

• Visitors with confirmed SARS-CoV-2 infection or compatible symptoms should defer non-urgent in­

person visitation until they have met the healthcare criteria to end isolation (see Section 2); this time

period is longer than what is recommended in the community. For visitors who have had close

contact with someone with SARS-CoV-2 infection or were in another situation that put them at

higher risk for transmission, it is safest to defer non-urgent in-person visitation until 10 days after

their close contact if they meet any of the criteria described in Section 2 (e.g., cannot wear source

control).

• Additional information about visitation from the Centers for Medicare & Medicaid Services

(CMS) is available at Policy & Memos to States and Regions I CMS � .

Implement Source Control Measures 

Source control refers to use of respirators or well-fitting facemasks or cloth masks to cover a person's mouth and nose to 

prevent spread of respiratory secretions when they are breathing, talking, sneezing, or coughing, Further information about 

types of masks and respirators, including those that meet standards and the degree of protection offered to the wearer, is 

available at: Masks and Respirators (cdc.gov). People, particularly those at high risk for severe illness, should wear the most 

protective form of source control they can that fits well and that they will wear consistently. 

Healthcare facilities may choose to offer well-fitting facemasks as a source control option for visitors but should allow the use 

of a mask or respirator with higher-level protection that is not visibly soiled by people who chose that option based on their 

individual preference. Additional information is available in the FAQ: What should visitors use for source control (masks or 

respirators) when visiting healthcare facilities? 

Source control options for HCP include: 

• A NIOSH-approved particulate respirator with N95 filters or higher;

• A respirator approved under standards used in other countries that are similar to NIOSH-approved N95 filtering

facepiece respirators (Note: These should not be used instead of a NIOSH-approved respirator when respiratory

protection is indicated);

• A barrier face covering that meets ASTM F3502-21 requirements including Workplace Performance and Workplace

Performance Plus masks; OR

• A well-fitting facemask.

When used solely for source control, any of the options listed above could be used for an entire shift unless they become 

soiled, damaged, or hard to breathe through. If they are used during the care of patient for which a NIOSH-approved 

respirator or facemask is indicated for personal protective equipment (PPE) (e.g., NIOSH-approved particulate respirators with 

N95 filters or higher during the care of a patient with SARS-CoV-2 infection, facemask during a surgical procedure or during 

care of a patient on Droplet Precautions), they should be removed and discarded after the patient care encounter and a new 

one should be donned. Additional information is available in the FAQ: Can employees choose to wear respirators when not 

required by their employer? 

When SARS-CoV-2 Community Transmission levels are high, source control is recommended for everyone in a healthcare 

setting when they are in areas of the healthcare facility where they could encounter patients. 

• HCP could choose not to wear source control when they are in well-defined areas that are restricted from patient access

(e.g., staff meeting rooms) if they do not otherwise meet the criteria described below and Community Levels are not also

high. When Community Levels are high, source control is recommended for everyone.

When SARS-CoV-2 Community Transmission levels are not high, healthcare facilities could choose not to require universal 

source control. However, even if source control is not universally required, it remains recommended for individuals in 

healthcare settings who: 
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• Have suspected or confirmed SARS-CoV-2 infection or other respiratory infection (e.g., those with runny nose, cough,

sneeze); or

• Had close contact (patients and visitors) or a higher-risk exposure (HCP) with someone with SARS-CoV-2 infection, for 10

days after their exposure; or

• Reside or work on a unit or area of the facility experiencing a SARS-CoV-2 outbreak; universal use of source control could

be discontinued as a mitigation measure once no new cases have been identified for 14 days; or

• Have otherwise had source control recommended by public health authorities

Individuals might also choose to continue using source control based on personal preference, informed by their perceived 

level of risk for infection based on their recent activities (e.g., attending crowded indoor gatherings with poor ventilation) and 

their potential for developing severe disease. For example, if an individual or someone in their household is at increased risk 

for severe disease, they should consider wearing masks or respirators that provide more protection because of better 

filtration and fit to reduce exposure and infection risk, even if source control is not otherwise required by the facility. HCP 

and healthcare facilities might also consider using or recommending source control when caring for patients who are 

moderately to severely immunocompromised. 

Implement Universal Use of Personal Protective Equipment for HCP 

If SARS-CoV-2 infection is not suspected in a patient presenting for care (based on symptom and exposure history), HCP 

should follow Standard Precautions (and Transmission-Based Precautions if required based on the suspected diagnosis). 

As community transmission levels increase, the potential for encountering asymptomatic or pre-symptomatic patients with 

SARS-CoV-2 infection also likely increases. In these circumstances, healthcare facilities should consider implementing 

broader use of respirators and eye protection by HCP during patient care encounters. For example, facilities located in 

counties where Community Transmission is high should also consider having HCP use PPE as described below: 

• NIOSH-approved particulate respirators with N95 filters or higher used for:

- All aerosol-generating procedures (refer to Which procedures are considered aerosol generating procedures in

healthcare settings?).

- All surgical procedures that might pose higher risk for transmission if the patient has SARS-CoV-2 infection (e.g.,

that generate potentially infectious aerosols or involving anatomic regions where viral loads might be higher, such

as the nose and throat, oropharynx, respiratory tract).

- NIOSH-approved particulate respirators with N95 filters or higher can also be used by HCP working in other

situations where additional risk factors for transmission are present, such as the patient is unable to use source

control and the area is poorly ventilated. They may also be considered if healthcare-associated SARS-CoV-2

transmission is identified and universal respirator use by HCP working in affected areas is not already in place.

- To simplify implementation, facilities in counties with high transmission may consider implementing universal use

of NIOSH-approved particulate respirators with N95 filters or higher for HCP during all patient care encounters or in

specific units or areas of the facility at higher risk for SARS-CoV-2 transmission.

• Eye protection (i.e., goggles or a face shield that covers the front and sides of the face) worn during all patient care

encounters.

Optimize the Use of Engineering Controls and Indoor Air Quality 

• Optimize the use of engineering controls to reduce or eliminate exposures by shielding HCP and other patients from

infected individuals (e.g., physical barriers at reception/ triage locations and dedicated pathways to guide symptomatic

patients through waiting rooms and triage areas).

• Take measures to limit crowding in communal spaces, such as scheduling appointments to limit the number of patients

in waiting rooms or treatment areas.

• Explore options, in consultation with facility engineers, to improve ventilation delivery and indoor air quality in patient

rooms and all shared spaces.

- Guidance on ensuring that ventilation systems are operating properly, and other options for improving indoor air

quality, are available in the following resources:

• Guidelines for Environmental Infection Control in Health-Care Facilities
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• American Society of Heating, Refrigerating and Air-Conditioning Engineers (ASH RAE) resources for healthcare

facilities ['.:j , which also provides COVID-19 technical resources for healthcare facilities ['.:j

• Ventilation in Buildings, which includes options for non-clinical spaces in healthcare facilities

Perform SARS-CoV-2 Viral Testing 

• Anyone with even mild symptoms of COVID-19, regardless of vaccination status, should receive a viral test for SARS-CoV-

2 as soon as possible.

• Asymptomatic patients with close contact with someone with SARS-CoV-2 infection should have a series of three viral

tests for SARS-CoV-2 infection. Testing is recommended immediately (but not earlier than 24 hours after the exposure)

and, if negative, again 48 hours after the first negative test and, if negative, again 48 hours after the second negative test.

This will typically be at day 1 (where day of exposure is day 0), day 3, and day 5.

- Due to challenges in interpreting the result, testing is generally not recommended for asymptomatic people who

have recovered from SARS-CoV-2 infection in the prior 30 days. Testing should be considered for those who have

recovered in the prior 31-90 days; however, an antigen test instead of a nucleic acid amplification test (NAAT) is

recommended. This is because some people may remain NAAT positive but not be infectious during this period.

- Guidance for work restrictions, including recommended testing for HCP with higher-risk exposures, are in

the Interim Guidance for Managing Healthcare Personnel with SARS-CoV-2 Infection or Exposure to SARS-CoV-2.

- Guidance for use of empiric Transmission-Based Precautions for patients with close contact with someone with

SARS-CoV-2 infection are described in Section 2.

• Testing considerations for healthcare facilities with an outbreak of SARS-CoV-2 are described below.

• The yield of screening testing for identifying asymptomatic infection is likely lower when performed on those in counties

with lower levels of SARS-CoV-2 community transmission. However, these results might continue to be useful in some

situations (e.g., when performing higher-risk procedures or for HCP caring for patients who are moderately to severely

immunocompromised) to inform the type of infection control precautions used (e.g., room assignment/cohorting, or PPE

used) and prevent unprotected exposures. If implementing a screening testing program, testing decisions should not be

based on the vaccination status of the individual being screened. To provide the greatest assurance that someone does

not have SARS-CoV-2 infection, if using an antigen test instead of a NAAT, facilities should use 3 tests, spaced 48 hours

apart, in line with FDA recommendations [:j

- In general, performance of pre-procedure or pre-admission testing is at the discretion of the facility. However, for

residents admitted to nursing homes, admission testing is recommended as described in Section 3.

- Performance of expanded screening testing of asymptomatic HCP without known exposures is at the discretion of

the facility. 

Create a Process to Respond to SARS-CoV-2 Exposures Among HCP and Others 

Healthcare facilities should have a plan for how SARS-CoV-2 exposures in a healthcare facility will be investigated and 

managed and how contact tracing will be performed. 

If healthcare-associated transmission is suspected or identified, facilities might consider expanded testing of HCP and 

patients as determined by the distribution and number of cases throughout the facility and ability to identify close 

contacts. For example, in an outpatient dialysis facility with an open treatment area, testing should ideally include all patients 

and HCP. Depending on testing resources available or the likelihood of healthcare-associated transmission, facilities may elect 

to initially expand testing only to HCP and patients on the affected units or departments, or a particular treatment schedule 

or shift, as opposed to the entire facility. If an expanded testing approach is taken and testing identifies additional infections, 

testing should be expanded more broadly. If possible, testing should be repeated every 3-7 days until no new cases are 

identified for at least 14 days. 

Guidance for outbreak response in nursing homes is described in setting-specific considerations below. 

Healthcare facilities responding to SARS-CoV-2 transmission within the facility should always notify and follow the 

recommendations of public health authorities. 

2. Recommended infection orevention and control OPC)
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practices when caring for a patient with suspected or 
confirmed SARS-Co V-2 infection 
The IPC recommendations described below (e.g., patient placement, recommended PPE) also apply to patients with 

symptoms of COVID-19 (even before results of diagnostic testing) and asymptomatic patients who have met the criteria for 

empiric Transmission-Based Precautions based on close contact with someone with SARS-CoV-2 infection. However, these 

patients should NOT be cohorted with patients with confirmed SARS-CoV-2 infection unless they are confirmed to have SARS­

CoV-2 infection through testing. 

Duration of Empiric Transmission-Based Precautions for Symptomatic Patients being Evaluated for SARS-CoV-2 infection 

The decision to discontinue empiric Transmission-Based Precautions by excluding the diagnosis of current SARS-CoV-2 

infection for a patient with symptoms of COVID-19 can be made based upon having negative results from at least one viral 

test. 

• If using NAAT (molecular), a single negative test is sufficient in most circumstances. If a higher level of clinical suspicion 

for SARS-CoV-2 infection exists, consider maintaining Transmission-Based Precautions and confirming with a second

negative NAAT. 

• If using an antigen test, a negative result should be confirmed by either a negative NAAT (molecular) or second negative

antigen test taken 48 hours after the first negative test.

If a patient suspected of having SARS-CoV-2 infection is never tested, the decision to discontinue Transmission-Based 

Precautions can be made based on time from symptom onset as described in the Isolation section below. Ultimately, clinical 

judgement and suspicion of SARS-CoV-2 infection determine whether to continue or discontinue empiric Transmission-Based 

Precautions. 

Duration of Empiric Transmission-Based Precautions for Asymptomatic Patients following Close Contact with Someone with 

SARS-CoV-2 Infection 

In general, asymptomatic patients do not require empiric use of Transmission-Based Precautions while being evaluated for 

SARS-CoV-2 following close contact with someone with SARS-CoV-2 infection. These patients should still wear source control 

and those who have not recovered from SARS-CoV-2 infection in the prior 30 days should be tested as described in the testing 

section. 

Examples of when empiric Transmission-Based Precautions following close contact may be considered include: 

• Patient is unable to be tested or wear source control as recommended for the 10 days following their exposure

• Patient is moderately to severely immunocompromised

• Patient is residing on a unit with others who are moderately to severely immunocompromised

• Patient is residing on a unit experiencing ongoing SARS-CoV-2 transmission that is not controlled with initial

interventions 

Patients placed in empiric Transmission-Based Precautions based on close contact with someone with SARS-CoV-2 infection 

should be maintained in Transmission-Based Precautions for the following time periods. 

• Patients can be removed from Transmission-Based Precautions after day 7 following the exposure (count the day of 

exposure as day 0) if they do not develop symptoms and all viral testing as described for asymptomatic individuals

following close contact is negative.

• If viral testing is not performed, patients can be removed from Transmission-Based Precautions after day 10 following

the exposure (count the day of exposure as day 0) if they do not develop symptoms.

Patient Placement 

• Place a patient with suspected or confirmed SARS-CoV-2 infection in a single-person room. The door should be kept

closed (if safe to do so). Ideally, the patient should have a dedicated bathroom.
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If cohorting, only patients with the same respiratory pathogen should be housed in the same room. MORO 

colonization status and/or presence of other communicable disease should also be taken into consideration during 

the cohorting process. 

• Facilities could consider designating entire units within the facility, with dedicated HCP, to care for patients with SARS­

CoV-2 infection when the number of patients with SARS-CoV-2 infection is high. Dedicated means that HCP are assigned

to care only for these patients during their shifts. Dedicated units and/or HCP might not be feasible due to staffing crises

or a small number of patients with SARS-CoV-2 infection.

• Limit transport and movement of the patient outside of the room to medically essential purposes.

• Communicate information about patients with suspected or confirmed SARS-CoV-2 infection to appropriate personnel

before transferring them to other departments in the facility (e.g., radiology) and to other healthcare facilities.

Personal Protective Equipment 

• HCP who enter the room of a patient with suspected or confirmed SARS-CoV-2 infection should adhere to Standard

Precautions and use a NIOSH-approved particulate respirator with N95 filters or higher , gown, gloves, and eye

protection (i.e., goggles or a face shield that covers the front and sides of the face).

• Respirators should be used in the context of a comprehensive respiratory protection program, which includes medical

evaluations, fit testing and training in accordance with the Occupational Safety and Health Administration's (OSHA)

Respiratory Protection standard (29 CFR 1910.134 C'.'.'.l )

• Additional information about using PPE is available in Protecting Healthcare Personnel I HAI I CDC 

Aerosol-Generating Procedures (AGPs) 

• Procedures that could generate infectious aerosols should be performed cautiously and avoided if appropriate

alternatives exist.

• AGPs should take place in an airborne infection isolation room (AIIR), if possible.

• The number of HCP present during the procedure should be limited to only those essential for patient care and

procedure support. Visitors should not be present for the procedure.

Visitation 

• For the safety of the visitor, in general, patients should be encouraged to limit in-person visitation while they are

infectious. However, facilities should adhere to local, territorial, tribal, state, and federal regulations related to

visitation. Additional information about visitation from the Centers for Medicare & Medicaid Services (CMS) is available at

Policy & Memos to States and Regions I CMS ['.'.'.l •

- Counsel patients and their visitor(s) about the risks of an in-person visit.

- Encourage use of alternative mechanisms for patient and visitor interactions such as video-call applications on cell

phones or tablets, when appropriate.

• Facilities should provide instruction, before visitors enter the patient's room, on hand hygiene, limiting surfaces touched,

and use of PPE according to current facility policy.

• Visitors should be instructed to only visit the patient room. They should minimize their time spent in other locations in

the facility.

Duration of Transmission-Based Precautions for Patients with SARS-CoV-2 Infection 

The following are criteria to determine when Transmission-Based Precautions could be discontinued for patients with SARS­

CoV-2 infection and are influenced by severity of symptoms and presence of immunocompromising conditions. Patients 

should self-monitor and seek re-evaluation if symptoms recur or worsen. If symptoms recur (e.g., rebound), these patients 

should be placed back into isolation until they again meet the healthcare criteria below to discontinue Transmission-Based 

Precautions for SARS-CoV-2 infection unless an alternative diagnosis is identified. 

In general, patients who are hospitalized for SARS-CoV-2 infection should be maintained in Transmission-Based Precautions 

for the time period described for patients with severe to critical illness. 
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In general, patients should continue to wear source control until symptoms resolve or, for those who never developed 

symptoms, until they meet the criteria to end isolation below. Then they should revert to usual facility source control policies 

for patients. 

Patients with mild to moderate illness who are not moderately to severely immunocompromised: 

• At least 1 0 days have passed since symptoms first appeared and

• At least 24 hours have passed since last fever without the use of fever-reducing medications and

• Symptoms (e.g., cough, shortness of breath) have improved

Patients who were asymptomatic throughout their infection and are not moderately to severely immunocompromised: 

• At least 10 days have passed since the date of their first positive viral test.

Patients with severe to critical illness and who are not moderately to severely immunocompromised: 

• At least 10 days and up to 20 days have passed since symptoms first appeared and

• At least 24 hours have passed since last fever without the use of fever-reducing medications and

• Symptoms (e.g., cough, shortness of breath) have improved

• The test-based strategy as described for moderately to severely immunocompromised patients below can be used to 

inform the duration of isolation.

The exact criteria that determine which patients will shed replication-competent virus for longer periods are not known. 

Disease severity factors and the presence of immunocompromising conditions should be considered when determining the 

appropriate duration for specific patients. For a summary of the literature, refer to Ending Isolation and Precautions for 

People with COVID-19: Interim Guidance (cdc.gov) 

Patients who are moderately to severely immunocompromised may produce replication-competent virus beyond 20 days 

after symptom onset or, for those who were asymptomatic throughout their infection, the date of their first positive viral test. 

• Use of a test-based strategy and (if available) consultation with an infectious disease specialist is recommended to

determine when Transmission-Based Precautions could be discontinued for these patients.

The criteria for the test-based strategy are: 

Patients who are symptomatic:: 

• Resolution of fever without the use of fever-reducing medications and

• Symptoms (e.g., cough, shortness of breath) have improved, and

• Results are negative from at feast two consecutive respiratory specimens collected 48 hours apart (total of two negative

specimens) tested using an antigen test or NAAT

Patients who are not symptomatic:: 

• Results are negative from at least two consecutive respiratory specimens collected 48 hours apart (total of two negative

specimens) tested using an antigen test or NAAT

Environmental Infection Control 

• Dedicated medical equipment should be used when caring for a patient with suspected or confirmed SARS-CoV-2

infection.

- All non-dedicated, non-disposable medical equipment used for that patient should be cleaned and disinfected

according to manufacturer's instructions and facility policies before use on another patient.

• Routine cleaning and disinfection procedures (e.g., using cleaners and water to pre-clean surfaces prior to applying an

EPA-registered, hospital-grade disinfectant to frequently touched surfaces or objects for appropriate contact times as
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indicated on the product's label) are appropriate for SARS-CoV-2 in healthcare settings, including those patient-care 

areas in which AGPs are performed. 

Refer to List N B on the EPA website for EPA-registered disinfectants that kill SARS-CoV-2; the disinfectant selected 

should also be appropriate for other pathogens of concern at the facility (e.g., a difficile sporicidal agent is 

recommended to disinfect the rooms of patients with C difficile infection). 

• Management of laundry, food service utensils, and medical waste should be performed in accordance with routine

procedures.

• Once the patient has been discharged or transferred, HCP, including environmental services personnel, should refrain

from entering the vacated room without all recommended PPE until sufficient time has elapsed for enough air changes

to remove potentially infectious particles [more information (to include important footnotes on its application)

on clearance rates under differing ventilation conditions is available]. After this time has elapsed, the room should

undergo appropriate cleaning and surface disinfection before it is returned to routine use.

3. Setting-specific considerations

In addition to the recommendations described in the guidance above, here are additional considerations for the settings 

listed below. 

Dialysis Facilities 

Considerations for Patient Placement 

• Patients on dialysis with suspected or confirmed SARS-CoV-2 infection or who have reported close contact should be

dialyzed in a separate room with the door closed.

- Hepatitis B isolation rooms can be used if: 1) the patient is hepatitis B surface antigen-positive or 2) the facility has

no patients on the census with hepatitis B infection who would require treatment in the isolation room.

• If a separate room is not available, patients with confirmed SARS-CoV-2 infection should be cohorted to a specific well­

ventilated unit or shift (e.g., consider the last shift of the day). Only patients with confirmed SARS-CoV-2 infection should

be cohorted together: 

- In the context of an outbreak or an increase in the number of confirmed SARS-CoV-2 infections at the facility, if a

separate shift or unit is not initially available, efforts should be made to create specific shifts or units for patients

with confirmed SARS-CoV-2 infection to separate them from patients without SARS-CoV-2 infection.

Additional Guidance for Use of Isolation Gowns 

• When caring for patients with suspected or confirmed SARS-CoV-2 infection, gowns should be worn over or instead of 

the cover gown (e.g., laboratory coat, gown, or apron with incorporate sleeves) that is normally worn by hemodialysis

personnel.

Cleaning and Disinfecting Dialysis Stations 

• Current procedures for routine cleaning and disinfection of dialysis stations ■ are appropriate for patients with SARS­

CoV-2 infection.

• Internal disinfection of dialysis machines is not required immediately after use unless otherwise indicated (e.g., post­

blood leak). It should be done according to the dialysis machine manufacturer's instructions (e.g., at the end of the day).

Emergency Medical Services 

Considerations for vehicle configuration when transporting a patient with suspected or confirmed SARS-CoV-2 infection 

• Isolate the ambulance driver from the patient compartment and keep pass-through doors and windows tightly shut.

• When possible, use vehicles that have isolated driver and patient compartments that can provide separate ventilation to 

each area.

- Before entering the isolated driver's compartment, the driver (if they were involved in direct patient care) should
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Close the door/window between these compartments before bringing the patient on board. 

- During transport, vehicle ventilation in both compartments should be on non-recirculated mode to maximize air

changes that reduce potentially infectious particles in the vehicle.

- If the vehicle has a rear exhaust fan, use it to draw air away from the cab, toward the patient-care area, and out the

back end of the vehicle.

- Some vehicles are equipped with a supplemental recirculating ventilation unit that passes air through high­

efficiency particulate air (HEPA) filters before returning it to the vehicle. Such a unit can be used to increase the

number of air changes per hour (ACH) Health Hazard Evaluation Report 95-0031-2601 pdf ■ .

- After patient unloading, allowing a few minutes with ambulance module doors open will rapidly dilute airborne viral

particles.

• If a vehicle without an isolated driver compartment must be used, open the outside air vents in the driver area and turn

on the rear exhaust ventilation fans to the highest setting to create a pressure gradient toward the patient area.

- Before entering the driver's compartment, the driver (if they were involved in direct patient care) should remove

their gown, gloves and eye protection and perform hand hygiene to avoid soiling the compartment. They should

continue to wear their NIOSH-approved particulate respirator with N95 filters or higher.

Additional considerations when performing AGPs on patients with suspected or confirms SARS-CoV-2 infection: 

• If possible, consult with medical control before performing AGPs for specific guidance.

• Bag valve masks (BVMs) and other ventilatory equipment should be equipped with HEPA filtration to filter expired air.

• EMS systems should consult their ventilator equipment manufacturer to confirm appropriate filtration capability and the

effect of filtration on positive-pressure ventilation.

• If possible, the rear doors of the stationary transport vehicle should be opened and the HVAC system should be

activated during AGPs. This should be done away from pedestrian traffic.

• If possible, discontinue AGPs prior to entering the destination facility or communicate with receiving personnel that AGPs

are being implemented.

Dental Facilities 

• Dental healthcare personnel (DHCP) should regularly consult their state dental boards ['.'.i and state or local health

departments for current information and recommendations and requirements specific to their jurisdictions, which might

change based on SARS-CoV-2 transmission levels in the county where their healthcare facility is located.

• Patients with suspected or confirmed SARS-CoV-2 infection should postpone all non-urgent dental treatment until they

meet criteria to discontinue Transmission-Based Precautions. Because dental patients cannot wear a mask, in general,

those who have had close contact with someone with SARS-CoV-2 infection should also postpone all non-urgent dental

treatment until they meet the healthcare criteria to end quarantine.

- Dental care for these patients should only be provided if medically necessary. Follow all recommendations for care

and placement for patients with suspected or confirmed SARS-CoV-2 infection. Extra attention may be required to

ensure HVAC ventilation to the dental treatment area does not reduce or deactivate during occupancy based on

temperature demands.

- If a patient has a fever strongly associated with a dental diagnosis (e.g., pulpal and periapical dental pain and

intraoral swelling are present) but no other symptoms consistent with COVID-19 are present, dental care can be

provided following the practices recommended for routine health care during the pandemic.

• When performing aerosol-generating procedures on patients who are not suspected or confirmed to have SARS-CoV-2

infection, ensure that DHCP correctly wear the recommended PPE (including consideration of a NIOSH-approved

particulate respirator with N95 filters or higher in counties with high levels of transmission) and use mitigation methods

such as four-handed dentistry, high evacuation suction, and dental dams to minimize droplet spatter and aerosols.

- Commonly used dental equipment known to create aerosols and airborne contamination include ultrasonic scaler,

high-speed dental handpiece, air/water syringe, air polishing, and air abrasion.

• Dental treatment should be provided in individual patient rooms whenever possible with the HVAC in constant

ventilation mode. 

• For dental facilities with open floor plans, strategies to prevent the spread of pathogens include:

- At least 6 feet of space between patient chairs.
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Adjunct use of portable HEPA air filtration systems to enhance air cleaning 

- Physical barriers between patient chairs. Easy-to-clean floor-to-ceiling barriers will enhance effectiveness of

portable HEPA air filtration systems (check to make sure that extending barriers to the ceiling will not interfere with

fire sprinkler systems).

- Operatories oriented parallel to the direction of airflow when possible.

- Where feasible, consider patient orientation carefully, placing the patient's head near the return air vents, away 

from pedestrian corridors, and toward the rear wall when using vestibule-type office layouts.

- Ensure to account for the time required to clean and disinfect operatories between patients when calculating your

daily patient volume.

Nursing Homes 

• Assign one or more individuals with training in IPC to provide on-site management of the IPC program

- This should be a full-time role for at least one person in facilities that have more than 100 residents or that provide

on-site ventilator or hemodialysis services. Smaller facilities should consider staffing the IPC program based on the

resident population and facility service needs identified in the IPC risk assessment.

• Stay connected with the healthcare-associated infection program in your state health department, as well as your local

health department, and their notification requirements. Report SARS-CoV-2 infection data to National Healthcare Safety

Network (NHSN) Long-term Care Facility (LTCF) COVID-19 Module. See Centers for Medicare & Medicaid Services (CMS)

COVID-19 reporting requirements ■ ['.'.l .

• Managing admissions and residents who leave the facility:

- In general, admissions in counties where Community Transmission levels are high should be tested upon

admission; admission testing at lower levels of Community Transmission is at the discretion of the facility.

• Testing is recommended at admission and, if negative, again 48 hours after the first negative test and, if

negative, again 48 hours after the second negative test.

They should also be advised to wear source control for the 10 days following their admission. Residents who leave 

the facility for 24 hours or longer should generally be managed as an admission. 

• Empiric use of Transmission-Based Precautions is generally not necessary for admissions or for residents who leave the

facility for less than 24 hours (e.g., for medical appointments, community outings) and do not meet criteria described in 

section 2.

• Placement of residents with suspected or confirmed SARS-CoV-2 infection

- Ideally, residents should be placed in a single-person room as described in Section 2.

- If limited single rooms are available, or if numerous residents are simultaneously identified to have known SARS-

CoV-2 exposures or symptoms concerning for COVID-19, residents should remain in their current location.

• Responding to a newly identified SARS-CoV-2-infected HCP or resident

- When performing an outbreak response to a known case, facilities should always defer to the recommendations of

the jurisdiction's public health authority.

- A single new case of SARS-CoV-2 infection in any HCP or resident should be evaluated to determine if others in the

facility could have been exposed.

- The approach to an outbreak investigation could involve either contact tracing or a broad-based approach;

however, a broad-based (e.g., unit, floor, or other specific area(s) of the facility) approach is preferred if all potential

contacts cannot be identified or managed with contact tracing or if contact tracing fails to halt transmission.

- Perform testing for all residents and HCP identified as close contacts or on the affected unit(s) if using a broad­

based approach, regardless of vaccination status.

