
 

Final Rule: Emergency Preparedness Regulations for Home Health Agencies 

(§ 484.22) 

The following text, from the Final Rule, is specific to home health agencies. The deadline for full 

implementation is November 15, 2017.  Home health agencies not in compliance will be cited. 

Comments and responses (starting on page 5) have been included to aid in understanding the intent of 

the requirements. 

Note: Accredited agencies should not assume that full compliance has been achieved and should review 

each requirement carefully to identify any gaps in compliance. 

Need assistance? Call us at 772-631-3707. 

PART 484—HOME HEALTH SERVICES 

Condition of participation: Emergency preparedness. 

The Home Health Agency (HHA) must comply with all applicable Federal, State, and local emergency 

preparedness requirements. The HHA must establish and maintain an emergency preparedness program 

that meets the requirements of this section. The emergency preparedness program must include, but 

not be limited to, the following elements: 

(a) Emergency plan. The HHA must develop and maintain an emergency preparedness plan 

that must be reviewed, and updated at least annually. The plan must do all of the following: 

(1) Be based on and include a documented, facility-based and community-based risk 

assessment, utilizing an all-hazards approach. 

(2) Include strategies for addressing emergency events identified by the risk assessment. 

(3) Address patient population, including, but not limited to, the type of services the 

HHA has the ability to provide in an emergency; and continuity of operations, including  

delegations of authority and succession plans. 

(4) Include a process for cooperation and collaboration with local, tribal, regional, State, 

and Federal emergency preparedness officials' efforts to maintain an integrated 

response during a disaster or emergency situation, including documentation of the 

HHA's efforts to contact such officials and, when applicable, of its participation in 

collaborative and cooperative planning efforts. 

  



 

(b) Policies and procedures. The HHA must develop and implement emergency preparedness 

policies and procedures, based on the emergency plan set forth in paragraph (a) of this section, 

risk assessment at paragraph (a)(1) of this section, and the communication plan at paragraph (c) 

of this section. The policies and procedures must be reviewed and updated at least annually. At 

a minimum, the policies and procedures must address the following: 

(1) The plans for the HHA's patients during a natural or man-made disaster. Individual 

plans for each patient must be included as part of the comprehensive patient 

assessment, which must be conducted according to the provisions at § 484.55. 

(2) The procedures to inform State and local emergency preparedness officials about 

HHA patients in need of evacuation from their residences at any time due to an 

emergency situation based on the patient's medical and psychiatric condition and home 

environment. 

(3) The procedures to follow up with on-duty staff and patients to determine services 

that are needed, in the event that there is an interruption in services during or due to an 

emergency. The HHA must inform State and local officials of any on-duty staff or 

patients that they are unable to contact. 

(4) A system of medical documentation that preserves patient information, protects 

confidentiality of patient information, and secures and maintains the availability of 

records. 

(5) The use of volunteers in an emergency or other emergency staffing strategies, 

including the process and role for integration of State or Federally designated health 

care professionals to address surge needs during an emergency. 

 

(c) Communication plan. The HHA must develop and maintain an emergency preparedness 

communication plan that complies with Federal, State, and local laws and must be reviewed and 

updated at least annually. The communication plan must include all of the following: 

(1) Names and contact information for the following: 

(i) Staff. 

(ii) Entities providing services under arrangement. 

(iii) Patients' physicians. 

(iv) Volunteers. 

(2) Contact information for the following: 

(i) Federal, State, tribal, regional, or local emergency preparedness staff. 

(ii) Other sources of assistance. 

(3) Primary and alternate means for communicating with the HHA's staff, Federal, State, 

tribal, regional, and local emergency management agencies. 

(4) A method for sharing information and medical documentation for patients under the 

HHA's care, as necessary, with other health care providers to maintain the continuity of 

care. 



(5) A means of providing information about the general condition and location of 

patients under the facility's care as permitted under 45 CFR 164.510(b)(4). 

(6) A means of providing information about the HHA's needs, and its ability to provide 

assistance, to the authority having jurisdiction, the Incident Command Center, or 

designee. 

