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It is critically important that health 
professionals and support staff are 
prepared for disasters to safeguard 
themselves and the community 
during disasters. In the US there has 
been a significantly heightened focus 
on disasters since the terrorist attacks 
of September 11, 2001 in New York; 
despite this, it is evident that health 
professionals and support staff may 
not be adequately prepared for 
disasters (4) as an integrative 20 year 
literature review states (1). 

On September 8, 2016 the Centers 
for Medicare & Medicaid Services 
(CMS) published the long-expected 
final Emergency Preparedness Rule 
(2) for health care preparedness after 
an extended comment period that 
began in 2013. CMS wants to ensure 
that all healthcare providers and 
facilities have an effective emergency 
preparedness plan in place at all 
times. This new EP Rule has been 

in development since shortly after 
Hurricanes Katrina and Rita in 2005. 
Recent disasters from hurricanes and 
flooding in eastern and gulf coast 
states to wildfires in the western states 
have forced the evacuation of many 
hospitals and health care facilities. 
These disasters put the health and 
safety of healthcare patients and staff 
--- and the public at large --- at great 
risk. Following a disaster, significant 
numbers of survivors are likely to 
experience injuries and exacerbation 
of chronic diseases just when those 
vital healthcare services themselves 
are disrupted (3, 4, 5, 6). 

Emergencies fall on a continuum 
from disruptive to disastrous. The four 
phases of emergency management are 
mitigation, preparedness, response, 
and recovery. These phases occur over 
time: mitigation and preparedness 
occur before an emergency, while 
response and recovery occur during 
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and after an emergency. An emergency is an unexpected event that 
significantly disrupts the organization’s ability to provide care or that 
results in an increased demand for services. Emergencies can be 
either human-made (terrorist, unrest) or natural (such as an electrical 
system failure, hurricane or tornado) or a combination of both. A 
disaster is a type of emergency that, due to its complexity, scope, or 
duration threatens the organization’s capabilities and requires outside 
assistance to sustain patient care, safety or security functions. 

“Situations like the recent flooding remind us in the event of an 
emergency, the first priority of health care providers and suppliers is 
to protect the health and safety of their patients,” said CMS Deputy 
Director and Chief Medical Officer Patrick Conway, MD. “Preparation, 
planning and one comprehensive approach for emergency 
preparedness is key. One life lost is one too many.” (7) 

www.FEMA.org

Enforcement of the new EP Rule began November 16, 2017. 
Coincidentally, 2017 was a record year for US weather and climate 
related disasters. In fact, while FEMA recognized 137 separate “Major 
Disaster Declarations” (8) in 2017, about an average number for the 
past decade, the severity and number of people affected by these 
disasters made them catastrophic in loss of lives and total costs. 
Twelve of these disasters cost $1 billion to $3 billion; but these top 
four 2017 disasters were major contributors to the record $306 billion 
in 2017 disaster losses (9).

Hurricane Harvey		  August: 			   $125 billion
Hurricane Maria		  September:		  $90 billion
Hurricane Irma		  September: 		  $50 billion
California firestorms	 October-December	 $18 billion

(9)

The US federal government disaster response is managed by the 
Federal Emergency Management Agency  (FEMA) under the umbrella 
of the Department of Homeland Security (DHS). The FEMA website at 
www.FEMA.gov provides a wealth of information, tools and historical 
data regarding disasters and emergency response. The DHS has 
determined several “Essential Support Functions” (ESF) that direct US 
emergency/disaster response. ESF #6 (Mass Care/Human Services) and 
ESF #8 (Healthcare) are closely aligned with health care preparedness 
plans including evacuation and emergency shelters.

In March 2018, Brock Long, Director of FEMA wrote: 
“Today I released FEMA’s 2018-2022 Strategic Plan, not just to guide 
FEMA as an Agency as we lead the way to a more resilient nation, 
but to serve as a strategy and an anchor for the whole community. 
We cannot accomplish this by simply improving and expanding 
our programs and processes. We, as nation, must address some 
fundamental, cultural issues in order to become resilient. Resiliency is 
more than just strengthening our buildings and other infrastructure, 
it’s making sure that our citizens have the proper tools and skill 
sets to reduce the impact of future disasters. This isn’t just our plan 
though; this plan will be a roadmap for the future of emergency 
management.