• Testing is recommended immediately (but not earlier than 24 hours after the exposure) and, if negative, again

48 hours after the first negative test and, if negative, again 48 hours after the second negative test. This will

typically be at day 1 (where day of exposure is day 0), day 3, and day 5.

• Due to challenges in interpreting the result, testing is generally not recommended for asymptomatic people

who have recovered from SARS-CoV-2 infection in the prior 30 days. Testing should be considered for those

who have recovered in the prior 31-90 days; however, an antigen test instead of a nucleic acid amplification

test (NMT) is recommended. This is because some people may remain NMT positive but not be infectious

during this period.
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Empiric use of Transmission-Based Precautions for residents and work restriction for HCP are not generally 

necessary unless residents meet the criteria described in Section 2 or HCP meet criteria in the Interim Guidance for 

Managing Healthcare Personnel with SARS-CoV-2 Infection or Exposure to SARS-CoV-2, respectively. However, 

source control should be worn by all individuals being tested. 

• In the event of ongoing transmission within a facility that is not controlled with initial interventions, strong

consideration should be given to use of Empiric use of Transmission-Based Precautions for residents and work

restriction of HCP with higher-risk exposures. In addition, there might be other circumstances for which the

jurisdiction's public authority recommends these and additional precautions.

• If no additional cases are identified during contact tracing or the broad-based testing, no further testing is

indicated. Empiric use of Transmission-Based Precautions for residents and work restriction for HCP who met

criteria can be discontinued as described in Section 2 and the Interim Guidance for Managing Healthcare

Personnel with SARS-CoV-2 Infection or Exposure to SARS-CoV-2, respectively.

• If additional cases are identified, strong consideration should be given to shifting to the broad-based approach

if not already being performed and implementing quarantine for residents in affected areas of the facility. As 

part of the broad-based approach, testing should continue on affected unit(s) or facility-wide every 3-7 days

until there are no new cases for 14 days.

• If antigen testing is used, more frequent testing (every 3 days), should be considered.

- Indoor visitation during an outbreak response:

• Facilities should follow guidance from CMS 13 about visitation.

• Visitors should be counseled about their potential to be exposed to SARS-CoV-2 in the facility.

• If indoor visitation is occurring in areas of the facility experiencing transmission, it should ideally occur in the

resident's room. The resident and their visitors should wear well-fitting source control (if tolerated) and 

physically distance (if possible) during the visit. 

Assisted Living, Group Homes and Other Residential Care Settings ( excluding nursing 
homes) 

In general, long-term care settings (excluding nursing homes) whose staff provide non-skilled personal care* similar to that 

provided by family members in the home (e.g., many assisted livings, group homes), should follow community prevention 

strategies based on COVID-19 Community Levels, similar to independent living, retirement communities or other non­

healthcare congregate settings. Residents should also be counseled about strategies to protect themselves and others, 

including recommendations for source control if they are immunocompromised or at high risk for severe disease. CDC 

has information and resources for older adults and for people with disabilities. 

Visiting or shared healthcare personnel who enter the setting to provide healthcare to one or more residents (e.g., physical 

therapy, wound care, intravenous injections, or catheter care provided by home health agency nurses) should follow the 

healthcare IPC recommendations in this guidance. In addition, if staff in a residential care setting are providing in-person 

services for a resident with SARS-CoV-2 infection, they should be familiar with recommended IPC practices to protect 

themselves and others from potential exposures including the hand hygiene, personal protective equipment and cleaning 

and disinfection practices outlined in this guidance. 

*Non-skilled personal care consists of any non-medical care that can reasonably and safely be provided by non-licensed 

caregivers, such as help with daily activities like bathing and dressing; it may also include the kind of health-related care that 

most people do themselves, like taking oral medications. In some cases where care is received at home or a residential 

setting, care can also include help with household duties such as cooking and laundry. 

Definitions: 

Healthcare Personnel (HCP): HCP refers to all paid and unpaid persons serving in healthcare settings who have the potential 

for direct or indirect exposure to patients or infectious materials, including body substances (e.g., blood, tissue, and specific 

body fluids); contaminated medical supplies, devices, and equipment; contaminated environmental surfaces; or 

contaminated air. HCP include, but are not limited to, emergency medical service personnel, nurses, nursing assistants, home 

healthcare personnel, physicians, technicians, therapists, phlebotomists, pharmacists, dental healthcare personnel, students 

and trainees, contractual staff not employed by the healthcare facility, and persons not directly involved in patient care, but 
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who could be exposed to infectious agents that can be transmitted in the healthcare setting (e.g., clerical, dietary, 

environmental services, laundry, security, engineering and facilities management, administrative, billing, and volunteer 

personnel). 

Healthcare settings refers to places where healthcare is delivered and includes, but is not limited to, acute care facilities, long­

term acute-care facilities, nursing homes, home healthcare, vehicles where healthcare is delivered (e.g., mobile clinics), and 

outpatient facilities, such as dialysis centers, physician offices, dental offices, and others. 

Source control: Use of respirators, well-fitting facemasks, or well-fitting cloth masks to cover a person's mouth and nose to 

prevent spread of respiratory secretions when they are breathing, talking, sneezing, or coughing. Source control devices 

should not be placed on children under age 2, anyone who cannot wear one safely, such as someone who has a disability or 

an underlying medical condition that precludes wearing one safely, or anyone who is unconscious, incapacitated, or otherwise 

unable to remove their source control device without assistance. Face shields alone are not recommended for source control. 

At a minimum, source control devices should be changed if they become visibly soiled, damaged, or hard to breathe through. 

Further information about source control options is available at: Masks and Respirators (cdc.gov) 

Cloth mask: Textile (cloth) covers that are intended primarily for source control in the community. They are not personal 

protective equipment (PPE) appropriate for use by healthcare personnel. Guidance on design, use, and maintenance of cloth 

masks is available. 

Facemask: OSHA defines facemasks as "a surgical, medical procedure, dental, or isolation mask that is FDA-cleared, 

authorized by an FDA EUA, or offered or distributed as described in an FDA enforcement policy. Facemasks may also be 

referred to as 'medical procedure masks'." Facemasks should be used according to product labeling and local, state, and 

federal requirements. FDA-cleared surgical masks are designed to protect against splashes and sprays and are prioritized for 

use when such exposures are anticipated, including surgical procedures. Other facemasks, such as some procedure masks, 

which are typically used for isolation purposes, may not provide protection against splashes and sprays. 

Respirator: A respirator is a personal protective device that is worn on the face, covers at least the nose and mouth, and is 

used to reduce the wearer's risk of inhaling hazardous airborne particles (including dust particles and infectious agents), 

gases, or vapors. Respirators are certified by CDC/NIOSH, including those intended for use in healthcare. 

Airborne Infection Isolation Rooms (AIIRs): 

• AIIRs are single-patient rooms at negative pressure relative to the surrounding areas, and with a minimum of 12 ACH (6 

ACH are allowed for All Rs last renovated or constructed prior to 1997).

• Air from these rooms should be exhausted directly to the outside or be filtered through a HEPA filter directly before

recirculation.

• Room doors should be kept closed except when entering or leaving the room, and entry and exit should be minimized.

• Facilities should monitor and document the proper negative-pressure function of these rooms.

lmmunocompromised: For the purposes of this guidance, moderate to severely immunocompromising conditions include, 

but might not be limited to, those defined in the Interim Clinical Considerations for Use of COVID-19 Vaccines 

• Other factors, such as end-stage renal disease, may pose a lower degree of immunocompromise. However, people in 

this category should still consider continuing to use of source control while in a healthcare facility.

• Ultimately, the degree of immunocompromise for the patient is determined by the treating provider, and preventive

actions are tailored to each individual and situation.

Close contact: Being within 6 feet for a cumulative total of 15 minutes or more over a 24-hour period with someone with 

SARS-CoV-2 infection. 

SARS-CoV-2 Illness Severity Criteria (adapted from the NIH COVID-19 Treatment Guidelines) 

The studies used to inform this guidance did not clearly define "severe" or "critical" illness. This guidance has taken a 

conservative approach to define these categories. Although not developed to inform decisions about duration of 

Transmission-Based Precautions, the definitions in the National Institutes of Health (NIH) COVID-19 Treatment Guideline� 

s are one ootion for defining severitv of illness categories. The highest level of illness severitv exoerienced bv the oatient at 
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any point in their clinical course should be used when determining the duration of Transmission-Based Precautions. Clinical 

judgement regarding the contribution of SARS-CoV-2 to clinical severity might also be necessary when applying these criteria 

to inform infection control decisions. 

Mild Illness: Individuals who have any of the various signs and symptoms of COVID-19 (e.g., fever, cough, sore throat, malaise, 

headache, muscle pain) without shortness of breath, dyspnea, or abnormal chest imaging. 

Moderate Illness: Individuals who have evidence of lower respiratory disease by clinical assessment or imaging, and a 

saturation of oxygen (SpO2) <!:94% on room air at sea level. 

Severe Illness: Individuals who have respiratory frequency >30 breaths per minute, SpO2 <94% on room air at sea level (or, 

for patients with chronic hypoxemia, a decrease from baseline of >3%), ratio of arterial partial pressure of oxygen to fraction 

of inspired oxygen (PaO2/FiO2) <300 mmHg, or lung infiltrates >50%. 

Critical Illness: Individuals who have respiratory failure, septic shock, and/or multiple organ dysfunction. 

In pediatric patients, radiographic abnormalities are common and, for the most part, should not be used as the sole criteria to 

define COVID-19 illness category. Normal values for respiratory rate also vary with age in children, thus hypoxia should be the 

primary criterion to define severe illness, especially in younger children. 

More Information 

Interim Clinical Considerations for Use of COVID-19 Vaccines 

Management of Patients with Confirmed 2019-nCoV 

Interim Guidance for Managing Healthcare Personnel with SARS-CoV-2 Infection or Exposure to SARS-CoV-2 

Strategies to Mitigate Healthcare Personnel Staffing Shortages 

Clinical Questions about COVID-19: Questions and Answers 

Management of Patients with Confirmed 2019-nCoV 

Previous Updates 

Updates as of February 2, 2022 

Due to concerns about increased transmissibility of the SARS-CoV-2 Omicron variant, this guidance is being updated to 

enhance protection for healthcare personnel, patients, and visitors and to address concerns about potential impacts on 

the healthcare system given a surge in SARS-CoV-2 infections. These updates will be refined as additional information 

becomes available to inform recommended actions. 

• Empiric use of Transmission-Based Precautions (quarantine) is recommended for patients who have had close

contact with someone with SARS-CoV-2 infection if they are not up to date with all recommended COVID-19 

vaccine doses.

- In general, quarantine is not needed for asymptomatic patients who are up to date with all recommended

COVID-19 vaccine doses or who have recovered from SARS-CoV-2 infection in the prior 90 days; potential

exceptions are described in the guidance. However, some of these patients should still be tested as described

in the testing section of the guidance.

• A test-based strategy and (if available) consultation with infectious disease experts is now recommended for

determining the duration of Transmission-Based Precautions for patients with SARS-CoV-2 infection who are 

moderatelv to severelv immunocomoromised.
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• Included additional examples when universal respirator use could be considered

• Additional updates that will have implications for healthcare facilities were made in the following guidance

documents:

- Interim Guidance for Managing Healthcare Personnel with SARS-CoV-2 Infection or Exposure to SARS-CoV-2

- Strategies to Mitigate Healthcare Personnel Staffing Shortages

- Interim Infection Prevention and Control Recommendations to Prevent SARS-CoV-2 Spread in Nursing Homes

Updates as of September 1 0, 2021 

• Updated source control recommendations to address limited situations for healthcare facilities in counties with

low to moderate community transmission where select fully vaccinated individuals could choose not to wear

source control. However, in general, the safest practice is for everyone in a healthcare setting to wear source

control.

• Updated quarantine recommendations for fully vaccinated patients who have had close contact with someone

with SARS-CoV-2 infection to more closely align with recommendations for the community.

• Clarified the recommended intervals for testing asymptomatic HCP with a higher-risk exposure and patients with

close contact with someone with SARS-CoV-2 infection.

• Added content from previously posted CDC guidance addressing:

- Recommendations for fully vaccinated HCP, patients, and visitors

- SARS-CoV-2 testing

- Duration of Transmission-Based Precautions for patients with SARS-CoV-2 infection

- Specialized healthcare settings (e.g., dental, dialysis, EMS)

As of February 1 o, 2021 

• Updated the Implement Universal Use of Personal Protective Equipment section to expand options for source

control and patient care activities in areas of moderate to substantial transmission and describe strategies for

improving fit of face masks. Definitions of source control are included at the end of this document.

• Included a reference to Optimizing Personal Protective Equipment (PPE) Supplies that include a hierarchy of 

strategies to implement when PPE are in short supply or unavailable.

As of December 14, 2020 

• Added links to Frequently Asked Questions addressing Environmental Cleaning and Disinfection and assessing

risks to patients and others exposed to healthcare personnel who worked while infected with SARS-CoV-2

• Described recommended IPC practices when caring for patients who have met criteria for a 14-day quarantine

based on prolonged close contact with someone with SARS-CoV-2 infection.

• Added reminders that:

- Double gloving is not recommended when providing care to patients with suspected or confirmed SARS-CoV-

2 infection

- In general, HCP caring for patients with suspected or confirmed SARS-CoV-2 infection should not wear more

than one isolation gown at a time.

As of November 4, 2020 

• Provided different options for screening individuals (healthcare personnel, patients, visitors) prior to their entry

into a healthcare facility

• Provided information on factors that could impact thermometer readings

• Provided resources for evaluating and managing ventilation systems in healthcare facilities

• Added link to Frequently Asked Questions about use of Personal Protective Equipment

Last Updated Sept. 23, 2022 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 

Centers for Medicare & Medicaid Services 

7500 Security Boulevard, Mail Stop C2-21-16 

Baltimore, Maryland 21244-1850 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

Center for Clinical Standards and Quality/Survey & Certification Group 

DATE: August 26, 2020 

TO: State Survey Agency Directors 

FROM: Director 
Survey and Certification Group 

Ref: QSO-20-38-NH 
REVISED 09/23/2022 

SUBJECT: Interim Final Rule (IFC), CMS-3401-IFC, Additional Policy and Regulatory 
Revisions in Response to the COVID-19 Public Health Emergency related to 
Long-Term Care (LTC) Facility Testing Requirements 

Memorandum Summary 

• CMS is committed to taking critical steps to ensure America's healthcare facilities continue to
respond effectively to the Coronavirus Disease 2019 (COVID-19) Public Health Emergency
(PHE).

• On August 25, 2020, CMS published an interim final rule with comment period (IFC). This rule
establishes Long-Term Care (L TC) Facility Testing Requirements for Staff and Residents.
Specifically, facilities are required to test residents and staff, including individuals providing
services under arrangement and volunteers, for COVID-19 based on parameters set forth by the
HHS Secretary. This memorandum provides guidance for facilities to meet the new
requirements.

• Routine testinK o
f

asymptoma,ic stqff'i no longer recommended hut may be pe,formed al 
the di ·cretion of the facility. 

• Updated re ommendwion. for testing individuals ·who have recovered rom 'OVID-/9.

On August 25, 2020, CMS published an interim final rule with comment period (IFC), CMS-
3401-IFC, entitled "Medicare and Medicaid Programs. Clinical Laboratory Improvement 
Amendments of 1988 (CLIA), and Patient Protection and Affordable Care Act; Additional 
Policy and Regulatory Revisions in Response to the COVID-19 Public Health Emergency'. 
CMS' s recommendation below to test with authorized nucleic acid or antigen detection assays is 
an important addition to other infection prevention and control (IPC) recommendations aimed at 
preventing COVID-19 from entering nursing homes, detecting cases quickly, and stopping 
transmission. Swift identification of confirmed COVID-19 cases allows the facility to take 
immediate action to remove exposure risks to nursing home residents and staff. CMS has added 
42 CFR § 483.S0(h) which requires that the facility test all residents and staff for COVID-19. 
Guidance related to the requirements is located below. Noncompliance related to this new 
requirement will be cited at new tag F886. 
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§ 483.80 Infection control

* * * * * 

§ 483.S0(h) COVID-19 Testing. The LTC facility must test residents and facility staff, including
individuals providing services under arrangement and volunteers, for COVID-19. At a minimum,
for all residents and facility staff, including individuals providing services under arrangement and
volunteers, the LTC facility must:

(1) Conduct testing based on parameters set forth by the Secretary, including but not limited to:

(i) Testing frequency;

(ii) The identification of any individual specified in this paragraph diagnosed with COVID-
19 in the facility;

(iii) The identification of any individual specified in this paragraph with symptoms
consistent with COVID-19 or with known or suspected exposure to COVID-19;

(iv) The criteria for conducting testing of asymptomatic individuals specified in this
paragraph, such as the positivity rate of COVID-19 in a county;

(v) The response time for test results; and

(vi) Other factors specified by the Secretary that help identify and prevent the transmission
of COVID-19.

(2) Conduct testing in a manner that is consistent with current standards of practice for
conducting COVID-19 tests;

(3) For each instance of testing:

(i) Document that testing was completed and the results of each staff test; and

(ii) Document in the resident records that testing was offered, completed (as appropriate to
the resident's testing status), and the results of each test.

( 4) Upon the identification of an individual specified in this paragraph with symptoms consistent
with COVID-19, or who tests positive for COVID-19, take actions to prevent the
transmission of COVID-19. 

(5) Have procedures for addressing residents and staff, including individuals providing services
under arrangement and volunteers, who refuse testing or are unable to be tested.

(6) When necessary, such as in emergencies due to testing supply shortages, contact state and
local health departments to assist in testing efforts, such as obtaining testing supplies or
processing test results. 

F886 

DEFINITIONS 

"Close contact " refers to someone who has been within 6 feet of a COVID-19 positive 
person for a cumulative total of 15 minutes or more over a 24-hour period. 

"Higher-risk exposure" refers to exposure of an individual's eyes, nose, or mouth to material 
potentially containing SARS-Co V-2, particularly if present in the room for an aerosol-generating 

2 
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procedure. This can occur when staff do not wear adequate personal protective equipment 
during care or interaction with an individual. For more information, see CDC's "Interim 
Guidance for Managing Healthcare Personnel with SARS-CoV-2 Infection or Exposure to 
SARS-CoV-2." 

GUIDANCE 

Testing of Nursing Home Staff and Residents 

To enhance efforts to keep COVID-19 from entering and spreading through nursing homes, 
facilities are required to test residents and staff based on parameters and a frequency set forth by 
the HHS Secretary. 

Facilities can meet the testing requirements through the use of rapid point-of-care (POC) 
diagnostic testing devices or through an arrangement with an offsite laboratory. POC testing is 
diagnostic testing that is performed at or near the site of resident care. For a facility to conduct 
these tests with their own staff and equipment (including POC devices provided by the 
Department of Health and Human Services), the facility must have, at a minimum, a CLIA 
Certificate of Waiver. Information on obtaining a CLIA Certificate of Waiver can be found here. 

Facilities without the ability to conduct COVID-19 POC testing should have arrangements with a 
laboratory to conduct tests to meet these requirements. Laboratories that can quickly process 
large numbers of tests with rapid reporting ofresults (e.g., within 48 hours) should be selected to 
rapidly inform infection prevention initiatives to prevent and limit transmission. 

"Facility stafr' includes employees, consultants, contractors, volunteers, and caregivers who 
provide care and services to residents on behalf of the facility, and students in the facility's nurse 
aide training programs or from affiliated academic institutions. For the purpose of testing 
"individuals providing services under arrangement and volunteers," facilities should prioritize 
those individuals who are regularly in the facility (e.g., weekly) and have contact with residents 
or staff. We note that the facility may have a provision under its arrangement with a vendor or 
volunteer that requires them to be tested from another source (e.g., their employer or on their 
own). However, the facility is still required to obtain documentation that the required testing was 
completed during the timeframe that corresponds to the facility's testing frequency, as described 
in Table 2 below. 

When prioritizing individuals to be tested, facilities should prioritize individuals with signs and 
symptoms of COVID-19 first, then perform testing triggered by an outbreak investigation ( as 
specified below). 

Jn tructfacility staff, regardle s of their vaccination slatu 10 report any of the following criferia 
to occupational health or another point of contact designated by the facility so they can be 
properly managed: 

o a positive viral le I for 'ARS- o V-2,

o symptoms o(COVJD-19, or

o a higher-risk exposure to someone with SARS-Co V-2 infection
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T bl 1 T S a e : estm2 ummary 

Testing Trigger 

Symptomatic individual 
identified 

Newly identified COVID-
19 positive staff or 
resident in a facility that 
can identify close contacts 

Newly identified COVID-
19 positive staff or 
resident in a facility that is 
unable to identify close 
contacts 

Routine testing 

Staff Residents 

Staff, regardless of Residents, regardless of 
vaccination status, with signs vaccination status, with signs or 
or symptoms must be tested. symptoms must be tested. 

Test all staff, regardless of Test all residents, regardless of 
vaccination status, that had a vaccination status, that had close 
higher-risk exposure with a contact with a COVID-19 
COVID-19 positive positive individual. 
individual. 

Test all staff, regardless of Test all residents, regardless of 
vaccination status, facility- vaccination status, facility-wide 
wide or at a group level if or at a group level ( e.g., unit, 
staff are assigned to a specific floor, or other specific area(s) of 
location where the new case the facility). 
occurred ( e.g., unit, floor, or 
other specific area(s) of the 
facility). 

Not generally recommended Not generally recommended 

Testing of Staff and Residents with COVID-19 Symptoms or Signs 
Staff with symptoms or signs of COVID-19 regardless of vaccination status, must be tested as 
·oon as possible and are expected to be restricted from the facility pending the results of

COV[D-19 testing. lfCOVID-19 is confirmed staff should follow Centers for Disease Control
and Prevention (CDC) guidance "Interim Guidance for Managing Healthcare Personnel with
SARS-CoV-2 Infection or Exposure to ARS-CoV-2." Staff who do not test positive for
COVID-19 but have symptoms should follow facility policies to determine when they can return
to work.

Residents who have signs or symptoms of COVID-19, regardless of vaccination status, must be 
tested as soon a possible. While test results are pending, residents with signs or symptoms 
should be placed on transmission-based precautions (TBP) in accordance with CDC guidance. 
Once test results are obtained the facility must take the appropriate actions based on the results. 

NOTE: Concerns related to initiating and/or maintaining TBP should be investigated under 
F880, Infection Control. 

261 

4 



Testing of Staff with a Higher-Risk Exposure and Residents who had a Close Contact 

For information on testing staff with a higher-risk exposure to COVID-19 and residents who had 
close contact with a COVID-19 positive individual when the facility is not in an outbreak status 
see the CDC s Interim Infection Prevention and Control Recommendations for Healthcare 
Personnel During the Corona virus Disease 2019 (COVID-19) Pandemic' and "Interim Guidance 
for Managing Healthcare Personnel with SARS-CoV-2 Infection or Exposure to SARS-CoV-2." 
Examples may include exposures from a visitor, while on a leave of absence, or during care of a 
resident on the COVID-19 unit. 

Testing of Staff and Residents During an Outbreak Investigation 

An outbreak inve ligation is ini1ia1ed when a single new ca ·e of COYID-19 occurs among 
residents or staff to determine if others have been exposed. An outbreak investigation would not 
be triggered when a resident with known COVID-19 is admitted directly into TBP, or when a 
resident known to have close contact with ·omeone with COVID-19 is admitted directly into TBP 
and develops OVJD-19 before TBP are discontinued. In an outbreak investigation rapid 
identification and isolation of new cases is critical in stopping further viral transmission. 

Upon identification of a single new case of COVID-19 infection in any staff or residents, testing 
should begin immediately (but not earlier Jhan 24 hours after lhe exposure, if known). Facilities 
have the option to perform outbreak testing through two approaches, contact tracing or broad­
based (e.g. facility-wide) testing. 

If the facility has the ability to identify close contacts of the individual with COVID-19, they 
could choose to conduct focused testing based on known close contacts. If a facility does not 
have the expertise, resources, or ability to identify all close contacts, they should instead 
investigate the outbreak at a facility-wide or group-level (e.g., unit, floor, or other specific 
area(s) of the facility). Broader approaches might also be required if the facility is directed to do 
so by the jurisdiction's public health authority, or in situations where all potential contacts are 
unable to be identified, are too numerous to manage, or when contact tracing fails to halt 
transmission. 

For further information on contact tracing and broad-based testing, including frequency of repeat 
testing, see CDC guidance' Interim Infection Prevention and Control Recommendations for 
Healthcare Personnel During the Coronavirus Disease 2019 (COVID-19) Pandemic" 

For individuals who test positive for COVID-19, facilities should follow the CDC "Interim 
Infection Prevention and Control Recommendations for Healthcare Personnel During the 
Coronavirus Disease 2019 (COVID-19) Pandemic guidance for di continuing TBP for residents 
and the "Interim Guidance for Managing: Healthcare Personnel with SARS-CoV-2 lnfection or 
Exposure to SARS-CoY-2." for staff. 

Routine Testing of Staff 

Routine screening testing of asymptomatic staff is no longer reco,nmended but may be 
perfiormed at the discretion of the facility. See the CDC'· Interim Infection Prevention and 
ConJrol Recommendations for Healthcare Personnel During the Coronavirus Disease 2019 
(COVID-19) Pandemic guidance for addit;onal information. 
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State and local officials may also direct facilities to monitor other factors that increase the risk 
for COVID-19 transmission, such as rates of Emergency Department visits of individuals with 
COVID-19-like symptoms. Facilities should consult with state and local officials on these 
factors, and the actions that should be taken to reduce the spread of the virus. 

Facilities should inform resident transportation services (such as non-emergency medical 
transportation) and receiving healthcare providers (such as hospitals) regarding a resident's 
COVID-19 status to ensure appropriate infection control precautions are followed. Routine 
communication between the nursing home and other entities about the resident's status should 
ideally occur prior to the resident leaving the nursing home for treatment. Coordination between 
the nursing home and the other healthcare entity is vital to ensure healthcare staff are informed of 
the most up to date information relating to the resident's health status, including COVID-19 
status, and to allow for proper planning of care and operations. Additionally, facilities should 
maintain communications with the local ambulance and other contracted providers that transport 
residents between facilities, to ensure appropriate infection control precautions are followed as 
described by the CDC. 

Resident Testing- New Admissions 

For testing information ofre ·ident · who are newly admitted or readmitted to the facility and
those who leave the facility for 24 hours or longer, see the Managing admissions and residents
who leave the facilitv ection of the CD s Interim Infection Prevention and Control
Recommendations for Healthcare Personnel During the Coronavirus Disease 2019 (COVJD-19)
Pandemic webpage.

Refusal of Testing 

Facilities must have procedures in place to address staff who refuse testing. Procedures should 
ensure that staff who have signs or symptoms of COVID-19 and refuse testing are prohibited 
from entering the building until the return to work criteria are met. If outbreak testing has been 
triggered and a staff member refuses testing, the staff member should be restricted from the 
building until the procedures for outbreak testing have been completed. The facility should 
follow its occupational health and local jurisdiction policies with respect to any asymptomatic 
staff who refuses routine testing. 

Residents (or resident representatives) may exercise their right to decline COVID-19 testing in 
accordance with the requirements under 42 CFR § 483. l 0(c)(6). In discussing testing with 
residents, staff should use person-centered approaches when explaining the importance of testing 
for COVID-19. Facilities must have procedures in place to address residents who refuse testing. 
Procedures should ensure that residents who refuse testing managed in accordance with the CDC 
guidance for use of TEP. 

Clinical discussions about testing may include alternative specimen collection sources that may 
be more acceptable to residents than nasopharyngeal swabs (e.g., anterior nares). Providing 
information about the method of testing and reason for pursuing testing may facilitate 
discussions with residents or resident representatives. 
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Other Testing Con iderations 
In general, testing is not necessary for asymptomatic people who have recovered from SARS­
Co V-2 infection in the prior 30 days; testing should be considered for those who have recovered 
in the prior 31-90 days however, if testing is performed on these people, an antigen test instead 
of a nucleic acid amplification test (NAA T) is recommended. This is because some people may 
remain NAA T positive but not be infectious during this period. Facilities should continue to 
monitor MS and CDC guidance and FAQs for the latest information. For residents or staff who 
test positive facilities should follow the guidance in the Te ·ting Staff and Residents During an 
Outbreak section above and contact the appropriate state or local entity for contact tracing. 

Conducting Testing 

In accordance with 42 CFR § 483.50(a)(2)(i), the facility must obtain an order from a physician, 
physician assistant, nurse practitioner, or clinical nurse specialist in accordance with state law, 
including scope of practice laws to provide or obtain laboratory services for a resident, which 
includes COVID-19 testing (see F773). This may be accomplished through the use of physician 
approved policies (e.g., standing orders), or other means as specified by scope of practice laws 
and facility policy. 