 

(d) Training and testing. The HHA must develop and maintain an emergency preparedness 

training and testing program that is based on the emergency plan set forth in paragraph (a) of 

this section, risk assessment at paragraph (a)(1) of this section, policies and procedures at 

paragraph (b) of this section, and the communication plan at paragraph (c) of this section. The 

training and testing program must be reviewed and updated at least annually. 

(1) Training program. The HHA must do all of the following: 

(i) Initial training in emergency preparedness policies and procedures to all new 

and existing staff, individuals providing services under arrangement, and 

volunteers, consistent with their expected roles. 

(ii) Provide emergency preparedness training at least annually. 

(iii) Maintain documentation of the training. 

(ii) Demonstrate staff knowledge of emergency procedures. 

(2) Testing. The HHA must conduct exercises to test the emergency plan at least 

annually. The HHA must do the following: 

(i) Participate in a full-scale exercise that is community-based or when a 

community-based exercise is not accessible, an individual, facility-based. If the 

HHA experiences an actual natural or man-made emergency that requires 

activation of the emergency plan, the HHA is exempt from engaging in a 

community-based or individual, facility-based full-scale exercise for 1 year 

following the onset of the actual event. 

(ii) Conduct an additional exercise that may include, but is not limited to the 

following: 

(A) A second full-scale exercise that is community-based or individual, 

facility-based. 

(B) A tabletop exercise that includes a group discussion led by a 

facilitator, using a narrated, clinically-relevant emergency scenario, and 

a set of problem statements, directed messages, or prepared questions 

designed to challenge an emergency plan. 

(iii) Analyze the HHA's response to and maintain documentation of all drills, 

tabletop exercises, and emergency events, and revise the HHA's emergency 

plan, as needed. 

 

(e) Integrated healthcare systems. If a HHA is part of a healthcare system consisting of 

multiple separately certified healthcare facilities that elects to have a unified and integrated 

emergency preparedness program, the HHA may choose to participate in the healthcare 



system's coordinated emergency preparedness program. If elected, the unified and integrated 

emergency preparedness program must do all of the following: 

(1) Demonstrate that each separately certified facility within the system actively 

participated in the development of the unified and integrated emergency preparedness 

program. 

(2) Be developed and maintained in a manner that takes into account each separately 

certified facility's unique circumstances, patient populations, and services offered. 

(3) Demonstrate that each separately certified facility is capable of actively using the 

unified and integrated emergency preparedness program and is in compliance with the 

program. 

(4) Include a unified and integrated emergency plan that meets the requirements of 

paragraphs (a)(2), (3), and (4) of this section. The unified and integrated emergency plan 

must also be based on and include all of the following: 

(i) A documented community-based risk assessment, utilizing an all-hazards 

approach. 

(ii) A documented individual facility-based risk assessment for each separately 

certified facility within the health system, utilizing an all-hazards approach. 

(5) Include integrated policies and procedures that meet the requirements set forth in 

paragraph (b) of this section, a coordinated communication plan and training and 

testing programs that meet the requirements of paragraphs (c) and (d) of this section, 

respectively. 

 

 

 

 

 

 

 

 

  



COMMENTS AND RESPONSES 

Under the authority of sections 1861(m), 1861(o), and 1891 of the Act, the Secretary has established in 

regulations the requirements that a home health agency (HHA) must meet to participate in the 

Medicare program. Home health services are covered for qualifying elderly and people with disabilities 

who are beneficiaries under the Hospital Insurance (Part A) and Supplemental Medical Insurance (Part 

B) benefits of the Medicare program. These services include skilled nursing care, physical, occupational, 

and speech therapy, medical social work and home health aide services which must be furnished by, or 

under arrangement with, an HHA that participates in the Medicare program and must be provided in the 

beneficiary's home. As of June 2016, there were 12,335 HHAs participating in the Medicare program. 

The majority of HHAs are for-profit, privately owned agencies. There are no existing emergency 

preparedness requirements in the HHA Medicare regulations at part 484, subparts B and C. 

