AMENDMENT |

The purpose of these amendments, dated March 22,IR) is to correct the following
information.

1. HPP requirements for developing short-term capaitity goals and objectives on page 8 to
indicate HPP awardees must address capability-reqred resource elements in the
capabilities plan component of the Budget Period @&ork plan, outlining the status of
completion or progression from the Budget Period tapabilities plan.

2. Attachment L: Healthcare Coalition Plan listed o page 17 is no longer required.
3. The requirements for the HPP capabilities plan o page 21 to indicate HPP awardees
must in Budget Period 2 address the funded functi®and required resource elements

within the narrative of their short-term goal, objectives, or planned activity submissions.

4. Insert in the Work Plan section on page 23 requéments for the optional subawardee
contracts plan.

5. Insert language in the Budget section on Page Btgarding itemized budgets.

6. Insert 10 appendices to the guidance, beginnirmgn page 34.

7. Delete references on pages 52 — 56 to the knadge management folder as the location
where exercise and training templates are posted drclarify that awardees must provide
required information as outlined in the templates.

8. Revise the HPP allowable costs section of Appard, Training and Exercise
Requirements, on page 55 to indicate costs assoei@twith release time to attend exercises

applies only to healthcare workers.

9. Insert requirement on page 56 that all HPP-PHER(fter-action reports/improvement
plans must be posted on the CDC/DSLR secure chanrah www.llis.gov.
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Eligibility and Available Funding

This award will be a continuation of funds intenaedly for awardees previously
awarded under CDC-RFA-TP12-1201: Hospital PreparssifPrrogram (HPP) and Public
Health Emergency Preparedness (PHEP) CooperatikeeAmgnts. A total of
$928,796,000 is currently available for Budget &2, which begins July 1, 2013, and
ends June 30, 2014. The funding amounts availablshwn in Appendices 1, 2, and 3.
These numbers are for planning purposes only aldbevirevised based on the final
fiscal year 2013 budget.

The U.S. Department of Health and Human Servidgsl§) Office of the Assistant
Secretary for Preparedness and Response (ASPR)eknters for Disease Control
and Prevention (CDC) require awardees to submitt ithterim progress reports through
www.Grants.govAwardees that encounter any difficulties submgtiheir interim
progress reports throughww.Grants.gowshould contact CDC’s Technical Information
Management Section at (770) 488-2700 prior to thersssion deadline. For further
information regarding the application process, aonGlynnis Taylor at (770) 488-2752.
For HPP-specific information, contact R. Scott Daigh(202) 245-0732; for PHEP
information, contact Sharon Sharpe at (404) 6397081

Reports must be submitted 6yp.m. Wednesday, May 1, 2013 ate or incomplete reports
could result in a delay in the award, a reductiofunds, or other action. ASPR and CDC will
accept requests for a deadline extension on ra@sans and after adequate justification has
been provided.

Budget Period 2 Introduction

This guidance document is designed to assist awandih developing a comprehensive Budget
Period 2 funding application and to act as a refezeguide for fiscal, programmatic, and
administrative requirements of the Hospital Pregaess Program (HPP) and the Public Health
Emergency Preparedness (PHEP) cooperative agreement

Awardees should refer to the CDC-RFA-TP12-1201 fog@pportunity announcement
(http://www.cdc.gov/phpr/documents/cdc-rfa-tp12-129117 12 FINAL.pd) for the HPP and
PHEP cooperative agreements for overarching guelandhe description, background, program
implementation, and recipient activities. The pwof the 2012-2017 HPP-PHEP cooperative
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agreement programs is to provide technical assistand resources that support state, local,
territorial, and tribal public health departmentsl dnealthcare systems/organizations in
demonstrating measurable and sustainable progressd achieving public health and
healthcare preparedness capabilities that promefgped and resilient communities.

Budget Period 2 should serve as a continuatiorctdfiies designed to develop, sustain, and
demonstrate progress toward achieving the pubbttthand healthcare preparedness
capabilities. This capabilities-based model assistie and local planners in identifying gaps in
preparedness, determining specific jurisdictiomadries, and developing plans for building and
sustaining specific public health and healthcapabdities. More information on the capabilities
can be found at
http://www.phe.gov/Preparedness/planning/hpp/refiodcuments/capabilities.pdhd
http://www.cdc.gov/phpr/capabilities/DSLR _capalet July.pdf.

Awardees should continue to improve collaboratiferts to ensure that public health and
healthcare system planning and response are catediand integrated. Awardees can use HPP
and PHEP cooperative agreement funding for aasigind infrastructure that support this
collaboration.

In addition to greater HPP and PHEP alignment, Buégriod 2 will focus on collaboration
with the U.S. Department of Homeland Security’'s @HFederal Emergency Management
Agency (FEMA) and other federal emergency prepassliprograms. This collaboration will
better support public health, healthcare prepasgiite®meland security, and emergency
management coordination. Budget Period 2 fundingdiegtions should describe engagement
among the following stakeholders in the public andate sectors, as applicable: emergency
management, public health, healthcare, law enfoecgéntransportation, and other entities that
distribute grant funds and/or provide technicalstaace and national strategies in support of
preparedness activities.

Presidential Policy Directive (PPD) 8: National paeedness, issued in March 2011, strengthens
the country’s security and resilience by systenadlfigreparing for the threats that pose the
greatest risk to the nation’s security. PPD 8 da@eche development of a National Preparedness
Goal (NPG), which defines the core capabilitiesassary to strategically prepare for the specific
types of incidents that pose the greatest riskeéaiation’s security. The core capabilities
establish a common framework in which agencieswank together to improve national
preparedness.

The core capabilities are designed to ensure tlieglapedness, response, and recovery operations
are comprehensive, synchronized, and mutually stippoOf the 31 NPG core capabilities, one
focuses specifically on public health and medicsthponents; however, many of the other core
capabilities contain public health and medical comgnts necessary for successful
implementation of the NPG. ASPR4ealthcare Preparedness Capabilities: National Guride

for Healthcare System Preparednesgl CDC’sPublic Health Preparedness Capabilities:
National Standards for State and Local Planninfprm state and local activities that
operationally support these public health and nadiemponents of the core capabilities.



For instance, two public health and healthcare laieipas support the public information and
warning core capability to deliver coordinated,ppg, reliable, and actionable information to
the whole community. Public health agencies arpaesible for disseminating critical health
and safety information to alert the media, puldicd other stakeholders to potential health risks
and reduce the risk of exposure to ongoing andnpiatehazards, while hospitals and healthcare
coalitions are responsible for assessing an intglenpact on healthcare delivery to determine
immediate healthcare organization resource needssist with developing processes for
notification and information exchange between ratgwresponse partners, stakeholders, and
healthcare organization.

HPP and PHEP projects must be conducted in a cwaetli manner with FEMA and other
preparedness agencies, and HPP-PHEP funding applieahould describe operational and
complementary engagement among emergency managemablit health, health care, law
enforcement, transportation, and other preparedpreggams as applicable. For example, in the
NPG'’s prevention mission area, conducting biosllarge is one of the critical tasks of the
Screening, Search, and Detection core capabilitis @ritical task is led collaboratively by

DHS, HHS, and the U.S. Department of Justice (DBJhding and planned activities should be
coordinated among these lead federal departmetpitalize on common interests and avoid
redundancy.

HPP-specific changes for Budget Period 2 bettgndiPP priorities with those of the PHEP
program and other federal partners, resultinguwefeHPP stand-alone requirements and
reducing the awardee reporting burden. For exank{#®, training and exercise plans are more
closely coordinated with PHEP plans, and the HPEfPHsk assessment requirements are
aligned with FEMA'’s Threat and Hazard Identificatiand Risk Assessment (THIRA) process.
Routine progress reports are now due exclusivelynguhe application, mid-year, or end-of-
year reporting cycles, and, to simplify reportittgg HPP application budget remains focused on
the function level. In Budget Period 2, HPP and PHh¥ork plans now must address capability
goals, objectives, and planned activities.

PHEP-specific changes for Budget Period 2 includdifitations to medical countermeasure
planning and reporting processes. CDC will no lenge the medical countermeasure
distribution and dispensing (MCMDD) composite measas a collective indicator of
preparedness and operational capability withinllptanning jurisdictions, CRI areas, states,
directly funded cities, territories, and freely @ssted states. CDC will continue to conduct
annual technical assistance reviews (TARs) of AIPBIEP awardees but will implement in
Budget Period 2 a progress report format in liethefstandard TAR. This will allow CDC to
maintain accountability in Budget Period 2 for ntadlicountermeasure planning while
redesigning the TAR tool for Budget Period 3. Tthiange also provides more time for awardees
to focus on the recommendations and operationa gkgmtified in prior TAR assessments.

Lastly, ASPR and CDC recognize the unigue infrastne and geographic challenges faced by
the U.S. territories and freely associated stdtasreceive limited HPP and PHEP cooperative
agreement funding. These jurisdictions includeténgtories of American Samoa,
Commonwealth of the Northern Mariana Islands, Guamd, U.S. Virgin Islands and the freely
associated states including Federated States abMisia, Republic of the Marshall Islands, and



Republic of Palau. Consequently, ASPR and CDC hesgonded by modifying the HPP and
PHEP requirements that these awardees can reallistchieve in Budget Period 2. More
details can be found in Appendix 9.

Program Requirements

For HPP-PHEP Budget Period 2, awardees must adainessomply with joint program
requirements, as well as specific HPP and PHERragants. See Appendix 9 for modified
requirements for American Samoa, Commonwealth@Nabrthern Mariana Islands, Guam, and
U.S. Virgin Islands and the freely associated stateluding Federated States of Micronesia,
Republic of the Marshall Islands, and Republic aliaiB.

Joint HPP-PHEP Requirements

1. Cross-Discipline Coordination

Foster greater HPP and PHEP program alignment@taboration with other federal
preparedness programs. Awardees must continueotdinate public health and
healthcare preparedness program activities. Awardae use HPP and PHEP funding to
support coordination activities and must track agglishments.

HHS strongly encourages awardees to work collalvalstwith other federal health and
preparedness programs in their jurisdictions toimepe resources and prevent
duplicative efforts. Specifically, the DHS HomelaBdcurity Grant Program grants
provide preparedness funding to build the 31 NP capabilities, many of which have
public health and healthcare system activitiesddition, although no longer funded by
DHS as a stand-alone grant program, many actiatiesobjectives associated with the
Metropolitan Medical Response System (MMRS) grangpm may be considered
allowable costs for HPP and PHEP programs as wehe@DHS Homeland Security
Grant Program and will be considered on a casealsg-basis.

Public health department and the healthcare saetardees must actively participate

with their emergency management and public safetinprs in FEMA’s annual State
Preparedness Report (SPR), which is a self-assassifgreparedness capabilities in
comparison with target capabilities establishethenstate THIRA. The Post-Katrina
Emergency Management Reform Act of 2006 (PKEMRAR B.S.C. § 752, requires an
SPR from any state or territory receiving federajgaredness assistance administered by
DHS. Those jurisdictions submit an annual SPR tMAEAwardees should contact their
jurisdiction’s state administrative agency to idgnthe appropriate SPR point of contact.
This will ensure that the state report reflectsftiierange of preparedness activities
occurring in each jurisdiction.

Additionally, as the daily delivery of public healand healthcare (e.g. Accountable Care
Organizations, Health Information Exchanges, @tepacts both public health and
healthcare preparedness and response, awarddescarsider linkages with programs



and activities that would improve the ability tceexte the public health or healthcare
preparedness capabilities.