We as individuals need to get back to a “be prepared” mentality 
that served the nation through periods of both war and peace in 
the past, through periods of economic prosperity and during times 
of personal and national austerity. No matter how challenging the 
time, America has always been and will always be strongest when 

Major Disaster Declarations
•	2005	 =	155
•	2006	 =	143
•	2007	 =	136
•	2008	 =	143
•	2009	 =	115
•	2010	 =	108

•	2011	 =	242
•	2012	 =	112
•	2013	 =	95
•	2014	 =	84
•	2015	 =	79
•	2016	 =	72
•	2017	 =	137

https://www.fema.gov/strategic-plan
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we ensure that our people are strong. Embracing this culture of 
preparedness starts not in Washington, DC, but at home.” (10)

The new CMS EP Rule has been in the making for more than a 
decade in response to the Office of the Inspector General’s 2006 post 
Hurricane Katrina report. The OIG review examined the experiences 
of selected nursing homes in five Gulf Coast States during the 2005-
06 hurricanes on the completeness of their emergency preparedness 
plans. The results were disturbing: 
	 •	 94% met Federal CMS standards for emergency plans
	 •	 80% had conducted sufficient emergency training of staff
	 •	 100% experienced disaster-related problems 

Despite having a disaster plan and required staff training, 100% of the 
sampled SNF’s experienced disaster problems whether they evacuated 
or sheltered in place. Issues from the OIG report included: contracts 
were not honored, lengthy travel times, host facilities that were 
unavailable or inadequately prepared, inadequate staff, insufficient 
food and water, administrators and staff often did not follow their 
emergency plan, emergency plans often lacked provisions, and 
lack of collaboration between State & local emergency entities. (11)  
CMS concluded that the current regulatory requirements were not 
comprehensive enough, so the new requirements mandate certain 
preparedness standards. Further, emphasis is placed on preparedness 
planning (rather than response to a disaster) and one comprehensive 
approach across the continuum of health care providers to ensure 
coordination and communication. The well-publicized experiences 
of Methodist Hospital in New Orleans, Louisiana, during Hurricane 
Katrina in 2005 led to publication of their “lessons learned” which 
include specific considerations for nutrition and nutrition support. (5) 

NEW CONDITION OF PARTICIPATION RULE

In 2013, CMS published the proposed emergency preparedness 
rule for comment by stakeholders. The final rule was published on 
September 15, 2016 and addressed the thousands of comments CMS 
received on the proposed rule. (CMS received the highest number of 
comments ever on this proposed rule.) The final 651 page rule was 
reorganized for clarity and includes CMS responses and rationale for 
the final Rule, but mostly closely followed the original proposed EP 
Rule. This EP Rule applies to seventeen levels of health care providers, 
both inpatient and outpatient providers, (12) including acute hospitals, 
psychiatric hospitals, critical access hospitals, skilled nursing facilities, 
intermediate care facilities, hospice providers, outpatient surgery 
centers and dialysis centers. Elements of the EP Rule that apply to all 

provider types include requiring a comprehensive emergency plan, 
policies and procedures, communication plan and training/testing 
the emergency plan by each provider.  

The new EP Rule for all provider-types was effective November 15, 
2016 but is being implemented in two phases. Some requirements 
were to be met immediately as these requirements were generally 

BEST PRACTICE 
STANDARDS

The new rule requires Medicare and Medicaid participating 
providers and suppliers to meet the following four common 
and well known industry best practice standards: 

	 Emergency plan: 
Based on a risk assessment, develop an emergency 
plan using an all-hazards approach focusing on 
capacities and capabilities that are critical to 
preparedness for a full spectrum of emergencies 
or disasters specific to the location of a provider or 
supplier.

	 Policies and procedures: 
Develop and implement policies and procedures 
based on the plan and risk assessment.

	 Communication plan: 
Develop and maintain a communication plan that 
complies with both Federal and State law. Patient care 
must be well-coordinated within the facility, across 
health care providers, and with State and local public 
health departments and emergency systems.

	 Training and testing program: 
Develop and maintain training and testing programs, 
including initial and annual trainings, and conduct 
drills and exercises or participate in an actual incident 
that tests the emergency plan.