We proposed to add emergency preparedness requirements at § 484.22, under which HHAs would be 

required to comply with some of the requirements that we proposed for hospitals. We proposed 

additional requirements under the HHA policies and procedures that would apply only to HHAs to 

address the unique circumstances under which HHAs provide services. 

Specifically, we proposed at § 484.22(b)(1) that an HHA have policies and procedures that include plans 

for its patients during a natural or man-made disaster. We proposed that the HHA include individual 

emergency preparedness plans for each patient as part of the comprehensive patient assessment at 

§ 484.55. 

At § 484.22(b)(2), we proposed to require that an HHA to have policies and procedures to inform 

federal, state and local emergency preparedness officials about HHA patients in need of evacuation 

from their residences at any time due to an emergency situation based on the patient's medical and 

psychiatric condition and home environment. Such policies and procedures must be in accord with the 

HIPAA Privacy Rule, as appropriate. 

We did not propose to require that HHAs meet all of the same requirements that we proposed for 

hospitals. Since HHAs provide healthcare services only in patients' homes, we did not propose 

requirements for policies and procedures to meet subsistence needs (§ 482.15(b)(1)); safe evacuation 

(§ 482.15(b)(3)); or a means to shelter in place (§ 482.15(b)(4)). We would not expect an HHA to be 

responsible for sheltering HHA patients in their homes or sheltering staff at an HHA's main or branch 

offices. We did not propose to require that HHAs comply with the proposed hospital requirement at 

§ 482.15(b)(8) regarding the provision of care and treatment at alternate care sites identified by the 

local health department and emergency management officials. With respect to communication, we did 

not propose requirements for HHAs to have a means, in the event of an evacuation, to release patient 

information as permitted under 45 CFR 164.510 as we propose for hospitals at § 482.15(c)(5). We have 

also modified the proposed requirement for hospitals at § 482.15(c)(7) by eliminating the reference to 

providing information regarding the facility's occupancy. The term occupancy usually refers to bed 

occupancy in an inpatient facility. Instead, at § 484.22(c)(6), we proposed to require HHAs to provide 



information about the HHA's needs and its ability to provide assistance to the local health department 

authority having jurisdiction or the Incident Command Center, or designee. 

Comment: Several commenters stated that, despite our efforts, our proposed requirements for HHAs 

were not tailored for organizations that provide home-based services. Commenters indicated that we 

did not provide a complete description of our vision for the role that HHAs would play during and 

emergency and requested more clarity. A commenter requested that we work with the stakeholder 

community to develop a better understanding of how HHAs function, the needs of their patients, the 

communities in which they deliver services, and their resources. 

Response: We appreciate the commenters' feedback. Many patients depend on the services of HHAs 

nationwide and the effective delivery of quality home health services is essential to the care of 

illnesses and prevention of hospitalizations. It is imperative that HHAs have processes in place to 

address the safety of patients and staff and the continued provision of services in the event of a 

disaster or emergency. We do not envision that HHAs will perform roles outside of their capabilities 

during an emergency. In addition, some HHAs that have agreements with hospitals already assist 

hospitals when at surge capacity. Home care professionals also have first-hand experience working in 

non-structured care environments. This experience has proven to be helpful in situations where 

patients are trapped in their homes or housed in shelters during a disaster or emergency. We also 

believe that because HHAs provide home care, they have first-hand knowledge of medically 

compromised individuals who have the potential to be trapped in their homes and unable to seek safe 

shelter during an emergency. This information is invaluable to state and local emergency 

preparedness officials. All of these activities and resources that HHAs have are necessary for effective 

community emergency preparedness planning. 

We understand that one approach may not work for some and that community involvement will 

depend on the specific needs and resources of the community. However, we believe that establishing 

these emergency preparedness requirements for HHAs, and the other provider and suppliers, 

encourages collaboration and coordination that allows for a consistent, yet flexible regulatory 

framework across provider and supplier types. We would expect that HHAs will be proactive in their 

role of collaborating in community emergency preparedness planning efforts on both the national and 

local level. Through these efforts we believe that stakeholders will gain the opportunities to educate 

and define their role in state and local emergency planning. 