Conduct jurisdictional risk assessments. Awardeesexjuired to conduct jurisdictional
risk assessments (JRA) to identify potential hazardInerabilities, and risks within the
community, includingnterjurisdictional (e.g., cross-border) risks pprapriate, that
relate to the public health, medical, and mentalveoral systems and the functional
needs of at-risk individual&indings from the jurisdictional risk assessmehtsusd
inform capability-based planning, prioritize prepamess investments, and serve as a
basis for coordinating with emergency management.

HPP and PHEP awardees must coordinate activitigstiaeir emergency management
and homeland security counterparts. ASPR and Cbb@greze that independently
administered public health and healthcare systefts #Rd their planning priorities may
differ from emergency management and homeland ggcisk assessment findings.
However, risk assessments must be coordinatedralgkiant emergency management
and homeland security programs to account for §pdactors that affect the
community. Active coordination supports “whole coomity” planning, informs the
comprehensive jurisdictional THIRA process, andtgbutes to overall preparedness and
response planning efforts, including Homeland Sgc@rant Program and Emergency
Management Performance Grant funding opportunibpancement requirements. More
specific THIRA information is available attp://www.fema.gov/plan.

Establish senior advisory committees. Awardees msistolish and maintain advisory
committees of senior officials from governmentatl @mongovernmental organizations
involved in homeland security, healthcare, pub&alth, and behavioral health to help
integrate preparedness efforts across jurisdictmisto maximize funding streams. This
will enable HPP and PHEP programs to better coatdiwith relevant public health,
healthcare, and preparedness programs.

The senior advisory committee must include regiafiatials directly responsible for
administering DHS preparedness grants and ASPRC& preparedness cooperative
agreements. These include:
o State administrative agency (SAA),
Jurisdictional HPP director, principal investigator coordinator,
Jurisdictional PHEP director or principal investma
Jurisdictional emergency management agency redssen
Jurisdictional emergency medical services reprasient
Jurisdictional medical examiner, and
Jurisdictional hospital representative.

O O0OO0OO0OO0o0Oo

In addition, awardees are strongly encourageddiade healthcare coalition
representatives as applicable, as well as repiserg from additional disciplines (e.g.,
legal, Medicare, Medicaid, private insurance), lgeasdictions and associations,
regional working groups, and other whole commupésytners.



Obtain public comment and input on public healtlesyency preparedness and response
plans and their implementation using existing aalyicommittees or a similar
mechanism to ensure continuous input from othée sliacal, and tribal stakeholders and
the general public including those with an underditag of at-risk individuals and their
needs.

Comply with SAFECOM requirements. Awardees andasidydees that use federal
preparedness grant funds to support emergency caioations activities must comply
with the fiscal year 2013 SAFECOM Guidance for Egegicy Communications Grants.
The guidance provides recommendations to awaraesséng federal grant funding for
interoperable emergency communications projectsjtgrmanagement best practices for
administering emergency communications grants;iaiodmation on standards that
ensure greater interoperability. The guidancatended to ensure that federally funded
investments are compatible and support nationdsgoal objectives for improving
nationwide interoperability. SAFECOM guidance isigable at
http://www.safecomprogram.gov

2. Administrative Preparedness

Continue to develop and implement administrativeppredness strategies. Awardees
should work with their local public health juristans to strengthen administrative
preparedness planning. Such planning should addmessg other things, emergency
use authorizations and public health and law eeforent collaboration. See Appendix 10
for resources to guide these efforts.

Monitor subawardee activities. As required by #4R(Part 92.40, awardees must
monitor activities supported by grants and subgrémensure compliance with
applicable federal requirements and that the pedoice goals are being met. See
Appendix 10 for resources to guide these efforts.

3. Capabilities Development

Awardees must address and comply with the follovBadget Period 2 requirements.

Achieve progress on capability development. IndgidPeriod 2, HPP and PHEP
cooperative agreement funds will be used to buildl sustain capability development at
the state and local levels through associated pignpersonnel, equipment, training,
exercises, and healthcare coalition developmemdé&d activities, including sustainment
activities to preserve current capabilities, shaldchonstrate measurable and sustainable
progress toward achieving public health and heatthpreparedness capabilities that
promote prepared and resilient communities.

Develop short-term capability goals and objectivesardees must develop short-term
goals, supporting objectives, and planned actwitoe the capabilities they are
addressing in Budget Period 2. For both prograhese short-term goals, objectives, and
planned activities should support the long-termgtmachieve each program’s




capabilities over the five-year project period. &laipty short-term goals, supporting
objectives, and planned activities must have meddeioutputs linked to program
activities and outcomes.

HPP awardees must continue to addedssapabilityprierity requiredresource elements
in the capabilities plan component of the Budgetdele2 work plan, outlining the status
of completion or progression from the Budget Pediathpabilities plan. Also, HPP
budget allocations will continue to be focusedhatfunction level. In addition to these
requirements, and before funding additional agésibased on the prioritization process,
specific capability components must be fully addegsas described below.

Comply with application and reporting requiremet&ardees must complete and
submit all required funding application componeirisluding project narratives, work
plans, and budgets, with an emphasis on short{udget Period 2) and long-term
(project period) plans to address thealthcare Preparedness Capabilities: National
Guidance for Healthcare System PreparedragssthePublic Health Preparedness
Capabilities: National Standards for State and Lidenning In addition, awardees
must report during the mid-year and end-of-yeaortpg cycles on the status of planned
activities described in the work plans submittegad of the funding applications.

Continue to develop healthcare coalitions. Awardgesxpected to continue to develop
or refine healthcare coalitions as outlined in A&RRealthcare Preparedness
Capabilities: National Guidance for Healthcare SyratPreparednes€apability 1:
Healthcare System Preparedness, Function 1: Develfope, and sustain healthcare
coalitions; and in Capability 10: Medical SurgenEtion 1: The healthcare coalition
assists with the coordination of the healthcarpaese during incidents that require
medical surge. PHEP awardees should strongly eagewand promote local health
department participation in healthcare coalitiamthe maximum extent possible.
Healthcare coalitions are expected to develop tjitout the five-year project period
following a staged approach. The development afaditton is based on the assessment
of functionality associated with Capability 1: Hemglare System Preparedness.
Awardees and their project officers will collabaa@in the timeline for the development
of the coalition. A coalition development ratingsegm will be released in concert with
the HPP performance measures.

Coordinate HPP-PHEP Training and Exercise Programasning and exercise activities
must support jurisdictional priorities. These pities are generally informed by risk
assessments and operational gaps identified dselfigassessments, exercises, and actual
response/recovery operations. Preparedness exenois# be conducted according to the
Homeland Security Exercise and Evaluation ProgtdBHEP).

For Budget Period 2, awardees must submit an ugadatetiyear training and exercise
plan (MYTEP). PHEP awardees must conduct at leastRHEP annual exercise during
Budget Period 2; HPP awardees must submit a BiRiygdd 2 gap-based training
schedule and also perform and evaluate requireatisge within the five-year project
period. Additionally, all awardees must conduct iet, full-scale exercise (FSE)



during the five-year project period and must sul@rércise documentation according to
the established evaluation and progress reporéiqgirements contained in Appendix 7.

In addition, there must be evidence in the Budgeitod 2 work plans, budget
justifications, and technical assistance plansdhataining is purposefully designed to
close operational gaps and sustain jurisdictionafyuired preparedness competencies.
For HPP awardees this includes National Incidemag@ment System (NIMS)
documentation requirements outlined in AppendiAwardees must report on
preparedness training conducted during Budget &&ria their annual progress reports,
describing the impact that training had on thesgligtions.

Other federally funded preparedness programs havkasexercise and training
requirementsvhich could provide collaborative opportunities.efsise and training
activities should be coordinated across the jurtgzh(s) to the maximum extent possible
with the purpose of including the whole jurisdictad community. Exercises conducted
by other preparedness grant programs with simdaratse requirements may be used to
fulfill the annual HPP-PHEP exercise requiremehk$HS preparedness capabilities are
tested and evaluated. Awardees are encouragedite participation from
representatives/planners involved with other fedleraandated or private exercise
activities. At a minimum, ASPR and CDC encouragd’Hiad PHEP awardees to share
their MYTEP schedules with those departments, @agenand organizations included in
their plans.

Meet Emergency System for Advance Registrationatinteer Health Professionals
(ESAR-VHP) compliance requirements. The ESAR-VHRpbance requirements
identify capabilities and procedures that state ESAIP programs must have in place to
ensure effective management and interjurisdictiomaement of volunteer health
personnel in emergencies. Awardees must coordwigttesolunteer health professional
entities and are encouraged to collaborate witiMedical Reserve Corps (MRC) to
facilitate the integration of MRC units with thechl, state, and regional infrastructure to
help ensure an efficient response to a public heaiftergency. More information about
the MRC program can be foundvatvw.medicalreservecorps.gav
MRCcontact@hhs.gov

Engage in technical assistance planning. Awardeess actively work with ASPR and
CDC project officers to update existing awardeé&mezal assistance plans quarterly or
more frequently if needed to include Budget PeBiattivities. The consolidated HPP-
PHEP technical assistance plans will include awaidentified and project officer-
identified technical assistance needs and a jtiategy for addressing those needs. The
updated technical assistance plans following tteetquending December 31, 2013,
satisfy mid-year technical assistance reportingiregqnents.

Plan and conduct joint site visits. Awardees shd@dctively involved in the planning
and execution of routine site visits conducted ISPR and CDC project officers to
assess the activities, progress, and challengasafdees. Awardees shall maintain all
program documentation that substantiates achievieofieapabilities, performance
measures, and other programmatic requirementsidimg all-hazards public health
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emergency preparedness and response plans, andhnakelocuments available to
ASPR and CDC staff, as requested, during sitesvisithrough other requests. Awardees
should plan to host site visits every 12 to 18 rhent

» Participate in mandatory meetings and training. fblewing Budget Period 2 meetings
are considered mandatory, and annual travel budbetdd include travel funds for the
following HPP and PHEP staff:

o Program director or coordinator to participateha &annual Public Health
Preparedness Summit sponsored by NACCHO

o Two designated staff members to participate irdhectors of Public Health
Preparedness annual meeting sponsored by ASTHO

In addition, awardees must participate in other aadory training sessions that may be

conducted via webinar or other remote meeting venbeamples include:

o HPP performance measurement refinement procesgesv@binars, surveys, etc.)

o HPP 2013 performance measurement introductoryiigiin

o HPP/HPP-PHEP training on new information technolsggtem for electronic
reporting of performance measurement data

4. Meet National Incident Management System (NIMS) plamce requirements. Awardees
must meet NIMS requirements and adhere to natguidbnce and policies set forth in
publications such as the National Response Frankewoesidential Policy Directive 8:
National Preparedness, the National Preparednesis &wl the National Preparedness
System. In addition, awardee jurisdictions mustdeah operations in accordance with the
Incident Command System and applicable Hospitatier@a Command Systems. HPP
awardees must update NIMS information submittechduBudget Period 1 with applicable
changes. See Appendix 7 for more detailed inforonati

5. Engage the state office on aging or equivalentefiin addressing the public health
emergency preparedness, response, and recovery ofealder adults. Awardees must
provide evidence that this state office or equintile engaged in the jurisdictional planning
process.

