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BORRD FOR LICENGDNG HEALTH CARB FACILEITES
POLICY MEMORANDUM NUMEER 1,

»*

SUBTECT: wmmsmmmtuum
DATE: Tovenker 19, 1980

That: The interpretation of the Board is that hospitals in penal
institutions @o not come undexr Jurdisdiction of this Board,
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BOARD FOR LICENSING HEALTH CARE FACILITIES
POLICY MEVORANDUM NUMBER 5

SURJECT: Change of Ounership Notification
DATE:  March 17, 1982

That: Ths Board communicate to the health care facilities about
changes in ownership requirements and bring before this
Board anyone who does not properly notify the departwent
of change in ounexship.

g
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BOARD FOR LYCENSING HEALTH CARE FACILITIES
POLICY MEMDRANDUM NRMBER 5

SURJECT: Might Light Switch
DATE:  May 19, 1982

That; Matters regarding a cantinuously bwning night light
switch not be cited as a deficiency.



BOARD FOR LICENSING REAITH CARE FACTIITIES
POLYCY MEMORANDUM NUMEER _ 7'

SURJECT: Patient Room Doox Closures
DATB: August 18, 1982

That: The Boaxd recomend to the Task Force (on Fire Safety)
that the reguirement of self-closing devices for patient
xoam doors be deleted from the regulations.

P i gt



SUBJECT:
DATE:

POLICY:

EFFECTIVE:

APPROVED:

STATE OF TENNESSEE
DEPARTMENY 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

PM 8 Amended

Board for Licensing Health Care Facilities
Policy Memorandum
Emergency Admissions

February 7, 2013

The Board requires prior approval by Office of Health Care Facilities’ staff
for an increase in patients above the licensed bed capacity for Residential
Homes for the Aged (RHA) and Assisted Care Living Facilities (ACLF).

February 7, 2013

Robert Gordon, Chairman Pro Tem
for Licensing Health Care Facilities

nR Ko

an R. Reed, RN, BSN, MBA
Director of Licensure
Board for Licensing Health Care Facilities
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BOARD FOR LICENSING HEALTH CARE FACTLITTES
POLICY MEMORANIXRS NOMBER _9_

SUBTECT: Waiver Requests To Be Fxaw Chief Executive Officer
DATE: Angust 19, 31982

That: The walver be granted subject to two conditions:
The flrst condition (to) be the receipt of a formal
request fram the Chief Executive Officer of the

hospital,
and

The second request (condition) being that the Board be
provided with a written report in one year of this pro-
ject. )

—wa
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BORRD FOR LICENRING HEALTE CARE YACILITIES
FQLICY MEMORANTX NGMBER 10
-

SURJECT: Reporte on 8ibling Visitation Walvers

DATE: Aogust 19, 1982

That: The Epard direct Staff to not require the appearance of
a representative when the experience has been positive
with sibling visitations,

-
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BOARD FOR LICENSING HEAUTR CARE FACILITIES
DOLICY MEMQRANDXM WUMBER 1L

SUBJECT: Pre—Boaxd Meet‘lng (s) With Facilities
DATE: August 19, 1982

That: The Staff, especially the Engineering Staff, have
at least one meeting with the proper authorities
of each facility in question, and try to resolve
the problems before they came to the Board.

-

Vol
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BEGARD FOR LICENSING HEALTH CARE PACILITIES
PQLICY MEMORANDGM NMEER 12

’

SUBJECT:  Hame Health Agency Within Nureing Home
DRTE: November 17, 1982

That: Staff be granted the authority to grant waiver
requests which relate t0 locating a Hare Health Agency
within a long temm care facility.

o
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BOARD FOR LICENSING REALTH CARE FACTLITIES
POLICY MEMORANDOM NOMEER 17

SUBJIBECT: Unantiounced Inspecticns
OATE:; April 6, 1963

That: All licensure inspections be made unanunounced except
those involving charges of ownerships or initial inspections.

R
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BGARD FOR LICENSING REALTH CARE FACTLITIES

' PQLICY MEMORMMDIR! NUMBER 21

i ' i

3

B

SUBJECT: CON Requirements for Home Health Agencies
o ;

DATE: January 7, 1985

CON is required or spproval from the Heslth Fecilities Commission:

1. ¥Change of ownership;

2, Sub-Units;

3. Addition’of counties or service ares;
4. New agencies;

5. To close or 60 days prior notice given.

CON is not required far:

r 1.  Change of sddress only when in licensed service area;
2. Branch gffices within licensed servics aree;
3. Addition of gervices,

*0n @ change of ownership & form called Notification of Intent to Acquire -

an Existing Health Cere Institution is required by the Health Facilities
Commissian. :

w

14



POLICY MEMORRNIIRY NUMBER 23

SUBJECT: Emergency Admission Palicy

DATE: Octaber 27, 19686

‘That:

To comply with the Boerds determination thst prior
gpproval be cbtgined For emergency admissions end
that facilities that continually request such be
brought before them. The following procedures will
be Follawed:

1,

Facility administrator to submit in writing & request with,

* madical and social information, statement of lack of beds

in srea and how the patient will be housed.

Review fFacility flle to verify that the Facility is not
currently overbedded and how often facility is requesting
emecgency admissions.

Obtain approval from Medical Director.

Notify facility by telaphone of decision.

Send approval latter.

Place information in log.

Fecility to natify’the Department in writing, when it
returns to licensed bed capacity.

15



BOARD IFoR LICENSING HEALTH CARE FACILITIES
POLICY MBMORANDUM RUMBER 24

.

SUBJECTt EMS Personnel - In Hosplitnl Emergancy Rooms

. DATB: November 17, 1987

The Board approved the following policy on September 9, 1987:

Bmploysea of the ambulanoce service. cannot be used withinh the
hogpital @s licenesed nuraing setaff. Ambulance mervice personnel
such ae paramedice shall not function in the hespital as a licensed
nurae (doing nukalng duties) or in place of a licensed' nuree.
Cartified EMS pergonnel may aesist in the emaxgency xoom under the
dlrect gupervision of n Registercd Nurse.

If a hospital provides clinical facilities for the aducation ana
trainlng of (EBmergancy Medical Techniclang) or Paramedics, there
must be a written agrcement that definee the role and responsibility
of the hospital, nursing service and the educatlon program.

Emergency Department persomnel shall be trained for their
xaesponaibilitiea through appropriaste traoining and sducation programs.
At a minimum, emprgency ronm nuroing otaff must have ACLS training.

AN/C5127321

16



Subject:

Date:

That:

Board for Liceasing Health
Care Pacilitlies

Palicy Memorandum Number 26

Ope {1) Resfdentlal flome for Aged hdmitistzator May Sexve M¥ore Than
One {1) Licensad Facility °

Mareh 37, 1951

ons (1) adainistrator may ssrve morg than one (1) licenssd facllity
Lf all licensad facilities are on the same campus, or if all
liconsed facilitios do not exceed fifty (50) beds, nor ege more
than Eifty {50) miles apart from the administrator’s lecation based
on the "Teansssee Offielal Righway Map®. Bvery faciliey however,
mast have a "cespomsible attendant",

Xn additien, the certified residential home for aged administrator
oust vigit each of the areas where = "responsible attendant” is
loceted at least one (1} day or aight (8) hours per week. .

8r/Gsos1178e

17



THAT:

Eﬁﬁm)fORIICBﬁﬂNGIﬁmnﬂiCAREIwCIﬂEEEE
POLICY MRVCRRUDW NOMEER 28

Course Curriculums Ffor Certified RiA Administrators’

June 13, 1990

The Board grant Staff the suthority to review and
apprave course curricuvlums ta be offered to certified
administretors af Residential Homes for the Aged.

If Staff hag a problem with the curriculum of any

courses, 5taff is directed to present them to the
Board et its next svailable meeting.

18



STATE OF TENNESSEE
BUREAU OF MANPOWER AND FACILITIES

DiviSION OF HEALTH CAREFACILITIES
283 PLUS PARK BLVD,
DEPARTMENT OF HEALTH
NABHVILLE, TENNESSEE S7247-0530

BOARD FOR LICENSIRG HBALIH CARE FACILYIXES

POLICY NEMORANDUM NUMBER 29

SUBJECT:  Consent Calendar > -t
DATE: December 30, 1991 % w g
THAT : The Board Directs Staff to Davalop a Consent Calender.

The Board has raquested that otaff pluce certain types of waiver raquests osn
the consent calendar. They are walver requests which are recommended by ataff
for Board approval. The requests are well justified, do not have a
dotrimental effect on the health, sefety, and wvelfare of ths public and have

routinely been approved by the Board.

A representative from the facility does not have to be presemt at the Board
neeting, .

Staff, as slways, shall notify the faciliry of the Board's decisinn.l

HB/GHO7 1364

19
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TEMNESSEE DEPARTMENT OF HEALTH V N

OFFICE CORRESPONDENCE

DATE:

TO:

L
i

FROM:
SUBJECT:

FROM

DATE

10

DEG 02 i 4y

11-26-91

John Bonkowsld, HCP

mmmmm,ouc@“

Consent Calendar

T.C.A. 68-11-209 gives the Board for Licensing Health Cara
Facilities the power to adopt and weive rules and regulations.

In reviewing the consent eslendar, policy number 29; the
policy astates that "the Board grants staff the authority to
waive regulations.!

The Board was glven :thia eutbkority by the Legislsture, and the

* Board cannot grant en sgent (ite etaff) this-power. 'The staff-

may racomsnd to the Board whether waivers should be granted. The
problem results when the ataff ects on behalf of the Board, granting
the uaiver, and the facility then acts on thils waiver prior to the
Board'u approval of the recommendation.

The end result in this situation is a retroactive waiver.

The consent calendar may be utilized to recormend to the

Board waivers whick the Board has reviewed and determines axre
appropriate waivers, which would not have a detrimental effect on the
‘bealth, safety, and welfare.of the public. &N

The facility gliould not act on the waiver, howaver, until the

Board grante the welver,. The consent calendar policy, as written,
violates the stitutory authority granted to the Board gnly in :
T.0.A. 68-11-209. This polioy should be medified to indicate the staff

.

will recommend for approval the waivers, other than grent them.

" Please modify the policy, sending me a copy of your new draft. The
intend is ‘o change the language so thal it reflects tha power granted
i the statute, and to avoid a problem with retreactive waivers.

Should you have any questions, pleage contact me.

cc: Les Brown
Mary BE. Johnston

-

PH-O0A!
SRy

20
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Boaxd for Licensing Health

care Faoilitiaes

Policy Mesorandum Number 32

Residentlal Home for Aged ~ Non Refundahle Application Fee clause

subhject:
be deleted. . :
Date: Maxch 27, 1991
Policy:  Gives staff the authority to zefund, if conditions warcant, the
application fee for Residential Home for Aged, until such time as
the regulations ara amended to delete tha non-refundability clause.
Approved: E(;.éut (dohn} Bonkowski, Director )
Board for Licensing '
Health Cara Facilitics '
BF/656141113 -
cc: LAR
BK
Ra
R i
oat

21



TENNDAEE DEPARTMENY OF HEALTH
BUREAU OF HEALTH LICENSURE AND REGULATION
DIVISION OF HEALTH CARE FACIUTIES
227 FAENGH LANDING, GUITE 531
NERITAGE PLACE NETROCENTER

NASHVILLE, TN 37243 :
TELEPHOMNE (616) 741-7224
FAX 815-741-7051
m.unnnueﬂomnh

PM 32 AMENDED

Board for Licensing Health Cate Facllifes
Palicy Memarandum

SUBJECT: Authofity for Staff to Grant Walvers for Faciliies lo Provide Outpaliant
Therapy.

DATE: August 2, 2006

POLICY: Gives staff authority lo grant walvars, subjecl o Board ralification, to

nursing homes and residential homes for the aged to provide autpatient
physical thesrapy, occupational therapy, speech tharapy o non-residents
if proper guidelings, criteria, staffing and protocol are submitted.

ol limi

£ CIHG ' g i Jude, nul gré a0 10
e Facjlly malnlsins adeguate staff to mest the nsads of residenis and
oulpatisnts,
Py lhe ara ac ibfe vig trance or
nee Throu i 2,

e | ore provided re t of the facilit e
3/ S1g1818 HIN86 o I = £,

APPLICABIITY: Iﬁs policy will apply to Nursing Homes and Resldential Homes for the
ged.
PROCEDURE: A facility shal make a requast in writing to the Director, Board for

Licansing heallh Care Facilities. The request shall be placed onthe
Consem Calendar for the next scheduled Board Mesting.

APPROVED: Katy Gammon
Diector
Health Care Facilles

22



STATE OF TENNESSEE
BUREAU OF MANPOWER AND FACILITIES
DIVISION OF HEALTH CARE FACILITIES
239 PLUS PARK BLVD,
DEPARTMENT OF HRALTH
NASHVILLE, TENNESSEE 37247-0530

Polldcy Memorxandum Number 36

Date: July 24, 1992

Subject: Labor Delivery Recovary Post-Partum Walver requests being placed on
Cansent Calendar

Policy: Thet thae oteEf place walver requesta to build or construct Lahor
Delivery Recovery Post—-Partum Rooms which have appropriate
staffing, and ace within close proximlty to Surgery, om the Consgent

:alendac.

telout (Jolw) Bonkowskf, Director
Board for Liceuslng llealch Care Pacllities

23



BTATE OF TENNESSEE

DEPARTMENT OF HEALTH
OFFICE HEALTH LICENSURE AND REGULATION
DIVISION Of HEALTH CARE FACILTIES
4€3 FIFTH AVENUE NORYN, CORDBLL HULL BUILOING
NABKVILLE, TENNESSEE 372470508
TELEPHONE (618} 741.7221
FAX (615) 741-7051

PM 39

BOARD FOR LICENSING HEALTH CARE FACILITIES

POLICY MEMORANDUM
AMENDED
SUBJECT: Nursing Home Admlnistrators pemitted Lo serve as administrators ol Residential
Houmes for Aged and Assisted Case Living Facilities,
DATE: May 12, 1999
pOLICY: When a nursing lwome is adjacent or cannccted to a Home far Aged or Assisted Care

Living Facility. 2 request for 1he administrator to serve both facilities may be placed on
the Cansent Calendar to be considered at the next board meeting,

APPROVED: l!”Katy Gammaot, Director
Board for Lieensing
Health Care Facilitics

24



STATE OF TENNESSEE
BUREAU OF MANPOWER AND FACILITIES
BIVISION OF HEALTH CARE FACILITIES
203 PLUS PARK BLYD,
DEPARTMENT OF MEALTH
NASHVILLE, TENNESSEE 37267.0530

PM 44

BOARD FOR LICENSIMG HEALTI CARE FACILITIES

POLICY MEMORANDUN NUMBER 44
SUBJECT: Transportation of Contaminated Waste
DATE: HMarch 24, 1993

POLICY: That in lieu of Section 1200-3-2-.02(8) {e) of the hospital
Regulations pertaining to the required incineration or propex
digposal of infectious wastes, hospitals shall follow the
applicable OSHA Regulations found at 29 C.F.R. 1910.1030, et
seq. when transportling explanted breast implants or similazx
infectious wastes to mnother party until the regulations can
be amended.

ca: JIMF
1JB
RAB
(40
Sd
o] c[¥]
Joc

25



SUBJECTt

DATE:

POLICY:

STATE OF TRNNESSEE
BUREAU OF MANPOWER AND FACILITIES
DIVISION OF HEALTH CARE FACILITIES
283 PLUS PARK BLVD, -
DEPARTMENT OF HEALTH
NASHVILLE, TENNESSEE 37247-0500

EM 45

BOARD FOR LICENSING HEALTH CARE FACILITIES
POLICY MEMORANDUMN 45

lospltal Definitions Por Licensure Purposes

Decenbex 14, 1991

The definition of a hospital is: “A hospital means any
ingtitution, place, bullding or agency represanting and held
out to the general public as ready willing and sble to furnish
care, accommodations, facilities and equipment for the use and
in connection with secvicea of a physician or dentist for one
or moxe non-telated persons who may be auffering Ecom
deformities, injuries or disease oxr any other cowditisn for
which nursing, medical or sucgical services would be
appropriate for care, diagnosis or treatment.”

The chronlc diseasa clegsification i3 adopted for lieensing of
long texm acute care hospitals until the regulations can be
amended. .

cc:  JMP

26



STATYE OF TENNESSEE
BUREAU OF MANPOWER AND FACILITIES
DIVISION OF HEALTH CARE FACILITIES
283 PLUS PAMK BLVD.
DEPARTMENT OF HEALTH
MASHVILLE, TENNESSEE 37247-0530

tM 16

DOARD FOR LICENSING NEALTII CARE FACILITIES

POLICY MEMORNNIDUM 4G

SUBJECY1 {laapital Llcensas
ONIE: Uscowber 4, 1994 !

POLICY: ‘the Board’'s policy is that when & second hospital license is
issued within a previously licensed hospital lustitution Lhat
it is considared a8 sgparatc license but oot a separate Facllity
and falls under existing previously approved [ire codes, unless
there is mejor renovation. IE there is major ramovatlion, the
new hospital has Lo be braught up to current fire safety
atandacds, with major renovalion Leiny delined as renovation of
fifty percent (50%) or more of the [aotnye of the newly
licensecl facillity.

cct  JIMF
HJ8
nAB
MH

0GC
Joc

L T8
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STATE OF TENNESSEE
BUREAU OF MANFOWER AND FACILITIES

DIVISION OF HEALTH CARE FACILITIES
269 PLYS PARK BLVD.
DEPARTMENT OF HEALTH
NASHVILLE, TENNESSEE 37247-0530

PM 47

BOARD FOR LICENSING HEALTH CARE FACILITIES
POLICY MEMORANDUM 47

SUBJECT: Physicien’s Signature Rsquirement on Verbal Orders

DATE: Msxcli LS, 1995

To extend the pesiod of time for a physician to sign a verbal
or telephone orderx from ten (10) days to thirty (30} days for

Home Care Organizations.

foLIeyY:

cc: JWFE
nws

MH
ag
0GC
Jot

28
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SUBJECT:
DATE:
POLICY:
APPROVED:
ac: JMF
HJIB
RAB
MH
8J
OGC
JocC

’ STATE OF TENNESSEE
BUREAU OF MANPOWER AND FACILITIES

DIVISION OF HEALTH CARE FACILITIES
253 PLUS PARK BLYD,
DEPARTMENT OF HEALTH .
NASHVILLY, TENNESSEE 37247-0530

FM 48

BOARD FOR LICENSING HE.IALTH CARE FACILTTIES
POLICY MEMORANDUM 48

Waiver Requests
February 14, 1996

All waiver reguests must be received (dtamped in) in
this office no later than two (2) weeks priox to the
Board meeting. P

mut (John Bonkowski, Director

Board For Licensing
Health Care Facilities

29



. STATE OF TENNESBEE
DEPARTMENT OF HEALTH
OFFICE HEALTH LICENSURE AND REGULATION
DIVISION OF HEALTH CARE FACILITIES
425 FiFTH AVENUE HORTH, CORDELL HULL BUILDING
MASHVILLE, TENNESSEE 37247-0508
TELEFMONE {615] 7417221 PM 49
FAX (615) 741-7081

BOARD FOR LICENSING HEALTH CARE FACILITIES

POLICY MEMORANDUM
SUBIECT: Walver Requests for Removal of Outdated Fire Protection Equipment
DATE: August 14, 1996
POLICY: Fire protection equipmen) such as deterlorating hose stored at facilities that

local fire mershals have deented no longer functiona$ can be removed on the
reconmendation of ihe tire marshal.

APPROVED:  Helmut {Jehn) Bankowski. Dircctor
Beard for Licensing
Health Care Facilities
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SUBIECT:
DATE:
POLICY:

APPROVED:

STAYE OF TENNESSEE
DEPARTMENT OF HEALTH
BUREAU OF MANPOWER AND FACILITIES
DIVISION OF HEALTH CARE FACILITIES
425 RFTH AVENUE NORTH, CORDBLL HULL BUILDING
NASHVILLE, TENNEGSEE 37247-0308
TELEPHONE (615) 741-722%
FAX (615) 7417051 PM 51 (AMENDED)

BOARD FOR LICENSING HEALTH CARE PACILITIES
POLICY MEMORANDUM

Nursing Homes and Hospitals sharing existing senrices/ M’ \5 U l‘% \}w/‘v

August 14, 1496

The Board's.policy is that any licensed facility locnted within another licenssd
theility or located on the same campus be allowed ta share the following services:

1. Dielary

2. Hausekeeping

3. Laundry

4. Laboratory

5. Phammacy

6. Maintenance

7. Security

8. Radiology

9. Physical Therapy
10. Speech Therapy
11. Respiratory Therapy
12, Qecupational Therapy

The Board for Licensing Health Care Facilities request that staff place these waiver
requests on the Consent Calendas wher it does not pose a threat to public safety.

Melanie Hill. Director
Board for Licensing m“‘
Henlth Core Facilities
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SUBJECT:
DATE:
POLICY:
APPROVED:
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STATE OF YENNESSEE
BUREAU OF MANPOWER AND FACILITIES
DIVISION OF HEALTH CARE FACILITIES
263 PLUS PARK BLVD,
DEPARTMENT OF HEALTH
NASHVILLE, TENNESSEE 37247-0520

PM 52
BOARD FOR LICENSING HEALTH CARE FACLLITIES
POLICY MEMORANDUM
Door Width Requirements for Residential Homes for the Aged and Institutional Homes
for the Aged
August 14, 199

Tho Board's policy is 10 allow RHAs and [HAs to utilize thirty stx Inch (36") wide
patient yoam doors.

The Board for Licensing Health Case Facilities 1equest that staff place these waiver
requests on the consent catendar when it does nat pose a threat to public salety.

Helmut (John) Bonkowski, Disector
Baard for Licensing
Health Care Fadllitics
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SUBIJECT:
DATE:
POLICY:

EFFECTIVE:
APPROVED:

TENNESSEE DEPARTMENT OF HEALTH
BUREAU OF HEALTH LICENSURE AND REGULATION
DIVISION OF HEALTH CARE FACILITIES
227 RRENCH LANDING, SUITE 501
HEAITAGE PLACE METROCEMTER
1 BOHONE (18] 743721
TeLEp -

FAX 616-741-7051 PM 58 AMENDED

www.tennegsese govihoaith
BOARD FOR LICENSING HEALTH CARE FACILITIES

POLICY MEMORANDUM
Substantial Renovation
Proposed Amendment November 12, 1997: Amended February 7, 2007

The following are criteria for which projects would require review by the engineering
department under the substantlat renovation requirement:

(1) Projects that renovate more than ten percent (10%) of any smoke compartment.

) Aress renovated less thon ten pevcent (10%) must meet the following to be
exempl from submitting plans to the engineering department:

(a) All work must be executed in accordance with currently adopted codes.
(b) Oniy onc renovation shell be initiated during any ons year period.
(c) No licensure deficiencies are ciled as of last survey.
(d) Shall not involve combustible or medical gas or be classified as hazardous.
(e) Doesnot change or alter the existing life safety classification.
() Does not chenge or slter constructian type or life safety of the facility.
(g) Does not alter any of the following systeins:

1. Firs Alarm System

2. Fire Suppression System

3. Mechanical System

4. Electrical Systere

(3)  Projects that are strictfy cosmetic in nature need not be submitied provided that
improvements are limited to surface treatments and do not change any existing
lifc safety conditions end such improvements shall meet all applicable codes.

When any praject meets that above criteria for exemption from plans submittal, the
licensee shall submit a stalement of the project scope and justification. Upon review of
the data, the Director of Engineering wmay require additional informstion from an
architect or engineer ragistered in the State of Tennessee,

April 16, 2007
Anr Thompson, RN, Director

Board for Licensing Health Care Facilities
Board Approved February 7, 2007
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STATE OF TENNESSEE
DEPARTMENT OF HEALTH

BUREAU OF. MANPOWER AND FACILITIES

DIVIS!ON OF HEALTH CARE FACILITIES
425 FIFTH AVENUE NORTH, CORDELL HULL BUILDING
NASHVILLE, TENNESSEE 27247-0505
TELEPHONE (6186) 741-7221
PAX (815) 741-7051

Effective Date: Junc 24, 1998 PM 59

DRAFT BOARD POLICY MEMORANDUM
HOME CARE ORGANIZATIONS PROVIDING HOME HEALTH SERVICES

PURPOSE:  To clarily the intent of the Board's regulations govéming Home Care
Organizations providing Home | lcafth Scrvices.

The Board has voled to clarity the intent of the repulations pertaining (o lHeenyed Tlome Care
Organizations providing Homc Health Scrviees by adopling the l'ollome. policy as guidance in
surveying such ageneies:

POLICY:

The Board for Licensing Health Care Facilities “Stundurds for Home Care Organizations
Providing Home Health Services™ are not applicable if" a patient served by the home care
orgunization only reccives homemaker services. 1t is the responsibility of lhc home care
organization to identify such puticnts lo the surveyor. -

Example: A liceased home health agency is not required to develop a plop of eare for
anyonc that is only rceeiving homemaker services from the agency.

EFFECTIVE: Unlif amended or revoked by the Bourd,
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STATE OF TENNESSES
DEPARTMENT OF HEALTH
OFFICE HEALTH LICENSURE AND REGULATION
DIVISION OF HEALTH CARE FACILITIES
425 FIFTH AVENUE NORTH, CORDELL HULL BUILDING
NAGHVILLE, TENNESSEE 37247-0608
TELEPHONE (615) 741-7221

FAX (635) 741-7051
PM 62
BOARD FOR LICENSING HEALTH CARE FACILITIES

POLICY MEMORANDUM
SUBJECT: Standards for Medical Equipment Providers
PURPOSE: To establish uniform slandatds for medical cquipment providers
DATE: February 10,1999
POLICY: Medica) equipment deliveey technicians, who insiell respiratory equipment shal| be

deemed compalent with their employer grior to independently delivering and setting up
the raspiratory equipment. The home medical equipment supplier must maintain
documsntation to demonsirate that compaotency requirements ere met.

Standard competencies will include at a minimum the followiag: Role responsibilities:
Cylinders: Pressure regulators/Flow controllers: Home liqittd oxygen systems; Oxygen
concentrators: Oxygen Administralion; Oxygen Aaalyzors: Humidifiers; and Acrosol
generators,

APPROVED: “X Katy Gammion, Ditector
Board for Licensing
Health Care Facilities
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SUBJECT:

DATE:

POLICY:

PROCEDURE:

STATE OF TENNESGEE
DEPARTMENT OF HEALTH
QFFIGE HEALTH LICENSURE AND REGULATION
DIVISION OF HEALTH CARE FACILITIES
425 FIFTH AVENUE NORTH, CORDELL NULL BUILDING
NASHVILLE, TENNESSEE 37247-0508
TELEPHONE (615) 741-7221
FAX (615) 741-7051

PM 68

BOARD FOR LICENSING HEALTH CARE FACILITIES

POLICY MEMORANOUM

Consistent Board Definltion of “Justified Emergency™ for exceedinyg licensed bed
capacity.

May 13, 1998

In the event of a justifted emcnyency. a hospital may cxceed its licensed bed capacity, A
“Justificd emicrgency”™ Includes, but is not limited to, the following events/emergencies:

l.
2
3.

An influx of mass casuaities:
Localized andfor regivnal cnmsn'ophcs. .c.. storms, earthquakes, onizdues:; and
Epidemics or eplsodes of mass illness, i.c., influenzs, salinonells, etc.

When a hospital determines the need to, and then docs subsequently, exceed its licensed
bed capacity the following pracedures must be folfowed:

IR

The hospital's admin istratar inust make wrilten notificotion to the Deparuneat w(lh in
forty-cight (48) hours of exceeding its licensed bed capacity;

The notifieation mas include a detailed description of the eimerpency including:

a.  Why the licensed bed capacity was exceeded, i.e,, fack of hospital beds in
vicinity, speclalized resources only available at the facility, etc.:

b.  Tho estimated length oftinie the licensed bed capacily is expected to be
exceeded; and,

5, The number o’ admissions in excess of the facility's Ilcensed bed capacity.

As soon a3 the hospital returns (0 its licensed bed capacity, the administrator must
notify the Departivent in writing of the effective date oF its retum to comphiance;

StafT will review all exceeding hed capacity notifications with the Chalrman of the
Boara end if, upon review. Depanment stafl cancurs that a justified emergancy
existed, staff will notify the facilily in writlng and then eeport the eccucrence to the
Board at thie next regularly scheduled Board meeting as information only.
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PM 68 continuved

S. Rowever, if Depariment siaf¥ does not concur that a Justified emergency existed. the

tacility will be notified in writing that e representativg Is required to appear at the
next regularly scheduled Board meeting 10 justify the need for exceeding its licensed

bad capacity.
EFFBCTIVEB:  Untl) auch time as the Board determines the need to modify the policy and/or pracedure..

APPROVED:  Katy Gemmon, Director .
Board for Licensing
Health Care Facifities
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PM 71

Effective: May 12, 1888

PURPOSE: Allow the Depariment to use excepﬂons permltted hy the .

codes.

POLICY: Atiow fhe Department to apply the code related exception,
whether more or less restrictive, when there are confilcts

between the requirements in codes and regulations.

APPLICABILITY:  This policy would apply to the following regulations

1200-8-2-.01(1)(a)

1. Hoapitals
2. Homos for the Agad 1200-8-110.07(3)
3. A & D Res, Rohablltation Treatment  4200-8-17-.08(1)(b)

4, A & D Primary Preventlon Treatment 1200-8-20-.08{1}

&. A & D Non Rea. Mothadone Treatmant 1200-8-21~.08(1)

8. A & D Halfway House Treatment 4200-8-22-.08(1)(b) -
7. A& D Res, Detoxlfication Treatment  1208-8-23-.09())(b)
8. Bisthing Centers 1200-8-24-.07(4)

9. Assisted Cave Living 4200-8-25-.07(3)

Language stated In the ahmve regulailons is: Whare theye ara conflicts batwaun
Re nta [n the listed caodea* grd renulatio siong of this

Chapter, the m tlv
Pmposnd Llnauaga for amandmonts to rsgn!aﬂons are: Where them are confileta

) rag s I {he abovao listed codes, regulations and provisjons o
mrtho shl ve the op uontoa e gxceptions.

*Godes includes: Standard Bullding COdaa, Handlcap Code as requlred by T.C,A, 68-
420-204(s), the 1997 editlon af the Standard Machanlcal Code, Standard Plumbing
Code, Standard Gas Code, the most current edition of the ASHRAE Handbook of
‘Fundamsentals, and the 1997 adition of the National Fire Protection Code (NFPA),
NFPA 1 [ncluding Annex A which code Incorporates the 1997 edition of the Life
Safety Code and tha 1997 National Efectrica] Code.
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SUBIECT:

DATE:

POLICY:

EFFECTIVE:

APPROVED:

STATE OF TENNESSEE
OEPARTMENT OF HRALTH

BUREAU OF HEALTH LICENSURE AND REGULATION

DIVISION OF HEALTH CARE FACILITIES
425 FIFTH AVENUE HORTH, 18T FLOOR, COROELL HULL BUILDING
NAGHVILLE, TENNESSEE 37247-0308
TELEPHONE (615) 7817221
PAX (815) 741-7051

pPM 73
BOARD FOR LICENSING HEALTH CARE FACILITIES
POLICY MEMORANDUM

Testing Skills for Nuese Aides

February 5,2003

Nurse aide candidates be required to pass five critical testing skills sefected randamiy for
cach reglstrant from a poo) of skills cvaluation tasks ranked acvurding to degrec of

difficulty, with a1 least onc task selected from each degree of dificulty.

Until such 1ime es the Nursing Home Regulaiions ara atnended to reflect this revision
and become effective.

Cathy Grees, Direetor @lﬁ'ftﬁ@
Board for Licensing

Health Care Facilitles
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STATE OF TENNESBEE
DEPARTMENT OF HEALTH

BUREAU OF HEALTH LICENSURE AND REGULATION

DIVISION OF HEALTH CARE FACILITIES
429 FIFTH AVENUE NORTH, 1 ST FLOOR, CORDEL. HULL BLALDING
NASHVILLE, TENNHSSEKR 32247-0508
TELEPKONE (615) 741.7221
FAX {615) 741-7051

PM 74
Board for Licensing Health Care Facilities

Policy Memorandum

SUBJECT: Dantrolene in ASTC
DATE: February 4, 2004
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 injection on site as required in

~4200-8-10-06g). /R00-F~10-.06(2)(5).
EFFECTIVE: Febxuary 4, 2004
APPROVED: Cathy Green, RN, Director

Board for Licensing Health Core Facilities
Board Approved February 4, 2004
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SUBIJECT:
DATE:
POLICY:

EFFECTIVE:
APPROVED:

TENNESSEE DEPARTMENT OF HEALTH
BUREAU OF HEALTH LICENSURE AND REGULATION
DIVISION OF HEALTH CARE FACILITIES
227 French Laoding, Sulte 501
Herltage Place Metrocenter
Nashville, TN 17243
Telephone (615) 741-7221
Fax (615} 743-7051

wwiy fenngssee.pov/health

PM 76
Board for Licensing Health Care Facilities

Policy Memorandum

Licensure Approval by Board
March 12,2008

Health Care Facilities administrative staf€ shall initially approve licensure
applications without disqualifying information. ‘These applications shall be
presented at the neat scheduled Boerd meeting for ratification by the Board.

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

Martch 12, 2008

b, ) B T

Lamry Amold, M.D., Chairman
Bgaand for Licensing Health Care Facilities

AN K : Uh QA paTN

AndR. Thompson, RN, BSN, MBA
Director of Licensute
Board for Licensing Health Cate Facilities
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SUBIJECT:

DATE:

POLICY:

Health

STATE OF TENNESSEE
DEPARTMENT OF HEALTH
DIVISION OF HEALTH LICENSURE & REGULATION
OFFICE OF HEALTH CARE FACILITIES
66S MAINSTREAM DRIVE, SECOND FLOOR
NASHVILLE, TENNESSEE 37243
TELEPHONE (615) 741-7221
FAX (615) 741-7051

PM 77 Amended

Board for Licensing Health Care Facilities
Policy Memorandum
Granted Waiver Request by the Board
January 14, 2016

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 occurring 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.

42



APPROVED:

5 Chairman Pro Tem

ficensing Health Care Facilities

ced, &N, I‘ SN, 3BA
Director of Licensure

Board for Licensing Health Care Facilities
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SUBJECT:
DATE:;
POLICY:

BEFECTIVE:

APPROVED:

TENNESSEE DEP MENT OF HEALTH
BUREAU OF HEALTH LICENSURRE AND RRGULATION
DIVISION OF HEALTH CARE FACILITIES
227 French Lavding, Soite S0E .
Heritage Flace Metrocenter
Nuahville, TN 37243
Telepbone (615) 741-7221
Fox (615) 741-7051
PM 78
Board for Licensing Health Care Facilities

Policy Memorat:dum
Department Authority on Change of Ownership (CHOWS) Applications

January 20, 2010

Public Chapter 323 codified 89 Tennessee Code Annotated 68-11-1630
suthorizes the Board for Licensing Fealth Care Facilities (o grant the
Department the authority to issue a now license to a successar/owner of &
bealth cars facility when thero has been a change of ownesship or control
provided the Department determimes that the successor/owner meels the

following qualificalions for Heensura:
(1)  Theauccessor/owner meets the qualifications for license;

(?  The health care facility hes no outetanding license or certification
deficiencies; and

(3) The successor/owner already owns or CORtrols at least one (1) other
health care facility in the state.

Jenuary 20, 2010

fo, 05 A

Larnpdraold, M.D,, Chalman

ard/for Licenslng Health Care Facilities
/’
ek, RN, BSN, MBA

Director of Licensure
Board for Licensing Health Care Racilities
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SUBJECT:
DATE:

POLICY:

EFFECTIVE:

APPROVED:

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
PM 79

Board for Licensing Heaith Care Facilities

Policy Memorandumn

POST Form and 2013 Legislation
May 1, 2013

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 form is amended for all licensed facility

types.
May 1, 2013

?) /%/7%/47

d, M.D., Chairman
or Licensing Health Care Facilities

Ann § Reed RN, 885 MBA

Director of Licensure
Board for Licensing Health Care Facilities
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SUBJECT:
DATE:
POLICY:

EFFECTIVE:

APPROVED:

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
PM 80

Board for Licensing Health Care Facilities

Policy Memorandum
Fire Sprinkler/NFPA 13

January 23, 2014

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 and riser subject to NFPA 13 codes.

January 23, 2014

%MZ Kot

Robert Gordon, Chairman Pro Tem

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

***Attached are supporting CMS requirements and practices of swrrounding states.
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CMS - Question and Response

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 sprinkier 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 of NFPA
13

MS:

“I spoke to the Atlamta RO aboul this and they were aware of this and have told TN
that it is not a CMS requirement but the Stale insists that it is a building code
requirement and that is how they are citing il. Slales can have a more stringent
requirement although this one is bit much and pretty costly too. I have asked our
leadership where we want to go with your request. 1 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
IL. State AHJ — Question and Responses
Question to State AHJ

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
rooffowner that has multiple fire areas separated by 4 hour fire rated (or 3 or 2 hour
fire rated as now permitted 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 syskem was installed in
accordance with the applicable edition of NFPA 132"
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The following answers are from the various jurisdictional authorities that regulate the design
and construction of nursing homes.

R nses from State AHJ

Alabama: YES
Vic Hunt, Director
Office of Facilities Management
The Alabama Department of Public Health
The RSA Tower, Suite 1550
PO Box 303017
Montgomery, AL 36130-3017
Phone 334-206-5218

victor,hunt@@adph.state.al.us

Comment: Our practice will typically be to show the number of the code paragraph that a
Jacility is not complying with. [f you can't do that, you are likely to enforce your opinions,
good ideas and bad ideas. Philosophically, when a jurisdiction adopts a code to be enforced,
the jurisdiction’s employees don't 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 siatement/question, we would no! have any issues with
penetration of Fire Barriers, Fire Barvier Walls, or even Fire Walls, unless they were Party
Walls, regardiess of the rating.

Florida: YES
Wayne Young, AIA
Bureau Chief
Office of Plans and Construction
Agency for Health Care Administration
Tallahassee, Florida 32303
850-412-4470

wayne. voung@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
512-438-2311

fied. worley(@dads state.tx.us

Comment: NFPA 13 system protection areas limit systems with single risers to 52,000
square feet. NFPA 101 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
1005 Technology Pack Drive
Glen Allen, Virginia 23059
804-612-7267

ed.altizen@vdfp.virginia.gov

Comment: In response to your question, the Virginia SFMO in applying the Life Safety Code
to health care buildings would be guided by Section 8.2.4 of NFPA 13- 2013.

8.2.4 Muliple buildings atiuched by canoples. covered breezeways. common roofs. or a
commeon wall(s) shall be permitted (o be supplied by a single five sprinkler riser.

1 think this clearly defines that two buildings or portions of one building may be supplied
Jrom one riser if their combined areas do not exceed the maximum square footage
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 NFPA 13 prior to
the 2007 edition did not include the above language. However, 1 have been guided by that
intent jor 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. Iwould point out that Section 706.1.1 of the USBC would not allow penetrations of
a par;,y wall except for mall buildings. I do not believe this would be an issue in the LSC
though.

In answer to your question, the bottom line is that we would not require a separate riser for
those health care buildings subject to the LSC and under one roof, attached by a common
wall, or connected by breeseways or canopies. We would also advise that NFPA 13 would
permil a single riser not to exceed the maximum per floor area specified in NFPA 13. I
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would also opine thai the Virginia Building and Fire Codes would not require a separate
riser unless the maximum floor areas are exceeded or a party wall is breached. The rating of
the wall is not an issue only |f it is a party wall, so a 4 hour fire wall would also be OK.
However, again I would point out that the Building Official may have a different opinion.

FYI Claude Hutton copied above is an engineer with the SFMO and has extensive sprinkler
experience. 1 asked him to look at what I have said just to see if 1 have missed anything. He
pointed out the USBC party wall requirement and researched other items along with me. We
wanted to make sure we did not miss anything.

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™ 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 Jacger, Georgia ailows a single
riser to to supply multiple fire arcas in a single building that is installed in accordance with
NFPA 13 and allows sprinkler piping to penctrate firc 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
Fice Safety and Construction
Mississippi State Dept of Health
P.O. Box 1700
Jackson, Mississippi 39215
601-364=1111 Email: Dwayne.madison@msdh.state.ms.us

Comment: To the question: “In a single existing or new nursing home under 52K f*
under one roofifowner that has multiple fire areas separated by 4 hour fire walls would
CMS allow the butlding 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
protected and the sprinkler system installed in accordance with the applicable edition of
NFPA 13?") ] can, with complete confidence, 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 Mississippi State Depariment of Health, Bureau of Health
Facilities Licensure and Certification, or CMS, that precludes penetration of a four-hour,
fire rated separation by fire sprinkler piping notwithstanding the qualifiers for such an
action as mentioned in your query. Also, please accept this as attestation that no record
of such action was ever suggested, proposed, ordered, or enforced in Mississippi.
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Board for Licensing Health Care Facilities PMS1

Policy Memorandum

Unexpected Loss of Nursing Home Administrator

April 5, 2022

To align with revised Nursing Home Administrator regulations, this policy allows the
Board to waive the 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 guidelines 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;
= [ftemporary administrator seeking nursing home administrator licensure in
Tennessee, is eligible for Tennessee Nursing Home Administrator licensure and date

of BENHA Board presentation.

A facility’s application for waiver shall include the number for licensed beds, the date of
the last day ol employment of previous administrator, date of hire and name of temporary
administrator, if the temporary administrator will become the permanent administrator,
list of states in which the temporary administrator has a nursing home administrator’s
license with its status, and any information 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. [f 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

s, MD Chairman

Directbr of Licensure
Board for Licensing Health Care Facilities
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Board for Licensing Health Care Facilities

Policy Memorandum

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 §, 2021

MARCH 13, 2020
APRIL 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 (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 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

(CNC).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 (LTC) Facility Requirements and
COVID-19 Focused Survey Tool”, QSO-20-38-NH, which implemented CMS’ rule on testing.
hups://www.cms.gov/files/document/gso-20-38-nh.pdt

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:

o Implement regional plans to transfer patients with COVID-19 to designated healthcare
facilities, or alternate care sites 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.

e [fpermitted 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' to work. If HCP are allowed to work before
meeting all criteria, facilities should consider prioritizing their duties in the following

order:

« [fnot 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.

! Return to Work Criteria for Healthcare Personnel Infected with SARS-CoV-2 [nfection (Interim Guidance);
updated February 26, 2021: www.cdc.gov/coronavirus/2019-ncov/hep/retuen-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.

+ Asa last resort, allow HCP with confirmed SARS-CoV-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
work before meeting all Returnto Work criteria, they should still adhere toall Return to
Work Practices and Work Restrictions recommendations described in that guidance.