Comment: Many commenters from an advocacy organization for HHAs agreed with the requirement 

that HHAs have policies and procedures that include individual emergency preparedness plans for each 

patient as part of the comprehensive patient assessment. However, several commenters requested 

clarification regarding our proposal. Commenters indicated that often times, during an emergency, a 

home care patient or their family may make different decisions and evacuate the patient, which largely 

negates any benefit from individualized plans. Commenters stated that HHAs should be required to 

instead provide planning materials to each patient upon assessment to assist them with developing a 

personal emergency plan. Some commenters indicated that patients should develop their own 

emergency plans based on their unique circumstances and requiring home health nurses to prepare 



emergency plans for their patients falls outside the scope of their practice. Most of the commenters 

supported the inclusion of a requirement for home health patients to have a personal emergency plan, 

but noted that CMS should keep in mind that the individual plans are only a starting place to locate and 

serve patients and may not be applicable to every type of emergency. A commenter suggested that we 

not link the identification of the patients' needs during an emergency to the patient assessment, but 

rather require that it occur within the first two weeks after the start of care to allow for staff to ensure 

the patient's acute care needs are met and remain first priority. In addition, some commenters 

recommended that each HHA be required to provide new patients and their families with a copy of the 

HHA's emergency policy and to inform them of the requirement that each new patient receive an 

individual emergency service plan. They also recommended providing a copy of the HHA's policies to the 

long-term care ombudsman programs that are involved in home healthcare. 

Response: We appreciate the comments that we received on this issue. As a result of the comments, 

we agree that further clarification is needed. We also agree that all patients, their families and 

caregivers should be provided with information regarding the HHA's emergency plan and appropriate 

contact information in the event of an emergency. We did not intend for HHAs to develop extensive 

emergency preparedness plans with their patients. We proposed that HHAs include individual 

emergency preparedness plans for each patient as part of the comprehensive patient assessment 

required at § 484.55. Specifically, current regulations at § 484.55 require that each patient must 

receive, and an HHA must provide, a patient-specific, comprehensive assessment that accurately 

reflects the patient's current health status. In addition, regulations at § 484.55(a)(1) require that a 

registered nurse must conduct an initial assessment visit to determine the immediate care and support 

needs of the patient. As such, we believe that HHAs are already conducting and developing patient 

specific assessments and during these assessments, we expect that it will be minimally burdensome 

for HHAs to instruct their staff to assess the patient's needs in the event of an emergency. 

We expect that HHAs already assist their patients with knowing what to do in the event of an 

emergency and the possibility that they may need to provide self-care if agency personnel are not 

available. For example, discussions to develop the individualized emergency preparedness plans could 

include potential disasters that the patient may face within the home such as fire hazards, flooding, 

and tornados; and how to contact local emergency officials. Discussions may also include education on 

steps that can be taken to increase the patient's safety. The individualized plan would be the written 

answers and solutions as a result of these discussions and could be as simple as a detailed emergency 

card developed with the patient. As commenters have indicated that often time patients choose to 

negate their plans and evacuate, we would expect that HHAs would use the individualized emergency 

plan to instruct patients on agency notification protocols for patients that relocate during an 

emergency and provide patients with information about the HHAs emergency procedures. HHAs could 

also use the individualized emergency plan to identify out of state contacts for each patient if 

available. HHA personnel should document that these discussions occurred. We are not requiring that 

HHAs provide their emergency plan and policies to any long-term care ombudsman programs, but we 

would encourage cooperation between various agencies. 



Comment: Several commenters stated that HHAs and hospices have not been included in community 

emergency preparedness planning initiatives, nor have they received additional emergency planning 

funding. The commenters therefore requested additional time and flexibility to comply with the 

requirements for a communication plan. A few commenters requested clarification on what a 

communication plan for HHAs would entail. 

Response: We understand the commenters' concerns about HHA providers' inclusion in community 

emergency preparedness planning initiatives. We believe that an emergency preparedness plan will 

better prepare HHA providers in case of an emergency or disaster and help to facilitate 

communication between facilities and community emergency preparedness agencies. 