6. Develop preparedness and response strategies paildaes that address the public health,
mental/behavioral health, and medical needs asktindividuals in the event of a public
health emergency. Awardees must have structurpgoesses in place, including the use of
functional needs assessments, to ensure the neatigsk individuals are included in
response strategies and the needs are identiftedddressed in operational plans. In
addition, awardees are encouraged to coordinategemey preparedness planning with state
and local agencies that provide services for dexhpbpulations, including pregnant women
and women of childbearing age, and those with fanet disabilities. At risk-individuals
include children, senior citizens, and pregnant wonin addition, individuals in need of
additional response assistance may include thosehabe disabilities; live in
institutionalized settings; are from diverse cudyrhave limited English proficiency or are
non-English speaking; are transportation disadggutahave chronic medical disorders; and
have pharmacological dependency.
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7. Utilize Emergency Management Assistance CompactAEMor other mutual aid
agreements for medical and public health mutualifgport coordinated activities and to
share resources, facilities, services, and othempial support required when responding to
public health emergencies.

8. Submit influenza pandemic preparedness plans ageedoy Sections 319C-1 and 319C-2
of the Public Health Service Act and amended byPiedemic and All-Hazards
Preparedness Act (PAHPA). ASPR and CDC have detedithat awardees can satisfy the
2013 annual requirement through the required subamf other program data such as the
2013 capability self-assessment and Budget Peraggpfcation that provide ample evidence
on the status of state and local influenza pandeesigonse readiness as well as the barriers
and challenges to preparedness and operationahesadASPR and CDC will review these
data to develop summary reports on operationaimeas for influenza pandemic response
and use these reports to enhance pandemic andzalids preparedness through individual
awardee technical assistance plans.

9. Provide performance measure data. Awardee perfaena@porting provides critical
information needed to evaluate how well HPP and PiHEading has improved the nation’s
ability to prepare for and respond to public healtiergencies. ASPR and CDC used the
performance measure data collected at Budget P&noid-year to determine the need for
further refinements to the measures based on redthwxperience and data.

ASPR and CDC expect to release Budget Period ®pmeaince measure guidance, including
new reporting requirements, by June 2013. Expetiadifications to the performance
measures changes may include, but are not limiteféwer performance measures and
required data elements as well as changes to &isting measures. The new guidance will
supersede performance measure requirements ouitinied HPP and PHEP Budget Period
1 Performance Measures Specifications and ImpleatientGuidance documents and
Appendices 6 and 9 of the CDC-RFA-TP12-1201 fundipgortunity announcement.

Performance measures considered provisional in &uUegriod 1 and retained for Budget
Period 2 will no longer be considered provisionad avill be subject to public dissemination
by ASPR and CDC. Any new measures introduced ingBuBeriod 2 may be considered
provisional with the public release of these datricted to the extent allowable by law. All
other measures may be subject to public disseromati

To reduce reliance on performance measurementwaerdlbreporting burden, ASPR and
CDC intend to explore other methods of evaluatingrdee capability and performance.
Examples may include site visits by evaluationfstafalysis of after-action reports and
similar documents, measurement based on locabmabior statewide responses, and other
forms of evaluation. Awardees are encouraged tgidenfuture requests by ASPR or CDC
to conduct these activities in their jurisdictions.

PHEP-specific Provisions
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To reduce reporting burden on the majority of idlgurisdictions, the following PHEP
awardees will not be required to report PHEP pearforce measures data in Budget Period 2:
American Samoa, Commonwealth of the Northern Marigtands, Guam, Federated States
of Micronesia, Republic of the Marshall IslandspRlelic of Palau, and U.S. Virgin Islands.
However, these awardees will be required to sublata on newly developed performance
goals specifically designed to assess fundamesypacts of preparedness in these
jurisdictions (see Appendix 9). In addition, theseardees will be required to submit data for
the two HPP-PHEP performance measures (curreritlgréd 15.1) related to the information
sharing and volunteer management capabilities.

In addition, the PHEP program, in collaborationha@DC’s Epidemiology and Laboratory
Capacity program as well as CDC'’s Office of Sutaeite, Epidemiology and Laboratory
Services (OSELS), intends to pilot performance messrelated to electronic laboratory
reporting (ELR). Further guidance and reportinguregments will be released in Budget
Period 2.

Performance Measure Reporting Requirements

For planning purposes, including contract negaratwith subawardees, HPP and PHEP
awardees should adhere to reporting requiremerdgtates] in these programs’ respective
performance measures guidance documents. ASPR'al Mear 2012 Hospital Preparedness
Program (HPP) Performance Measure Manual Guidarddding the New HPP
Performance Measures can be found at
http://www.phe.gov/Preparedness/planning/evaluiioouments/fy2012-hpp-082212.pdf
CDC'’s PHEP Budget Period 1 Performance Measureifga#ons and Implementation
Guidance is available at
http://www.cdc.gov/phpr/documents/PHEP+BP1+PM+Spmtions+and+implementation+
Guidance vl 1.pdfThe updated HPP and PHEP performance measutangp@ documents
to be released by ASPR and CDC by June 2013 veilidte detailed reporting requirements
for Budget Period 2. ASPR and CDC recommend that@ees reflect performance measure
requirements, including contingencies for possablanges to these requirements, in
contracts, memoranda of understanding, and otlnelirg documents with subawardees.

HPP and PHEP awardees are required to report Bidgietd 2 performance measure and
related evaluation and assessment data to ASPRRAd Budget Period 2 performance
measures include those that are specific to HRRjfspto PHEP, and a subset of
performance measures jointly developed by ASPRGID@ used to satisfy the requirements
of both programs. Supporting data related to the ldifd HPP-PHEP performance measures
may be solicited from HPP and PHEP awardees diatiy the mid-year (January 31, 2014)
and the end-of-year (September 30, 2014) repoctyoetes for Budget Period 2. ASPR and
CDC may reach out to awardees and other partngainansight and feedback on existing
measures as well as suggestions for improvement.

10. Meet evidence-based benchmarks. ASPR and CDC paedisd a subset of measures and
select program requirements as benchmarks as neahiolaiSections 319C-1 and 319C-2 of
the PHS Act as amended by PAHPA. Awardees mustrdet) or demonstrate, that they
have met or substantially met a benchmark by progidomplete and accurate information
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describing how the benchmark was met. ASPR and €Xpéct awardees to achieve,
maintain, and report on benchmarks throughoutitteeyfear project period. Data for select
HPP and PHEP benchmarks are required to be subdmibtéater than January 31, 2014, as
part of the mid-year progress report, or as othewndicated by ASPR or CDC (. e.g.,
Laboratory Response Network proficiency testing,)eNote that a key benchmark for both
programs, “demonstrated adherence to applicatidrrggorting deadlines,” requires timely
submission of applicable information throughout BedPeriod 2 — not just at mid-year.

HPP and PHEP benchmarks can be found in Appendiees 5.

Awardees should review funding opportunity annoumeret CDC-RFA-TP12-1201 for
information on PAHPA accountability provisions agriforcement actions and disputes, as
well as withholding and repayment guidance.

HPP Requirements

1. Comply with HAVBED (National Hospital Available Bedor Emergencies and Disas)ers
standards. While this requirement is no longer &® lBenchmark, awardees still are required
to maintain and refine an operational bed trackangountability/ availability system
compatible with the HAVBED data standards and da&dims. Systems must be maintained,
refined, and adhere to all requirements and defimstincluded in the CDC-RFA-TP12-
1201funding opportunity announcement, with the amg@bility to submit required data to
the HHS Secretary’s Operations Center (HHS SOGQigusither the HAVBED Web portal or
the HAVBED EDXL Communication Schema (foundhétps://havbedws.hhs.gav)

Information and technical assistance will be predido awardees on both options. The
HAVBED Web portal is available &ttps://havbed.hhs.gov

2. Identify existing healthcare coalitions. Awardeasst update the following basic
information about the healthcare coalitions thastexithin their states in their annual
progress reports.

o For each coalition, identify the:
» Coalition name;
» Coalition members by type (see Appendix 6), namd,reational provider
identification (NPI) number;
» Coalition stage of development;
» Coalition point of contact (POC) name;
* POC telephone number;
* POC street address;
* POC e-mail address; and
» Coalition Web site address (if one exists)
0 An updated coalition map that delineates the ggageeboundaries of all the
coalitions within the state.
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In partnership with each HPP awardee, all iderifiealitions may be asked to complete a
questionnaire to describe their characteristicsfandtions. ASPR will use this data to update
information on existing coalitions. Results will bleared with the awardees.

PHEP Requirements

1. Seek local health department and tribal concurrésgglicable to decentralized state health
departments and those with federally recognizdze) Awardees must consult with local
public health departments, American Indian/Alaslkiw tribes, or other subdivisions
within the jurisdiction to reach consensus, applovaconcurrence on the overall strategies,
approaches, and priorities described in their widaks. Awardees who are unable to gain
100% concurrence, must address the reasons foofaxacurrence.

2. Coordinate with cross-cutting public health prepgaess partners. PHEP program
components as a whole should complement and bdiocated with other public health,
healthcare, and emergency management programplésabfe. For example, some public
health laboratory, surveillance and epidemiologisaéstigation, and information sharing
capability functions may mutually support activitigéescribed within CDC’s Epidemiology
and Laboratory Capacity (ELC) for Infectious Disemsooperative agreement. PHEP
awardees also should work with immunization programd partners on syndromic
surveillance and other activities to assure prepass for vaccine-preventable diseases,
influenza pandemics, and other events requiriregponseln addition, preparedness
planning across jurisdictions (e.g., cross-bordag multiple disciplines, to include U.S.
border health preparedness and response actifatiise states sharing an international
boundary with Canada and Mexico, will better prepavardees to assess, notify, and
respond to natural, accidental, or deliberate puidialth events.

3. Assure compliance with the following requiremeitaless otherwise noted, no specific
narrative response or attachment is necessary @sdvocurement and Grants Office
(PGO) considers that acceptance of the Budget d@rfanding awards constitutes assurance
of compliance with these requirements.
= Maintain a current all-hazards public health emecggreparedness and response plan

and submit to CDC when requested and make availabteview during site visits.
= Submit required program progress reports and fiaadata, including progress in
achieving evidence-based benchmarks and objedtwelards; performance measures
data including data from local health departmeatagplicable; the outcomes of annual
preparedness exercises including strengths, wesésm@sd associated corrective actions;
accomplishments highlighting the impact and valine PHEP program in their
jurisdictions; and descriptions of incidents remgractivation of the emergency
operations center and Incident Command System. fi&epuist describe:
0 preparedness activities that were conducted witBFPHINdS;
o purposes for which PHEP funds were spent and tipieats of the funds;
o the extent to which stated goals and objectivesudised in awardee work plans
have been met; and
o the extent to which funds were expended consistéhtthe awardee funding
applications.
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= In coordination with the Hospital Preparedness Ruog inform and educate hospitals
and healthcare coalitions within the jurisdictiantbeir role in public health emergency
preparedness and response. (Capability 10: MeSig@le, Function 1: Assess the nature
and scope of the incident.)

= Submit an independent audit report of PHEP experefitevery two years to the Federal
Audit Clearinghouse within 30 days of receipt of tieport.

= Have in place fiscal and programmatic systems tuohent accountability and
improvement.

= Provide CDC with situational awareness data geeérdirough interoperable networks
of electronic data systems. (Capability 6: InfonmaiSharing.)