NOTE: Concerns related to orders for laboratory and/or POC testing should be investigated 
under F773. 

Rapid POC testing devices are prescription use tests under the Emergency Use Authorization and 
must be ordered by a healthcare professional licensed under the applicable state law or a 
pharmacist under HHS guidance. Accordingly, the facility must have an order from a healthcare 
professional or pharmacist, as previously described, to perform a rapid POC COVID-19 test on 
an individual. 

A diagnostic test shows if a patient has an active coronavirus infection. As of the date of this 
guidance, there are two types of diagnostic tests which detect the active virus - molecular tests, 
such as RT-PCR tests, that detect the virus's genetic material, and antigen tests that detect 
specific proteins on the surface of the virus. An antibody test looks for antibodies that are made 
by the immune system in response to a threat, such as a specific virus. An antibody test does not 
identify an active coronavirus infection; therefore, conducting an antibody test on a staff or 
resident would not meet the requirements under this regulation. 

Frequently asked questions related to the use of these testing devices in high-risk congregate 
settings such as nursing homes can be found on 1he CM. Current Emergencies webpage, in the 
For Labs section. In addition, when testing residents, a facility's selection of a test should be 
person-centered. 

Collecting and handling specimens correctly and safely is imperative to ensure the accuracy of 
test results and prevent any unnecessary exposures. The specimen should be collected and, if 
necessary, stored in accordance with the manufacturer's instructions for use for the test and CDC 
guidelines. 
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During specimen collection, facilities must maintain proper infection control and use 
recommended personal protective equipment (PPE), which includes a NIOSH-approved N95 or 
equivalent or higher-level respirator (or facemask if a respirator is not available), eye protection, 
gloves, and a gown, when collecting specimens. 

The CDC has provided guidance on proper specimen collection: 
• Interim Guidelines for Collecting, Handling, and Testing Clinical Specimens from

Persons for Coronavirus Disease 20 I 9 (COVID-I 9):
https://www.cdc.gov/coronavirus/2019-ncov/lab/guidelines-clinical-specimens.html.

• CDC's Interim Laboratory Biosafety Guidelines for Handling and Processing Specimens
Associated with Coronavirus Disease 2019 (COVID-19):
https://'Mvw.cdc.gov/coronavi rus/2019-ncov/lab/lab-biosafety-gu idel ines.htm I.

For additional considerations for antigen testing, see CDC's Perfonn SAR -CoV-2 Viral Testing 

As a reminder, per 42 CFR § 483.S0(a), the facility must provide or obtain laboratory services to 
meet the needs of its residents. If a facility provides its own laboratory services or performs any 
laboratory tests directly (e.g., SARS-CoV-2 point-of-care test) the provisions of 42 CFR Part 493 
apply and the facility must have a current CLIA certificate appropriate for the level of testing 
performed within the facility. Surveyors should only verify that the facility has a current CLIA 
certificate and not attempt to determine compliance with the requirements in 42 CFR Part 493. 

Reporting Test Results 

Facilities conducting tests are required to have a CLIA certificate and are subject to regulations 
that require laboratories to report results for all testing completed, for each individual tested, to 
state or local health departments. For additional information on reporting requirements see: 

• Frequently Asked Questions: COV[D-19 Testing at Skilled Nursing Facilities/Nursing
Homes

• CMS memorandum: Interim Final Rule (IFC). M -3401-IFC, Updating Requirements
for Reporting ofSARS-CoV-2 Test Results by Clinical Laboratory Improvement
Amendments of 1988 (CLIA) Laboratories. and Additional Policy aod Regulatory
Revisions in Response to the COVID-19 Public Health Emergency

Surveyors should report concerns related to CLIA certificates or laboratory reporting 
requirements to their CLJA State Agency contact. When reporting concerns include the CLIA 
number; name and address of laboratory (facility); number of days that results were not reported, 
if known; and number of results not reported, if known. 

In addition to reporting in accordance with CLIA requirements, facilities must continue to report 
COVID-19 information to the CDC's National Healthcare Safety Network (NHSN), in 
accordance with 42 CFR § 483.80(g)(l )--{2). See "Interim Final Rule Updating Requirements for 
Notification of Confirmed and Suspected COVID-19 Cases Among Residents and Staff in 
Nursing Homes," CMS Memorandum OSO-20-29-NH (May 6, 2020). 

NOTE: Concerns related to informing residents, their representatives and families of new or 
suspected cases of COVID-19 should be investigated under F885. 
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NOTE: Concerns related to the reporting to state and local public health authority of 
communicable diseases and outbreaks, including for purposes such as contact tracing, should be 
investigated under F880. 

Documentation of Testing 

Facilities must demonstrate compliance with the testing requirements. To do so, facilities should 
do the following: 

• For symptomatic residents and staff, document the date(s) and time(s) of the
identification of signs or symptoms, when testing was conducted, when results were
obtained, and the actions the facility took based on the results.

• Upon identification of a new COVID-19 case in the facility, document the date the case
was identified, the date that other residents and staff are tested, the dates that staff and
residents who tested negative are retested, and the results of all tests (see section "Testing
of Staff and Residents During an Outbreak Investigation" above).

• Document the facility's procedures for addressing residents and staff that refuse testing or
are unable to be tested, and document any staff or residents who refused or were unable
to be tested and how the facility addressed those cases.

• When necessary, such as in emergencies due to testing supply shortages, document that
the facility contacted state and local health departments to assist in testing efforts, such as
obtaining testing supplies or processing test results.

Facilities may document the conducting of tests in a variety of ways, such as a log of community 
transmission levels, schedules of completed testing, and/or staff and resident records. However, 
the results of tests must be done in accordance with standards for protected health information. 
For residents, the facility must document testing results in the medical record. For staff, 
including individuals providing services under arrangement and volunteers, the facility must 
document testing results in a secure manner consistent with requirements specified in 
483.80(h)(3). 

Surveving for Compliance 

Compliance will be assessed through the following process using the COVID-19 Focused Survey 
and during the Standard Survey for Nursing Homes: 

1. Surveyors will ask for the facility's documentation noted in the "Documentation of
Testing" section above, and review the documentation for compliance.

2. Surveyors will also review records of those residents and staff selected as a sample as
part of the survey process.

3. If possible, surveyors should observe how the facility conducts testing in real-time. In
this process, surveyors will assess if the facility is conducting testing and specimen
collection in a manner that is consistent with current standards of practice for conducting
COVID-19 tests, such as ensuring PPE is used correctly to prevent the transmission of
the virus. If observation is not possible, surveyors should interview an individual
responsible for testing and inquire on how testing is conducted (e.g., "what are the steps
taken to conduct each test?").
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4. If the facility has a shortage of testing supplies, or cannot obtain test results within 48
hours, the surveyor should ask for documentation that the facility contacted state and
local health departments to assist with these issues.

Facilities that do not comply with the testing requirements in § 483.80(h) will be cited for 
noncompliance at F886. Additionally, enforcement remedies (such as civil money penalties) will 
be imposed based on the resident outcome (i.e., the scope and severity of the noncompliance), in 
accordance with Chapter 7 of the State Operations Manual. 

If the facility has documentation that demonstrates their attempts to perform and/or obtain testing 
in accordance with these guidelines (e.g., timely contacting state officials, multiple attempts to 
identify a laboratory that can provide testing results within 48 hours), surveyors should not cite 
the facility for noncompliance. Surveyors should also inform the state or local health authority of 
the facility's lack of resources. 

The current Survey/Infection Prevention, Control & Immunization Pathway (CMS-20054) can 
be found in the L TC Survey Pathways zipfile located at 
https://www.cms.gov/Medicare/Provider-Enrollment-and­
Certification/GuidanceforLawsAndRegulations/Nursing-Homes 

Contact: Questions related to the nursing home testing requirement may be submitted to: 
DNH TriageTearn@cms.hhs.gov. 

Effective Date: Immediately. This policy should be communicated with all survey and 
certification staff, their managers and the State Agency/CMS Branch Location training 
coordinators immediately. 

Isl 

David R. Wright 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 

NIS 7500 Security Boulevard, Mail Stop C2-2 l-16 
Baltimore, Maryland 21244-1850 CENTERS FOR MEDICARE & MEDICAID SERVICES 

Center for Clinical Standards and Quality/Survey & Certification Group 

DATE: September 17, 2020 

TO: State Survey Agency Directors 

FROM: Director 
Survey and Certification Group 

SUBJECT: Nursing Home Visitation - COVID-19 (REVISED) 

Memorandum Summary 

Ref: QSO-20-39-NH 

REVISED 09/23/2022 

• CMS is committed to continuing to take critical steps to ensure America's healthcare
facilities are prepared to respond to the Coronavirus Disease 2019 (COVID-19) Public
Health Emergency (PHE).

• Visitation Guidance: CMS is issuing new guidance for visitation in nursing homes
during the COVID-19 PHE.

• Visitation is allowed for all residents at all times.
• Updated guidat,ceforface overing.,· and mask during vi ii . . 

• Removed vaccination tutu. from the r;uidan ·e.

Background 
Nursing homes have been severely impacted by COVID-19, with outbreaks causing high rates of 
infection, morbidity, and mortality. The vulnerable nature of the nursing home population combined 
with the inherent risks of congregate living in a healthcare setting have required aggressive efforts 
tolimit COVID-19 exposure and to prevent the spread ofCOVID-19 within nursing homes. 

In March 2020, CMS issued memorandum QSO 20-14-NH providing guidance to facilities on 
restricting visitation of all visitors and non-essential healthcare personnel, except for certain 
compassionate care situations, such as an end-of-life situation. 

While CMS guidance has focused on protecting nursing home residents from COVID-19, we recognize 
that physical separation from family and other loved ones has taken a physical and emotional toll on 
residents and their loved ones. Residents may feel socially isolated, leading to increased risk for 
depression, anxiety, and expressions of distress. Residents living with cognitive impairment or other 
disabilities may find visitor restrictions and other ongoing changes related to COVID-19 confusing or 
upsetting. CMS understands that nursing home residents derive value from the physical, emotional, 
and spiritual support they receive through visitation from family and friends. In light of this, CMS is 
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revising the guidance regarding visitation in nursing homes during the COVID-19 PHE. The 
information contained in this memorandum supersedes and replaces previously issued guidance and 
recommendations regarding visitation. 

Since the release of QSO memorandum 20-39-NH on September 17, 2020, COVID-19 vaccines 
have received full approval and Emergency Use Authorization from the Food and Drug 
Administration. Millions of Vaccinations have since been administered to nursing home residents 
and staff, and these vaccines have been shown to help prevent symptomatic SARS-CoV-2 infection 
(i.e., COVID-19). In addition, CMS requires nursing homes to educate residents and staff on the 
risks and benefits of the vaccines, offer to administer the vaccine, and report residentand staff 
vaccination data to CDC's National Healthcare Safety Network. CMS now posts this information 
on the CMS COVID-19 Nursing Home Data website along with other COVID-19 data, such as the 
weekly number of COVID-19 cases and deaths. Therefore, CMS, in conjunction with the 
Centers for Disease Control and Prevention (CDC), is updating its visitation guidance 

accordingly, but emphasizing the importance of maintaining infection prevention practices. 

We note that the reason for visitation restrictions during the COVID-19 PHE were to mitigate the 
opportunity for visitors to introduce COVID-19 into the nursing home. Per 42 CFR § 483.1 0(f)(4), 
aresident has the right to receive visitors of his or her choosing at the time of his or her choosing, 
andin a manner that does not impose on the rights of another resident, such as a clinical or safety 
restriction (see 42 CFR § 483.1 0(f)(4)(v)). In other words, while all residents have a right to 
visitation, fully open and unrestricted visitation posed a clinical health and safety risk to other 
residents during this PHE, and therefore, it was reasonable to place limits on visitation. However, 
current nursing home COVID-19 data shows approximately 87% of residents and 83% of staff are 
fully vaccinated as of February 2022. 

On November 4. 2021, CMS issued a regulation requiring that all nursing home staff be vaccinated 
against COVID-19 as a requirement for participating in the Medicare and Medicaid programs. This 
requirement also applies to nearly all Medicare and Medicaid-certified providers and suppliers. 

CMS will continue to monitor vaccination and infection rates, including the effects of COVID-19 
variants on nursing home residents, which have recently caused the number of cases to slightly 
increase. However, at this time, continued restrictions on this vital resident's right are no longer 
necessary. 

We acknowledge that there may still be concerns associated with visitation, however, adherence to 
the core principles of COVID-19 infection prevention mitigates these concerns. Furthermore, we 
remind stakeholders that, per 42 CFR § 483.1 0(f)(2), theresident has the right to make choices 
about aspects of his or her life in the facility that are significant to the resident. We further note that 
residents may deny or withdraw consent for a visit at any time, per 42 CFR § 483.1 0(f)(4)(ii) and 
(iii). Therefore, if a visitor, resident, or their representative is aware of the risks associated with 
visitation, and the visit occurs in a manner that does not place other residents at risk (e.g., in the 
resident's room), the resident must be allowed to receive visitors as he/she chooses. 

Guidance 

Visitation can be conducted through different means based on a facility's structure and residents' needs, 
such as in resident rooms, dedicated visitation spaces, and outdoors. Regardless of how visitsare 
conducted, certain core principles and best practices reduce the risk of COVID-19 transmission: 
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Core Prjnciples of cov10-12 1urectiou Preveutiou 

• Facilities should provide guidance (e.g., posted signs at entrances) about recommended actions
for visitor who have a positive viral test/or COVJD-19, symptoms ofCOVID-19, or have had
close contact with someone with COVID-19. Visitors with confirmed COVID-19 infection or
compatible symptoms should defer non-urgent in-per on visitation until they meet CD criteria
for healthcare ettings to end i olation. For visitor· ·who have had close con/act wi1h omeone
with COVJD-19 infection, it is safest to defer non-urgent in-person visitation until JO days after
their close contact if they meet criteria described in CDC healthcare guidance (e.g., cannot
wear source control).

• Hand hygiene (use of alcohol-based hand rub is preferred)

• Face covering or mask (covering mouth and nose) in accordance with CDC guidance

• Instructional signage throughout the facility and proper visitor education on COVID-19
signs and symptoms, infection control precautions, other applicable facility practices
( e.g., use of face covering or mask, specified entries, exits and routes to designated
areas, hand hygiene)

• Cleaning and disinfecting high-frequency touched surfaces in the facility often, and
designated visitation areas after each visit

• Appropriate staff use of Personal Protective Equipment (PPE)

• Effective cohorting of residents ( e.g., separate areas dedicated to COVID-19 care)

• Resident and staff testing conducted as required at 42 CFR § 483.80(h) (see OSO-20-
38-NH)

These core principles are consistent with the Centers for Disease Control and Prevention (CDC) 
guidance for nursing homes, and should be adhered to at all times. Additionally, visitation should 
be person-centered, consider the residents' physical, mental, and psychosocial well-being, and 
support their quality of life. The risk of transmission can be further reduced through the use of 
physical barriers (e.g., clear Plexiglass dividers, curtains). Also, nursing homes should enable visits 
to be conducted with an adequate degree of privacy. Visitors who are unable to adhere to the core 
principles of infection prevention should not be permitted to visit or should be asked to leave. By 
following a person-centered approach and adhering to these core principles, visitation can occur 
safely based on the below guidance. 

Outdoor Visitation 

Outdoor visits generally pose a lower risk of transmission due to increased space and airflow. For 
outdoor visits, facilities should create accessible and safe outdoorspaces for visitation, such as in 
courtyards, patios, or parking lots, including the use of tents, if available. However, weather 
considerations (e.g., inclement weather, excessively hot or cold temperatures, poor air quality) or 
an individual resident's health status (e.g., medical condition(s), COVID-19 status, quarantine 
status) may hinder outdoor visits. When conducting outdoor visitation, all appropriate infection 
control and prevention practices should be followed. 
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Indoor Visitation 

Facilities must allow indoor visitation at all times and for all residents as permitted under the 
regulations. While previously acceptable during the PHE, facilities can no longer limit the 
frequency and length of visits for residents, the number of visitors, or require advance scheduling 
of visits. 

Although there is no limit on the number of visitors that a resident can have at one time, visits 
should be conducted in a manner that adheres to the core principles of COVID-19 infection 
prevention and does not increase risk to other residents. During peak times of visitation and large 
gathering· (e.g., pm·ties, events)facilities should encourage physil·al distancing. Facilities may 
contact their local health authorities for guidance or direction on how to structure their visitation to 
reduce the risk of COVID-19 transmission. 

Face Coverings and masks during visits 

If the nursing home's county COVID-19 community transmission is high, evetJ'One in a healthcare 
setting should wear face coverings or masks. 

If the nursing home's county COVID-19 community transmission is not high, the safest practice is 
for residents and visitors to wear face coverings or masks, however, the facility could choose not to 
require visitors wear face covering or masks while in the facility, except during an outbreak. The 
facility' policie · regarding/ace covering and mask should be based on recommendation 'from 
the CDC. slate and focal health departments, and individual facility circumstance 

Regardless of the community transmission level, residents and their visitors when alone in the 
re ·ident 's room or in a de ·ignated visitation area may choose not to wear face covering or ma ·ks 
and may choose to have close contact (including touch). Residents (or their representative) and their 
visitors should be advised of the risks of physical contact prior to the visit. If a roommate is present 
during the visit, it is safest for the visitor to wear a face covering or mask. 

Additional information on levels of community transmission is available on the CDC's COVID-19 
lntegrated County View webpage. 

NOTE: 'DC fates thal Community Transmission is the metric currently recommended to guide 
select practices in healthcm·e settings to allow for earlier intervention, before there is train on the 
health are Jystem, including ifs workjorce, and beller pro/eel the vulnerable individual· ·eeking 
care in these sellings. The Comnumity Tr11nsmission metric is different than the COVID-19 
Community Level metric usedjor non-healthcare settings. 

Nursing homes hould u ·e the Community Transmis ·ion Level metric not the Community Level 
metric. 

While not recommended, residents who are on transmission-based precautions (TBP) or quarantine 
can still receive visitors. In these cases, visits should occur in the resident's room and the resident 
should wear a well-fitting facemask (if tolerated). Before visiting residents, who are on TBP or 
quarantine, visitors should be made aware of the potential risk of visiting and precautions necessary 
in order to visit the resident. Visitors should adhere to the core principles of infection prevention. 
Facilities may offer well-fitting facemasks or other appropriate PPE, if available; however, 
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facilitiesare not required to provide PPE for visitors. 

Indoor Visitation during an Outbreak Investigation 

An outbreak investigation is initiated when a single new case of COVID-19 occurs among 
residents or staff to determine if others have been exposed To swiftly detect cases, we remind 
facilities to adhere to CMS regulations and guidance for COVID-19 testing, including routine staff 
testing, testing of individuals with symptoms, and outbreak testing. 

When a new case of COVID-19 among residents or staff is identified, a facility should immediately 
(but not earlier than 24 hours after the exposure, if known) begin outbreak testing in accordance 
with CMS QSO 20-38-NH REVlSED and CDC guidelines. 

While it is safer for visitors not to enter the facility during an outbreak investigation, visitors must 
still be allowed in the facility. Visitors should be made aware of the potential risk of visiting during 
an outbreak investigation and adhere to the core principles of infection prevention. If residents or 
their representative would like to have a visit during an outbreak investigation, they should wear 
face coverings or masks during visits and visits should ideally occur in the resident's room. While 
an outbreak inve ligation i · occurring, facilities should limit visitor movement in the facility. For 
example, visitors should not walk around different halls of the facility. Rather, they should go 
directly to the resident's room or designated visitation area. Also, visitors should physically 
di Janee them ·elve ·fi·om other re ident and taff, when possible. Facilities may contact their local 
health authorities for guidance or direction on how to structure their visitation to reduce the risk of 
COVID-19 transmission during an outbreak investigation. 

Visitor Testing and Vaccination 

While not required, we encourage facilities in counties with high levels of community transmission 
to offer testing to visitors, if feasible. If facilities do not offer testing, they should encourage 
visitors to be tested on their own before coming to the facility (e.g., within2-3 days). 

CMS strongly encourages all visitors to become vaccinated and facilities should educate and also 
encourage visitors to become vaccinated. Visitor testing and vaccination can help prevent the 
spread of COVlD-19 and facilities may ask about a visitors' vaccination status, however, visitors 

are not required to be tested or vaccinated (or show proof of such) as a condition of visitation.If 
the visitor declines to disclose their vaccination status, the visitor should wear a face coveringor 
mask at all times. This also applies to representatives of the Office of the State Long-Term Care 
Ombudsman and protection and advocacy systems, as described below. 

Compassionate Care Visits 

Compassionate care visits are allowed at all times. Previously during the PHE, there were some 
scenarios where residents should only have compassionate care visits. However, visitation is now 
allowed at all times for all residents, in accordance with CMS regulations. Therefore, we believe 
there are few scenarios when visitation should be limited only to compassionate care visits. In the 
event a scenario arises that would limit visitation for a resident (e.g., a resident is severely 
immunocompromised and the number of visitors the resident is exposed to needs to be kept to a 
minimum), compassionate care visits would still be allowed at all times. CMS expects these 
scenarios to be rare events. 
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Reguired Visitation 

Facilities shall not restrict visitation without a reasonable clinical or safety cause, consistent with 
42 CFR § 483.10(f)(4)(v). In previous nursing home visitation guidance during the PHE, CMS 
outlined some scenarios related to COVID-19 that would constitute a clinical or safety reason for 
limited visitation. However, there are no longer scenarios related to COVID-19 where visitation 
should be limited, except for certain situations when the visit is limited to being conducted in the 
resident's room or the rare event that visitation is limited to compassionate care. Therefore, a 
nursing home !!!!!fil facilitate in-person visitation consistent with the applicable CMS regulations, 
which can be done by applying the guidance stated above. Failure to facilitate visitation, per 42 
CFR § 483.1 0(f)( 4), which states "The resident hasa right to receive visitors of his or her choosing 
at the time of his or her choosing, subject to the resident's right to deny visitation when applicable, 
and in a manner that does not impose onthe rights of another resident," would constitute a potential 
violation and the facility would be subject to citation and enforcement actions. 

As stated above, we acknowledge that there are still risks associated with visitation and COVID-
19. However, the risks are reduced by adhering to the core principles of COVID-19 infection
prevention. Furthermore, we remind facilities and all stakeholders that, per 42 CFR § 483.1 0(f)(2),
residents have the right to make choices about aspects of his or her life in the facility that are
significant to the resident. Visitors, residents, or their representative should be made aware of the
potential risk of visiting and necessary precautions related to COVID-19 in order to visit the
resident. However, if a visitor, resident, or their representative is aware of the risks associated with

visitation, and the visit occurs in a manner that does not place other residents at risk (e.g., in the
resident's room), the resident must be allowed to receive visitors as he/she chooses.

Access to the Long-Term Care Ombudsman 

As stated in previous CMS guidance QSO-20-28-NH (revised), regulations at 42 CFR § 
483.1 0(f)( 4)(i)(C) require that a Medicare and Medicaid-certified nursing home provide 
representatives of the Office of the State Long-Term Care Ombudsman with immediate access to 
any resident. If an ombudsman is planning to visit a resident who is in TBP or quarantine in a 
nursing home in a county where the level of community transmission is high in the past 7 days, the 
resident and ombudsman should be made aware of the potential risk of visiting, and the visit should 
take place in the resident's room. We note that representatives of the Office of the Ombudsman 
should adhere to the core principles of COVID- 19 infection prevention as described above. If the 
resident or the Ombudsman program requests alternative communication in lieu of an in-person 
visit, facilities must, at a minimum, facilitate alternative resident communication with the 
Ombudsman program, such as by phone or through the use of other technology. Nursing homes are 
also required under 42 CFR § 483.1 0(h)(3)(ii) to allow the Ombudsman to examine the resident's 
medical, social, and administrative records as otherwiseauthorized by State law. 

Federal Disability Rights Laws and Protection & Advocacy (P&A} Programs 

42 CFR § 483.1 0(f)( 4)(i)(E) and (F) requires the facility to allow immediate access to a resident by 
any representative of the protection and advocacy systems, as designated by the state, and as 
established under the Developmental Disabilities Assistance and Bill of Rights Act of 2000 (DD 
Act), and of the agency responsible for the protection and advocacy system for individuals with a 
mental disorder (established under the Protection and Advocacy for Mentally Ill Individuals Act of 
2000). P&A programs authorized under the DD Act protect the rights of individuals with 
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Contact: Questions related to this memorandum may be submitted to: 
DNH TriageTeam@cms.hhs.gov. 

Effective Date: Immediately. This policy should be communicated with all survey andcertification 
staff, their managers, and the State/CMS Locations within 30 days of this memorandum. 

Isl 

David R. Wright 

cc: Survey Operations Group 
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Nursing Home Visitation 

Frequently Asked Questions (FAQs) 

September 23, 2022

CMS is providing clarification to recent guidance for visitation (see CMS memorandum QSO-20-39-

NH REVISED ). While CMS cannot address every aspect of visitation that may occur, we provide 

additional details about certain scenarios below. However, the bottom line is visitation must be 

permitted at all times with very limited and rare exceptions, in accordance with residents' rights. In 

short, nursing homes should enable visitation following these three key points: 

• Adhere to the core principles of infection prevention, especially wearing a mask and

performing hand hygiene;

• Encourage physical distancing during large gatherings; and

• Work with your state or local health department when an outbreak occurs.

States may instruct nursing homes to take additional measures to make visitation safer, while 

ensuring visitation can still occur. This includes recommending that, during visits, residents and 

visitors wear masks in accordance with CDC recommendations. Masks should be well-fitting, and 

preferably those with better protection, such as surgical masks or KN95. States should work with 

CMS on specific actions related to additional measures they are considering. 

1. What is the best way for residents, visitors, and staff to protect themselves from the Omicron

variant?

A: The most effective tool to protect anyone from the COVID-19 Omicron variant (or any version

of COVID-19) is to be up-to-date with all recommended COVID-19 vaccine doses. Also, we urge

all residents, staff, and visitors to follow the guidelines for preventing COVID-19 from spreading,

including wearing a well-fitting mask (preferably those with better protection, such as surgical

masks or KN95) while in a nursing home, practicing physical distancing in large gatherings, and

performing hand hygiene by using an alcohol-based hand rub or soap and water.

2. How should nursing homes address visitation when they expect a high volume of visitors, such

as over the holidays?

A: In general, visitation should be allowed for all residents at all times. However, as stated in CMS

memorandum QSO-20-39-NH REVISED, "During peak times of visitation and large gatherings (e.g.,

parties, events) facilities should encourage physical distancing." The facility may restructure the

visitation policy, such as asking visitors to schedule their visit at staggered time-slots throughout

the day, and/or limiting the number of visitors in the facility or a resident's room at any time, to

reduce the risk of COVID-19 transmission. Note: While these may be strategies used during the

holidays or when a high volume of visitors is expected (especially in light of the uncertain impact of

the Omicron variant in facilities), we expect these strategies to only be used to enable physical

distancing. Also, there is no limit on length of visits, in general, as long as the visit poses no risk to

or infringes upon other residents' rights.
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3. Can visits occur in a resident's room if they have a roommate?

A: Yes. Ideally an in-room visit would be conducted when the roommate is not present, however

if that is not an option, the visit could occur in a different area of the facility, occur at a time

when the roommate is not in the room, or the visitors should be asked to limit the number of

visitors that are in the room at one time. If a visit does occur in the resident's room and the

roommate is present, it is safest for the visitors to wear a face covering or mask. Also, visitors

and residents should adhere to the principles of infection control, including wearing a mask and

performing frequent hand hygiene.

4. Can a visitor share a meal with or feed the resident they are visiting?

A: Visitors may eat with a resident if the resident (or representative) and the visitor are aware of

the risks and adhere to the core principles of infection prevention. Eating in a separate area is

preferred, however if that is not possible, then the meal could occur in a common area as long

as the visitor wears a mask (in accordance with CDC recommendations). except while eating or

drinking.

5. How should nursing homes work with their state or local health department when there is an

COVID-19 outbreak?

A: Prior to the COVID-19 Public Health Emergency (PHE), there were occasions when a local or

state health department advised a nursing home to pause visitation and new admissions due to

a large outbreak of an infectious disease. Consultation with state health departments on how to

address outbreaks should still occur. In fact, we remind nursing homes that they are still

expected to contact their health department when responding to COV/D-19 transmission within

the facility.

While residents have the right to receive visitors at all times and make choices about aspects of

their life in the facility that are significant to them, there may be times when the scope and

severity of an outbreak warrants the health department to intervene with the facility's

operations. We expect these situations to be extremely rare and only occur after the facility has

been working with the health department to manage and prevent escalation of the outbreak.