In response to the request for additional time, we have set the implementation date of these 

requirements for 1 year following the effective date of this final rule to allow facilities time to prepare. 

We also refer readers to the many resources that have been referenced in the proposed and final rules 

for guidance on developing an emergency preparedness communication plan for HHAs. HHAs are also 

encouraged to collaborate and participate in their local healthcare coalition that will be able to help 

inform and enable them to better understand how other providers are implementing the rules as well 

as provide access to local health department and emergency management officials that participate in 

local healthcare coalitions. 

Comment: A few commenters expressed concern about the proposal to require that HHAs develop 

arrangements with other HHAs and other providers to receive patients in the event of limitations or 

cessation of operations to ensure the continuity of services to HHA patients. Commenters stated that it 

was unclear how a home-based patient is “received” by a similar entity. The commenters noted that 

because most home health is provided in the home of the patient, care can be suspended for a period of 

time. Commenters also indicated that home health patients are not transferred to other HHAs. A 

commenter also stated that home health patients should not be transferred to hospitals during an 

emergency. A home health patient could receive care at other care settings, including those set up 

through emergency management and other state and federal government agencies. The commenters 

requested that CMS take these accommodations into consideration when deciding whether to finalize 

this proposal. 

Response: We agree with the commenters. We understand that most HHAs would not necessarily 

transfer patients to other HHAs during an emergency and, based on this understanding of the nature 

of HHAs, we believe that HHAs should not be required to establish arrangements with other HHAs to 

transfer and receive patients during an emergency. Therefore, we are not finalizing the proposed 

requirement at § 484.22(b)(6) and (c)(1)(iv). During an emergency, if a patient requires care that is 

beyond the capabilities of the HHA, we would expect that care of the patient would be rearranged or 

suspended for a period of time. However, we note that as required at § 484.22(b)(2), HHAs will be 

responsible to have procedures to inform State and local emergency preparedness officials about HHA 

patients in need of evacuation from their residences at any time due to an emergency situation, based 

on the patient's medical and psychiatric condition and home environment. 



Comment: A commenter indicated that it was unrealistic for HHAs to ensure cooperation and 

collaboration of various levels of government entities. The commenter noted that while it is critical that 

HHAs seek inclusion in discussions and understand the emergency planning efforts in their area, it has 

proven difficult for HHAs to secure inclusion. The commenter requested that we eliminate the 

requirement for HHAs to include a process for ensuring cooperation and collaboration with various 

levels of government. 

Response: We recognize that some aspects of collaborating with various levels of government entities 

may be beyond the control of the HHA. In general, we used the word “ensure” or “ensuring” to convey 

that each provider and supplier will be held accountable for complying with the requirements in this 

rule. However, to avoid any ambiguity, we have removed the term “ensure” and “ensuring” from the 

regulation text of all providers and suppliers and have addressed the requirements in a more direct 

manner. Therefore, we are finalizing this proposal to require that HHAs include in their emergency 

plan a process for cooperation and collaboration with local, tribal, regional, state, and federal 

emergency preparedness officials. As proposed, we also indicate that HHAs must include 

documentation of their efforts to contact such officials and, when applicable, of its participation in 

collaborative and cooperative planning efforts. 

Comment: A few commenters requested further clarification in regards to our use of the term 

“volunteers” as it relates to HHAs. Commenters noted that HHAs are not required to use volunteers and 

that the role of volunteers is not addressed at all in § 484.113. 

Response: We provided information on the use of volunteers in the proposed rule (78 FR 79097), 

specifically with reference to the Medical Reserve Corps and the ESAR-VHP programs. Private citizens 

or medical professionals not employed by a facility often offer their voluntary services to providers 

during an emergency or disaster event. Therefore, we believe that HHAs should have policies and 

procedures in place to address the use of volunteers in an emergency, among other emergency 

staffing strategies. We believe such policies should address, among other things, the process and role 

for integration of state or federally-designated healthcare professionals, in order to address surge 

needs during an emergency. As with previous emergencies, facilities may choose to utilize assistance 

from the MRC or they may choose volunteers through the federal ESAR-VHP program. However, we 

want to emphasis that the need and use of volunteers or both is left up to the discretion of each 

individual facility, unless indicated as otherwise in their individual regulations. 