Please note the following two annual requirememghaonly to those awardees funded for these
activities.

4. Comply with Cities Readiness Initiative (CRI) gdides. To align with the PHEP
cooperative agreement’s capabilities-based appr@iRhrequirements support Capability 8:
Medical Countermeasure Dispensing and Capabilityeédical Materiel Management and
Distribution. As described in those capabilitie®IGupports medical countermeasure
distribution and dispensing (MCMDD) for all-hazamgents. In Budget Period 2, CDC will
no longer use the MCMDD composite measure as aoatod of MCMDD preparedness and
operational capability within local/planning juristions, CRI areas, states, directly funded
localities, territories, and freely associatedestatnstead, Budget Period 2 CRI requirements
include a minimum TAR local progress report scdré®(average of all CRI jurisdictional
local TAR scores in a single state). Each locahpiiag jurisdiction within the 72 CRI
metropolitan statistical areas, including the fduwectly funded localities, must conduct three
different drills during Budget Period 2. The resudf the drill data submissions and
compliance with dispensing and distribution staddawill be reviewed during site visits to
evaluate local MCMDD preparedness.

5. Continue Level 1 chemical laboratory surge capamityvities. The 10 awardees must
address objectives related to chemical emergersppnse surge capacity as outlined in
Capability 12: Public Health Laboratory Testing;luding staffing and equipping the lab,
maintaining critical instrumentation in a stata@fdiness, training and proficiency testing
for staff, and participating in local, state, aradional exercises. In addition, awardees must
describe how they plan to increase their laboratapabilities and capacities consistent with
the Laboratory Response Network for chemical tesnoiprogram objectives, including the
addition of new high-throughput sample preparatind analysis techniques and analytical
capability for new threat agents.

Preparing and Submitting Budget Period 2 Interim Progress Reports/Funding
Applications

Funding applications are due 60 calendar days #ifteBudget Period 2 continuation guidance is
posted orwww.grants.govAwardees must download the SF-424 applicatiokgge associated
with this continuation guidance fromww.grants.gov
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Accessing Required Application Package
= Go to:www.Grants.gov
= Select: “Apply for Grants”
= Select: “Step 1: Download a Grant Application”
= Insert the Funding Announcement Number only, fotethas:
0 CDC-RFA-TP12-1201-2CONT13
= Download application package and complete all sesti

Checklist of Required Application Contents
The mandatory application package associated wishfinding opportunity includes:

= Application for Federal Domestic Assistance-Shaga&dizational Form (SF424)
= SF-424A Budget Information for Non-Construction ghams
» Budget Justification
» Indirect Cost Rate Agreement
» Project Narrative Attachment Form
= Other Attachments Forms (1 each unless otherwitsiho
0 Attachment A: Additional SF-424A
o Attachment B: Budget Justification
o Attachment C: Budget Detail
o Attachment D: Budget Association to Work Plan
o Attachment E: Additional Indirect Cost Rate Agrestn
o0 Attachment F: Additional Project Narrative
o0 Attachment G: Work Plan (Capabilities Plan - eaeh for HPP and
PHEP)
o Attachment H: Local Concurrence Letters (appliedHEP awardees) or
documentation of negotiation process
o Attachment I: Tribal Concurrence Letters (aplieaBPHEP awardees
only) or negotiation documentation of process
o Attachment J: Standard Operating Proceduresudba®ardee Monitoring
(optional if SOPs fully addressed in project naviet
o Attachment K: Subawardee Contracts Plan (optjonal
o Attachment M: Budget Change Report (optional canwgs

request)

Application for Federal Domestic Assistance-Shaig@dizational Form
Complete all sections.
= In addition to inserting the legal name of youramigation in Block #5a, insert
the HPP-PHEP Award Number provided in the CDC NotitAward. Failure to
provide the award number could cause delay in gsiog the application.
= Please insert awardee’s business official inforomaiin Block #8.

Note: SF-424A Budget Information for Non-ConstraotPrograms, Budget Justification and
Indirect Cost Rate Agreement should be attachdidet@pplication through the “Mandatory
Documents” section of the “Grant Application” pagelect “Other Attachments Form” and
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attach as a PDF file.
HPP and PHEP Submission Requirements

The HPP-PHEP funding application requires submiseia joint application containing the
following information viawww.grants.gov
= Project narrative (one each must be submitted fiP ldnd PHEP, but it can be the same
narrative)
= Work plan (one each for HPP and PHEP)
= Itemized budget (one each for HPP and PHEP)

Project Narrative

The project narrative should summarize the ov@ralparedness strategy for the remainder of
the five-year project period highlighting signifidasuccesses and challenges encountered in
Budget Period 1.

The project narrative must be uploaded in a POEf@itmat when submitting via
www.grants.govThe narrative must be submitted in the followfognat:
= Maximum number of pages: 15. If the narrative edsdbe page limit, only the first 15
pages will be reviewed.
Narrative must be prepared in English.
Font size: 12 point unreduced, Times New Roman
Single spaced.
Page margin size: 1 inch.
Number all narrative pages; not to exceed the maximumber of pages.
Application attachments must be in PDF format.

Awardees are strongly encouraged to use the Burlyedd 2 project narrative template to
ensure all required aspects of the project nagatire submitted. The project narrative consists
of the following major components.

1. Five-year Forecast Update.
The five-year forecast should be based on the tipred needs of the jurisdiction,
preparedness program gaps, overarching guidartbe glublic health and healthcare
preparedness capabilities, and other operatiomasiderations as appropriate. It should
summarize the overall preparedness strategy faretainder of the project period and
represent a phased plan for completing the prepassdorogram work associated with the
capabilities. The forecast should contain the feifg elements:

= Jurisdictional Prioritization. Based on the juridtn’s operational needs, awardees
should prioritize the capabilities they need to kvon during Budget Periods 2-5. This
prioritization should focus on closing the most ortant program gaps first, represent a
phased approach to achieving the capabilities duha five-year project period, and
include plans for working with local and tribal tadepartments or healthcare coalitions
as appropriate. Specifically, the capability ptiagtion must include detailed plans for
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capabilities being addressed in Budget Periodratianale for choosing those
capabilities, and an indication when work on theaming capabilities will be
conducted. For example, if the fatality managencapgbility will not be addressed until
Budget Period 4, that should be reflected in theespld plan.

= Budget Period 1 Challenges. Describe any challeagbarriers encountered in Budget
Period 1 that hindered progress on the capabibitiesany anticipated challenges or
barriers that may affect the ability to completerake progress on the capabilities in
Budget Period 2.

= Budget Period 1 Successes. Identify and descripe@mpleted capability activities
from HPP and PHEP investments in Budget Periodafirésulted in measureable
changes or improved outcomes. If these were sudminats part of the Budget Period 1
mid-year progress report, awardees can refer taepart to avoid repeating the same
information in this application.

2. Administrative Preparedness Strategies
Administrative preparedness plans should be ingatpd into all-hazards preparedness
plans. As applicable, awardees should describaipdgites, changes, and enhancements to
administrative preparedness plans submitted in BuEgriod 1 including responses to the
following questions:
= Did you implement all or part of the administratiweeparedness plan that was
submitted as part of the Budget Period 1 requiréthen
= If yes, describe any lessons learned.
= If no, did you review the plan to see if it wadlstiable? Describe the review
process and any changes that were included asfpartir revised plan.
= Do you have emergency legal authorities, includmg,not limited to:
o Receiving, allocating, and spending emergency funds
o Waivers or similar legal processes to minimizegbtential conflicts between
emergency use authorizations (EUA) and state-bplsadnaceutical, prescribing,
labeling, and other drug-related laws
o Formal memoranda of understanding or agreement (NM@A\) for conducting
joint law enforcement and epidemiological invesiigras
o0 Protection of volunteers against tort liability andrkers’ compensation claims

3. Subawardee Monitoring

Awardees must describe or, if available, submite®pf their standard operating procedures
(SOPs) for subawardee monitoring. As required b BR Part 92.40, awardees must
monitor activities supported by grants and subgrémensure compliance with applicable
federal requirements and that the performance gwalbeing met. The SOP should include:
= Type of monitoring such as:

o Site visits

o0 Reporting (program and financial)

o0 Voucher submission and review
= Procedures for documenting and verifying progrativiies, such as:

o0 Progress on capabilities

o Participation in training and exercises
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o Focus on emergency use authorizations (EUA) torerisaal jurisdictions
understand how EUAs may affect local response jrann

o Ensuring adequate policies and procedures areagedbr conducting joint law
enforcement and epidemiological investigations

= Procedures for documenting and verifying expersas) as:

0 A-133 audit compliance and resolutions of any fingysi

o Matching funds

o Allowable costs

See Appendix 10 for more information and toolsdsist with subawardee monitoring.

. Advisory Committee Activities

Awardees must describe plans for maintaining acsexvisory committee or an equivalent
entity in Budget Period 2 to provide input on prejainess strategies, plans to address
operational gaps, and potential preparedness imeess. Comprised of senior officials (from
governmental and nongovernment organizations)advesory committee should enhance the
integration of disciplines involved in homeland wety, healthcare, public health, behavioral
health, emergency management and emergency mediwates; include representatives of
at-risk individual groups; improve coordinationgreparedness efforts across the
jurisdiction; and leverage funding streams. Awasdg®ould also describe whether their
advisory committees include citizen representatiboobtain public input and comment on
emergency preparedness planning.

Local Health Department Concurrence (PHEP awardely3

Awardees must describe, as applicable, the pramessto consult with local public health
departments to reach consensus, approval, or cemoa on overall strategies, approaches,
and priorities outlined in their work plans. Thenadive should explain whether concurrence
was obtained, issues that were encountered, and address any concerns. In addition,
awardees must provide documented evidence thaasit& majority, if not all, of local health
departments within their jurisdictions approvesoncurs with the strategies, approaches,
and priorities described in the awardee work pl&tate applicants will be required to
provide signed letters of concurrence on officggrcy letterhead from local health
departments or representative entities upon regiestrdees who are unable to gain 100%
concurrence, despite good-faith efforts to do boukl submit a PDF document with their
applications describing the reasons for lack ofccorence and the steps taken to address
them.

. Tribal Concurrence (PHEP awardees only)

As applicable, awardees must describe the proseskto consult with American
Indian/Alaska Native tribes to reach consensustaab, or concurrence on overall
strategies, approaches, and priorities outlingtieir work plans. The narrative should
explain whether concurrence was obtained, isswsmére encountered, and plans to
address any concerns. In addition, awardees mogiderdocumented evidence that a
majority, if not all, of American Indian/Alaska Na¢ tribes within their jurisdictions
approves or concurs with the approaches and peswtescribed in the awardee funding
applications. State applicants will be requiregtovide signed letters of concurrence on
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official agency letterhead from tribal health deépeants or representative entities upon
request. Awardees who are unable to gain 100% cmroee, despite good-faith efforts to do
so, should submit a PDF document with their appboa describing the reasons for lack of
concurrence and the steps taken to address them.

. Engagement with State Office on Aging

Awardees must describe the process or approachtasedjage the state office on aging or
equivalent office in addressing the public heaftreegency preparedness, response, and
recovery needs of older adults. This descripti@o ahould include the specific capabilities
the awardee plans on addressing with this entity.

. National Incident Management System (NIMS) Comm&n
Awardees must indicate whether they have met NI&tfsiirements as outlined in Appendix
7.