Wealso expect that if the outbreak is severe enough to warrant pausing visitation, it would also

warrant a pause on accepting new admissions (as long as there is adequate alternative access to

care for hospital discharges). For example, in a nursing homes where, despite collaborating with

the health department over several days, there continues to be uncontrolled transmission

impacting a large number of residents (e.g., more than 30% of residents became infected*), and

the health department advised the facility to pause visitation and new admissions temporarily.

In this situation, the nursing home would not be out of compliance with CMS' requirements.

*CMS does not define a specific threshold for what constitutes a large outbreak and this could

vary based on facility size or structure. However, we emphasize that any visitation limits should

be rare and applied when there are many cases in multiple areas of the facility.
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Nursing facilities should continue to consult with state and local health departments when 

outbreaks occur to determine when modifications to visitation policy would be appropriate. 

Facilities should document their discussions with the health department, and the actions they 

took to attempt to control the transmission of COVID-19. 

6. Should the facility pause communal activities and dining during an outbreak investigation?

A: No. Communal activities and dining do not have to be paused during an outbreak, unless

directed by the state or local health department. Residents who are on TBP (i.e. isolation or

quarantine) should not participate in communal activities and dining until the criteria to

discontinue TBP has been met.

7. Is a resident (not on transmission-based precautions or quarantine} who is unable or unwilling

to wear a mask, when expected based on CDC recommendations, allowed to attend communal

dining and activities?

A: A resident who is unable to wear a mask due to a disability or medical condition may attend

communal activities, however they should physically distance from others during large

gatherings. If possible, facilities should educate the resident on the core principles of infection

prevention, such as hand hygiene, physical distancing, cough etiquette, etc. and staff should

provide frequent reminders to adhere to infection prevention principles.

A resident who is unable to wear a mask and whom staff cannot prevent having close contact

with others should not attend large gatherings. To help residents prevent having close contact,

such as in the case of a memory care unit, the staff should limit the size of group activities. They

should also encourage frequent hand hygiene, assist with maintaining physical distancing as

much as possible, and frequently cleaning high-touch surfaces.

If a resident refuses to wear a mask and physically distance from others during large gatherings,

the facility should educate the resident on the importance of masking and physical distancing,

document the education in the resident's medical record, and the resident should not

participate in large gatherings.

8. How can a long-term care provider coordinate an onsite clinic to provide COVID-19 vaccine

and boosters for staff and residents?

A: Many LTC providers have already identified strategies and partnerships to obtain and

administer COVID-19 vaccines for residents and staff. including: working with established LTC

partners and retail pharmacy partners or coordinating with state and local health departments.

You may request vaccination support from a pharmacy partner enrolled in the Federal Retail

Pharmacy Program. If you are having difficulties arranging COVID-19 vaccination for your

residents and staff, contact your state or local health department's immunization program for

assistance. If the state or jurisdictional immunization program is unable to connect your L TC

setting with a vaccine provider, CDC is available as a safety net support (Contact CDC INFO at

800-232-4636 for additional support).

9. With COVID-19 cases spiking due to the Omicron variant, should facilities continue to permit
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visitation? 

A: Yes. While CMS is concerned about COVID-19 cases due to the Omicron variant, we're also 

concerned about the effects of isolation and separation of residents from their loved ones. 

Earlier in the pandemic we issued guidance for certain limits to visitation, but we've learned a 

few key things since then. Isolation and limited visitation can be traumatic for residents, 

resulting in physical and psychosocial decline. So, we know it can lead to worse outcomes for 

people in nursing homes. Furthermore, we know visitation can occur in a manner that doesn't 

place other residents at increased risk for COVID-19 by adhering to the practices for infection 

prevention, such as physical distancing when in large gatherings, masking, and frequent hand 

hygiene. There are also a variety of ways that visitation can be structured to reduce the risk of 

COVID-19 spreading. So, CMS believes it is critical for residents to receive visits from their 

friends, family, and loved ones in a manner that does not impose on the rights of another 

resident. Lastly, as indicated above, facilities should consult with their state or local public health 

officials, and questions about visitation should be addressed on a case by case basis. 

10. Why can a resident choose to have a visit even when COVID-19 cases are increasing?

A: It is important to note that federal regulations explicitly state that residents have the right to

make choices about significant aspects of their life in the facility and the right to receive visitors,

as long as it doesn't infringe on the rights of other residents {42 CFR 483.10{f)(2) and (4),

respectively). In this case, as long as a visit doesn't increase the risk of COVID-19 for other

residents (i.e., by using the guidance for conducting safe visits), the resident still has the right to

choose to have a visitor. Therefore, if the resident is aware of the risks of the visit, and the visit is

conducted in a manner that doesn't increase the risk of COVID-19 transmission for other

residents,the visit must still be permitted in accordance with the requirements.

11. Are there any suggestions for how to conduct visits that reduce the risk of COVID-19

transmission?

A: There are ways facilities can and should take extra precautions, such as hosting the visit

outdoors, if possible; creating dedicated visitation space indoors; permitting in-room visits when

the resident's roommate is not present; and the resident and visitor should wear a well-fitting

mask (preferably those with better protection, such as surgical masks or KN95), in accordance

with CDC recommendations, perform frequent hand-hygiene, and practice physical distancing

when in large gatherings. Some other recommendations include:

• Offering visitors surgical masks or KN95 masks.

• limiting the visitor's movement in the facility, during an outbreak, to only the location of

the visit.

• Increasing air-flow and improving ventilation and air quality.

• Cleaning and sanitizing the visitation area after each visit.

• Providing reminders in common areas (e.g., signage) to maintain physical distancing in

large gatherings, perform hand-hygiene, and wear well-fitting masks.
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12. Are there best practices for improving air quality to reduce risks during visitation?

A: Yes, a facility may consider a number of options related to air quality such as:

• Adding ultraviolet germicidal irradiation (UVGI) to the heating ventilation and air

conditioning system (HVAC),

• Adding portable room air cleaners with high-efficiency particulate air (HEPA, H-13 or -14)

filters to communal areas.

• Ensure proper maintenance of HVAC system to ensure maximum outdoor air intake.

For additional information on air cleaning and disinfecting, see CDC's Ventilation FAQs or the 

American Society of Heating, Refrigerating and Air-Conditioning Engineers site on Filtration and 

Disinfection. 

13. What are ways a facility can improve and or manage air flow during visitation?

A: A facility may consider implementing the following:

• The use of a portable fan placed close to an open window could enable ventilation. A

portable fan facing towards the window (i.e. facing outside) serves to pull the room and

exhaust air to the outside; a fan facing towards the interior of the room (i.e. facing inside)

serves to pull in the outdoor air and push it inside the room. Direct the fan discharge

towards an unoccupied corner and wall spaces or up above the occupied zone.

• The use of ceiling fans at low velocity and potentially in the reverse-flow direction (so that

air is pulled up toward the ceiling), especially when windows are closed.

• Avoid the use of the high-speed settings for any fan.

• Keeping doors to resident rooms or visitation areas closed during visits to control air flow

and reducing spread of infection.

For additional information on improving air quality, optimizing air flow and use of barriers, see 

the Centers for Disease Control and Prevention (CDC) site on Ventilation in Buildings. 

14. Is there funding available for environmental changes which reduce transmission of COVID-19?

A: Yes, a facility may request the use of Civil Money Penalty (CMP) Reinvestment funds to

purchase portable fans and portable room air cleaners with high-efficiency particulate air

(HEPA. H-13 or -14) to increase or improve air quality. A maximum use of $3,000 per facility

including shipping costs may be requested.

15. Can a state require facilities to test visitors as a condition of entering the facility?

A: States can require visitors to be tested prior to entry if the facility is able to provide a rapid

antigen test (i.e., the visitor is not responsible for obtaining a test). If the facility cannot provide

the rapid antigen test, then the visit must occur without a test being performed if the visitor(s)

has not had a positive viral test, does not report COVID-19 symptoms or meet the criteria for

quarantine.

281 



•1' ·: ,· ;\ . 
• j 

.. - --� Health 

Fire 

COVID-19 FACILITY Rl.:QtJIRMENTS 
Temporary Structures 

J/ I .'.i .�ll.'.11 

I. Fire department access roads must maintain a width of at least 20 feet wide and a vertical clearance that is
unobstructed for a height that is at least 13'-6', for the whole distance of the access road. [NFPA 101: 18 2.3.4 1 1 &
18.2.3.4.1 2]

Tents 

1. Tents shall be erected and located in accordance with NFPA 101: Section 11.11

2 Tents shall meet the flame propagc:1tion performance criteria contained within NFPA 701, Standard Methods of Fi,-e Tests 
forF/amePropagafionofTexli/esandFilms. INFPA 101.111121) 

3. All req11ired means of egress routes must be constantly maintained througho1Jt from any point of origir with111 any tent, to
include the exit discharge to the public way. INFPA 101 · 20 2 5, 382 5, 7 .5 1 1, 7 .1 10 1]

4. Means of egress shall be illuminated and provided with emergency lighting in compliance with NFPA 101 :, Section 20 2.9

5. A minimum spacing of no1 less than 10 feet must be provided between adjacent tents and/or buildings [NFPA 101
1111.3.2& 11.113.5)

6 Tents shall be cleared of all flammable or combustible material or vegetation that is not used for necessary support 
equipment. fNFPA 101: 11.11.4.1] 

7. Only listed and labeled fuel fired heating devices and/or electric hea�ng devices shall be used. [NFPA 101 · 11.11 6 1 .1 &
11.116.2.1)

8. Heaters shall be connected to electricity by an electric cable that is suitable for outside use and is of sufficient use and is
of sufficient size to handle the electrical load. INFPA 101: 11.11.6.2.3]

9 A 2A 10BC Portable fire extinguishing equipment shall be furnished, maintained, and placed not more than 75 feet travel 
distance travel distance to reach an extinguisher at any one point within a tent. [NFPA 101: 11.11.5 & NFPA 10] If a fuel 
fired heater is used, a 2A 1 0BC fire extinguisher must be located not exceeding a 50 Ft. travel distance to reach an 
extinguisher at any one point within a tent. fNFPA 101: 11.11.6.1.2) 

10. The maximum number of people allowed to occupy a room, space, or building (Occupant Load) Occupant load for
exterior outside lents used for triage musl not be less than 100 Ft2 per person. [NFPA 101: Table 7 3.1.2]

11. Occupant load for exterior outside tents used to render services to patients for a time duration equaling or exceeding 24
hours.

Healthcare Use 
Inpatient tre�t!!J�!l! d_epartm�n_t� 

Sleeping Departments 

_f�·-p�r person 
240 

120 

12. Smoking shall be prohibited within and in the near vicinity of any tent that is erected and have plainly visible signs posled
that read as follows: "NO SMOKIMG" [NFPA 101: 11.1 t.4.2.1 & 11 11 4.2 2]

IJIv,s1on of HeJi'.h l Iccr:�I,r,' dfl,J Regul�L1or1/0f!ic� ecf Hf',ii!h r �re i:�c,1 ,IP, P,,i:i; Rrv1cw/�1rr, S.;f�ty • 6GS M,, n,:, �-i,n 'Jr,·.,., • 2"'' !'iou, • 
NJ,l'vul� fl'l 37?.4� • 1r, {i!', f,ll 6<J<J8 • f.<1.x. 615 25)-186'3 • r,1 (:O\/il--'I_A.�TH 
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COVIU-1 1> FACILIT\ RE<)UIR Mt-:NTS 

Tcn1porary Stn1cturcs 

13 Staff shall have trw means to contacting first responders (fire department po;ice deparment) iri the e'Jen, of a disaster 
[NFPA f O I 21 7 2.2] 

f 4 Nonflarrmab!e medical gas associated wtn patIerl care shall not exceed a quar,t1ty of 12. size E cylinders (JOO Cu. Ft) 
and t·ie floor 3rea shall not exceed 22,500 Ft' The ccnt,uner shall be properly secured. such as ci rack to prevent them 
from tipping over or being damaged In lhis :;ase lhe rnedical gas ;s considered an "operational supply" ann not storage 
Storage of medical gas cyli:iders or containers Shelli be stored 0Jls1de the tent [NFPA 99: 11 3] 

The max101Lln' nJmber of people allowed to occupy a room space or build,ng (Occupant Load) Occupant load for any 
mobile unit used fo: triAge must 'lOl be less than 100 ce per person. ['lFPA 10 ! . Tabie 7 3 1 2] 

2 Mobile units st,all be located 1,ol less th3n 10 feet from any building and/or tent. 1n cornphance with [NFPA 101 4.61.2)

3. Mearis or egress srall be illum111ated and provided with emergency ,ight1ng in compliance with NFPA 101:. Section 20.2 9

4 All required means of egress routes must be constcintly maintained throughout f�orn any point 0
1 origin within the rnobile 

un;t, to include the exit discharge to the public way [NFPA 101 20.2 .5, 38.2.5, 7.5. 1 .1. 7 1 10.1]

5. A 2A 10BC Portable fire extinguishing equipment shall be furnished, maintained and placed not more than 75 feet travel
distance travel distance to reach Rn extinguisher at any one point within a mobile unit. [NFPA 101: 11 11 5 & NFPA 10]

6 Nonflammable medical gas associated with patient care shall not exceed a quantity of 12. size E cylinders (300 Cu Ft) 
and the floor area shall not exceed 22.500 Ft2

• The container shall be properly secured. such as a rack to prevent them 
from tipping over or being damaged In this case tl1c medical gas is corsidered an "operational supply" and not storage. 
Storage of medical gas cylinders or containers shall be stored outside the mobile unit (NFPA 99 11 3] 

7 Staff shall ha•,e the 111eang to contacting first responders (fire department. police clepartmr.nt) 1n tl1e event of a disaster 
[NFPA 101. 21 7.2 2] 

Hospital Facilities 
Means ofj;gress 

All required means of egress routes mu::;t be constantly ma1r1tciined throughout frorr any point of ongin within the facil:ty, 
to include the exit dischmge to the public way [NFPA 101. 19 2 5 1. 19 21, 1. 7 5 1 1. 7 1.10 l]

2 Conidor widtt1s must not be reducecl tu less tnan a in1nimu111 clear w1cJth of 8 feet (9G inches) [NFPA 101 18 2.3.4 

The maxin1L111i number of ;:ieople ol:oweJ to or.<:upy a roolf\, ;;p<1Ct,, '.J' fluud;ng (Occupa11I .. oJd) Ccclipa:1I load shali be 
in accord:1rce w,:h Ni:PA 101 1:ible 7 J 1 2 

Healthcare Use 
Inpatient treatment departments 

s:ec;J1ng Oep.:irtments 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 

7500 Security Boulevard, Mail Stop C2-21-16 

Baltimore, Maryland 21244-1850 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

Center for Clinical Standards and Quality/Quality, Safety & Oversight Group 

Ref: QSO-22-15-NH & NLTC & LSC 

DATE: April 7, 2022 

TO: State Survey Agency Directors 

FROM: Director 
Quality, Safety & Oversight Group 

SUBJECT: Update to COVID-19 Emergency Declaration Blanket Waivers for Specific 
Providers 

Memorandum Summary 

• CMS continues to review the need for existing emergency blanket waivers issued in
response to the Coronavirus Disease 2019 (COVID-19) Public Health Emergency (PHE).

• Over the course of the COVID-19 PHE, skilled nursing facilities/nursing facilities
(SNFs/NFs), inpatient hospices, intermediate care facilities for individuals with
intellectual disabilities (ICF/IIDs), and end-stage renal disease (ESRD) facilities have
developed policies or other practices that we believe mitigates the need for certain
waivers.

• Applicable waivers will remain in effect for hospitals and critical access hospitals (CAH).
• CMS will end the specified waivers in two groups:

Background 

o 60 days from issuance of this memorandum
o 30 days from issuance of this memorandum

In response to the COVID-19 PHE and under the Secretary's authority set out at section 1135 of 
the Social Security Act, CMS enacted several temporary emergency declaration blanket waivers 
which were intended to provide health care providers with extra flexibilities required to respond 
to the COVID-19 pandemic. 1 CMS continues to evaluate the impact of these waivers on patient
care and providers along with corresponding data. 

While the waivers of regulatory requirements have provided flexibility in how nursing homes 
may operate, they have also removed the minimum standards for quality that help ensure 
residents' health and safety are protected. Findings from onsite surveys have revealed significant 
concerns with resident care that are unrelated to infection control ( e.g., abuse, weight-loss, 
depression, pressure ulcers, etc.). We are concerned that the waiver of certain regulatory 
requirements has contributed to these outcomes and raises the risk of other issues. For example, 
by waiving requirements for training, nurse aides and paid feeding assistants may not have 
received the necessary training to help identify and prevent weight-loss. Similarly, CMS waived 
requirements for physicians and practitioners to perform in-person assessments, which may have 

1 CO VI D-19-emergency-declaration-waivers.pd f
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prevented these individuals from performing an accurate assessment of the resident's clinical 
needs, contributing to depression or pressure ulcers. Lastly, due to the waiver of certain life­
safety code requirements, facilities may not have had their fire prevention systems inspected to 
ensure they operate effectively to detect or prevent fire. As a result, CMS is very concerned 
about how residents' health and safety has been impacted by the regulations that have been 
waived, and the length of time for which they have been waived. 

We note that CMS is still concerned about the risk COVID-19 poses to nursing home residents. 
We expect providers to continue to implement actions to reduce the likelihood of COVID-19 
transmission and follow all existing requirements. For example, COVID-19 vaccines are the 
strongest tool we have to protect the health and safety of residents and staff, and facilities should 
use all available resources to support their residents and staff in getting vaccinated, and in doing 
so, adhere to the requirements for educating residents and staff regarding the benefits and 
potential side effects associated with the COVID-19 vaccine, and offering the vaccine (per 
Interim Final Rule CMS-3414-IFC). 

However, in addition to taking actions to reduce the likelihood of the transmission of COVID-19, 
the minimum regulatory requirements need to be restored to protect residents' health and safety. 
This is particularly true in light of the increased protection against serious illness and death from 
COVID-19 afforded by the high and growing vaccination rates among nursing home residents 
and staff (see generally https://www.cdc.,.wv/nhsn/covid 19/ltc-vaccination-da hboard.html) 
including as a result of the implementation and enforcement of Medicare and Medicaid 
Programs; Omnibus COVID-19 Health Care StaffVaccination, 86 Fed. Reg. 61,555, 61,556 
(Nov. 5, 2021). Therefore, we believe it is imperative that requirements to protect residents' 
health and safety be restored as soon as possible. The waivers listed below have been identified 
as those requirements that should be restored to address the risks to resident health and safety 
that are not related to infection control. Furthermore, we believe that at this time, nursing homes 
should be able to adjust their operations to meet these regulatory requirements, while also 
addressing any issues related to COVID-19. We note that states and individual facilities are still 
able to request regulatory waivers for issues unique to their facility or location (similar to actions 
taken in response to natural disasters) to provide flexibility. 

Waiver Terminations: 
CMS is ending the specific emergency declaration blanket waivers for SNFs/NFs, inpatient 
hospices, ICF/IIDs and ESRD facilities listed below. The termination of these blanket waivers 
will have no effect on other blanket waivers that remain in place such as those for hospitals and 
CAHs. Those blanket waivers remain in effect to assist hospitals and CAHs, among others, in 
dealing with their response to the surges of COVID-19 cases in the community. Providers are 
expected to take immediate steps so that they may return to compliance with the reinstated 
requirements according to the timeframes listed below. We also recommend that providers 
continue to follow CDC guidance for preventing the spread of COVID-19 especially during 
activities that may increase patient or resident contact. For additional information on individual 
waivers or flexibilities providers can apply for, please visit the Coronavirus waivers & 
flexibilities webpage. 

Emergency Declaration Blanket Waivers Ending for SNF/NFs 30 Days from Publication of 

this Memorandum: 

• Resident Groups - 42 CFR §483.1 O(t)(S)
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o CMS waived the requirements which ensure residents can participate in-person in
resident groups. This waiver permitted the facility to restrict in-person meetings
during the COVID-19 PHE.

• Physician Delegation of Tasks in SNFs - 42 CFR §483.30(e)(4)
o CMS waived the requirement that prevents a physician from delegating a task

when the regulations specify that the physician must perform it personally. This
waiver gave physicians the ability to delegate any tasks to a physician assistant,
nurse practitioner, or clinical nurse specialist, but specified that any task delegated
under this waiver must continue to be under the supervision of the physician.

• Physician Visits - 42 CFR §483.30(c)(3)
o CMS waived the requirement that all required physician visits (not already

exempted in §483.30(c)(4) and (f)) must be made by the physician personally.
The waiver modified this provision to permit physicians to delegate any required
physician visit to a nurse practitioner, physician assistant, or clinical nurse
specialist who is not an employee of the facility, who is working in collaboration
with a physician, and who is licensed by the State and performing within the
state's scope-of-practice laws.

• Physician Visits in Skilled Nursing Facilities/Nursing Facilities - 42 CFR §483.30
o CMS waived the requirement for physicians and non-physician practitioners to

perform in-person visits for nursing home residents and allow visits to be
conducted, as appropriate, via telehealth options.

• Quality Assurance and Perfonnance Improvement (QAPI)-42 CFR §483.75(b}-(d) and
(e)(3)

o CMS modified certain requirements which require long-term care facilities to
develop, implement, evaluate, and maintain an effective, comprehensive, data­
driven QAPI program. This waiver gave providers the ability to focus on adverse
events and infection control, and those aspects of care delivery most closely
associated with COVID-19 during the PHE.

• Detailed Information Sharing for Discharge Planning for Long-Term Care (L TC)
Facilities - 42 CFR §483.2l(c)(l)(viii)

o CMS waived the discharge planning requirement which requires LTC facilities to
assist residents and their representatives in selecting a post-acute care provider
using data, such as standardized patient assessment data, quality measures and
resource use. CMS maintained all other discharge planning requirements.

• Clinical Records - 42 CFR §483.1 0(g)(2)(ii)
o CMS modified the requirement which requires long-tenn care (L TC) facilities to

provide a resident a copy of their records within two working days (when
requested by the resident).

Emergency Declaration Blanket Waivers For Various Provider-Types Ending 60 Days 

from Publication of this Memorandum: 
• Physical Environment for SNF/NFs - 42 CFR §483.90

o CMS waived requirements to allow for a non-SNF building to be temporarily
certified and available for use by a SNF in the event there were needs for isolation
processes for COVID-19 positive residents, which may not be feasible in the
existing SNF structure to ensure care and services during treatment for COVID-
l 9, provided that the state has approved the location as one that sufficiently
addresses safety and comfort for patients and staff.
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o Certain conditions of participation and certification requirements for opening a
NF if the state determines there is a need to quickly stand up a temporary
COVID-19 isolation and treatment location.

o Requirements to temporarily allow for rooms in a long-term care facility not
normally used as a resident's room, to be used to accommodate beds and residents
for resident care in emergencies and situations needed to help with surge capacity.

• Equipment Maintenance & Fire Safety Inspections for ESRD facilities - 42 CFR
§494.60(b) and(d)

o CMS waived the requirement for on-time preventive maintenance of dialysis
machines and ancillary dialysis equipment. Additionally, CMS waived the
requirements for ESRD facilities to conduct on-time fire inspections.

• Facility and Medical Equipment Inspection, Testing & Maintenance (ITM) for Inpatient
Hospice, ICF/IIDs and SNFs/NFs -42 CFR §§418.1 IO(c)(2)(iv), 483.470G), and 483.90

o CMS waived ITM requirements for facility and medical equipment to reduce
disruption of patient care and potential exposure/transmission of COVID-19.

• Life Safety Code (LSC) and Health Care Facilities Code (HCFC) ITM for Inpatient
Hospice, ICF/IIDs and SNFs/NFs - 42 CFR §§ 418.1 I0(d)(l)(i) and (e), 483.470G)(l )(i)
and (5)(v), and 483.90(a)(l)(i) and (b)

o CMS waived ITM required by the LSC and HCFC, with specified exceptions,
which permitted facilities to adjust scheduled ITM frequencies and activities to
the extent necessary.

• Outside Windows and Doors for Inpatient Hospice, ICF/IIDs and SFNs/NFs-42 CFR
§§418.I 10(d)(6), 483.470(e)(l)(i), and 483.90(a)(7)

o CMS waived the requirement to have an outside window or outside door in every
sleeping room. This permitted spaces not normally used for patient care to be
utilized for patient care and quarantine.

• Life Safety Code for Inpatient Hospice, ICF/IIDs, and SNFs/NFs - 42 CFR §§418.11 0(d),
483.470(j), and 483.90(a)

o CMS waived these specific LSC provisions:
• Fire Drills: Due to the inadvisability of quarterly fire drills that move and

mass staff together, CMS permitted a documented orientation training
program related to the current fire plan, which considered current facility
conditions.

• Temporary Construction: CMS waived requirements that would otherwise
not permit temporary walls and barriers between patients.

• Paid Feeding Assistants for LTC facilities: 42 CFR §§483.60(h)(l)(i) and 483.160(a)
o CMS modified the requirements regarding required training of paid feeding

assistants to allow that training can be a minimum of one hour in length. CMS did
not waive other requirements related to paid feeding assistants or required training
content.

• In-Service Training for LTC facilities-42 CFR §483.95(g)(I)
o CMS modified the nurse aide training requirements for SNFs and NFs, which

required the nursing assistant to receive at least 12 hours of in-service training
annually.

• Training and Certification of Nurse Aides for SNF/NFs - 42 CFR §483.35(d)
(Modification and Conditional Termination)

o CMS waived the requirements which require that a SNF and NF may not employ
anyone for longer than four months unless they met the training and certification
requirements under §483.35(d). CMS previously provided information related to
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nurse aides working under this blanket waiver in CMS memorandum QS0-21-17-
NH. This memo provides additional information as well on the modification of 

this waiver below. 

We remind states that all nurse aides, including those hired under the above 

blanket waiver at 42 CFR §483.35(d), must complete a state approved Nurse Aide 

Competency Evaluation Program (NA TCEP) to become a certified nurse aide. 
State approved NATCEPs must have a curriculum that includes training in the 

areas defined at 42 CFR §483.152(b ), such as respecting residents' rights, basic 
nursing skills, personal care skills, and caring of cognitively impaired residents. 

Additionally, the requirements at 42 CFR §483. l 54(b )(i) and (ii) requires these 
nurse aides pass a written or oral exam, and demonstrate skills learned. Lastly, we 

note that CMS did not waive the requirement that the individual employed as a 
nurse aide be competent to provide nursing and nursing related services at 42 
CFR §483.35(d)(l)(i), and that requirement must continue to be met. 

We are aware that there may be instances where the volume of aides that must 

complete a state approved NATCEP exceed the available capacity for enrollees in 
a training program or taking the exam. This may cause delays in in nurse aides 
becoming certified. If a facility or nurse aide has documentation that demonstrates 

their attempts to complete their training and testing (e.g., timely contacts to state 
officials, multiple attempts to enroll in a program or test), a waiver of these 
requirements (42 CFR §483.35(d)) is still available and the aide may continue to 
work in the facility while continuing to attempt to become certified as soon as 

possible. However, for all other situations, this waiver is terminated. When 

capacity issues exist, facilities should inform their state officials of the issue. State 
agencies should also verify the capacity issues that are reported. Lastly, state 

agencies should provide their CMS Location with information about the status of 
their NA TCEPs. 

Poor quality of care, such as improper transfers, turning and positioning, poor 

incontinent/skin care, or weight loss related to poor assistive dining techniques 

could be related to inadequate training, as these skills are required components of 
NATCEP programs. We acknowledge that federal requirements allow states to 
use a variety of means to administer the curriculum (e.g., online, classroom, or 
onsite training). However, all programs must adequately provide the required 
training. For example, if a state has approved a NA TCEP that allows for the time 
worked onsite by a nurse aide over the COVID-19 PHE to qualify for the 75 
hours training in the required areas, yet, observes trends in poor quality of care 

among certified nurse aides that were hired under the nurse aide training waiver, 
this could indicate that the NA TCEP does not adequately address the components 

of the required curriculum specified at 42 CFR §483. l 52(b ). In these cases, the 
state should re-evaluate the approved NATCEP to see if the components of the 

program need to be adjusted to ensure the regulatory requirements are met and 

avoid poor quality of care. As stated in CMS memorandum QS0-21-17-NH, 
"states must ensure that all of the required areas of training per 42 CFR 

§483 .152(b) are addressed, and any gaps in onsite training that are identified are
fulfilled through supplemental training."
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Contact: 

DNH TriageTeam@cms.hhs.gov for questions related to nursing homes; 
OSOG LifeSa fetyCode@cms.hhs.gov for questions related to physical environment and life 
safety code. 

Effective Date: The emergency declaration blanket waivers identified above will end according 
to the timeframes described in this memorandum. 