Comment: A commenter stated that HHA and hospice providers should receive classification as essential 

healthcare personnel to gain access to restricted areas, in order to integrate into community-wide 

emergency communication systems. 

Response: We have no authority to declare HHA and hospice providers as essential healthcare 

personnel in their local emergency management groups. We suggest that facilities who would like to 

gain access to restricted areas discuss how they may obtain access to community-wide emergency 

communication systems with their state and local government emergency preparedness agencies. 



Comment: A commenter expressed concern about the level of technology required for HHAs and 

hospices to implement the emergency preparedness requirements. The commenter stated that this 

technology is expensive and not readily available. The commenter also noted that many HHA and 

hospice providers provide services in rural areas where cell phone coverage is limited. The commenter 

also stated that it is dangerous for the staff of HHAs and hospices located in urban areas to carry smart 

phone technology. The commenter finally noted that few HHA and hospice agencies provide staff with 

smart or satellite phones. 

Response: As we discussed previously in this final rule, we are not endorsing a specific alternate 

communication system nor are we requiring the use of certain specific devices because of the 

associated burden and the potential obsolescence of such devices. However, we expect that facilities 

would consider using alternate means to communicate with staff and federal, state, tribal, regional 

and local emergency management agencies. Facilities can choose to utilize the technology suggested 

in this rule or they can use other types of backup communication. For example, if an HHA provider has 

nurses that work in a rural area without cell phone coverage, we would expect that the HHA agency 

would have some other means of communicating with the nurse, should an emergency or disaster 

occur. These means do not necessarily have to require sophisticated technology, although the devices 

discussed previously are proven useful communication technology. HHA providers are only required to 

provide, in their communication plan, plans for primary and alternate means for communicating with 

their staff and emergency management agencies. Facilities are given the discretion to choose what 

approach works for their specific circumstance. 

Comment: In general, most commenters supported the proposed standards requiring a HHA to have 

training and testing programs, but suggested some revisions. A commenter stated that we did not 

provide a direct link between the testing requirements and the other requirements proposed for HHAs. 

Response: We thank the commenters for their support of our proposed training and testing 

requirements. We believe that the emergency plan and policies and procedures cannot be executed 

without the proper training of staff members to ensure they have an understanding of the procedures 

and testing to demonstrate its feasibility and effectiveness. 

Comment: We received a few comments on our proposal to require HHAs to provide annual training to 

their staff. A commenter stated that a requirement for annual training in emergency preparedness is an 

outdated approach to ensuring the organization is ready to put its plan into effect should the need arise. 

The commenter recommended that we revise the requirement by emphasizing the need for HHAs to 

involve staff in testing and other activities that will reinforce understanding of policies, procedures and 

their role in the implementation of the emergency plan. Another commenter stated that ongoing annual 

training is unnecessary and duplicative. The commenter suggested that we require only initial 

emergency preparedness training upon hire. Once this initial training is completed, copies of the plans 

and procedures would be kept on hand and readily accessible in the event of an emergency. The 

commenter stated that this approach would ensure just as timely and effective a response to an 

emergency as annual education while requiring less training time of staff taking away from patient care. 



Response: We thank the commenters for their comments and appreciate their recommendations. The 

requirement for annual training is a standard requirement of many Medicare CoPs. We believe that 

the requirement is not outdated and is necessary to ensure that staff is regularly updated on their 

agency's emergency preparedness procedures. In our proposed training and testing standards, we 

stated that we would require a HHA to provide training in their emergency preparedness procedures 

to all new and existing staff. We also stated that a HHA must ensure that staff can demonstrate 

knowledge of their agency's emergency procedures. The emergency preparedness plan should be 

more than a set of written instructions that is referred to in an emergency. Rather, it should consist of 

policies and procedures that are incorporated into the facility's daily operations so that it is prepared 

to respond effectively during a disaster. Regular training and testing will ensure consistent staff 

behavior during an emergency, and also help to identify and correct gaps in the plan. In addition, we 

believe that requiring annual training is consistent with the proposed requirement to annually update 

a HHAs emergency plan and policies and procedures. We believe that it is best practice for facilities to 

ensure that their staff is regularly informed and educated in order to be the most prepared during an 

emergency situation. 