1

3

4

2
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already part of the Conditions of Participation, such as having 
an emergency plan. Other requirements were phased in and 
enforcement began November 16, 2017.  Another year is allowed for 
the last element related to emergency generators. 

A critical element of the new EP Rule is the requirement for each 
health care entity to apply an all-hazards approach to assess their risk 
or vulnerability for a disaster or emergency; their patient population; 
their capabilities; and their capacity to care for their patients, staff, 
and visitors. This assessment, known as a Hazard Vulnerability Analysis 
(HVA), identifies potential hazards, threats, and adverse events and 
their impact on the care of patients. The EP plan includes a plan to 
coordinate with federal, state, tribal, regional, and local emergency 
preparedness systems and collaborate with relevant parties in the 
community. The DHS has promoted the formation of Healthcare 
Coalitions throughout the US and programs such as the Emergency 
System for Advance Registration of Volunteer Health Professionals 
(ESAR-VHP) for better collaboration and utilization of healthcare 
resources. 

Every disaster will demand various resources as disasters are very 
different according to time, place, and their extent. In a critical 
situation, great efforts should be made to ensure that each person 
receives proper care and that lives are preserved. A well-organized 
disaster preparedness plan and effective community participation are 
crucial to mitigate the impacts of a natural disaster. Disaster healthcare 
management is a systematic process that deals with the challenges of 
planning in order to improve and reduce the healthcare consequences 
of natural disasters. The process involves administrative, organizational, 
and operational-decision-making skills in order to be successful (3).   
Each health care facility or provider will therefore need a customized 
emergency operations plan that addresses their locality, their hazards, 
their capabilities, and their preparedness plan. And the plan must 
include shelter-in-place as well as evacuations. An effective EP Plan 
supports a level of preparedness that is scalable to emergencies or 
disasters that may escalate in complexity, scope, or duration.  
     
IMPORTANCE OF FOOD AND WATER PREPAREDNESS PLANS

A disaster preparedness plan functions as a tool to carry out three main 
purposes: prevent chaos through established leaders and workers; 
oversee efforts of emergency disaster relief; and plan for future natural 
disasters through research and evaluations (4). Although limited, 
there are valuable documented healthcare responses to disasters 
across the world ranging from USA, Vietnam, Japan, India and Iran. 
While the type of disaster was different, each experience validates 

that in order to respond quickly to disasters; medical supplies, food, 
and hygiene items should be stored in accessible warehouses in case 
of an emergency. In many past disasters, there was no control on 
how to send and receive donations and this led to waste of many 
resources. Food supplies must consider the needs of different groups. 
Using nutrition experts to offer advice, determining the specific diets 
in times of a disaster, and using health professionals to monitor 
closely the sites of food and drinking water in terms of preparation, 
distribution, and storage during the disaster are crucial (3). Specific 
responsibility for maintaining food safety was also emphasized. 

The disaster preparedness and recovery literature have documented 
the extreme vulnerabilities of the older person, poor women, 
children, diabetic persons, dialysis patients, psychiatric patients, 
and the obese person (13, 14, 15, 16, 17). Further, evacuations of the 
elderly are fraught with complexities and risks beyond the actual 
disaster. Following an emergency/disaster evacuation, the elderly 
nursing home residents may experience a 50% increase mortality in 
the following six months (18, 19, 20). 

In the CMS press release just prior to the publication of the EP Rule, 
CMS declared that  “The final Rule will require all inpatient providers 
to meet the subsistence needs of staff and patients, whether they 
evacuate or shelter in place, including, but not limited to, food, 
water, and supplies.” (7) This is a more comprehensive approach than 
is commonly observed. The RDN, CDM and/or food service director 
will be critically involved in a healthcare facility’s comprehensive 
emergency plan for provision of food and water for not only 
patients/residents but also staff and visitors(21). Furthermore, this 
food and water plan must be functional for shelter-in-place as well 
as evacuations.  

In the Rule, CMS also states that they expect inpatient providers as a 
routine measure and customary business practice to currently have 
food, water, supplies, alternate sources of energy to provide electrical 
power, and the maintenance of temperatures for the safe and sanitary 
storage of provisions. Additionally, CMS expects that providers have 
agreements with their vendors to receive additional supplies within 
24-36 hours in the event of an emergency; as well as arrangements 
with a back-up supplier in the event that the disaster affects the 
primary supplier. 