Isl 

David R. Wright 

cc: Survey and Operations Group Management 
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STATE OF TENNESSEE 
HEAL TH FACILITIES COMMISSION 

665 Mainstream Drive, Second Floor 
Nashvine, Tennessee 37243 
Telephone: (616) 741-7221 

Fax: (615) 741-7051 
Caro�ne Tlppens Logan Grant 

ExecuNn Dl�ctor Ofrector, Llcensun1 ilnd Regulatk>n 

SUBJECT: 

DATE: 

POLICY: 

EFFECTIVE: 

APPROVED: 

Board for Licensing Health Care Facilities 

Policy Memorandum 

ACLF ADMINISTRATOR SERVING MULTIPLE LOCATIONS 

NOVEMBER 22, 2022 

86 

NOVEMBER 22, 2022 

NOVEMBER 22, 2022 

PM 86 

The Board issues this policy to facilitate qualified individuals to serves as Assisted Care Living Facility 
(ACLF) Administrators. The Board interprets its rules related to ACLF Administrators, as follows: 

An individual shall serve as the administrator of only one licensed ACLF, unless the Board approves that 
individual to be the administrator of multiple facilities. The Board may approve an administrator to serve 
multiple facilities: 

1) that are operated on a single campus, or
2) upon determining that such an arrangement shall not compromise the safety of and/or care provided

to residents if the facilities are not on a campus.
3) no single individual shall be the administrator of more than two (2) separately licensed facilities not

on a single campus.

ANY ACLF ADMINISTRATOR CURRENTLY SERVING MORE THAN ONE FACILITY 

MUST APPLY TO THE BOARD BEFORE THE BOARD MEETING ON APRIL 5
1 

2023. 

This policy shall remain in effect until the Board's rule change is effective or at an earlier date as 
determined by the Board. 

�� 
Chair, Board for Licensing Health Care Facilities 

��!� 
Director, Licensure and Regulation 
Health Facilities Commission 
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STATE OF TENNESSEE 
HEALTH FACILITIES COMMISSION 

665 Mainstream Drive, Second Floor 
Nashville, Tennessee 37243 
Telephone: (615) 741-7221 

Fax: (615) 741-7051 
C.rolln• llppan• 
Dl....,tar, L(cem,un, and Regulation 

Board for Licensing Health Care Facilities 

Policy Memorandum 

INACTIVE LICENSE EXTENSION BY ADMINISTRATION 

NOVEMBER 22, 2022 

87 

NOVEMBER 22, 2022 

NOVEMBER 22, 2022 

PM87 

The Board issues this policy to facilitate inactive license status requests pending a meeting of the 
Board. 

The Board vests the Executive Director and Director of Licensure and Regulation with the 
authority to grant an extension of an inactive license status previously granted by the Board until 
the next publicly noticed Board meeting. 

This policy shall remain in effect until it is revoked by the Board. 

�� 
Chair, Board for Licensing Health Care Facilities 

&to� 
Caroline Tippens, Esq., CH 
Director, Licensure and Regulation 
Health Facilities Commission 
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SUBJECT: 

DATE: 

POLICY: 

EFFECTIVE: 

APPROVED: 

H!FC 

STATE OF TENNESSEE 
HEALTH FACILITIES COMMISSION 

665 MAINSTREAM DRNE, SECOND FLOOR 

NASHVILLE, TENNESSEE 37243 

TELEPHONE (615) 741-7221 

FAX (615) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

PM88 

Sharing of Rooms or Suites in ACLF and Tenn. Comp. R. & Regs. 0720-26-
.09(18)(8) [Building Standards] 

June 6, 2023 

A facility may accommodate a written request from two competent, consenting 
adults to occupy a room and/or suite by requesting a waiver of Tenn. Comp. R. 
& Regs. 0720-26-.09(18)(8) which requires 80 square feet of bedroom space 
for each resident, if the room and/or suite is capable of meeting the requirements 
of the ACLF Rules & Regulations and current adopted codes. When a facility 
wishes to apply for this waiver, they shall notify licensure and plans review for 
approval. Staff are hereby given the authority to review the request from the 
facility and provide a recommendation to the Board. Approvals will be subject 
to Board ratification. 

The request by a facility for waiver under this policy must be made in good 
faith and not used to increase the facility's bed count. Any waiver shall be 
specific to the two residents requesting the waiver from the facility. 

June 6, 2023 

Christopher D. Wilson, M.D., Chairman 
Board for Licensing Health Care Facilities 

&��-/� 
Caroline Tippens, Esq. CHC 
Director, Licensure and Regulation 
Board for Licensing Health Care Facilities 
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STATE OF TENNESSEE 

HEALTH FACILITIES COMMISSION 

665 MAINSTREAM DRIVE, SECOND FLOOR 

NASHVILLE, TENNESSEE 37243 

TELEPHONE (615) 741-7221 

     FAX (615) 741-7051

PM 89 

Health Facilities Commission 

Policy Memorandum 

SUBJECT:  Acute Hospital Care at Home Initiative and Tenn. Comp. R. & Regs. 0720-14-

.06(3)(m)&(n) [Housekeeping]; 0720-14-.06(4)(a) [Nursing Services]; and 

0720-14-.06(9) [Food and Dietetic Services]. 

DATE: February 1, 2023 

REVISED: March 26, 2025 

POLICY:  The above rules are waived by the Commission for licensed hospitals which 

participate and provide services in the hospital at home program, pursuant to 

the Acute Hospital Care at Home Initiative.  Further, the Commission does 

not consider a patient’s bed at home a licensed hospital bed, allowing hospitals 

to provide care at home in the patient’s bed.  The Commission will no longer 

need to approve waiver requests, provided that the Secretary of Health and 

Human Services has granted a waiver to individual hospitals that are 

approved to participate in the Acute Hospital Care at Home Initiative. This 

policy is a result of the federal extension of the Acute Hospital Care at Home 

Initiative through September 30, 2025. 

EFFECTIVE: March 26, 2025 

APPROVED: 

Logan Grant 

Executive Director 

Health Facilities Commission 
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STATE OF TENNESSEE 
HEALTH FACILITIES COMMISSION 

665 MAINSTREAM DRIVE, SECOND FLOOR 

NASHVILLE, TENNESSEE 37243 

TELEPHONE (615) 741-7221 
FAX (615) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

PM90 

SUBJECT: Board Waivers and Interpretative Guidelines - End of Public Health Emergency 
(PHE) 

DA TE: April 5, 2023 

POLICY: All Board waivers and interpretative guidelines granted as a result of the PHE will 
expire May 11, 2023 with the exception of Interpretative Guideline for ACLF 
Tenn. Comp. R. & Regs. 0720-26-.0S(l)(c) regarding admission or retention of 
resident with COVID -19 which will extend until February 2024. 

EFFECTIVE: April 5, 2023 

APPROVED: 

... 

Christopher Wilson. M.D., Chairman 

Board for Licensing Health Care Facilities 

Caroline Tippens, Esq., .H.C. 
Director, Licensure and Regulation 
Board for Licensing Health Care Facilities 
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ST ATE OF TENNESSEE 

HEAL TH FACILITIES COMMISSlON 
665 MAINSTREAM DRIVE, SECOND FLOOR 

NASHVILLE, TENNESSEE 37243 

TELEPHONE (615) 741-7221 

FAX (615) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

SUBJECT: Rural Emergency Hospital Designation 

DATE: June 6, 2023 

PM 91 

POU CY: As a result of the expiration of the Emergency Rules concerning the recognition of 
Rural Emergency Hospital designation on June 25, 2023, the Board fonnally 
adopts attachment l, in its entirety, until this policy is rescinded by the Board or 
until adoption of pennanent rules, whichever occurs first. 

EFFECTIVE: June 26, 2023 

APPROVED: 

Christopher Wilson, M.D., Chairman 

Board for Licensing Health Care Facilities 

Caroline Tippens, Esq, CHC 
Director, Licensure and Regulation 
Board for Licensing Health Care Facilities 
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Attach. 

1 
Place substance of rules and other info here. Please be sure to include a detailed explanation of the changes 
being made to the listed rule(s). StaMory authority must be given for each rule change. For information on 
formatting rules go to 
https://sos.tn.qov/products/dlvision-publications/rulemaking-guidelines. 

Chapter Number 0720-14 
Standards for Hospitals 

Rule 0720-14-.01 Definitions is amended by deleting paragraph (23) in its entirety and substituting instead the 
following language, and ls further amended by adding new paragraphs (82) and (83), and renumbering the 
remaining paragraphs accordingly, so that as amended, the new paragraphs shall read: 

(23) Designation. An official finding and recognition by the Commission that an acute care hospital meets
Tennessee State Rural Health Care Plan requirements to be a Critical Access Hospital or Rural
Emergency Hospital.

(82) Rural Emergency Hospital. A Rural Emergency Hospital ("REH") is a facility that:

(a) meets the eligibility requirements for a licensed hospital in Tennessee pursuant to Tenn. Comp.
R. & Regs. 0720-14-.01(37), and the following additional requirements:

1. is enrolled for reimbursement as a rural emergency hospital by the federal Centers for
Medicare and Medicaid Services pursuant to 42 U.S.C. §§1395x(kkk) et seq. and 42
U.S.C. §1395cc(j), or any successor staMe;

2. provides rural emergency hospital services;

3. provides an emergency department which maintains:

(i) availability twenty-four (24) hours a day seven (7) days per week.

(ii) a physician, physician assistant, or nurse practitioner, who performs such
services as such individual is legally authorized to perform in accordance with
state law and who meets training, education, and experience requirements
required by state law.

(iii) such clinician must be on call at all times and available on-site within thirty (30)
minutes to sixty (60) minutes depending on the facility's location.

(iv) staffed twenty-four (24) hours per day and (7) seven days per week by
individuals competent in the skills needed to address emergency medical care
and must be able to receive patients and activate appropriate medical resources
to meet the care needed by patients.

4. has a transfer agreement in effect with a level I or level II trauma center; and

5. meets such other licensure, staff training and education requirements as the Health
Facilities Commission finds necessary in the interest of the health and safety of
individuals who are provided rural emergency hospital services.

6. A Rural Emergency Hospital does not have inpatient beds or provide any acute inpatient
services, other than those which are rendered by a licensed skilled nursing facility to
furnish post-hospital extended care services, which is a distinct part unit of the Rural
Emergency Hospital.

7. Nothing in this definition expands on the scope of a licensed healthcare professional's
ability to practice under their respective regulated profession.

(83) Rural Emergency Hospital Services. The term "rural emergency hospital services" means the following
services, provided by a Rural Emergency Hospital, that do not exceed an annual per-patient average of
twenty-four (24) hours in such Rural Emergency Hospital:

SS-7040 (September 2022) 
296 

RDA 1693 



{a) Emergency department services, and observation care; and 

(b) At the election of the Rural Emergency Hospital, for services provided on an outpatient basis, 
other medical and health services as specified in regulations adopted by the United States
Secretary of Health and Human Services and authorized by the appllcable rules or statutes of the
Health Facilities Commission.

Authority: 42 U.S.C. 1395x(kkk); 42 U.S.C. §1395ccU); T.C.A. §§ 39-11-106, 68-11-202, 68-11-204, 68-11-207, 
68-11-209, 68-11-210, 68-11-211, 68-11-213, 68-11-224, 68-11-255, 68-11-1802, 68-57-101, 68-57-102, and 68-
57-105.

Rule 0720-14-.06 is amended by adding new paragraph (11), so that as amended, the new paragraph shall read: 

(11) Rural Emergency Hospital.

(a) A hospital shall be eligible to apply for a Rural Emergency Health {"REH") designation as
such and conversion to a Rural Emergency Hospital, if the facility, as of December 27th,
2020, was a:

1. Critical Access Hospital as defined under Tenn. Comp. R. & Regs. 0720-14-
.01(19); or

2. General hospital with no more than 50 licensed beds located in an area
designated by State or federal law as a rural area; or

3. General hospital with no more than 50 licensed beds located in an area
designated as rural under 42 U.S.C. §1395ww(d)(8)(E), or any successor statute.

(b} A facility applying for designation as a Rural Emergency Hospital shall include in its 
licensure application: 

1. a detailed transition plan that lists the services that the facility will retain, modify,
add, and discontinue.

2. a description of services that the facility intends to furnish on an outpatient basis
pursuant to Tenn. Comp. R. & Regs. 0720-14-.01(83)(b).

3. a description of any additional services the hospital would be supporting, such as
furnishing telehealth services and ambulance services, including operating the
facility and maintaining the emergency department to provide such services
covered by these rules.

4. any such other information as the rules and regulations of the Health Facilities
Commission may require.

(c) A Rural Emergency Hospital may be allowed to own and operate an entity that provides
ambulance services.

(d) A licensed general hospital or critical access hospital that applies for and receives
licensure as a Rural Emergency Hospital and elects to operate as a Rural Emergency
Hospital shall retain its original license as a general hospital or critical access hospital.
Such original license shall remain inactive while the Rural Emergency Hospital license is
in effect.

(e} A licensed Rural Emergency Hospital may enter into any contracts required to be eligible 
for federal reimbursement as a Ftural Emergency Hospital. 

Authority: 42 U.S.C. 1395x{kkk); 42 U.S.C. §1395cc{j}; T.C.A. §§ 39-11-106, 68-11-202, 68-11-204, 68-11-207, 
68-11-209, 68-11-210, 68-11-211, 68-11-213, 68-11-224, 68-11-255, 68-11-1802, 68-57-101, 68-57-102, and 68-
57-105.
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STATE OF TENNESSEE 
HEALTH FACILITIES COMMISSION 

665 MAINSTREAM DRIVE, SECOND FLOOR 

NASHVILLE, TENNESSEE 37243 
TELEPHONE (615) 741-7221 

FAX (615) 741-7051 

PM92 
Board for Licensing Health Care Facilities 

Policy Memorandum 

SUBJECT: Activity Director Program Requirements 

DATE: June 6, 2023 

POLICY: The Board adopts the following requirements for any educational program seeking 
approval from the state to satisfy 42 C.F.R. 483.24(c)(2). 

In order for the Board to approve an activity director education program, the following 
requirements must be met. 
1. The prospective program must submit the Curriculum Vitae of each instructor

showing:

a. High School diploma or General Education Diploma;

b. A minimum of two (2) years of experience in a social or recreational role

within the last five (5) years, one of which was full-time in a therapeutic

activities program; or

c. Certified as an Activity Director; or

d. Qualified therapist or occupational therapy assistant.

e. If an instructor changes, a Notice of Change of Instructor must be submitted

in writing for approval within ten (10) days.

2. The Course Content Requirements are:

a. Minimum of forty-five (45) hours;

b. Course must be In-person; or Interactive/synchronous.

i. This interactive/synchronous requirement would not be met by email

interaction with the instructor after the conclusion of a presentation, or

reacting to slides at the conclusion of the presentation.

3. The following materials must be submitted to the Board for review.

Page 1 of 3 

a. A course outline;

b. All content material to be used during the course;

c. A list of key objectives to be achieved by the course;

298 
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d. Proof that the following topics are included in the course content:

1. Dementia and cognition;

11. Documentation;

iii. Special population to include, but not limited to:

1. Age specific training;

2. Younger populations;

3. Non-English speakers;

4. Differently-abled Residents

iv. Management:

1. Small group facilitation;

2. Large group facilitation;

v. Ethics;

vi. Communication Skills;

vii. Resident Safety;

viii. Resident Counsel and family/friend engagement;

1x. Rules and Regulations;

x. Mental Health wellbeing;

xi. Leadership;

xii. Crisis or Emergency Management to include:

1. Resident-to-Resident Conflict Resolution;

xiii. Travel and Transportation for outings.

4. Competency must be evaluated at the end of the course, by one of the following:

a. An exam with a passing rate of75 percent rate; or

b. Competency evaluation; or

c. Capstone project.

5. Certificate of Completion

a. Verify Identity of, and indicate on, a certificate of completion the identity of

the person completing the course.

6. Review of course material must be approved in writing:

Page2 of3 

a. Every five (5) years by the Board or Administrative staff.

b. Any course previously approved by the Board must be reviewed by December

2026.
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The Board formally adopts this policy until it is rescinded by the Board or until 
adoption of permanent rules, whichever occurs first. 

EFFECTIVE: June 6, 2023 

APPROVED: 

Page 3 of 3 

Christopher Wilson, M.D., Chairman 

Board for Licensing Health Care Facilities 

Caroline Tippens, Esq, CHC 
Director, Licensure and Regulation 
Board for Licensing Health Care Facilities 
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ST A TE OF TENNESSEE 
HEALTH FACILITIES COMMISSION 

665 MAINSTREAM DRIVE, SECOND FLOOR 
NASHVILLE, TENNESSEE 37243 

TELEPHONE (615) 741-7221 
FAX (615) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

SUBJECT: CHOW Requirement for Limited Liability Company (LLC) 

DA TE: June 6, 2023 

PM93 

POLICY: For all facility types, a membership interest in a Limited Liability Company shall 
be treated the same as an ownership interest in a Corporation. 

EFFECTIVE: June 6, 2023 

APPROVED: 

Christopher Wilson, M.D., Chairman 

Board for Licensing Health Care Facilities 

Caroline Tippens, Esq, CHC 
Director, Licensure and Regulation 
Board for Licensing Health Care Facilities 

301 



'l'.�c>\\ucs Co�\, 
.:z: :0 

. . 

HFC 

STATE OF TENNESSEE 

HEAL TH FACILITIES COMMISSION 

665 MAINSTREAM DRIVE, SECOND FLOOR 

NASHVILLE, TENNESSEE 37243 

TELEPHONE (615) 741-7221 

FAX (615) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

SUBJECT: Home Medical Equipment (Quinnlee's Law) 

DATE: AUGUST 29, 2023 

PM 94 

POLICY: As a result of the expiration of the Emergency Rules concerning the recognition of 
changes to the Home Medical Equipment rules on December 23, 2023, the Board 
formally adopts attachment I, in its entirety, until this policy is rescinded by the 
Board or until the permanent rules become effective, whichever occurs first. 

EFFECTIVE: August 30, 2023 

APPROVED: 

Christopher Wilson, M.D., Chairman 

Board for Licensing Health Care Facilities 

�tf. 
Caroline Tippens, Esq, CHC 
Director, Licensure and Regulation 
Board for Licensing Health Care Facilities 
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Pfac:e substance of rures and Cllher info here. Please be sure to indude a detailed explanation of lhe changes 
being made to the listed rufe(s). Slatutory authority must be given for each rule change. For Information on 
formatting rules go la 
https://sos tn.gov/productsldivision-publical ons/rulema.kinq-guldel nes. 

Chapter Number 0720-30 
Standards for Home care Organizations 

Providing Home Medical Equipment 

Rule 0720-30-.01 Definitions is amended by deleting paragraph (21) and adding new paragraphs (1.2}, (22) and 
(45). and renumbering the remaining paragraphs accordingly, so that as amended, the new paragraphs shall 
read: 

{12) Contact Person. The individual selected by the agency who will serve as tfle fDOint-of-contact to 
communicate with the Health Fac[lities Commission. The agency must provide a name, titfe, telephone 
number, and eledronic mail address of the contact person on the appropriate fOffl'I. 

(22} Home medical equipment provtder. Any agency which provides home medieal equipment services. 

(a) Providers may fall into the following categories:

1 . In-state provkfers wtto have a physical location; 

2. In-state providers who have no physical location;

3. Out-of-state providers who do not have a physical location; or

4. Mail order companies.

{b) Providers who do not have a phy'sicai klcafion must comply with survey requirements and provide 
access and documentation to surveyors necessary to conduct a survey. 

(c} Designation on whether or not an agency has a physical location shall be located on the agency's 
wall oemficate. 

(45) Sllrvey material. SUfVey material is any material stored in electronic or physical format that may be
necessary lo conduct a survey. The sL11Vey material includes, but is not limited to, personnel fifes, patlent
medical records, policies and procedures, data, backgraund checks, abuse registry checks, facility
reported incidents, litigation and bankruptcy history. current liceosure. status, copies of investigations,
disciptine records In any other stats in which the provider is lioensed. and video records or files, if
availabfe.

Authority: T.C.A. §§ 68-11-201, 68-11-202, 68-11-204, 68-11-207, 88-11-209, 68-11-210, 68-11-211, 68-11-213, 
68-11-224, 68-11-226, 68-11-268, and 88-11-303,

Rule 0720-30-.02 Licensing Procedures is amended by deleting paragraph (1) and subparagra,ptt (2)(f) and 
adding new paragraph (1),. subparagraphs (2}(f) and (2)(g), and paragraph (5), so that as amended, the new 
paragraphs and subparagraphs shall read: 

(1) No person, partnership, association, corporation, or state, county er local government unit. or any
division, department, board or agency thereof, shall establish, ccnduct, operate. or maintain in the Slate
of Tennessee any home care organization providing home medical equipment without having a license.

(a) A license shall be Issued to the person or persons named and for the premises listed In the
app�cation for licensuf8, if a physical location in Tennessee is listed.

(b} The name of the home cara organization providing home medical equipment shall not be changed 
without first notifying the Commission In writing. 
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(c) Licenses are not transferable or assignable and shall expire and become invalid annually on the
anniversary date of their original issuance.

(d} The license shall be conspicuousfy posted in the home care organization providing home medical 
equfpment, rf a physical location in Tennessee is listed. 

(e) If a provider does not desire an in-state location, this Information is required to be provided at the time
of application.

(2) In order to make app4ication for a license:

(f) The applicant, through lhe designated contact person, shall allow the home care organization
providing home medical equipm&1t to be inspected by a Commission surveyor and provide access to
survey material. In the event that deficiencies are noted, the appUcant shall submit a plan of
corrective action to the Board that must be accepted by the Board. Once the deficiencies have been
corrected, then the Board shalt consider the application for licensure.

(g) If a physical location in Tennessee is not desired, the provider shall designate the type of category
desired upon initial application.

(5) Conversion of Designated License Category. If a licensee wishes to convert to a different designated
license categCJfY under paragraph (22) of Rule 0720-30-.01 • a Notice of Intent to Convert must be
received by the Commission.

Authority; T.C.A. §§ 68--11-201, 68-11-202, 68--11-204, 68--11-206, 68--11-209, 68--11-210, 68--11-216, 68-11-226, 
and Chapter 846 of the Public Acts of 2008, § 1. 

Rule 0720-30-.03 Disciplinary Procedures is amended by deleting sUbparagraphS (1}(d} and (l)(e) and ad01ng 
new subparagraphs (1}(d), (1)(e) and (1)(f), and paragraph (5), so that the new paragraph and subparagraphs 
shall read: 

( 1) The Board may suspend or revoke a lrcense for:

{d) COflduct or practices found by the Board to be detrimental to the health, safety, or 
welfare of the patients of the agency; 

(e) Failure to renew the license: and

(f) Failure to comply with survey document requests after three (3) written requests to the contact
person are made by a surveyor.

{5) When an agency contact person fails to respond to the third written request for documentation from a 
surveyor, the ageflcy shall be subject to a civil monetary penalty ranging from five hundred dollars 
($500.00} to five ttloosancf dollars {$5,000.00), and dl�plinary action up to revocation of the license. If 
the same violation has occurred within the last twelve (12) months, the civil monetary penally may be 
doubted. 

Authority: T.C.A. §§ 4-5-219, 4--5-312, 4--5-316, 4-5-317, 68-11-202, 68-11-204, 68-11-206 through 68-11-209, 
and 68-11-226. 

Rule 0720-30-.04 Administration is amended by adding new paragraph {10), so that the new paragraph shall 
read: 

(10) An agency without a physical location in Tennessee shall not be subject to the requirements of 0720-30-
_04(7)-(9).

Authority: T.C.A. §§ 39-17-1803, 39-17-1805, 68-11-20'1, 68-11-202, 68-11-204, 68-11-206, 68-11-209, 68-11-
226, 68-11-268, and 71-6-121. 
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Rule 0720-3�.06 Basic Agency Functions is amended by deleting paragraph (5) and substituting the following 
new language, so that as amended, the new paragraph shaU read: 

(5) Location.

(a) tt' a provider chooses to have a physical location in Tennessee, each parent and/or branch shall:

1. Be located in Tennessee;

2. Be staffed during normal business hours and have a working telephone;

3. Be used for the dispensing, servicing, and storage of home medical equipment or be used to
provide home medical equipment services;

4. Meet all local zoning requirements; and

5. Have all required current licenses and/or permits conspicuously posted in the agency.

(b) If an agency chooses not to have a physical location in Tennessee, each parent and/or branch shall:

1. Be licensed in Tennessee;

2. Be staffed during normal busineSs hours and have a working telephone and electronic mail
address;

3. Be used for the dispensing, servicing, and storage of home medical equipment or be used to
provide home med� equipment services;

4. Have all required current licenses with appropriate designation and/or permits available for
inspection; and

5. Upon initial licensure, provide to the Commission the means ar,d method of ently to a virtual
portal for sUNeyors to access survey material.

Authority: T.CA. §§ 68-11-202, 68-11-206, 68-11-209, 68-11-226, and 68-11-304. 

Rule 0720-30-.11 Records and Reports is amended by adding new paragraph (5), so that as amended, the new 
paragraph shall read: 

(5) Survey Material. The agency shall have writ1en policies dealing with survey material. Survey material shall
be immediately available upon request of a Commission surveyor to the electronic mail address on record
with the Commission. Survey material is any material stored in electronic or physical format that may be
necessary to conduct a survey. Survey material shall indode, but Is not limited to the following:

(a) Personnel files;

(b) Patient medical records;

(c) Poficies and procedures:

(d} Data; 

(e) Background checks;

(f) Abuse registry checks:

(g) Facility reported incfdents:

SS-7040 (September 2022) 305 RDA 1693 



.. 

(h) Litigation and bankruptcy hillmry,

(!) CUmlnt !!censure stallls; 

(i) Copies of investigations: 

(k) Oisciplfne records In any olhar sf.ate in which the provider is Hcet1sed; 

(I) Video records or film. if available.

Authonly: T.CA §§ 88-11-202, 88-11-209, 8Pr-11-211, 68-11-228, and 8&-11-260. 
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STA TE OF TENNESSEE 
HEAL TH FACILITIES COMM[SSION 

665 MA[NSTREAM DR[VE, SECOND FLOOR 
NASHVILLE, TENNESSEE 37243 

TELEPHONE (615) 741-7221 
FAX (615) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

SUBJECT: Assisted Care Living Facility Regulatory Standards under 0720-26-.05 

DATE: February 7, 2024 

PM95 

POUCY: For purposes of Rule 0720-26-.05 et seq., concerning the civil penalties to include 
the maximum amount of penalties allowed by statute, the Board fonnally adopts 
attachment 1, in its entirety, until this policy is rescinded by the Board or until the 
permanent rules become effective, whichever occurs first. 

EFFECTIVE: February 7, 2024 

APPROVED: 

Christopher Wilson, M.D., Chainnan 

Board for Licensing I lealth Care Facilities 

� £, 
Caroline Tippens, Esq, CH 
Director, Licensure and Regulation 
Board for Licensing Health Care Facilities 
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STANDARDS FOR ASSISTED-CARE LIVING FACILITIES CHAPTER 0720-26 

(Rule 0720-26-.05, continued) 

July, 2022 (Revised) 308 

(b) The date upon which each deficiency will be corrected;

(c) What measures or systemic changes will be put in place to ensure that the deficient
practice does not recur; and

(d) How the corrective action will be monitored to ensure that the deficient practice does
not recur.

(3) Either failure to submit a plan of correction in a timely manner or a finding by the Department
of Health that the plan of correction is unacceptable may subject the ACLF’s license to
disciplinary action.

(4) Upon a finding by the Board that an ACLF has violated any provision of the Health Facilities
and Resources Act, Part 2—Regulation of Health and Related Facilities (T.C.A. §§ 68-11-
201, et seq.) or the rules promulgated pursuant thereto, action may be taken, upon proper
notice to the licensee, to impose a civil penalty, deny, suspend, or revoke its license.

(5) Civil Penalties. The Board may, in a lawful proceeding respecting licensing (as defined in the
Uniform Administrative Procedures Act), in addition to or in lieu of other lawful disciplinary
action, assess civil penalties for violations of statutes, rules or orders enforceable by the
Board in accordance with the following schedule:

(a) Violation  Penalty per Violation: 

1. T.C.A. § 68-11-201(4)(B) $0-$1000 
(Provision of Room and Board and Non-Medical
Living Assistance Services)

2. T.C.A. § 68-11-201(4)(C) $0-$31000 
(Provision of Medical and other Professional
Services; Medicare Services; Oversight of
Medical Services; Plan of Care & Assessment;
Personal and Medical Records; and, Fire Safety)

3. T.C.A. § 68-11-213(i)(2) $0-$3000 
(Admission or Retention of inappropriately
Placed Resident. Each resident shall constitute a
separate violation.)