Theseinclude:

o Wear an N-95 facemask for source control at all times while in the healthcare
facility until they meet the full Return 10 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.

e 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 June 2022 Board Meeting or at an earlier date as
determined by the Board.

//f/ O Uaunder&— N>

a8 . Rene Satinders. Chair

ipalth C;
A )lﬁ{\.)d. RN,

Director of Licensure
Board for Licensing Health Care Facilities

Facilities

54



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-[FC, Additional
Policy and Reguiatory Revisions in Response to the COVID-19 Public Health
Emergency related to Long Term Care (LTC) Facility requirements and COVID-
19 Focused Survey Tool; updated April 27, 2021

CMS QS0-20-39 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

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 trcatment 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 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.
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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 thc COVID-
19 Public Health Emergency Related to Long Term Care (LTC) Facility Requirements and
COVID-19 Focused Survey Tool”, QSO-20-38-NH, which implemented CMS’ rule on testing.
https://www.cms.gov/files/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
paticnts/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,” QS0O-20-39-NH, updating its visitation guidance in CMS skilled
nursing facilities/nursing facilities. See Attachment D. CMS QSO-20-39 NII 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:

o Implement regional plans to transfer patients with COVID-19 to designated healthcare
facilities, or alternate care sites 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.

e If permitted to work, these HCP should be monitored for symptloms. 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. If HCP are allowed to work before
meeting all criteria, facilities should consider prioritizing their duties in the following
order:

* Ifnot already done, allow IICP 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 contirmed SARS-CoV-2 infection to provide direct care
only for patients with confirmed SARS-CoV-2 infection, preferably in a
cohort setting.

! 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/hep/retumn-to-work.html

57



« 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-CoV-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
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.

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

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

» [f 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.

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

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.

%@AK/WL&_MD

- Rene Saunders, Chair
Board foy'Licensing Health Care Facilities

. Reed, RN, BENfMEA
Difector of Licensure
ard for Licensing Health Care Facilities
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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 QS0-20-38-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 (LTC) Facility requirements and COVID-
19 Focused Survey Tool; updated April 27, 2021

CMS QS0-20-39 NH — Nursing Home Visitation — COVID-19; updated April

27,2021
COVID 19 Facility Requirements — Temporary Structures
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PM 82
Board for Licensing Health Care Facilities
Policy Memorandum
SUBJECT: INTERPRETATION AND TEMPORARY WAIVER OF RULES
RELATED TO TREATMENT AND CONTAINMENT OF COVID-19
DATE: MARCH 13,2020
POLICY: 82 AMENDED

EFFECTIVE: MARCH 13, 2020
*APRIL 1, 2020
*SEPTEMBER 8, 2020
*OCTOBER 7, 2020
*DECEMBER 17, 2020
*FEBRUARY 3, 2021

APPROVED: 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 hitps://www.cde.gov/ecoronavirus/2019-ncov/healtheare-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
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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 20,
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”, QS0O-20-38-NH, implementing the testing rule.
https://www.cms.gov/files/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 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 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
LTCEF 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 LTCF 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:

o Implement regional plans to transfer patients with COVID-19 to designated healtheare
facilitics, or alicrnate care siles with adequate staffing

« Ifnot already done, implement plans (see contingency capacity strategies above) to allow
asymptomatic health care providers (“HCP”)who have had exposure 10 SARS-CoV-2 but
are not known to be infected to continue to work.

o If HCP are tested and found to be intected with SARS-CoV-2, they should be
excluded from work until they meet all CDC Return to Work Criteria' (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. I[f HCP are allowed to
work before meeting all criteria, facilities should consider prioritizing their duties in the

following order:

'Return-to-Work Criteria for Healtheare Workers | CDC
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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 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 June 2021 Board Meeting or at an earlier date
as determined by the Board.

= 42& €®£L(A é&l‘% W

r. Rene Saunders, Chair
B for Licensing Health Care Facilities

nn R. Rced,&. BS

Director of Licensure
Board for Licensing Health Care Facilities

. MBA

62



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 LTC Facilities

Attachment D-J  CMS Letters Providing Guidance to Federally Certified Facilitics

Attachment K CMS QSO0-20-38-NH - Interim Final Rule (IFC), CMS-3401-1FC, 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.

Attachment L CMS QS0-20-39 NH ~ Nursing Home Visitation ~ COVID-19

Attachment M Tennessee Department of Health, LTCF Visitation Guidelines

Attachment N Tennessee Department of Health, LTCF Activities & Dining Guidelines
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PM 82
Board for Licensing Health Care Facilities
Policy Memorandum
SUBJECT: INTERPRETATION AND TEMPORARY WAIVER OF RULES
RELATED TO TREATMENT AND CONTAINMENT OF COVID-19
DATE: MARCH 13, 2020
POLICY: 82 AMENDED

EFFECTIVE: MARCH 13, 2020
*APRIL 1, 2020
*SEPTEMBER 8, 2020
*OCTOBER 7, 2020
*DECEMBER 17, 2020

APPROVED:  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 hitps://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”, QS0-20-38-NH, implementing the testing rule.
https://www.cms.gov/files/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,” QS0O-20-39-NH, implementing visitation guidance in CMS skilled
nursing facilities/nursing facilities. See Attachment L. CMS QS0O-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 LTCF 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

e Ifnot already done, implement plans (see contingency capacity strategies above) to allow
asymptomatic health care providers (“HCP”’) who have had exposure to SARS-CoV-2
but are not known to be infected to continue to work.

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

e If shortages continue despite other mitigation strategies, consider implementing criteria to
allow HCP with suspected or confirned COVID-19 who are asymptomatic willing to
work, but have not met all CDC Return 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:

I Return-to-Work Criteria for Healthcare Workers | CDC
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1. If not already done, allow HCP with suspected or confirned 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.

» Ifthey 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.

yas: gwwﬁu/s/ MT>

Rene Saynders, Chair

Director of Licensure
Board for Licensing Health Care Facilities
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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 LTC Facilities

Attachment D-J]  CMS Letters Providing Guidance to Federally Certified Facilities
Attachment K CMS QSO0O-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 (LTC) Facility requirements and COVID-19 Focused Survey Tool.

Attachment L CMS QS0O-20-39 NH - Nursing Home Visitation — COVID-19

Attachment M Tennessee Department of Health, LTCF Visitation Guidelines

Attachment N Tennessee Department of Health, LTCF Activities & Dining Guidelines
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PM 82
Board for Licensing Health Care Facilities
Policy Memorandum

SUBJECT: INTERPRETATION AND TEMPORARY WAIVER OF RULES

RELATED TO TREATMENT AND CONTAINMENT OF COVID-19
DATE: MARCH 13,2020
POLICY: 82 AMENDED
EFFECTIVE: MARCH 13,2020

*APRIL 1, 2020

*SEPTEMBER 8§, 2020

*OCTOBER 17,2020

APPROVED: 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 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.htm/| 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
Regulatory Revisions in Response to the COVID-19 Public Health Emergency.” On August 26,

68



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”, QS0-20-38-NH, implementing the testing rule.
https://www.cms.gov/files/document/qso-20-38-nh.pd{

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 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
LTCEF 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 LTCF 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.

L0 dsundert MDD

r. Repe Saundegs, Chai
oard for LicenSigg ﬁh Care Farilities
Qed, N,/B '

! ,MBA
Director of Licensure
Board for Licensing Health Care Facilities
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AMENDED 82
Board for Licensing Health Care Facilities

Policy Memorandum

SUBJECT: INTERPRETATION AND TEMPORARY WAIVER OF RULES
' RELATED TO TREATMENT AND CONTAINMENT OF COVID-19
DATE: MARCH 13, 2020
POLICY: 82 AMENDED
EFFECTIVE: MARCH 13, 2020
*APRIL 1, 2020
*SEPTEMBER 8§, 2020

APPROVED: MARCH 13, 2020
APRIL 1, 2020
SEPTEMBER 8, 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-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 LTC Facilities

Attachment D-J  CMS Letters Providing Guidance to Federally Certified Facilities
Attachment K CMS QSO0-20-38-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 (LTC) Facility requirements and COVID-19 Focused Survey Tool.

Attachment L CMS QS0-20-39 NH — Nursing Home Visitation - COVID-19

Attachment M Tennessee Department of Health, LTCF Visitation Guidelines

Attachment N Tennessee Department of Health, LTCF Activities & Dining Guidelines
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Survey Tool”, QS0-20-38-NH, implementing the testing rule.
https://www.cms.gov/files/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.

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) Tenn. Comp. R. & Reg. 1200-08-25-.14(1)(0)
Residential Homes for the Aged (RHA) Tenn. Comp. R. & Reg. 1200-08-11-.11(15)
Traumatic Brain Injury Residential

Homes Tenn. Comp. R. & Reg. 1200-08-37-.15(0)
Adult Care Homes Tenn. Comp. R. & Reg. 1200-08-36-.15(0)
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. 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 determined by the

Board.
FOSVNI-S S
. Reng Saunders, Chair

Board fgr Licensjijg Healfy Care Facilities

A nR.Qed, N, BSN, MBA

Director of Licensure

Board for Licensing Health Care Facilities
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 LTC Facilities

Attachment D-J]  CMS Letters Providing Guidance to Federally Certified Facilities
Attachment K CMS QS0-20-38-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 (LTC) Facility requirements and COVID-19 Focused Survey Tool.
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PM 82 AMENDED
Board for Licensing Health Care Facilities
Policy Memorandum
SUBIJECT: INTERPRETATION AND TEMPORARY WAIVER OF RULEIS
RELATED TO TREATMENT AND CONTAINMENT OF COVID-19
DATE: MARCH 13, 2020
POLICY: 82 AMENDED

EFFECTIVE: MARCH 13, 2020
* APRIL 1, 2020

APPROVED: MARCH 13, 2020
- * APRIL 1, 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. [n 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-lonp-term-care-facilities.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 Facilities (ACLF) Tenn. Comp. R. & Reg. 1200-08-25-.14(1)(o)
Residential Homes for the Aged (RHA) Tenn, Comp. R. & Reg. 1200-08-11-.11(15)
Traumatic Brain Injury Residential

Homes Tenn. Comp. R. & Reg. 1200-08-37-.15(0)
Adult Care Homes Tenn. Comp. R, & Reg. 1200-08-36-.15(0)
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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. 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 continuc 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 determined 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 manncr that temporarily varies from FGI
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.

A D
R ayndcrs, M.D., Chairran
oard fof Licenging Health Care Facilities

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

Attachments:

Attachment A Executive Order No. 14, [ssues March 12, 2020

Attachment B COVID-19 Facility Requirements — Temporary Structures
Attachment C March 11, 2020 TDH Commissioner Memo to LTC Facilities
Attachment D-J]  CMS Letters Providing Guidance to Federally Certified Facilities
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M 82
Roard lor Licensing Health Care Facilitics
Policy Mcmorandum
SURIECT: INTERPRETATION AND TEMPORARY WAIVER OI' RULLS
RELATED TO TREATMENT AND CONTAINMENT OF COVID-19
DATI:: MARCII 13, 2020
POLICY: 82
LIFECTTVE: MARCH 13, 2020

APPROVED: MARCH 13, 2020

The Board issues this policy to facilitate the treatment and containment of COVID-19. With this
same aim, on March 12, 2020, Tennessze Governor, Bill Lee, issued bxecutive Order No. 14, |
which suspends certain statutes and rules. See Attachment A. In letiers dated March 4. 2020,
March 9, 2020, and March 10, 2020, the Centers for Medicare and Medicard (CMS) suspended
certain survey activitics and issued guidance tor the fallowing federally certified facility types:
hospitals, hospices, end stape renal dialysis (ESRD) treatiment facilities, home health agencics,

The Board interprets its rules refated o maintamming patient and resident safety as requiring that
all licensed facility types appropriately screen and monitor patients. residents, stalf, and visitors
for any symptoins of COVID-19. ‘The Ceuters for Discase Convol and Prevention (CDC)
guldance  found at  hups:Zwww,cde povZeormas irus 20 19-neov healtheare- faelities/prey ent -
spread-in-long-terme-care-factlines.honl shall be followed For patient/residents, staft, and visitars
with known or suspected COVID 19, Sec Attachment €

Licensed facilities with policies or plang in place regarding the vestriction or limitation of
visitation will he leld to those policies or plans. The foltowing rules are heieby suspended in
order to allow these facilities types Lo reswict or limit visitation in order to protect residents from
the spread of COVID-19:

Assisted Care |iving Facilities (ACLIP) Tenn, Comp. R & Reg. 1200-08-25-.14(1)(0)
Residential Homes for the Aged (R11A) Tenn. Comp. R & Reg 1200-08-11-.11(15)
Traumatic Brain Injury Residential

Homes Tenne Comp. Ro& Ree 1200-08-37-.15(0)
Aduil Care Humes Tenn. Comp. RO & Reg. 1200-08-36 1 5(0)
HIV Supportive Taving Centers Fenn. Comp. R & Rew. 1200-08-28-.12(0)
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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 rcportable communicahle disease to continue to work in the facility if there is a written
protocol in place and approved by the Board’s administrative officc. 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 — COVII-19 Facility Reyuirements - Temporary Structures.

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

w?

Anh R, Reed/ RN, B8N, NIBA

Director of Liccnsure
Board for Licensing Health Care Facilities

Attachments:

Attachment A LExecutive Order No. 14, Issues March 12, 2020

Attachment B COVID-19 Facility Requirements - Temporary Steuctures
Attachment C March 11, 2020 TDIH Commissioner Memo to LTC Facilities
Attachment D-J  CMS Letiers Providing Guidance to Federally Certified Facilities
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STATE OF TENNESSEE

EXECUTIVE ORDER

BY THE GOVERNOR

No. 80
AN ORDER AMFNDING EXECUTIVE ORDER NO. 77

WHEREAS, individuals, businesses, local governments, faith communities, and other
entities across the State responded to COVID-19 by changing behaviors and operations to protect
our most vulnerable populations whilc continuing to provide the goods and services necessary to
support our communities and our economy; and

WHEREAS, our hcalthcare infrastructure 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 COVID-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 advancemcnts, 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, I, Bill Lee, Governor of thc State of Tennessec, 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 No. 77, Section C, regarding delegation of local authority for face
coverings, is deleted.

The “Tennessee Pledge” should no longer be considered an independent source of
information or recommendations, reccognizing 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 delcted.
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Exceutive Order No. 77, Scetion D, Paragraph 3, 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, [ have subscribed my signature and caused the Great Seal of the State
of Tennessee to be affixed this 27" 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:

)

SECRETARY OFS/I'ATE
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STATE OF TENNESSEE

EXECUTIVE ORDER

BY THE GOVERNOR

No. 77

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, arc 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, Tenncsseans 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:
https://www.tn.pov/governor/cavid- 1 Weconomic-recovery itml; 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 responsc (o 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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Resdafed progisions thal eviginated o Faecntine Order No, W (o amended i othey

oriders or herein) and similar provisions added ia this Order:

-~
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Activaiion of lennessee Emergency Mapagemeni Plan. The Comimizsionsr af
Heaith or her destgnes. 11 conjuicton with the Director of the Teanessee
Pinergeney Management &cency {THLMAY or his designee, shall implement the
Tennessee bmergency Management Plan (TEMP) and ali applicable annexes w
coordinate the Stale™s 1esponse to COVID-19.

Out of state Tealth care providecss may pracdee e Tennessee. The relevant
provisions ol Tetinessce Code Annotated. Titdes 63 and 68, and related rules aie
nercby suspeaded to the exient necessary to give the Commissioner of Healtlr the
discretion to allow « health care professional wha is ficensed i anather state, and
who would viheswise be siubject w the liveusing reyutroiments under e 63 or
Title 68, to cngage in the practice of such mdividual’s protession in Tennessee, if
such individual is a healih care professional v bo iz assisting in the medical responss
i COVID-19, including wculing routine ot other medical conditions.  The
Commissioner of Health shall provide the requisite form for practicing under this
Paragraph on the Department of Health’s Health Professional Boards webpage

Retired medical prolissionals can easily veenter the heall care workjoree, The
provisions of Tennessee Code Annotated, Titles 63 and 68, and related rules and
policies are hercby suspended to the extent necessary to give the Commissioner of
Health the authority to grant a license, certilicate. or registration o a health carc
professional, such as a retired health care professional, who has been out of practice
for a period of time without requiring that individual to demonstrate continued
competency or submil to an interview before a licensing board or other licensing
authority. provided that the individual satisfies all other requirements for licensuee,
certification, or registration.

(- person and e contmung educaton reguicements are suspended for health care
professionals.  The provisions ol the rules and policics adopled pursuant to
lennessee Code Annotated, Titles 63 and 68. regarding continuing education
credils and hours for health care professionals are hereby suspended (o the extent
necessary to suspend the requirement that any continuing education credits and
hours be obtained in-person or at a live event for credit and hours earncd from
March 12. 2020, through the expiration of this Order. Such rules and policies ave
further suspended to the extent necessary to allow the Comraissioner of Health to
adopt policics necessary to comply with the suspension of in-person and live
continuing education requirements, and the Commissioner of Heallli is herehy
directed to adopt policies to that eftect. Nothing in this provision suspends the
requirenmients that health care professionals obtain a certain number ol continuing
education credits or hours.

The provisions of Tenn. Comp. R. & Regs. 1200-060-03-.03¢3) and [1200-06-03-
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D20 ars hereby suspen o v ihe extend neesssar o e The Commissionar nd
the Biepactment of Flealth the authoriiv o suspend any required oasiwe inspection s
of lenoratories to the extent necessary o allow laborrerien o rnmediately beuin
esting jor COVID- 19,

Pleatth care Becnsing inspecions o mvestisaions e perdoed o meresas
resaures . available to Guht COVID-12 ond 1o protect public health. The provisicns
ol fetmenses Code Ancetated, 1ites 63 and 68, and related rutes and policios are
boreby suspended to the exdent neceesar teosuspend ansy requirenient that the

Deparimant of Heahh condaet inspections ormyestigadions ofw heensee. ineluding
put not limited m, complaian imveshigationa, routine surveys, and site visits
Flossever, the Departmaent of Healdv eelams the autherity o conduct any taspecaon
or invesiigation when, in the Deparumear’s sole diser:tion, the publie healtle safety

orwellare neeessitales such inspoction o iy 2stigalion.

Iospectinny of fealtle care Tactitie s e suspended . The orovisions of Tenncssee
Code Annotaed, Scetien 68-11-210(0)(1), are hereby suspended to the extem
necessary to suspend the requirement that the Department of Health conduel
inspections ol facilities applying for licensure if the applicant {ucility is physically
located n the same location as anvther heensed facility where patients have been
seen within the thirty (30) days preceding the submission of the application. In
instances where the Department of Health elects to not inspect a facility applying
for licensure, such provisions requiring a facility applying for licensure to be
inspected are hereby suspended.

[nspectiong al medieal faboratories are suspended,  The provisions of Tennessee
Code Annotated, Section 68-29-106, are hereby suspended to (he extent necessary
to suspend the requirement thai the Department of [ealth conduct inspections for
medical laboratory applicants for licensure if the applicant laboratory is physically
focited in the same location where another licensed medical kiburatory was located
within the thiny (30) days preceding the submission of the new application.  in
istances where the Departiment of Hlealth elects to not inspeet a medical laboratory
applying for licensure, such provisions requiring a medical laboratory applying for
licensure Lo be ingpected are hereby suspended.

Lave huai examinativns are suspended for dentisus applicants The requirenients
under Tenuessee Code Annotated. Fide 63, Chapter 3, and Tenn, Comp R. & Regs
0460-02-.05 that persons apply ing for licensure as o deatist complete a live human
paticnt cxamination component iy hereby suspended o permit the Board of
Dentistey to grant licensure tu persons graduating in 2020 or 2021 from a dental
school accredited by the Commission on Dental Accreditation (CODA), i such
persons have completed the other licensure requirements, met all of the
resjuirenients tor competency promulgated by the CODA, and been certihed by the
Jean of their CODA-aceredited denml school as qualified, competent, and fit to
practice dentistry .
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Mursone cndiates oy praetice under sopenvision saihoot oxunnenion, fhe
provisions ot lennessee Code Anvotated, Fitle o3, Chamers 6 and 70 and related
rules and policics are hereby suspended to the cerent necessars 1o give the
Comimissioner of Heofth the cathooty and diserction to allow 2 persan who has
eraduared on or alter December 120109, trom o anproyad regiswered ur practical
nursing educaiion progeon, and who hag applicd aud fulfilled all other reguirements
for licensure as a nuese but has yet o take the National Council Licensure Fxam
(NCLEX) to practice nursing uinder the cupervision ol a leensed registered nurse.

Phavimacol: can_proees: prescripians remoteh . The rodevant portions of
[ennessee Code Annotated. Tide 63, Chapter 10, and lenn. Comp. R & Regs.
11340-02-01 thvough Tern. Comp. R, & Regs. 1140-02-.02 ace hereby suspended
to the extent necessary Lo allow pharmacy technicians and phannacizts to complete
computer-based processing of prescriptions al alternative locations, including from
the residence of the pharmacy technician or pharmacist,  Such computer-based
processing shall be conducted wilizing adequate securily to ensure all aspects of
the Health Tnsurance Privacy and Accountability Act of {996 are followed. Na
laws pertaining 1o licensed pharmacy practicz sites, the storage of drugs.
recordkeeping. or dispensing proecsses are waived or limited by this Order.

Lach plirmacisl v suncivise nore pharinaey technicians.  The provisions of
Tenn. Corap, R & Reos. 1140-02-.02(7) ure hereby suspended so that there is no
restriction on the ratio of pharmacy technicians to pharmacists while this Order is
ineftect. All statutes and rules regarding the supervision of a pharmacy technician
by a licensed pharmacist remain in full force and eiffect. including. but not limited
to, the requirement that a licensed phanmacist supervise, direct, and verity the
accuracy of all pharmacy technician functions pursuant to Tenn, Comp. R. & Regs.
| 140-02-.02(9).

{Degree holders in science ficlds can work as laboratory personnel under
superyision, The relevant portions of Tennessee Clode Annuotated, Title 68, Chaprer
29, and related rules are hereby suspended to the extent necessary to pive the
Commissioner of Health the discretion to allow individuals required to be licensed
under Title 68, Chapter 29, as medical laboratary technologists, medical laboratory
technicians, or speciat analysts tu work withoutl a license while cinployed by «
licensed medical laboratory and workiog under the supervision of a medical
laboratory director; provided, that, such an individual has obtained a bachelor’s
degree in a biology or chemistry science ficld. The Commiissioner of Health shali
provide the requisite torm for practicing under this Paragraph on the Department of
Health's Health Professionul Boards webpage.

Meglical laboratory directors can nmonitor facilities remotely. The provisions ol
lenn. Comp. R. & Regs. [200-06-01-.20(5)(c) are hereby suspeaded to the extent
necessary (o suspeud the requirement that a medical laboratory director make
certatn periadic in-person, onsite visits o the facilities the director oversees, so long
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9.4

acthe divectod utilizes olner - chnologice] micans of mamaining and exerstsing

oy rsight

Pre-license, araduate or docioral level mental or behavioral health professionals can
provide felehesthth  services  under <uperyision The rvelevant provisions of
Tennessee Code Annotated. Uliles 63 and 68, and relaed rules are hershy
suspended Lo the extent necessary w give the Commissioncr of Health the authority
to allow nersuns who have completed or are actively enrolled in a program 1o obtain

a master's degree ar doetoral degre: in o behavioral or mental health field, or m a
Reld of siudy required for a ficense allowing the individual Lo diagnose behavioral
or mental health disarders. 1o treat divgnosad behaviaral er mental healih conditions
without a license and thiough wse of ©lemediciae services: provided, thal the
person iy, ot all times, supervised by 4 persan hicensed under Titde 63 or Title 68,
Chapter 24 with authorization to diagnose & behavioral or miental health condirion.
[lie Commissioner of Health shall provide the requisite form for practicing under
s Paragraph 9.2 on (he Depurtinent of Health's Healthe Prolessional Boards

webpage.

Madical labwragory personmne] can worl rciuotely. The provisions of Tenn, Comp.
R. & Regs. 1200-06-03-.02( 1)(h) are hereby suspended to allow medical laboratory
persennel to remotely review electronic data and report laboratory results without
having a separate luboratory license tor each remote location. Such personnel must
be employed by a licensed medical laboratory and working under the supervision
of a laboratory director. This suspension does not otherwise alier or amend any
licensee’s scope of practice or recordkeeping reyutrements.

Pre-license praduate or doctaral level sudiolows amd speceh anguinge_pathology
professiomls can provide telcheadth seivices ander supervision,  The relevant
provisions of Tennessee Code Annotatzd, Title 63, and related cules are hercby
suspended to the extent necessary to give the Commissioner of Health the authority
to allow persons who have completed ot are actively enrolled in a program to obtain
a master’s degree or doctoral degree in the field of audiology or speech language
pathology to practice without a license and through use of telemedicine services;
provided, that the person (s, atall times, supervised by a person licensed under itle
63 in that field. The Commissioner of Health shall provide the requisite torm for
practicing under this Paragraph 9.4 on the Department of Health's [lealth
Professional Bowrds webpage.

Lucreased nupber ol hospital beds availatle Tor COVID- 19 padents. The provisions
of Tennessee Code Annolated, Scction 68-11-1607, arc heceby suspended to the
extent necessary to allow hospitals. nursing homes, and home health agencies that
would otherwise be subject 1o certificate of need requirements to temporarily
merease their number ol licensed hospital beds ar any location oc temporarily
establish hospital, nursing home, hotne-based, and diagunestic services at any
location, il necessary for the (reatment of COVID-19 patients, as well as to the
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eurer el Lo oo aeie iy antharZed b the prosasions of diis O and

At stubsequent order voncerning GOVID-TY

Medical protessional stalTing esibiling i pernutted poesimn ioan approyed plan
o relivee e capacity strain oo ecnin statfing Yuncoons, In order to relieve the
capacity strain on bedside care and support resulting o stadiing shortages
(nurses, respiratory  thevapists. eted), additional temporary regulatory Hexibility
Heasures are necessdaty Lo cope with the emecgency. To dhis end. the provisions of’
Tizle 65 and Title 63, Chapler 140, are hereby suspended o the extent necesawrs o
autharize professionals licensed under Title 63 or Tite 68, Chaprer 140, 1o pertoun
asks outside of thetr icensed scope of practice if such tasks w e pertormed in a
hospital heensad under Title 63 pursuant o a lactlity -specitic. COVID-19-related
plat of delegation that has been submitted by the facility's chiel medicat officar
aind approved by the Conunizsioner of Healili or the Commissioner’'s deaignee,
Sueh a plan ol delegation must wnclude the specific types of licensees covered, the
spectfic taske outside of their licensed scope of practics that are pecasitted, and the
spectfic circumstances and directives under which such tasks are permitted  The
Commissioner or the Commissioner’s designee may approve such plan subject (o
conditions  and  may  reseind  such approval o the Commissioner’s  ov
Commissioner’s designee’s sole discretion.  Tor purposes of repulation and
disciplinary action, licensees perfurming tasks pursuant to this provision renain
subject Lo regulation and discipliuary action as tf they were acting within their
licensed scope of practice.

Diseretion to utilize National Guard and State Guard members in connection with
vertann health care and concryeney servives operations. This Paragraph 10,3 s
issued for the limited purpose ot anthorizing personnel recognized under Tennessee
Code Annotated. Sections 58-1-203. 38-1-204, and 38-1-402 (collectvely,
“Personnel™, (o serve in certain health care and emergency services roles to reduce
system capacity strain resulling tromn COVID-19. Namely, Personnel may: (1)
perform authorized alagnostic testing {or COVID-19 in bealth care scttings.
including but not to limited to hospiials, emergency departments, and allernate care
sites (collectively, “lacilities™); (2) pertorm authorized ninsing and other functions
m Faciliies: and (3) operate pudlic or privately owned. permitted ambulance
service vehicles with a ticensed service. Accordingly. the following provisions aig
hereby suspended to the extent necessary to facilitate this Puragraph 10.3:
Tennessee Code Annotated. Tules 63 and Title 68, and relaied rules, with respect
o hicensure, continuing education, and other requircments for Personnel ov
Facilities utilizing Personnel; Tite 68, Chapter 140, Pan 3, with respect 1o
Personnel and licensed ambulance services utilizing Persounel; and any other staic
or local taw, order, rule, or repulaton that would limit the application ol this
Paragraph (0.3 (s hereby suspended o the extent necessary o facilitate this
Paragraph 10.3. This Paragraph 10.3 15 subject to the following conditions:

L No Personnel shall operate under this Paragraph 10.3 unless designated by
the Adjurant General upon request or order of the Governor:
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Y

b Pursoniel operating puesiant o this Parauraph 1003 shall hase ihe
apprapriate training or skills o the area(sy pertatniog 1o thelr designations:

¢ Ihe Adjutant General and Commissioner of {Health, or their designees, shal
deieriinne the Tacilities w which Personnel are agsignad. based on need and

other reasonable fuctors, in their sole diseretion;

d. Any Facility to which Personnel aie assigned must subinit, i writing Lo ihe
Conmunisstoner of UHealth, the responsibilities and asks that Personnel will
be vidertaking while nperating pursuam to this Paragraph 110.3:

A list ol Personnel designated to operate uader this Paragraph 10.3 and the
Facilitn o selting i which suca Perscainel will be operating shall be
provided to the Commissioner of Health by the Adjutant General, and this
list shull be updaied from time th tme 43 necessary:

I Any authority, duties, or scope of practice suspensiond extended 1o
Personnel pursuant o this Paragraph 10.3 shall erminate and be of no
further toree and eficet upon the expiration or leemination of Paragraph 10.3
ar ather erder of the Governor to that eftect; and

This Paragraph 10.3 shall not alleet the requirements and provisions of the
suspended statutory and rule provisions with respect (0 any other person or
facility.

g2

Regulatory Hexibilite tor_ambulance trapsport services. [n order w0 rehieve the
capaeity steain on emergeney medical serviees, temporary reguiatory Hexibility
measules are necessary for nonemergencey ambulance transport services. To this
end. the provisions of Teanessee Code Annotated. Title 68, Chapter 140, and Teun.
exlent necessary to authorize that Level 3 transports may be stalled with one AEM |
and Level 4 rransports may be staffed with one LM, provided that there is an
ambulance operaior in addition o the AEM U or EMT who satislics the ambulance
driver requirements of Tenn. Comp. R, & Reg, 1200-12-01-.10. All other statutes
and rules regarding patient transpuort sevvices remain in full force and effect.

Delecation ol nursing tasks o medical assistants under the supervision ol
recistered nerse is pormitted To relieve the capaeity sitgin on vaecination and other
stathng tunctions.  In order to enswre prompt administration of a COVID-19
vaccination and relieve the capucity strain on bedside care and support resulting
from staffing shortages due to COVID-19, additional temporary regulatorsy
Hexibility mizasures we necessaty to cope with the emergency. The provisions of
litie 63 and reluted rules are hereby suspended to the extent necessary to authorize
aregistered nurse, Jicensed in Fennessee or working in Tenaesaee on a multi-state
privilege o practice, to delegate to medical assistants certilied or registered by the
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Amerienit Associaiiore of Medieal Assistants, Amecican Medical Technologists,
National Associzton ior Health Professionals. Nalional Center for Compeleacy
lestinig. ar National fleaithcareer Association tasks that would normally be within
the practical nurse scope of practice. mceluding, but not Limited to, adminisiration
al’ COVID-19 vaceinations, inder the supervision of the regisiered nirse Tasks
delegated o certified medical assistants and performed under the supervision of the
delepating registerad nurse aro required to have been ordered and authorized by a
Tennessee licensed practitivoer with prescriptive authority

Behay ol health  inpatienr psyeoaroric. residential, and  crigis care ~talfing
Hexibility is pemiitted pursiant o an appeosed plan 1o refieve the capacitn strain
o cettain stlng lupetioas. T order o celieve the capacity strain on bedside care
and support resulting from  stafting  shortages  (physician  assistants, nurse
practitioners, registered nurses, licensed praclical nurses. ele)), additional
temporary regulatorny  flexibility measuces are pecessary to cape with the
emergeacy. To this end. the provisions of Title 33, Title 63, and Title 68 Chaprter
140, and related rules are hereby suspended to the extent necessary to authorize
professionals licensed under Title 65 or Title 68, Chapter 140, to perform tasks
vutside of their licensed scope of practice or restricted under Title 33 if such tasks
arc performed in an inpatient psychiatric facility, in a behavioral health residential
facility. or by a behavioral health crisis services provider hicensed under Title 33
pursuant o a facility or provider-specitic. COVID-19-related plan ot delegation
that has been submitted by the facility’s or provider's chief medical or chief
executive ofticer and joinlly approved by the Commissioner of Mentu) Health and
Substance Abuse Services ot the Commissioner’s designee and the Commissioner
of Health or the Commissioner’s designee. Such approval by cither Commissioner
ot Cominissioner’s designee may be subject o conditions or may be subsequently
rescinded in thar person’s sole discretion. Such a plan ol delegation must include
the specific types of licensees covered. the specific tasks outside of their licensed
scope of practice or restricted under Litle 33 that are permitted, and the specific
circumstances and directives under which such tasks are permiticd. For purposes
of regulation and disciplinary vetion, licensees performing tasks pursuant to this
provision remain subject o regulation and disciplinary action as if they were acting
within their licensed scope of practice.

Health care stuclent stalling Nexibiliny s _permilted i mpatient acule cane
cehabilitation and emergeney sellinges pursuant 1o an approved plin to relieve (he
capiteity strain on eertain seuling luclions, In arder to relieve the capacity strain
on bedside care resulting from statfing shortages celated to inpaticat acute cure,
inpatient behavioral health, and emergency care. additional temporary regulatory
flexibility measures arc necessary to cope with the emergency. To this end, the
provisions ol Title 63 and Title 68. Chapter 140, and related rules are hercby
suspended to the extent pnecessary to authorize students actively enrolled in a
graduate schoo! programi or an undergraduate respiralory care program, the
edacational standards of which meet the training requirements for a license under
itle 63 or Title 68, Chapicr 140, to perform supervised tasks within the licensed
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scape ol practics of such a lieense, (Fsuch tasks are perlormed i an inpatient acite
care o inpatient rehabilitation setting or emergeney department putsuant o a
tucility-specitic, COVID-19-related plan ot delegation that has beea submitled by
the Taciiit; ‘s chief medical ofticer and approved by the Commizsioner of Health or
the Commissioner’s designee Such a plan of delegation mast include the specific
types of programs in which a student must be enrolled to perform tasks in
accordance with this Paragraph 10.7. the specific tasks within the relevant scope of
practice that the student is permitted o perfonn, and the speciiic circurnstances and
dirgetives under which sueh tasks we permitted. The Commissioner or the
Commissionet’s designee may approve such plan subject to counditions and may
rescind such approval in the Commissioner’s or Commissioner’s designes’s sole
discretion.  Students performing tasks pursuaat o this Parageaph 10.7 may be
subject to disciplinary action upon applying for a license tor actions inconsisteut
wilh the pactice act (ov the licensed seope ui praciice w which they arc operatiag.

behavioial headth sellings pursuant ta an approved plan o relieve the capaciiy strits
an cenain stalting functions. In order o relieve the capacity strain on bedside care
resulting from staffing shortages related to inpatient acute care, inpaticnt behavioral
health, and emcergency care, additional teiporary regulatory flexibility measures
are necessary o cope with the emergency. Lo this end. the provisions of litle 33.
Title 63, and Title 68, Chapter 140, and related rules are hereby suspended Lo the
extent necessary to authorize students actively earolled in a graduate school
progiram ot an undergraduale respiralary care program, the educational standards
of which meet the training requirements for a license under litle 63 or Title 68,
Chapter 140, to pertormi supervised tasks within the licensed scope of practice of
such a license ot restricted under Title 33, 1f such tasks are performed tn an inpatient
psychiatric facility, in a behavioral heallth residentiul facility. or by a behavioral
health crisis services provider licensed under Title 33 pursuant to a facility or
provider-specific, COVID-19-related plan of delegation that has been submitted by
the fucility’s or provider's chiel medical or chiet executive officer and jointly
approved by the Commissioner ol Mental Health and Substance Abuse Services or
the Commissioner’s designee and the Commissioner of Health or the
Comnuissioner’s designee. Such a plan ot delegation must include the specific
types of programs in which a student must be enrolled to perform tasks in
accordance with this Paragraph 10.8. the specific tasks within the relevant scope of
practice or restricted undet Title 33 that the student is perniitted to perform, and the
speeifie cireumstances and directives under which such tasks are permitted. Such
approval by either Conunissioner or Commissioner’s designee may be subject to
condilions or may be subsequently rescinded m thai person’s sole discretion.
Students perferming tasks pursuant to this Paragraph 10.8 may be subject to
disciplinary action upon applying for a license for actions inconsistent with the
practice act for the licensed scope of practice in which they are operating.

Testnyg Tor COVIDN-T19 can occur at more medical fubormory facihitics. The

provisions ol Tenn. Camp R. & Regs. 1200-06-03-16 arc suspended to allow
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testing necessary tor the dimgnesis treatnent. and containment of COVILTY w
oceur ar allernate tesung sites without prior approval by the Madical Laboratory
Board; provided. that lahoratories shall netily the Medical Laboratory Board ol any

such aliernate tesring sites.

Jemporary guarantine and isolation facilitics wiay he constructed. The pessisions
of Tennessee Code Annotacd. Scction 8-11-202(¢)0 1)~(8), are herchy suspended
o allow for the construction of femporary structures, the plans for which would
otizrwise be suhjoct to review for new construction, additions. or substantal
alterations, as directed by the Commissioner of Health and the Director of TTINA
i response o COVID-19: provided. that there shall be thspesuons ol such
sirnelures o cosure salety. 1s necessary.

Crnemploviment beaelivs o peesons atlected by CON D190 The provisions of
Tennessee Code Annotated, Tide 500 Chapter 7. and related rules are hereby
suspended (o the extent necessary 0 allow the Commissioner ot Labor and
Workforce Development to comply with, and maximize the benefits to the Stale
from, federal tegislation related to caergency unemploymeat benelits, including
any exlension ol. o7 moditication w, the Coronavirus Aid. Relief, and Fconomic
Security Actenacted on March 27, 2020, as Public Law No. 116-136.

Bourd of Parole may imodity procedres w proteel public health. The provisions ol
Tennessee Code Annotated, Bection 40-28-118(a) and (b), Section 40-28-121(h)
and (d), Section 40-28-122(a). (¢). and (f). and Secction 40-35-503(d), (&), (f). and
{(h). requiring the Tennessec Board of Parole to take certain actions and conduct
certain proceedings. the provisions ol Tennessee Code Annotated, Section 40-28-
S02¢a)(l). requiring that hearings be open to the public, the notilication
requiremients of Tenpessee Code Annotated, Section 40-28-305(b). (o). (e), and (g).
and any related provisions of Tenn, Comp. Ko & Regs. 1100-01-01-.01 through
Tenn. Comp. R. & Regs, [100-0§-01-.16 and Board of Parole policies adopied
pursuant to T'ennessce Code Annotated, Section 40-28-104, are hereby suspended.
However. the Board of Parole is directed to use all available processes. alternatives.
and technology to maintain continuity of services and hearings to the greatest extent
practicable while maittaining the health and safcty of all persons involved.

Suspeneds temporary application_ol” salety valve provisions resulting from the
teorporany decrease i1 THOC prisoners. The provisions of Tennessee Code
Annotated, Sections 41-1-505(a) and 41-1-508(c), requiring the automatic
reversion of release cligibility dates ol certain (elony offenders to the dates in
existence prior to ther reductions pursuant o Title 41, Chapter 1, Parl 5 upon
attainiment of ninety percent (90%) of the relevant designated capacity ol Lthe state
correctivnal facilities are hereby suspended.

Commercial diver licenses with_medical cards are extended. Consistent with the
February 16, 2021, Federal Motors Carrier Safety Adminisivation waivers. the
pravisions of Tennessce Code Annotated, Section 55-30-413. are hereby
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napendaed vy llow s e the wtent necossars o odelay e caneslbtion of a Ol
AL B, or dreiser hecense with aomaedical eardissucd for more thar ninety (90) day s:
Clisy AL IR, aned O drver heense holders whose medical cards were set to expire
froay Decentber 1, 2020, theough March 28 2621 will have anill March 29, 2021,
to subiit a new medical card w the Departiment ot Satety and omeland Sceurniy
te avoid cancellation, regardless ol other termination dutes that may be specitied in
the foderal waiver. Renewal veguirements shall rerurn o their ociginal scheditle in
subseguent vears. Drivers who, since their last medical certificais was issued, have
teen diaanosed with a medical condition that would disqualifs the driver trom
sperdting monterstale commerce, or wha, since thelr fast imedival certilicaie was
sued have developed a condivo tha tequires an exeniption or Skill Pertormance
Lvaluation rrorn EMOSA are not covered under the suspension in this paragraph.

and Toaanee may be extended. The provisions go.erning the initi issuance and
veucwal ol licenses, permies, and cerlilicaiions issued by the Department of
Conimerce  and  Insurance  and  the boards comnussions.  and  agencies
adminiswatively attached o the Depariment are suspended o the extent necessary
to give the Conimissivoer ol Commerce and lnsurance and the  boaids.
commissions, and agencies discretion (o reasonably  oxtend the deadline [or
obtainiog the requiced testing, education. continiing cducation, or in-service credits
as necessary W respond 1o the elfects of COVID-19

Deadlines Tar building code. building plan._electival. and residential inspection :
nuny be extended. The provisions governing building plans review or building code
requirements or electrical or residential inspections under the purview ol the
Departinent ol Commerce und Insurance are suspended to the extent necessary to
give the Commissioner ot Commerce and Insurance discretion 1o reasonably extend
the deadline tor compliance with such provisions as necessury to respond o the
elfects o COVID-19.

tnspections ol juemad health_and  substance abuse facilitics and s
susponded. The provisions ol Tennessee Code Annotated. Section 33-2-413(a), are
hereby suspended 1o the extent necessary o give the Commissioner of Menral
FHealth and Substance Abuse Services the authority to suspend the required
unannounced life salety and environmental inspections ot hicensed services or
facilities, absent the death of @ service recipient al the service or facility with an
indication of possible abuse or neglect by the service or facility or its employees or
arequest for placement assistance from law enlorcement or state or federal agencies
regarding the service or facility.

Pelephione wsseystneils tor involunbiny, commitment cases are pernibied.  The
provisions of Tenncssee Code Annotated. Section 33-3-108. are hereby suspended
to the extent necessary to ablow the issuance of a certificate ol need under Tennessec
Code Amotated, Scetion 33-6-404, tor he emergeney insoluntary conmitiment of
a person with w mental illness or serious emotional disturbance based upoa a
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whephane aeessmient ol such pessan by 6 mandawony presscreening azent
destatiatad pursuan o §ennessee Clode Annotuzd, Scctions 33-6-104 and 33-6-
127, i the follow ing conditions are et

w The mandatony pre-scecening agent is not reasotiably  able to conduct an
aliation o-person or via readily available eleheaith servicss: and

b The mandators pre-sereening agenl determines in the agent’s profossional
judgment that conducting the assessment i welephone with the person is
chintcolly appropriate

FennCare policies adiusted W prevent coverage disrupticons.  The Diviston of
TennCare 1s hereby authovized to create policies or modily existing policies as s
necessary tooensure that members of the TennCare and Ceverkids programs
continue to receive medically necessary services without disruption during this

sl of emicrgeney

Dresinmition dind l’;nmwm fon Cartain Nursing Faeilities as “COVID-18 Shlled
Nursing Pacthines Units™ The pravisions of Tennessec Code Amnotated, Tides 4.