Notably, the EP Rule stops short of imposing a requirement that 
providers must keep a specified quantity of food and water on hand 
in the event of a disaster. CMS believes that providers should have the 
flexibility to determine what is adequate based on their respective 



SUMMER 2018  I  CONNECTIONS  I  5

continued on page 6

location and characteristics of the facility. CMS recognizes that a larger 
stockpile may exceed storage capacity in some facilities and pose an 
unnecessary economic impact on a provider. Some analysts have 
suggested that keeping this part of the EP Rule vague allowed CMS 
to state that there is no additional cost burden for compliance with 
the new EP Rule. However, the EP Rule requires that facilities maintain 
a documented inventory of the emergency/disaster resources and 
assets it maintains on site. Failures in recent disasters have also 
necessitated that CMS state that emergency supplies must be stored 
to protect from possible flooding such as not using basements. 

No specific menu requirements nor even the specific words 
“therapeutic diets” appear in the new CMS Rule. However, many states 
have regulations with more specific requirements or regulations for 
emergency food, menus, water, and supplies. The most restrictive 
regulation must be met in those states.  

SELF-SUFFICIENT

The new CMS Rule clearly states their expectation that all healthcare 
communities and providers be self-sufficient for 48 hours. At the 
onset of a disaster, CMS believes that all providers will have on hand 
two to three days of supplies and other community resources can be 
accessed within that time frame. Notwithstanding this statement, the 
emergency preparedness plan for each health care facility or provider 
must include their specific all-hazard analysis risk for a disaster or 
emergency, their patient population, and their capabilities and capacity 
to care for their patients, staff, and visitors. Therefore, the amount of 
food, water, and supplies required to be stockpiled may exceed the 48-
hour period minimum cited by CMS. The healthcare facility plan must 
address a continuity of operations strategy for alternative sites for care 
or treatment in a disaster or emergency, including re-location within 
the facility and plans if utilities are disrupted. 

In addition to sufficient supplies to serve a healthcare facility’s 
patients, providers must also plan for staff support (for example, 
housing, transportation, and incident stress debriefing) and family 
support needs of staff (for example, child care, elder care, pet care 
and communication.) 

The EP plan must address how the facility will manage a potential 
increase in demand for clinical services. This is known as the potential 
for community surge. It is recognized that disaster victims and in-
patients are often accompanied by their whole family which can 
rapidly increase demand for care and stress supplies during a disaster. 

EMERGENCY WATER MANAGEMENT 

Critical to disaster response and recovery is supplying clean and safe 
water. Water is a highly regulated commodity with its own regulations 
to follow for safe storage and handling. Resources have been 
developed by the California Association of Health Facilities (CAHF) to 
assist providers in developing policy and procedures to address the 
water needs of their healthcare facilities during an emergency event 
(22). 

The American Red Cross guidelines for emergency water suggest 
storing a minimum of at least one gallon of water per person, per 
day for proper hydration (including patients, staff, and potential 
surge.) This allows two quarts for drinking water and beverages and 
two quarts for food preparation. The health care facility’s EP plan will 
determine the number of days of water storage and the number of 
prospective people. However, check State or local regulations which 
may be different than this typical standard of practice.

CMS SURVEY

The annual survey process is guided by the Interpretive Guidelines 
for Surveyors which for the EP Rule were published in summer 2017. 
These survey guidelines are critical to understanding the expectations 
from surveyors and how emergency preparedness will be evaluated.  
The CMS website has many resources for implementation of the new 
CMS EP Rule at www.CMS.gov where one can download documents 
such as the surveyor training tools (23) and Interpretive Guidelines for 
Surveyors (24), FAQ’s, and the full text of the EP Rule (2).