4. T.C.A. § 68-11-213(i)(1) $0-$5000 
(Operating ACLF without Required License.
Each day of operation shall constitute a separate
violation.)

(b) In determining the amount of any civil penalty to be assessed pursuant to this rule the
Board may consider such factors as the following:

(a) 1.   Willfulness of the violation;

(b) 2.   Repetitiveness of the violation;

(c) 3.   Magnitude of the risk of harm caused by the violation.

Attach.
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STANDARDS FOR ASSISTED-CARE LIVING FACILITIES CHAPTER 0720-26 

(Rule 0720-26-.05, continued) 

July, 2022 (Revised) 309 

(6) Each violation of any statute, rule or order enforceable by the Board shall constitute a
separate and distinct offense and may render the ACLF committing the offense subject to a
separate penalty for each violation.

(7) A licensee may appeal any disciplinary action taken against it in accordance with the Uniform
Administrative Procedures Act, Tennessee Code Annotated § 4-5-101, et seq.

(8) Reconsideration and Stays. The Board authorizes the member who chaired the Board for a
contested case to be the agency member to make the decisions authorized pursuant to rule
1360-04-01-.18 regarding petitions for reconsiderations and stays in that case.

Authority: T.C.A. §§ 4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-206, 68-11-209, 68-11-213 (i), and 
68-11-257. Administrative History: Original rule filed February 9, 1998; effective April 25, 1998.
Amendment filed November 25, 1998; effective February 8, 1999. Amendment filed February 15, 2000;
effective April 30, 2000. Amendment filed September 13, 2002; effective November 27, 2002. 

Amendment filed May 24, 2004; effective August 7, 2004. Amendment filed April 20, 2006; effective July 
4, 2006. Amendment filed February 23, 2007; effective May 9, 2007. Public necessity rule filed May 13, 
2009; effective through October 25, 2009. Emergency rule filed October 22, 2009; effective through April 
20, 2010. Amendment filed September 24, 2009; effective December 23, 2009. Transferred from chapter 
1200-08-25 pursuant to Public Chapter 1119 of 2022 effective July 1, 2022. 

0720-26-.06 ADMINISTRATION. 

(1) Each ACLF shall meet the following staffing and procedural standards:

(a) Staffing Requirements:

1. The licensee must designate in writing a capable and responsible person to act
on administrative matters and to exercise all the powers and responsibilities of
the licensee as set forth in this chapter in the absence of the licensee.

2. If the licensee is a natural person, the licensee shall be at least eighteen (18)
years of age, of reputable and responsible character, able to comply with these
rules, and must maintain financial resources and income sufficient to provide for
the needs of the residents, including their room, board, and personal services.

3. An ACLF shall have an identified responsible attendant who is alert and awake at
all times and a sufficient number of employees to meet the residents’ needs,
including medical services as prescribed. The responsible attendant and direct
care staff must be at least eighteen (18) years of age and capable of complying
with statutes and rules governing ACLFs.

4. An ACLF shall have a licensed nurse available as needed.

5. An ACLF shall employ a qualified dietitian, full time, part-time, or on a consultant
basis.

6. An ACLF may not employ an individual listed on the Abuse Registry maintained
by the Department of Health.

(b) Policies and Procedures:

1. An ACLF shall have a written statement of policies and procedures outlining the
facility’s responsibilities to its residents, any obligation residents have to the
facility, and methods by which residents may file grievances and complaints.
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STATE OF TENNESSEE 

HEALTH FACILITIES COMMISSION 
665 MAINSTREAM DRIVE, SECOND FLOOR 

NASHVILLE, TENNESSEE 37243 
TELEPHONE (615) 741-7221 

FAX (615) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

PM96 

SUBJECT: Charge Nurse definition under ESRD Rule 0720-33-.01, et seq.

DATE: February 7, 2024
POLICY: For purposes of Rule 0720-33-.01, et seq., the federal requirements concerning "Charge 

Nurse" have changed. The state requirements must not conflict with federal requirements 
found under 42 CFR 494.140. Therefore, the Board formally adopts the following definition 
until this policy is rescinded by the Board/Commission or until the permanent rules updating
the definition section become effective, whichever occurs first.

Charge Nurse. The charge nurse responsible for each shift must:
(a) Be a registered nurse, a licensed practical nurse, or vocational nurse who meets

the practice requirements in Tennessee under T.C.A. § 63-7-101, et seq.;
(b) Have at least 12 months experience in providing nursing care, including 3 

months of experience in providing nursing care to patients on maintenance
dialysis; and

( c) If such nurse is a licensed practical nurse or licensed vocational nurse, work
under the supervision of a registered nurse in accordance with Tennessee 
nursing practice act provisions under T.C.A. § 63-7-101, et seq., and Tenn. 
Comp. R. & Regs 1000-01, et seq. and 1000-02, et seq, or successor sections.

EFFECTIVE: February 7, 2024

APPROVED: .. 

Christopher Wilson, M.D., Chainnan 
Board for Licensing Health Care Facilities

/1 -UdU �ippens, Esq, CHC 
Director, Licensure and Regu alion 
Board for Licensing Health Care Facilities
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ST A TE OF TENNESSEE 
HEALTH FACil,ITIES COMMISSION 

502 Deadrick Street, Ninth Floor 
NASHVILLE, TENNESSEE 37243 

TELEPHONE (615) 741-2364 
FAX (615) 741-7051 

Health Facilities Commission 

Policy Memorandum 

SUBJECT: Surgical Technologist Requirements under the following rules: 
Standards for Hospitals under 0720-14-.07; and 
Standards for Ambulatory Surgical Treatment Centers under 0720-20-.06. 

DATE: June 5, 2024 
Amended: December 11, 2024 

PM97 

POLICY: Pursuant to 2024 Public Chapter 0932, the rule sections cited above shall be 
amended as follows, until this policy is rescinded by the Commission or until the 
permanent rules become effective, whichever occurs first. 

Chapter N umber 0720-14 
Standards for Hospitals 

Rule 0720-14-.07 Optional Hospital Services is amended by deleting sub-paragraph (l )(h) and 
adding new sub-paragraph (l )(b), so that as amended, the new paragraph shall read: 

(h) The health facilities commission shall publish an approved list of accredited surgical
technology programs.

1. Surgical technologists must meet one (1) or more of the following:

(i) Successfully completed a nationally accredited surgical technology program,
and holds and maintains certification as a surgical technologist from a national
certifying body that certifies surgical technologists and is recognized by the
health facilities commission;

(ii) Successfully completed an accredited surgical technologist program;

(I) Has not, as of the date of hire, obtained certification as a surgical
technologist from a national ce1tifying body that certifies surgical
technologists and is recognized by the health facilities commission; and

(II) Obtains such certification no later than eighteen (18) months after
completion of the program.
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(iii) Successfully completed a training program for surgical technology in the 
aimed forces of the United States, the national guard, or the United States 
public health service; or 

(iv) Performed surgical technology services as a surgical technologist in a 
healthcare facility on or before May 21, 2007, and has been designated by the 
healthcare facility as being competent to perform surgical technology services 
based on prior experience or specialized training validated by competency in 
current practice. The healthcare facility employing or retaining such person as 
a surgical technologist under this subsection (a) obtains proof of such person's 
prior experience, specialized training, and current continuing competency as a 
surgical technologist and makes the proof available to the health facilities 
commission upon request of the commission. 

2. This section does not prohibit a person from performing surgical technology services 
if the person is acting within the scope of the person's license, certification, 
registration, permit, or designation, or is a student or intern under the direct 
supervision of a healthcare provider. 

Authority: T.C.A. §§ 4-5-202, 4-5-204, 68-3-511, 68-11-202, 68-11-204, 68-11-209, 68-57-101, 
68-57-102, 68-57-104, and 68-57-105. 

Chapter Number 0720-20 
Standards for Ambulatory Surgical Treatment Centers 

Rule 0720-20-.06 Basic Services is amended by deleting sub-paragraph (1 )(j) and adding new 
sub-paragraph (l)(j), so that as amended, the new paragraph shall read: 

(j) The health facilities commission shall publish an approved list of accredited surgical 
technology programs. 

1. Surgical technologists must meet one (1) or more of the following: 

(i) Successfully completed a nationally accredited surgical technology program, 
and bolds and maintains certification as a surgical technologist from a national 
ce1iifying body that certifies surgical technologists and is recognized by the 
health facilities commission; 

(ii) Successfully completed an accredited surgical technologist program; 

(I) Has not, as of the date of hire, obtained certification as a surgical 
technologist from a nationaJ certifying body that certifies surgical 
technologists and is recognized by the health facilities commission; and 

(II) Obtains such certification no later than eighteen ( 18) months after 
completion of the program. 

(iii) Successfully completed a training program for smgical technology in the 
armed forces of the United States, the national guard, or the United States 
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public health service; or 

(iv) Performed surgical technology services as a surgical technologist in a 
healthcare facility on or before May 21, 2007, and has been designated by the 
healthcare facility as being competent to perform surgical technology services 
based on prior experience or specialized training validated by competency in 
current practice. The healthcare facility employing or retaining such person as 
a surgical technologist under this subsection (a) obtains proof of such person's 
prior experience, specialized training, and current continuing competency as a 
surgical technologist and makes the proof available to the health facilities 
commission upon request of the commission. 

2. This section does not prohibit a person from performing surgical technology services 
if the person is acting within the scope of the person's license, certification, 
registration, permit, or designation, or is a student or intern under the direct 
supervision of a healthcare provider. 

Authority: T.C.A. §§ 4-5-202, 4-5-204, 68-11-201, 68-11-202, 68-11 -204, 68-11-206, 68, 68-11-
209, 68-11-216, 68-57-101, 68-57-102, 68-57-104, and 68-57-105. 

As proposed, the meaning of ''Nationally accredited surgical technology program" will be 
interpreted as follows: 

Any program offered by an institution that is accredited at the institutional or programmatic level 
by an accreditor recognized by the national organization Council for Higher Education 
Accreditation (CHEA) and/or the United States Department of Education (USDE). 

(Context Note: This would include programs offered within accredited institutions since all programs offered by an 
accredited institution would be covered under those accreditation standards. All institutional and programmatic 
accreditations can be considered 'national' in scope (since those accreditors formerly known as 'regional' are now 
regarded nationally)) 

EFFECTNE: June 5, 2024 
Amended: December 11, 2024 

APPROVED ~ j (JeL:__ J 
Rick c2JL.,. , 
Health Facilities Commission 

Caroline Tippens. s . CHC 
Director, Licensure and Regulation 
Health Facilities Commission 
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Certified Surgical Technologists 

Section 17 of Public Chapter 932 amends current statute on the requirements of surgical 
technologists employed by healthcare facilities. This section of the law went into effect on May 6, 
2024. The statute expands the approved accrediting entities that certify surgical technologist 
programs. The Health Facilities Commission may promulgate rules to effectuate this section. 

Including Tennessee, thirteen states have laws related to the education and certification of certified 
surgical techs. Only five states require surgical techs to register with the state. In all other states, 
the employing facilities set credentialing requirements and oversight regarding who can provide 
surgical technologists services. 

In Tennessee, the current law now states that an individual employed as a surgical technologist 
must meet one or more of the following requirements: 

(l) Successfully completed a nationally accredited surgical technology program, and holds and
maintains certification as a surgical technologist from a national certifying body that certifies
surgical technologists and is recognized by the health facilities commission;

(2) 
(A) Successfully completed an accredited surgical technologist program;
(B) Has not, as of the date of hire, obtained certification as a surgical technologist from a
national certifying body that certifies surgical technologists and is recognized by the health
facilities commission; and
(C) Obtains such certification no later than eighteen (18) months after completion of the
program;

(3) Performed surgical technology services as a surgical technologist in a healthcare facility on or
before May 21, 2007, and has been designated by the healthcare facility as being competent to
perform surgical technology services based on prior experience or specialized training validated
by competency in current practice. The healthcare facility employing or retaining such person as
a surgical technologist under this subsection (a) obtains proof of such person's prior experience,
specialized training, and current continuing competency as a surgical technologist and makes the
proof available to the health facilities commission upon request of the commission; or

(4) Successfully completed a training program for surgical technology in the armed forces of the
United States, the national guard, or the United States public health service.
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Prior to Public Chapter 932, the Commission on Accreditation of Allied Health Education 
Programs (CAAHEP) was the only available accrediting body accepted in Tennessee. The "CST" 
by the National Board of Surgical Technology and Surgical Assisting (NBSTSA) was the only 
available certification accepted in Tennessee. 

The following certifying and accrediting bodies have requested to be recognized: 

Accrediting Organizations: 
• Accrediting Bureau of Health Education Schools (ABHES)
• Commission on Accreditation of Allied Health Education Programs (CAAHEP)
• Southern Association of Colleges and Schools Commission on Colleges (SACSCOC)

Apprenticeship Programs: 
• U.S. Department of Labor Apprenticeship Program for Surgical Technologists

Certifying Organizations: 
• National Board of Surgical Technology and Surgical Assisting (NBSTSA)
• National Center for Competency Testing (NCCT)

The education accrediting organizations offer accreditation for education. The certification 
organizations issue the certification and credentials. 
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PM 98 

POLICY: For purposes of Rule 0720-46-.0 I, et seq., the state must begin issuing registrations for 
Temporary Healthcare Staffing Agencies on July 1, 2024. The Emergency Rules expired 
May 5, 2024, and the permanent rules are not yet effective. Therefore, the Board formally 
adopts the following A11achment I (Chapter 0720-46) until this policy is rescinded by the 
Board/Commission or until the permanent rules become effective, whichever occurs first. 

EFFECTIVE: June 5, 2024 

APPROVED: 
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Board for Licensing Health Care Facilities 
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Director, Licensure and Regulation 
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Place substance of rules and other info here. Please be sure to Include a detailed explanation of the changes 
being made to the listed rule(s). Statutory authority must be given for each rule change. For information on 
formatting rules go to 
hllps'.//sos.tn.gov/products/dlvls on-publfcations/rulemaklng-guldelines. 

Chapter 0720-46 

Standards for Temporary Healthcare Staffing Agencies 

New Rule Chapter 

0720-46-.01 Definitions 

(1) Addresses. For legal entities and individuals, the physical address from which the agency operates its
Tennessee business and malling address if different from the physical address.

(2) Agency. A temporary healthcare staffing agency.

(3) Certified nurse aide (C.N.A.). An individual who has successfully completed an approved nursing
assistant training program and is registered with the Commission.

(4) Commission. The Tennessee Health Facllities Commission.

(5) Controlling Person. An individual, business entity, officer, program administrator, or director whose
responsibilities include the direction of the management or policies of a temporary healthcare staffing
agency. The term "controlling person" shall also mean an individual who, directly or indirectly, holds an
ownership interest of five percent (5%) or more in a corporation, partnership, or other business
association that is itself a controlling person.

(6) Digital website. An online webpage operated by an agency that maintains applications from direct care
staff submitted to the agency online, for referral to a healthcare facility.

(7) Digital smart phone application. A computer program or software appllcation operated by an agency that
maintains applications from direct care staff submitted to the agency for referral to a health care facility
that is designed to run on a mobile device such as a phone, tablet, or watch.

(8) Direct Care Staff.

(a) An individual who is a medication aide, medication technician, certified nurse aide, licensed
practical nurse, or registered nurse and contracts with or is employed by a temporary healthcare
staffing agency to provide direct care services to residents or patients in a healthcare facility.

(b) A certified nurse practitioner or an advanced practice registered nurse certified or registered
under title 63, chapter 7 and engaged in the practice of nursing is not a direct care staff.

(9) Executive director. The executive director of the health facilities commission.

(10) Healthcare facility. A nursing home or an assisted-care living facility as those terms are defined by T.C.A.
§ 68-11-201;

(11) Immediately available. Immediately available means available to the Commission or its agent within one
(1) business day following written requests made by means of email. fax, or in-person delivery, or within
(1) hour of requests made during inspection visits.

(12) Medication Aide or medication technician. An Individual who administers medications under the general
supervision of a licensed registered or practical nurse pursuant to T.C.A. § 63-7-127.

(13) 

(14) 

Owner. Any person with an ownership interest of five percent (5%) or more in the agency. 

Person. An individual, finn, corporation, partnership, or association. 

(15) Temporary healthcare staffing agency.
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(a) A person, or other business entity that is:

1. Engaged in whole or in part In the business of providing or procuring temporary
employment in healthcare facilities for direct care staff; or

2. That operates a digital website or digital smartphone application that facilitates the
provision of the engagement of direct care staff and accepts requests from healthcare
facilities for direct care staff through its digital website or digital smartphone application.

(b) The term shall not include an individual who engages, only on the individual's own behalf, to
provide the individual's services on a temporary basis to a healthcare facility without the use or
involvement of a temporary healthcare staffing agency; or a staffing agency operated by a
hospital, assisted- care living facility, or nursing home as those terms are defined by T.C.A. § 68-
11-201, or an affiliate of a hospital, assisted- care living facility, or nursing home, if the purpose of
the agency is solely procuring, furnishing, or referring temporary or permanent direct care staff for
employment at that healthcare provider. or any affiliates under common ownership.

Authority:T.C.A. § 68-11-2201. 

0720-46-.02 Registration Fees and Procedures 

(1) No person, partnership, association, corporation, or state. county or local government unit, or any
division, department, board or agency thereof, shall establish, conduct, operate, maintain, or advertise in 
the State of Tennessee any temporary healthcare staffing agency, or provide or procure temporary
employment in healthcare facilities for direct care staff without first registering with the Commission.

(2) An individual who engages, only on the individual's own behalf, to provide the individual's services on a
temporary basis to a healthcare facility without the use or involvement of a temporary healthcare staffing
agency Is not required to register under these rules.

(3) An agency operated by a hospital, assisted- care living facility, or nursing home as those terms are
defined by T.C.A. § 68-11-201, or an affiliate of a hospital, assisted- care living facility, or nursing home, If
the purpose of the agency Is solely procuring, furnishing, or referring temporary or permanent direct care
staff for employment at that healthcare provider, or any affiliates under common ownership, is not
required to register under these rules.

(4) In order to make application for a registration:

(a) The applicant shall submit an application on a form prepared by the Commission.

(b) Each healthcare staffing agency making application for registration under this chapter shall pay
annually to the Registry administrative office, a fee based on the number of staff employed by the
agency, as follows:

1. Less than 25 staff $1,040.00 

2. 25 to 49 staff $1,300.00 

3. 50 to 74 staff $1,560.00 

4. 75 to 99 staff $1,820.00 

5. 100 to 124 staff $2,080.00 

6. 125 lo 149 staff $2,340.00 

7 150 to 174 staff $2,600.00 

8 175 lo 199 staff $2,860.00 

9. 200 staff or more $3,060.00 
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(c) The fee shall be submitted with the application or renewal application and is not refundable.

(d) Each agency shall submit to the Registry's administrative office an application fee of one hundred
eighty dollars ($180.00). The fee shall be submitted with the initial application or renewal
application and is not refundable.

(5) An agency seeking registratfon shall provide the Commission with all information requested in the
application fonn, and any other relevant information the Commission determines is necessary to properly
evaluate an application for registration, which shall include, but not be limited to:

(a) The names and addresses of any controlling person;

(b) The names and addresses of any owner who does not meet the definition of a controlling person.
If the owner is a corporation, then the application must include copies of the corporation's articles
of incorporation and current bylaws, and the names and addresses of its officers and directors;

(c) The names and addresses of the person or persons under whose management· or supervision
the temporary healthcare staffing agency will be operated; and

(d) A policy and procedure that describes how the agency's records will be immediately available to
the Commission upon request.

(6) ln addition to the application form, each agency shall submit an affidavit, executed by a controlling
person, attesting that the agency:

(a) Does not restrict the employment opportunities of its direct care staff in any way inconsistent with
T.C.A. § 68-11-2203, or the rules promulgated by the Commission that apply to the agency;

(b) Ensures that each direct care staff contracted with or employed by the agency meets all licensing,
certification, training, and continuing education standards for the position in which the direct care
staff will be working, in compliance with any federal, state, or local requirements;

(c) Ensures that all direct care staff contracted with or employed by the agency comply with
requirements related to background checks under federal and Tennessee law and regulations, or
that are adopted by any healthcare facility with which the agency contracts;

(d) Maintains workers' compensation coverage as required by Tennessee law for all direct care staff;
and

{e) Is familiar with the laws and regulations governing a temporary healthcare staffing agency and
will maintain compliance with those requirements.

(7) If an agency fails to provide sufficient registration fee(s) or a completed registration application, the
Commission shall reject the application and return the fee{s). An agency may then resubmit an
application.

(8) A registration issued by the Commission to an agency is effective for a period of one (1) year from the
date of its issuance unless the registration is revoked for noncompliance pursuant to these rules.

(9) An agency's registration is valid only for the entity and/or person identified on the registration issued at
the address shown thereon and is not subject to sale, assignment, or other transfer.

{10) If a controlling person changes, the temporary healthcare staffing agency is sold, or management is
transferred, then the registration of the agency is voided and the new controlling person, owner, or
manager may apply for a new registration.

(11) An agency which is a partnership, limited partnership, limited liability company, or corporation that
undergoes any of the following changes, or whose operation is assumed by a new corporation,
partnership, limited partnership, limited liability company, or other entity, whether by one (1) or by more
than one (1) action, shall apply for a new registration:
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(a) With respect to a partnershfp, a change in the majority interest of general partners;

(b) With respect to a limited partnership, a change in the general partner or in the majority interest of
limited partners;

(c) With respect to a limited liability company, a change in any manager or in the majority interest of
members; or

(d) With respect lo a corporation, a change in the persons who own, hold, or have the power to vote
the majority of any class of securilies issued by the corporation.

Authority: T.C.A. § 68-11-2204. 

0720-46-.03 Annual Renewal of Registration 

(1) An agency's registration is valid for one (1) year and shall expire on the annual anniversary of the date
the registration was originally issued.

(2) An agency may renew its registration. An agency's renewal application must be received at least sixty
(60) days prior to the expiration of the current registration.

(3) If an agency fails to renew its registration prior to the dale of its expiration but submits the renewal form
and fee within sixty (60) days thereafter, the agency may renew late by paying, in addition to the renewal
fee, a late penalty of one hundred dollars ($100) per month for each month or fraction of a month that
renewal is late; provided that the late penalty shall not exceed twice the renewal fee.

( 4) An agency must send a copy of its current registration to any member of the general public upon request.

Authority: T.C.A. § 68-11-2204. 

0720-46-.04 Minimum Requirements and Record Retention 

(1) Corporate Documents. An agency shall retain current and legible copies and have immediately available
during the agency's regular operating hours:

(a) The articles and bylaws for the registrant entity;

(b) Copies of records required by the United States Internal Revenue Services lo be prepared by the
agency for each direct care staff employee or independent contractor;

(c) Records documenting the work performed by each direct care staff including date of personnel
referral by the agency and the dates and locations of each personnel placement. Copies of time
records or invoices identifying the services provided are acceptable documentation for this
requirement; and

(d) Evidence of current worker's compensation coverage as required by T.C.A § 50-6-406.

(2) Direct Care Staff Records. An agency shall have immediately available during the agency's regular
operating hours an individual file for each direct care staff. Each indfvidual file shall contain current copies
of the following information:

(a) The person's name and address, Social Security number, and dale of birth;

(b) A copy and verification of the current license or certification, when licensure or certification is
applicable for a particular job;

(c) Documentation to verify each person's employment eligibility in compliance with the immigration
laws of the United States;

(d) Documentation of each personnel's employment history;
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{e) Health and medical records sufficient to document adequate medical screenings have been 
performed of each employee to exclude communicable diseases, and to ensure required 
immunizations have been received; 

{f) Accurate information as to the education, training, experience and personnel background of the 
employee, including documentation that references were verified; 

(g) Documentation that each direct care staff contracted with or employed by the agency meets all
licensing, certification, training, and continuing education standards for the position in which the
direct care staff will be working. Each direct care staff shall comply with any federal, state, or local
requirements;

(h) Documentation the agency has, for any direct care staff assigned by the agency to provide
services ta a healthcare facility, determined that the individual is not currently nor has ever been
included on the U.S. Department of Health and Human Services' Office of Inspector General's
List of Excluded Individuals/Entities (located at https://www.oig.hhs.gov) or the System for Award
Management's Exclusion List (located at https://www.sam.gov);

(i) Documentation the agency has conducted any name and/or registry checks required by federal or
Tennessee law, including, but not limited to, the abuse and sex offender registry checks required
by T.C.A.§ 68-11-271 and T.C.A.§ 68-11-1004; and verified that any individual assigned by the
agency to provide services is not listed on any such registry; and

U) The agency must send copies of direct care staff records required by this rule to any healthcare
facility with which it contracts or refers direct care staff, upon the request of that healthcare
facility.

(3) Healthcare Facility Specific Requirements. If the healthcare facility to which the direct care staff has been
assigned by the agency requires additional requirements or screening of its facility employees, the
agency must perform such screenings of the direct care staff before referral by the agency. The agency
shall maintain evidence that it has completed any such screenings of its direct care staff referred to the
applicable healthcare facility.

(4) Direct Care Staff Agreements. The agency must retain current and legible copies of any written
employment contracts or other agreements entered into between the agency and each direct care staff.
These copies must be immediately available during the agency's regular operating hours.

(a) Any such contract or agreement shall specifically and clearly advise if the direct care staff is an
employee of the agency or is an independent contractor referred by the agency.

(b) If the direct care staff is retained as an independent contractor, the contract or agreement shall
specifically state that the independent contractor is responsible for paying federal income taxes.

(c) Prior to placement in a health care facility, the agency shall provide a document to each direct
care staff, for his or her signature, which states that the individual understands his or her
relationship with the agency, either as an employee or independent contractor. The signed
acknowledgement shall be filed in each direct care staff's file.

(5) Healthcare Facility Agreements. Current and legible copies of contracts, if any, between an agency and a
health care facility setting forth terms and conditions under which the agency will provide specific health
services staff to the facility must be retained by the agency and be immediately available during the
agency's regular operating hours. Such contracts shall state whether the staff provided by the agency are
referred as employees of the agency or as independent contractors.

(6) Record Retention and Availability, Each agency shall retain legible copies of the records and reports
required by this rule for five (5) years. The agency shall make such records and reports immediately
available to the Commission upon request.

(7) Response to Investigations. Each agency shall provide any records in its possession, unless otherwise
privileged, that are pertinent to an investigation conducted by any of the following:
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(a) A representative of adult protective services actively involved in the conduct of an investigation
pursuant to title 71, chapter 6;

(b) The department of health or its representatives, designees, or employees under T.C.A. § 63-1-
117, in the same manner that a healthcare provider must make records available;

(c} The Commission, if related to a violation of these rules or any law or regulation of the board for
licensing healthcare facllities relating to a healthcare facillty with which the agency contracts;

(d) Any law enforcement agency conducting a criminal investigation of the agency, staff, or
contractors, including, but not limited to, the Medicaid Fraud Control Unit; and

(e) Such records must be provided within five (5) business days, unless required to be provided in a
shorter period by court order, law, or regulation.

(8) No Retaliation for Complaints. No agency shall retaliate against or, in any manner, discriminate against
any person because of a complaint made in good faith and without malice to the Commission, the
Tennessee Department of Health (TOH), the Department of Human Services Adult Protective Services,
the long-term care ombudsman, or any government agency. An agency shall neither retaliate, nor
discriminate, because of information lawfully provided to these authorities, because of a person's
cooperation with them, or because a person is subpoenaed to testify at a hearing involving one of these
authorities.

Authority: T.C.A. §§ 68-11-2202 and 68-11-2205. 

0720-46-.05 Prohibited Actions and Business Practices 

A temporary healthcare staffing agency shall not: 

(1) Restrict in any manner the employment opportunities of any direct care staff that is contracted with or
employed by the agency, including, but not limited to, using contract buy-out provisions or contract non­
compete clauses.

(2) Require the payment of liquidated damages, employment fees, or other compensation in any conlracl
with direct care staff or a healthcare facility, if the direct care staff is hired as a permanent employee of
the healthcare facility.

(3) Solicit or recruit the current staff of a healthcare facility, or require, as a condition of employment,
assignment, or referral, that the agency direct care staff recruit new employees for the agency from
among the current employees of the healthcare facility to which the agency direct care staff are
employed, assigned, or referred.

(4) Any of the provisions of a contract between a temporary healthcare staffing agency and either direct care
staff or a healthcare facility that violate T.C.A. § 68-11-2203 are void and unenforceable In a court of law.

(5) Any agency that repeatedly violates the provisions of this rule or that contracts repeatedly in violation of
T.C.A. § 68-11-2203 may be subject to disciplinary action up to and including revocation of registration.