68, und 71 und related 1‘ul«::~:, regulations, and policies are hercby suspended o the
extent necessary to provide the Department ot Health and the Divisien ot TeanClare
the necessary authority and discreilon to select. d:"siunulc, zmd reimnurse Certain
nursing lacilities, or umt\, within certain nursing tactlities, as “COVID-19 Skitled
Nuesing Facilities/ Units.”

Mudicaid - Payients o _COVID O SEilled  Nuorsing Paclivies Units.™ The
provisions and requirements of Tennessee Code Annotated. Section 71-3-103, are
treby suspended to the extent necessary to permit the Division of TennCare to
implement additional acuity-based payments for Medicaid members in nursing
facilitics designated as ~COVID-19 Skilled Nursing Facilities/Units”.

[elemwedicine aeeess is expanded. Health insurance carriers ace urged to provide
coverage for the delivery of clinically appropriate. medically necessary covered
services vin telemedicine to all providers, irvespective of network status or
originating site. Providers are urged to follow the new guidance from the federal
Centers for Medicare and Medicaid Services regarding equipment and everyday
communications echnoiogies that may be used for the provision of welemedicine
services. Carriers are urged not to impose prior atthorization requirements ou
medically necessary treatment related to COVID-19 delivered by in-network
providers via telemedicine. [Heualth care professionals licensed in another state who
ate auwthorized pursuant to this Order to temporarily practice in this State are
permitted to engage m telemedicine services with patients in Tennessce to the
extent the scope of practice of the applicable professional license in this State would
authorize the protessional W diagnose and treat humans.  Tennessee Code
Annotated. Section 63-1-155(C1(3). 1s herehy suspended to allow telemedicine
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sor tees by pon management chnics as detined 1n Tennessee Code Annotated,
Section 63-1-301(7). and in the case of chronie nonmalisnani pain teeatment.

A Becnsed headth core providers can prwitive clemedicioe the provisions of
Fennessee Code Aanotated, Sectinn 6X-1-1350a) 1), ace hereby suspended o (e
exlent necessary o allow elehealth oc teiemedicine services to be provided by any
provider licensed under Litle 63, regardless el the provider’s authonty (o dizgnose.
This suspension does not otherwise aller or amend uny heensee’s seone of practice
of record keeplng reguiceiaents

Ficensed aleohol aned dhrue abuse counselor, can practice telenwdicine. The
provisions ol Tennessee Code Annotued, Section 63-1-133()(1). and any clher
state or focal law, order. rule, or regulation that would limir the application ot this
Parugre

Paragraph 38,1 of xecutive Ovder Mo, 36 suspended provisions of law to pernit
teleredicine by other lcensad nealth care providers, to the extenl n=cessary 1o
allow telehealth or telemedicine senvices to be provided by an zlcohol and druy
abuse counselor liceused under Title 68, This suspension does noi otherwise alier
oramend an alcohol and drug abuse counselor’s scope of practice or record keeping

reguirenients.

Lospital-level care in home prograr and telemedicine access _expansion is
cocayraeed, Inovder to relicve the capacity strain on inpatient care due to COVID-
19, health iusurance curriers are urged to provide cquivalent inpatient
reimbursement 1o all providees [or the delivery ol clinically appropriate, medically
necessary covered services via programs in which patients receive hospital-level
care in home, irrespective of network status or originating site. Providers are urged
to follow the new guidance from the federal Centers for Medicare and Medicaid
Services regarding equipment and evervday communications technologies that may
be used for the provision of telemedicine services. Carriers are urged 1o not impose
additional prior authorization requirements on medically necessary treatment
related to COVID-19 delivered via programs i which patients receive hospilal-
level care in home.

C allaborative phanmaey practice aerecticni tor yoaccinations.  The chiel medical
officer of the Department of Health is authorized to implement a statewide
collaborative pharmacy practice agrecment specilic to the adminisiration and
dispensing ot the COVID-19 vaccine with any pharmacist licensed in and
practicing in Tennessee. The provisions of Title 63 and related rules are hereby
suspended to the extent necessary to authonze a pharmacist licensed under Title 63
to enter into the collabovative practice agreement with the chiel medical otticer of
the Department of Health. A pharmacist entering into the statewide collaborative
pharmucy practice agreement must attest and maintain proof that the pharmacist
satisties all of the requirements to qualify as a “covered person” under 42 1J.S.C. §
247d-6d(D(8)(B) pursuant o the HELS Guidance dated Scptember 3, 2020, For cach
intern or technician for whom the pharmacist is the supervising qualitied
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pharmacist, the pliarmacisi musl atiest and maintain proof” thal the miern or
techuician satisties all of the requirements o qualify as a ~qualitied pecson” under
2 0080 3 247d-6d(DH(R) R, puesiant o HIHS Guidanee dated October 20, 2020
For purposes of regulation and disciplinary action. licensces perborning tasks
pursuant to this provision remain subject to regulation and disciplinary action as it
they were acting within theiv licensed scope of practice. Students pertorming tasks
pursuant t this paragraph may be subject to diseiplinary action upon applying tor
a lieense (or actions inconsistent with the licensed seope of practice [or which they
are operating.

b

R. Restated peosisiois that ortginated in Faccative Geder No, 38 (o amendod i othier

viidors ey beeein):

i

Spores and athletics, Logal education agensies and schools shall. notvithstanding
any orders or provisions to the coatrary, hive the authority o permit. but arc not
required tu perairn. schovl-sponsored spotiing events and actviiies, provided thar
all such activities. including proctices and games or competition. must be condueted
in a nianaer consistent with COVID-19-related guidance and rules adopted by the
Tennessee  Secondary  Schiouls  Athletic  Association.  Nou-school-sponscred
athletics. including practices and games or competifion. must be conducted in a
manner consistent with guidance from the Tennessee Fconomic Recovery Group
(i.e., Tenncssee Pledge). Collegiate and professional sporting events and activities
must he conducted pursuant te the rules or guidelines of their respective governing
bodies.

Take-outalcohol sales by restaurants and limited-service restaturants 1o coitinue in
veder o cocournee carpyvoeut or delivery orders. The provisions of Tennessee C'ode
Annotated, Title 57, dnd related rules and other state or local laws, orders. rules. ot
regulations are temporarily suspeuded to the extent necessary to allow restaurants
and limited service restaurants, as defined in Tennessee Code Annolaled. Section
§7-4-102, and wine-only restaurants, as permitied by Tennessee Code Annotated,
Section 57-4-101(c), to sell lor take-out or delivery alcobiotic beverages or beer, so
long as the following conditions are met:

1 Any sale of an alcoholic beverage or beer is for censumption oft of the
premises ol the restaurant. limited service restaurant. or wine-only
restaurant  (collectively referred to hereafter as “restaurant™) and is
accompanied by the sale ol food in the same order;

b. An alcoholic beverage or beer sold under this Paragraph 12 must be
packaged i a container or bottle with a secure lid or cap and in a mauner
designed to prevent consumption without removal of the lid or cap. and
customers shall not remove such lids or caps while operating a motor
velicle;
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12.1

8

M, Sigle servings ot aleoholic beverages or boer and mulilsen g bottles or
containess ol beer or wine normally seld by the restautant my be seld ander
this Paragraph [2. but not botiles o spirits or liquor:

i A restaurant setling aleoholic beverages or beer uader this Paragraph 12
shall prominently post a warning in a mainer reasonabl; culeulaied o
provide notice to customers of apen container laws. which must include the
following language {rom lennessee Cade Annotated, Section 53-10-416
‘No driver shall consume any alcoholic beverage or heer or possess an open
container of alecholic beverage or beer while operating a motor vehicle n
this state,™;

cH An employee or contractor ot a restauraint providing or delivering alcoholic
beverages or beer to & customner under this Paragraph 12 shall aot provide
or deliver such beverages to any person under twenty-oune (21) vears of age
and may ot provide or deliver such heverages 1o g person who 1s visihly
intoxicated.  Any such employce providing or delivering alcoholic
beverages or beer mwst visually inspect a valid government-issued
document deemed aceeptable 10 the restaurant that includes the photograph
and birth date of the adult consumer attempting to make an alcoholic
beverage purchase and confirms that the person is at least twenty-one (21)
years of age;

l A person delivering alcoholic beverages or beer under this Paragraph 12
must be at least twenty-one (21) years of age and must have a valid driver
license: and

g, An alcoholic beverage or beer sold under this Paragraph 12 must be sold
during current opsrating hours.

Waiver of application [ee o cxpand prenuses. The provisions of Tennessce Code
Annotated, Title 57. and velated rules and other state or local laws, orders, rules, or
regulations are temporarily suspended to the extent necessary (o waive the $300.00
application fee tor restaurants, limited service restaurants, and all other
establishments licensed under Tite 57, Chapter 4, that apply to the Alcoholic
Beverage Commission to expand thie boundary of their premises covered under
such license to scll alcoholic beverages for on-premises consumption in responsc
to COVID-19.

Local vrders.
o No local orders permitted regarding dental or medical procedures. In order
to ensure a comprehensive approach to the measures needed to conserve

personal protective equipment, which is an issue that is statewide in scale,
no local official or local governmental entity shall issuc an order or measure
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revandiog the provizion of medieal, dental, or ol procedures becaiise of
COVID-19 ahsent autharuy delegaied by the Governor,

b Local orders 1n 89 countics w ithaul a locally ron county healih department
Sall counties eavept foe Davidsons Haimitioon, Koose Nadisen, Shelbs . and
Sullivig, The nrovisions of this Ovder shail exclusively govern on the
subjeets they concernin the 89 counties that do not have a lecally run vounty
health departmient. and this Orvder shall supersede and preempt any
emargency order health ondee, or other order issued by a locai ofheal or
local governmentsl eniity ihat contravenes or would limil the application of
the provisions ol this Order,

8. focal orders i six counbies with a locatly run eouniy bealth departniei
(Hras idwore T, koox, Madisor, Shelby, and Sallivan) The six
locallv run county heslth departments in Davidson, fHamilton, Krnox,
Madisor, Shelby, and Sullivan couaties shall bave avibority (0 issue
additional orders or mcasures related to the containment or management of
the spread of COVID-19. which may permit to a greater degree, or restrict
to a greater degree, the opening, closure, or operaton of businesses,
organizations, or venues in those counties or the gathering ot persons;
provided that no local oflicial or local goveramental entity shall issue an
order or measure regarding places of worship or an order or measure that
contravenes Pdragiaphs 6, 9, or 10 ol Executive Order No. 3§, as restated
hercin. This Order shall govern on all subjects it concerns, except to the
extent that the locally run county health department has issued ditfering
local orders or measures regarding the opening. closure, or operation ol
businesses. organizations, or venues ot the gathering of persons as provided
for in this Pacagraph 13,

d. Local vrders ol u proprictry isdure., Nothing in this Order shall affect or
limit local orders that do not contravene or limit the application of the
provisions of (his Order, such as orders or measures in which a local
governmental entity avts in a proprietary capacity-—lor example, with
respect to the opening or closure of povermumental buildings, employee
measures, or governinent operations.

7 Restated provisions that oricinated in Pxecutive Order No. 54 (as amended in other
ardcers oy heeein):

2. Specitic delegotion ol wuthority o sue orders coneenng fice coverings,
Notwithstanding anything to the contary in Paragraph 13.6. of Executive Ovder
No. 38, as restated herein, counly mayors in the 89 counties that do not have a
locally run county health department shall have the authority to issue ocders or
measures requiring or recommending the wearing of face coverings within their
jurisdictions, consistent with Paragraph 3 of Executive Order No. 54, as restated
here.

94



Contents of focal orders Orders or measures 1ssued by county nayors pursuant to
this Order should be consistent with CDC guidance and may have such exemptions
as deemed advisable, provided that, at a minimum, theee shall be no requirement
that a face covering be wormn:

Within one s residence or automobile, unless transporting others for hire:

—

il By a child twelve (12) vears of age or younger:
ut, By someane who has trouble breathing due to an underlving health

condition or another bona fide medical or health-related reason {or not
wearing a face covering:

v By someone who is incapacitated or otherwise unable to remove the cloth
fuce covering without assistance:

V. While cating or drinking;

VI While outdoors, unless the person cannot substantially maintain appropriate
social distancing {rom others outside of the person's household,;

vit.  While working under conditions where appropriate social distancing from
others outside of the person’s household is substantially maintained;

vitl.  In situations in which wearing a face covering poses a safety or security
risk;

Ix. While in a house of worship unless required by that house of worship, but
wearing a [ace covering in such locations is strongly encouraged: or

W While in a vating site for the purpose of voting or administering an clection,
but wearing a face covering in such locations is strongly encouraged.

locally run county health depariment. Nothing herein or in Paragraphs 5 or 13 of
Executive Order No. 38, as restated herein, preempts or supersedes any cxisting
authority, as provided by executive order, statute. charler, or otherwise, of a locally
run county health department, board of healtn, official, or local legislative body,
located in a county with a locally run county health department, to issue or enact
orders. ordinances, rules, or law regarding face coverings to mitigate the spread of
COVID-19.

Etfect of Order. A local order promulgated under the authority delegated by this
Order constitutes an order, rule, or regulation promulgated pursuant to Tennessee
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Code Annotated, Title 58, Chapter 2, Part 1, for purposes of Tennessee Code
Annotated, Section 58-2-120.

D. General Provisions;

Ir Suspension of laws that would limit application of this 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.

p 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. Term and eftective 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 WHEREQF, [ have subscribed my signature and caused the Great Seal of the State
of Tennessee to be affixed this 26th day of February, 2020.

e le_

GOVERNOR
ATTEST:
SECRETAR YAF STATE DR D 1Y, G
"n\(c.uw{(u(g ,ynmw. N

M

U N
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CD Centers for Disease
Controt 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 COVID-19 in Nursing Homes" and “Performing Facility-wide
SARS-CoV-2 Testing in Nursing Homes” were merged with this guldance.

s The criteria for health department notification was updated to be consistent with Council of State and Territoriat
Epidemiolagist (CSTE) guidance for reporting.

= Information on the impartance of vaccinating residents and healthcare personnel (HCP) was added along with
links to vaccination resources.

« Visitation and physical distancing measures were updated.

e Added proper use and handling of persanal protective equipment (PPE).

e Added universal PPE use to allgn with the interim infection prevention and control guidance for HCP,

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

e Adescription was included about when it may be appropriate for a resident with a suspected SARS-CoV-2
infection to “shelter-in-ptace.”

» Added management of residents who had close contact with someone with SARS-CaV-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 facillty.

¢ 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.

¢ Astrong infectlon 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 Infectlon among residents and HCP In order to prevent spread and
protect residents and HCP from severe infectlons, haspitailzations, and death.

s These recommendations supplement CDC's Interim Infection Preventlon and Control Recommendations for
Healthcare Personnel During the Coronavirus Disease 2019 (COVID-19) Pandemic and are specific for nursing
homes, including skilled nursing facilities, but may also apply to other long-term care and residentia! 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 infectlons, hospitallzations, and death.

This guidance has been updated and organlzed according to {PC 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 Recommendations for Healthcare
Personnel During the Coronavirus Disease 2019 (COVID-19) Pandemic and are specific for nursing homes, inciuding
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 madifications,
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

Asslgn One or More Individuals with Tralning in Infection Control to Provide On-Site Management of the IPC Program

e 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 program based on the
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resident population and facility service needs identified in the |PC risk assessment.
e CDC has created an online training course [4 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 1) [4
- 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 [4 ) 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 [%4 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 CDC PPE optimization strategles).
- 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.

s 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) [ 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

e Provide culturally and linguistically tailored information about SARS-CoV-2 infection, including the signs and
symptoms that could signal infection.

¢ Provide information about strategles 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 far 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,
padiatry, barber), ombudsman, and volunteers who provide care or services in the facility. Including consultants is
important since they commanly provide care in multiple facllities 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 il
- 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 transmisslon of SARS-CoV-2 and other pathogens.

e 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 visitar 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 hyglene.

= 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 heaith department as well as
your local heaith department

Notify HCP, residents, and familles about outbreaks, and report SARS-CoV-2 infection, facility staffing, testing, and supply
Information to public health

* Notify the health department promptly B [4 about any of the following:
- 2 1residents 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 facllity B [4 and maintain
ongoing, frequent communication with residents, families, and HCP with updates on the situation and facility
actions.

» Report SARS-CoV-2 infections, facllity staffing and supply information, and point of care testing data to the
National Healthcare Safety Network (NHSN) Long-term Care Facility (LTCF) COVID-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 @ 4

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 Resldents 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.

» Thelong-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 Vacclnation 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
additlon 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
far everyone in a healthcare fadcility, 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 stayin
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 theirroom, including when in
common areas or when outside of the facility. More information on options to Improve fit 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 heaithcare 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.

e 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 whlile 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.

e 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 witl dArO-LDv-£ mnrecuaon:
_ 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 willl be regularly updated, are posted in CDC's Updated Healthcare Infection Prevention and Control
Recommendations In Response to COVID-19 Vaccination.

Visitation
Have a Pian for Visitation

¢ Have a facility plan for managingvisitation, including use of restrictions when necessary.

» While facilities are encouraged to facilitate in-person visits whenever possible, the CMS visitation memo describes
B [& situations requiring temporary restriction of indoor visitors, except for compassionate care reasons.
Please refer to CMS visitation memo M [ , 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

s Fever of 100.0 °F or higher or report feeling feverish

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

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

e Diagnosis of COVID-19in the prior 10 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 B to families advising them of the restrictions
- Facilitate and encourage alternative methods for visitation B (e.g., video conferencing) and communication
with the resident
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I nis guidance summarizes tne core intection prevention and control practices for Nursing homes during tne SAKS-Cov-<£
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 Handling of Personal Protective Equlpment

« 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.
s 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 Equipment: Questlons and Answers.

- Summary for Healthcare Facilities: Strategies for Optimizing the Supply of PPE during Shortages | CDC
Implement Universal Use of Personal Protective Equipment

e 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 substantlal community transmisslon 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:
* ANIOSH-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
wear’s head; use of a cloth mask over the facemask to help it conform to the wearer's face)
* Additional information about strategies to improve fit and filtration are avallable in Improve
the Fit and Increase the Filtration of Your Mask to Reduce the Spread of COVID-19.

* Ifimplementing new strategies or equipment to improve fit, HCP should receive training on
how to safely don and doff their facemask and the facility protocol far 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 guldance summarizes the core Infection prevention and controi 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

¢ Guldance addressing when to test residents and HCP for SARS-CoV-2 and how to interpret results of antigen tests
is available at the following lInks:
- Testing Guidelines for Nursing Homes
- Interim Guidance on Testing Healthcare Personnel for SARS-CoV-2
- SARS-CoV-2 Antigen Testing in Long Term Care Facllities
¢ The plan B [4 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 facillty, 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 onsite
- 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

- Aprocedure 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)

Aplan to respond to results of the testing prior to initiating testing, for additional information see section:
Respond to a Newly |dentifled 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 Revislons 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 B 4

104



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 Preventlon 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 personne! 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.

o Establish a process to ensure HCP (including consuftant 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 impiementing
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 2100.0°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. (n 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 workpiace.

s 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-openingMemo B [ .

» 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. Guldance 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 Resldents with Conflrmed SARS-CoV-2
Infection

e 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 altow 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
a COVIN-19 care 1init should wark to create ane 1inless the nronortion of residents with SARS-CnV-2 infection
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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.

e |dentify 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 possibie, 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 [4 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 eatlng, 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 strategles 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 Residents 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 >100.0°F) and symptoms
consistent with COVID-19. Ideally, include an assessment of oxygen saturation via pulse oximetry. 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 B for performing respiratory infection surveillance in long-term care facilitles 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 Coronavirus 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 (AlIR) but should be cared for HCP using an N95S 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 optimizatlon 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 N9s 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.

* Ingeneral, 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 englneers 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 personne!
and the receiving facility should be notified about the suspected dlagnosis prlor 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 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.

Managing Residents with Close Contact

Manage Residents who had Close 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.
e 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 N9S 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 Monltoring and Diagnostic Testing. Healthcare facilities
could consider these alternatives as a measure to mitigate staffing shortages, space limltations, 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 Admisslons and Readmissions

¢ Residents with confirmed SARS-CoV-2 infection who have not met criteria for discontinuation of Transmission-
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.

~ Exceptionsinclude 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 minimalto 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 Resldents who |eave the Facllity

® 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 thelr adherence or the adherence of those around them to recommended IPC measures.

e 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 Identifled SARS-CoV-2-infected Healthcare Personnel or Resldent

s 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 haiting 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 [4 . Residents could leave thelr
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
R &.
Restrict non-essential HCP M [4 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 ofthe interventions
implemented to control transmission.

Consideratlons for Residents and HCP who are within 3 months of prior Infection

e 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 guarantine following exposure that occurs less than 3 months after their initial infection, Examples could
include:

109



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 relnfection 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 service 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 detivered (e.g., mobile clinics), and outpatient facilities, such as dialysis centers, physician
offices, and others,

Source Control: Use of well-fitting cloth masks, facemasks, or respirators to cover a person’s mouth and nose to prevent
spread of respiratory secretlons 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 someonewho has
a disability or an underlying medical condition that precludes wearing a cloth mask, facemask, or respirator safely, or
anyone who is 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 Is
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

Substantlal 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 lliness onset (or, for asymptomatic patients, 2 days prior to test specimen

collection) until the time the patient is isolated.

*Individual exposures added tagether over a 24-hour period (e.g., three 5-minute exposures for a total of 15 minutes). Data are limited,
making it dIfficult to precisely deflne “close contact;” however, 15 cumulative minutes of exposure at a distance af & feet or less can be
used as an operational definitlon for contact investigatlon. Factors ta conslder when deflning 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 Is assoclated with the highest levels of viral shedding), if the
infected person was likely to generate respiratory aerosols (e.g., was coughlng, singing, shouting), and other environmenta factors
(crowding, adequacy of ventilation, whether exposure was indoors or outdoors). Because the general public has not recelved training on
proper selection and use of respiratory PPE, such as an N95, the determination of clase contact should generally be made Irrespective of
whether the contact was wearing resplratory PPE. Atthis time, differential determination of close contact far those using fabric face

coveringsis 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 Disease2019 {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
Facilitles

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 Facllity

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 [ | DOC &

References

Long-term Care Faclility Letter M to Residents, Families,
Friends and Volunteers

CMS Emergency Preparedness & Response Operations [4

Supporting Your Loved One in a Long-Term Care Facility
B [472KB, 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 {COV!ID-19) Pandemic

» Council of State and Territorial Epidemiologists (CSTE) Proposed Investigation/Reporting Thresholds and Outbreak

Deflnitions for COVID-19 in Healthcare Settings B [

» CMS Nursing Home Reopening Guidance for State and Local Officials B [4 Memorandum

» CMS Nursing Home Visitation COVID-19 Memorandum I (4

» OSHA PPE standards (29 CFR 1910 Subpart 1) (4

* 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 Guidellnes for Nursing Homes

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

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

Performing Broad-Based Testing for SARS-CoV-2 In Congregate Settings

Return to Work Criterla for Healthcare Personnel with SARS-CoV-2 Infectlon (interim Guidance)

Interim U.S. Guldance for Risk Assessment and Work Restrictions for Healthcare Personnel with Potential
Exposure to SARS-CoV-2

Strategles to Mitigate Healthcare Personnel Staffing Shortages

Interim Clinical Guidance for Management of Patients with Confirmed Coronavirus Disease 2019 (COVID-19)
Discontinuatlon of Transmission-Based Precautions and Disposition of Patlents 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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EDEPARTMENT 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

Ref: QSO-20-38-NH

DATE: August 26, 2020 REVISED 04/27/2021
TO: State Survey Agency Directors
FROM: Director

Survey and Certification Group

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

e 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).

e On August 25, 2020, CMS published an interim final rule with comment period (IFC). This rule
establishes Long-Term Care (LTC) 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.

e 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
§ 483.80(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 (1FC), CMS-
3401-IFC, entitled “Medicare and Medicaid Programs, Clinical Laboratory Improvement
Amendments of 1988 (CLIA). and Patient Protection and A ffordable 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
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42 CFR § 483.80(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

* * * * *

§ 483.80(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 COV1ID-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 responsec 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

“Fully vaccinated” refers to a person who is 22 weeks following receipt of the second dose in a
2-dose series, or 22 weeks following receipt of one dose of a single-dose vaccine.
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“Unvaccinated” 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 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 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 inform infection prevention initiatives to prevent and limit transmission.

“Facility staff” 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-10.

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 (as specified
below).

Table 1: Testing Summary

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 COVID-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 COVID-19 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.” Statf who do not test positive for COVID-19 but have symptoms should
follow facility policies to determine when they can rctum 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 of Staff und Residents with an Exposure
For information on testing staff and resident who may have been exposed to COVID-19, see the
CDC'’s Updated Healtheare Infection Prevention and Control Recommendations in Response (o

COVID-19 Vaccination.

Testing of Staff and Residents in Response to an Qutbreak

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, 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 Icast 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 testing 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 Settings for residents and Criteria for Return
to Work for Healthcare Personnel with SARS-CoV2 Infection.

Routine Testing of Staff
Routine testing of unvaccinated staff'should be based on the extent of the virus in the community.

Fully vaccinated staff do not have to be routinely tested. I'acilities should use their county
positivity rate in the prior weck as the trigger for staff testing frequency. Reports of COVID-19
county-level positivity rates are available on the following website (see section titled, “COVID-
19 Testing™): https://data.cms.gov/stories/s/COVID-19-Nursing-Home-Data/bkwz-xpvg

Table 2: Routine Testing Intervals Vary by Community COVID-19 Activity 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*

High >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 turn-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 statc health departments.

The facility should test all unvaccinated 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 positivily rate every other week (c.g., first and third Monday of every month) and adjust
the frequency of performing staf¥ testing according to the table above.

e [fthe 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.

e Ifthe 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.c., neighboring) county to test at a frequency
that is higher than required. For example, if a facility in a county with low a positivity ratc 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).

117



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.
https:/www.cdc.gov/covid-data-tracker/index.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 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.

Refusal of Testing
Facilities must have procedures in place to address staff who refusc 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 respcct 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 of COVID-19 and refuse
testing are placed on TBP until the criteria for discontinuing TBP have been met. I outbreak
testing has been triggered and an asymptomatic resident refuses testing, the facility should be
extremely vigilant, such as through additional monitoring, to ensurc 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.
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[f a resident has symptoms consistent with COVID-19 or has been exposed to COVID-19, or if
there is a tacility 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 CDC 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 FAQs 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.

Whilc 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:

e Interim Infection Prevention and Control Recommendations to Prevent SARS-CoV-2
Spread in Nursing Homes:

https://www.cdc.gov/coronavirus/2019-ncov/hep/long-term-care.html.

e Testing Guidelines for Nursing Homes:
https://www.cdc.pov/coronavirus/2019-ncov/hecp/nursing-homes-testing.html.
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e Interim Guidance on Testing Healthcare Personnel for SARS-CoV-2:

https://www.cdc.gov/coronavirus/20 | 9-ncov/hep/testing-healthcare-personnel.html.

A diagnostic tcst 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 [or 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 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 collcction, 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:

e [nfluenza Specimen Collection: https://www.cdc.gov/flu/pdf/professionals/flu-specimen-
collection-poster.pdf.

o Interim Guidelines for Collecting, Handling, and Testing Clinical Specimens from
Persons for Coronavirus Disease 2019 (COVID-19):
(https://www.cdc.gov/coronavirus/2019-ncov/lab/guidelines-clinical-specimens.html).

e CDC'’s Interim Laboratory Biosafety Guidelines for Handling and Processing Specimens
Associated with Coronavirus Disease 2019 (COVID-19):

https://www.cdc.gov/coronavirus/2019-ncov/lab/lab-biosafety-guidelines.html.

For additional considcrations 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 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 verily 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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e Frequently Asked Questions: COVID-19 Testing at Skilled Nursing Facilities/Nursing

Homes
& CMS memorandum: lnterim Final Rule (IFC). CMS-3401-IFC. Updating Requirements

for Reporting of SARS-CoV-2 Test Results by Clinical Laboratory [mprovement
Amendments of 1988 (CLIA) Laboratories, and Additional Policy and Regulatory

Revisions in Response to the COVID-19 Public Health Emergency

Surveyors should report concerns related to CLIA 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 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 thc CDC’s National Healthcare Safety Network (NHSN), in
accordance with 42 CFR § 483.80(g)(1)-(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 QS0-20-29-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: Concems 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:

e 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.

e 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 lcast 14
days since the most recent positive result (see section Testing of Staff and Residents in
response to an outbreak above).

e 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.

e 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.
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e When necessary, such as in emergencies due to testing supply shortages, document that
the facility contacted statc 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 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: .

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. Ifpossible, 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 possiblc, survcyors 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. Ifthe 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.

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:
e Clinical Questions about COVID-19: Questions and Answers-Testing in Nursing Homes

https://'www.cdc.gov/coronavirus/2019-ncov/hep/fag.html# Testing-in-Nursing-Homes

e Nursing Home Reopening Recommendations for State and Local Officials

https://www.cms.gov/files/document/qso-20-30-nh.pdf-0
10
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e Discontinuation of Transmission-Based Precautions and Disposition of Patients with
COVID-19 in Healthcare Settings

hitps://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-hospitalized-patients.htm|

COVID-19 Focused Survey for Nursing Homes

CMS revised the COVID-19 Focused Survey for Nursing Flomes (ool to reflect the new testing
requirements implemented in the [FC. The current Survey/Infection Prevention, Control &
Immunization Pathway (CMS-20054) can be found in the LTC Survey Pathways zipfile located at
https Jwwiw.cms. gov/Medicare/Provider-Enrollment-and-
Certification/GuidanceforLawsdndRegulations/Downloads/L TC-Survey-Pathways.zip.

Contact: Questions related to the nursing home testing requirement may be submitted to:

DNH_TriageTeam{@gms.hhs.gov.

e
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.

/s/
David R. Wright
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Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop C2-21-16
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

Center for Clinical Standards and Quality/Survey & Certification Group

Ref: QSO-20-39-NH

DATE: September 17, 2020 REVISED 04/27/2021
TO: State Survey Agency Directors
FROM: Director

Survey and Certification Group

SUBJECT: Nursing Home Visitation - COVID-19 (REVISED)

Memorandum Summary

o 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).

o Visitation Guidance: CMS is issuing new guidance for visitation in nursing homes
during the COVID-19 PHE, including the impact of COVID-19 vaccination.

Backeround

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 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.

While CMS guidance has focused on protecling 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

! Information on outbreaks and deaths in nursing homes may be found at https://data.cms.gov/stories/s/COVID-19-
Nursing-Home-Data/bkwz-xpvg.
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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 information contained in this memorandum supersedes
and replaces previously issucd 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 SARS-CoV-2 infection (i.e., COVID-19).
Therefore, CMS, in conjunction with the Centers for Disease Control and Prevention
(CDCQ), is updating its visitation guidance accordingly, but emphasizing the importance of
maintaining infection prevention practices, given the continued risk of COVID-19
transmission.

Guidance

Visitation can be conducted through differcnt 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 Principles.of COVIDR:19 lnfection. Prevention

o Screening ofattwhoenterthefacitity forsigns-amdsymptonmrsof 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)

e Hand hygiene (use of alcohol-based hand rub is preferred)

e 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)

e Cleaning and disinfecting high-frequency touched surfaces in the facility often, and
designated visitation areas after each visit

e Appropriate staff use of Personal Protective Equipment (PPE)

o 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 QSO-
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.

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, gquarantine 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.

isitati
See the current CDC guidance at Updated Healthcare Infection Prevention and Control Recommendations in
Response te 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 >10%
and <70% of residents in the facility are fully vaccinated;?
e Residents with confirmed COVID-19 infection, whether vaccinated or unvaccinated until
they have met the criteria to discontinue Transmission-Based Precautions: or
e 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. If 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 dcsignated 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 COVI/D-19
Nursing Home Data site.
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NOTE: CMS and CDC continue to recommend facilities, residents, and families adhere to the core
principles of COVID-19 infection, including physical distancing (maintaining at least 6 feet between
people). This continues to be the safest way to prevent the spread of COVID-19, particularly if
either party has not been fully vaccinatcd. 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 Recomnmendations in Response to
CQVID-19 Vaccination. Visitors should physically distance from other residents and staft in the

facility.

Indoor Visitation during an Qutbreak
An outbreak exists when a new nursing home onset of COVID-19 occurs (i.c., a new COVID-19
case among residents or staff). This guidance is intended to describe how visitation can still occur
when therc is an outbreak, but there is evidence that the transmission of COVID-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 ncw 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:

o [fthe 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 testing.?

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.

o [f'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: In 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 COVID-19 infection among staff or residents

Sfor at least 14 days since the most recent positive resull. For more information see CMS Memorandum QSQ-2()-38-NH.
4
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COVID-19 infection prevention, including effective hand hygienc 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 o 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 Testi Vaccinati
While not required, we encourage facilitics in medium- or high-positivity counties to offer testing
to 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). 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 representatives of the Office of the State
Long-Term Care Ombudsman and protection and advocacy systems, as described below.

Compassiopate Care Visits

While end-of-life situations have been used as examples of compassionate care situations, the
termn “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:
e 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.
e A resident who is grieving after a friend or family member recently passed away.
e 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.
e 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 oftering religious
and spiritual support. Furthermore, 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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Reguired Visitation
Facilities shall not restrict visitation without a reasonable clinical or safety cause, consistent
with 42 CFR § 483.10(f) (4) (v). A nursing home gust 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
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 CDC guidelines, and other visits may be conducted
as described above.

As stated in previous CMS guidance QS0-20-28-NH (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 [.ong-Term Care Ombudsman with immediate access to
any resident. During this PHE, in-person access may be limited due to infection control concerms
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 of COVID-
19 infection prevention as described above. [f in-person access is deemed inadvisable (e.g., the
Ombudsman has signs or symptoms of COVID-19), facilitics 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.

ler; S s ¥ Protection i prams
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 [l Individuals Act
0f 2000). P&A programs authorized under the DD Act protect the rights of individuals with
developmental and other disabilities and arc authorized to “investigate incidents of abuse and
ncglect of individuals with developmental disabilities il the incidents are reported to the system or
if there is probable causc 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, 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 lcgitimate
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.

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, inctuding 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.”

. nal Activiti \ Digi

While adhering to the core principles of COVID-19 infection prevention, communal activities and
dining may occur. Book clubs, crafts, movies, cxercise, and bingo are all activities that can be
facilitated with alterations to adhere to the guidelines for preventing transmission. 7he 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 fully 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 CDC guidance Updated Healtheare Infection Prevention and Control Recommendations

in Response to COVID-19 Vaccination for information on communal dining and activities.

vey Consi ion
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.

e 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 § 483.10(b), F550.

e For concemns 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.

e 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(f)(4)(i)(C), F562 and 483.10(h)(3)(ii), F583.

e 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.

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 and

certification staff, their managers, and the State/CMS Locations within 30 days of this
memorandum.

/s/
David R. Wright

cc: Survey Operations Group
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COVID-19 FACILITY REQUIRMENTS 3
Temporary Structures

Fire Department Access

. Fire department access roads must maintain a width of at least 20 feet wide and a vertical clearance that is
unobstructed for a heighl that is at least 138", for the whole distance of the access road. [NFPA 101 1823411 &

18.2.3.4.12]
Tents
1 Tents shail be erected and located in accordance with NFPA 101: Seclion 111 |

2. Tents shall meet the flame propagation performance criteria contained within NFPA 701, Standard Methads of Fire Tests
for Flame Propagation of Textiles and Fims. [NFPA 101. 11 11.2.1]

3. All required means of egress routes must be constanily maintained throughout from any point of oriqir within any tent, to
include the exit discharge to the public way [NFPA 101:2025,3825,7511,7.1.10.1)

4 Means of egress shall be illuminated and pravided 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 puildings [NFPA 101
11.11.3.2 & 11.11.3.5)

6 Tenls shall be cleared of all flammable or combustible material or vegetation that is nol 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 11.116.11&
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: 11,116 2.3]

9 A 2A10BC Portable fire extinguishing equipment shall be furnished, maintained, and placed not more than 75 feet travel
gistance travel distance to reach an extinguisher at any one point withirn a tent. [NFPA 101: 11.11.8 & NFPA 10} If a fuel
fired heater is used, a 2A10BC 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 foad for
exterior outside tents used for triage must not be less than 100 Ft* per person. [NFPA 101: Table 7 3.1.2]

11. Occupant load for exterior outside tents used to render services to patienis for a time duration equaling or exceeding 24

hours.
Healthcare Use . FE per person
fnpatient treatment departments | 240
Sleeping Departments , 120

12. Smoking shalt be prohibited within and in the near vicinily of any tent that is erected and have plainly visible signs posted
that read as follows: "NO SMOKING", [NFPA 101: 1111.4218&1111.422]

Divasonof Health Licer sura onid Reguation/Qflice ar Health Care vade 185 Signs RevigwsFice Satety « 605 Mains we um Jre » 2" flogr

Mashwvitle TN 37243 « Tel 619 7471:68G2 » Fay, G15:283-1838 « T GOv/ALALTH
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COVID-19 FACILITY REQUIRNIENTS
Femporary Structures

13, Stalf shall have tre means o curlacting first respunders {fire department poice depacmenti in the aven: of a disastar
[NFRA 1O1 247272

14 Nonflarrmable medical gas associated witn patien( care shali not exceed a quaniity of 12 size £ cylinders (300 Cu Ft)
and te floor area snall not exceed 22,500 F* The centainer shall ba groperly secured such as a rack to prevent them
from tipping over or be.ng aamaged  In this case the medical gas i considered an "operational supply” ana not slorage
Storage of medical y4s cylinders or containers shall be sicred outside the tent (NFRPA 99 11 3)

Mobile Units (Trailer)

I The maximun ndmber of people allowed to occupy a room space ar building {Occupant Load)  Sccupant laad for any
mable unit used fo- tiage must not be less than 100 €t per parson NFPA 101 Tabe 7 31 2)

2 Mobile units shall be loralad not fess than *0 feet from any building and/or tent. ' compliance with (NFPA 10T 4.6 1 2]
3 Means of eqress snall be illuminated and provided with emergency ighting in compliance with NFPA 101: Section 20 2 9

4 All required means of egress routes must be censtantly maintained throughout frem any point of orgin within (he mobile
unit, to include the exit discharge lo the public way [NFPA 101 20.25,3825,7.511 7110 1)

5 A 2A108C Portable fire extinguishing equipment shall be iurnished, maintained ara giaced not more than 75 feet travel
distance travel distance to reach an extinguisher at any one point within a mobile uait. [NFPA 101: 11 11 5 & NFPA 10]

6  Nonflammahle medical gas associaled with palient care shall nat exceed a quanitity of 12, size E cylinders (300 Cu. Ft)
and the floor area shall not exceed 2¢.500 Ft2. The container shall be properly secured, such as a rack tc prevent them
from tipping aver or being damaged. In this case the medical gas is corsidered an "operational sugply” and not storage
Storage of medical gaa cylinders or containers shall be stored outside the mobilz unit (NFPA 99: 11.3]

~

Stafl shall have the ineans ta contacting fust responders (fire department, police depanment) in the event of a disaster.
[NFPA 101:21722]

Hospital Facilities
Means of Egress

1 All required means of egress routes must be constantly mantaned throughaut irore any paint of origin within the facikty,
to nclude the exit discharge to the puble way [NFPA 101 19251 1621,1. 7511 7.1.10 1]

2 Cornidor widths musl not be reduced lo less tnan a minimum clear widih of 8 feet {96 inches) [NFPA 101 18234
Occupant Load

I The madimum ramber of people allowed 10 vecupy « oo, spaze, 27 baiiding (Cosnpant Loady  Oeeupant load snali be
inaccordance with NFPA 101 Table /312

Healthcare Use Ft’ per person
Inpanent troatment departments 240
Siecony Oepartinents 120
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STATE OF TENNESSEE

EXECUTIVE ORDER

BY THE GOVERNOR

No. 14

AN ORDER SUSPENDING PROVISIONS OF CERTAIN STATUTES AND
RULES IN ORDER TO FACILITATE THE TREATMENT AND CONTAINMENT OF
COVID-19

WHEREAS, Coronavirus Disgase 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 of 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, thc Tennessce Department of [Health activated the
State Health Operations Center (SHOC), and on January 21, 2020, following CDC guidance, the
Department designated COVID-19 as a reportable disease in Tennessee; and

WHEREAS, on March 4, 2020, | announced the formation of a Coronavirus Task Force
to cnhance Tennessec’s coordinated efforts to prevent, identify, and treat potential cases of
COVID-19, and that task force convened its first meeting a lew days later; and

WHEREAS, on March 4, 2020, the first case of COVID-19 in the State of Tenncssee was

identified, and several additional confirmed or presumptively positive cases of COVID-19 have
since heen identificd in Tenncssee; and
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WHEREAS, on March 11, 2020, the World Health Organization declared the outbreak a
global pandemic; and

WHEREAS, on January 31, 2020, the U8 Secretary of Health and Muman Scrvices
declared a public health emergeney to aid the nation’s healthcare community in responding to
COVID-19; and

WIHERIIAS, several states, including Kentucky, Florida, Narth Carolina, Caiorado,
Conncecticut. New Jersey, New York, and others, bave declared states ol emergeney (o facilitate
their responses (0 COVID-19; and

WILEREAS, the spread and identification ol additional cases of COVID-19 in Tennessee
is likely to continue, and therctore, taking proactive steps (o prevent a substantial risk o public
health and safely is paramount; and

WHEREAS, public and private health care, emergency, and other entities are engaged in
cfforts throughout the state to treal and prevent the additional spread ol COVID-19, und the
provisions ol this Order are necessary to maximize thosc etforts to protect the health and safety of
Tennesseans: and

WHEREAS, Tennessce Code Annotated, Section 58-2-107(¢)( 1), provides that during a
state of emergency, the Govemor is authorized to “[s]uspend any law, order, rule or regulation
preseribing the procedures for conduct of state business or the orders or rules or regulations of any
state agency, if strict compliance with any such law. order, rule. or regulation would in any way
prevent, hinder, or delay necessary uction in coping with the emergency;™” and

WHEREAS, pursuant to this authority and the general emergency management powers of
the Governor under law, the temparary suspension of selected state laws and rules is necessary to
facilitate the response to the current public health situation.