. At-risk Individuals

Awardees must describe in general terms the stegtr processes in place to ensure the
needs of at-risk individuals are included in reggostrategies and are identified and
addressed in operational work plans. In additisrgrdees should describe any plans to
coordinate emergency preparedness planning wité atal local agencies that provide
services for disabled populations, including pregweomen and women of childbearing age,
and those with functional disabilities.

10.Emergency Management Assistance Compact (EMAC)

Awardees must describe EMAC agreement or other ahaid agreement processes in place
for use during emergency response and recoveratpes or in other surge situations where
additional assistance is required.

11. Coordination with Cross-cutting Public Health Pnejolness Partners (PHEP awardees only)

Awardees should describe how their PHEP progranpooents are coordinated with other
public health, healthcare, and emergency managemnegtams as applicable. For example,
awardees should outline any PHEP activities thauaily support activities within CDC’s
Epidemiology and Laboratory Capacity (ELC) for lctieus Diseases cooperative
agreement. The project narrative also should irchmv PHEP awardees work with
immunization programs and related partners on synilr surveillance and other activities to
assure preparedness for vaccine-preventable dsseaieenza pandemics, and other events
requiring a response.

Work Plan
The work plan describes awardees’ short-term godigctives, and planned activities for
Budget Period 2 and consists of two components:

= Capabilities plan (required)
= Subawardee contracts plan (optional)

Capabilities Plan
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The capabilities plan must describe the goals,aibgs, and planned activities associated with
each capability the awardees are making investmemisotherwise working on during Budget
Period 2.

HPP awardees musbntinue toaddress aII e|ght healthcare preparedness capEhitibseribing

9 ons. for successful
Completlon over the prOJect perldd Budget Perlod 2, awardees must describe goals,
objectives, and planned activities that suppotir ttmoablllty based five-year stratedyo
adequately address these capabilities, HPP awandestisaddress#-the funded functions and
capability-priorityrequired resource elements within the narrativimeir short-term goal,
objectives, or planned activity submissions for §eidPeriod 2. The goals, objectives, and
planned activities should be related to the capasiland their associated function and resource
element guidelines.

PHEP awardees are expected to achieve the 15 pdees capabilities by the end of the five-
year project period and are granted the flexibtlityhoose the specific capabilities they work on
in a single budget period. For those capabilitigardees plan to work on during Budget Period
2, awardees must describe the goals, objectivesplanned activities to support the planned
activity type (build, sustain, or scale back). Apations cannot be submitted if one or more
capabilities are missing a short-term goal, ancibje, planned activities for an objective, or a
rationale why there are no planned activities foapability.

HPP and PHEP awardees must provide updates toctibilities plans in the form of outcome
and output descriptions in the Budget Period 2 yeidr progress report (January 31, 2014) and
in the Budget Period 2 annual progress report ¢eiper 30, 2014). These updates must
thoroughly describe what HPP and PHEP program®aetiiin Budget Period 2. Awardees are
encouraged to keep these reporting requirememsnd as they design their capability short-
term goals, objectives, and planned activitiegtierBudget Period 2 application submission.

A complete Budget Period 2 capabilities plan inekithe following elements:

1. A chosen planned activity type for each capabilising one of the following options:
= Build
= Sustain
= Scale back
= No planned activities this budget period

If “sustain” is selected, the awardee must idernitifthe short-term goal to what level or
target sustainment is desired during this budgebge

If there are no planned activities, the awardeetmus

= Identify any challenges or barriers that may hacetb having no planned activities this
budget period from the drop-down menu in the apgiber module.

= Indicate and describe, if applicable, any self-td&d technical assistance needs for the
capability.
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. Short-term goal. Awardees’ short-term goal desicniys must directly link to the

capability’s functions, tasks, or resource elemants answer the question: “Based on the
jurisdictional needs, what aspects of the capghilites the awardee need to address in
Budget Period 2 and to what degree?” Both parteeghort-term goal are important and the
description must identify the specific, quantifialshanges or desired outcomes awardees
need to achieve for each capability or to what éedhne capability needs to be sustained.
The goal can span multiple functions, tasks, cousse elements for each capability.

Each capability’s short term goal must identify thesired outcomes or changes for that
capability. If met, each short-term goal reportedhie application submission will be linked
to achieved “outcomes” that are reported as pantidfyear and annual progress reports.

. If awardees have planned activities for a capahtiey must select one of the following
types of funding for that capability:

= HPP

« PHEP

« HPP and PHEP

= Other funding source (state, local, DHS, other)

For HPP awardees, any capability with objectives biave associated functions that are
supported by HPP funding must have at least ongdidithe item associated to that function
in the budget.

For PHEP awardees, any capability with objectiveas &re supported by PHEP funding must
have at least one budget line item associatedatactpability in the budget.

. Objectives. Awardees must provide at least onectibethat directly supports the short-
term goal for a specific capability. Similar to thleort-term goal, the objective descriptions
must also be specific, measurable, and directlpsupr contribute to the achievement of
the short-term goal.

. Planned Activities. Awardees must provide at less planned activity for each objective
that describes the necessary deliverables, praduatsitputs required to meet the objective.
If met, each planned activity reported in the agailon submission will be linked to
achieved “outputs” that are reported as part ohtigeyear and annual progress reports.
Planned activities must indicate which aspectsefftinctions and resource elements will be
built or sustained during Budget Period 2 and stheohtain the following elements:

=« Defined deliverables, products, or outputs the mdahactivities are expected to produce;
and

= Milestones that are specific, measureable, realiatid refer to what is being built or
sustained.

. Function Associations. Awardees must associatechbgs to functions for a specific
capability through a functions drop-down menu.
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7. Technical Assistance. Awardees should descrilagpficable, any self-identified technical
assistance needs for the objective.

Subawardee Contracts Plan

Awardees who propose contracts in their budget lotthl or tribal health departments/entities,
healthcare coalitions, or healthcare organizatinag submit an optional subawardee contracts
plan describing the contractual arrangements. Tareip most beneficial for identical contracts
that apply to multiple subawardees as in the cassaoy state relationships with local health
departments and healthcare coalitions. Each suba@eatill requires a separate budget line item,
but the justification can simply refer to the sulbagiee contracts plan instead of rewriting or
copying and pasting the justification numerous smkhe plan should describe the full scope of
work expected from the subawardees and the speaifiabilities to be addressed.

For each separate contract entered into the sudawaontracts plan, the following information
must be submitted:

= A unique contract name for the subawardee contract;

= Anindication of the type of subawardee or jurisidic the plan is written for;

= An indication of which capabilities or other worlap associations this contract will
be supporting; and

= A narrative that describes the scope of work, ptahactivities, and desired outcomes
of the contract per capability. It is importantclude this narrative for every
capability included in the subawardee contracta.pla

Contracts not intended for multiple subawardeesilshioe listed separately in the budget and
should not be included in the subawardee contats For example, contracts to single
entities, such as academic institutions or inforomtmanagement vendors should not be
submitted as part of a subawardee contracts ptarthEse individual contracts, all of the
required contract information should be includethi& budget justification.

Budget

SF-424A Budget Justification
A. Download the form fromvww.grants.goy
B. Complete all applicable sections.

C. Estimated unobligated funds
1. Provide an estimate of anticipated unobligated $usitdthe end of
the current budget period.
2. If use of estimated unobligated funds is requestedidition to
funding for the next year, complete all column$egcttion A of 424A and
submit an interim Federal Financial Report (FFR3n8ard Form-425,
available ahttp://grants.nih.gov/grants/forms.htm#closeout.
D. The estimated unobligated balance should be rieaiisbe consistent with the
annual Federal Financial Report (FFR) to be suleahitbllowing the end of the
budget period.
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E. Based on the current rate of obligation, if it agmsethere will be un-obligated
funds at the end of the current budget period, idedetailed actions that will be
taken to obligate this amount.

F. If it appears there will be insufficient funds, (rpvide detailed justification of
the shortfall; and (2) list the actions taken tmgithe obligations in line with the
authorized funding level.

G. The proposed budget should be based on the fdderdihg level stated in the
HPP-PHEP Budget Period 2 guidance.

H. In a separate narrative, provide a detailed, liesribudget justification of the
funding amount requested to support the activitdse carried out with those funds.
Attach in the “Mandatory Documents” box under “Betifjlarrative Attachment
Form.” Document needs to be in the PDF format.

l. The budget justification must be prepared in theega form, format, and to the
level of detail as described in the CDC Budget @na. The sample budget
guidance is provided atttp://www.cdc.gov/od/pgo/funding/grants/foamairinsh

J. For all contracts not included in the subawarde#rects plan, both newly
requested and existing, must contain the follovirigrmation requirements. If these
contract elements are not available at applicahercontract budget line item could
be restricted.

I. Name(s) of contractor(s)

ii. Scope of work

iii. Method of selection (competitive or sole sourgeicurement by
noncompetitive proposals may be used only wheawlaed of a contract
is infeasible under small purchase procedures,esthlds or competitive
proposals and is justified under criteria in 45 @oof Federal
Regulations Part 92.36.

iv. Period of performance

v. Method of accountability

vi. Itemized budget with narrative justification

K. For nonfederal Matching requirement, provide a-lteen list of non-federal
contributions including source, amount, and/or gadtithird- party contributions
proposed to meet a matching requirement. (For éaitiformation, see “Cost Sharing
or Matching” section on page 26.)

L. For Maintenance of Funding requirements, provideudeentation ensuring that
expenditures for public health security are maigdiat a level not less than the
average of such expenditures for the previous ®ays; (For further information,
see “Maintenance of Funding (MOfection on page 26.)

Indirect Cost Rate Agreement
(This is not applicable to awardees subject to OGlBdance A-21 — Educational Institutions.
The rates stay the same as the first-year award.)
= If indirect costs are requested, include a copthefcurrent negotiated federal indirect
cost rate agreement or a cost allocation plan apptetter for those awardees under such
a plan.
= Clearly describe the method used to calculate @éatlicosts. Make sure the method is
consistent with the Indirect Cost Rate Agreement.
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= To be entitled to use indirect cost rates, a rgteeanent must be in effect at the start of
the budget period.

= If an Indirect Cost Rate Agreement is not in effaudirect costs may be charged as
direct if (1) this practice is consist with the adee’s/applicant’s approved accounting
practices; and (2) if the costs are adequatelysupp and justified. Please see the CDC
Budget Guidancehftp://www.cdc.gov/od/pgo/funding/grants/foamairshfor
additional information.

= If applicable, attach in the “Mandatory Documertiek under “Other Attachments
Form.” Name document “Indirect Cost Rate.”

»« If awardees requests indirect costs in the budgebpy of the current indirect cost rate
agreement is required. If the indirect cost rat govisional rate, the agreement should
have an effective date no more than 12 months prithre application due date. The
indirect cost rate agreement should be uploadedrd3F file attachment when
submitting via Grants.gov.

Awardees should consider the following in developh@# their budgets (SF-424A) and budget

justification narratives.

= The itemized budget for conducting the project tredcorresponding justification is
allowable under ASPR and CDC programs, is reaseraid consistent with public health
and healthcare preparedness program capabilindgsaonsistent with statedbjectives and
planned program activities.