Authority: T.C.A. §§ 68-11-2203 and 2206. 

0720-46-.06 Reporting 

(1) A temporary healthcare staffing agency shall submit biannual reports to the Commission.

(2) Biannual reports required by this rule are considered proprietary information that is confidential and not
subject to public inspection pursuant lo title 10, chapter 7, part 5. However, the Commission shall
annually prepare reports of aggregate data that does not identify any data specific to any temporary
healthcare staffing agency.

(3) Biannual reports must include:
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(a) The name, professional licensure or certification, and assigned healthcare facility for each direct
care staff;

(b) The length of time the direct care staff has been assigned to each healthcare facility and the total
hours worked;

(c) A detailed listing of the average amount charged during each reporting period to a healthcare
facility for each category of direct care staff providing services to the healthcare facfllty. "Average
amount charged" shall mean the average hour1y rates or set pricing charged to a health care
facillty by an agency for each applicable individual direct care staff.

(d) A detailed llsting of the average amount paid during each reporting period to direct care staff for
their services for each category of direct care staff providing services to the healthcare facility.
"Average amount paid" shall mean the average hourly rates or set pricing paid by the agency to
each applicable individual health care personnel;

(e) The agency's certification that each direct care staff contracted to a healthcare facility during the
reporting period had a current, unrestricted license or certification in good standing and met the
training and continuing education standards for the position with the healthcare facility throughout
the entirety of the reporting period; and

(f) The agency's certification that each direct care staff contracled to a healthcare facility had
successfully completed all background and abuse registry checks required by federal and state
law and rule relating to the position and healthcare facility in which the direct care staff was
placed or assigned during the reporting period.

Authority: T.C.A. § 68-11-2205.

0720-46-.07 Disciplinary Procedures 

(1) Upon a finding by the Commission that an agency has violated any prov1s1on of these rules, the
Commission may impose any of the following actions separately or in any combination deemed
appropriate to the offense:

(a) Probation - This is a formal disciplinary action which places an agency on close scrutiny for a
fixed period of time determined by the Commission. This action may be combined with conditions
which must be met before probation will be lifted and/or which restrict the agency's registration
during the probationary period.

(b) Registration Suspension - this is a fom,al disciplinary action which suspends an agency's right to
operate for a fixed period of time. It contemplates the reentry of the agency into operation under
the registration previously issued. When the Commission suspends a registration, the agency
may not operate during the period of suspension.

(c) Revocation for cause. This is the most severe form of disciplinary action which terminates a
registration and removes a registration from the registry. The Commission may allow
reinstatement of a revoked registration upon conditions and after a period of time it deems
appropriate. No petition for reinstatement and no new application for registration from an agency
whose registration was revoked shall be considered prior to the expiration of at least five (5)
years unless otherwise stated in the Commission's revocation order.

(d) Conditions - These Include any action deemed appropriate by the Commission to be required of
an agency disciplined during any period of probation or suspension or as a prerequisite to the
lifting of probation or suspension or the reinstatement of a revoked registration.

(e) Civil penalty-A monetary disciplinary action assessed by the Commission.

(2) Once ordered, probation, suspension, revocation, assessment of a civil penalty, or any other condition of
any type of disciplinary action may not be lifted unless and until the agency petitions the Commission,
after the period of initial probation, suspension, revocation, or other conditioning has run. and all
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conditions placed on the probation, suspension, revocation, have been met, and after any civil penalties 
assessed have been paid. 

(3) Order of Compliance - This procedure is a necessary adjunct to previously issued disciplinary orders and
is available only when a petitioner has completely complied with the provisions of a previously issued
disciplinary order, including an unregistered practice civil penalty order, and wishes or is required to
obtain an order reflecting that compliance.

(a} The Commission will entertain petitions for an Order of Compfiance as a supplement to a
previously issued Order upon strict compliance with the procedures set forth in the following three
(3) circumstances:

1. When the petitioner can prove compliance with all the terms of the previously issued
order and is seeking to have an order issued reflecting that compliance;

2. When the petitioner can prove compliance with all the terms of the previously issued
order and is seeking to have an order issued lifting a previously ordered suspension or
probation; or

3. When the petitioner can prove compliance with all the terms of the previously issued
order and is seeking to have an order issued reinstating a license previously revoked.

(b) Procedures

1. The petitioner shall submit a Petition for Order of Compliance to the Commission's staff
that shall contain all of the following:

(i) A copy of the previously issued order; and

(ii) A statement of which provision of subparagraph (a} the petitioner is relying upon
as a basis for the requested order; and 

(iii) A copy of all documents that prove compliance with all the terms or condllions of
the previously issued order. If proof of compliance requires testimony of an 
individual(s), including that of lhe petitioner, lhe petitioner must submit signed
statements from every individual the petitioner intends to rely upon attesting,
under oath, to the compliance. The Commission and its staff, in their discretion,
may require such signed statements to be notarized. No documentation or
testimony other than that submitted will be considered in making an initial
determination on, or a final order in response to, the petition.

2. The Commission authorizes its staff to make an initial determination on the petition and
take one of the following actions:

(i} Certify compliance and present the petition to the Commission as an uncontested
matter; or

(ii} Deny the petition, after consultation with legal staff, if compliance with all of the 
provisions of the previous order is not proven and notify the petitioner of What 
provisions remain to be fulfilled and/or what proof of compliance was either not 
sufficient or not submitted. 

3. The petitioner may not submit any additional documentation or testimony other than that
contained in its petition as submitted to the Commission and its staff.

4. If the Commission finds that the petitioner has complied with all the terms of the previous
order the Commission shall issue an Order of Compliance.

5. If the petition is denied either initially by the Commission's staff or after review by the
Commission, and the petitioner believes compliance with the order has been sufficiently
proven, the petitioner may, as authorized by law, file a request for a hearing with the
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Commission's staff and a Notice of Hearing will be filed to be heard by an Administrative 
Law Judge sitting alone. 

(c) Form Petition

Petition for Order of Compliance
Temporary Healthcare Staffing Registry

Petitioner's Name:
Petitioner's Mailing Address:

Petitioner's E-Mail Address:
Telephone Number:

Attorney for Petitioner:
Attorney's Mailing Address:
Attorney's E-Mail Address:
Attorney's Telephone Number:

The petitioner respectfully represents, as substantiated by the attached documentation, that all
provisions of the attached disciplinary order have been complied with and Is respectfully
requesting: (circle one)

1. An order issued reflecting that compliance; or

2. An order issued reflecting that compliance and· lifting a previously ordered suspension or
probation; or

Note - You must enclose all documents necessary to prove your request including a copy of the 
original order. If any of the proof you are relying upon to show compliance is the 
testimony of any individual, including yourself, you must enclose signed statements from 
every individual you intend to rely upon attesting, under oath, to the compliance. The 
Commission's staff, in its discretion, may require such signed statements to be notarized. 
No documentation or testimony other than that submitted will be considered in making an 
initial determination on, or a final order in response to, this petition. 

Respectfully submitted the __ day of __ _ ,20_. 

By:-------------­
Name of Individual Signing on behalf of petitioner 

Authority: T.C.A. §§ 68-11-207, 68-11-213, and 68-11-2206. 

0720-46-.08 Penalties 

(1) Civil Penalties

{a) Purpose - The purpose of this rule is to set out a schedule designating the minimum and 
maximum civil penalties which may be assessed. 

(b) Schedule of Civil Penalties

1. A Type A civil penalty may be imposed whenever the Commission finds the person who
is required to be registered by the Commission is guilty of a willful and knowing violation
of the Temporary Healthcare Staffing Registry Act, or regulations promulgated pursuant
thereto, to such an extent that there is, or is likely to be an imminent substantial threat to
the health, safety, and welfare of the public. For purposes of this section, a Type A
penalty shall include, but not be limited to, a person who willfully and knowingly operates
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a staffing registry without registration from the Commission. 

2. A Type B civil penalty may be imposed whenever the Commission finds the person
required to be registered by the Commission is guilty of a violation of the Temporary
Healthcare Staffing Registry Act or regulations promulgated pursuant thereto In such
manner as to impact directly on the care of patients received in a licensed healthcare
facility or the public.

3. A Type C civil penalty may be imposed whenever the Commission finds the person
required to be registered by the Commission is guilty of a violation of the Temporary
Healthcare Staffing Agency Registry or regulations promulgated thereto, which are
neither directly detrimental to clients or the public. nor directly impact their care, but have
only an indirect relationship to client care or the public.

(c) Amount of Civil Penalties

1. Type A civil penalties shall be assessed in the amount of not less than $1000 nor more than
$5,000. 

2. Type B civil penalties may be assessed in the amount of not iess than $500 and not more
than $1000. 

3. Type C civil penalties may be assessed ih the amount of not less than $100 and not more
than $500. 

(d) Procedures for Assessing Civil Penalties

1. The Commission's staff may initiate a civil penalty assessment by filing a Memorandum
of Assessment of Civil Penalty. The Commission's staff shall state in the memorandum
the facts and law upon which it relies in alleging a violation, the proposed amount of the
civil penalty and the basis for such penalty. The Commission's staff may incorporate the
Memorandum of Assessment of Civil Penalty with a Notice of Charges which may be
issued attendant thereto.

2. Civil Penalties may also be initiated and assessed by the Commission during
consideration of any Notice of Charges. In addition, the Commission may, upon good
cause shown, assess a type and amount of civil penalty which was not recommended by
the Commission's staff.

3. In assessing the civil penalties pursuant to these rules the Commission may consider the
following factors:

(i) Whether the amount imposed will be a substantial economic deterrent to the violator;

(ii) The circumstances leading to the violation;

(iii) The severity of the violation and the risk of harm to the public;

(iv) The economic benefits gained by the violator as a result of non-compliance; and

(v) The interest of the public.

4. All proceedings for the assessment of civil penalties shall be governed by the contested
case provisions of T.C.A. Title 4, Chapter 5 and shall be heard by an Administrative Law
Judge sitting alone.

Authority: T.C.A. §§ 68-11-2206 and 68-11-2207. 
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STATE OF TENNESSEE 
HEALTH FACILITIES COMMISSION 

665 MAINSTREAM DRIVE, SECOND FLOOR 
NASHVILLE, TENNESSEE 37243 

TELEPHONE (615) 741-7221 
FAX (615) 741-7051 

Board for Licensing Health Care Facilities 

Policy Memorandum 

PM99 

SUBJECT: Home Medical Equipment Disaster Preparedness Waiver Request of 
Rules 0720-30-.14( I) and 0720-30-.14(2) 

DATE: June 5, 2024 

POLICY: As a result of "Quinn!ee's Law," out-of-state providers are being licensed in 
Tennessee and may not be able to establish and maintain communication with the 
Tennessee Emergency Management Agency (TEMA). Additionally, the out-of­
state provider who is not able to establish communication with TEMA would not 
be able to maintain documentation demonstrating that communication and 
cooperation. Therefore, an out-of-state provider that is not able to establish and 
maintain communication with TEMA may request a waiver of the above cited 
rules. 

The requester must: 
(I) Provide an explanation, in writing, why these requirements cannot be met.
(2) Provide evidence that no Tennessee resident will suffer deleterious effects by

granting this waiver.
(3) Provide any other information requested by the Board/Commission.

This policy will remain in effect until this policy is rescinded by the 
Board/Commission. 

EFFECTIVE: June 5, 2024 

APPROVED: 

.. 

Christopher Wilson, M.D., Chairman 
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��c:_----­

Caroline Tippens, Esq, CHC 
Director, Licensure and Regulation 
Board for Licensing Health Care Facilities 
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HFC 

SUBJECT: 

DATE: 

POLICY: 

EFFECTIVE: 

State of Tennessee 

Health Facilities Commission 

502 Deaderick Street, 9 th Floor, Nashville, TN 37243 
www.tn.gov/hsda Phone: 615-741-2364 

INTERPRETATION AND TEMPORARY WAIVER OF RULES 
RELATED TO HURRICANE HELENE 

October 23, 2024 

# 100 

OCTOBER 23, 2024 

The Commission issues this policy to facilitate the recovery from Hurricane Helene and offer 
regulatory flexibilities for healthcare facilities in the affected counties. 

With this same aim, on September 27, 2024, Tennessee Governor, Bill Lee, issued Executive 
Order No. l 05, which suspends certain statutes and rules. See Exhibit 1. 

On September 28, 2024, President Biden declared a FEMA federal disaster in the counties of 
Cocke, Hawkins, Washington, Carter, Johnson, and Unicoi Counties. See Exhibit 2. 

In a letter dated September 30, 2024, the Centers for Medicare and Medicaid (CMS) Secretary 
Xavier Becerra declared a Public Health Emergency existed in counties included in President 
Biden's FEMA disaster declaration. See Exhibit 3. 

On September 30, 2024, CMS suspended certain regulations (known as 1 I 35 waivers) and issued 
guidance for the following federally certified facility types: hospitals, hospices, end stage renal 
dialysis (ESRD) treatment facilities, home health agencies, and nursing homes. See Exhibit 4. 

In light of the I 135 waivers, the Commission hereby waives its analogous State rules to allow for 
the construction of temporary structures related to the treatment of patients in temporary 
facilities in the affected counties, provided that following criteria are met. The Commission 
interprets these revised building standards to include the provisions in Attachment 5 -
Temporary Structures. 

This policy shall remain in effect until the Commission's October 2025 Commission Meeting or 

�

e,- d

:v� 

the 1135 waivecs, whichever comes first. 4:✓ 

Mr. Rick inn, Chair / n1 Executive Director 
Health Facilities Commission acilities Commission 
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STATE OF TENNESSEE 

EXECUTIVE ORDER 
BY THE GOVERNOR 

No. 105 

RECEIVED

SEP 2 7 2024 

Secret�ry of State
Tre Hargett

AN ORDER TO PROVIDE RELIEF TO VICTIMS OF SEVERE WEATHER AND 
FLOODING IN TENNESSEE 

WHEREAS, on September 26 and 27, 2024, severe weather, including severe rainfall and 
flash flooding, affected significant portions of the State and caused substantial damage and 
destruction, and threatened public safety, and these severe weather conditions continue to affect 
the lives and property of Tennesseans; and 

WHEREAS, many people have suffered significant property damage; and 

WHEREAS, many residents of the affected areas have evacuated their homes or places of 
lodging and are seeking temporary refuge in other locations within the State; and 

WHEREAS, local, state, and federal agencies and other organizations are engaged in relief 
efforts throughout the affected regions; and 

WHEREAS, in response to the severe weather and flooding, Tennessee has requested an 
Emergency Declaration from the President of the United States; and 

WHEREAS, the severe weather impacts, as well as the relief efforts in response thereto, 
are expected to persist for several weeks. 

NOW THEREFORE, I, Bill Lee, Governor of the State of Tennessee, by virtue of the 
power and authority vested in me by the Tennessee Constitution and applicable law including 
Tennessee Code Annotated§ 58-2-107, do hereby declare a major disaster and state of emergency 
exist and direct and order the following, nunc pro tune to 12:01 a.m., Central Time, on eptemb�r 
27, 2024: 
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l. The relevant provisions of Tennessee Code Annotated, Titles 63 and 68, and related
rules are hereby suspended to give the Commissioner of Health the discretion to
allow a health care professional who is licensed in another state, and who would
otherwise be subject to licensing requirements under Title 63 or Title 68, to engage
in the practice of such individual's profession, if such individual is a health care
professional who is assisting victims of the severe weather in Tennessee.

2. The provisions of Tennessee Code Annotated, Section 63-10-207(a) and (c), are
hereby suspended to allow a phannacist to dispense a 30-day supply of a
prescription drug without proper authorization to victims of the severe weather in
Tennessee, subject to all other provisions of Tennessee Code Annotated, Sections
63-10-207 and 63-1-164.

3. Any provision of the Tennessee Code Annotated and related rules that require
Tennessee residency as a condition of eligibility to participate in programs
administered by the Department of Health are hereby suspended to allow otherwise
eligible evacuees from the severe weather to participate in such programs. These
programs include but are not limited to the Special Supplemental Nutrition Program
for Women, Infants and Children (Tenn. Comp. R. & Regs. Chapter 1200-15-2-
.03), Renal Disease Program (Tenn. Comp. R. & Regs. Chapter 1200-11-1-.03),
Hemophilia Program (Tenn. Comp. R. & Regs. Chapter 1200-11-2-.03), Children's
Special Services (Tenn. Comp. R. & Regs. Chapter 1200-11-3-.03), and the Child
Safety Fund (Tenn. Comp. R. & Regs. Chapter 1200-11-4-.04).

4. The relevant provisions of Tennessee Code Annotated, Title 56, and related rules
are hereby suspended to give the Commissioner of Commerce and Insurance the
discretion to direct Tennessee-licensed insurance companies to make reasonable
efforts to assist policyholders who have experienced losses as a result of the severe
weather in Tennessee. Specifically, where a delay in premium payment appears to
be the result of a disruption to the mail delivery system or the policyholder's
displacement due to the severe weather in Tennessee, the Department of Commerce
and Insurance requests that insurers work with policyholders and take those
circumstances into account before cancelling a policy and that insurers suspend
cancellations or non-renewals of policies for non-payment of premiums for a period
of at least sixty (60) days from the effective date of this Order for those
policyholders who have suffered property damage, injuries, or loss of life as a result
of these catastrophic events. The Commissioner of Commerce and Insurance has
the discretion to allow an insurance professional who is licensed in another state
and who would otherwise be subject to licensing requirements under Title 56 to
engage in the practice of such individual's profession, if the individual is assisting
victims of the severe weather in Tennessee.

5. The provisions of Tennessee Code Annotated, Section 55-50-323, and related rules
' are hereby suspended to the extent necessary to give the Commissioner of Safety

and Homeland Security the discretion to waive fees for duplicate driver licenses or 
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photo identification licenses issued to persons affected by the severe weather in 
Tennessee. 

6. The relevant provisions of Tennessee Code Annotated, Title 62, Chapter 6, Part 1,
and related rules are hereby suspended to allow the Board for Licensing Contractors
to temporarily license a person otherwise qualified to be licensed as a contractor
without examination if the person provides sufficient proof, in the discretion of the
Board or the Board's designee, that the issuance of the license is to assist victims
of the severe weather in Tennessee and that the person to be licensed has sufficient
experience and knowledge in the field of contracting in which the license will be
issued to provide for the protection of the health, safety, and welfare of the public.
Any applicable fees shall be prorated. Any such license shall not be eligible for
renewal and shall expire six ( 6) months from the date of issuance.

7. The provisions of Tennessee Code Annotated, Sections 55-6-10l(a)(4) and 55-6-
104(a)( 4), are hereby suspended to waive the fees due to the State and county clerk
for the issuance of a duplicate title to replace a motor vehicle title that is lost or
mutilated, pursuant to Tennessee Code Annotated, Section 55- 3-115, for persons
affected by the severe weather in Tennessee.

8. In accordance with Tem1essee Code Annotated, Section 4 7-18-5103, it is hereby
declared that the severe weather in Tennessee has resulted in an abnormal economic
disruption, and therefore , persons are prohibited from charging any other person a
price for the goods or services I isted in Tennessee Code Annotated, Section 4 7-18-
5103(a)(l ), that is grossly in excess of the price generally charged for the same or
similar goods or services in the usual course of business. Paragraph 9 of this Order
shall remain in effect until 11 :59 p.m., Central Time, on October 11, 2024.

9. The provisions of Tennessee Code Annotated, Section 55-4-401, through
Tennessee Code Annotated, Section 55-4 - 413, Tennessee Code Annotated, Section
55-7-201, through Tem1essee Code Annotated, Section 55-7-209, and Tenn. Comp.
R. & Regs. 1680- 07-01-.01 through Tenn. Comp. R .  & Regs. 1680-07-01-.25 that
set forth maximum weight, height, length, and width limitations are hereby
suspended in the case of vehicles providing relief efforts in response to the severe
weather in Tennessee, subject to the following conditions:

a. A vehicle must be transporting emergency supplies, equipment, or mobile
housing units to the impacted areas.

b. A vehicle shall be permitted only to travel on (I) Interstate Highways; (2)
highways on the National Highway System; and (3) other state -maintained
highways and roads as may be required to respond to the severe weather
emergency, without any restrictions on their time of movement except as
may otherwise be provided in this Order.
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c. A vehicle ma transport a divisible or non-divi ible load up to a maximum
gross vehicle weight of 95 000 pounds and a maximum axle weight of
20 000 pounds, except on any bridge or overpass with a lower posted weight
limit.

d. The outer bridge span of any five-axle truck tractor/semi-trailer
combination shall be no less than fifty-one feet (51 ').

e. The overall dimensions of a vehicle and load shall not exceed:

1. One hundred feet (100') in length;

11. Fourteen feet, four inches (14' 4") in height on the Interstate
Highway System, except on Interstate 55, and thirteen feet, six
inches (13' 6") in height on Interstate 5 5 and any other highway on
the National Highway System; or

111. Fourteen feet, six inches (14' 6") in width.

f. Vehicles that do not exceed ten feet ( 1 O') in width may travel seven (7) days
per week during daylight or nighttime hours without any time restrictions.

g. Vehicles transporting FEMA or other mobile housing units exceeding ten
feet (10') in width, but not exceeding fourteen feet, six inches (14' 6") in
width, may travel seven (7) days per week during daylight or nighttime
hours without any time restrictions except as follows:

1. To promote public safety by avoiding "rush hour" traffic, vehicles
shall not transport any load authorized herein between the hours of
7:00 a.m. to 9:00 a.m. and 4:00 p.m. to 6:00 p.m. (local time)
Monday through Friday in Knox, Hamilton, Davidson, Williamson,
and Shelby Counties.

h. Vehicles are responsible for ensuring that they have proper oversize load
signs, markings, flags, and escorts as required by the Tennessee Department
of Transportation's rules and regulations for overdimensional movements
on Tennessee's roads, except that a contracted FEMA carrier may use a
single escort to escort up to three (3) overdimensional loads.

i. This Executive Order shall serve as a special permit for transporting any
load authorized herein. Transporters shall keep appropriate identification
as designated by FEMA or their state of origin in their vehicle while
transporting any load permitted by this Order and shall reference this Order
as permitting such transports.
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j. Any person, firm, company, corporation, or other entity that undertakes the
movement of any overweight and/or overdimensional article and/or
commodity on the highways of Tennessee shall hold Tennessee and its
officers and employees harmless from any claims for damages resulting
from the exercise of any of the privileges granted under this Order and, to
this end, shall carry liability insurance with an insurer, acceptable to the
Tennessee Department of Transportation's Oversize and Overweight
Permit Office, in the amount of not less than three hundred thousand dollars
($300,000) for each claimant and one million dollars ($1,000,000) per
occurrence. The transporter shall carry the certificate of insurance in the
vehicle at all times.

10. Any request by vehicles carrying appropriate identification designated by FEMA
or their state of origin that are transporting emergency supplies, equipment, or
mobile housing units in response to the severe weather in Tennessee for a special
permit to transport loads in excess of the foregoing weight, height, length, and
width limits or other restrictions shall be given expedited consideration and may be
approved within the discretion of the Tennessee Department of Transportation's
Oversize and Overweight Permit Office. The Commissioner of Transportation
shall have the authority to waive any otherwise applicable permit fees related to
such a request.

11. In accordance with 49 C.F.R. § 390.23 as adopted by Tenn. Comp. R. & Regs.
1340-06-01-.08, there is hereby provided a temporary exception from the federal
rules and regulations in 49 C.F.R. Part 395 limiting the hours of service for the
operator of a commercial motor vehicle providing supplies, equipment, personnel,
and other provisions to assist persons affected by the severe weather in Tennessee,
subject to the following conditions:

a. Nothing in this Order shall be construed as an exemption from the
Commercial Driver's License requirements in 49 C.F.R. § 383, the financial
requirements in 49 C.F.R. § 387, or applicable federal size and weight
limitations.

b. No motor carrier operating under the terms of this Order shall require or
allow an ill or fatigued driver to operate a motor vehicle. A driver who
notifies a motor carrier that he or she needs immediate rest shall be given at
least ten (10) consecutive hours off-duty before the driver is required to
return to service.

12. The provisions of Tennessee Code Annotated, Section 62-35-115, and related rules
are hereby suspended to the extent that they would otherwise apply to non-resident
security guards or security officers properly registered or licensed in another
jurisdiction providing suppo11 to the areas affected by the severe weather in
Tennessee; provided, that the following conditions are met:
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a. Such non-resident registered or licensed security guards or security officers
are employed only within the areas affected by the severe weather in
Tennessee; and

b. The employers of the non-resident licensed security guards or security
officers provide to the Commissioner of Commerce and Insurance a list of
the names, addresses, and social security numbers of all non-resident
licensed security guards or security officers utilized under the tem1s of this
Order.

13. The relevant provisions of Tennessee Code Annotated, Sections 62-6-102( 4)(A)(i),
62-6-103(a)( 1 ), and 62-6-502, and related rules are hereby suspended in the case of
persons engaging solely in storm damage cleanup resulting from the severe weather
in Tennessee, provided that the person has sufficient experience and knowledge in
the field to provide for the protection of the health, safety, and welfare of the public.

14. The provisions of Tennessee Code Annotated, Sections 62-13-104(b)(l)(C), 62-13-
103(a), and 62-13-301, are hereby uspeoded only to the ex lent necessary lo pem1it
vacation lodging services licen ed pursuant to Tennes ee Code Annotated, ection
62-13-104(b ), to engage in the business of providing the services of management,
marketing, booking and rental of residential units owned by others as sleeping
accommodations furnished for pay to persons pro iding relief services to persons
affected by the severe weather or who are victims of the severe weather periods
longer than fourteen (14) days without the requirement that such vacation lodging
services hold any other license with the Tennessee Real Estate Commission, be
under the supervision of a licensed real estate broker, or hold a real estate firm
license; provided, that sufficient proof of the status of each person providing relief
services or who is a victim is maintained by the vacation lodging service and made
available to the Tennessee Real Estate Commission upon request. All other
provisions applicable to vacation lodging services, real estate firms, and real estate
brokers remain in effect.

l 5. All state agencies are encouraged to work with persons adversely affected by a 
disruption to the mail delivery system or displacement due to the severe weather in 
Tennessee and to take those circumstances into account with respect to giving 
notice and providing state services. 

Any law, order, rnle, or regulation that would otherwise limit the enforceability of this 
Order is hereby suspended, pursuant to Tennessee Code Annotated, Section 58-2-107. 

This Order shall remain in effect until 11 :59 p.m., Central Time, on J ·ovember 10, 2024, 
at which time the suspension of any state laws and rules shall cease and be of no further force and 
effect. 
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IN WITNESS WHEREOF, I have subscribed my signature and caused the Great Seal of the State 
of Tennessee to be affixed this 27th day of September, 2024. 

GOVERNOR 
ATTEST: 

1; 
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President Joseph R. Biden, Jr. Approves 

Emergency Declaration for Tennessee 
Release Date: September 28, 2024 

WASHINGTON -- FEMA announced today that federal disaster assistance is 
available to the state of Tennessee to supplement response efforts due to 

emergency conditions resulting from Tropical Storm Helene beginning Sept. 26 
and continuing. 

The President's action authorizes FEMA to coordinate all disaster relief efforts to 
alleviate the hardship and suffering caused by the emergency on the local 
population and to provide appropriate assistance to save lives, to protect property, 
public health and safety and to lessen or avert the threat of a catastrophe. 

Federal funding is available to state and eligible local governments and certain 

private nonprofit organizations on a cost-sharing basis for emergency protective 
measures limited to direct federal assistance and reimbursement for mass care 
including evacuation and shelter support for Cocke, Hawkins and Washington 
counties. 

Federal funding is available for emergency protective measures including direct 
federal assistance for Carter, Johnson and Unicoi counties. 

Darryl L. Dragoo has been named the Federal Coordinating Officer for federal 
recovery operations in the affected area.? 

Page printed at fema.gov/press-release/20240928/president-joseph-r-biden-jr-approves­

emergency-declaration-tennessee 
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THE SECRET ARY OF HEAL TH AND HUMAN SERVICES 

WASHINGTON, D.C. 20201 

DET RMfNATION THAT A PUBLIC HEALTH EMERGENCY EXISTS 

As a result of the consequences of Hurricane Helene on the States of South Carolina and 
Tennessee, on this date and after consultation with public health officials as necessary, I, Xavier 
Becerra, Secretary of Health and Human Services, pursuant to the authority vested in me under 
section 319 of the Public Health Service Act, do hereby determine that a public health 
emergency exists and has existed since September 25, 2024, in the State of South Carolina and 
since September 26, 2024, in the State of Tennessee. 