NOW THEREFORE, [, Bill Lee, Governor of the State of Tenncssee, by virtuc of the
power and authority vested in me by the Tennessce Constitution and other applicable law, do
hereby declare a state of emergency exists to facilitate the response to COVID-19 and order the
following:

1. The Commissioner of Tlealth or her designec. in conjunction with the Director of
the Tennessee Emergency Management Agency (TEMA) or his designee, shall
implement the Tennessee Emergency Management Plan (TEMP) and all applicable
annexes to coordinuale the State™s response (o COVID-10,

i The relevant provisions of Tennessee Code Annotated, Titles 63 and 68, and related
rules arc hereby suspended to the extent necessary to give the Commissioner of
Health the discretian to allow a health care professional who is licensed in another
state, and who would otherwise be subject to Ticensing requirements under Title 63
or Title 68, o engage in the pructice of such individual’s profession in Fennessee.
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it such individual is a fiealth care professional who is assisting in the medical
response to COVID-19,

The provisions of Tennessee Code Annotated, Section 63-10-207(a) and (¢), are
hereby suspended Lo alluw a pharmacist to dispense an extra 30-day supply of
maintenance prescriptions without proper authorization to persons as is nceessary
to respond to and prevent the spread ol COVID-19 in Tennessec. subject to all other
provisions of [ennessee Code Annotated, Scctions 63-10-207 and 63-[-164.

I'he previsions of Tennessee Code Annatated, Scction 68-11-201(20), arc hereby
suspended Lo the extent necessary to allow health care protessionals who would
otherwise be subject to licensing requirements to provide localized treatment of
pauents in temporary residences,

The provisions of Tenn, Comp. R, & Regs. 1200-06-03-.16 are suspended to allow
testing for COVID-19 at allernate testing sites without prior approval by the
Medical Laboratory Board; provided, that laboratories shall notily the Medical
Laboratory Board ot'any such alternale testing sites.

The provisions of Tennessez Code Annotated, Scction 68-11-202(¢)(1)-(8), are
hereby suspended to allow for the construction vl temporary structures, the plans
for which would otherwise be subject Lo review fur new construction, additions, or
substantial alterations, as directed by the Commissioner ot Health and the Director
of TEMA in response to COVID-19; provided, that there shall be inspections of
such structurcs to ensure safely, as nceessary.

[n accordance with Tennessce Code Annotated, Section 47-18-5103, it is hereby
declared that in Tennessee an abnormal economic disruplion exists, and therefore,
persons arc prohibited from charging any other person a price for medical supplies
or emergency supplies. as listed in Tennessee Code Annotated, Scction 47-18-
S103(a)(1)(C) and (D), thatis grossly in cxcess of the price generally charged tor
the same or similar goods ot serviees in the usual course ol business. Paragraph 7
of this Order shall remain in effect unil 12:01 a.m., Ceotral Daylight Time, on
March 27, 2020.

Ihe provisions ol Tennessee Code Annotated, Section 55-4-401, through
Tennessee Code Annotated, Seclion 55-4-4 13, Tennessee Code Annotated, Section
55-7-201, through Tennessee Code Annotated, Section 55-7-200, and Tean. Comp
R. & Regs. 16R0-07-01-.01 through Tenn. Comp. R, & Regs. 1680-07-01-,25 that
sel Lorth maximum height, length, and widti linnitations arc hereby suspended in
the case of vehicles paiticipating in the response (0 COVID-190 subject o the
following conditions:

a. A vehicle must be transporting enicrgency supplies, cquipment, ar mobile
structures to alfected arcas.
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b.

d.

A vehicle shall be permived only to vavel on (1) Interstate Highways: (2)
highways on (he Natonal Tighway System; and (3) other state-mamtained
roads as may be required 1o obtain access (v necded services off ol the
atorementioned highways, without any restrictions on their ume of
movement exeepl as may otlierwise be provided in thiy Order.

A vehicle may teansport a divisible or non-divisible load up to 2 maximum
gross vehicle weight of 95,000 pounds and a wmaximum axle weight of
20,000 pounds. except on any bridge or overpass with a lower posted weight
limit,

Ihe outer bridge span of any five-uxle truck tractor/semi-trailer
combination shall he no less than fifty -one teet (517).

The overall dimensions of a vehicle and load shall not exceed:
i.  One hundred teet (100°) in length;

. FPourteen feet, four inches (147 47) in height on the Interstale
Ilighway System, except on Interstate S5, and thirteen teet, six
inches (137 67) in height on Interstate 55 and any other highway on
the National Highway System: or

iii.  l'ourteen feel. six inches (147 6”) i width

Vehicles that do not exceed ten feet (107) in width may travel seven (7) days
per week during daylight or nighttime hours without any tme restrictions.

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 ol Tenuessee shall hold lennessee and (s
officers and employees harmless from any claims lar danages resulting
from the excrcise ol any of the privileges granted under this Order and, to
this ¢nd, shall carry lability insurance with an insurer, acceptable to the
Ternessee Depactment of  Transportation’s Oversize and  Overweight
Permit Office. in the amornt of not less than three hundred thousand dollars
($300,000) for each claimant and one million dollars ($1,000,000) per
oceurrence.  he transporter shall carry (he certificale ol insuronce n the
vehicle at all times

Parayraph 8(¢) of this Order shall take eltect only upon the issuance of and
n accordance with an appropriate declaration by the President of the United
States.

tn accordance with 49 CI.R. § 39023, as adopted by Tenn. Comp. Ro & Regs.
1340-006-01- 08, there is hereby provided a temporary exception 1tom the tederal
rules and regulations e 49 CRL Pare 395 limiting the hours of serviee tor the
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10.

11.

12.

k3,

IN WITNESS

operator of a commercial motor vehicle providing supplies, equipment, personnel,
and other provisions to assist persons atfected 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 requiremients in 49 C.F,R. § 383, the {inancial 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 notor vehicle. A driver who notifies a motor
carrier that he or she needs immediate rest shall be given at least ten (10)
consecutive hours otf-duty before the driver is required to return to service.

The relevant provisions of Tennessee Code Annotated, Title 71, Chapter 3, Part 5,
and related rules are hcreby suspended to the exlent 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 nccessary to respond to the
effects of COVID-19.

The Division of TennCare is hereby authorized to create policies or modify existing
policies as is necessary to ensure that members of the TennCare and CoverKids
programs continue to receive medically necessary services without disruption
during this state of emergency.

Pursuant to Tennessee Code Annotated, Section 58-2-107(e)(2), I hereby direct the
Tennessee Departinent of Health and the Tennessee Department of Commerce and
Insurance to continue working with health insurance plans operating in the state to
identity and remove any burdens to responding to COVID-19 and improve access
to treatment options and medically necessary screeniug and testing for COVID-19.

This Order shall remain in effect untit 12:01 a.m., Central Daylight Time, on May
11, 2020, at which time the suspension of any state laws and rules shall cease and

be of no further {force or etfect.

WHEREOF, | have subscribed my signature and caused the Great Seal of the State

of Tennessec to be affixed this 12th day of March, 2020.

ATTEST A A

SECRETARY

s »
Far B

GOVERNOR

¢ )f/S'l ATl

138



EXHIBI

N | Socmart
S8 Health

=g
e T ™
==z

COVID-19 FACILITY REQUIRMENTS
Temporary Structures

Fire Department 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: 18.2.34.1.1 &
18.2.3.4.1.2)

Tents

1. Tentsshall 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: 11.11.2.1]

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 & 11.11.3.5]

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 2A10BC Portable fire extinguishing equipment shall be furnished, maintained, and placed not mare 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 2A10BC 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 Ft? 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 - , Ft per person -
Inpatient treatment deoartments 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]

Divisian 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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COVID-19 FACILITY REQURNMENTS 371272020
Temporary Structures

13. Staff shall have the means to contacting first responders (fire department, palice 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 Ft?. The cantainer 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)

Mobile Units (Trailer)

1. The maximum number of people allowed to occupy a room. space, or building (Occupant Load). Occupant load for any
mabile 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. Al 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 101.20.25,38.2.5,7.51.1,7 1.10.1]

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 ar 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 public way. [NFPA 101:19.2.5.1,19.21,1,7.51.1,7.1.10.1]

2. Corlidor widths must not be reduced to less than a minimum clear width of 8 feet (96 inches). [NFPA 101: 18.2.34
Occupant Load

| The maximum number of people allowed to occupy a room, space, or bullding (Occupant Load). Occupant load shalt be
tn accordance with NFPA 101: Table 7.3 1.2

Healthcare Use Ft* per person
Inpatient treatment departments 240
Sleeping Departments 120
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MEMORANDUM
DATE: March 11, 2020
TO: Long-Term Care Facilities

FROM: Lisa Piercey, MD, MBA, FAAP, Commissioner - /w/( (z/(/x{ﬁ/)
SUBJECT: COVID-19 (Novel Coronavirus) Guidance for |.ofg-Term Care Fauillties

As you know, older persons or people with underlying medical conditions are at incrcased 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 infection, international
travcl to restricted countries, and contact with anyonc who has or issuspected to have COVID-19.

Links to these guidance documents are available on-line:

CMSGuidance: hitps://www.cms.goy/medicareproyider-enrollment-and-
cerlilicationsurveveertilicationeeninfupolicy -and/gao=-20- L4-nh.pd!r’

CDC Guidance: htips:/www.cde.gon ‘coronavirus20 (9-neov healthetre-tacilities/pres cut-spread- in-lanu-tera-

carc-facilitics.htin|

These guidelines contain extensive details and recommendations for long-term care facilities (LTCF). Examples
of such recommendations include;

¢ Visitation should be limited to only those who are esscntial for the resident’s emotional well-bcing and
care (e.g. families of person receiving end-of-life care).

e 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 to the facility instructing visitors to not enter if they have fever or symptoms
of a respiratory infection.

e Screen all healthcare personnel at the beginning of their shift for fever and respiratory symptoms.

s Actively monitor all residents (at Jeast 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 providers, patients, and
the general public is available on the websites of the Tenancssee Departments of Health

(hrps: s s egos “healthieedepieoy iml) and COC (hipy sy edegon “‘coronay irug 201 Y-neimy ). In
addition, for general questions the public can contact our hotline between 10am and 10pm (877-857-2945).
Questions from medical institutions and medical providers can be directed to (615) 741-7247.

Commissioner’s Office * Andrew Johnson Tower, 5" Floor » 710 James Robertson Parkways
Nashville, TN 37243 » Tel: 615-741-3111 = Fax: 615-741-2491 « tn.gov/health
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EXHIBIT

1 (Madwead D
CMS

CENTERS FOR MEDICARL & MUICAID SERVICES

DEPARTMENT OF HEALTH & ITUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop C2-21-16
Baltimore, Maryland 21244-1850

Center for Clinical Standards and Quality/Quality, Safety & Oversight Group

Ref: QS0-20-12-All

DATE: March 4, 2020
TO: State Survey Agency Directors
FROM: Director

Quality, Safety & Oversight Group

SUBJECT: Suspension of Survey Activities

Memuoenutlhum Summnry

o 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 are prepared to respond to the
threat of the COVID-19 and other respiratory illnesses.

Background
CMS is committed to taking critical sleps 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 (urn their focus on the most serious heallh and safety threats
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):

o All immediate jeopardy complaints (cases that represents a situation in which entity
noncompliance has placed the health and safety of recipients in ils care at risk for serious
injury, serious harm, serious impairment or death or harin) and ailegations of abuse and
neglect;

o Complaints alleging infection control concerns; including facilities with potential
COVID-19 or other respiratory illnesses;
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o Statutorily required recerlification surveys (Nursing Home, Home Health, Hospice, and
ICF/ID facilities);
¢ Any re-visits necessary to resolve current enforcement actions;

e Initial certifications;
« Surveys of facilities/hospitals that have a history of infection 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.

Duc to the dynaimic nature of this situation, we will be posting updated FAQs in rcal-time at the
following website: hitps://www cins.eovanedivire/gualily -silety-oversivhl-seneral -
information/coronavirus

Far survey of facilities with Complaints alleging infection control concerns, including tacilities
with patential COV1D-19 or other respiratory illness, please refer 1o the attached (Attachment A-
Survey Planning in Facilities with Active or Suspected Cases of COVID-19 Cases; Attachment

B- Infection Prevention, Control & Immunizations).

Contact: Questions about this document should be addresscd
to LSOG_I mergeneylreprerems.blis.gov.

Effective Date: [mmediately. This policy should be commuanicated with all survey and
certification staff, their managers and the State/Regional Office training coordinators within 30

days of this memorandum.
/s/
David R. Wright
Attachment A- Survey Planning in Facilities with Active or Suspected Cases of COVID-19
Cases

Attachment B- Infection Prevention, Control & Immunizations

cc: Survey and Operations Group Management
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Attachment A- Survey Planning in Facilities with Active or Suspecled Cases of COVID-19
Cases

I, Protocols for Coordination aml lnvestigation ol Facilitics with Actual or Suspecied COVID-
19 Cases

When a COVID-19 confirmed case or presumptive positive case (c.g., positive local test but
pending confirmatory test), is identified in a Medicare/Medicaid certified provider or supplier.
Stale Survey Agencies and Accrediting Organizations (AQ) are requested to do the following:

e Notify the appropriate CMS Regional Office (if they are not already aware) ol the fucility
and dute of paticnt/resident COVID-19 or presumptive respiralory illness or
confirmed status;

e (oordinate on initiating any Federal camplaint or vecertification survey ol the impac(ed
facility until CDC (and any ather relevant Federal/State/[.ocal response agencics) have
cleared the facility tor survey. The CMS Regional Oftice will then authorize a survey, if
necessary;

o Ensure surveyors have all necessary Personal Protective Equipment (PPE) appropriate to
allow a survey of the facility; Refer to CDU Inlection Contral tesoiree for the most up
to date guidance.

¢ Suspend any Federal enforcement action for any deficiencies identified until reviewed
and approved by the CMS Regional Office to ensure consistent and appropriate action.

These protacols will be updated as circumstances warrant. We are asking Accrediting
Organizations 1o copy their CMS AO liaison on any communications with the CMS Regional

Oftice,

[I.  PFocused Surveving  Priovitizing | hrcois

In all cases, cuncerns of Immediate Jeopardy (1J) (cases that represents a situation in which
entity noncompliance has placed the health and safety of recipients in its care at risk for serious
injury, serious hartn, serious impairment or death or harm) and cases of abusc and neglect
allegations from complaints will continue to receive high priority for survey. Non-emergency

surveys will be suspended.

I Survey Planning in Facilities with Active or Suspecled Cases ol COVID-19

Infection

Introduction: Under What Circumstances Will CYIS Authorize an On-sitc
Sllr\'c\v'/lu\-'v.\‘lih'ulinu ot a 1seility With Persons wliostee Wuown or Suspeeted of Beine
COVI1IX-19 Positive

When a COVID-19 confirmed case or presumptive positive case (c.g., positive local test but
pending confirmatory test). (s identitied in a Medicare/Medicaid certitied provider oc supplier,
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State Survey Agencies and Accrediting Organizations must notily the appropriate CMS Regional
location (if they are not alrcady aware) of the facility and date of patientresident COVID-19

presimnptive or confirmed slalus.

Before initiating any Federal complaint or recertification survey of the impacted facility, CMS will
coordinate with the CDC (and uny other relevant Federal/State/Local responsc agencies) (o
approve the facility for survey.

The CMS Regional locations will authorize an on-site survey if reported conditions at the facility
arc triaged at immediate jeopardy. Immediate jeopardy means there are conditions at the facility
that are causing or are likely ta cause on or morc recipients of care to sufter serious injury, hiarm,
impairment or death. CMS Regional locations will also authorize on-site surveys where the
complaint or facility reported incident involves infection control concerns in the facility.

If conditions at such facilitics do not rise to the immediate jeopardy level, then desk audits will be
performed, and on-site investigations may be authorized once all active or suspected cases of

COVID-19 have been cleared from the facility.

I. Betare Survey Batry

Determine survey team composition for minimal but optimal number of surveyors required to
cfficiently and effcctively conduct the onsite abservations required. Geuerally, one to two
surveyors for an abbreviated complaint survey focusing on the COVID-19 infection control
and/or quality of care issues would be sufficient. Do not include any surveyors whao are currently
ill or have underfying health conditions that may make them particularly vulnerable to COVID-

19,

A. Personal Praotective yuipment Considerations

Ensure survey team members have necded personal protective equipment (PPE) that may be
required onsite to observe resident care in close quarters. | the facility has gowns, gloves, face
shiclds or ather eye protection that may be usced by surveyors, such PPE may be used onsite by
surveyors. However, if observation of care provided to symptomatic patients/residents who are
confirmed or presuimed to be COVID-19 positive is anticipated, then survey agencies and
accrediting organizations should refer to the CDC Interim Infection Prevention and Control

Recommendations for Patients with C onfumcd Coronavirus Discase 2019 (COVID-19) ot
Persons Under investigation for COVID-19 in Healthcare

Settings: Dty vonww e goy ‘corona i T Y-peav/infection-control/contral-
recummendations.hum’.

This gwidance indicates, “Respirator use must be in the context of o complete respiratory
protection program in accordance with Occupational Safety and Health Administration (OSHA)
Respiratory Protection standard 29 CER 1910.134). Staff should be medically cleared and fit-
tested i"using respirators with tight-fitting face-pieces (e.g., a NIOSH-certified disposable NG 3)
and traied in the proper use of respirators, safe remaoval and disposal, and medical
contraindications to respirator use...” More information an the use el respirators may be found

ere: hitpcon s ol vons ST EC croal cspar ny vcapiana basies Ll
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B. OQItsite Planning Consideration

Conduct offsite planning based on available information from: (1) facility-reported infocmation;,
(2) CDC information and gudance from its ansite visit before the SA/CMS investigation; (3)
available hospital information regarding patients transferred to the hospital; and/or (4) complaint
allegations. Determine and prioritize key observations that should be conducted. Compile a
preliminary list of the likely interviews with various facilily staff and the types of records,
policics or other documents that may be needed. This may be revised after onsite observations
and interviews, which may lead to additional areas of investigation,

1. Onsite Survey Activities

Upon entry, notify the facility administrator of the limited nature of the planned survey.
Coordinate with the facility staff a plan and limeline for condueting the needed ebservations.
Plan to conduct as many observations on the entry day. (1 by the end of the first day, the
sirveyors were nol able to conpleted necessary observations, coordinaie with 1he facility when
the obscrvations may be completed by the next day. Unless there are extenuating circumstances,
plan to complete all onsite abservations and corresponding intervicws within two days. When
possible during observations, it symptomatic patients/residents are able o tolerate wearing face
masks, this will reduce the need for surveyors to wear respirator masks,

Coordinate with the facility on how to gather medical record information, with the goal Lo
conduct as much record review olfsite as possible. [f the facility has an electronic health record
(EHR) system that may be accessed remotely, request remote aceess to the EHR to review
needed records for a fimited period of time. If this is not an option, discuss with the facility the
best options to gel needed medical record information, such as fax, sccure websitc, encrypted

email, etc.

Adhere to Standard, Conltact and Airborne Precautions and refer to the CDC Interim Infection
Prevention and Control Recommendations for Patients with Canfirmed Coronavirus Diseasc
2019 (COVID-19) or Persons Under Investigation for COVID-19 in Healthcare Settings.

During ansite observation and investigation, focus on concerns with:
e Improper transmission precautions procedures
o l.ack of staff knowledge ol transmission precautions
o lmproper staft use of PPE and/or inadequate hand hygienc
s High-risk, significant environmental clecaning issues
e Ineftective and/or improper laundering of linens
o Possible IC surveillance program issucs - also consider how influenza & pneumococcal
programs arc managed

Conduct concurrent inlerviews of staff with observations during or directly after observations as
appropriate. Conduct necded interviews with paticnts/residents onsite, as these may be difTicult
to obtain of(site. Patients may be discharged. Residents may have a difficult time responding 1o
questians by telephone. While onsite, if there are periods of time when no obscrvations can be
made, attempt to conduct other necded interviews and review medical records.
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For nursing home investigations, use the LTC investigative protocols for infection control (IC)
and the environment:

111, Complete Snrvey Offsite

Except for interviews that should be conducted concurrently with observations, conduct other
interviews offsite with staff by telephone. If any patient/resident interviews could not be
conducled while onsite, then attempt to conduct those by telephone.

Afler coordinating with the facility and determining what medical record review may be
conducted offsite, complete as much of the record review oftsite as possible. Request facility

policies and procedures for review offsitc,

[0 addition, consider investigating Governing Body and Quality Assurance Performance
Improvement requirements that may relate 10 infection control or care issues offsite through
telephone interviews and additional record review.

After completing all investigative procedures, determine compliance status and conduct any
survey exit discussion with the facility by tclephone. Draft the CMS-2567 offsite.

I1I: 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 dcticiencics.
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Infection Prevention, Control & Immunizations

Infection Control: This facility task must be used to investigate compliance ar F880, F88i. and FE83. For the purpose of this task, “stafl”

mludes employees, consultants, contractors, velunteers. and others who provide care and services to residents on behalf of the focility. The :
Inteciion Prevention and Control Program (IPCP) program must be facility-wide and include all departments and contracted services. If a specific |
care area concern Is identified, it should be evaluated under the specific care area, such as for pressure ulcers, respiratory care, catheter care, l
and medication puss observations which include central lines, peripheral IVs. andg oral 1\ respiratory medications.

Coardination:

"_ Ore survevor coordinates the faciliny task to review for:
e The overall Intection Prevention and Centrol Program (1PCP):
e The annual review of the IPCP policies and practices:
o The review ol the surveitlance and antibiotic stewardship programs; and
e Trocking influenzapneumocnceal immunization of residents.
. Team asziznments must be made 10 include the review of:
» laundry services;
» A resident on transmission-based precautions. if any:
s Five saaepled residents for influenza/pneumococcal immunizations: and
o Other care-specttic observations i1 concerns are identitied.

r

i Fven siveyor assesses [PCP comphance throughout the survey and communicates any concemns to the tecam

Hand Hygicne:

[ Suff implement standard precautions (2.8, hand hygiene and the appropriate use of personal protective equipment (PPE)).
[ appropriate hand hyveicre practices are followed.

[

Alcoboi-based hand rub (ABHRY is readily accessible and placad i appropriate locations. These may include:

e Enlrunces o resident rooms:

o Al the bedside (as appropriste for resident population);

e [nindividual pocket-sized containzrs by healtheare personnel;
o Stallwork statinns: and

e Other convenient locations

L Sttt wash hands with soap and water when their hands are visibly soiled (e g.. blood. body fluids). or after caring for a resident with known

or suspected C, difficile infection (CDI)Y or rorovirus during an nuthreak, or 11 endemic rates of CDI are high. ABHR is not appropriate 1o use
under these circumstances

" Sttt pertorm haed hvgiene (even if gloves are used) in the tollow ing situations:

o Hetore and atter contact with the resider
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o Afler contact with blood, body fluids, or visibly contaminated surfaces or other objects and surfaces in the resident’s environment;
o After removing personal protective equipment (e.g.. gloves, gown, facemask); and
e Before pertorming 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).
[ | 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.

i . Soap, water, and a sink are readily accessible in appropriate locations including, but not himited to, resident care areas, food and medication
preparation areas.

1. Did staff implement appropriate hand hygiene? | ] Yes (] No F880

Personal Protective Equipment (PPE):
(] Determine if staff appropriately use and discard PPE including, but not limited to, the following:
¢ Gloves are wom if potential contact with blood or body fluid, mucous membranes, or non-intact skin;
o Gloves are removed atfier contact with blood er body fiuids, mucous membranes, or non-intact skin;
« Gloves are changed and hand hygiene is performed before moving from a contaminated body site to a clean body site during resident care;
s A gown is worn [or direct resident contact if the resident has uncontained secretions or excretions;
o A facemask is wom if contact (i.e., within 3 feet) with a resident with new acute cough or symptoms of a respiratory infection (e.g,,
influenza-like iliness);
» Appropriate mouth, nose, and eye protection (e.g., facemasks, face shicld) is womn for performing aerosol-generating and/or procedures that
are likely 1o generate splashes or sprays of blood or body fluids;
+ PPE is appropriately discarded after resident care, prior to leaving room, followed by hand hygiene; and

s Supplies necessary for adherence to proper PPE use (e.g., gloves. gowns, masks) are readily accessible 1n resident care areas (1.€., nursing
units, therapy rooms),

[ Interview appropriate staff to determnine if PPE supplies are readily available and who they contact for replacement supplies
2. Did staff implement appropriate use of PPE? [ | Yes [ | No F880

Transmission-Based Precautions:
(] Determine if appropriate transmission-based precautions are implemented, including but not limited to:

o PPE use by staff (i.e.. don gloves and gowns before contact with the resident and/or his/her environment while on contact precautions; don

facemask within three feet of'a resident on droplet precautions; don a fit-tested N9S or higher level respirator prior to room entrv of a
resident on airbome precautions:

S, N 18,0
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Dedicated or disposable noncritical resident-care equipment (e.g.. blood pressure cuffs, blood glucose monitor equipment) is used, or 1f not

available, then equipment is cleaned and disinfected according to manufacturers’ instructions 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 disinfectant for healthcare
use at least daily and when visibly soiled.

|| Interview appropriate staff to determine if they are aware of processes/protocols for transmission-based precautions and how staff is
monitored for compliance.

[] If concerns arc identified, expand the sample to include more residents with transmission-based precautions.

3. Did the staff implement appropriate transmission-based precautions? [ ] Yes [ ] Ne F880 [ ] NA

Laundry Services:

(] Determine whether staff handle. store, and transport linens appropriately including, but not limited to:

Using standard precautions {i.e.. gloves) and minimal agitation for contaminated linen;

Holding contaminated !inen and laundry bags away from his/her clothing/body during wansport;

Bagging/containing contaminated linen where collected, and sorted/rinsed only in the contaminated laundry area (double bagging of linen
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 js 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 fram dust and soil,

Ensuring mattresses, pillows, bedding, and linens are maintained in good condition and are clean (Refer to F384); and
If a laundry chute 15 1n use, laundry bags are closed with no loose items.

(] Laundry Rooms — Determinc whether staff:

Mainrain/use washing machines/dryers according to the manufacturer’s instructions for use;
If concemns, request evidence of maintenance log/record; and

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 property? [ ] Yes [ JNo F880

Fags >
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Policy and Procedure:

{ | The facility established a facility-wide IPCP including written 1PCP standards, policies, and procedures that are current and based on national
standards.

__ The pnlicies and procedures are reviewed at least annually

.

__ Concerns must be corroboraied as applicable including the review of pertinent policies/procedures as necessary.

5. Did the facility develop and implement ap overall IPCP including policies and procedures that are reviewed annually?

.-_I \,

ves [ No F8&0

Infection Surveillance:

U] The facility has established/implemented a surveillance plan, based on a facility assessment, for identifving. tracking, monitoring and/or
reporting of infections.

_] The plan includes early detection. management of a potentially infectious, symptomatic resident and the implementation of appropriate
transmission-based precautions

|__! The plan uses evidence-based surveillance cniteria (¢.g., CDC NHSN Long-Term Care or revised McCGeer Criteria) to define infections and
the use of a data collection oo:.

The plan includes ongoing analysis of surveillance data and review of data and documentation of follow-up activity in response

G

The [ucility has a process for communicating the diagnosis, antibiotic use, if any, and laboratory test results when transferming 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 wansferred back from acute care hospitals.

__ The facility has a carrent list of reportable communicable diseases.

[, Staff can identify to whom and when communicable diseases, healthcare-associated infections (as appropriate), and potential outbreaks must
be reported.

[ Prohibiting employees with a communicable discase or infected skin lesions fiom direct contact with residents or their food, if direct contact
will transmit disease.

[ Interview appropriate staff 1o determine if infection control concems are identified, reported, and acted upon.

6. Did the facility provide appropriate infection surveillance? [} Yes [ ] No F880

Antibiotic Stewardship Program:

"1 Determine whether the facility has an antibiotic stewardship program that includes:
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Written antibiotic use protocols on antibiotic prescribing, including the documentation of the indication, dosage, and duration of use of
antibiotics;

Protocols o review chiniezl signs and symploms and laboratory reperts 1o determine if the antibiotic is indicated or if adjustments 1o
therupn shatld v made and identi’s whai infection assessment tools or managemen: algorithms are used for one or more infections (e.g..
SBAR toe! o urinary waetintection 11T assessment. Loeb minimum criteniz for initiation of antibiotics);

A pragess for a periodic revize cf antibialic use by preseribing pracritioners: for example. review of izhorztory and medication orders.
progross nates and medication admuinistration recerds 10 dztermine whether or not an infection or comimiinicable disease has been
documented and whether an appropriate antibiotic has been prescribed for the recommended length of time. Determine whether the
antrbiotic use monitoring system is reviewed when the resident is new to the facility, when a prior resident retumns or is transferred from a
hospital or other facility, during each rmonthly drug regimen review when the resident has been prescribed or is taking an antibiotic. or any
antibiotic drug regimen review as requested by the QAA committee;

o Pratncols to optimize the treatment of infections by ensuring that residents who require antibiotics are prescribed the appropriate antibiotic;

A system for the provision of feedback reports on antibiotic use. antibiotic resistance patterns based on laboratory data. and prescribing
practices far the prescribing practitioner.

7. Did the facility conduct ongoing review for antibiotic stewardship? [ Yes [ ] No F881

Influenza and Pneumococcal Immubizations:
[ ] Select five residents in the sample to review for the provision of influenza/pneumococcal immunizations.
[ ] Document the names ot residents selected for review.
[ ] Give precedence 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;
o The provision of education related to the influenza or pneumococcal immunizations (such as the benefits and potential side effects);

e The admiaistration of pneumococcal and influenza vaccine, in accordance with national recommendations. Facilities must follow the CDC
and ACIP recommendations tor vaccines; and

«  Allowing a resident or representative to refuse either the influenza and/or pneumococcal vaccine. If not provided, documentation as to whyv
the vaccine was not provided.

[

For survays occurring during influenza 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 of the influenza season. Ask the facility to demonstrate that:

o The vaccine has been ordered and the facility received a confirmation ot the order indicaung that the vaccine has been shipped or that the
product is not available but will be shipped when the supply ts available; and

o Plans are developzd un how and when the vaccines are to be administered

152



Infection Prevention, Control & Immunizations

[] As necessary, determine if the facility developed influenza and pneumococcal vaccine policies and procedures, including the identification

i and tracking/monitoring of all facility residents’ vaccination status.

8. Did the facility provide influenza and/or pnenmococcal immunizations as required or appropriate? [ ] Yes []No F883

Pane 6
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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
CENTLRS FOK Mi DICARE & MUDICAN) STRVICIS

Center for Clinical Standards and Quality/Quality, Safety & Oversight Group

Ref: QSO-20-13-Hospitals
DATE: March 4, 2020

TO: State Survey Agency Directors

FROM: Director
Quality, Safety & Oversight Group

SUBJECT: Guidance for Infection Control and Prevention Concerning Coronavirus Disease
(COVID-19): FAQs and Considerations for Patient Triage, Placement and
Hospital Discharge

Maemorandum Summary

o 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.

s Coordination with the Centers Jor Disease Control (CDC) and local public health
departments - We encourage all hospitals to monitor the CDC website for information and
resources and contact their local health department when needed (CDC Resources for Health
Care Fagilities: hups:/wivw.cde.gov coronavirts 2019-neov estheare-faeilities iodes .y ).

o Hospital Guidance and Actlons - CMS regulations and guidance support hospitals taking
appropriate action to address potential and confirmed COVID cases and mitigate transmission
including screening, discharge and transfers from the hospital, and visitation.

Backpround
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. This memoranduin
responds to questions we have received and provides important guidance for hospitals and
critical access hospitals (CAH’s) in addressing the COVID-19 outbreak and minimizing
transmission to other individuals. Specifically, we address FAQs related to optimizing paticnt
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 (litps:/www.cde. suv/eorunayirus/2019-

neon/indes himl) 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 COVID-19.
Hospitals should have plans for monitoring healthcare personnel with exposure to patients with
known or suspected COVID-19. Additional information about monitoring healthcare personnel
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is available here: g/ ede gavrcoromviar: 20 19 neovzigpdaniane e aish - ese e nt
e bl

Guidanee for Addressing Padient Triage and Plicement of Patients with known or
suspected COVED-IY

Which patients are at risk for severe diseasc for COVID-19?

Based upon CDC data, vider adults and those with underlying chronic medical conditions or
immunocompromised state may be most at risk for severe outcomes. This should be cansidercd
in the decision to maonilor the patient as an outpatient or inpaticnt.

How should facilities screea visitors and paticnts for COVID-19?

[Tospitals should identify visitors and patients at risk for having COVID-19 intection betore or
immediately upon arrival 10 the healtheare facility. ‘I'hey should ask patients about the
following:

1. Fever or symptoms of a respiratory infection, such as a cough and sorc throal.

2. International travel within the last 14 days to restricted countries. For updated
information on restricted countrics visit: [Iupsziw waeede.rovfcoropavipus/ 20 19
ncovAravelers/index.html

3. Contact with someone with known or suspected COVID-(9,

For patients, implement respiratory hygiene and cough etiquette (i.c., placing a facemask over
the patient’s nose and mouth if that has not already been done) and isolate the patient in an
examination room with the door closed. [f the patient cannot be immediately moved to an
examination room, ensure they are not allowed to wait among other patients sceking

carc. ldentify a separate, well-ventilated space that allows waiting patients to be separated by 6
or more leet. with easy access to respiratory hygicne supplies. In some settings, medically-stable
patients might opt to wail in a personal vehicle or outside the healthceare facility where they can
be contacted by mobile phone when it is their turn 1o be evaluated.

Inform infection prevention and control services, local and state public health authorities, and
other healtheaye facility staff as appropriate about the presence of a person under investigation
tor COVID-19. Additional guidance for evaluating patients in U.S. fer COVIN-19 infection can
be found on the CNC COVID-19 website,

Provide supplies for respiratory hygicne and caugh etiquette, including 60%-95% alcohol-basced
hand sanitizer (ABILS), tissues, no touch receptacles for disposal, fucemasks, and tissues at
lhiealtheare lacility entrances, wailing rooins, paticnt check-ins, etc.

How should facilities monitor or restrict health care facility staft?
The same screening performed for visitors should be pertormed for hospital staff.
e Health care providers (HCP) who have signs and symptoms of a respiratory infection
should not report to work.
o Any stalt that develop signs and symptoms of a respiratory infection while on-the-job,
should:

Page 2 of 6
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o Immediately stop work, put an a facemask, and self-isolate at home:
o Inform the hospital’s infeetion preventionist, and include information on
individuals, equipment, and locatians the person came in cantact with; and
o Contact and follow the local health department recommendations for next steps
(c.g.. testing, locations for treatiment).
o Referto the CDC guidance for expositres that might warrant restricting asymptomatic
healtheare personnel from reporting to work (Lt waviede.son zcoramy i 2019 -
neovhepy cutdaniee sk -nsseanent-hiep hunl).

Hospitals should contact their local health department for questions, and frequently review the
CDC website dedicated to COVID-19 for health care professionals
(hitpseas s ede sov/eoronayivns/20 19-nCaVihepZindex, ).

What are recommended infection prevention and control practices, including
considerations for patient placement, when evaluating and care for 4 patients with known

oy suspected COVID-19?

Recommendations for patient placement and other detailed infection prevention and control
recommendations regarding hand hygiene, Transmission-Based Precautions, cnvironmental
cleaning and disinfection, managing visitors, and monitoring and managing healthcare personncl
are available in the CDC (nterim Infection Prevention and Control Recommendations lor
Patients with Confirmed Coronavirus Discase 20149 (COVID 19y or Persons under Investigidion
D COVID-18 i Healtheare Settings,

Do all patients with known or suspected COVID-19 infection reguire hospitalization?
Patients may not require hospitalization and can be managed at home if they are able to comply
with monitoring requests. More information is available

here: hups:/7Zwwwede ov/cnronayings/ 201 Y-ncov/hep/enidanee -higige-cave, |

Are there specific considerations for patients requiring diaguostic or therapeutic
interventions”?

Patients with known or suspected COVID-19 shauld cantinue to receive the intervention
appropriate for the severity of their illness and overall clinical condition. Because some
procedures create high risks for transmission (e.g., intubation) additional precautions include: 1)
HCP should wear all recaommended PPE, 2) the number of HCP present shauld be limited to
essential personnel, and 3) the room should be cleaned and disinlected in accordance with

environmental intection control guidclincs,

Additional information about performing aerosol-gencrating procedures is available
here: hitps:awawsy cile vov/eoronavivus/2019-ncov/iniection-control/control-
recommendations.htm]

When is it safe to discontinue Transmission-based Precautions for hospitalized patients
with COVID-19?

The decision to discontinue Transmission-Bascd Precantions. Jor hospitalized patients with
COVID-19 should be made an a case-by-casc basis in cansultation with clinicians, infection
prevention and control specialists, and public health ofticials. This decision should consider
discase severity. illness signs and symptoms, and results ol Tabaratory testing for COVID-19 in
respiratory specimens

Page 3 0l 6
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More detailed intormation about criteria to discontinue Transmission-Based Precautions are
available here: htps:wwavcde gov/earamn ivus/ 201 9-neov/hepzdinposition-hospitalicd
paticnts il

Can hospitals restrict visitation of paticnfs?

Medicare regulations require a hospital to have writlen policies and procedures regarding the
visitation rights of patients, including thosc sctiing lorth any clinically necessary or reasonable
restriction or limitation that the hospital may need to place on such rights and the reasons tor the
clinical restriction or linvitation. C'MS sub-regulatory guidance identifies infection contral
concern as an example of when clinical restrictions may be warranted. Patients must be
infarined of his/her visitation rights and the clinical restrictions or limitations vn visitation,

The development of such policies and procedures require hospitals ta focus efforts on preventing
and cantrolling infections, not just between patients and personnel, but also between individuals
across the entire hospital sctting (for example, among paticnts, staff; and visitors) as well as
between the hospital and other healthcare institutions and settings and between patients and the
healthcare environment. Hospitals should work with their local, State, and Federal public healih
agencies to develop appropriate preparcdness and response strategies for communicable discase
threats,

What are the considerations for discharge to a subsequent care location for patients with
COVID-19?

The decision to discharge a patient from the hospital should be made based on the clinical
condition of the paticnt. If Transmission-Based Precautions must be continued in the subscquent
setting, the receiving tacility must be able to implement all recommended infection prevention

and control recommendations.

Although COVID-19 patients with mild symptoms may be managed at home, the decision to
discharge 1o home should consider the patient’s ability to adhere to isolation recommendations,
as well as the potential risk of secondary transmission to household members with
immunocompromising conditions. More information is available

here: Ilpsa/wivs ede.goy/eoramiyira- 201 9-neoydhepraidinee hone-cire. |

What arc the implications of the Medicare Hospital Discharge Planning Regulations for
Patients with COVID-19?

Medicare’s Discharge Planning Regulations (which were updated in November 20{9)

requires that hospital assess the patient’s nceds for post-hospital services, and the availability of
such services. When 4 paticnt is discharged. all necessary medical information (inctuding
communicable diseases) must be provided to any post-acute service provider. For COVID-19
patients, this must be communicated to the receiving service provider prior to the
discharge/transter and to the healthcare transport personnel.

Can hospitals restrict visitation of patients?

Medicare regulations require a hospital to have written policies and procedures regarding the
visitation rights of patients, including those setting forth any clinically necessary or reasonable
restriction or lunitation that the hospital may need to place on such rights and the reasons for the
clinical restriction or limitation. CMS sub-regulatory guidance identifics infection control
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concern as an example of when clinical restrictions may be warranted. Patients must be
infurmed of his/lier visitation rights and the clinical restrictions or limitations on visitation.

The development of such policics and procedures require hospitals (o focus cfforts on preventing
and controlling infections, not just between patients and personnel, but also between individuals
across the entire hospital setting (for example, among patients, staft, and visitors) as well as
between the hospital and other healtncare institutions and settings and between patients and the
healthcare environment. Tlaspitals should work with their Jocal. State., and Federal public health
agencies ta develop appropriate preparcdness and response strategics for communicable discase
thicats.

Important CDC Resources:

o CDC Resaurces for Health Care Facilities: i/ wwvede povecnrongvirns: S0 Y
ncov/healtheare-facilities/index.hunl

s CDC Updates:_hirprcdwavw ede.povicoronayicus/20 1 9-neoviwhats-new-all huml

e CDCFAQ for COVID-19: hitps:/fwvawsv.cde. goy/caianavirus/ 201 9-ncoy Anlection-
contral/inlectint-prevention cottrol-ughiomnl

o CDC Interim Infection Prevention and Control Recommendations for Patients with
Continmed Coronavirus Disease 2019 (COVID19) or Persons Under Investigation for
COVID-19in Hcaltheare Scttings.: lipsiivwav.cde.govfeoromavirns/2019-
ncovlinfection-
control/cantrorccommendations.htmi?CHC AN redVal hiips A3 A% 21 "% 2 I'vw w.e
deroy W2 lcaromvirus 7 2020 19-ncov% 21 hep 4 2 Fin lection-conteol.hitm

CDC Vpdates:
hutpsfvaea cde.povéearanayirns/20 [9-ncoviwhats-nes-albhonl

CMS Resources

CMS has additional guidance which may be beneflicial 1o huspilals relaled to EMTALLA
reqitirements and other topics surrounding the health and safety standards during emergencies.
‘The document Provider Survey and Certification Frequenty Asked Questions (FAQs), Declared
Froltment and Certilication/SurveyCentbuergPrepsDoseloads DA T hzands | AGs pedrt These
FAQs are not limited to situations invalving 1135 Waivers, but are all encompassing FAQs
related Lo public health emergencies and survey activities and functions.

Contact: Questions aboult this memoranduin should be addressed

10 QOSOG_Emergeney Prepeceneshhs woy, Questions about COVID-19 guidance/screening
criteria should be addressed to the State Epidemiologist or other responsible state or local public
health officials in vour state.

Effective Date: Immediately, This policy should be communicated with all survey and
certification stafl] their managers and the State/Regional Oltice training coardinators
immediately.

s/
David R. Wright

[)
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EXHIBIT
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop C2-21-16
Baltimore, Maiyland 21244-1850

CM

CENTEHS FOR MEDICANE & MEIMCAIL SERVICLS

Center for Clinical Standards and Quality/Quality, Safety & Oversight Group

Ref: QSO-20-14-NH
DATF: March 4, 2020

TO: State Survey Agency Directors

FROM: Director
Quality, Safety & Oversight Group

SUBJECT: Guidance for Infection Control and Prevention of Coronavirus Disease 2019
(COVID-19) in nursing homes

Mgmorandum 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 COVID-19.

* Guidance for Infection Control and Prevention of COVID-19 - CMS is providing
additiona) guidance to nursing homes to help them improve their infection control and
prevention practices to prevent the transmission of COVID-19,

o Coordination with the Centers for Disease Control (CDC) and local public 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: htips://www.cde.pov/coronavirus/201Y-
ucov/healtheare-facilities/index.biml).