Comment: A few commenters expressed their concern in regard to our proposal to require HHAs to 

participate in a community mock disaster drill. The commenters acknowledged the benefits and 

necessity of participating in drills and exercises to determine the effectiveness of an agency's plan, but 

stated that conducting drills and exercises is costly, time consuming, and especially difficult for HHAs in 

remote areas. Taking into consideration all of the documentation required for HHA patients, multiple 

commenters requested additional flexibility for HHAs, indicating that requiring both an annual tabletop 

exercise and a community drill is outside of the capacity of many agencies, would disrupt and 

compromise patient care, and requested additional flexibility for HHAs. A commenter suggested that 

HHAs be encouraged, rather than required, to participate in a community disaster drill. Another 

commenter stated that HHAs in particular would need to employ an additional person to be responsible 

for exercise planning and preparation and would also need to stop providing patient care during the 

exercises. The commenter indicated that there is a more cost effective and efficient way to ensure a 

HHA and its staff understand their emergency procedures without taking away from patient care and 

adding cost. The commenter suggested that, for HHAs, we should require “discussion-based” exercises 

leading up to a community mock drill required every 5 years. 

Response: We appreciate the feedback from these commenters. As discussed, many other providers 

and suppliers have shared similar concerns. Therefore, we have revised § 484.22 to provide that HHAs 

may choose which type of training exercise they want to conduct in order to fulfill their second testing 

requirement. In addition, we would encourage agencies to continue looking to their local county and 

state governments and local healthcare coalitions for opportunities to collaborate on their training 

and testing efforts, such as a community full-scale exercise. 

After consideration of the comments we received on these proposals, and the general comments we 

received on the proposed rule, as discussed in the hospital section (section II.C. of this final rule), we 

are finalizing the proposed emergency preparedness requirements for HHAs with the following 

modifications: 



■Revising the introductory text of § 484.22 by adding the term “local” to clarify that HHAs must also 

comply with local emergency preparedness requirements. 

■Revising § 484.22(a)(4) by deleting the term “ensuring” and replacing the term “ensure” with 

“maintain.” 

■Revising § 484.22(b)(3) to require that in the event that there is an interruption in services during or 

due to an emergency, HHAs must have policies in place for following up with patients to determine 

services that are still needed. In addition, they must inform State and local officials of any on-duty 

staff or patients that they are unable to contact. 

■Revising § 484.22(b)(4) to change the phrase “ensures records are secure and readily available” to 

“secures and maintains availability of records.” 

■Removing § 484.22(b)(6) that required that HHAs develop arrangements with other HHAs and other 

providers to receive patients in the event of limitations or cessation of operations to ensure the 

continuity of services to HHA patients. 

■Revising § 484.22(c) by adding the term “local” to clarify that the HHA must develop and maintain an 

emergency preparedness communication plan that also complies with local laws. 

■Revising § 484.22(c)(1) to remove the requirement that HHAs include the names and contact 

information for “Other HHAs” in the communication plan. 

■Revising § 484.22(d) by adding that each HHA's training and testing program must be based on the 

HHA's emergency plan, risk assessment, policies and procedures, and communication plan. 

■Revising § 484.22(d)(1)(ii) by replacing the phrase “Ensure that staff can demonstrate knowledge” to 

“Demonstrate staff knowledge.” 

■Revising § 484.22(d)(2)(i) by replacing the term “community mock disaster drill” with “full-scale 

exercise.” 

■Revising § 484.22(d)(2)(ii) to allow a HHA to choose the type of exercise it will conduct to meet the 

second annual testing requirement. 

■Adding § 484.22(e) to allow a separately certified HHA within a healthcare system to elect to be a 

part of the healthcare system's emergency preparedness program. 

 

 