= Direct Assistance: PHEP awardees may request disststance (DA) for personnel (e.g.,
public health advisors, Career Epidemiology Fieftid@rs, Career Informatics Field
Officers, or other technical consultants), providee work is within scope of the cooperative
agreements and is financially justified. PHEP awasdplanning to request DA for personnel
in lieu of financial assistance should complete suoimit the DA request form no later than
March 15, 2013. DA may also be requested for aatistical Analysis Software (SAS)
licenses desired for future budget periods. DA estgifor SAS licenses should be submitted
no later than November 15, 2013.

Additional budget preparation guidance is availatle
http://www.cdc.gov/od/pgo/funding/grants/foamairnimshand
http://www.cdc.gov/od/pgo/funding/budgetquide.htm

Funding Restrictions
Restrictions, which apply to both awardees andr thalrecipients, must be taken into account
while writing the budget. Restrictions are as foko

= Recipients may not use funds for fund raising ées or lobbying.

= Recipients may not use funds for research.

= Recipients may not use funds for construction gom@novations.

n

n

Recipients may not use funds for clinical care.

Recipients may not use funds to purchase vehiolbs used as means of transportation
for carrying people or goods, e.g., passengerararsicks, electrical or gas-driven
motorized carts.
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= PHEP-only recipients may (with prior approval) tiseds to purchase industrial or
warehouse-use trucks to be used to move matesiadh, as forklifts, lift trucks, turret
trucks, etc. Vehicles must be of a type not licensetravel on public roads.

= Recipients may not use funds for reimbursement@fgpvard costs.

= Recipients may supplement but not supplant exigtiatg or federal funds for activities
described in the budget.

= The direct and primary recipient in a cooperatigeesament program must perform a
substantial role in carrying out project objectiaesl not merely serve as a conduit for an
award to another party or provider who is ineligibl

= Payment or reimbursement of backfilling costs taffds not allowed.

= None of the funds awarded to these programs margée to pay the salary of an
individual at a rate in excess of Executive Levarl$179,700 per year

Joint Application Review Criteria

Applications will be initially reviewed for completness by the CDC Procurement and Grants
Office staff. In addition, applications will beiftly reviewed for responsiveness to program
requirements and technical acceptability by propéiiters from ASPR and CDC'’s Division of
State and Local Readiness (DSLR) and subject matpeerts (SMES). Eligible applications
must meet all requirements defined in this contilmmaguidance and associated funding
opportunity announcement. Specifically, eligiblgkgations will be evaluated against the
following criteria:

= Evidence that HPP and PHEP program activities alecsordinated with each other,
emergency management agencies (EMA), and other cawtyror state partners. Activities
reflect sustained or strengthened coordination éetwpublic health, healthcare, EMA, and
other partners.

= Ajurisdictional risk assessment (JRA) has beenpdetad or there are plans to complete the
JRA in Budget Period 2.

= Senior advisory processes are in place and dedctifithere are no changes from prior year
structures or activities, awardees must simplyfyéhie advisory board and associated
processes are still active.

= Sufficient administrative preparedness plans apgane to meet the needs of the
jurisdiction during surge requirements or thereviglence of Budget Period 2 planned
activities to close gaps in administrative prepasss plans. Administrative preparedness
plans include the ability to effectively receivéligate, and account for HPP and PHEP
funds including the ability to move funding to tleeal level in a timely manner.

= There is evidence in the application narrativeslaumiet justifications that training is
designed to close operational gaps or meet reguimt@mning requirements.

= There is evidence the State Office of Aging andigeorepresenting at-risk populations are
part of HPP and PHEP program engagement, and &heiplg considerations surrounding
these groups are part of operational plans.

= All elements required in the project narrative airesent, comply with the guidance, and
collectively describe how the jurisdiction planshigild and sustain capabilities in Budget
Period 2.

= Project narrative and work plan review:
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o] Awardees’ work plan narrative descriptions, theigobnarrative, technical
assistance descriptions, budget justifications,favedyear forecasts have reasonable
relationships, correlation, and continuity with leather and describe how the
jurisdiction is building, sustaining, or scalingdiaghe public health and healthcare
preparedness capabilities. Since this is contionajuidance, the narrative descriptions
should also be consistent with narratives providdg8udget Period 1 or describe why
there is significant variance between budget psriod

o] Awardees have adequate planned activities to moantd demonstrate HPP and
PHEP defined performance measures and PAHPA bemkbma

o] Awardee work plans and budgets are clearly andwsadely linked through budget
associations to the capabilities or function arsduece element level.

o] Budget line items contain sufficiently detailedtjtisations and cost calculations,
specifically for contract line items.

o] Short-term goals are at the capability level angtdbe the overall target or desired
outcomes for that capability in Budget Period 2.

o] Objectives directly link to and support the sherat goal for each capability and
are measurable and achievable descriptions of heapability will be built, sustained, or
scaled back.

o] Planned activity descriptions define desired presloc outputs and have
measurable milestones. They must also relate tehtbg-term goal and directly support
the objectives.

HPP-specific Application Review Criteria
= Awardees comply with HAVBED standards.

PHEP-specific Application Review Criteria

= There are processes in place to engage local highdrtments and federally recognized
American Indian/Alaska Native Tribes and have resbin documented evidence showing
local or tribal concurrence, as applicable, with BHEP strategy and work plan approach to
Budget Period 2. Acceptable evidence includes & ocbritten consensus on official
letterhead of a majority of local or tribal headtfficials whose jurisdictions encompass a
majority of the state’s population or a writtenaaanendation of the SACCHO or Tribal
Health Board or equivalent.

= Medical countermeasure planned activities are@sfit to meet the PAHPA benchmarks for
Budget Period 2.

= Sufficient descriptions exist that outline Levettiemical laboratory operations and
processes, as applicable.

Budget Period 2 applications that do not substiiytizeet these review criteria must be
resubmitted within 30 days after receipt of theibbf Award (NOA) from CDC'’s
Procurement and Grants Office. At the awardee’sesty HPP and PHEP program staff will
provide technical assistance to help the award#dedeificiencies noted during the application
review.

Use of Budget Period 2 Funds for Response
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HPP

Section 319C-2 of the PHS Act authorizes the HH&&ary to award grants in the form of
cooperative agreements to enable eligible entiiesprove surge capacity and enhance
community and hospital preparedness for publictheahergencies. As awardees expend funds
to meet the applicable goals outlined in sectiod2?B) of the PHS Act, in general, HPP funds
are to be used only for activities which preparepigblic health emergencies and improve surge
capacity — consistent with approved spend plansardees, nevertheless, may be able to expend
HPP funds for response activities, subject to apdroy ASPR, provided the activities meet
statutory and administrative requirements. Follapdne examples of response activities that
may be considered for approval.

Situation 1: HPP Staff Conducting Activities Conerg with Approved Project Goals
Awardees may use HPP funds to support positiorfeqpeing preparedness-related activities
consistent with the awardee’s project goals and atidige those positions within any phase of
the disaster cycle, provided that the staff membretisose positions continue to do work within
statutory limitations, the notice of award, and éipproved spending plan. For example, an
employee's salary may be permissible for respoctbétees if that employee is carrying out the
same responsibilities he or she would carry oytaasof his or her preparedness
responsibilities.

Situation 2: Using an Emergency as a Training Egerc

Under certain conditions, HPP funds may, on a éthicase-by-case basis, be reallocated to
support response activities to the extent theyiaeel for the purposes provided for in Section
319C-2 of the PHS Act (the program's authoriziraguge), applicable cost principles, the
funding opportunity announcement, and the awardsggpication (including the jurisdiction’s
all-hazards plan). Awardees should contact theiigasd HPP project officers and grants
management specialists for guidance on the prdoesske such a change. ASPR encourages
awardees to develop criteria such as costs veenefits for determining when to request a
scope-of-work change to use a real incident agjained exercise.

The request to use an actual response as a reguieecise and to pay salaries with HPP funds
will be considered for approval under these coadsi
= A state or local declaration of an emergency, tesasr public health emergency is in
effect.
No other funds are available for the cost.
The awardee agrees to submit within 60 dayshe conclusion of the disaster or public
health emergency) an after-action report, a caueeiction plan, and other
documentation that support the actual dollar amepant.

PHEP

Use of PHEP funds during response operations hashaoged since Budget Period 1. PHEP
cooperative agreement funding is intended primaoilgupport preparedness activities that help
ensure state and local public health departmertsrapared to prevent, detect, respond to,
mitigate, and recover from a variety of public hiedhreatsThe PHEP cooperative agreement
provides technical assistance and resourcestilgatgthen public health preparedness and
enhance the capabilities of state and local govemsrto respond to these thre@&EP funds
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may, on a limited, case-by-case basis, be reallddat support response activities to the extent
they are used for the purposes provided for ini@e&19C-1 of the PHS Act (the program's
authorizing statute), applicable cost principlég, funding opportunity announcement, and the
awardee’s application (including the jurisdictio@¥-hazards plan). Awardees must receive
approval from CDC to use PHEP funds during respéorseew activities not previously
approved as part of their annual funding applicetior subsequent budget change requests.

Funding Formula

The distribution of HPP and PHEP funds is calculatsing a formula established by the HHS
Secretary that includes a base amount for eachdaealus population-based funding. More
information on how the funding formula is calcuthis available in the CDC-RFA-TP12-1201
funding opportunity announcement.

Cost Sharing or Matching

Cost sharing or matching requirements remain iectfior Budget Period 2, with states required
to make available nonfederal contributions in thant of 10% ($1 for each $10 of federal
funds provided in the cooperative agreement) ogilard. Please refer to 45 CFR § 92.24 for
match requirements, including descriptions of atal@p match resources. Documentation of
match, including methods and sources, must bededun the Budget Period 2 application for
funds, follow procedures for generally acceptedanting practices, and meet audit
requirements.

Exceptions to Matching Funds Requirement

» The match requirement does not apply to the palisabdivisions of New York City,
Los Angeles County, or Chicago.

» Pursuant to department grants policy implementBi@45.C. 1469a(d), any required
matching (including in-kind contributions) of legn $200,000 is waived with respect
to cooperative agreements to the governments ofrisere Samoa, Guam, the Virgin
Islands, or the Northern Mariana Islands (othenttm@se consolidated under other
provisions of 48 U.S.C. 1469). For instance, if 1@k& match requirement) of the award
is less than $200,000, then the entire match remént is waived. If 10% of the award is
greater than $200,000, then the first $200,000aiv&d, and the entity must meet the
match requirements for the balance.

Maintenance of Funding (MOF)*

Maintenance of funding requirements remain in é¢ffecBudget Period 2. Awardees must
maintain expenditures for healthcare preparednegpablic health security at a level that is not
less than the average level of such expenditurastanaed by the awardee for the preceding

This funding opportunity announcement uses one thanapplies to both maintenance of funding (M@
maintaining state funding (MSF). Section 319C-lurezp PHEP awardees to maintain expenditures foliqu
health security. Section 319C-2 requires HPP avesrtte maintain expenditures for healthcare prepassl This
provision addresses both requirements.
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two-year period. For more information, refer to @BC-RFA-TP12-1201 funding opportunity
announcement.