Background
CMS is responsible for ensuring the health and safety of nursing homes by enforcing the

standards required to help each resident attain or maintain their highest level of well-being. In
light ol the recent spread of COVID-19, we’re providing additional guidance to nursing homes 1o
help contral and prevent the spread of the virus,

Guidance
Facilities should 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 COVID-19. Per CDC, prompt detection, triage and isolation of potentially
infeclious patients are essential 10 prevent unnecessary exposures among patients, healthcare
personnel, and visitors at the facility. Therefore, facilities should continue to be vigilant in
identifying any possible infected individuals. Facilities should consider frequent monitoring for
potential symptoms of respiratory infection as needed throughout the day. Furthermore, we
encourage facilitics 10 1ake advantage of resources that have been made available by CNC and
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CMS to train and prepare staff to improve intection control and prevention practices. Lastly,
facilities should maintain a person-centered approach to care. This includes communicating
effectively with patients, patient representatives and/or their (amily, and uaderstanding their
individual nceds and goals of care,

[Facilitics cxperiencing an increased number of respiratory illnesses (regardless of suspected
etiology) among patients/residents or healthcare personnel should immediately contact their local

or state health department for further guidance.

In addition to the overarching regulations and guidance, we’re providing the following
information (Frequently Asked Questions) about some specific areas related to COVID-19:

Guidancee for Limiting the Transmission of COVID-19 for Nursing Flomes

How should facilities monitor or limit visitors?
Facilitics should screen visitors for the following:

I. International travel within the last 14 days to restricted countries. [or updated
information on restricted countries visit: Dilps:iswww ede, covicoromavirs/ 2010
ncov/travelers/index html

2. Signs or symptoms of a respiratory infection, such as a fever, caugh, and sore throat.

3. Has had contact with someone with or under investigation for COVID-19.

If visitors mcet the above criteria, facilities may restrict their entry to the facility. Regulations
and guidance related to restricting a resident’s right 1o visitors can be found at 42 CFR
§483.10(f)(4), and at F-tag 563 of Appendix PP ol ihe State Operativns Mannal, Specifically, a
facility may need to restrict or limit visitation rights for reasonable clinical and safety reasons.
This includes, “restrictions placed to prevent community-associated infection or communicable
disease transmission to the resident, A resident’s risk factors for infection (e.g.,
immunocompromised condition) or current health state (¢.g., end-of-life care) should be
considercd when restricting visitors. In general, visitors with signs and symptoms of a
transmissible infection (c.g., a visitor is febrile and exhibiting signs and symptoms ol an
influenza-like illness) should deter visitation until ke or she is no fonger potentially infectious
(c.g., 24 hours alter resolution o fever without antipyrclic medication).”

How should facilities monitor or restrict health eare facility stuff?
The same screening perlormed for visitars should be perforined for facility stafi’ (numbers 1, 2,
and 3 above).
o Health care praviders (IHCP) who have signs and symptoms of a respiratory infection
should not report to work.
e« Any staffthat develop signs and symptoms of a respiratory infection while on-the-job,
should:
o hinmediately stop work, put on a facemask, and self-isolate at home;
o Inform the facility’s intection preventionist, and include information on
individuals, equipment, and locations the pcrson canic in contact with; and
o Contact and follow the local health department recommendations for next steps
(v.g., testing, locations for treatment).
¢ Refertothe CDC guidance for exposures that might warrant restricting asymptomatic
healthcare personnel trom reporting to work (Jitps: s gdcov/cnronay inus 10} 0.
neovhepfomdande-riR=assesment-hephnni).

Page 2 ol 4
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Facilities should contact their local health department for yuestions, and frequently review the

CDC website dedicated to COVID-19 for health care professionals
(hpa s swede pov/icarrvirus 201 9-nCaVihepdindes Jinml).

When should nursing homes consider transferring a resident with suspected or confirmed
infection with COVID-19 to a hospital?

Nursing hames with residents suspected ol having COVID-19 infection should ¢ontact their local
health department. Residents inleeted with COVID-19 may vary in severity from lack of
symptoms to mild or severe symploms oc fatality. Initially, symptoms maybe mild and not
require transler to a hospital as long as the facility can follaw the infection prevention and
contro] practices recommended by CDC. Facilities withoul an airbarne infection isolation room
(ALIR) are not required to transler the patient assuming: 1) the patient docs not require a highel
level of care and 2) the lacility can adhere to the rest of the intection prevention and control
praclices recammended for caring for o resident with COVID-19,

(hepsy s cde covdenconay s/ 20 T -peosvfinecion-contral/eontrol-reconmendativns. innt)

The resident may develop more severe symptoms and require transfer to a hospital for a higher
level ot carc. Prior to transfer, emergency medical services and the receiving facility should be
alcrted to the resident’s diagnosis, and precautions to be taken including placing a facemask on
the resident daring transfer. 1 the patient docs not require hospitalization they can be discharged
ro home (in consultation with state or local public health authorities) if deemed medically and
socially ypyoprinne. Pending transfer or discharge, place a facemask on the patient and isolate
himsher in a room with the door closed.

When should a nursing home accept a resident who was diagnosed with COVID-19 from a
hospital?

A nursing kome can aceepl a patient diagnosed with COVID-19 and still under Transmission-
based Precautions for COVID-19 as long as it can follow CDC guidance for lransmission-based
precautions. H a nursing home cannot, it must wait until these precauations are discontinued.
CDC has released nterim Cinidinee or Discontinuineg | rangnission-Based Precautions o 1p-
Flonuy Fsodation_tor_Peesvars awvith | aboratory -«contirmed COVID-19. Information on the duration
of infectivity 1s Innited, and the interim guidance has been developed with available intormation
from similar coronaviruses. CDC states that decisions to discontinue Transmission-based
Precautions in hospitals will be made on a case-by-case basis in consultation with clinicians,
infection prevention and control specialists, and public health officials. Discontinuation will be
bascd on multiple factors (see current CNC guidance for lurther details),

Note: Nursing homes should admit any individuals that they would normally admit to their
lacility, including individuals from hospitals where a case of COVIN-19 was/is present.

Other considerations for facilitics:

s Review CDC guidance for Infection Prevention and Control Recommendations for
Patients with Confirmed Coronavirus Diseasc
2019: hiygevwny cde.govecoponay irns: 20 19-ncov/inlection-cantralicontrol -
recommendations htm!

» Increase the availability and accessibility of alcohol-based hand sanitizer (ABHS).
tissues, no touch receptacles tor disposal, and Tacemasks at healtheare facility entrances,
waiting rooms, patient check-ins, elc.
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o Ensure ABHS is accessible in all resident-care areas including inside and outside
resident rooins.

Increase signage for vigilant infection prevention, such as hand hygiene and cough
etiguette,
Properly clcan, disinfect and limit sharing of inedical equipment berween residents and
areas of'the facility,
Provide additional work supplies to avoid sharing (e.g., pens, pads) and disinfect
workplace areas (nurse’s stations, phones, internal radios, etc.).

What other resources are available for facilities to help improve infection control and

prevention?
CMS urges providers to take advantage of several resources that are available:

CNDC Resvurees:

[

Infection preventionist training: hilps:idww.ede.cov/longtermenie/indes.hunl
neovshedltheare-factlities/index, him!

CDC Updates: htlpsy//wanw.cde.prov/ecorgnavirus/20 1 9-ncov/whats-new-all himl
CDC FAQ tor COVID-19: hittps:wawn wde.gov/eoran jrns 20 1 9-ncaviinlecton -

conleol/infection-prevention-control-Lag. il

CMS Resourcees:

Long term carc facility — Infection ¢ontrol self-assessment

worksheel: hitps://gsep.oms.govadatid232/A . Nursinel lome InleetionControl_Worksheel
L }-8- 19508 !

Infection control toolkit for bedside licensed nurses and nurse aides (“Iead to Toe
Infection Prevention (H2T) Toolkit™): hups:rvesvav.cins. uov/Medicare /' rovider -
Enrollnient-mnd-CoribeaionSurveyCertificationGen o fo/L, L C-CMP-Reinvestinent

{nfection Control and Prevention regulations and guidance: 42 CFR 183.80, Appendix PP
of the State Operations Manual. See I'-tag 880; hifpr-:/vww . cons o/ adlicare/Pravider-

PP-Seate-Operabions-NManual . pdl

Contact: Cmail DN Prinece Pemnencimshhs. oy

Effective Date: lmmediately. This policy should be communicated with all survey and
certification staft, their managers and the State/Regional Qftice training coordinators

immediatcly.

/s!
David R, Wright

cer Survey and Operations Group Management
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EXHIBIT

DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicore & Medicaid Services
7500 Security Boulevard, Mail Stop C2-21-16 M

Baltimore, Maryland 21244-1850
CENTENS FOR MUDICARE & MEDICAID SERVICHS

Center for Clinical Standards and Quality/Quality, Safety & Oversight Group

Ref: QSO-20-16-Hospice
DATE: March 9, 2020

TO: State Survey Agency Directors

FROM: Director
Quality, Safely & Oversight Group

SUBJECT: Guidance for Infection Control and Prevention Concerning Coronavirus Disease
2019 (COVID-19) by Hospice Agencies

" Memorsnndum Smmnary

CMS is committed to protecting American patients by ensuring health care facilitics have
up-to-date information to adequately respond to COVID-19 concerns.

o Coordination with the Centers for Disease Control and Prevention (CDC) and local
public health departments - We encourage all Hospice Agencies to monitor the CDC
website for updated information and resources and contact their local health department

when needed (CDC Resources for Health Care Facilities:
o hipsiAwvwweede povicoronavirus/ 201 O-ncoviialtheare-lacilities/index. himl).

o Hospice Guidance and Actiony - CMS regulations and guidance support Hospice
Agencies taking appropriate action to address potential and confirmed COVID cases and
mitigate transmission including screening, treatment, and transfer to higher level care
(when appropriatc). This guidance applics to both Medicare and Medicaid providers.

Backpround
The Centers for Medicare & Medicaid Services (CMS) is committed to the protection of patients

and residents of hcalthcare facilities or homecare settings from the spread of infectious disease.
This memorandum responds to questions we have received and provides important guidance for
Hospice Agencies in addressing the COVID-19 outbreak and minimizing transmission (o other

individuals.

Guidance
Hospice Agencies should regularly monitor the CDC website (see links below) for information

neovi laty-sewe-al Lhonl), Also, hospice agencies should be monitoring the health status of’
paticnts, residents. visitors, volunteers, and staff under their care setting for signs or symptoms of
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COVID-19. Per CDC, prompt detection, triage and isolation of potentially infcctious patients arc
essential to prevent unnccessary exposures among patients, healtheare personnel, and visitors at
the facility, For exposed statt, hospice agencies should consider trequent monitoring for potential
symptoms of COVID-19 as nceded throughoul the day.

In addition to the overarching regulations and guidance, we have provided the following
information (Frequcntly Asked Questions) about some specific areas rclated to COVID-19:

Guidanee for Addressing COVID-19 in Hospices (Ln-paticat wails, nuesing Gacilities,
assisted livine. hospiGils and home settines)

Which patients are at risk for severe disease from COVID-19?

Based upan CDC dala, older adults, those with underlying chronic or life-limiting medical
conditions such as hospice patients are presumed to be at greater risk of poor cutcomes when
infected with novel caranavirus.

Refer to the CDC guidance for people at higher risk: hitps://waww.cde,vov/eoronavirus/ 20149-
nevApecilic-eronpechieh-risk-comppheations. hl

How should providers screen visitors and patients for COVID-19 in a Hospicc that
provides short-term inpatient care directly or in an inpatieat unit of another facility?

Hospices should identify volunteers, visitors and patients at risk for having COVID-19 infection
before or immediately upan arrival to the inpatient unit. They should be asked about the
tollowing:
). International travel within the last [4 days to countries with sustained community
transmission. For updated information on affected countries visit:
hitpac/isww cde.povicaronavirnzi20) 19-necov/travelers/index htm)
2. Signs or symptoms of a respiratory infection, such as a fever, cough, and sorc throat.
[n the last 14 days, has had contact with someone with ar under investigation for COVID-
19, or are ill with respiratory illness.
4. Residing in a community where community-based spread of COVID-19 is occurring.

1

For patients with respiratory symptoms, implement respiratory hygiene and cough ctiquette (i.e.,
placing a facemask over the patient’s nose and mouth) and isolate the patient in a private room
with the door closed. [f the patient cannot be immediately moved to an private location, ensure
they arc not allowed to wail among other paticnts who reside in the inpatient unit. ldentify 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 Hospice Agencies to pravide appropriate medical supplies for respiratory
hygiene and cough etiguette, including 60%-95% alcohol-based hand sanitizer (ABIS), tissues,
no touch receptacles for disposal, facemasks, and tissues at healthcare facility entrances.

Inlorm infection prevedtion and control services, local and state public health authorities, and
other healthcare facility staff as appropriatc about the presence of a person under investigation

Page 2 of 7
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(PUI) tor COVID-19. For hospice patients with symptoms, determination about whether or not

to conduct diagnostic testing versus presuming a positive COVID-19 diagnosis (based on his/her
symptoms and exposure) should be a decision among the patient, patient representative, hospice

agency and state and local public health authority., Additional guidance tor evaluating patients in
U.S. for COVID-19 infection can be found on the CDC COVID-19 websile.

How should hospice programs monitor or restriet health care staff or hospice volunteers?
The same screening performed for patients and visitors should be pecforimed for hospice staft and
volunteers,
« Health care providers (HCP) and volunteers who have signs and symptoms of a respiratory
infection should not report to work.,
+ Anyone that develop signs and symptoms ol a respiratory infection while on-the-job,
should:
o Immediately stop work, put on a fucernask, and self-isolate at home;
o Inform the hospice's infection control manager/team to include information on
individuals, equipment, and locations the person came in contact with; and
o Contact and follow the local health department recommendations for next steps (e.g.,
testing, locations for treatment).
+ Refer to the CDC guidance [or exposures that might warrant restricting asymptomatic
healthcare personnel or volunteers from reporting to wark
(hupsa2ve weede. rov/enruasirus 21 Y -pneov/he pfeaidance-rish-ossesnient-hep i .

Hospices should contact their local health department for questions, and Irequently review the
CDC website dedicated to COVID-19 for health care professionals
tuips:waew cdesov/eoronuvirus 0 19-nCoVihep/index.html),

Wihen a hospice patient is in an inputient unit, what are recommended infection prevention
and control practices, including considerations for patient placement, when evaluating and
care lor a patient with known or suspected COVID-19?

Recommendations for patient placement and other detailed infection prevention and control
recommendations are available in the htpsc/swww.ede,uovicoronavirus/20 1-peoviinlectjon-
cantral/control-recommendations.html,

Considcr, where appropriate allowing certain types of volunteer activities to be performed via
phone or other electronic devices to minimize risk of exposure in the cvent ol a suspected or
positive COVID-19 case.

Do hospice patients with known or suspected COVID-19 infection require hospitalization?
IHospice paticnts and/or their families should carefully discuss care options with the hospice team
1o ensure the goals and wishes ot hospice patient are respected consistent with patient rights
requircments. Patients can be managed at home if the paticnt is stable. the environmental
expasure to COVID-19 to others in the household can be minimized, and it there are appropriate
infection control precautions made and PPE available.

Paticnts whose symptoms are exacerbated by COVID-19 and cannol be adequalely managed in

the home sctting, should be transferred to a haspice inpatient unit. More information is available
here: T v cde oy coeomas s 2019 acay dhepeenidanee-lome-care. huml,
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When is it safe to discontinue Transmission-hased Precautions inpatient hospice patients
with COVID-19?

The decision to discontinue Transmission-Based Precauions tor hospitalized patients with
COVID-19 should be madc on a case-by-casce basis in cansultation with clinicians, infection
prevention and control specialists, and public health officials. This decision should consider
discasc severity, illness signs and symploms, and results of laboratory testing for COVID-19 in

respiratory specimens.

Currently, negative RT-PCR results from al least 2 consecutive sets of nasopharyngeal and throat
swabs collected at least 24 hours apart are needed bhefore discontinuing Transmission-Based
Precautions, A total of four negutive specimens are needed to meet this requirement.

More detailed information about criteria to discontinue Transmission-Based Precautions are
available here: lnps/avs w el eovacoranavinue 20T Y-neovshe pAdisposition-hospinlized-
patients. himl.

When is it safc 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 consultarion with clinicians and public
health officials. This decision should consider disease severity, illness signs and symptoms, and
results of laboratory testing for COVID-19 in respiratory specimens

Guidance for discontinuation of in-home isolation precautions is the same as that to discontinuc
Transmission-Based Precautions for hospitalized patients with COVID-19. For more
intormation, see: hulpy:/asw s ade covdeoronavicg /2019 neovZhep/disposilion=i-honie-

puticnts.hitml

Caonsiderations to discontinue in-home isolation include all of the following:

o Resolution of fever, without use ot antipyretic medication

o Improvement in illness signs and symptomsy

o Nepgative results of an FDA Emergency Use Authorized molecular assay for
COVID-{9 froin ul least two conseculive sets of paired nasopharyngeal and throat
swabs spcecimens collected >24 hours apart_(total of four negative specimens--
two nasopharyngeal and two throat). See [nlerin Guidelines lor Collecting,

(U o 2019 Nuvel Coronay brug (2019-n¢_0V) for specimen callection

guidance.

Can hospices restrict visitation of paticuts (in-patient unit provided directly by the
hospice)?

Medicare regulations require a hospice o focus on preventing and controlling infections.
Hospices inay have policies regarding the visitation rights of patients and may wish to sct
clinical restrictions on visitation subject to patient’s rights. I the inpatient hospice is not
provided by the hospice itself (such as a hospital), that provider may have established additional
visitation restrictions associated with that sctting 1o address COVID-19 transmission concerns.

Pagc 4 ol'7
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What are the considerations when caring for a hospice paticnt in their home?

I'or hospice patients with known or suspected COVID-19 who remain in thcir homes. there are a
number of infection prevention and control practices that should be followed. The CDC advises
the patient to stay home except (o get medical care, separate yourselt from other people and
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 roont,

For everyone in thec home, CDC advises covering coughs and sneezes followed by washing your
hands or using an alcohol-based hand rub, not sharing personal items (dishes, eating utensils,
bedding) with individuals with known or suspected COVID-19, cleaning all “high-touch”
surfaces everyday, and monitoring your symptoms. Please sec:
https://www.cdc.gov/coranavirus/2)19-ncovihep/guidance-prevent-spread.html

CMS regulations also require that hospice agencies provide the types of nceessary supplies and
equipment required by the individualized plan of care. [For a patient with COVID-19, this would
include supplics 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 haspice agencies for not providing certain supplies (e.g., personal protective equipment
(PPE) such as gowns, N95 respirators, surgical masks and alcohol-based hind rubs (ABHR)) if
they are having difficulty obtaining these supplics for reasons outside of their control. However,
we do expect providers/suppliers 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.

What Personsal Protective Equipment should hospice staff routinely use when visiting the
home of a patient suspected of COVID-19 exposure or confirmed exposure?

If care provided to symptomatic patients who are conlirmed or presumed to be COVID-19
positive is anticipated, then Hospice Agencies should refer to the CDC Interim Infection
Prevention and Control Recommendations for Patients with Confirmed Coronavirus Disease
2019 (COVID-19) or Persons Under [nvestigation for COVID-19 in Healthcare Settings:
hups:diwaw.cee.govicoronavirus/20 | Y-neov/infection-contral/control- recommendations.hunl

Health care professionals who enter the room of a paticnt with known or suspected COVID-19
should adhere to Standard Precautions and use a facemask or respirator, gown, gloves, and eye
protection. When available, respirators (instcad of faccmasks) are preferred; they should be
prioritized for situations where respiratory proteclion is most important and the care of patients
with pathogens requiring Airbornc Precautions (e.g., tuberculosis, measles, varicella).

What are the considerations for discharge to a subsequent care location for hospice
patients with COVID-1Y?

The decision should be made based an the clinical condition of the paticnt including careful
consultation with the paticnt, paticnt representatives and/or their family, and understanding their
individual needs and goals of carc. If Transmission-Based Precautions must be continued in the
subsequent setting, the receiving facility must be able to implement alf reccommended infection
prevention and control recomimendations. Be sure the transportation team is aware that the
patient has confirmed COVID-19,
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Although COVID-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 transmission to houschold members with
immunocompromising conditions. More information is availablc here:

Ly e/ weedegov/corongvie, U1 peovbepreyidane e -hame -cane himlL

I hospice care is provided in a nursing home, we have advised nursing homes that hospice
workers should be allowed entry provided that hospice staff is following the appropriate CNC
guidelines for Transmission-Based Precautions, and using PPE properly.

Important CDC Resources:

CNDC Resources for Health Care Facilities:

¢ CDC Resources for Health Care Facilities: hips/isw w cde vov/caronavirgss i u-
ncov/healthcare-facilities/index.html

o CDC Updates: hupssf/s ww e, pavienronavirus/20 19-ncov/whats-new-al L html

o  CDC FAQ for COVID-19;: hutps:/Awww cde.povicoronavinus: 20 19-neavZinleetion-
controlfintection-preyventivm-vonlrol -Gy html

e Strategies for Optimizing the Supply ol N95 Respirators:
hitpsiwwav.ede.poviearonavirnsi 201 9-neovhe plrespiraturs-
stratepy/index. tm1?7CDCAA_retVal - bips%3IA %21 2 Fwwwy ede.vov%2Feoronavirngs
21201 9-neov¥%2Fhep%e ]l respivator-supplv-stratetics . hitin|

CDC Updhates:
hupsiiswsw.ede, govicoronavirts/? 0 [9-neoviwhats-new -al Lhnl
Sisu up lor the newslelier to receive weekly emails about the coronavirus discase 2019 (COVID-

19) outbreak. o

FDA Resources:
o Emergency Use Authorizations: hitpsz/www ddiceovimedical-devices/emereene y-
situations-medical-devices/cmerpgency-use-anthorizations

CMS Resources:

Haspice Infection Control and Prevention segulations and puidance: 42 CFR 418.60, Infection
Control, Appendix M of the State Operations Manual, Inlection Prevention and Control,
hidps/anw s it gov/Regull jons-and-

Guidance/GuidaeeManuals/dow nloads/som 107ap_m_hospice. pdl

Contact: Questions about this memorandum should be addressed to

QSOG ) mereeneyPrepacene his cov. Questions aboul COVID-1Y guidance/screening criteria
should be addressed to the Stale Epidemiologist or other responsible state or Tocal public health
officials in your stale,

Effective Date: Iimmediately, This policy should be communicated with all survey and
certification slaft, their managers and the State/Regional Oftice training coordinators
immediately.
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David R. Wright

cc: Survey and Operations Group Management
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CMS

CENTERS FOR MEDICARL & MEDICAID SERYICES

DEPARTMENT OF HEALTH & FNIUMAN SERVICES
Cenlers fur Medicare & Medicaid Services

7500 Securily Boulevard, Mail Stop C2-21-16
Baltimore, Maryland  21244-1650

Center for Clinical Standards siand Quality/Quality. Safety and Qversight Group

Ref: Q§0-20-15 HospitalCAH/EMTALA

DATE: March 9, 2020
TO: State Survey Agency Directors

FROM: Director
Quality Safety and Oversight Group

SUBJECT: Emergency Medical Treatment and Labor Act (EMTALA) Requirements and
Implications Related 1o Coronavirus Disease 2019 (COVID-19)

Memorandwm Summary

COVID-19 and EMTALA Requirements: This Memorandum conveys information in
respanse to inquiries from hospitals and critical‘access hospitals (CAHs) concerning
implications of COVID-19 for their compliance with BMTA‘LA. This guidance applies 1o
both Medicare and Medicaid providers.

o  EMTALA Screening Obligation: Every hospllal or CAH ‘with 3 dedicated emer geney
depariment (ED) is required to conduct an appropriate medical screening examination
(MSE) of all individuals who come to the ED, including individuals who are suspected of
having COVID-19, aud regardless of whether they arrive by ambulance or are walk-ins.
Every 1ED is expected to have the capability to apply appropriate COVID- 19 screening
criteria when applicable, to immediately identify and isolate individuals who meet the
screening criteria to he a potential COVID-19, ta contact their state or lacal public health
officials to determine next steps.

o LEMTALA Swbilization, Trausfer & Recipient Hospital Obligations: o the case ol
indiyiduals with suspected or confivmed COVID-19, hospitals wid CAHs are expected 1o
consider cirrent puidance of CDC and public healih officials in determining whether they
have the capability to provide appropriate isolaion required for stahilizing treatment and/or
o aceept appropriate transtors, n the event ot any EMTALA complaints atleging
inappropriate translers or refusal 1o aceepl appropriate translers, CMS will tke imo
consideration the public henlth guidanee in effect al the time.

Rackground

Due to increasing public concerns with COVID-19, CMS is receiving inquirics from the hospital
industry conceening implications for their complionce with EMTALA. Concerns center around
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the ahility of hospitals and CAlls to fulfill their EMTATLA screening obligations while
minimizing the risk of exposure from COVID-19 infected individuals to others in the CD,
including bealthcare workers, and the isolation requirements for COVID-19. 1n addition, we
have also received questions about the applicability of CMTALA stabilization, transfer and
recipient hospital obligations in the case of individuals who are found to huve met the screening
criteria for possible COVID-19 infection or who have been determined to have COVID-19,

Plecase note (this memarandum applies (o both hospital and critical access hospital (CALL)
wherever “haospital” is referenced.

EMTALA requires Medicare-participating hospitals and CAHs that have a dedicated emergency
departinent to, at a minimum:

e Provide a medical screening exam (MSL) to every individual who comes to the ED for
cxamination or trecatment for a medical condition to determine if they have an emergency
medical condition (EMC). An cmergency medical condition is present when there are
actite symptoms of sufficient severity such that the absence of immediate medical
attention could reasonably be expected to result in serious impaiwrment or dysfunction.

e Provide necessary stabilizing treatment for individuals with an emergency medical
condition EMC within the hospital’s capability and capacity; and '

= Provide for transfers of individuals with EMCs, when appropriate.

Please sec Attachment | for a discussion of alternate screening locations and increased surges in
numbers of patients presenting to the ED.

Are hospitals required (o accept transfers of patients with suspected or confirmed COVID-19
Srom small or rural hospitals that don’t have appropriate or sufficient isolation facilities or
equipment to meet current state or local public health or CDC recommendations?

Fospitals with capacity and the specialized capabilities needed tor stabilizing treatment are
required to accept appropriate transfers from hospitals without the necessary capabilitics.
Hospitals should coordinate with their Statc/local public health officials regarding uppropriate
placement of individuals who meet specified COVID-19 assessment criteria, and the rmost
current standards of practice for treating individuals with confirmed COVID-19 infection status.

As in any case concerning a hospital’s EMTALA obligations with respect to transfers of
individuals, CMS wauld evaluate the capabilitics and capacity of both the referring and recipient
hospitals in order to determine whether a violation has occurred. Among ather things, we would
take into account the CDC's recommendations dat the time of the cvent in question in assessing
whether a hospital had the requisite capabilities and capacity. We nole that the CDC’s
recommendations focus on factors such as the individual’s recent travel or exposure history and
presenting signs and symptoms in differentiating the types of capubilities hospitals should have
(o screen and treat that individual, The presence ar absence of negative pressure rooms
(Airbarme Jnfection Isolation Room (AITIR)) would not be the sole determining factor related to
vansferring paticnts from one setting to anather when in some cases all that would be required
would be a private room. See (he CDC website tar the miost current infection prevention and
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conteol recommendations for hospital patients with suspeeted or known COVID-19:

ltpesidsw s cderav feerongy o201 neovidiepdelinicad -gnidaa e-nmmagement-patients html

In addition, all Medicare-participating hospitals with specialized capabilitics are required to
accepl appropriate transfers ol individuals with EMCs if the hospital has the specialized
capabilitics an individual requives for stabilization as well as the capacity to treat these
individuals, This recipient hospital obligation applics rcgardless of whether the hospital has a
dedicated emcrpgency department,

What are the ycreening sites that map he set up?

Hospitals may set up alternative sercening sites on campus

The MSE does not have to 1ake place in the 16, A hosprtal imay set up
alternarive sites an its campus to perfarm MSIs,
- Individuals inay be redirected Lo these sites after being logged in. The
redirection and logging can cven lake place outside the entrance to the ED.
- The person doing the directing should be qualified (e.g.c an RN) lo
recognize individuals who arc obviously in necd of immediate treatment in
the ED. '
The content of the MSE varies according to the individual’s presenting signs
and symptoms. Tt can be as simple or as complex, as needed, to determine if an
EMC exisls.
MStis must be canducted by qualilicd personnel, which may include physicians,
nurse practitioners, physician’s assistants, or RNs trained to perform MSEs and
acting within the scope of their State Practice Act,
The hospital must provide stabilizing ueatment (or appropriate transfer) to
individuaals found e have an EMC. ircluding moving them as needed from the
alternative site to anothe)r on-campus department.

B. Hospitals may sef up sereening ar off-campus, hospital-controlled sites.

Haspitals and community officials may encourage the public to go o these sites
instead of the hospital for serecring for influcnza-like illness (111). /fowever, a
hospiral may nor tell incdividucis whe have already come ta its ED to go o the
afi~site location for the MSE

Unless the oft-campus site is already a dedicated D (NED) of the hospital, as
defined under EMTALA regulations, EMTALA requirements do not apply.
The hospital should not hokd the site oul Lo the public as a place that provides
care for EMCs in general on an urgent, unscheduled basis. They can hold it out
as an 11.[ screening center.,

The off-campus site should be staffed with medical personnel trained to
evaluate individuals with T1Is.

1 an individual needs additinnal medical attention on an emergent basis, the
hospital is required, under the Medicare Conditions of Participation, to arrange
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reterral/transfer Priar coordination with local emergency medical services
(EMS) is advised to develop transport arrangements

C. Communitics may set up screening clinics at sites not nnder the control of a hospital

* There is no EMTALA abligation at these sites.

« Hospitals and community officials may cnecourage the public to go o these sites
instead of the hospital for screening for 1.1 However, a hospital may not iefl
individuals who have alreadi come 1o its EID) (o go (o the off-site location for the
MSE.

+ Communities arc encouraged ro staft the sites with medical persornel trained to
evaluate individuals with 1LIs.

* In preparation for a pandemic, the community, its tocal hospitals and EMS arg
encouraged to plan [or referral and transpart of individuals neceding additional
medical attention on an emergeni basis.

ENMITALA Obligations when Screening Suggests Possible COVID-19

I an individual comes 10 an ED of'a hospilal, as the term “cames to the emergency department”
is defined in the regulation at §489.24(b), either by ambulance or as a walk-in, the hospital must
provide the individual with an appropriate MSE. We emphasize that it is a vielation of
EMTALA for hospitals and CAHs with EDs 1o use signage that presents barriers to individuals
who are suspected of having COVID-19 [roni coming to the EID, or to otherwise refuse to
providg an appropriaic MSE ta anyone who has ceme (o the ED for examination or treatment of
a medical condition. However, use of signage designed to help direct individuals to varions
locations on the hospital property, as that term is defined in the regulation at §489.24(b), far their
MSFE woitld be acceptable. [ the hospital is intending to use another location ta conduct the
MSI:, please see Attachment 1 for additional information.

ITduring the MSE the hospital concludes that an individual whio has came 1o ds 1D may be a
pettsible COVID-19 case, consistent with accepted srandards of praCtics for COVID-19
sbrecming, the hospital is expected (o isolate the patient immediately. Although levels of services
provided by EDs vary greatly across the country. itis CMS' expectation that all hospitals are
abie to, within their capability, provide MSts and initiate stabilizing treaument, while
maintaining the isolation requircments lor COVID-19 and coardinating with their State or local
public health officials, who will in (urn arrange coardinalion, as nccessary. with the CIC.

Stabilizing treatment imeans, with respect (o an “emergency medical condition™, to provide such
medical treatnient of the condition necessary to assure, within reasonable medical probability.
that no material dterioralion of the candition is likely 1o occur. Once an individual i< admitted
or the emergency medical condition ends. the obligations under T'MTAL A end.

At the time of this menid’s publication, CNCs sereening guidance

thrpsassww ede. covecoronay iros/ 201 e aeohiepdehinical-crienta lianly called Tor hosplals to
contact their State or toead public health officials when they have a case oi suspected COVID-19,
Officials will advise of nest steps. in accordance with CDC recomniendations on testing
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Other Enforcement Censiderations

Shauld CMS receive camplaints alleging cither inappropriate transfers by a sending hespital or
refusal ofa recipient hospital to accept an appropriate transfer, it will take into consideration
CDC guidance and State or local public health direction at the lime of the alleped
noncompliance. Tt will also take into consideration any clinical consideratians specitic 1o the

individua) case(s).

Consistent with their obligations under the hospital and CAIl Conditions of Participatiain (CoPs)
§482.42 and §485.640, hospitals and CAHs arc expected to adbere 1o accepled standards of
infection control practice to prevent the spread of infectious disease and illness. including
COVID-19. Standard, coutdct, and airhorne precautions with eye protection should be used
when caring for the patient as noted in CDC’s Interim Health Care Infection Prevention and
Control Recommendations for Patients Under Investigation for Caronavirus Discase 2019
(COVID-19), The CDC has issued extensive guidance on applicable isolation precautions and
CMS strongly urges hospitals to follow this guidance. CMS recopnizes the ditficulties securing
the recommended personal protective equipment (PPE) required for training and paiiemt care that
may be present in seme civcumstances af the time of this miemarandum

Hospitals and CAHs are expected under their respective Cols at §482.11(a) and §485.0608(a) to
comply with Occupational Safety and 1lealth Administration (OSHA) requircments. but CMIS
and state surveyors acting on ils behall’do not assess compliance with reguirements of other
tederal agencics.

Latest CDC Guidance

The most up-to-date guidance regarding screening, testing, trealment. isolation, and ather
COVID-19 tapics can be found on the CDC website at

hpsdemerpency. cde.sov/ban/LTANDDA2 7. asp Hospitals and CAHs are strongly urged (o
monitor this site as well as their State public health website and follow recommended guidelines
and acceptable standards of practice. State Survey Apgencics are also encouraged to monitar the
CDC and their state public health websites lor up-to-date information,

(.MS Resources

CMS has released a memo regarding triage, assessment and discharge for hospitals which will
provide additional information about responding to COVID-19 cases,
hpsfwsvsycisgov/liesfdocument/ga-20- 1 5-hospiladspd U pd £-2
CMS has additional vuidance which may be beneticial related to EM TALA, and ather topics
surrounding health standards and qualicy. The document Provider Survey and Certification
Frrequently Asked Questions {1°AQs), Declarcd Public Health Fmerpency All-Hazards are
located at hrtps:/iwsww cims.gov/Medjcare/irovider-Larollment-and-
Certification/SurveyCertlimerul’ rep/Downiloads/All-Hazards-FAQs pd L These FAQs are not
limiced to situations imvolving 1135 Waivers, but are all encompassing FAQs related 1o public
health emergencies and survey acltivities and functions
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Questions about this memo should be addressed to QSOG_EmergencyPrep@cms.hhs.gov.

FDA Resources:
e Emergency Use Authorizations: hilps://www. fdo.povimedical-devices/emengency:
sitations-medical-devices/cimersche y-tuse-authorizations

Effective Date: Immediately. This policy should be communicated with all survey and
certification staff, their managers, and the State/Regional Office training coordinators

immediately.
/8/

David Wright

cc: Survey & Certifications Group Management

Attachment (2)
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CMS

FACT SHEET
CFNIFRS FOR MENICARE & MFNICAID SERVICTS
Emergency Medical Tveatment and Labor Act (EMTALA) &
Surges in Bemand for Emergency Department (ED) Services
I. What is EMTALA?

+ EMTALA is a Federal law that requires all Medicare-participating hospitals
(including critical access hospitals (CAHs)) with dedicated FDs to perform the
following for all individuals who come to their LDs, regardless of their ability o
pay:

- An appropriare medical screening exam (MSE) to determine if the individual
has an Emergency Medical Condition (EMC). If there is no EMC, the
hospital’s EMTALA obligations end.

- If there is an EMC, the hospital must:

t Treal and stabilize the EMC within its capability (including inpatient
admission when necessary); OR

+ Transfer the individual to a hospital that has the capability and capacity
to stabilize the EMC.

+  Hospitals with specialized capabilities (with or without an 1X13) may nol refuse an
appropriate transfer under EMTALA if they have the capacily to treat the
transferred individual.

= LEMTALA ensures access o hospital emergency services; it need not be a barrier to
providing care in a disaster.

11, Options for Managing Extraordinary ED Surges Under Existing EMTALA
Requirements (No Waiver Required)

A. Hospitals may set up alternative screening sites on campus

*  The MSL does not bave to take place in the ED. A hospital may set up
alternative sites on its campus to perform MSEs.
- Individuals may be redirected to these sites afier being logged in. The
redirection and logging can even take place outside the entrance to the ED.
- The person doing the directing should be qualified (e.g., an RN) to
recagnize individuals who are obviously in need of immediate treatment in
the 15,
+  The content of the MSE varics according (o the individual’s presenting sigas
and symptoms. It can be as simple oras complex, as needed, to determine if an
EML exists.
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M SEs must be conducted by qualified personnel, which may include physicians,
nuisc practitioners. physician’s assistants, or RNs trained to perform MSLCs and
acting within the scope of their State Practice Act.

The hospital must provide stabilizing treatment (or appropriate transfer) to
individuals found to have an EMC, including moving then as needed from the
alternative site to another en-campus department.

B. Hospitals may set up screening at off-campus, hospilul-controlled sites.

Hospitals and community ofticials may encourage the public to go to these sites
instcad of the hospital for screening for influenza-like illness (JLI). However, a
hospital may not tell individyals who have already come to ils I:D to go to the
off-site location for the MSL.

Unless the off-campus site is already a dedicated ED (DED) of the hospital, as
dclined under EMTALA regulations at 42 CFR § 489.24(b), EMTALA
requirements do not apply.

The hospital should not hold the site out to the public as a place that provides
care for EMCs n gencral on an urgent, unscheduled basis. They can hold.it out
as an ILI screening center.

The off-campus site should be staffed with medical personnel trained to
evaluate individuals with [Lls,

I an individual needs additional medical attention on an emergent basis, the
hospital is required, under the Medicare Conditions of Participation, to arrange
referral/transfer. Prior coordination with local emergency medical services
(EMS) is advised o develop transport arrangements.

C. Communities may set up screening clinies at sites not under the control of a hospital

Therc is no EMTAI A obligation at these sites.

Hospitals and community eificials may encourage the public (o go to these sites
instead of the hospital for sereening for ILI. HHowever, a hospital may rot e}l
indivicduals who have alveady come to s ED 1o go to the off-vite location for the
MSE.

Communities are encouraged 0 stafl the sites with medical personnel trained Lo
evaluate individuals with {[.]s.

In preparation for a pandemic, the conumunity, its local hospitals and EMS are
encouraged to plan for referral and transport of individuals needing additional
mcdical attention on an emergent basis.

1. EMTAL A Waivers

+ An EMTALA waiver allows haspitals ta:

Direct or refocate individuals wha come to the 1) to an alternative off-campus
sitc, in accordance with a State cimergeney or pandemic preparcdness plan, for
the MSE..
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.

Effect transfers normally prohibited under EMTALA of individuals with
unstable EMCs, so long as the transfer is necessitated by the circumstances of
the declared emergency.
By law, the EMTALA 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; and
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 EMTALA requirements and the hospital is
covered by the waiver,
CMS will provide notice of an EMTALA waiver ta covered hospitals through its
Regianal Offices and/or State Survey Agencies.
Duration of an EMTALA waiver:
In the case of a public health emergency involving pandemic infectious disease,
until the termination of the declaration of the public health emergency;
otherwise
- lo all other cases, 72 hours after the hospital has activated its disaster plan.
- Inno casc does an EMTAL A waiver start beforo the waiver’s etfective date,
which is usually the eftective date of the public health emergency declaration.
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EMTALA Obligations & 2019-Novel Coronavirus (COVID-19)
Question and Answer Document

Note: [oe the purpose of s document tlic tern: “hospeeal includes ali types of Medicare-

patrticipacing hospaaly, eritieal aceess frospriais (CALL)

AL Putient Tnsurince/avor Statos

AL Is a Medicare-participating hospital required (o provide EMTALA-mandated screening
wid stabilizing treatment for non-Mcdicare beneficiaries with likely or confirmed COVID-197

EMTALA applies to all mdividuals who come to the dedicated emergency departiment (ED) of a
Medicarc-parcticipating hospital ar CATL regardless of Lype or presence of insurance coverage or
ability to pay. Further, Medicare-participating hospitals with specialized capabilitics arc
required within the limits of their capability and capacity to accept appropriate transfers of
individuals protected under EMTALA Tram other hospitals, without regard to insurance or
ability Lo pay.

3. Specialized Capahbilities

B.1. EMTALA requires that hospitals with specialized capabilities 1o treat COVID-19 accept
appropriate transfers of individuals who requirve thoye services, if they have capacity to provide
them. In the cvent of an EMTALA complaint releted to an inappropriate transfer and/or a
refusal of a recipient hraspital to aceept an appropriate transfer, how will CMS defermine
whether a hospital had the “specialized capabilities” with respect to COVID-19 required by the

individual?

Al the time ot this FAQ document, no formally designated COVID-19 treatment centers are
established. Same of the carly COVID-19 cascs were sent to hospitals previously designated as
l:bola treatmaent centers however, no deternmination has been made that specialized centers would
be developed Tor COVID-19 cases and therefore alt hospitals are required at a minmmum to
sercen, isolale, and begin stubilizing treatment as appropriate for any individual with suspected
COVID-19 symploms

B.2: Are hospitals required 1o wecept transfers of patients with suspected or confirmed
COVIN-19 from small or rural hospitals that don’t have appropriate or sufficient isolation
Sucitities vy equipuient (o incet curvent state or local public health or CDC recommendations?

Hospitals with capacity and the specialized capabilities needed for stabifizing treatment are
required 1 accepl appropriate transfers from hospitals without the necessary capabilitics.
Hospitals should coordinate with their State/local public health officials regarding appropriale
placenment of individuals who meet specilied COVID-19 asscssment eriteria. and the most
current standards ol practice lor reating, individuals with confirmed COVID-1Y9 infection status

As inany case coneerning a hospitas EVEEALA obligations with respeet to transfers of
individuals, OMS wwoalkd evaluate the capabilitics and capacit, of both the referring and recipient
hospitads in order te determine whether o violanion has accurred. Among other things, we would
take 1t aceount the CDC s reconmendations at the time ol the event i question in assessing
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whether a hospital had the requisite capabiliues and capacity. Wenotethat the CDC's
rcconnmendations focus on tactors such as the individual’s recent travel or exposure history and
presenting signs and symptoms i differentiating the tvpes of capabilitics hospitals should have
o screen and treat that individual. The presence or absence of negative pressure rooms
(Airborne Inlection Jsalation Room (ATIR)) would nal be the sole determining tactor related to
transferring patients rom ane selling Lo another when in some cases all that would be required
would be a privale room. Sce the CDC website for the most current infection prevention and
contral recanmendations tor hespital patients with suspected or known COVID-19:
httpssiiwaweav.cde povacoronavitus/ 2019 neav/hepdelimical-guidance-management-paticnts.inm!