September 30, 2024 
Date 
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2024 Hurricane Helene Available Waivers for Affected 

Counties in the States of South Carolina and Tennessee 

Health Care Providers 

CMS is empowered to take proactive steps to help providers through waivers issued pursuant 

to section 1135 of the Social Security Act (the Act). In addition, the statute provides for 

discretionary SNF coverage authority under section 1812(f) of the Act, and extended coverage 

until December 2024 for certain telehealth services. The following blanket waivers and other 

flexibilities are in effect through the end of the Hurricane Helene public health emergency 

declaration of the State of South Carolina signed 09/30/2024, retroactively from 09/25/24, and 

the State of Tennessee signed 09/30/2024, retroactively from 09/26/2024 for the geographic 

area covered by the President's declaration in both states or when no longer needed. Despite 

the availability of blanket waivers, suppliers and providers should strive to return to their 

normal practice as soon as possible. 

Blanket waivers DO NOT need to be submitted via the CMS 1135 Waiver Portal 

(https://cmsgualitysupport.servicenowservices.com/cms 1135) or via notification to the 

CMS Survey & Operations Group and are applied automatically by surveyors. 

Hospitals, Psychiatric Hospitals, and Critical Access Hospitals (CAHs), including Cancer 

Centers and Long-Term Care Hospitals (LTCHs) 

• Emergency Medical Treatment & Labor Act (EMTALA). CMS is waiving the enforcement of

section 1867(a) of the Act to allow hospitals, psychiatric hospitals, and critical access

hospitals (CAHs) to screen patients at a location offsite from the hospital's campus, so long

as it is not inconsistent with a state's emergency preparedness plan or pandemic plan.

• Medical Staff. CMS is waiving requirements under 42 CFR §482.22(a)(l)-(4) to allow for

physicians whose privileges will expire to continue practicing at the hospital and for new

physicians to be able to practice before full medical staff /governing body review and

approval to address workforce concerns. CMS is waiving §482.22(a)(l)-(4) regarding details

of the credentialing and privileging process.

• Physical Environment. CMS is waiving certain physical environment requirements under

the hospital, psychiatric hospital, and critical access hospital conditions of participation at

42 CFR §482.41 and 42 CFR §485.623 to allow increased flexibilities for surge capacity. CMS

will permit facility and non-facility space that is not normally used for patient care to be

utilized for patient care, provided the location is approved by the state (ensuring that safety
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and comfort for patients and staff are sufficiently addressed) and is consistent with the 

state's emergency preparedness or pandemic plan. States are still subject to obligations 

under the integration mandate of the Americans with Disabilities Act, to avoid subjecting 

persons with disabilities to unjustified institutionalization or segregation 1.

• Telemedicine. CMS is waiving the provisions related to telemedicine at 42 CFR §482.12(a)

(8)- (9) for hospitals and §485.616(c) for CAHs, making it easier for telemedicine services to

be furnished to the hospital's patients through an agreement with an off-site hospital. This

allows for increased access to necessary care for hospital and CAH patients, including access

to specialty care.

• CAH Staff Licensure. CMS is deferring staff licensure, certification, or registration to state

law by waiving 42 CFR §485.608(d) regarding the requirement that staff of the CAH be

licensed, certified, or registered in accordance with applicable federal, state, and local laws

and regulations.

Temporary Expansion Locations. CMS is waiving certain physical environment requirements 

under 42 CFR §482.41 and §485.623 (as noted elsewhere in this waiver document) and the 

provider-based department location requirements at §413.65(e)(3) to allow hospitals to 

establish and operate as part of the hospital any location meeting those conditions of 

participation for hospitals, including any existing provider-based departments of the hospital. 

This extends to any entity operating as a hospital so long as the relevant location meets the 

conditions of participation and other requirements not waived by CMS. 

Expanded Ability for Hospitals to Offer Long-term Care Services ("Swing-Beds") for Patients 

Who do not Require Acute Care but do Meet the Skilled Nursing Facility (SNF) Level of Care 

Criteria as Set Forth at 42 CFR 409.31. Under section 113S(b)(1) of the Act, CMS is waiving the 

eligibility requirements at 42 CFR 482.58(a)(1)-(4), "Special Requirements for hospital providers 

of long-term care services ('swing-beds')" to allow hospitals to establish SNF swing beds 

payable under the SNF prospective payment system (PPS) to provide additional options for 

hospitals with patients who no longer require acute care but are unable to find placement in a 

SNF. 

:_Please note that consistent with the integration mandate of Title II of the ADA and the Olmstead vs LC decision, States are 

obligated to offer/provide discharge planning and/or case management/ transition services, as appropriate, to individuals who 

are removed from their Medicaid home and community based services under these authorities during the course of the public 

health emergency as well as to individuals with disabilities who may require these services in order to avoid unjustified 

institutionalization or segregation. Transition services/ case management and/or discharge planning would be provided to 

facilitate these individuals in their return to the community when their condition and public health circumstances permit. 
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In order to qualify for this waiver, hospitals must: 

o Not use SNF swing beds for acute level care.

o Comply with all other hospital conditions of participation and those SNF provisions

set out at 42 CFR 482.58(b) to the extent not waived.

o Be consistent with the state's emergency preparedness or pandemic plan.

• CAH Status and Location. CMS is waiving the requirement at 42 CFR §485.610(b) that the

CAH be located in a rural area or an area being treated as being rural, allowing the CAH

flexibility in the establishment of temporary surge site locations. CMS is also waiving the

requirement at §485.610(e) regarding the CAH's off-campus and co-location

requirements, allowing the CAH flexibility in establishing temporary off-site locations. In

an effort to facilitate the establishment of CAHs without walls, these waivers will also

suspend restrictions on CAHs regarding their location relative to other hospitals and CAHs

consistent with a state's emergency preparedness or pandemic plan.

• CAH Length of Stay. CMS is waiving the requirements that CAHs limit the number of beds to

25, and that the length of stay be limited to 96 hours (per patient, on an annual average

basis) under the Medicare conditions of participation for number of beds and length of stay

at 42 CFR § 485.620.

Housing Acute Care Patients in the Inpatient Rehabilitation Facility (IRF) Excluded Distinct 

Part Units 

Flexibility for Inpatient Rehabilitation Facilities Regarding the "60 Percent Rule" 
• CMS is allowing IRFs to exclude patients from the freestanding hospital's or excluded

distinct part unit's inpatient population for purposes of calculating the applicable thresholds

associated with the requirements to receive payment as an IRF (commonly referred to as

the "60 percent rule") if an IRF admits a patient solely to respond to the emergency and the

patient's medical record properly identifies the patient as such. In addition, during the

applicable waiver time period, we would also apply the exception to facilities not yet

classified as IRFs, but that are attempting to obtain classification as an IRF.

Housing Acute Care Patients in the Inpatient Psychiatric Facility {IPF) Excluded Distinct Part 

Units 

Housing Acute Care Patients In Excluded Distinct Part Units 

• CMS is allowing acute care hospitals to house acute care inpatients in excluded distinct part

units, where the distinct part unit's beds are appropriate for acute care inpatient. The

Inpatient Prospective Payment System (IPPS) hospital should bill for the care and annotate
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the patient's medical record to indicate the patient is an acute care inpatient being housed 

in the excluded unit because of capacity issues related to the disaster or emergency. 

Long-Term Care Facilities and Skilled Nursing Facilities (SNFs} and/or Nursing Facilities 

(NFs) 

• Reporting Minimum Data Set (MOS). CMS is modifying the requirements at 42 CFR

§483.20(b)(2) to provide relief to SNFs on the timeframes in which they must conduct a

comprehensive assessment and collect MDS data. CMS is not waiving the requirements for

facilities to conduct the assessment and collect MDS data at 42 CFR 483.20(b)(l).

• Waive Pre-Admission Screening and Annual Resident Review (PASARR). CMS is waiving 42

CFR § 483.20(k), allowing nursing homes to admit new residents who have not received

Level 1 or Level 2 Preadmission Screening. Level 1 assessments may be performed

postadmission. On or before the 30th day of admission, new patients admitted to nursing

homes with a mental illness (Ml) or intellectual disability (ID) should be referred promptly

by the nursing home to State PASARR program for Level 2 Resident Review.

Supporting Care for Patients in Long-Term Care Acute Hospitals (LTCHs) 

• CMS has determined it is appropriate to issue a blanket waiver to long-term care hospitals

(LTCHs) where an LTCH admits or discharges patients in order to meet the demands of the

emergency from the 25-day average length of stay requirement at§ 412.23(e)(2), which

allows these hospitals to participate in the LTCH PPS.

Skilled Nursing Facilities (SNFs) 

• 3-Day Prior Hospitalization. Using the authority under Section 1812(f) of the Act, CMS may

cover SNF stays without a 3-day prior inpatient hospitalization. In addition, for certain

beneficiaries who recently exhausted their SNF benefits, it authorizes a one-time renewal of

SNF coverage without first having to start a new benefit period (this portion of the waiver

will apply only for those beneficiaries who have been delayed or prevented by the

emergency itself from commencing or completing the process of ending their current

benefit period and renewing their SNF benefits that would have occurred under normal

circumstances).

• Physician Visits in Skilled Nursing Facilities/Nursing Facilities. CMS is waiving the

requirement in 42 CFR 483.30 for physicians and non-physician practitioners to perform in­

person visits for nursing home residents and allow visits to be conducted, as appropriate,

via telehealth options.
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• Physical Environment. CMS is waiving requirements under 42 CFR 483.90 to temporarily

allow for rooms in a long-term care facility not normally used as a resident's room, to be

used to accommodate beds and residents for resident care in emergencies and situations

needed to help with surge capacity. Rooms that may be used for this purpose include

activity rooms, meeting/conference rooms, dining rooms, or other rooms, as long as

residents can be kept safe, comfortable, and other applicable requirements for

participation are met. This can be done so long as it is not inconsistent with a state's

emergency preparedness or pandemic plan, or as directed by the local or state health

department.

Hospice 

• Comprehensive Assessments. CMS is modifying certain requirements at 42 CFR §418.54

related to updating comprehensive assessments of patients. This modifies the timeframes

for updates to the comprehensive assessment found at §418.54(d). Hospices must continue

to complete other required assessments (i.e., initial and ad-hoc assessments based on a

change in the patient's condition); however, the timeframes for updating the

comprehensive assessment may be extended from 15 to 21 days.

Home Health Agencies (HHAs) 

• Reporting. CMS is providing relief to HHAs on the timeframes related to OASIS Transmission

through the following actions below:

o Extending the 5-day completion requirement for the comprehensive assessment

to 30 days.

o Modifying the 30-day OASIS submission requirement. Delayed submission is

permitted during the PHE.

• Initial Assessments. CMS is waiving the requirements at 42 CFR §484.SS(a) to allow HHAs

to perform Medicare-covered initial assessments and determine patients' homebound

status remotely or by record review. This will allow patients to be cared for in the best

environment for them while reducing the impact on acute care and long- term care

facilities. This will allow for maximizing coverage by already scarce physician, and advanced

practice clinicians, and allow those clinicians to focus on caring for patients with the

greatest acuity.

Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/11D) 

• Staffing Flexibilities. CMS is waiving the requirements at 42 CFR §483.430(c)(4), which

requires the facility to provide sufficient Direct Support Staff (DSS) so that Direct Care Staff
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(DCS) are not required to perform support services that interfere with direct client care. 

DSS performs activities such as cleaning of the facility, cooking, and laundry services. DSC 

performs activities such as teaching clients appropriate hygiene, budgeting, or effective 

communication and socialization skills. During the time of this waiver, DCS may be needed 

to conduct some of the activities normally performed by the DSS. This will allow facilities to 

adjust staffing patterns while maintaining the minimum staffing ratios required at 

§483.430{d)(3).

• Physical Environment. CMS is waiving certain physical environment requirements under

the ICF/IID conditions of participation at 42 CFR §483.470 to allow increased flexibilities for

surge capacity. CMS will permit facility and non-facility space that is not normally used for

patient care to be utilized for patient care, provided the location is approved by the state

(ensuring that safety and comfort for patients and staff are sufficiently addressed) and is

consistent with the state's emergency preparedness or pandemic plan. States are still

subject to obligations under the integration mandate of the Americans with Disabilities Act,

to avoid subjecting persons with disabilities to unjustified institutionalization or

segregation 2 

Durable Medical Equipment, Prosthetics, Orthotics and Supplies (DMEPOS) 

• When DMEPOS is lost, destroyed, irreparably damaged, or otherwise rendered unusable,

CMS is allowing DME Medicare Administrative Contractors (MACs) to have the flexibility to

waive replacements requirements such that the face-to-face requirement, a new

physician's order, and new medical necessity documentation are not required. Suppliers

must still include a narrative description on the claim explaining the reason why the

equipment must be replaced and are reminded to maintain documentation indicating that

the DMEPOS was lost, destroyed, irreparably damaged, or otherwise rendered unusable or

unavailable as a result of the emergency.

This also allows CMS to temporarily extend the 10-business day deadline to provide 

notification of any subcontracting arrangements. During the temporary extension period, 

affected contract suppliers will have 30 business days to provide notice to the Competitive 

Bidding Implementation Contractor of any subcontracting arrangements. CMS will notify 

DMEPOS Competitive Bidding contract suppliers via e-mail when this temporary extension 

2 Please note that consistent with the integration mandate of Title II of the ADA and the Olmstead vs LC decision, States are

obligated to offer/ provide discharge planning and/or case management/ transition services, as appropriate, to individuals who 

are removed from their Medicaid home and community based services under these authorities during the course of the public 

health emergency as well as to individuals with disabilities who may require these services in order to avoid unjustified 

institutionalization or segregation. Transition services/ case management and/or discharge planning would be provided to 

facilitate these individuals in their return to the community when their condition and public health circumstances permit. 
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expires. All other competitive bidding program requirements remain in force. Note: CMS 

will provide notice of any changes to reporting timeframes for future events. 

Replacement Prescription Fills 

• Medicare payment may be permitted for replacement prescription fills (for a quantity up to

the amount originally dispensed) of covered Part B drugs in circumstances where dispensed

medication has been lost or otherwise rendered unusable by damage due to the disaster or

emergency.

Practitioner Locations 

• CMS is temporarily waiving requirements that out-of-state practitioners be licensed in the

state where they are providing services when they are licensed in another state. CMS will

waive the physician or non-physician practitioner licensing requirements when the

following four conditions are met: 1) must be enrolled as such in the Medicare program; 2)

must possess a valid license to practice in the state, which relates to his or her Medicare

enrollment; 3) is furnishing services - whether in person or via telehealth - in a state in

which the emergency is occurring in order to contribute to relief efforts in his or her

professional capacity; and, 4) is not affirmatively excluded from practice in the state or any

other state that is part of the 1135 emergency area.

In addition to the statutory limitations that apply to 1135-based licensure waivers, an 1135

waiver, when granted by CMS, does not have the effect of waiving state or local licensure

requirements or any requirement specified by the state or a local government as a

condition for waiving its licensure requirements. Those requirements would continue to

apply unless waived by the state. Therefore, in order for the physician or non-physician

practitioner to avail him- or herself of the 1135 waiver under the conditions described

above, the state also would have to waive its licensure requirements, either individually or

categorically, for the type of practice for which the physician or non-physician practitioner

is licensed in his or her home state.

Provider Enrollment 

• Waive the following screening requirements:

o Application Fee - (to the extent applicable).

-Criminal background checks associated with fingerprint-based criminal

background checks (FCBC) (to the extent applicable) - 42 CFR §424.518.

-Site visits (to the extent applicable) - 42 CFR §424.517.
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• Allow licensed providers to render services outside of their state of enrollment.

CMS-13 Requirements (allowing rehab hospitals the ability to treat medical/surgical patients 

and receive an exemption from the requirements of CMS13 which requires that 60 percent of 

the patients treated at a facility paid under the rehab prospective payment system be treated 

for one of 13 specified conditions) 
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TEMPORARY STRUCTURES 

Fire Department Access 
1. Fire department access roads must maintain a width of at least 20 feet wide and a vertical clearance that is

unobstructed for a height that is at least 13'-6", for the whole distance of the access road. [NFPA 1: 18.2.3.5.1.1
& 18.2.3.5.1.2]

Tents 
1. Tents shall be erected and located in accordance with NFPA IO 1: Section 11.11.

2. All tent fabric shall meet the flame propagation performance criteria contained in Test Method 2 ofNFPA 701
[NFPA 101: 11.11.2. l].

3. All required means of egress routes must be constantly maintained throughout from any point of origin within any
tent, to include the exit discharge to the public way. [NFPA 101: 20.2.5, 38.2.5, 7.5.1.1, 7.1.10.1]

4. Means of egress shall be illuminated and provided with emergency lighting in compliance with NFPA l 0 I: 20.2. 9

5. A minimum spacing of not less than 10 feet must be provided between adjacent tents and/or buildings. [NFPA 101:
11.11.3.2 & l 1.11.3.5]

6. Tents shall be cleared of all flammable or combustible material or vegetation that is not used for necessary support
equipment. [NFPA 101: 11.11.4.1]

7. Only listed and labeled fuel fired heating devices and/or electric heating devices shall be used. [NFPA 101:
11.11.6.1.1 & 11.11.6.2. 1]

8. Heaters shall be connected to electricity by an electric cable that is suitable for outside use and is of sufficient use
and is of sufficient size to handle the electrical load. [NFPA 101: 11.11.6.2.3]

9. A 2Al0BC Portable fire extinguishing equipment shall be furnished, maintained, and placed not more than 75 feet
travel distance travel distance to reach an extinguisher at any one point within a tent. [NFPA IO 1: 11.11.5 & NFPA
IO] If a fuel fired heater is used, a 2A 1 0BC fire extinguisher must be located not exceeding a 50 Ft. travel distance
to reach an extinguisher at any one point within a tent. [NFPA IO 1: 11.11.6.1.2]

I 0. The maximum number of people allowed to occupy a room, space, or building (Occupant Load). Occupant load for 
exterior outside tents used for triage must not be less than 100 Ft2 per person. [NFPA 101: Table 7.3.1.2] 

11. Occupant load for exterior outside tents used to render services to patients for a time duration equaling or exceeding
24 hours.

Healthcare Use Ft2 per person 

Inpatient treatment departments 240 
Sleeping Departments 120 

12. Smoking shall be prohibited within and in the near vicinity of any tent that is erected and have plainly visible signs
posted that read as follows: "NO SMOKING". [NFPA 101: 11.11.4.2.1 & 11.11.4.2.2]

13. Staff shall have the means to contacting first responders (fire department, police department) in the event of a
disaster. [NFPA 101: 21.7.2.2]

14. Nonflammable medical gas associated with patient care shall not exceed a quantity of 12, size E cylinders (300 Cu.
Ft.) and the floor area shall not exceed 22,500 Ft2 . The container shall be properly secured, such as a rack to
prevent them from tipping over or being damaged. In this case the medical gas is considered an "operational
supply" and not storage. Storage of medical gas cylinders or containers shall be stored outside the tent. [NFPA 99:
11.3]
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TEMPORARY STRUCTURES 

Mobile Units (Trailer) 
1. The maximum number of people allowed to occupy a room, space, or building (Occupant Load). Occupant load for

any mobile unit used for triage must not be less than 150 Ft2 per person. [NFPA 101: Table 7.3.1.2]

2. Mobile units shall be located not less than 10 feet from any building and/or tent, in compliance with [NFPA 101:
4.6.1.2]

3. Means of egress shall be illuminated and provided with emergency lighting in compliance with NFPA 101: 20.2.9.

4. All required means of egress routes must be constantly maintained throughout from any point of origin within the
mobile unit, to include the exit discharge to the public way. [NFPA 101: 20.2.5, 38.2.5, 7.5.1.1, 7.1.10.1]

5. A 2A 1 0BC Portable fire extinguishing equipment shall be furnished, maintained, and placed not more than 75 feet
travel distance travel distance to reach an extinguisher at any one point within a mobile unit. [NFPA 101: 11.11.5 &
NFPA 10]

6. Nonflammable medical gas associated with patient care shall not exceed a quantity of 12, size E cylinders (300 Cu.
Ft.) and the floor area shall not exceed 22,500 Ft2• The container shall be properly secured, such as a rack to
prevent them from tipping over or being damaged. In this case the medical gas is considered an "operational
supply" and not storage. Storage of medical gas cylinders or containers shall be stored outside the mobile unit.
[NFPA 99: 11.3]

7. Staff shall have the means to contacting first responders (fire department, police department) in the event of a
disaster. [NFPA 101: 21.7.2.2]

Hospital Facilities 
Means of Egress 

1. All required means of egress routes must be constantly maintained throughout from any point of origin within the
facility,to include the exit discharge to the publicway. [NFPA 101: 19.2.5.1, 19.2.1, 1, 7.5.1.1, 7.1.10.1]

2. Corridor widths must not be reduced to less than a minimum clear width of 8 feet (96 inches). [NFPA 101: 18.2.3.4

Occupant Load 
1. The maximum number of people allowed to occupy a room, space, or building (Occupant Load). Occupant load

shall be in accordance with NFPA 101: Table 7.3.1.2
Healthcare Use Ft2 per person 

Inpatient treatment departments 240 
Sleeping Departments 120 
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FOR IMMEDIATE RELEASE 

October 9, 2024 

CONTACT: Elizabeth Lane Johnson 
Elizabeth.L.Johnson@tn.gov 

Federal Disaster Declaration Granted to Additional Tennessee Counties 
Recovering From Flooding 

NASHVILLE, Tenn. - Today, Tennessee Gov. Bill Lee announced three more counties have been approved for 
FEMA's Public Assistance program. The program is now available to eligible jurisdictions and certain private, 
non-profit organizations in a total of 12 counties following significant flooding from Hurricane Helene that 
impacted Northeast Tennessee on September 26. 

"State and local officials, first responders, and volunteers continue to provide critical support to impacted 
Tennessee communities following significant flood damage," said Gov. Lee. "As Tennesseans continue the 
rebuilding process, I thank our federal partners for granting resources to further our severe weather response 
and recovery in Northeast Tennessee." 

The three additional counties named in the amendment of the Major Disaster Declaration to receive Public 
Assistance, including direct federal assistance, are Claiborne, Grainger, and Sullivan counties. 

Jefferson County, who has already been designated for debris removal and emergency protective measures 
(Category A and B), including direct federal assistance, has been approved to receive permanent work 
assistance (Categories C-G). Carter, Cocke, Greene, Hamblen, Hawkins, Johnson, Unicoi, and 
Washington counties have also received permanent work assistance (Categories C-G). This is in addition to 
the Individual Assistance and Categories A and B Public Assistance, including direct federal assistance, these 
counties have already been designated to receive. 

"Our top priority remains supporting the recovery of our communities in a way that places survivors at the heart 
of every decision we make," said TEMA Director, Patrick C. Sheehan. "The amendment to the Major Disaster 
Declaration, expanding to include the permanent categories of Public Assistance, ensures our communities have 
the resources they need to rebuild. We will continue working hand-in-hand with federal, state, and local partners 
to deliver aid efficiently and effectively to survivors." 

A Major Disaster Declaration was approved on October 2, 2024. This amendment will make federal disaster 
relief available in the declared counties. To learn more about FEMA's Public Assistance program, visit their 
website. 

Additionally, Individual Assistance registration remains open for survivors in Carter, Cocke, Greene, Hamblen, 
Hawkins, Johnson, Unicoi, and Washington counties. Individuals can apply: 

• Online anytime at www.disasterassistance.gov
• By phone at 1-800-621-3362 between 7 a.m. and 11 p.m. ET. Multilingual operators are
available.
• With FEMA at the Multi-Agency Resource Centers located at:

o Elizabethton: 1749 Hwy 19E, Elizabethton, TN 37643
o Jonesborough: 306 Forest Dr., Jonesborough, TN 37659
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Tennessee experienced severe flooding from Hurricane Helene. This weather event has claimed seventeen lives 
and left significant damage across Northeast Tennessee. 

Resources and updates for survivors can be found on the Tennessee Emergency Management Agency's 
dedicated Helene webpage. 

### 
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ST ATE OF TENNESSEE 
HEALTH FACILITIES COMMISSION 

665 MAINSTREAM DRIVE, SECOND FLOOR 

NASHVILLE, TENNESSEE 37243 
TELEPHONE (615) 741-7221 

FAX (615) 741-7051 

Policy Memorandum 

SUBJECT: CHOW Requirement for Limited Liability Company (LLC) 

DA TE: February 26, 2025 

POLICY: This policy shall supplement Policy 93. 

PM 101 

For all facility types, the following addition shall be made for the Change of 
Ownership sections. 

Transactions which do not constitute a change of ownership include, but are not 
limited to, the following: 

For a member-managed or manager-managed Limited Liability Company 
(LLC), an equity transfer or sale, even when a controlling interest. 

EFFECTIVE: February 26, 2025 

APPROVED: 

ecutive Director 

Health Facilities Commission 
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State of Tennessee 
Health Facilities Commission 
502 Deaderick Street, 9th Floor, Nashville, TN  37243 
www.tn.gov/hsda          Phone: 615-741-2364        

POLICY MEMORANDUM PM 103 

SUBJECT: Waiver of Admissions Regulations from Sister Facilities 

DATE:  April 23, 2025 

This policy allows an assisted care living facility to request a waiver of admissions agreements 
for residents transferred within the same facility chain, both in-state and out-of-state, and 
admitted into Tennessee due to a disaster. Division of Licensure and Regulation staff may 
approve such a waiver of admissions agreements and exceeding bed capacity for a period of not 
to exceed sixty (60) days, if the following information is provided at the time of the waiver 
request: 

• Provide the number of residents who shall be transferred into the facility from a sister facility
from in or out-of-state;

• Provide the reason for the increase in bed capacity (e.g. flood, fire, hurricane, natural disaster,
etc.);

• Provide an attestation that required staffing levels can be met;
• Provide an attestation indicating that staff have access to medical records (either in written or

electronic form) and medication administration records from the transferring facility;
• Provide the length of stay expected;
• Provide an attestation that the staffing levels can be maintained if the length of stay is exceeded;
• Provide a description of the location and area where residents will reside; and
• Be willing to undergo a health and life safety inspection of the area being used for temporary

stay, if staff deem such inspection is necessary.

In accordance with this Policy, Division of Licensure and Regulation staff may:  
1. Ask for additional information;
2. Approve the waiver;
3. Condition the waiver with additional requirements necessary to protect the health, safety,

and welfare of the patients; or
4. Deny the waiver and request appearance before the Commission at the next regularly

scheduled Commission meeting.

If the waiver is administratively approved, Division of Licensure & Regulation staff shall notify 
the Commission of the approval at the next regularly scheduled Commission meeting.  

This policy shall remain in effect until the Commission rescinds this policy. 

Effective: April 23, 2025 

APPROVED: 

Logan Grant, Executive Director 
Health Facilities Commission  
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STATE OF TENNESSEE 
HEALTH FACILITIES COMMISSION 

502 Deadrick Street, Ninth Floor 
NASHVILLE, TENNESSEE 37243 

TELEPHONE (615) 741-2364 
            FAX (615) 741-7051      
           PM 104 

Health Facilities Commission  
 

Policy Memorandum 
 

SUBJECT:       End Stage Renal Dialysis Clinic Administrator Serving Multiple Locations 
 
DATE:              September 24, 2025      
 
POLICY:         This policy grants the staff of the Division of Licensure and Regulation the administrative 
authority to approve an application by an End Stage Renal Disease (ESRD) facility to appoint an 
administrator to serve multiple ESRD facilities, not to exceed a total number of five (5) facilities.  In 
evaluating such applications, the staff may consider the following criteria: 
 

• The facilities proposed to be supervised by the administrator each employ a full-time nurse 
manager consistent with Tenn. Comp. R. & Regs. Rule 0720-33.01(47); 

 
• The appointment to multiple facilities does not impede the administrator’s ability to 

maintain responsibility for the implementation of policies adopted by the governing body 
as required by Tenn. Comp. R. & Regs. Rule 0720-33.04(1)(d); 

 
• The administrator maintains oversight of the facility-wide performance improvement 

program and training programs, and responsibility for implementation of corrective action 
plans consistent with Tenn. Comp. R. & Regs. Rule 0720-33.04(8)(d); and 

 
• The facilities are in reasonable geographic proximity. 

 
Upon satisfactory demonstration that a single administrator serving multiple ESRD facilities will not 
negatively impact the health, safety, and welfare of patients, the administrative approval shall be placed 
on the Commission’s consent calendar for ratification.   
 
If the Division staff determine that the application should not be approved, the applicant is permitted to 
submit the request to be placed on the Commission’s regular licensure agenda for consideration.   
 

        EFFECTIVE:      September 24, 2025  
 
APPROVED:  
 
 
 Logan Grant 

Executive Director  
Health Facilities Commission  
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