Maximum Amount of Carry-over Funds

Awardees may request to carry over unobligateddumte carry-over request must present a
justifiable reason for not executing a spend plaschedule (e.g., a jurisdictional hiring freeze).
The awardee must immediately communicate with AGR&®RCDC any events occurring during
the performance period that have a significant chpaon timely execution of the spend plan.
The Pandemic and All-Hazards Act (PAHPA) of 2006uiees the HHS Secretary to determine
the maximum amount of unobligated funds that caodged over into each succeeding budget
period. Awardees must repay any funds that exdeediaximum percentage of an award that
may be carried over to the succeeding fiscal yEa.carry-over maximum percentage varies for
the HPP and PHEP programs; however, ASPR and Cli@wvall awardee requests on a case-
by-case basis to determine appropriateness.

= HPP awardees may carry over a maximum of 15 peofédtidget Period 1 funds into
Budget Period 2. Awardees must submit a waiveresto carry over funds that exceed
the 15 percent limit.

= PHEP awardees may request to carry over up to é@e@pt of Budget Period 1 funds
into Budget Period 2.

ASPR and CDC reserve the right to restrict carrgr@amounts for awardees that maintain high
balances of unobligated funds.

HPP and PHEP awardees may request carry-over ampart of their Budget Period 2
applications based on the interim Federal FinarRegdorts (FFR) submitted with their Budget
Period 2 applications. (See the Budget section@basge of estimated unobligated funds.)
These budget change requests are submitted ataahraént to the application and must include
aseparaterevised work plan and budget identifying the faling elements:

Description of a bona fide need for permissionge an unobligated balance,
List of proposed activities,

Itemized budget, and

Narrative justification of those activities.

The grants management officer retains the riglletermine how much of the estimated
unobligated balance may be processed as carryhaves. If funds are authorized for carry-
over, the awarding office may add the funds toftileamount otherwise approved for the
noncompeting continuation award for Budget Peripth@ budget period into which the funds
are carried, and allow them to be used for the gme(s) for which they were originally
authorized or other purposes within the scope @fibplication as originally approved (the
approved budget is modified and/or increased aaoglyd. ASPR and CDC will provide
additional guidance on submitting carry-over redgles

Reporting Requirements
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Pandemic influenza plans: Section 319C-1 of the RElSas amended by PAHPA, currently
requires that HPP and PHEP awardees annually sutfltognza pandemic plans. ASPR and
CDC have determined that awardees can satisfydh® @nnual requirement through the
required submission of other program data suche@2®13 self-assessment and Budget
Period 2 application that provide ample evidencé¢herstatus of state and local influenza
pandemic response readiness as well as the bandrshallenges to preparedness and
operational readiness. No further awardee actitirbe/required in Budget Period 2.

Awardees must document and submit annually dath&incurrent preparedness status and
self-identified gaps based on the public health laemithcare preparedness capabilities as
they relate to overall jurisdictional needs. Furtheidance and templates will be provided
separately.

Federal Funding Accountability And Transparency #8ic2006 (FFATA): Public Law 109-
282, the Federal Funding Accountability and Transpey Act of 200Gs amended

(FFATA), requires full disclosure of all entitieadhorganizations receiving federal funds
including grants, contracts, loans and other asstgt and payments through a single publicly
accessible Web sitejww.USASpending.gavThe Web site includes information on each
federal financial assistance award and contraat $28,000, including such information as:

1. The name of the entity receiving the award;

2. The amount of the award;

3. Information on the award including transactigpet, funding agency, etc.;
4. The location of the entity receiving the award;

5. A unique identifier of the entity receiving thesard; and

6. Names and compensation of highly compensateckodf(as applicable).

Compliance with this law is primarily the responbiy of the federal agency. However, two
elements of the law require information to be cuifle and reported by recipients: 1)
information on executive compensation when notaalyereported through the Central
Contractor Registry; and 2) similar informationahsub-awards/subcontracts/consortiums
over $25,000.

For the full text of the requirements under thedfatlFunding Accountability and
Transparency Act of 2006, please review the follgyWVeb site:
http://frwebgate.access.gpo.gov/cgi-

bin/getdoc.cgi?dbname=109 cong_bills&docid=f:s250Qet.pdf

Updated Federal Financial Report cash transactiports (FFR SF-425) must be filed in the
Payment Management System (PMS) within 30 dayseoénhd of each quarter (i.e., no later
than October 30, 2013; January 30, 2014; and Mag@D4). The FFR 425 form and
instructions are available at:
o http://www.whitehouse.gov/sites/default/files/omiafots/standard_forms/ff_report.p
df
0 http://www.nea.gov/manageaward/FFR-Instructions.pdf
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= Each funded awardee must provide an annual Interogress Report submitted via
www.grants.gov The interim progress report will serve as theamompeting continuation
application.

. Additionally, funded awardees must provide an odiplus two hard copies of
the following reports for Budget Period 2:

o] A mid-year progress report due 30 days after tts¢ $ix months of the budget
period. This report should include work plan updagtatus updates on applicable
PAHPA benchmarks, applicable performance measuee dad technical assistance
plans; and estimated HPP and PHEP financial reports

o] An annual progress report due 90 days after theoétite budget period. This
report should include updates on work plan acésitncluding local contracts and
progress on implementation of technical assistateres; PAHPA benchmark data;
performance measure data and supporting informatiaming updates; preparedness
accomplishments, success stories, and program trefsements; healthcare
coalition assessments (HPP only); and updatedrueaé coalition information (HPP
only); NIMS compliance activities, and ESAR-VHP vagments (HPP only).

o] Separate HPP and PHEP Federal Financial Repori) (EF425) no later than
90 days after the end of the budget period.

0 A combined HPP and PHEP Federal Financial Rep&R[FSF-425 submitted via
the electronic FFR system in eRA Commons no l&i@n B0 days after the end of the
budget period.

Audit Requirements

HPP and PHEP awardees are required to comply widh eequirements from the Office of
Management and Budget (OMB) Circular A-133. Awasiteat expend $500,000 or more in
federal funds per year are required to completaualit under this requirement. Information on
the scope, frequency, and other aspects of thésazah be found at
http://www.whitehouse.gov/omb/circulars

In addition, HPP and PHEP awardees shall, notdi#es than once every two years, audit their
expenditures from amounts received under thesedaw8uch audits shall be conducted by an
entity independent of the agency administeringoggam funded, in accordance with the
Comptroller General’s standards for auditing gowegntal organizations, programs, activities,
and functions and using generally accepted aud#iagdards. Awardees may choose to include
HPP and PHEP as major programs in their requird@3-audit process to fulfill the PAHPA-
required biennial audit. However, if awardees cleawst to include HPP and PHEP expenditures
as part of their required A-133 audit process,pase audit must be performed to fulfill the
PAHPA-required biennial audit.

The A-133 audit is submitted to the Federal Audéatinghouse, Bureau of the Census, Web
site: http://harvester.census.qgov/fac/collect/ddeindexl.nEor other audits conducted for HPP,
copies must be submitted to asprgrants@hhs.gov.
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Audits that indicate funds have not been spentaoaance with section 319C-1 or 319C-2 of
the PHS Act may result in a disallowance deciseguiring repayment or future withholding or
offset of awards.

34



Appendix 1
HPP Budget Period 2
(Fiscal Year 2013) Funding*

FY 2013 Total
Awardee Funding Available

Alabama $5,378,598
Alaska $1,224,921
American Samoa $317,806
Arizona $7,024,227
Arkansas $3,476,230
California $28,502,812
Chicago $3,251,353
Colorado $5,633,218
Connecticut $4,148,022
Delaware $1,416,506
District of Columbia $1,114,169
Florida $19,690,188
Georgia $10,388,028
Guam $434,606
Hawaii $1,888,437
Idaho $2,100,005
lllinois $10,844,663
Indiana $7,117,910
lowa $3,609,364
Kansas $3,412,131
Kentucky $4,929,121
Los Angeles $10,521,689
Louisiana $5,127,138
Maine $1,855,836
Marshall Islands $317,221
Maryland $6,392,970
Massachusetts $7,183,057
Michigan $10,588,069
Micronesia $359,370
Minnesota $5,913,629
Mississippi $3,528,671
Missouri $6,612,799
Montana $1,509,880
Nebraska $2,364,116
Nevada $3,256,408
New Hampshire $1,843,699
New Jersey $9,473,742
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FY 2013 Total

Awardee Funding Available

New Mexico $2,601,770
New York $11,934,686
New York City $8,844,224
North Carolina $10,232,711
North Dakota $1,186,503
Northern Mariana Islands $299,316

Ohio $12,275,120
Oklahoma $4,328,942
Oregon $4,410,314
Palau $271,311

Pennsylvania $13,465,110
Puerto Rico $4,302,852
Rhode Island $1,574,338
South Carolina $5,221,033
South Dakota $1,331,020
Tennessee $6,977,365
Texas $26,165,661
Utah $3,321,052
Vermont $1,138,684
Virgin Islands (US) $362,020

Virginia $8,666,514
Washington $7,363,627
West Virginia $2,391,321
Wisconsin $6,304,613
Wyoming $1,075,284

Total FY 2013 HPP
Funding*

$348,796,000

* Funding amounts are planning numbers subjechémge based on the final FY 2013 budget.
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Appendix 2
Public Health Emergency Preparedness (PHEP)
Budget Period 2 (Fiscal Year 2013) Funding*

FY 2013 FY 2013 FY 2013
Total Cities Level 1 FY 2013
Base plus | Readiness | Chemical Total
Population Initiative Laboratory Funding
Awardee Funding Funding Funding Available
Alabama $8,253,305 $297,200 $0 $8,550,505
Alaska $3,780,600 $169,600 $0 $3,950,200
American Samoa $373,014 $0 $0 $373,014
Arizona $10,025,328| $1,104,674 $0 $11,130,002
Arkansas $6,204,823 $197,771 $0 $6,402,594
California $33,153,601| $5,159,220 $993,604  $39,306,425
Chicago $7,965,109 | $1,577,831 $0 $9,542,940
Colorado $8,527,481 $670,116 $0 $9,197,597
Connecticut $6,928,213 $546,650 $0 $7,474,863
Delaware $3,986,900 $311,470 $0 $4,298,370
Florida $23,664,113| $2,761,704  $763,71B  $27,189,535
Georgia $13,647,490, $1,388,154 $0 $15,035,644
Guam $498,785 $0 $0 $498,785
Hawaii $4,495,077 $251,136 $0 $4,746,213
Idaho $4,722,896 $162,442 $0 $4,885,338
lllinois $14,139,197| $1,907,058 $0 $16,046,255
Indiana $10,126,207 $736,647 $0 $10,862,854
lowa $6,348,183 $202,044 $0 $6,550,227
Kansas $6,135,800 $387,136 $0 $6,522,936
Kentucky $7,769,305 $383,765 $0 $8,153,070
Los Angeles County $15,800,288| $3,151,142 $0 $18,951,430
Louisiana $7,982,531 $519,089 $0 $8,501,620
Maine $4,459,973 $169,600 $0 $4,629,573
Marshall Islands $372,384 $0 $0 $372,384
Maryland $9,345,586 | $1,347,741 $0 $10,693,327
Massachusetts $10,196,358| $1,233,622 $903,414  $12,333,894
Michigan $13,862,895| $1,131,906 $887,768  $15,882,569
Micronesia $417,771 $0 $0 $417,771
Minnesota $8,829,430 $846,633 $915,450  $10,591,513
Mississippi $6,261,292 $232,320 $0 $6,493,612
Missouri $9,582,300 $870,731 $0 $10,453,081
Montana $4,087,445 $169,600 $0 $4,257,045
Nebraska $5,007,292 $195,544 $0 $5,202,836
Nevada $5,968,117 $514,089 $0 $6,482,206