. Serecning Pxaminations and Stabilizing Trentiment Reguirements

C 1 What are the EMPALA requirementy for ospitals in regard to screening and treafing
individuals with possible COVID-19?

The EM IALA requiremcents for hospitals and CAHs wre the same for individuals with pussible
COVID-19 syimiptoms as all other possible emergency medical conditions (EMC's). Hospitals and

CATls must:

¢ Provide an appropriate Medical Screening Exam (MSE) to every individual who comes to the
Emergency Department (1D) for examination or treatment of a medical condition, 1o
determine if they have an emergency medical condition (EMC); Provide necessary stabilizing
treatment for individuals with an EMC within the hospital’s capability and capacity; and

* Provide tor appropriate transfers of individuals with EMCs if the hospital lacks the capability
ta stabilize then.

Specific to COVID-19, hospitals are encouraged to follow the CDC guidance tar appropriate
isolation procedures to minimize the risk of cross-contamyination to other patients, visiturs, and
healthcare workers. For example, the CNC publishes and updates guidance related to COVID-
19. Hospitals should consul( the latest CDC guidance and coordinate with State/local public
health authoritics for guidance related 1o ongoing care and treatment of paticnts with COVID-19,

C.2: Are all hospitals expecred to screen and treat individuals with possible COVID-19
spmpltorys?

Yes. all haspitals are expected. at a mimimuin 1o screen, isolate, and begin stabtlizing treatment,
as appropriate, for any individual with possible COVID-19 symptoms. 1ospitals should
coordinale with their State/local pubilic health authoritics regarding ongoing care and treatment.

C.3: Can hospitals ask patients to wait in their car or outside the hospital as CDC suggests in
their COVID-19 guidance oris that violuting EMTALA?

The MSE requirement of EMTALA requires that it be timety depending on the presenting <igns
and symptoms of the individual. Hospitals must perform an appropriate examination by a
Qualilicd Medical Practitioner to determine il the patient has an energency medical eondition. 1F
the individual, after an appropriate medical screening cxam, mects the UDC criteria tor potential
COVID-19 and is determined 1o have no signs or symptams that require immediate medical
attention, then Uiy wouald not present a direct EMTALA violation. In cases where a request s
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madc for medical care that is unlikely to involve an EMC, the individual’s statenment that sthe is
nat secking emergency care, together with bricf questioning by the QMP would be sutficient 1o
cestablish that there is no EMC and the hospital’s EMTALA obligation would be satisfied,
However, (he hospital should have a system in place (o monitor those patients that opt to wait in
their own vehicle to ensure that their condition has not deteriorated while awaiting further
evaluation. Failire 1o do so could expose the hospital to a potential MSE violation because the
MSE was not done timely. In that casc, it could also be a violation of the Conditian of
Participation: Emergency Services. As noted during previous public health cimergency situations
such as EBOLA and HINI. CMS will take into consideration any clinical considerations specific
1o the individual casc(s).

CoA: If a hospital does not have Intensive Care Unit (ICU) capabilities is it required to screen
and, when appropriare, initiate stabilizing treatineent for individuals with suspected or
confirmed COVID-19?

Yes. The lack of 1CU capabilitics does not exemipt a hospital [rom perforining an MSE and
initiating stabilizing treatment tor individuals with known ar suspected COVID-19 who come (o
the hospital’s KIJ seeking examination or trcatment. Qualitied medical personnel in hospitals
thal caonduct the screening examination should be aware ol the criteria for initial COVID-19
screening and should apply such screening when appropriate. Note that the CDC guidance for
COVID-19, indicates that they should do the following:

= Promptly identily and triage patients with relcvant exposure history AND signs or
syiuptoms compatible with COVID-19 hitps;//www,cde,govicoronaviris/2019-
ncov/inlection-contral/control-recommendatians.bunl.

= Immediately isolate any patient with relevant exposure history and signs or symptoms
compatible with COVID-19 and take appropriate sicps to adequately protect stalf caring
for the patient, including appropriate use of personal protective equipment (PPL).

« lmmediately notify the haspital/facility infection contral program, other appropriate
facility staff, and the state and local public health agencices that a patient has been
identified who has relevant expostre AND signs or symptoms compatible with COVID-
19.

C.5: Muy hospitals refuse to alfow individuals with suspected cases of COVID-19 into their
£ED?

No. For every individual who *comes 10 the emergency department,” as that tevim is defined in
§489.24(b) of the EMTALA regulations, far evaluation or trecatment of a medical condition,
whether by ambulance or by walking-in. hospitals are required to provide an appropriate medical
screening examination. Qualificd medical personnel in hospitals that canduer the screening
examination should be aware of the eriteria for initial COVID-19 screening and should apply
such screening when appropriate.  Hospitals that refuse to screen an individual who comes to
their emergency department would likely be found (o have violated EMTALA, regardless of
presenting signs, syniptams. and possible diagnoses.
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C.6: If o hospital remrains open during COVID-19 or any other infectious outhreak, and is
operating at or in excess of its normal operating capucity and cannot get sufficient staff, may
the hospital shut down ity emergency department (ED) withowt vielating EMTALA?

Under these circumstances, EMTALA would nol prohibit the hospital from closing its ED to
new patients il it no longer had the capacity to screen and treat individuals (in etfeet, going on
diversion). The hospital should tallow any applicable State and local notice requirements and its
own previously cstablished plan for public notification when it goes on diversionary statos. The
hospilal would continuce to have an EMTALA obligation to individuals undergoing examination
or treatment in its E1D at the time il stops accepting new emergency patients. In addition, in spile
ofthe “closure” if an individual comes to such a hospital and requests examination or treatiment
tor an emergency medical condition, the hospital would be abligated by EMTALA to act within
its capabilities to pravide screening and, it necessary, stahilization.

C.7: Are all hospitals expected to have Personal Protective Equipment (PPE) and other
equipment/facilities to screen and take care of suspected or confirmed COVID-19 patients?

There are no requirements established under EMTALA for hospitals to have specific PPE or
equipment/facilitics. Consistent with their obligations under the hopital and CALl Conditions of
Participation (CoDPs) at §482.42 and §485.640, ho*pitals and CAIR are expected (o adhere 1o
accepled standards of infection control practice to Prevent the spread of COVID-19. | lowever,
the Emergency Preparedness Final Rule requires an all-hazards approach Lo the emergency
preparedness planning and program. In February 2019, CMS updaled subregulatory guidance in
Appendix Z of the Jtate Operations Manual (SOM). for lacilities w plan for Ysing an all-hazards
approach. o include emerging infectious disease (EID) threats, Example® of EIDs include
Influenza, Cbela, Zika Virus and othCrs, Under this guidance, CMS specifically stated that these
UIDs may require madilications to facility protozols (o protect the health and safety af patients,
such as isclation and personal protective cquipment (PPE) mcasures.

The CDC has issued extensive guidance on applicable isolation precautions and CMS strongly
urges hospitals to follow this guidance,

C.8: Muyp hospitals decline to perform an MSE on an individual who comes to their ED with
potentiol or suspected COVID-19 due (o a lack of PPL or specialized equipment/facilities?

No. Farcevery individual who “comes to the cmergency deparinent,™ as that term is detined in
§489.24(b) of the EMTALA rcgulations, for evaluation or treatment of a medical condition,
whether by ambulance or by walking-in. hospitals are required to provide an appropriate medical
screening exanvination. Qualified medical personnel in hospitals that conduct the screening
examination must be aware ot the criteria for initial COVID-19 screening and apply such
screening when appropriate.  Hospitals that refuse to screcn an individual who comes to their
emergency department would likely be found to have violated EMTALA, regardless of
prescnting signs, symptoms, and possibie diagnoses.

C.9: Witl CMS issue EAMTALA waivers for hospitals related o COVID-19?
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The statute governing EMTALA wajivers sets a high threshold forissuing such waivers and also
limits the naturc and duration of an EMTALA waiver. At this time the requirements for CMS to
issue EMTATLA waivers have not been met (e, issuance of a Presidential disaster declaration
and a Sccretary’s declaration of a public health emergency). Far additional information, please
visit hitps:/fwwiv.ems, pov/Medicare/Provider-Uinrollment-and-
Certilication/SurveyCertiimergPrep/ 1 135-Waivers.

C.10: What abour ambulances operating under emergency medical services (EMS) systems —
are they subject to EMTALA?

Public health officials, EMS systems and hospitals are free 1o develop protocols governing where
EMS should transport individuals for emergency carc.  This includes developing protocaols
speeitic ta individuals who meet ceriteria to be considercd suspected cases of COVID-19. A
hospital owned and operated ambulance operating under communitywide protocols that direct
vransport of individuals to a hospital other than the hospital that owns (he ambulance, tor
example, to the closest appropriate hospital, the individual is considered to have come to the ED
of the hospital 1o which the individual is transported, at the time the individual is brought onlc
hospital properly and the hospital becomes subject to EMTALA.

Even in the case of ambulances that are owned and operated by a hospital. it is permissible to
transport an individual to a different hospital for screening and treatiment, so long as they are
operating {n accordance with a communitywide EMS protocol, or they are operating undcr the
dircction of a physician wha is not cmployed or otherwise affiliated with the lospital that owns

the ambulance.

C.11: May haospitals yet up alternative screeaning sites within the hospital 1o screen possible
COVID-19 patienty, even if they don’t have an EMTALA waiver?

Yes, haspitals have flexibilities to set up alternative screening sites at other parts ol the hospital,
both on- and off-campus. Scc Artachment [ for additional guidance regarding surges in
ermergency department services.

Additionally, per the Medicare Conditions of Participation, hospitals imust have policics and
procedures based on the facility’s emergency preparedness plan and its role under a waiver
declared by the VIEIS Secrelary, in accordance with seetion 1135 of the Act, in the prevision ol
carc and ticatment at an allernate care site identified by public health and emergency
management officials. While we recagnize at the time of these FAQs, an 1135 Waiver cannot be
invoked as only the HIS Secrelary has declared a public health emergency, we do expect
facilitics ta have policies and procedurcs on alternate care sites.

However, absent an EMTALA waiver issued by CMS pursuant to a declaration of a public health
cmergency, hospitals may not direct an individual who has already come to their on-site
cmeraency department 1o any off-campus location [or screening,

C.11(a): Whar constitutes an alternative hospital location? For instance, can this include a
tarped-off area of another room, a rootn constructed in the ambulance buay, or the room
previously used as the decontamination room?
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Hospitals have Dexibilities under EMTALA to determine alternative locations outside the 11 but
within the hospital or on the hospital's praperty for sercening examinations of individuals
putentiadly exposed to or infected with COVID-19. Please see the Attachment 1: TFact Sheet for
Addressing Hospital Surges

C.11(b): Do the Life Safety Coile (LSC) requirements under the hospital or critical accesy
hospital Conditions of Participation apply to alternative care sites?

Since alternative care sitzs are expected 19 be within the hospital or on the haspilal’s property
(operating as part of the hospital/under the hospital’s CMS Certification Number, they would be
expected to meet LSC requirements. 1owever, there may be situations where temporary
examination arcas are set up (please refer to above on alternate care sites).

Additionally, i compliance 1ssues come up in such localized situations where no applicable
scetion 1135 warver [for declared public health emergencies] 15 available, CMS focuses on
fundamentals, such as assuring medical and nursing staft have proper credentials and, in the case
af'medical staff, have privileges; assuring that care is safe, that paticats' rights are protected and
that medical records with sufhicient information to promote safc care are niaintained.
Additionally, for facilities subject to the Life Safety Code (LSC), past experience has
demonstrated that many facilities, even when functioning in a degraded status, or in the case of
the establishment ofalternative care siles, may continuc to meet the LSC by implenienting
reasonable and prudent measures. IFar example, theve were several haspitals that were damaged
by Furricane Katrina which continued to comply with the 1.SC by inipleinenting reasonable and
prudent measurcs, and therefore were able to continue operations in a degraded but safe
cnviranment for weeks or months until repairs could be completed,

Archived information on THINIT which discussed alternate care sites can be located at:
hitps:/swww.ems.cov/Medicare/Provider-Enrollment-and.
Cerihication/SurveyCertbanere Prep/Dosndoad sESChetter- 1 0-0n-TnHucnza.ped

We would also encourage facilities (o review resources provided by the Assistant Secretary ol
Preparedness and Response (ASPR) Technical Resources Assistance Center and Information
Exchange (TRACIE) located here: hips:/asprtiacic hihg pov/icchnical-resonrees/d8/mliernate-
care-sites-in ludiny whietter medical -cared 47

C.Al(e): Can alternative yires include outhudddings on the campus or use of fenis in the

parking lut?

Alternative sercening sites may be located in other buildings on the campus of a hospital ar in
(ents in the parking fot, as long as they ae determingd to be an appropriate setting for medical
screening activities and nicet the ciinical requirements of the individuals referred to that seiting.
We also defer 1o sereening guidance provided by the CDC.

C LId): What would he arne acceptable alternative location po cainpux? Must the location
carrently exist as a part of the certified fuciliyy?
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The location must be part of the certificd hospital  1F it is not currently part of the certitied
hospital, then the haospital must take steps to add the location as a new practice Jocation of the
hospital.

C.1ife): What type of upproval process needs to he in place for a hospital to use an alternative
location?

CMS doces not require any approval process to use an alternative screening location that is
alrcady part of the certificd hospital. It the haspital is adding a practice lacation, it must file a
Form 855A with its Mcdicare Administrative Contractor to advise it of this action. The hospital
is notrequired 1o obtain prior approval from CMS in order Lo bill Medicare for services at the
added location. There is also no requirement for all added locations to be surveyed for
compliance with the Medicare Hospital Conditions of Participation, but CMS rewins the
discretion to require a survey in individual cases,

Statcs may have licensure requirements for prior approval of any additional practice locations, so
hospitals arc encouraged to consult with their State licensure autharity on any applicable State

requirements.

C.11(f): Inthe past when there have heen divasters that resulted in ED surges alternative
Hocations needed 1o be submitied and approved by State licensure authorities and also by
CMS. Does this hold true for alternative locations for screening of potentiat COVID-19

patients?

See answer to the prior question. As stated. CMS docs not require prior approval for hospitals
that arc adding a practice location. Hospitals should consult with their Stale licensure authority

on any applicable State requirements.

D. Patient Riphts

D.1: What action should the hospiral rake if an individual who meets the screening criferic
Jor suspected COVID-19 wants to leave the hospital against medical advice?

Flospials do not have authurity to prevent the individual from leaving against medical advice.
Iowever, State or local public health authoritics may have such authority under State or local
taw, and hospitals should coordinate with their local authorities on the appropriatc way to handle
an individual suspected of having COVID-19 who wants o leave the hospital environment.

Note that there is an EMTALA requirement at §489.24(d)(3) for a hospital to take all reasonable
steps Lo secure the individual's written informed refusal (or that of the individual's
representative) of further medical examination or treatment that the hospital has offered.

I, Enforcement

L 1> What will CMS do when a survey reveals that a hospital is not foliowing nationally
recognized guidelines reguarding COVID-19 infection control processes?
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EMTALA does not establish requirements for infection control practices. However, consistent
with Lheir obligations under the hospital and CAH Mecdicare Cols at §482.42 and §485.640,
hospitals and CAHs are cxpected to adhere to accepted standards of infection control praclice
and Medicare conditions,

The CDC has issued exlensive guidance on applicable isolation precautions and CMS strongly
urges hospitals to follow this guidance. Hospitals may be cited for deficiencies under the CoPs
related to failure to follow accepted infection prevention and control standards ot practice.
Hospilals should regularly check the official CDC COVID-19 website

for the newsletler to receive weekly emails about the coronavirus disease 2019 (COVID-
19)

fittps:Ztovls,ede. gov/cimpaignprox yservice/sabseriptivns.aspa opic_id USCDC 2067,

E.2: How will CMS handle compluints abouf violations of EMTALA related to
transfers/attempts to transfer individuals suspected or confirmed as having COVID-19?

If CMS receives complaints aileging either inappropriate transters by a referring hospital or
refusal of a recipient hospital to accept an appropriate transfer, the agency will consider the
follewing (along with other lactors) when making a determination of whether vialatians of
EMTALA have occurred: ' ‘

o The individual’s clinical condition at the time of presentation to the referring hospital and
at the Lime of the transfer request;

+ The capabilities of the referring hospital,

s The screening and treatment activities perforimed by the referving hospital for the
individual;

e  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 COVID-19; and,

e The capabilities of the recipient hospital and the recipient hospital’s capacity at the time
of the transfer request.
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Ceniters lor Medicare & Medicaid Seivices
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Ref: QSO-20-19-ESRD
DATE: March 10, 2020

TO: State Survey Agency Direclors

FROM: Director
Quality, Safety & Oversight Group

SUBJECT:  Guidance lor Infection Control and Prevention of Coronavirus isease 2019
(COVID-19) in dialysis facilities

r Memorandum Suinmary
* CMS is dedicated to the continued hcalth and safety of palients obtaining care within
dialysis facilities to ensurc facilitics are prepared to respond to the threat of COVID-

19.

* Dialysis Guidance and Actions - CMS is providing additional guidance 1o dialysis
facilities to help them focus their infection contral and prevention practices to prevent the
transmission ol COVID-19,

» Coordination with the Centers for Discase Control (CDC) and local public health
departments - We encourage all dialysis facilities to monitor the CDC website for
updated information and resousces and contact their local health department when necded
(CDC Resources for Health Care Facilities: htps:/wsw.cde. sov/coronavirus/2019-
ncov/healtheare-faciliticsfindex.hitml).

Backpround

CMS is responsible for ensuring the health and safety within dialysis facilitics by cnforcing
health and safety standards required to help facilitics provide safe, quality care to dialysis
paticnts. Due to the recent spread of COVID-19, we are providing additional guidance to
dialysis lacilitics 1o help control and prevent the spread of the virus.

Guidance

Facilities should monitor the CDC website for information and resources (Jinks below). and
contact their local health departiment when needed. Also, facilitics should be monitoring the
health status of cveryone (in-center and home dialysis patients/visitors/staft/ete,) in their facility
for signs or symptoms ot respiratory infection, including COVID-19. Per CDC, prompt
detection, triage and isolation ol potentially infectious patients are essential (o prevent
unnecessary exposures among patients, healtheare personnel, and visitors at the

facility. ‘Therefore, facilitics should continue to be vigilant in ideatifying any possible exposed oy
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infected individuals. Facilities should consider frequent monitoring for potential symptoms of
respiratary infection as needed throughout the day. Furthermore, we encaurage lacilitics to take
advantage ol resources that have been made available by CDC and CMS to train and prepare
staff to improve infeetion control and prevention practices. Lastly, facilitics should maintain
open lines of commamication with patients, patient representatives and/or family and other care
providers to respond to the individualized needs of cach patient.

Facilities experiencing an increased number of respiratory illnesses (regarvdless of suspected
etiology) among patients/visitors ur healthcare personnel should immediately contact their local
or state health department for turther guidance.

In addition to the requirements in (the Conditions tor Coverage (CFCY and associated euidance,
we’'re providing the following information (Frequently Asked Questions) about some specific

areas related to COVID-19:

Guidanee for Limiting the Transmission of COVID-19 for Dialysis Facilities

What actions should dialysis facilitics implement to promotc early recognition and
management of paticnts, staff and visitors?

Facilitics sheuld screen paticnts, stalf and visitors and contact home dialysis patients for the
[ollowing:

[, Signs or symptoms ol a respiratory infeetion, such as a fever, cough, shortness of
breath ar sore throat.

2. Contact with someone with or under investigation for COVID-19,

3. International travel within the last 14 days to countries with widespread or
ongoing communily spread. For updated information on countries visit:
htips://www.cde. gov/coronavirus/20 19-ncov/travelers/a fter-travel-
precautions.htinl

4. Residing in a community where community-hased spread of COVID-19 is

aceurring.

Furthermore, to promptly identify and manage patiends, statf or visitors with undiagnosed
respiratory symptams the following actions should be implemented:

e [Facilitics should identify patients with signs and symptoms of respiratory infections
belone they enter the treatment area.

@ Patients with symptoms of a respiratory infection should put on a facemask (i.c.,
surgical mask) at check-in and keep it on until they leave the facility. The facility
should provide i needed.

o Patients should inform staff ot fever or respiratory symptoms innncdiately upon
arrival at the facility (e.g., when they check in at the registration desk) (Note. the
facility will likely alsa check patient temperature).

o JHave patients call ahead Lo report fever or respiratary symptoms so the facitity
can be prepared tor thewr arrival or triage them to a more appropriate setting (c.z.,
an acute care hospital).

@ Post signs at entrances with instructions to paticnts with lever or symptoms of
respiratory infection (o alert stattso appropriate precauntions can be implemented.
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e Facilitics should provide paticnrs and staff with instructions (in appropriate languages)
aboot hand hygicne, respiratory hygiene, and cough cliquetle.

o Instructions should include how to use facecmasks or tissues 1o caver nose and
mouth when caughing or sneezing, to dispose of tissues and contaminated items
in waste receptacles, and how and when ta perform hand hygiene

= Tacilitics should have the following supplies available to ensure adherence to hand and
respiratory hygiene, and couph etiquette. These include tissues and no-touch receptacles
for disposal of tissues and hand hygiene supplics (¢.u., alcohol-based hand sanitizer)

¢ Visitors with signs and symploms of a transinissible infection (e.g., a visitar is tebrile and
exhibiting signs and symptoms of an influenza-like illness) should defer visitation until
he or she is na longer patentially infectious (€.g.. 24 hours afler reselution of fever
without antipyictic medication).

Hosw should facilities monitor or restrict diafysis facility staff?
The same screening performed for visitors should be performed for facility staff (numbers 1, 2,
and 3 abovce).

o Dialysis statt wha have signs and symptoms of'a respiratory infection should not
report to work, Facilitics should implement sick leave policies that arc non-
punitive, flexible and consistent with public health policies that allow ill statf
mcembers ta stay home,

o Any staff member that develaps signs and symptoms of a respiratory infection,
should:
»  lmmediately stop work (if warking), put on a facemask, and sell-isolale at
home:
= Inform the facility administrator, and collect information on individuals,
cquipment, and locations the person came in contact with; and
*  Contact and follow the local health departinent recommendations for next
steps (e.g., lesting, locations tor treatment),
o Refer 1o the CDC guidance far exposures (hat might warrant restricting
asyimplomatic healtheare personnel from reporting to work

hep.himl),

lFacilities should contact their tocal health department [or questions, and frequently review the
CDC website dedicated to COVID-19 for health care professionals
thitpecZis s cdcravscaranavirus/2009-nCo Vihe pdndex.him .

Where should dialysis facilitics place patients with undiagnosed respiratory symptoms
and/or suspeected or canfirmed COVID 197

Fucilitics should have space in waiting arcas {or i1l patients to sit separated from other patients by
al least 6 feet. Medically-stable patients who do nol have othey care needs have the option 1o
wiail in a personal vehicle ar outside the healthcare facility where they can be contacted by
mobile phone when it is their turn to be seen. Additional placement consideration include:

5 Patients with respiratory symptonts should be hrought back to a designated
treatment area for evaluation as soon as passible in order to minimize time in

carmmon waiting arcas,

M Dol 7
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o Tactlities shonld maintain at least 6 feet of separation between masked.
symptomatic paticnts and other patients and stations during dialysis treatneent,
{deally. symptomatic patients would be dialyzed in a separate room (il available)
with the door closed.

e llepalitis B isolation rooms niay be used (o dialyze patients il:
o The patient with suspected or contirmed COVID-19 is hepatitis B
surface antigen positive or;
¢ The facility has no hepatitis B surface antigen positive patienls
who would require treatment in the isolation room.

I a separate roam is not availablc, the patient should be treated at a

corner or end-ol-row station, away (rom the main flow of tratfic (if

available). The patient should be separaled by at least ¢ feet from
the nearest patient stations (in all directions).

O

When transmission in the community is identilied, the local medical system’s capacity (o aceepl
heniodialysis patients for treatment may be exceeded. Puhlic health authorities and dialysis
facilities should refer to pandemic and emergencey preparcdness plans to hiclp determine
alternatives. Altcrnative options may include the need to continue dialysis in the ontpatient
hemodialysis sctting if the patient’s condition does not require a higher level ol carc. I a
hemodialysis facility is dialyzing inore than one patient with suspeceted or confirmed COVID-19,
consideration should be given to cohorting these patients and the dialysis stafl caring for them
together in the unit and/or an the same shift (e.g., consider the last shift of the day).
Additionalty, per current CDC guidance, an airborne infection isolation room (A1IR) is hot
required for the evaluation or care of patients with suspected or confirmed COVID-19. A[IRs
should be prioritized for paticots who ave critically ill or receiving aerusol-gencrating
procedures.

What type of Persounal Protective Equipment (PPE) should be nsed when caring for
paticnts with undiagnosed respiratory symptoms?

When providing dialysis care, (acilities sheuld continue to follow the infection conteol
requiremicnts al 42 CIFR §494.30 wncluding requirerients far hand hygicne, PPE, isolation and
routine cleaning and disinfection procedures.

e n general, dialysis staff caring or paticnts with undiagnosed respiratory infections
should follow Standard, Contact, and Droplet Precautions with eye protection unless the
suspecled diagnosis requires Airborne Precautions (e.g., tuberculosis). This includes the
usce of:

o Isolation gowns
e Theisolation gown should be worn over or inslead of the cover gown (i.c.,
laboratory coat, gown, or apron with incorporate sleeves) that is normally
worn by hemodialysis personnel. ‘This is particularly important when
initiating and terminating dialysis treatnient, manipulating access ncedles
or catheters, helping the patient into and oot of the station, and cleaning,
and disinfection of patient care equipment and the dialysis station.
= Remove and discard the gown in a dedicated cantainer for waste or linen
before leaving the dialysis station. Disposable gowns should be discarded
after use. Cloth gowns should be laundered after cach use
¢ Ciloves
o Facemask

s 4 a7
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o Eye protection (e.., gaggles, a disposable lace shield that covers the front and
sides of the face). Personal glasses and contact lenses are NO7 considered
adequate eye protection.

Please see discussion below of Expanded Respirator Guidance below for additional information

How should facilitics ensure appropriate cleaning and disinfection of environmental
surtaces, medical devices and equipment?
o Facilities should continue to follow the infection contiol requirsments related to cleaning
and disinfection at 42 CI'R §494.30 which include:

o Ensuring items taken into the dialysis station either be disposed o, dedicated for
use only on a single patient, or

o Clcaned and disinfected per manufacturer’s directions for use before being laken
to & conumon clean arca or used on another patient.

e Facilities should implcmcnl routme cleaning and disinfection procedures which are
appropriaic for COVID-19 in healthcare settings which include:

o Using cleaners and water to pre-clean surfaces prior to applying an EPPA-
registered, hospital-grade disinfectant to frequently fouched surfaces or objects for
appropriate contact times as indicated on the product’s label.

c Using products with EPA-approved emerging viral pathogens claims are
recommeunded for use against COVID-19. [ there are no available EPA-
registered products that have an approved emerging viral pathogen claim (or
COVID-19, products with label claims against huinan coronaviruses should be
used according to label instructions.

e Iacilities should provide additional work supplics te avoid sharing (e.g., pens, pads) and
distnfect workplace areas (nurse’s stations, phones, internal radias, cte.).

When should the dialysis fucility consider transferring a paticnt to an alternative site for
treatment?

o {fthe facility cannot fully implement the recommended precautions or if the patient’s
candition requires carc that the dialysis tacilily is unable to pravide. the patient should be
transferred Lo ancther facility that is capable of implementation. Teanspost personnel and
the receiving facility should be notified about the suspected dingnosis prior 1o transfer,

e While awailing transfer, patients shauld wear a facemask and be separated from other
patients. 1 stable, patients can be asked to wait in their vehicles ar return home. I than is
not possible, then they shiould be placed in a separale roum with the door elosed. Contact
with patient shiould be minimized. Appropriate PPE should be used by healtheare
personnel when coming within 6 feet of patients with known or suspected COVIL -

Avre there special considerations for Home Dialysis Patients?

Dialysis tacilities should continuc to follow the guidelines as required regarding monthly
monitaring of hoine dialvsis patients onsite at the facility. Whife we want to limit expasure for
the home dialysis paticnls, COVID-19 is particutarly aggressive in individuats who are elderly
and those with ¢hronie conditions including end-stage renal discase (ESRID). fuis important thal
the home dialysis patients do nat miss their onsite appainunents o ensure that all dizlysts
pracedures are followed 0 ensure a sale environment for the patient. Facilines should e vigiant
in monitoring any chinges in guidelines as new information is available,
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Will dialysis facilities be cited for not having the appropriate supplies?

CMS s aware of that there is o scarcity of some supplies in certain arcas of the country. State
and [rederal surveyors should not cite facilitics for not having certain supplics (e.g., PPE such as
aowns, N85 respirators, surgical masks and ABHR) if they are having ditTiculiy obtaining these
supplies Tor reasons uitside ol their control. However, we do expect lacilities to take actions o
mitipate any resource shortages and show they are taking all appropriate sieps to obtain the
necessary supplics as soon as possible. For example, if there is a shortage of ABIIR, we expect
stalT o practice effeetive hand washing with soap and water. Similarly, if there is a shortage of
PPE (e.g., duc to supplicr(s) shartage which may be a regional or national issue), the facifity
should contact the local and state public health agencey (o notily them of the shortage. follow
national guidelines for oplimizing their current supply, or identily the next best option to care for
residents. 1Fa surveyor believes a facility should be cited for nat having ar providing the
necessary supplies, the state apency should contact their CMS Location,

CDC Resourees:
e (iuidance lor Infection Prevention and Cantrol Recommendations for Paticnts with
Suspected or Confiemed COVID-19 in Outpatient Hemaodialysis Facilities
hitps:Zivww ede,govicoranavirus/201 Q-neovihealtheare-facilities/dialysis. huml

o  (CDC Resources lor [lealth Care Facilitics: hitps://www.ede.gov/coronavirus/2019-
ncov/healtheare-facilitics/index.html

e (CDC tpdates: hifpsizwww . cde . govicoronavirus/2019-ncoviwhals-new-all.htnl

o CDC FAQ for COVID-19: hups://wwaw ede.gov/coranavipus/20 1 9-neov/infection-
contral/infection-prevention-cantrol-lag. html

o CDC guidance for Infection Prevention and Contral Recommendations for Pafticnts with
Confirmed Coronavirus Discase 2019: htps:/wwav,cde, govicoranavirns /2601 9-
neov/infection-control/control-recommendations.hunl

¢  CDC guidance for dialysis safety including infection prevention tools:
hitps:fiwww. cde.gav/dialysis/index_htinl

o Strafegies for Optimizing the Supply of N95 Respivaiors
hitps:/wwav.ede.puvicoranavirns/201 O-peov/hep/respirators-
stratepy/index. him!?CHDC_AA_relVal=hi(ps% A Y212 Fwawvsy.ede, gov %02 Fcoronavirus
L2200 9-neov a2 heptallrespiraior-supply-strategics g

s Weekly e-mails regarding COVID-109;
htps:ools.cde povfeampaignprox yservice/suhseciptions aspxtopic_id  HISCDC 2007

FDA Resources:
o imcrgency Usc Authorizations: hipsadswaw, ldagovimedical-uevices/emeuene v
situations-nicdical-devices/eneroency-usc-autharizations

CMS Resources:
o Appendix T ot'the State Operations Manual- Guidance o Survevers, End- Stage Renal
DNisease Facilities at hup-awyw ems gov/Re g lintions-iad -
Cindance/Guidance/Manuals/downloads/sam i 07ap. e esid.pdl
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e Appendix Z of the State Operations Manual - Emergency Preparedness for All Provider
and Cenrtified Supplier Types Interpretive Guidance at:hilps:#/wwav.ents,sov/Repnlitions-
and-Guidance/Guidance/Manuals/download »som 10 7ap_s_cmerpprep,pd [

e Dialysis resources on the CMS website including interpretative guidance at:
Dpswaww.ems.gov/Medjcare/Provider-Iinrollment-and-

Certilication/Guidancelorh awsAndRegulations/Dialysis

Contact: Questions about this memorandum should be addressed to
OSOG_EmergeneyPreperems.hhs.pov. Questions about COVID-19 guidance/screening criteria
should be addressed to the State Epidemiologist or other responsible state or local public health
officials in your state.

Effective Date: Immediately. This policy should be communicated with all survey and
ceitification staff, their managers and the State/Regional Office training coordinators
immediately.

s/
David R. Wright

cc: Survey and Operations Group Management

Page 7 of 7
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Center for Clinical Standards and Quality/Quality, Safety & Oversight Group

Ref: QSO-20-18-HHA

DATIE: March 10, 2020
TO: State Survey Agency Dircctors
FROM: Director

Quality, Safety & Oversight Group

SUBJECT: Guidance for Infection Control and Prevention Concerning Coronavirus Discase
2019 (COVID-19) in llome | lealth Agencies (JHHAS)

Menmorandun Summary

CMS is committed to protecting American patients and residents by ensuring health care
facilities have up-to-date information to adequately respond to COVID-19 concerns.

o Coordination with the Centers for 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:
httpsi/www,ede.gov/eoronavirus/2019-neov/healthcare-lacilitics/index himl).

« Home Heulth Guidance and Actions - CMS rcgulations and guidance support Home
Jlealth Agencies taking appropriate action to address potential and confirmed COVID
cases and mitigate transmission including screening, treatment, and transfer to higher
level care (when appropriate). This guidance applies to both Medicarc and Medicaid
providers.

Buackgrountd
The Centers for Medicare & Medicaid Services (CMS) is committed 1o the protection of patients

in the home carce setting from the spread of infectious disease. This memorandum responds to
questions we have received and provides important guidance for all Medicare and Medicaid
participating Tome [lealth Agencics (HHAS) in addressing the COVID-19 outbreak and
minimizing transmission to other individuals.

Guidance
HITA S should monitor the CDC website (see links below) for information and resources and

comact their focal health department when needed. Also, THTTAs should be monitoring the health
status ot cveryone (patients/residents/visitors/stafizetc.) in the homcecare sctting for signs or
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symptoms of COVID-19. Per CDC. prompt detection, triage and isolation of potentially
infectious patients are essential to prevent unnceessary exposures amang paticnts, healthcare
personnel, and visitars.

In addition lo the overarchiing repulations and guidance, we have provided the following
information (Frequently Asked Questions) about some specific areas related to COVID-19,

This guidance is applicable to all Medicare and Medicaid HHHA providers.

HILA Guidance for Admitting and Teeating Patients with known or suspected COVID-19

Which patients are at visk for severce discase for COY1D-19?
Based upon CDC data, older adults or thase with underlying chronic medical conditions may be
most at risk for severe outcomes.

How should HUAs sereen patients for COVID-19?
When making a home visit, FIlHAs should identity patients at risk for having COVID-19
infection before or immediately upon arrival to the home. They should ask patients about the
following:
1. International travel within the last 14 days lo countries with sustained community
transnission. I'or updated information on aftecled countries visit:
hitps v edeprov/ecoronaviras/2 00 9-ucov/travelers/index  him!
Signs or symptoms of a respiratory intection. such as a fever, cough, and sore throal.
3. Inthe last 14 days, has had contact wilh someone with or under investigation for COVID-
19, orare ill with respiratory illness.
4. Residing in a community where community-based spread of COVID-19 is oceurring,

[88)

Farilt patients, implement source control measures (i.e., placing o facemask over the patient’s
nose and mouth if that has not alrcady been done).

Inform e DHA clinical manager, jocul and state public health authoritics about the presence of
a person ander investigation (PUL for COVID-19. Additional guidance for evaluating patients in
U.S. for COVID-19 infeetion can be lound on the CNC COVID-19 website,

CMS regulations requires that home health agencies provide the 1ypes of services, supplies and
cquipment requircd by the individualized plan of care. HHA s are normally expected to provide
supplies for respiratory hygienc and cough ctigaette, including 60%-95% alcohol-based hand
sanitizer (ABHS). State and Federal surveyors shauld not cite home healtlo agencies for not
providing certain supplies (¢.g., personal protective eguipment (PP sach as gowns, respirators,
surgical imasks and alcohol-based hand rubs (ABUIR)) if they are having difticulty abtaining
these supplies tor reasons outside of their control. However, we du expect providers/suppliers to
lake actions o mitigate any resource shortages and show they are taking all appropriate steps to
abtain the necessary supplies as soon as possible.

How should HIAs monitor ar restrict home visits fur health care staff?
« Health care providers (HCP)Y who have sizns and symploms of a respiratory infection should

not report 1o work.
* Any stalt that develop signs and symiptoms of a respiratory infection while on-the-job,

should.

-
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o hmmediately stop work, put on a facemask, and sclf-isolate at home;
o Inform the HHA clinical manager of information on individuals, equipment, and
locations the person came in contact with; and
o Contacl and follaw the local health department recommendations for next steps
(e g., testing, locations for treatment).
* Refer to the CDC guidance for exposures that might warrant veslricting asymptomatic
hicalthcare personnel from reporting to work (it ps:/Aawaww,ede.rovicoranavirus/201 9.
neovZhep/acidaneg-risk-usesient-hep.himl)

JI1IA s should contact their local health department for questions, and frequently review the
CDC website dedicated to COVIN-19 far health care protessionals;
hitps:/Aswwiw.ede cov/earonavirus/2019-nCaV/hepfindes itmi

Do all patients with known or suspected COVID-1Y infection require hospitalization?
Patients may not requirc hospitalization and can be managed at home if they are able to comply
with monitoring requcsts. Muore information is available here:

hups:/Zwww ede.gov/ecoranavirus/201 9-ncov/hep/guidance-home-care.hynl

What are the considerations for determining when patients confirmed with COVID-19 are
safe to be treated at home?

Although COVID-19 patients with mild symptloms may be managed at home. the decision to
remain in the home should consider the paticnt’s ability te adhere to iselation rccommendations,
as well as the potential risk of sccondary transmission to household members with
immunocompromising conditions. Morc information is availahle herc:

hitps:fywww ede.govieoronayirus/ 201 9-peoy/hep/enidanee-hame-cive. him|

Wiicen should patients confirmed with COVEID-19 who are receiving HHA services be
considered for transfer to a hospital?

Initially, symptoms maybe mild and not require ransfer to a hospital as long as the individual
with support of the HHA can follow the infection preventian and control practices recommended
by CDC.  (hitps:/wswwv.ede. sovicaronavirus/201 9-neoviinfection-control/control-

Fecammentdidions. itm|)

The patient may develop more severe symptoms and require transfer (o a hospital for a higher
level of care. Prior to transter, cmergency medical services and the veceiving hospital should be
alerted to the patient’s diagnosis, and precautions 10 be taken including placing a facemask on
the patient during transfer. 17 the patient does not require hospitalization they can be discharged
back to home (in consultation with state or local public health authoritics) if deemed medically
and environmentally approprinte. Pending transfer or discharge, place a facemask on the paticnt
and isolate him/her in & room with the door closed.

What are the implications of the Medicare 11HA Discharge Planning Regulations for
Patients with COVID-19?

Medicare’s Discharge Planning Regulations (which were updated in November 2019)
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requires that HEA assesy the patient’s needs for post-1THA scrvices, and the availability of such
services. When a paticutis discharped, all necessary medical information (including
communicable discases) must be provided to any ather service provider. For COVID-19
patients, this must be communicated Lo the receiving service provider prior i the
discharge/transfer and (o the healtheare transport personnel.

What are recommended infection prevention and control practices, including
considerations for family member exposure, when evaluating and caring for patients with
known or suspected COVID-19?

The CDC advises the patient to stay home except te gel medical care, separate yourself from
other peaple and animals in the home as much as possible (in o separate roan with the door
closed), call ahead before visiting your doctor, and wear a facemask in the presence ol others
when out of the patient room.

For everyane i the home, CDC advises covering conghs and sneezes (ollowed by hand washing
or using an alcohoi-based hand ruby, not sharing personal iteins (dishes, eating utensils. hedding)
with individuals with known ar suspecied COVIL-19, cleaning all “high-touch” surlaces daily,
and monitoring for symptoms. We would ask that VA s share additional information with
familics. Please sce httpsi//www.cde. govicoronavini<~ 01 9-ncav/hep/vuidince-prevent-
spread.himl and https //awwsw cdeprov/carnnavirus/ Yo 190 ncovicomumnnity/ome/index, hunl.

Detailed infection prevention and contral recommendations arc available in the CDC Interim
infection Prevention and Contral Recommendations far Patients with Confirmed Coronavirus
Discase 2019 (COVIN-19) or Persons under Investigation for COVID-19 in Healthcare Seltings:
hpse /s swwede. cov/carmmivirus A0 F9-neov/intceon-control/contral-reconnnendatians.hitm)

Are there specifie considerations fur patients requiring therapeutic interventions?
Paticnts with known ar suspeeted COVID-10 should cantinue to receive the intervention
appropriate for the severity of their ilness and everall elinical condition. Becatise some
procedures create high risks for ransmission {elose patieat contact during carc) precautions
inclide: 1) HCY shauld wear all recommended PPE, 2) the number of HCP present should be
limited to essential perzonnel, and 3) any supplies hrought into. usced, and remuoved from the
home must be cleaned and disinfected in accordance with environmental infection control

guidelines.

What Personal Protective Equipment should honte care stalf routinely use when visiting
the home of a patient suspected of COVID-19 exposure or confirned cxposurce?

I care Lo patients with respiratory or gastraintestinal symptoms who are canfirmed or presumed
(0 be COVID-19 positive is anticipated, Gient HHAs should refer to the Interim Guidance for
Public Health Personnel Fvaluating Persens Under Investigation (PULs) and Asymplomatic
Close Contacts ¢f Confirmed Cases at Their Home or Non-Home Residental Settings:
D cde povicoronaviro s/ T Q-neoviphpdpaidance eviaduatine-pui il

['2);‘/",‘ 407
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[Tand hygicue should be performed before putting on and alter removing PPE using alcihol-
based hand sanitizer that contains 60 (o 95% alcohol

PPL should ideally be put on outside of the home prior to entry inte the home. 1 unable 1o put
on all PPIZ outside of the hoine, it is still preferred that face protection (i.e., respirator and eye
protection) be put on before entering the home. Alert persons within the home that the public
health persanncl will be entering the home and ask them to maove to a different room, it possible,
or keep o 0-foot distance in the same room. Once the enlry area is clear. enter the home and put

on a gown and gloves.

Ask person being lested ifan external trash can is present at the home, or if one can be left
outside for the disposal of PPLL. PP should ideally be removed outside of the hame aed
discarded by placing in externgal tash can before departing tocation PPE should not be taken
from the home of the person heing tested in public health personnel’s vehicle.