The new CMS EP Rule necessitated creation of EP Tags that cross all 
types of providers (rather than the familiar “A-tags” or “F-Tags.”) There 
are 44 separate EP tags that were published for the survey process(25). 
Food and nutrition professionals specifically should review:  

	 •	 EP Tags 0001, 0004, 0006, 0007, 0009 Emergency 
		  Preparedness (EP) Program
	 •	 EP Tags 0013 Policies and Procedures
	 •	 EP Tag 0015 Subsistence needs for staff and patients 
	 •	 EP Tag 0020 Evacuation
	 •	 EP Tag 0022 Sheltering
	 •	 EP Tag 0036 EP Training and Testing
	 •	 EP Tag 0037 EP Training Program
	 •	 EP Tag 0041 Emergency Power

During the first few months of CMS surveys of this new EP Rule, 
emphasis has been on the written emergency plan, staff training, and 
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testing the EP plan with drills. Leaders in emergency preparedness 
expect that the survey process will be ever-evolving with application 
of new learnings from actual disasters. An example of this might 
be lessons from 2017 Hurricane Irma when more than 300 Florida 
hospitals and skilled nursing facilities evacuated followed by 
disruption of electricity in other facilities which caused actual harm 
to vulnerable patients in the days following(19, 20).

Hospitals, skilled nursing facilities, and other health care providers 
may elect to become certified by a healthcare accrediting 
organization such as the Joint Commission on Accreditation or other 
similar private organizations. These organizations develop their own 
set of standards which are then submitted to CMS for approval. Once 
approved, facilities who meet these standards may receive “deemed 
status” which some States accept as evidence of compliance with the 
CMS Rules. The Joint Commission is still undergoing this CMS process 
and is expected to publish their Hospital Requirements (EM Chapter) 
in summer 2018. https://www.jcrinc.com/ 

DISASTER RESEARCH NEEDED

Evaluation during actual disasters and the use of validated 
competencies and tools to deliver and evaluate disaster preparedness 
will enhance knowledge of best practice preparedness. However, in 
a comprehensive literature review of 36 research articles, authors 
concluded only five were rated as validated research methods. (1) 
“Our country needs ongoing … training,” University of South Florida 
Professor Kathryn Hyer testified before the U.S. Senate Special 
Committee on Aging following Hurricane Irma. “We need consistent 
research funding to evaluate disasters. We know that disasters will 
continue to occur, and we must be prepared” (20).

The US Department of Health and Human Services is facilitating the 
exchange of best practice resources for disaster preparedness and 
response on a robust website dubbed “TRACIE” which has these 
sections: (TR) Technical Resources: a self-service collection of disaster 
medical, healthcare, and public health preparedness materials 
searchable by keywords and functional areas; (AC) Assistance center 
for one-on-one consultation; and (IE) Information Exchange (26). 
Currently there are virtually no healthcare provider resources posted 
here for provision of food and nutrition during disasters.  

Consistent and comprehensive emergency preparedness of all 
providers across the continuum of healthcare will enhance the 
resiliency of providers and their community, and prevent loss of life 
while reducing disaster recovery costs. Registered Dietitians, Certified 
Dietary Managers and food service directors must undertake their 

vital part in required disaster preparedness and, when called upon, 
implement disaster recovery for survivors by the provision of life 
sustaining food and nutrition to ensure people will stay nourished 
while experiencing any crisis. 
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Ms. Tincher states, I regularly hear stories from Registered Dietitians 
who have “stepped” up during real emergencies or disasters to meet 
the needs of their patients, staff and communities. Key lessons that 
they have graciously shared with me include: 

•	 Staff may have difficulty returning to their healthcare facility due 
to authorities controlling roadways and leadership may need to 
intervene so provide ID’s in advance

•	 Staff, including physicians, often bring family members and even 
pets, to shelter at their hospital or facility

•	 Water becomes very scarce during disasters and afterwards 
facilities double the amount of water they store

•	 Plan method for retrieving and communicating diet order records 
when computers are inaccessible

•	 Staff feeding will require larger than expected food amounts and 
lots of snacks

•	 A key role of facility leadership is caring for the psychological 
well-being of their staff; many staff may also have their own 
homes and families at risk in a disaster.  

•	 Verify if the electronic medical records system emergency order 
transmittal includes the diet order in case of an evacuation

•	 Garbage and smelly refuse piles up in a disaster so plan ahead for 
disposables and lots of refuse bags and a place to store until after 
the disaster

•	 The Academy Foundation offers assistance to RDN’s who have 
themselves become victims of a disaster
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