1t unahle to remove all PPE outside of the home, it is still preferred that face protection (i.e.,
respirator and eyve protection) be removed after exiting the home. If gown and gloves must be
removed in the home, ask persans within the home to move to a different room, if possible, er
keep a 6-loot distance in the same room. Once the entry area is clear, reimove gown and gloves
and exil the home. Once outside the hone, perlorm hand hygiene with alcghol-based hand
sanitizer that contains 60 to 939% alcohol, remove fuce pratection and discard PPE by placing in
external trash can belore departing location, Perform hand hygiene again.

When ds it safe to discontinue Transmission-hased Precautions for home care patients with
COVID-19?

The decision to discontinue Transmission-Based Precautions for home care patients with
COVID-19 should be made in consultation with cliniciang, infection prevention and control
spectalists, and public health officials. This decision should consider discase severity, illness
signs and symptoms, and results of laboratory testing for COVID-19 in respiratory specimens.
For more detwils, please refer to: hlpes://vwaww cde.voviearonavirus/20 1 9-neov/hepidispasinen-in-

home-paticats.himl,
Considerations to discontinue in-home isolation include all of the tollowing:

o Resalution of fever, without usce of antipyretic medication
o hnprovement in iliness signs and syniploms
o Negative results ot an FDA Emergency Use Authorized molecular assay for
COVID-19 from at least two conseeuive sets of paired nasopharyngeal and thioal
swabs specimens collected 224 howrs apart (total ol Jour negative specimens—
twa nasopharyngeal and twao throat). Sec Juterin Gridelines for Callecting,
Handline, and Testing Clinical Specinnens irom Patients Ulader tovestipadian
(PUTSY For 2019 Novel Corcnsivings ( 2619-uC0 V) tar specimen collection
puidunce.
“Inival guidance is based upon limited intormation and is subject ta change as more
information becomes available. [n persons with a persistent productive cough, SARS-

CuoV-2-RNA might be detected for longer periads in sputim specimens than in upper
respiralory tract (nasopharyngeal swab and throat swab) specimens.
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Pratocols for Coordination and Investigation of Home Health Agencies with Actual or
Suspected COVID-1Y Cases

During a home health agency survey, when a COVID-19 confirmed casc or suspected case
(tncluding PUNY is identitied, the surveyors will confirm that (he agency has reported the
case 1o public health ofticials as regnired by state law and will work with the agency to
review intection prevention and cducation practices. Canfirm that the 1A has the maost
recent information provided by the CDC.

o The State should notify the appropriale CMS Regional Office ol the HITA who has
© been identified as providing services Lo a person with confirmed or suspected COVID-
19 (including persons under investigation) who do not need to be hospitatized:

e The State shuuld notity the appropriate CMS Regional Office of the 1IHA who has
heen identilied as providing scrvices to u person with contfirmed COVID-19 who were
hospitalized and determined to be medically stable to go home.

CMS is aware of that there is a scarcity ol some supplies in certain areas of the country. State
and Federal surveyars should nat cite providersfsupplicrs for not having certain supplies (c.g.,
persanal protective equipment (PPE) such as gowns, respirators, surgical masks and alcohol-
based hand rubs (ABFHR)) if they are having difficulty obtaining these supplies for reasons
outside ol their controf. However, we do expect providers/suppliers Lo take actions to mitigale
any resource shorfages and show they are tuking all appropriate steps to obtain the necessary
supplies as saon as possible. Far example, if' there is a shortage of ABHR, we expeet staff 1o
practice cffective hand washing with svap and water. Similarly, il there is a shortage of PPE
{c.g., due to supplicr(s) shurtage which may be a regional or national issue), the facility should
contact the appropriate local autharities notifying them of the shortage, follow national
guidelines for oplimizing their correnl supply. or identify the next best option (o care for patients.
If & surveyar believes a facility should be cited for not having or providing the necessary
supplics, the state agency should cantact the CMS Regianal Office.

Important CDC Resourcees:

CNDC Resourees tor Health Care Facilities and Howe and Commuity Biased Sceltings:
e CDC Resources for Health Care Facilitics: hlipscdiway woede, govicoronavirgs/2 (019
neoviheattheare-facilitics/index. huml
o CDCFAQ [or COVID-19: hupriiwsaw vde. gov/earomavims/2 01 9-neov/infeetion-
contelfnicction preventian-control-fug hum'!
o« CDC Guidance for Preventing Spread in Home and Connmuity Scttings
N psrw v cde toy coronavitus 200 geov/epleuidane- prevent-spread ol

e Suategies fur Optimizing the Supply of N9 Respirators:
Bps v cde govicoroniny s 20 G- neov/hen/respiraors-
stintesvZindex htm120 DO AN el al  hipsPl A2 1002 1 wsews ade o % 2 eoranavinaes

w2010 ncon O e p 2 respatar-stupply-sicate gies. i |

il
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e  CIC guidance for Infection Prevantion and Contral Recommendations far Patients with
Confirmed Coronavirus Disease Z019: hitps:/swswaw.cde, covisoronavirus! 1 9-
neavinleetion-control/cantrol-recommendations. html

¢ Resources for Hauseholds hips/Avsww ede.goviearonay s/ 20 19-
neov/community/home/indux.hiinl

F13A Resources:
Emergency Use Authorizations: hitps:Avaav o gov/medical-devices/emuergeney-situations-
medicil-deyivesicmarpeney-use-authorizations

CMS Resources:

Hame Health Agency Infection Control and Prevention regulations and guidance: 42 CFR
484.70, Infection Prevention and Control, Appendix B of the State Operatiens Manual, Infection
Prevention and Control. litps://wasesw. cims.poviRegnlistions-aed - '
Guidance/Guidance!Manaals/downloadsssom 1 07ap_b_hiho,dl’

CDC Undales:

hups:fvwv.ede gravieoranavirus 20 19-ncoviwdiis-new-al ] htm)

Ste ) [or the mewslenier to receive weekly emails about the coronavirus disease 2019 (COVID-
19) hupsiitonlyele govivampaignproxyservieg/subscriptions.asps Aopic_id-_ USCDC_2007

Contact: Questions about this mezmorandum should be addressed 1o

WSO Emergeneyleeperems.hhs.goyv. Questions about COVID-19 guidance/screening criteria
should he addressed to the Slale Epidensiolagist or other responsible state or local public health
officials in your state,

Effective Date: Immediately. This policy should be communicated with all survey and
certification stafl, their managers and the State/Regional Office training coordinators
immecdiately.

/s/
David R. Wright

cc: Survey and Operations Group Management

Page 7 of 7
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services C
7500 Security Boulevard, Mail Stop C2-21-16 M s
Baltimore, Maryland 21244-1850
CENTERS FOR MEDICARE & MEDICAID SERVICES

Center for Clinical Standards and Quality/Survey & Certification Group

Ref: QS0O-20-38-NH
DATE: August 26, 2020

TO: State Survey Agency Directors

FROM: Director
Survey and Certification Group

SUBJECT: Interim Final Rule (IFC), CMS-3401-1FC, 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

s 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).

e  On August 25, 2020, CMS published an interim final rule with comment period (IFC). This rule
establishes Long-Term Care (LTC) 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.

¢ 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
§ 483.80(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 Programms, Clinical Laboratory Improvement
Amendments of 1988 (CL.IA), 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

EXHIBIT
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42 CFR § 483.80(h) which requires that the facility test all residents and staft 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

* L] » * *

§ 483.80(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;
(3

(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.

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 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 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 inform infection prevention initiatives to prevent and limit transmission.

“Facility staff” 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 perform testing triggered by an outbreak (as specified
below).

Table 1: Testing Summary

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 information, 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 of COVID-19 must be tested and are expected to be restricted from
the facility pending the results of COVID-19 testing. If COVID-19 is confirined, 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 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 Qutbreak
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-diagnoslic testing of
asymptomatic residents without known or suspected exposure 1o an individual infected with
SARS-CoV-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 Test-Based Stratepy for Discontinuing Transmission-Based
PrecautionsDiscontinuing Transmission-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 titled, “COVID-19

Testing”): https://data.cims.pov/stories/s/COVID-19-Nursing-Home-Data/bk wz-xpvg
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Table 2: Routine Testing Intervals Vary by 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*

| High >10% Twice a week*

*This frequency presumes avallabllity 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 turn-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 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.

e Ifthe 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.

o [fthe 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 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. https://www.cde.gov/covid-data-tracker/index.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 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.

206



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.

Rcfusal 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 retumn 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 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 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 symploms 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 CDC rccommendations 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 webpages and FAQs 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
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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 shouid 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: Concems related to orders for laboratory and/or POC testing should be investigated under
F173.

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:

e Preparing for COVID-19 in Nursing Homes:
https://www.cdc.pov/coronavirus/20 | 9-ncov/hcp/long-term-care.htmi.

e Testing Guidelines for Nursing Homes:
hups://www.cdc.gov/coronavirus/2019-ncov/hcp/nursing-homes-testing.html.

e Performing Facility-wide SARS-CoV-2 Testing in Nursing

Homes: https://www.cdc.gov/coronavirus/2019-ncov/hep/nursing-homes-facility-wide-

testing.html.
¢ Interim Guidance on Testing Healthcare Personnel for SARS-CoV-

2: https://www.cdc.gov/coronavirus/20 1 9-ncov/hep/testing-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 testand 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:
e See section “Recommendations for conducting swabbing” under CDC’s “Considerations

for Performing Facility-wide SARS-CoV-2 Testing in Nursing
Homes”: hitps://www.cdc.gov/coronavirus/2019-ncov/hep/nursing-homes-facility-wide-
testing_html,

e Influenza Specimen Collection: htips://www.cdc.gov/llu/pdf/professionals/flu-specimen-
collection-poster.pdf.

¢ Interim Guidelines for Collecting, Handling, and Testing Clinical Specimens from
Persons for Coronavirus Disease 2019 (COVID-19):

hups://www.cdc.gov/coronavirus/2019-ncov/lab/guidelines-clinical-specimens.html).

e CDC’s Interim Laboratory Biosafety Guidelines for Handling and Processing Specimens
Associated with Coronavirus Disease 2019 (COVID-
19): hitps://www.cdc.gov/coronavirus/20 | 9-ncov/lab/lab-biosafety-
guidelines.html#decentralized.

e Guidelines for Safe Work Practices in Human and Animal Medical Diagnostic
Laboratories: hitps://www.cdc.gov/coronavirus/20 | 9-ncov/lab/lab-biosafety-

guidelines.htnl,

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 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 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:
o [requently Asked Questions: COVID-19 Testing al Skilled Nursing Facilities/Nursing
Homes
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e CMS memorandum: [nterim Final Rule (IFC), CMS-3401-IFC, Updating Requircments
for Reporting of SARS-CoV-2 Test Results by Clinical L.aboratory Improvement

Amendments of 1988 (CL.1A) Laboratories, and Additional Policy and Regulatory
Revisions in Response to the COVID-19 Public Health Emergency

Surveyors should report concerns related to CLIA certificates or laboratory reporting
requirements to the CMS Division of Clinical Laboratory Improvement and Quality

at LabExccllence@cems.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 information to the CDC’s National Healthcare Safety Network (NHSN), in
accordance with 42 CFR § 483.80(g)(1)—(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 QS0-20-29-NH (May 6, 2020).

NOTE: Concems 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:

e 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.

e 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).

e For staff routine testing, document the facility’s county positivity rate, the comresponding
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.

e 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.

e  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 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).

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-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 § 483.80(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.

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 hutps://www.cde.gov/coronavirus/2019-ncov/hep/fag.htiml# Testing-in-Nursing-
Homes

¢ Nursing Home Reopening Recommendations for State and Local
Officials https:/www.cms.gov/files/docuiment/(so-20-30-nh.pdF-0

e Discontinuation of Transmission-Based Precautions and Disposition of Patients with

COVID-19 in Healthcare Settings
hitps:/www.cde.pov/coronavirus/2019-ncov/hep/disposition-hospitalized-patients.htin|

10
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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) (1Ps) who are responsible for the facility’s infection
prevention and control program at 42 CFR § 483.80(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:
DNH _TriageTeam@ems.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.

/s/
David R. Wright

Attachments;

COVID-19 Focused Survey for Nursing Homes
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COVID-19 Focused Survey for Nursing Homes

Infection Control
This survey tool must be used to investigate compliance at F880, /7852, F884 (CMS Federal surveyors only), F885, F£86, 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 of COVID-19 transmission in facilities. Facilities are expected to be in compliance with CMS
requirements and surveyors will use guidance that is in effect at the time of the survey. Refer to QSO memos released at:
https://www.cms.gov/Medicare/Provider-Enroliment-and-Certification/SurveyCertificationGenlnfo/Policv-and-Memos-to- States-and-Regions.

This survey tool provides a focused review of the critical elements associated with the transmission of COVID-19, will help surveyors to
prioritize survey activities while onsite, and identifies those survey activities which can be accomplished offsite. These efficiencies will
decrease the potential for transmission of COVID-19, as well as lessen disruptions to the facility and minimize exposure of the surveyor.
Surveyors should be mindful 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 determined appropriate on the Form 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 concemns 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 (IPCP) must be facility-wide and include all departments and
contracted services.

Note: It is imperative that surveyors refer to the most recent information for COVID-19 testing parameters and frequency set forth by the
Secretary described in the guidance for F&86. County-level data are available on the CDC website: hips:/hvww.cde. govicoronavirus/2019-
neovicuses-updates/countv-map. himl.

Critical Element #8 is only for consideration by CMS Federal Survey stafl. Information to determine the facility’s compliance at F884
is only reported to each of the 10 CMS locations.

08/25/2020 Page 1
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COVID-19 Focused Survey for Nursing Homes

Surveyor(s) reviews for:

¢ The overall effectiveness of the Infection Prevention and Control Program (IPCP) including IPCP policies and procedures;

e Standard and Transmission-Based Precautions (review care of a resident under observation, suspected 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 ard testing process;

e Visitor entry and facility screening practices;

e Education, monitoring, and screening practices of staff;

e 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-19;
How the facility informs residents, their representatives, and families of suspected or confirmed COVID-19 cases in the facility. and

o The infection preventionist role.

The survey team will select a random sample of three residents, and if not already sampled, add one additional resident who was confirmed
COVID-19 positive or had signs or symptoms consistent with COVID-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 COVID-19
positive or had signs or symptoms consistent with COVID-19, for purposes of determining 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
(hutps://www.phe.gov/Preparedness/planning/hpp/Pages/find-hc-coalition.aspx), follow national and/or local guidelines 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

08/25/2020 Page 2
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COVID-19 Focused Survey for Nursing Homes

guidance for healthcare professionals is located at: https://www.cdc.gov/coronavirus/2019-nCoV/hcp/index.html and healthcare facilities is
located at: hups-/Avww.ede.gov/coronavirus/201 9-ncov/hep/us-healtheare-facilities. htmi. Guidance on strategies for optimizing PPE supply is
located at: hitps://www.cdc.gov/coronavirus/2019-ncov/hep/ppe-strategy/index.html. 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:

[] Are staff performing the following appropriately:
e Respiratory hygiene/cough etiquette,
e Environmental cleaning and disinfection, and

e Reprocessing of reusable resident medical equipment (e.g., cleaning and disinfection of glucometers per device and disinfectant
manufacturer’s instructions for use)?

Hand Hygiene:

[ Are staff performing hand hygiene when indicated?

[] 1falcohol-based hand rub (ABHR) is available, is it readily accessible and preferentially used by staff for hand hygiene?
[C] Ifthere are shortages of ABHR, are staff performing hand hygiene using soap and water instead?

[J Are staff washing hands with soap and water when their hands are visibly soiled (e.g., blood, body fluids)?

[ 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)?

[] When being assisted by stafT, is resident hand hygiene performed after toileting and before meals? How are residents reminded to perform hand
hygiene?

(] 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.

08/25/2020 Page 3
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COVID-19 Focused Survey for Nursing Homes

Personal Protective Equipment (PPE):

(] Determine 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 performed 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.

[] 1s PPE appropriately removed and discarded after resident care, prior to leaving room (except in the case of extended use of PPE per
national/local recommendations), followed by hand hygiene?

[C] 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?

[] Interview appropriate staff to determine if PPE is available, accessible, and used by staff.
e 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 care?
¢ Do they know who to contact for replacement supplies?

U] Ave all staff wearing a facemask (e.g., & cloth face covering can be used by staff where PPE is riot indicated, such as administrative staff who are
not at risk of coming in contact with infectious materials)?

(] When COVID-19 is present in the facility, are staff wearing an N95 or equivalent or higher-level respirator, instead of a facemask, for aerosol
generating procedures?

Source Control:

[ Are residents, visitors, and others at the facility donning a cloth face covering or facemask 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):

[[] Determine if appropriate Transmission-Based Precautions are implemented:
e For a resident on Contact Precautions: staff don gloves and isolation gown before contact with the resident and/or his/her environment;
e For aresident on Droplet Precautions: staff don a facemask within six feet of aresident;
o For a resident on Airbornme Precautions: staff don an N95 or higher-level respirator prior to room entry of aresident;
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COVID-19 Focused Survey for Nursing Homes

» For a resident with an undiagnosed resoiratory infection: 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);

e For a resident with known or suspected COVID-19: staff wear gloves, isolation gown, eye protection and an N95 or higher-levelrespirator 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.€.,
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 AIIR 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.

o Dedicated or disposable noncritical resident-care equipment (e.g., blood pressure cufls, 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 of a resident’s room, wing, or
facility-wide)?

[] Interview appropriate staff to determine if they are aware of processes/protocols for Transmission-Based Precautions and how staff is monitored
for compliance.

(] Observe staff to determine if they use appropriate infection control precautions when moving between resident rooms, units and other areas of
the facility.

(] If concerns are identified, expand the sample to include more residents on Transmission-Based Precautions.
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COVID-19 Focused Survey for Nursing Homes

1. Did staff implement appropriate Standard (e.g., hand hygiene, appropriate use of PPE, environmental cleaning and disinfection, and
reprocessing of reusable resident medical equipment) and Transmission-Based Precautions (if applicable)? |:| Yes []No F880

2, Resident Care

[ Are residents on Transmission-Based Precautions restricted to their rooms except for medically necessary purposes? If these residents have to
leave their room, are they wearing a facemask or cloth face 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)?

(] When residents not on Transmission-Based Precautions are outside of their room,are they wearing a cloth face covering or facemask as part of
source control? If u cloth face covering or facemask is noi tolerated, does the resident cover his/her nouth and nose with tissues and is
reminded or assisted to perform hand hygiene? Is at least 6 feet maintained between residents?

[ Is the facility ensuring only COVID-19 negative residents and those not suspected or under observation for COVID-19 are pariicipating in
group outings (e.g.. if in phase 2 or 3 of CMS' OSO-20-30-NH- ” Nursing Home Reopening Recommendations for State and Local Officials™),
group activities, and communal dining following State and local official guidance if more restriciive? Is the facility ensuring that residents are
maintaining social distancing (e.g., limited number of people in areas and spaced by at least 6 feet), performing hand hygiene, and wearing
cloth face coverings?

() Does the facility have a plan (including appropriate placement and PPE use) to manage residents that are new/readmissions under observation,
those exposed to COVID-19, and those suspected of COVID-19? Are these actions based on national (e.g., CDC), state, or local public health
authority recommendations?

[ Does the facility have a plan to prevent transmission, such as having a dedicated space in the facility for cohorting and managing care for
residents with COVID-19? Are these actions based on national (e.g., CDC), state, or local public health authority recommendations?

[[] 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 services and the receiving facility of the resident’s diagnosis (suspected or confirmed COVID-19) and precautions to be
taken by transferring and receiving staff as well as place a facemask or cloth face covering on the resident during transfer (as rolerared)?

[ 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 confirmed COVID-19 status?

2. Did staff provide appropriate resident care? [ ] Yes [ ] No F880
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3. IPCP Standards, Policies and Procedures

[] 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?

[[] 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
of COVID-19 that are identified or suspected?

[] Concems must be corroborated as applicable including the review of pertinent policies/procedures as necessary.

3. Does the facility have a facility-wide IPCP including standards, policies, and procedures that are current and based on national
standards for undiagnosed respiratory illness and COVID-19? [ ] Yes [ ] No F880

4. Infection Surveillance

(] How many residents and staff in the facility have fever, respiratory signs/symptoms, or other signs/symptoms related to COVID-19?
[_] How many residents and staff have been diagnosed with COVID-19, and when was the first case confirmed?

[[] 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 of COVID-19, and immediately isolate anyone who is
symptomatic?

[[] Does the plan include early detection, management of a potentially infectious, symptomatic resident that requires laboratory testing and/or
Transmission-Based Precautions/PPE (the plan may include tracking this information in an infectious disease log)?

[[] 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?

[] Can appropriate staff (e.g., nursing and unit managers) identify/describe the communication protocol with local/state public health officials?
[] Interview appropriate staff to determine if infection control concerns are identified, reported, and acted upon.

4. Did the facility provide appropriate infection surveillance? (] Yes []NoF8S0

S. Visitor Entry

[ Review for compliance of:
e 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
e Signage posted at facility entrances for screening and restrictions as well as a communication plan to alert visitors of new
procedures/restrictions.

[ For those permitted entry, are they instructed to frequently perform 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 six feet from others in the

facility; and wear a cloth face covering or facemask during the duration of their visit? What is the facility’s process for communicating this
information?

5. Did the facility perform appropriate screening, restriction, and education of visitors? [ ] Yes [] No F880

6. Education, Monitoring, and Screening of Staff

(] Is there evidence the facility has provided education to staff on COVID-19 (e.g., symptoms, how it is transmitted, screening criteria, work
exclusions)?

] How does the facility convey updates on COVID-19 to all staff?
[ 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)?

[] 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)?
[] 1f staff develop symptoms at work (as stated above), does the facility:
¢ Inform 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 department, CDC: https://www.cdc.gov/coronavirus/2019-
ncov/healthcare-facilities/hcp-return-work.htm]).

6. Did the facility provide appropriate education, monitoring, and screening of staff? [ ] Yes [ ] 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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(] 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?

] Did the information 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)?

] Did the information include personally identifiable information?

[] 1s 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?

] 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 of suspected or confirmed COVID-19 cases in the facility along
with mitigating actions in a timely manner? [ ] Yes [ ] NoF885

8. Reporting to the Centers for Disease Control and Prevention (CDC) — Performed Offsite by CMS. For consideration by CMS Federal
Surveyors only.

(] Review CDC data files provided to CMS to determine if the facility is reporting at least once a week.

[[] 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 NHSN COVID-19 Module?
[JYes []NoFss4

9. Emergency Preparedness — Staffing in Emergencies
] 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?

[] Policy implementation: In an emergency, did the facility implement its planned strategy for ensuring staffing to meet the needs of the residents?
(N/A if an emergency staff was not needed).
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9. Did the facility develop and implement policies and procedures for staffing strategies during an emergency?
[]Yes []NoE0024 [ JN/A

10. Infection Preventionist (IP):

During interview with facility administration and Infection Preventionisi(s), determine the following:
U] Did the facitity designate one or more individual(s) as the infection preventionist(s) who are responsible for the facility’s IPCP?

() Does the infection Preventionist(s) work at least part-time at the facility?
U] Has the Infection Preventionist(s) completed specialized training in infection prevention and control?

[ 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 IPCP on a regular basis.

Note: If no to any of the guestion above, consider citing F882.

10. Is the facility in compliance with requirements set forth at 483.80(b)?
[] Yes [ ] No F882

11. Staff and Resident Testing

Review the facility’s testing documentation fe.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 PPE and specimen collection. If such observation is not

possible, interview an individual responsible for testing and inquire how testing is conducted (e.g., "what are the steps taken to conduct each test?”).

(] Did the facility conduct testing of staff based on the county level positivity rate according to the recommended frequency?

(O Based on observation or interview, did the facility conduct testing and specimen collection in a manner that is consistent with current standards
of practice for conducting COVID-19 tests?

(] Did the facility 's documentation demonstrate the facility conducted testing of residents or staff with signs of symptoms of COVID-19 in a manner
that is consistent with current standards of practice for conducting COVID-19 tests? ~
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(] 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?

U] Did the facility take actions to prevent the transmission of COVID-19 upon the identification of an individual with symptoms consistent with or
who tests positive for COVID-19?

(] Did the facility have procedures for addressing residents and staff that refuse testing or are unable to be tested?
(] If there was an issue related to testing supplies or processing tests, did the facility contact the state and local health departments for assistance?

Note: Ifno to any of the question above, consider citing F886.

11. Is the fecility in compliance with requirements set forth at 483.80(h)?
[] Yes[ ] No F886

08/25/2020 Page 11
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services C M s
7500 Security Boulevard, Mail Stop C2-21-16

CENTERS FOR MEDICARE & MEDICAID SERVICES

Baltimore, Maryland 21244-1850

Center for Clinical Standards and Quality/Survey & Certification Group

Ref: QS0-20-39-NH
DATE: September 17, 2020

TO: State Survey Agency Directors

FROM: Director
Survey and Certification Group

SUBJECT: Nursing Home Visitation - COVID-19

Memorandum Summary

« 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
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 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.

! Information on outbreaks and deaths in nursing homes may be found at hups://data.cms. gov/stories/s/CC
Nursing-lHome-Duta/bkwz-xpvgr,

EXHIBIT
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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 information 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. Regardlcss of how visits are conducted, therc are certain corc

principles and best practices that reduce the risk of COVID-19 transmission:

Core Principles of COVID-19 Infection Prevention

e 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
Iland hygicne (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)
e Cleaning and disinfecting high frequency touched surfaces in the facility often, and

designated visitation areas after each visit
e Appropriate staff use of Personal Protective Equipment (PPE)
e Effective cohorting of residents (e.g., separate areas dedicated COVID-19 care)
e Resident and staff testing conducted as required at 42 CFR 483.80(h) (see QSO-20-

38-NI1I)

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 wransmission 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 pninciples 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 testing;

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;

¢) 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:

e Low (<5%) = Visitation should occur according to the core principles of COVID-
19 infection prevention and facility policies (beyond compassionate care visits)

e Medium (5% — 10%) = Visitation should occur according to the core principles of
COVID-19 infection prevention and facility policies (beyond compassionate care
visits)

e 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 Illness? 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. Facilitics 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 of test.

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:
e 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 [llness refer to htips:/www.cde. covicoronavirus/ 20 19-ncovicovid-
dataseovidview/07102020/covid-like-illness. html,
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Required Visitation
We believe the guidance above represents reasonable ways a nursing home can facilitate in-
person visitation. Except for on-going use of virtual visits, 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 CDC guidelines, and other visits may be conducted
as described above.

Access to the Long-Term Care Ombudsman
As stated in previous CMS guidance QSQ-20-28-NII (revised), regulations at 42 CFR
483.10(f)(4)(1)(C) require that a Medicare and Medicaid certified nursing home provide
representatives of the Officc 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 concemns
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 altemative 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.

Fedcral Disability Rights l.aws 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
0f 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 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 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). 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 COVID-19 testing requirements,

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

e 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
CFR 483.10(b), F550.

» For concemns 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.

e For concems related to ombudsman access to the resident and the resident’s medical
record, surveyors should investigate for non-compliance at 42 CFR 483.10(f)(4)(i)(C),
F562 and 483.10(h)(3)(ii), F583.

e For concems 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 (Sce
QS0-20-28-N11) to purchase communicative devices, such as tablets or webcams, to increasc the
ability for nursing homes to help residents stay connected with their loved ones. To ensure a balanced
distribution of funds, facilitics 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 usc of CMP funds to purchase tents for outdoor visitation and/or clear dividers (e.g.,
Plexiglas or similar product) to crcate a physical barricr to reduce the risk of transmission during in-
person visits. Funding for tents and clcar dividers is also limited to a maximum of $3,000 per facility.
NOTE: When installing tents, facilitics need to ensure appropriate life safety code requircments
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 dividcrs, pleasc contact
your state agency'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.

Is/
David R. Wright

cc: Survey Operations Group
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LTCF Visitation Guidelines

Increased Visitation in Long Term Care Facilities

Tennessee Department of Health (TDH) 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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Health LTCF Visitation Guidelines

Resuming Visitation

Visitation Opportunities Always Allowed

The following visits are always allowed:
¢ Accommadations 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.

Program area is only used when weather permits.

Visits are scheduled in advance;

Last no more than forty-five (45) minutes.

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

Q.. ©C O o
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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.

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.

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:

o 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;
e Resident is unable to leave the room AND
» Visitor has had negative PCR test collected within previous 72 hours OR
e 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:

e 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.
e ECs should be screened before entry into the facility including temperature
checks and proper hand sanitization.
e 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.

Table 2: Routiue Testlug Lutervals Vaiv by Community COVID-19 Activity Level

Commuuity COVID-19 | County Posltivity Rate in the past | Minimom Testiug
Activity week Frequency

Low <5% Once o month
Medivm 5% - 10% Once a week*
High >10% Twice n week*

*This frequency presumes avallability of Point of Care testiag ou-sife at the nursiug home or where off-slie
testing turnavouad tme is <48 hours.

EXHIBIT
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Resuming Activities in Long Term Care Facilities

Tennessee Department of Health (TDH) 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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Resuming 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.

e 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.

e 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
e 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.
e 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
e Small group activities may occur with at least six (6) feet of distancing, proper hand
hygiene, and face coverings.
e 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) peopie.
e Facilities should restrict activities that encourage multiple residents to handle
the same object(s) (e.g., ball toss).

Therapeutic and Rehabilitation Services
e A limited number of individuals may be in a therapy and rehabilitation area at one
time, not to exceed fifty percent (S0%) of capacity, no more than ten (10) people.
e 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.
e 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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DATE:

POLICY:

EFFECTIVE:

APPROVED:

Health

STATE OF TENNESSEE
DEPARTMENT OF HEALTH
DIVISION OF HEALTH LICENSURE & REGULATION
OFFICE OF HEALTH CARE FACILITIES
665 MAINSTREAM DRIVE, SECOND FLOOR
NASHVILLE, TENNESSEE 37243
TELEPHONE (615) 741-7221
FAX (615) 741-7051

PM 83 AMENDED
Board for Licensing Health Care Facilities

Policy Memorandum
Extension of Trauma Center Designation Amid COVID-19

April 1,2020
*June 3, 2020

Extend trauma center designation for those trauma centers due re-designation
surveys in the month of May for an additional six (6) months.

*Extends this Board Policy until May 2021 for an additional one (1) year.
April 1, 2020
*June 3, 2020

April 1,2020
*June 3, 2020
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STATE OF TENNESSEE
DEPARTMENT OF HEALTH
DIVISION OF HEALTH LICENSURE & REGULATION
OFFICE OF HEALTH CARE FACILITIES
665 MAINSTREAM DRIVE, SECOND FLOOR
NASHVILLE, TENNESSEE 37243
TELEPHONE (615) 741-7221
FAX (615) 741-7051

PM 83
Board for Licensing Health Care Facilities
Policy Memorandum
SUBJECT: Extension of Trauma Center Designation Amid COVID-19
DATE: April 1, 2020
POLICY: Extend trauma center designation for those trauma centers due re-designation

surveys in the month of May for an additional six (6) months.

EFFECTIVE: April 1,2020

APPROVED: April 1, 2020

I @
{/Izy,um, Ravwndue D
R aynders, M.D., Chairman
oard fof Licenging Health Care Facilities

Director of Licensure
Board for Licensing Health Care Facilities
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SUBJECT:

DATE:

POLICY;

EFFECTIVE:

APPROVED:
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Health

STATE OF TENNESSEE
DEPARTMENT OF HEALTH
DIVISION OF HEALTH LICENSURE & REGULATION
OFFICE OF HEALTH CARE FACILITIES
665 MAINSTREAM DRIVE, SECOND FLOOR
NASHVILLE, TENNESSEE 37243
TELEPHONE (615) 741-7221
FAX (615) 741-7051

PM 84
Board for Licensing Health Care Facilities

Policy Memorandum

Hospital 10% Increase in Licensed Beds
December 17,2020

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. §68-11-1607(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

René Saunders, M.D., Chairman
Board for Licensing Health Care Facilities

i B Rogsed

AnnR. Reed, RN, BSN, MBA
Director 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
Logan Grant Carufine Tippens
Executive Director Oirector. Licensure and Regulution

PM 85
Board for Licensing Health Care Facilities
Policy Memorandum
SUBJECT: INTERPRETATION AND TEMPORARY WAIVER OF RULES
RELATED TO TREATMENT AND CONTAINMENT OF COVID-19
DATE: NOVEMBER 22,2022
POLICY: 85

EFFECTIVE: NOVEMBER 22, 2022
APPROVED: 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 Discase Control and Prevention (CDC)
guidance found at Interim Infection Prevention and Control Recommendations for Healtheare
Personnel During the Coronavirus 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 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. On September 23, 2022, CMS
revised the policy memo. https://www.cms.gov/fites/document/qso-20-38-nh-revised.pdf
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The revised QSO provides updated regulatory guidance on the requirements of the CMS rule,
including frequency of the testing, testing in light ol 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 B.

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. On September 23, 2022, CMS revised the policy memo. CMS
QSO-20-39 NH shall be followed regarding visitation ot patients/residents during the COVID-19
pandemic in CMS skilled nursing facilitics/nursing facilities. See Attachment C.

All federally certified facility typcs are 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,” QS0O-22-15-NH & NLTC &
LSC”, which ends specific emergency declaration blanket waivers for SNFs/NFs, inpatient
hospices, ICF/IIDs and ESRD facilities; blanket waivers remain for hospitals and CAHs. See
Attachment E.

This policy shall remain in effect until rescinded by the Board.
Chair, Board for Licensing Health Care Facilities

ot R Fyppvca>
Caroline Tippens, Esq., CHC

Director, Licensure and Regulation
Health Facilities Commission

Attachments:

Attachment | Interim Infection Prevention and Control Recommendations for Healthcare
Personnel During the Coronavirus Disease 2019 (COVID-19) Pandemic

Attachment 2 CMS QS0-20-38-NH - Interim Fina! Rule (1&C), 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.

Attachment 3 CMS QS0-20-39 NH — Nursing Home Visitation — COVID-19

Attachment 4 COVID-19 Facility Requirements — Temporary Structures

Arttachment 5 QS0-22-15-NH & NLTC & LSC- Update to COVID-19 Emergency Declaration

Blanket Waivers for Specific Providers
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CD 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 A

¢ 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

e (larified the types of long-term care settings for whom the healthcare infection prevention and control

recommendations apply

e This guidance applies to all U.S. settings where healthcare is delivered, including nursing homes and home health.

Attach.
1
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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 earlierintervention, 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 COVID-19 vaccine doses.

e 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 l (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 COVID-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 | 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;

s Arespirator 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);

e A barrier face covering that meets ASTM F3502-21 requirements including Workplace Performance and Workplace
Performance Plus masks; OR

s 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 anindividual 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 (ASHRAE) resources for healthcare
facilities [ , which also provides COVID-19 technical resources for healthcare facilities [4

* 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.

* Theyield 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 [ .

- 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 testingapproach 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 prevention and control (IPC)
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practices when caring for a patient with suspected or
confirmed SARS-CoV-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.

s 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:

e 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. MDRO
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.

e Limit transport and movement of the patient outside of the room to medically essential purposes.

e 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 [4 )

* Additional information about using PPE is available in Protecting Healthcare Personnel | HAI | 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 (AlIR), 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 | CMS [ .
- 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.
e 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:

e Atleast 10 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

e Symptoms (e.g., cough, shortness of breath) have improved

Patients who were asymptomatic throughout their infection and are not moderately to severely immunocompromised:
* Atleast 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:

¢ Atleast 10 days and up to 20 days have passed since symptoms first appeared and
s Atleast 24 hours have passed since last fever without the use of fever-reducing medications and
s 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.

e 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:

e Resolution of fever without the use of fever-reducing medications and
¢ Symptoms (e.g., cough, shortness of breath) have improved, and

e 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

Patients who are not symptomatic:

e 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.

e 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

250



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 [4 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

e 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

e Current procedures for routine cleaning and disinfection of dialysis stations Ml 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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remove ana aispose of Frt ano perrorm nano nygiene to avola solliNg tne compartment.
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 W .

- 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.
e Bag valve masks (BVMs) and other ventilatory equipment should be equipped with HEPA filtration to filter expired air.

e EMS systems should consult their ventilator equipment manufacturer to confirm appropriate filtration capability and the
effect of filtration on positive-pressure ventilation.

e 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 [% 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.

e 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.

e 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.

e 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 notinterfere 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 W [ .

e 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.

e 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
- lIdeally, 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 (NAAT) is recommended. This is because some people may remain NAAT positive but not be infectious
during this period.

253



_ 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 [4 about visitation.
* Visitors should be counseled about their potential to be exposed to SARS-CoV-2 in the facility.

¢ Ifindoor 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 thatis 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 (AlIRs):

» AlIRs are single-patient rooms at negative pressure relative to the surrounding areas, and with a minimum of 12 ACH (6
ACH are allowed for AllRs last renovated or constructed prior to 1997).

s Air from these rooms should be exhausted directly to the outside or be filtered through a HEPA filter directly before
recirculation.

e 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.

Immunocompromised: 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

e 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 lliness 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 [4
s are one option for defining severitv of illness categories. The highest level of iliness severitv experienced bv the patient 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 lliness: 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 lliness: 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 lliness: 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/Fi02) <300 mmHg, or lung infiltrates >50%.

Critical lliness: 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-19illness category. Normal values for respiratory rate also vary with age in children, thus hypoxia should be the
primary criterion to define severe iliness, 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 surgein 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.

¢ Atest-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 severeivimmunocomoromised.
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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 10, 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.

e 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 10, 2021

e 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 facemasks. 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

e 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

e 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

e Provided information on factors that could impact thermometer readings
e Provided resources for evaluating and managing ventilation systems in healthcare facilities

e Added link to Frequently Asked Questions about use of Personal Protective Equipment

Last Updated Sept. 23, 2022
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Center for Clinical Standards and Quality/Survey & Certification Group

Ref: QSO-20-38-NH

DATE: August 26, 2020 REVISED 09/23/2022
TO: State Survey Agency Directors
FROM: Director

Survey and Certification Group

SUBJECT: Interim Final Rule JFC), 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).

e On August 25, 2020, CMS published an interim final rule with comment period (IFC). This rule
establishes Long-Term Care (LTC) 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.

o Routine testing of asymptomatic staff is no longer recammended but may be performed at
the discretion of the facility.

o Updated recommendations for testing individuals whao have recovered from COVID-19.

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 § 483.80(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

* * * * *

§ 483.80(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-CoV-2, particularly if present in the room for an aerosol-generating
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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 of results (e.g., within 48 hours) should be selected to
rapidly inform infection prevention initiatives to prevent and limit transmission.

“Facility staff” 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).

Instruct facility staff, regardless of their vaccination status, to report any of the following criteria
to occupational health or another point of contact designated by the facility so they can be
properly managed:

o a positive viral test for SARS-CoV-2,

o symptoms of COVID-19, or

o a higher-risk exposure to someone with SARS-CoV-2 infection
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Table 1: Testing Summary

Testing Trigger

Staff

Residents

Symptomatic individual
identified

Staff, regardless of
vaccination status, with signs
or symptoms must be tested.

Residents, regardless of
vaccination status, with signs or
symptoms must be tested.

Newly identified COVID-
19 positive staff or
resident in a facility that
can identify close contacts

Test all staff, regardless of
vaccination status, that had a
higher-risk exposure with a
COVID-19 positive
individual.

Test all residents, regardless of
vaccination status, that had close
contact with a COVID-19
positive individual.

Newly identified COVID-
19 positive staff or
resident in a facility that is
unable to identify close
contacts

Test all staff, regardless of
vaccination status, facility-
wide or at a group level if
staff are assigned to a specific
location where the new case
occurred (e.g., unit, floor, or
other specific area(s) of the
facility).

Test all residents, regardless of
vaccination status, facility-wide
or at a group level (e.g., unit,
floor, or other specific area(s) of
the facility).

Routine testing

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
soon as possible and are expected to be restricted from the facility pending the results of
COVID-19 testing. If COVID-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 SARS-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 as 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: Concemns related to initiating and/or maintaining TBP should be investigated under

F880, Infection Control.
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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 Coronavirus 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 investigation is initiated when a single new case of COVID-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 someone with COVID-19 is admitted directly into TBP
and develops COVID-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 than 24 hours after the exposure, if known). Facilities
have the option to perform outbreak testing through two approaches, contact tracing or broad-
based (e.g. facility-wide) testing.

[f 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 discontinuing TBP for residents
and the "Interim Guidance for Managing Healthcare Personnel with SARS-CoV-2 Infection or
Exposure to SARS-CoV-2." for staff.

Routine Testing of Staff
Routine screening testing of asymptomatic staff is no longer recommended but may be

perfiormed at the discretion of the facility. See the CDC s Interim Infection Prevention and

Control Recommendations for Healthcare Personnel During the Coronavirus Disease 2019
(COVID-19) Pandemic guidance for additional 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 of residents 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 facility section of the CDC'’s Interim Infection Prevention and Conirol
Recommendations for Healthcare Personnel During the Coronavirus Disease 2019 (COVID-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 § 483.10(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 refuse testing managed in accordance with the CDC
guidance for use of TBP.

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 Considerations

In general, testing is not necessary 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, if testing is performed on these people, 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. Facilities should continue to
monitor CMS and CDC guidance and FAQs for the latest information. For residents or staff who
test positive, facilities should follow the guidance in the Testing 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 the CMS 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:

e Interim Guidelines for Collecting, Handling, and Testing Clinical Specimens from
Persons for Coronavirus Disease 2019 (COVID-19):
https://www.cdc.gov/coronavirus/2019-ncov/lab/guidelines-clinical-specimens.html.

e CDC’s Interim Laboratory Biosafety Guidelines for Handling and Processing Specimens
Associated with Coronavirus Disease 2019 (COVID-19):
https://www.cdc.gov/coronavirus/2019-ncov/lab/lab-biosafety-guidelines.html.

For additional considerations for antigen testing, see CDC’s Perform SARS-CoV-2 Viral Testing

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 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:
e Frequently Asked Questions: COVID-19 Testing at Skilled Nursing Facilities/Nursing
Homes
e CMS memorandum: Interim Final Rule (IFC). CMS-3401-1FC, Updating Requirements
for Reporting of SARS-CoV-2 Test Results by Clinical Laboratory Improvement

Amendments of 1988 (CLIA) Laboratories, and Additional Policy and 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 CLIA 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)(1)-«(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 QSO-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: Concems 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:

e 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.

e 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).

e 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.

e 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 LTC Survey Pathways zipfile located at
https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/GuidanceforLawsAndRegulations/Nursing-IHomes

Contact: Questions related to the nursing home testing requirement 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 Agency/CMS Branch Location training
coordinators immediately.

/sl
David R. Wright
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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

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

Center for Clinical Standards and Quality/Survey & Certification Group

Ref: QSO-20-39-NH
DATE: September 17, 2020 REVISED 09/23/2022
TO: State Survey Agency Directors
FROM: Director

Survey and Certification Group

SUBJECT: Nursing Home Visitation - COVID-19 (REVISED)

Memorandum Summary

o 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.

o Updated guidance for fuce coverings and masks during visits.

o Removed vaccination status from the guidance.

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 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 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 relatedto 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

Attach. I
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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 § 483.10(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 § 483.10(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 § 483.10(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 § 483.10(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.

Gujdance

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 Principles of COVID-19 Infection Preventi

e Facilities should provide guidance (e.g., posted signs at entrances) about recommended actions
Jfar visitors who have a positive viral test for COVID-19, symptoms of COVID-19, or have had
close contact with someone with COVID-19. Visitors with confirmed COVID-19 infection or
compatible symptoms should clefer non-urgent in-person visitation until they meet CDC criteria
for healthcare settings to end isolation. For visitors who have had close contact with somneone
with COVID-19 infection, it is safest to defer non-urgent in-person visitation until 10 days after
their close contact if they meet criteria described in CDC healthcare guidance (e.g., cannot
wear source control).

e Hand hygiene (use of alcohol-based hand rub is preferred)

e Face covering or mask (covering mouth and nose) in accordance with CDC guidance

e 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)

e Cleaning and disinfecting high-frequency touched surfaces in the facility often, and
designated visitation areas after each visit

e Appropriate staff use of Personal Protective Equipment (PPE)
e Effective cohorting of residents (e.g., separate areas dedicated to COVID-19 care)

e Resident and staff testing conducted as required at 42 CFR § 483.80(h) (see QSO-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 Visitati

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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ndoor Visitati
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
gatherings (e.g., parties, events) facilities should encourage physical 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 niasks during visits

[f the nursing home’s county COVID-19 community transmission is high, everyone 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 coverings or masks while in the facility, except during an outbreak. The
Sacility’s policies regarding face coverings and masks should be based on recommendations from
the CDC, state and local health departments, and individual facility circumstances.

Regardless of the community transmission level, residents and their visitors when alone in the
resident’s room or in a designated visitation area, may choose not 1o wear fuce coverings or masks
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
Integrated County View webpage.

NOTE: CDC states that 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, including its workforce, and better protect the vulnerable individuals seeking
care in these settings. The Community Transmission metric is different than the COVID-19
Community Level metric used for non-healthcare settings.

Nursing homes should use the Community Transmission 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.

r Visitati i reak Investi
An outbreak investigation is initiated when a single new case of COVID-19 occurs among
residents or staff fo 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 afier the exposure, if known) begin outbreak testing in accordance
with CMS QSO 20-38-NH REVISED 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 investigation is 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
distance themselves from other residents and staff, 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 COVID-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.

ionat isit
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 must 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 § 483.10(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 § 483.10(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.

Ac ng- 1

As stated in previous CMS guidance QSO-20-28-NH (revised), regulations at 42 CFR §
483.10(H)(4)(1)(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 altemative 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 § 483.10(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 L.aws and Protection & Advocacy (P&A) Programs

42 CFR § 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 of
2000). P&A programs authorized under the DD Act protect the rights of individuals with
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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 orif
there is probable 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, both formally and informally, by telephone, mail and in person.” 42 CFR § 51.42(c); 45
CFR § 1326.27.

If the P&A is planning to visit a resident who is in TBP or quarantine in a county where the level of
community transmission is high in the past 7days, the resident and P&A representative should be
made aware of the potential risk of visiting and the visit should take place in the resident’s room.

Additionally, each facility must comply with federal disability rights laws such as Section 504 of
the Rehabilitation Act of 1973, 29 U.S.C. § 794 (Section 504) and the Americans with Disabilities
Act of 1990, 42 U.S.C. §§ 12101 et seq. (ADA).

For example, if communicating with individuals who are deaf or hard of hearing, it is
recommended to use a clear mask or mask with a clear panel. Face coverings should not be placed
on anyone who has trouble breathing or is unable to wear a mask due to a disability, or anyone who
is unconscious, incapacitated, or otherwise unable to remove the mask without assistance.

In addition, 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 undet this
section subject heading should be referred to the HHS Office for Civil Rights (Toll-free: 800-368-
1019) (TDD toli-free: 800-537-7697), the Administration for Community Living (202-401-4634),or

other appropriate oversight agency.

rkers her Provider rvi

Al healthcare workers must be permitted to come into the facility as long as they are not subject to
a work exclusion or showing signs or symptoms of COVID-19. In addition to health care workers,
personnel educating and assisting in resident transitions to the community should be permitted
entry consistent with this guidance. 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.

m 1 ivities, Dini nd Resi ti
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 safest
approach is for everyone, particularly those at high risk for severe illness, to wear a face covering
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or mask while in communal areas of the facility. For more information, see the Implement Source
Control section of the CDC guidance “Interim Infection Prevention and Control Recommendations

for Healthcare Personnel During the Coronavirus Disease 2019 (COVID-19) Pandemic.”

Facilities must permit residents to leave the facility as they choose. Should a resident choose to
leave, the facility should remind the resident and any individual accompanying the resident to
follow all recommended infection prevention practices such as wearing a face covering or mask,
especially for those at high risk for severe illness and when community transmission is high,
performing hand hygiene and encouraging those around them to do the same.

Upon the resident’s return, nursing homes should screen residents upon return for signs or
symptoms of COVID-19:

e If the resident or family member reports possible close contact to an individual with
COVID-19 while outside of the nursing home, see the CDC s guidance for residents who
have had close contact for next steps regarding testing and quarantine.

e If the resident develops signs or symptoms of COVID-19 after the outing, see the CDC'’s
guidance for residents with symptoms of COVID-19.

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) except in
certain situations, described in the CDC s empiric transmission-based precautions guidance.

Residents who leave the facility for 24 hours or longer should generally be managed as a new
admission, as recommended by the CDC in the Managing admissions and residents who leave the

facility section.

S Considerati
State survey agencies and CMS are ultimately responsible for ensuring surveyors are compliant
withthe applicable expectations. Therefore, LTC facilities are not permitted to restrict access to
surveyors based on vaccination status, nor ask a surveyor for proof of his or her vaccination status
as a condition of entry. If facilities have questions about the process a state is using to ensure
surveyors can enter a facility safely, those questions should be addressed to the State Survey
Agency. Surveyors should not euter a facility if they have a positive viral test for COVID-19, signs
or symptoms of COVID-19, or currently meet the criteria for quarantine. Surveyors should also
adhereto the core principles of COVID-19 infection prevention and adhere to any COVID-19
infection prevention requirements set by federal and state agencies (including Executive Orders).

¢ 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 CFR
§ 483.10(b), F550.

o For concerns related to a facility limiting visitors, surveyors should investigate for non-
compliance at 42 CFR § 483.10(f)(4), F563.

o 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(f)(4)(i)(C),
F562 and 483.10(h)(3)(i1), F583.

e For concerns related to lack of adherence to infection control practices, surveyors should
investigate for non-compliance at 42 CFR § 483.80(a), F830.
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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.

/s/
David R. Wright

cc: Survey Operations Group
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Nursing Home Visitation -
Frequently Asked Questions (FAQs)

CMS is providing clarification to recent guidance for visitation (see CMS memorandum QS0O-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:

o Adhere to the core principles of infection prevention, especially wearing a mask and
performing hand hygiene;

e Encourage physical distancing during large gatherings; and

e 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 specificactions 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 QS0-20-39-NH REVISED, “During peak times of visitation and large gatherings (e.qg.,
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 avisitor 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 COVID-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 /arge 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 LTC
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 aresident 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:

e Offering visitors surgical masks or KN95 masks.

e Limiting the visitor’s movement in the facility, during an outbreak, to only the location of
the visit.

e Increasing air-flow and improving ventilation and air quality.

e (Cleaning and sanitizing the visitation area after each visit.

e 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:

e Adding ultraviolet germicidal irradiation (UVGI) to the heating ventilation and air
conditioning system (HVAC),

e Adding portable room air cleaners with high-efficiency particulate air (HEPA, H-13 or -14)
filters to communal areas.
e 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:

e 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.

e 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.

e Avoid the use of the high-speed settings for any fan.

e Keepingdoors 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.
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COVID-19 FACILITY REQUIRMENTS IVARTRIN
Temporary Structures

Fire Department Access

Tents

1. Tents shall be erected and located in accordance with NFPA 101: Section 11.11

2. Tents shall meet the flame propagation performance critefia conlained within NFPA 701, Standard Methads of Fire Tests
for Flame Propagation of Textiles and Films. [NFPA 101. 11 11.2.1]

3. All required means of egress routes must be constantly maintained throughout from any point of origir within any tent, to
include the exit discharge to the public way. [NFPA 101-2025,3825,75611,7.1101)

4. Means of egress shall be illuminated and pravided with emergency lignting 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
1111.3.2&11.113.5]

6 Tenls shall be cleared of all lammable 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: 11.1161.1 &
11.116.21)

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 2A10BC Portable fire extinguishing equipment shall be furnished, maintained, and piaced not more than 75 feet travel
distance travel distance to reach an extinguisher at any one point withir a tent. [NFPA 101: 11.11.5 & NFPA 10} If a fuel
fired heater is used, a 2A10BC fire extinguisher must be localed 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 Ft* per person. [NFPA 101: Table 7 3.1.2)

11. Occupant load for exterior outside tents used tc render services to palients for a time duration equaling or exceeding 24
hours.

Healthcare Use l FE 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 101:11.11.42.18 111142 2]

Division of Health Licerisure anid Repulation/Office of Health Care Faclies Pions ReviewsFire Safaty « 665 Ma nsi2.am Drye » 2N Cos: -

Mushvide TN 37243 - TJei 615 741 6938 » Fax. 6152331863 « TN GOV/HLA TH

Fire department access roads must maintain a widlh 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: 1823411 &

18.2.3.4.1.2)

: Attach.
4
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COVID-1Y FACILITY REQUIR MENTS S !
Temporary Structures

13. Staff shall have tne means to contacting first responders (fire department poice deparment) in the event of a disaster

INFPA 101 21722

14 Nonflarmmabie medical gas associated w:th palier! care shall not exceed a quantity of 12, size E cylinders {300 Cu. Ft)

Mob

{

and the floor area shall nol exceed 22,560 Ft*  The ccntainer shall be properly secured, such as a rack to prevent them
from tipping over ar being damaged In this case Ihe medical gas is considered an "operational supply” and net storage
Slorage of medical gas cylinders or containers shall be slored oulside the tent (NFPA 99: 11 3)

ile Units (Trailer)

The maximun: number of people allowed to occupy a room space or building (Qccupant Load)  Occupant foad for any
moh:le unit used for triage must not be less than 100 Ft* per person. [MFPA 131, Tabie 7 3 1 2]

Mobite units shall be located ot less than 10 feet from any building and/or tent, in compliance with [NFPA 101 4.6.1.2)
Means of egress snall be ilummnated and provided with emergency .ighting in compliance with NFPA 101:. Section 20.2 9

Al required means af egress roules must be constantly maintained throughout from any point of arigin within the mabile
unit, to include the exit discharge to the puplic way [NFPA 101 20.2.5,38.25, 7.5.1.1.7 1 10.1)

A 2A10BC Portable fire extinguishing equipment shall be furnished, maintained and placed not mare than 75 feet travel
distance {ravel distance to reach an extinguisher at any one point within a mobile unit. [NFPA 1G1: 11 11.5 & NFPA 10]

Nonllammable medical gas associated wilh patient care shall not exceed a quantity of 12, size E cylinders (300 Cu Ft)
and the fioor area shall not exceed 22,500 Ft?. The container shall be properly secured, such as a rack to prevent them
from tipping over ar being damaged. In this case the medical gas is corsidered an “operational sugply* and not storage.
Storage of medical gas cylinders or containers shall be stored outside the mobile unit (NFPA 99 11.3]

Staff shall have the neans to contacting first responders (fire department, police department) in the event of a disaster
[NFFA 101.217.2 2]

Hospital Facilities

Means of Egress

1

2

All required means of egress routes must be constantly maintained throughout front any point of ongin within the facility,
to nclude the exit discharge to the public way [NFPA101.19251 1821, 1,751 1 7110 )

Conidor widths musl not be reduced lo less than a minimum clear width of 8 feet {96 inches) (NFPA 101 182.3.4

Qccupant Load

The maximun number of people allowed 10 occupy a rooin, space, o7 buiding (Cecupant Load) Cecupant load shali be
in accordance with NFPA 101 Table 7312

Healthcare Use Ft’ per person
Inpatient treatment departments 240
S'ecoing Departments 120
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DEPARTMENT OF HEALTH & HUMAN SERVICES .
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop C2-21-16 ‘ M s
Baltimore, Maryland 21244-1850

CENTERS FOR MEDICARE & MEDICAID SERVICES

Center for Clinical Standards and Quality/Quality, Safety & Oversight Group

Ref: QS0O-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).
e 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/1IDs), 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).
o CMS will end the specified waivers in two groups:
o 60 days from issuance of this memorandum
o 30 days from issuance of this memorandum

Background
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.! 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
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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 concemed
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 concemed 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.2ov/nhsn/covid 1 9/ltc-vaccination-dashboard.html),
including as a result of the implementation and enforcement of Medicare and Medicaid
Programs; Omnibus COVID-19 Health Care Staff Vaccination, 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:
e Resident Groups - 42 CFR §483.10(f)(5)
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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.

e 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.

e 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.

e 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.

e (Quality Assurance and Performance Improvement (QAPI) — 42 CFR §483.75(b)-(d) and
@A)

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.

e Detailed Information Sharing for Discharge Planning for Long-Term Care (LTC)
Facilities - 42 CFR §483.21(c)(1)(viii)

o CMS waived the discharge planning requirement which requires LTC facilities to
assistresidents 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.

e Clinical Records - 42 CFR §483.10(g)(2)(ii)

o CMS modified the requirement which requires long-term care (LTC) 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:
e 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-
19, 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 §§418.110(c)(2)(iv), 483.470(j), 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 §§ 418.110(d)(1)(i) and (e), 483.470()(1)(i)
and (5)(v), and 483.90(a)(1)(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
§§418.110(d)(6), 483.470(e)(1)(1), 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 §§418.110(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)(1)(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)(1)

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 QSO-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 (NATCEP) 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 §483.154(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)(1)(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 NATCEPs.

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 NATCEP 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 NATCEP does not adequately address the components
of the required curriculum specified at 42 CFR §483.152(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 QSO-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.”

Page 5 of 6
288



Contact:
DNH_TriageTeam@cms.hhs.gov for questions related to nursing homes;

QSOG_LifeSafetyCode@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.

/s/
David R. Wright

cc: Survey and Operations Group Management
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STATE OF TENNESSEE

HEALTH FACILITIES COMMISSION
665 Malnstream Drive, Second Flaor
Nashville, Tennessee 37243
Telephone: (616) 741-7221

Fax: (615) 741-7051
Logan Grant Caroline Tippens
Executive Director Ofrector, Licensure and Regulation

Board for Licensing Health Care Facilities PM 86

Policy Memorandum

SUBJECT: ACLF ADMINISTRATOR SERVING MULTIPLE LOCATIONS
DATE: NOVEMBER 22, 2022

POLICY: 86

EFFECTIVE: NOVEMBER 22, 2022

APPROVED: NOVEMBER 22, 2022

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 §, 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. s

Chair, Board for Licensing Health Care Facilities
Cvctene (2,
Caroline Tippens, Esq., CH

Director, Licensure and Regulation
Health Facilities Commission
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STATE OF TENNESSEE
HEALTH FACILITIES COMMISSION
685 Mainstream Drive, Second Floor
Nashville, Tennessee 37243
Telephone: (615) 741-7221

Fax: (615) 741-7051

Logan Grant Caroline Tippens
Execuiive Dlrector Director, Licensure and Requiation

PM 87
Board for Licensing Health Care Facilities

Policy Memorandum

SUBJECT: INACTIVE LICENSE EXTENSION BY ADMINISTRATION
DATE: NOVEMBER 22, 2022
POLICY: 87

EFFECTIVE: NOVEMBER 22, 2022
APPROVED: NOVEMBER 22, 2022

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.

<
4,,4//7/<
Chair, Board for Licensing Health Care Facilities
Caroline Tippens, Esq., CHC

Director, Licensure and Regulation
Health Facilities Commission
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SUBJECT:

DATE:

POLICY:

EFFECTIVE:

APPROVED:

HFC

STATE OF TENNESSEE
HEALTH FACILITIES COMMISSION
665 MAINSTREAM DRIVE, SECOND FLOOR
NASHVILLE, TENNESSEE 37243
TELEPHONE (615) 741-7221
FAX (615) 741-7051

PM 88
Board for Licensing Health Care Facilities

Policy Memorandum

Sharing of Rooms or Suites in ACLF and Tenn. Comp. R. & Regs. 0720-26-
.09(18)(B) [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)(B) 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

P

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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SUBJECT:

DATE:
REVISED:

POLICY:

EFFECTIVE:

APPROVED:

HFC

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

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].

February 1, 2023
March 26, 2025

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.

March 26, 2025

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

PM 90
Board for Licensing Health Care Facilities

Policy Memorandum

SUBJECT: Board Waivers and Interpretative Guidelines — End of Public Health Emergency
(PHE)

DATE: 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-.08(1)(c) regarding admission or retention of
resident with COVID -19 which will extend until February 2024.

EFFECTIVE: April 5, 2023

APPROVED: MZ

Christopher Wilson, M.D., Chaimrman
Board for Licensing Health Care Facilities

(e g

Caroline Tippens, Esq., €.
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 91
Board for Licensing Health Care Facilities
Policy Memorandum
SUBJECT: Rural Emergency Hospital Designation
DATE: June 6, 2023
POLICY: As a result of the expiration of the Emergency Rules concerning the recognition of

Rural Emergency Hospital designation on June 25, 2023, the Board formally
adopts attachment |, in its entirety, until this policy is rescinded by the Board or
until adoption of perinanent rules, whichever occurs first.

EFFECTIVE: June 26, 2023

APPROVED: -
PPt Ly il

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). Statutory authority must be given for each rule change. For information on
formatting rules go to

https://sos.tn.qov/products/division-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 is 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 statute;

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 perfarms such
services as such individual is legally authorized to perform in accordance with
state law and who meets fraining, 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 o receive patients and activate appropriate medical resources
to meet the care needed by patients.

4, has a transfer agreement in effect with a level | or level il 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 haspital 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:

§8-7040 (September 2022) RDA 1693
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(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 applicable rules or statutes of the
Health Facilities Commission.

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.

Rule 0720-14-.06 is amended by adding new paragraph (11), so that as amended, the new paragraph shall read:

(11) Rural Emergency Hospital.

C)

(b)

(c)

(d)

(e)

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.

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 fumish 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
fumishing 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.

A Rural Emergency Hospital may be allowed to own and operate an entity that provides
ambulance services.

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.

A licensed Rural Emergency Hospital may enter into any contracts required to be eligible
for federal reimbursement as a Rural 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

PM 92
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. Ifan 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.
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:
i.  Dementia and cognition;
ii.  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;
ix.  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 of 75 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:
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: AA/ V/PC

Christopher Wilson, M.D., Chairman
Board for Licensing Health Care Facilities

Lot 4, ”W'
Caroline Tippens, Esq, CHC

Director, Licensure and Regulation
Board for Licensing Health Care Facilities
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PM 93
Board for Licensing Health Care Facilities

Policy Memorandum
SUBJECT: CHOW Requirement for Limited Liability Company (LLC)
DATE: June 6, 2023

POLICY:  Forall 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: %—‘4 %/*C_

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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Board for Licensing Health Care Facilities

Policy Memorandum
SUBJECT: Home Medical Equipment (Quinnlee’s Law)
DATE: AUGUST 29, 2023
POLICY: As aresult 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 1, 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

%,. (
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

APPROVED:

)
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Place substance of rules and other info here. Please be sure to indude a detailed explanation of the changes
being made to the listed rule(s}. Statutory authority must be given for each rule change. For infarmation on
formatting rules go to

https:/isos 1n.gov/products/division-publications/rulemaking-quidgelines.

Chapter Number 0720-30
Standards for Home Care Qrganiations
Providing Home KMedical Equipment

Rule 0720-30-.01 Definitions is amended by deleting paragraph (21) and adding new paragraphs (12}, (22) and
(45). and renumbering the remaining paragraphs accordingly, so that as amended, the new paragraphs shall

read.

(12)

(22}

(45)

Contact Person. The individual selecled by the agency who will serve as the paint-of-contact to
communicate with the Health Facilities Commission. The agency must provide a name, title, telephane
number, and electrenic mail address of the contact person on the apprapriate form.
Home medical equipment provider. Any agency which pravides home medical equipment services.
(a) Providers may fail into the following categories:
1. In-state providers who have a physical location,
2. In-state providers who have no physica! location;
3. Out-of-state praviders wha do not have a physical location; or
4. Mail order companies.

{b) Providers wha do not have a physical ocafion must comply with survey requirements and provide
aecess and decumentation to surveyars necessary fa canduct a survey.

(cy Designation on whether or not an agency has a physical location shall be lacated on the agerncy's
wall certificate.

Survey material. Survey material is any material stored in electronic or physical format that may be
necessary 1o conduct a survey. The survey material includes, but is not limited to, parsonne! ftes, patient
medical recards, palicies and procedures, data, backgraund checks, abuse registry checks, facility
reported incidents, litigation and bankruptcy history, current licensure status, copies of investigatians,
discipline records in any cther state in which the provider is licensed, and video records or files, if
availabte.

Authority: T.C.A. §§ 68-11-201, 68-11-202, 68-11-204, 68-11-207, 88-11-208, 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 Pracedures is amended by deleting paragraph (1) and subparagrapht (2)(f) ang
adding new paragraph (1), subparagraphs (2)(f) and (2j(g), and paragraph (5), so that as amended, the new
paragraphs and subparagraphs shail read:

M

No person, partnershig, association, corporstion, or state, county or lacal govesnment unit, or any
divisian, department, board or agency thesed!, shall establish, conduct, operate, or mainitain in the State
of Tennessee any home care organization praviding hame medical equipment without having a licanse.

(a) A license shall be issued to the person or persons named and for the premises listed in the
application for licensure, if a physical location in Tennessee is listed.

{b} The name of the hame care organization providing home medical equipment shall not be changed
withaut first nolifying the Commission in wriling.
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(c) Licenses are not transferable or assignable and shall expire and become invalid annually on the
anniversary date af their originaf issuance.

(d) The license shall be conspicuousty posted in the honte care organization providing home medical
equipment, if 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 application for a license:

(f) The applicant, through the designated conlact person, shall allow the home care organization
providing home medical equipment to be inspected by a Commission surveyor and provide access to
survey matenal. In the event that deficiencies are noted, the applicant shall submit a ptan of
corrective action to the Board that must be accepted by the Board. Once the deficiencies have been
cormmected, then the Board shali consider the application for licensure.

(g) !f a physical lacation in Tennessee is not desired, the provider shall designate the type of category
desired upon initial apptication.

®) Conversion of Designated License Category. if 3 ficensee wishes to convert to a different designated
license categary 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, 53-11-206, 68-11-208, 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 (1){e) and adding
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 license for:

(d) Conduct or practices found by the Board to be detrimental to the heaith, safety, or
welfare of the patients of the agency;

(e Failure to renew the license; and

6] Faiture to comply with survey document requests after three (3) written requests to the cantact
person are made by a surveyor.

(s) When an agency condact person fails to respond to the third wrilten requast for documentation from a
surveyor, the agency shaff be subject b a civil monetary penalty ranging from five hundred dollars
{$500.00) to five thousand dotlars ($5,000.00), and disciplinary action up to revocation of the license. |f
the same violation has occurred within the last twelve (12) months, the civil monetary penally may be
doubled.

Autharity: 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 63-11-208,
and 68-11-226.

Ruie 0720-30-.04 Administration is amended by adding new paragraph (10}, so that the new paragraph shall
read:

(10)  An agency without a physicat location in Tennessee shall not be subject to the requirements of 0720-30-
04(7)-(8).

Authority: T.C.A. §§ 39-17-1803, 39-17-1805, 68-11-201, 68-11-202, 68-11-204, 68-11-206, 68-11-209, 63-11-
226, 68-11-268, and 71-6-121.
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Rule 0720-30-.06 Basic Agency Funclions is amended by deleting paragraph (5) and substituting the foflowing
new language, so that as amended, the new paragraph shall read:

S

Location.

(a) If a provider chaoses to have a physical location in Tennessee, each parent and/or branch shall:

(b}

.
2.

3.

4.
5.

Be located in Tennessee;
Be staffed during normal business hours and have a working teiephone;

Be used for the dispensing, servicing, and storage of home medicat equipment or be used to
provide home medical equipment services;

Meet all tocal zoning requirements; and

Have all required current licenses and/ar permits conspicuously pasted in the agency.

If an agency chooses not to have a physical location in Tennessee, each parent andfor branch shalt:

1.
2.

Be licensed in Tennessee;

Be staffed during normal business hours and have a working telephone and electranic mail
address;

Be used for the dispensing, servicing, and storage of home medical equipment or be used to
provide home medicat equipment services;

Have all required current licenses with appropriate designation and/or permits available for
inspection; and

Upan initial licensure, provide to the Commission the means and method of entry to a virtuai
portal for surveyors to access survey malerial.

Authority: T.C A. §§ 68-11-202, 68-11-206, 68-11-269, 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

§S-7040 (September 2022)

Survey Malerial. The agency shall have writien policies deafing with survey material. Survey matertai shall
be immediately available upon request of a Commission surveyor to the electronic mail address on record

with thre Commission. Survey material is any material stored in electronic or physicat format that may be
necessary to conduct a survey. Survey matenal shalt include, trd is not limited to the following:

(a) Personnel files;

(b) Patient medical records;

(c} Poticies and procedures;

(d} Data;

(e) Background checks;

(f) Abuse registry checks;

(g) Facility reported incidents;
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(h) Litigation and bankruptcy history,
(i) Curent licensure status;
(i) Copies of invesligations;
(k) Discipline records in any ofher state in which the provider is licensed;
() Video records or files, if available.
Authority: T.C.A. §§ 88-11-202, 68-11-209, 68-11-211, 68-11-226, and 68-11-260.
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SUBJECT:

DATE:

POLICY:

EFFECTIVE:

APPROVED:

STATE OF TENNESSEE
HEALTH FACILITIES COMMISSION
665 MAINSTREAM DRIVE, SECOND FLOOR
NASHVILLE, TENNESSEE 37243
TELEPHONE (615) 741-7221
FAX (615) 741-7051

PM 95

Board for Licensing Health Care Facilities
Policy Memorandum
Assisted Care Living Facility Regulatory Standards under 0720-26-.05
February 7, 2024

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 formally adopts
attachment 1, in its entirety, until this policy is rescinded by the Board or until the
permanent rules become effective, whichever occurs first.

February 7, 2024

v

L

Christopher Wilson, M.D., Chairman
Board for Licensing Ilealth Care Facilities

Carollne 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)

(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. 8§ 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. 8§68-11-201(4)(B) $0-$1000

(Provision of Room and Board and Non-Medical
Living Assistance Services)

N

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)

|

T.C.A. 8§68-11-213(i)(2) $0-$3000
(Admission or Retention of inappropriately

Placed Resident. Each resident shall constitute a

separate violation.)

|

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:
&) 1. Willfulness of the violation;
{b) 2. Repetitiveness of the violation;

{€} 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)

(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) Alicensee 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. 88 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
PM 96

Board for Licensing Health Care Facilities
Policy Memorandum
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 conceming “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 aregistered 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

4,4%{'

Christopher Wilson, M.D., Chairman
Board for Licensing Health Care Facilities

APPROVED:

aroline Tippens, Esq. CHC
Director, Licensure and Regulation
Board for Licensing Health Care Facilities
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PM 97
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

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 Number 0720-14
Standards for Hospitals

Rule 0720-14-.07 Optional Hospital Services is amended by deleting sub-paragraph (1)(h) and
adding new sub-paragraph (1)(h), 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)  Successtully 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 facilitics commission;

(i)  Successfully completed an accredited surgical technologist program;

(I) Has not, as of the date of hire, obtained certitication as a surgical
technologist from a national 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.
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(1ii)

(iv)

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; or

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 (1)(j), so that as amended, the new paragraph shall read:

@

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:

(1)

(if)

(iii)

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;

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 certifying body that certifies surgical
technologists and is recognized by the health facilities commission; and

(I) Obtains such certification no later than eighteen (18) months after
completion of the program.

Successfully completed a training program for surgical 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 facilitics
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))

EFFECTIVE: June 5, 2024
Amended: December 11, 2024

o /7). T

Rick Chinn, Chairman

Health Facilities Commission
Luatie £,

Caroline Tippens. Esq. 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:

(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;

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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HFC

www.tn.gov/hfc Phone: 615-741-2364

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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STATE OF TENNESSEE
HEALTH FACILITIES COMMISSION
665 VAINSTREAM DRIVE, SECOND FLOOR
NASHVILLE, TENNESSEE 37243
TELEPHONE (615) 741-7221
FAX (615) 741-7051
PM 98

Board for Licensing Health Care Facilities
Policy Memorandum

SUBJECT: Standards for Temporary Healthcarc Staffing Agencies

DATE: June S, 2024

POLICY:  For purposes of Rule 0720-46-.01, et seq., the statc must begin issuing registrations for
Temporary Healthcare Staffing Agencies on July 1, 2024. The Emergency Rules expired
May 3, 2024, and the permanent rules are not yet effective. Therefore, the Board formally
adopts the following Altachment | (Chapter 0720-46) until this policy is rescinded by the
Board/Commission or until the permarent rules becomc effective, whichever occurs first.

EFFECTIVE: June 5, 2024

APPROVED: MA/Z-’

Christopher Wilson, M.D., Chairman
Board for Licensing Health Carc Facilities

Caroline Tippens, Esq, CHC

Director, Licensure and Regulation
Board for Licensing Health Care Facilities
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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

hilps://sos.tn.qoviproducts/divis! on-publications/rulemaking-quidelines.

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 mailing 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 pragram ar software application 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 techniclan, 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 sfaff.

(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)  Owner. Any person with an ownership interest of five percent (5%) or mare in the agency. Atta Ch

(14)  Person. An individual, firm, corporation, partnership, or assaciation. 1

(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 heaithcare
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 diract 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)

()

@)

(4)

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.

An individual who engages, only on the individual's own behalf, to provide the individual's services on a
temporary basis to a heaithcare facility without the use or involvement of a temporary healthcare staffing
agency Is not required to register under these rules.

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.

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 to 149 staff $2,340.00
7 150 to 174 staff $2,600.00
8 175 to 199 staff $2,860.00
9. 200 staff or more $3.060.00
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(5

(6)

@)

(8)

(9)

(10)

(1)

(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 shali be submitted with the initial application or renewal
application and is not refundable.

An agency seeking registration shall provide the Commission with all information requested in the
application form, 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.

In 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.

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.

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.

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.

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.

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 partnership, 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 to a corporation, a change in the persons who own, hold. or have the power to vote

the majority of any class of securities issued by the corporation.

Authority: T.C.A. § 68-11-2204.

0720-46-.03 Annual Renewal of Registration

(1)

(2)

@)

(4)

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.

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.

If an agency fails to renew its registration prior to the dale of its expiration bul 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.

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 Regquirements 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 Intemal Revenue Services to 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.

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 individual file shall contain current copies
of the following information:

(a) The person's name and address, Social Security number, and date 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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@)

(4)

)

(6)

@)

(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
immunjzations have been received;

] Accurate information as to the education, training, experience and personnel background of the
employee, including documentation that references were verified;

(9) Documentation that each direct care staff contracted with or employed by the agency meets all
licensing, certification, training, and continuing education standards for the pasition 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.0ig.hhs.gov) or the System for Award
Management's Exclusion List (located at https://www.sam.gov);

() 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

() 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.

Healthcare Facllity 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 stafi 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.

Direct Care Staff Agreemenis. The agency musl 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.

Healthcare Facility Agreements. Current and legible copies of contracts, if any, between an agency and a
heaith 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.

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.

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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(8)

(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 facilities 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 Medicald 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.

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 (TDH), 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:

M

(2)

)

4)

©®)

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.

Require the payment of liquidated damages, employment fees, or other compensalion in any contracl
with direct care staff or a healthcare facility, if the direct care staff is hired as a permanent employee of
the heaithcare facility.

Solicit or recruit the current staff of a heaithcare 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.

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.

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 22086.

0720-46-.06 Reporting

o)
(2)

)

A temporary healthcare staffing agency shall submit biannual reports to the Commission.

Biannual reports required by this rule are considered proprietary information that is confidentiai and not
subject lo 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
heallhcare siaffing agency.

Biannual reports must include:
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(a)

(b)

()

)

(e)

(f)

The name, professional licensure or certification, and assigned healthcare facility for each direct
care staff;

The length of time the direct care staff has been assigned to each heaithcare facility and the total
hours worked;

A detailed listing of the average amount charged during each reporling period to a healthcare
facility for each category of direct care staff providing services to the healthcare facllity. “Average
amount charged” shall mean the average hourly rates or set pricing charged to a health care
facillty by an agency for each applicable individual direct care staff.

A detailed listing 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 personne!;

The agency's cerlification 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
tralning and continuing education standards for the position with the healthcare facility throughout
the entirety of the reporting period; and

The agency's certification that each direct care staff contracted 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 provision of these rules, the
Commission may impose any of the following actions separately or in any combination deemed
appropriate to the offense:

(a)

(b)

(c)

(d)

(e)

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.

Registration Suspension - this is a formal 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.

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.

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.

Civil penalty — A monetary disciplinary action assessed by the Commission.

(2) Once ordered, probation, suspension, revocation, assessment of a civil penaity, 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 petilions for an Order of Compliance 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 ali 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 alf 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 thal prove compliance with all the terms or condilions of
the previously issued order, If proof of compliance requires testimony of an
individuai(s), including that of the petitroner, the 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
(i) 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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(c)

Commission’s staff and a Notice of Hearing will be filed to be heard by an Administrative
Law Judge sitting alone.

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:

Attormey for Petitioner:
Attorney’s Mailing Address:
Attomey'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)

™.

2.

Note —

An order issued reflecting that compliance; or

An order issued reflecting that compliance and:lifting a previously ordered suspension or
probation; or

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

4)) Civil Penalties

(a)

(b)

Purpose - The purpose of this rule is to set out a schedule designating the minimum and
maximum civil penaities which may be assessed.

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 knaowingily 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.

() 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 less than $500 and not more
than $1000.
3. Type C civil penalties may be assessed in 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;
(i) 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 resuit 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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665 MAINSTREAM DRIVE, SECOND FLOOR
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PM 99
Board for Licensing Health Carc Facilities

Policy Memorandum

Home Medical Equipment Disaster Preparedness Waiver Request of
Rules 0720-30-.14(1) and 0720-30-.14(2)

June 5, 2024

As a result of “Quinnlee’s Law,” out-of-state providers are being licensed in
Tennesscc 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 cstablish and
maintain communication with TEMA may request a waiver of the above cited
rules.

The requestor must:

(1) 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.

June 5, 2024

%A//,‘Vé

Christopher Wilson, M.D., Chairman

Board for Licensing Health Caré. .

Caroline Tippens, Esq, CHC
Director, Licensure and Regulation
Board for Licensing Health Care Facilitics
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State of Tennessee

Health Facilities Commission

502 Deaderick Street, 9™ Floor, Nashville, TN 37243
www.tn.gov/hsda Phone: 615-741-2364

HEC
SUBJECT: INTERPRETATION AND TEMPORARY WAIVER OF RULES
RELATED TO HURRICANE HELENE
DATE: October 23, 2024
POLICY: #100

EFFECTIVE: 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. 105, 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 1135 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 1135 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
whigtlever date that CMS repeals the 1135 waivers, whichever comes first.

hinn, Chair ¢qf Grant, Executive Director

1 Facilities Commission

Mr. Rick
Health Facilities Commission
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STATE OF TENNESSEE

EXECUTIVE ORDER

BY THE GOVERNOR

No. 105

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, |, 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 tunc to 12:01 a.m., Central Time, on September
27,2024:

EXHIBIT
1
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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.

The provisions of Tennesseec Code Annotated, Section 63-10-207(a) and (c), are
hereby suspended to allow a pharmacist 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.

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).

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.

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.

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.

The provisions of Tennessee Code Annotated, Sections 55-6-101(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.

In accordance with Tennessee Code Annotated, Section 47-18-5103, 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 listed in Tennessee Code Annotated, Section 47-18-
S103(a)(1), 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.

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 Tennessee 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 (1) 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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A vehicle may transport a divisible or non-divisible 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.

The outer bridge span of any five-axle truck tractor/semi-trailer
combination shall be no less than fifty-one feet (51°).

The overall dimensions of a vehicle and load shall not exceed:
i.  One hundred feet (100") in length;

ii. Fourteen feet, four inches (14" 47) in height on the Interstate
Highway System, except on Interstate 55, and thirteen feet, six
inches (13" 6”) in height on Interstate 55 and any other highway on
the National Highway System; or

iii.  Fourteen feet, six inches (14’ 6”) in width.

Vehicles that do not exceed ten feet (10°) in width may travel seven (7) days
per week during daylight or nighttime hours without any time restrictions.

Vehicles transporting FEMA or other mobile housing units exceeding ten
feet (107) 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:

i.  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.

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.

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.

332



10.

11.

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.

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.

[n 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.

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 support 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 thc 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 terms of this

Order.

13.  The relevant provisions of Tennessee Code Annotated, Sections 62-6-102(4)(A)(1),
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)(1)(C), 62-13-
103(a). and 62-13-301, are hereby suspended only to the exlent necessary to permit
vacation lodging services licensed pursuant to Tennessee Code Annotated, Section
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 providing relief services to persons
atfected by the severe weather or who are victims of the severe weather periods
longer than tourteen (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.

15.  All state agencies are encouraged to work with persons adversely aftected 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, rule, 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 eftect until 11:59 p.m., Central Time, on November 10, 2024,
at which time the suspension of any state laws and rules shall ceasc and be of no further force and

effect.
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IN WITNESS WHEREOQOF, 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:

Wbyt

SECRETARY Off STATE
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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.?

EXHIBIT
2

@ FEMA Page 1 of 1

Page printed at fema.gov/press-release/20240928/president-joseph-r-biden-jr-approves- 10/01/2024
emergency-declaration-tennessee
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DETERMINATION 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 4_""‘%‘

Date Xavier Becerra

EXHIBIT
3
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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://cmsqualitysupport.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 (CAHSs), 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.

« Maedical Staff. CMS is waiving requirements under 42 CFR §482.22(a)(1)-(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)(1)-(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

ALURCALD SERVICTS

FINAL 338 09/3042024

EXHIBIT

4




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 1135(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 Il of the ADA and the O/mstead 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 heaith 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”

e 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

+ CMSiis 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 (MDS). 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)(1).

* 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 (M) 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 Extendingthe 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.

* [nitial Assessments. CMS is waiving the requirements at 42 CFR §484.55(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/I1ID)

» 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?

Durable Medical Equipment, Prosthetics, Orthotics and Supplies (DMEPQS)

*  When DMEPQOS 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 Il of the ADA and the O/mstead vs LC decision, States are
obligated to offer/ providedischargeplanning 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 caurse 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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(Cms

CENTURS 08 MODICANE & MUDICAIT SERVILTS

» 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 101: Section 11.11.

2. All tent fabric shall meet the flame propagation performance criteria contained in Test Method 2 of NFPA 701
[NFPA 101:11.11.2.1].

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: 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 & 11.11.3.5]

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 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 tent. [NFPA 101: 11.11.5 & NFPA
10] If a fuel fired heater is used, a 2A 10BC 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 Ft? 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 Ft* 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 Ft>. 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:

(] EXHIBIT
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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 Ft? per person. [NFPA 101: Table 7.3.1.2]

Mobile units shall be tocated not less than 10 feet from any building and/or tent, in compliance with [NFPA 101:
4.6.1.2]

Means of egress shall be illuminated and provided with emergency lighting in compliance with NFPA 101: 20.2.9.

Al 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]

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]

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 Ft>. 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]

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

L

2:

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 public way. [NFPA 101:19.2.5.1,19.2.1, 1, 7.5.1.1, 7.1.10.1]

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 Ft* 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, | 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.qov
e 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: EXHIBIT
o Elizabethton: 1749 Hwy 19E, Elizabethton, TN 37643
o Jonesborough: 306 Forest Dr., Jonesborough, TN 37659 6
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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.
i
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HFC

STATE OF TENNESSEE
HEALTH FACILITIES COMMISSION
665 MAINSTREAM DRIVE, SECOND FLOOR
NASHVILLE, TENNESSEE 37243
TELEPHONE (615) 741-7221
FAX (615) 741-7051

PM 101
Policy Memorandum
SUBJECT: CHOW Requirement for Limited Liability Company (LLC)
DATE: February 26, 2025
POLICY:  This policy shall supplement Policy 93.

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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HFC

STATE OF TENNESSEE
HEALTH FACILITIES COMMISSION
665 MAINSTREAM DRIVE, SECOND FLOOR
NASHVILLE, TENNESSEE 37243
TELEPHONE (615) 741-7221
FAX (615) 741-7051
PM 102

Policy Memorandum

SUBIJECT: Hospital Exceeding Bed Capacity

DATE:

POLICY:

February 26, 2025

This policy allows a hospital facility to request a waiver of bed capacity for a period not to

exceed three (3) months, if the following information is provided at the time of the waiver
request:

Provide the number of beds requested under the waiver;

Provide the reason for the increase in bed capacity to include a
description of the illness causing the need;

Provide an attestation that required staffing levels can be met;
Provide the expected average length of stay;

Provide an attestation that staffing levels can be maintained if the
expected length of stay is exceeded;

Provide a description of the location and area of the overflow;

In accordance with this policy, Commission staff may:

1.
2

administratively approve the waiver;
administratively approve the waiver with conditions to protect the health, safety,

and welfare of the patients;
deny the waiver and request appearance before the Commission at the next

regularly scheduled Commission meeting.

Notification to the Commission shall be made at the next regularly scheduled Commission
meeting.

This policy shall remain into effect until the Commission’s rules are amended or the
Commission rescinds this policy.

EFFECTIVE: February 26, 2025

APPROVED:

Exécutive Director
Health Facilities Commission
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State of Tennessee

Health Facilities Commission
502 Deaderick Street, 9" Floor, Nashville, TN 37243
www.tn.gov/hsda Phone: 615-741-2364

HFC

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:

e Provide the number of residents who shall be transferred into the facility from a sister facility
from in or out-of-state;

e Provide the reason for the increase in bed capacity (e.g. flood, fire, hurricane, natural disaster,
etc.);

e 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:
L&fﬂm rant

Logan Grant, Executive Director

Health Facilities Commission
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HFC

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:

o 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);

e 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);

e 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

e 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:
Lﬁiﬁ/fx ranl
Logan Grarit

Executive Director
Health Facilities Commission
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