37



FY 2013 FY 2013 FY 2013
Total Cities Level 1 FY 2013
Base plus | Readiness | Chemical Total
Population Initiative Laboratory Funding
Awardee Funding Funding Funding Available
New Hampshire $4,446,904 $279,824 $0 $4,726,728
New Jersey $12,662,981| $2,221,450 $0 $14,884,431
New Mexico $5,263,199 $233,713 $918,75¢ $6,415,666
New York $15,312,942| $1,633,375 $1,524,067 $18,470,384
New York City $13,992,498| $3,742,763 $0 $17,735,261
North Carolina $13,480,244|  $409,821 $0 $13,890,065
North Dakota $3,770,198 $169,600 $0 $3,939,798
Northern Mariana Islands $353,104 $0 $0 $353,104
Ohio $15,679,523| $1,459,374 $0 $17,138,897
Oklahoma $7,123,029 $330,117 $0 $7,453,146
Oregon $7,210,651 $471,490 $0 $7,682,141
Palau $322,948 $0 $0 $322,948
Pennsylvania $16,960,911| $1,692,13% $0 $18,653,046
Puerto Rico $7,094,934 $0 $0 $7,094,934
Rhode Island $4,156,854 $277,313 $0 $4,434,167
South Carolina $8,083,638 $261,796 $838,07 $9,183,506
South Dakota $3,894,848 $169,600 $0 $4,064,448
Tennessee $9,974,867 $689,504 $0 $10,664,31
Texas $30,636,943| $3,809,972 $0 $34,446,915
Utah $6,037,726 $296,185 $0 $6,333,911
Vermont $3,770,198 $169,600 $0 $3,939,798
Virgin Islands (US) $420,624 $0 $0 $420,624
Virginia $11,793,753| $1,456,814 $792,66[1 $14,043,228
Washington $10,390,797| $1,021,249 $0 $11,412,046
Washington, D.C. $5,661,341 $609,113 $0 $6,270,484
West Virginia $5,036,586 $183,695 $0 $5,220,281
Wisconsin $9,250,444 $486,802 $1,148,980 $10,886,226
Wyoming $3,770,198 $169,600 $0 $3,939,798
;(H)E'QLFEIdzlr?;*B $519,471,972 $50,841,540 $9,686,488| $580,000,00¢

* Funding amounts are planning numbers subjechémge based on the final FY 2013 budget.
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Appendix 3

Cities Readiness Initiative (CRI)

Budget Period 2 (Fiscal Year 2013) Funding*

FY 2013 Awardee

Awardee CRI City 2010 Census Populatior Total
Alabama Birmingham 1,128,047 $297,200
Alaska Anchorage 380,821 $169,600
Arizona Phoenix 4,192,887 $1,104,674
Arkansas Little Rock 699,757
Arkansas Memphis 50,902 $197.771
California Los Angeles 3,010,232
California Riverside 4,224,851
California Sacramento 2,149,127
California San Diego 3,095,313 $5,159,220
California San Francisco 4,335,391
California San Jose 1,836,911
California Fresno 930,450
Chicago Chicago 2,695,598 $1,577,831
Colorado Denver 2,543,482 $670,116
Connecticut Hartford 1,212,381
Connecticut New Haven 862,477 $546,650
Delaware Philadelphia 538,479
Delaware Dover 162,310 SRR
Florida Miami 5,564,635
Florida Orlando 2,134,411 $2,761,704
Florida Tampa 2,783,243
Georgia Atlanta 5,268,860 $1,388,154
Hawaii Honolulu 953,207 $251,136
Idaho Boise 616,561 $162,442
lllinois Chicago 5,891,011
lllinois St Louis 703,664 $1,907,058
lllinois Peoria 379,186
Indiana Chicago 708,070
Indiana Indianapolis 1,756,241
Indiana Cincinnati 79,262 ST
Indiana Louisville 252,436
lowa Des Moines 569,633 $202,044
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FY 2013 Awardee

Awardee CRI City 2010 Census Populatior Total
lowa Omaha 123,145
Kansas Wichita 623,061
Kansas Kansas City 846,346 $387,136
Kentucky Louisville 1,031,130
— . 7
Kentucky Cincinnati 425,483 $383,765
Los Angeles County | Los Angeles 9,818,605 $3,151,142
Louisiana Baton Rouge 802,484
Louisiana New Orleans 1,167,764 $519,089
Maine Portland 514,098 $169,600
Maryland Baltimore 2,710,489
Maryland Washington D.C 2,303,870 $1,347,741
Maryland Philadelphia 101,108
Massachusetts Boston 4,134,036
Massachusetts Providence 548,285 $1,233,622
Michigan Detroit 4,296,250 $1,131,906
Minnesota Fargo 58,999
Minnesota Minneapolis 3,154,469 $846,633
Mississippi Jackson 539,057
— . 232,32
Mississippi Memphis 238,060 $232,320
Missouri St. Louis 2,115,946
: : - — 70,731
Missouri Kansas City 1,188,988 St
Montana Billings 158,050 $169,600
Nebraska Omaha 742,205 $195,544
Nevada Las Vegas 1,951,269 $514,089
New Hampshire Boston 418,366
New Hampshire Manchester 400,721 SIS R
New Jersey New York City 6,471,215
New Jersey Philadelphia 1,316,762 $2,221,450
New Jersey Trenton 366,513
New Mexico Albuquerque 887,077 $233,713
New York Albany 870,716
New York Buffalo 1,135,509 $1,633,375
New York New York City 4,193,392
New York City New York City 8,175,133 $3,742,763
North Carolina Charlotte 1,531,965
. —— — 409,821
North Carolina Virginia Beach 23,547 $409.8
North Dakota Fargo 149,778 $169,600
Ohio Cincinnati 1,625,406 $1,459,374
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FY 2013 Awardee
Awardee CRI City 2010 Census Populatior Total

Ohio Cleveland 2,077,240
Ohio Columbus 1,836,536
Oklahoma Oklahoma City 1,252,987 $330,117
Oregon Portland 1,789,580 $471,490
Pennsylvania Philadelphia 4,008,994
Pennsylvania Pittsburgh 2,356,285 $1,692,135
Pennsylvania New York City 57,369
Rhode Island Providence 1,052,567 $277,313
South Carolina Columbia 767,598
South Carolina Charlotte 226,073 $261,796
South Dakota Sioux Falls 228,261 $169,600
Tennessee Nashville 1,589,934
Tennessee Memphis 1,027,138 $689,504
Texas Dallas 6,371,773
Texas Houston 5,946,800 $3,809,972
Texas San Antonio 2,142,508
Utah Salt Lake City 1,124,197 $296,185
Vermont Burlington 211,261 $169,600
Virginia Richmond 1,258,251
Virginia Virginia Beach 1,648,136 $1,456,814
Virginia Washington D.C 2,623,079
Washington Seattle 3,439,809
Washington Portland 436,429 $1,021,249
Washington D.C Washington D.C 601,723 $609,113
West Virginia Charleston 304,284
West Virginia Washington D.C 53,498 $183,695
Wisconsin Chicago 166,426
Wisconsin Milwaukee 1,555,908 $486,802
Wisconsin Minneapolis 125,364
Wyoming Cheyenne 91,738 $169,600

Total FY 2013 175,240,879 $50,841,540

Cities Readiness Initiative Funding*

* Funding amounts are planning numbers subjechémge based on the final FY 2013 budget.
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Appendix 4
Budget Period 2 (Fiscal Year 2013)
Hospital Preparedness Program
Evidence-Based Benchmarks Subject to Withholding

PAHPA Benchmark

PAHPAL Awardees will submit timely and completead#dr the mid-year progress
report, the end-of-year annual progress reporttlaadinal Federal Financial
Report (FFR).

PAHPA2 Awardees will assure that all healthcar&itons within their jurisdictions are
within Stage 1 of development.
PAHPAS Awardees shall develop and submit in acaordavith Budget Period 2

guidance requirements exercise plans that musidech proposed exercise
schedule and a discussion of the plans for heaktheratity exercise
development, conduct, evaluation, and improvemkamtrpng. This exercise
plan must demonstrate participation by healthcaaditions and the
participating hospitals to include the participgtorganizations and
anticipated capabilities to be tested.

PAHPA4 Awardees will submit in accordance with BatiBeriod 2 guidance
requirements a comprehensive inventory that liasthef its participating
hospitals by name and by national provider idesttifNPI1) (formerly known
as HIPAA ID); identifies each of the 11 Nationatitent Management System
(NIMS) implementation activities that have beeniaebd; and identifies each
activity still in progress. This must also inclutthe plans to address the gaps
for the identified hospitals that are not 100% cbamt with NIMS
requirements.
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Appendix 5
Budget Period 2 (Fiscal Year 2013)
Public Health Emergency Preparedness
Evidence-Based Benchmarks Subject to Withholding

CDC has identified the following fiscal year 201&nishmarks for Budget Period 2 to be used as
a basis for withholding of fiscal year 2014 fundifiog PHEP awardees. As mandated by
PAHPA, awardees that fail to “substantially meéi8 benchmarks are subject to withholding of
funds penalties to be applied the following fispaar. Awardees that demonstrate achievement
of these requirements are not subject to withhgldihfunds.

1. Demonstrated adherence to all PHEP applicatiomgmaiting deadlines. Failure to submit
required PHEP program data and reports by thedstkgtadlines will constitute a benchmark
failure. A failure to timely report key program ddtinders CDC'’s ability to analyze data and
submit accountability reports as required and jetipas CDC'’s ability to accurately reflect
PHEP program achievements and barriers to sucteissbenchmark applies to all 62
awardees. Required data and reports include:
= PHEP Budget Period 2 funding application due 6@rudhr days following initial

publication of the continuation guidance and imteprogress reports/noncompeting
continuation funding applications for subsequenEPHbudget periods are due no less
than 90 days before the end of the budget period,;

. PHEP Budget Period 2 mid-year progress reports30wiays after the first six
months of the budget period, including work pladlages; status updates on applicable
PAHPA benchmarks, applicable performance measuee dad technical assistance
plans; and estimated HPP and PHEP financial regtatss.

= Annual PHEP Budget Period 2 progress report, duda98 after the end of the budget
period, to include updates on work plan activitreguding local contracts and progress
on implementation of technical assistance plandPA benchmark data; performance
measure data and supporting information; trainipdates; preparedness
accomplishments, success stories, and program trafzdements; healthcare coalition
assessments (HPP only); and updated healthcaigaoaiformation (HPP only); NIMS
compliance activities, and ESAR-VHP requirement8R+bnly).

. PHEP Budget Period 2 financial report, no latent@@ days after the end of the
budget period.

2. Demonstrated capability to receive, stage, stastrilbute, and dispense material during a
public health emergency. As part of their respdogaublic health emergencies, public
health departments must be able to provide couei@sares to 100% of their identified
population within 48 hours after the federal demisio do so. To achieve this standard,
public health departments must maintain the cajppbil plan and execute the receipt,
staging, storage, distribution, and dispensing afemal during a public health emergency.

In Budget Period 2, CDC will evaluate medical caunteasure distribution and dispensing
(MCMDD readiness using a modified version of thensiard technical assistance review
(TAR) process. A progress report format will all@C to maintain accountability in
Budget Period 2 for medical countermeasure planwinite redesigning the TAR tool for
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Budget Period 3. This change also provides more tonawardees to focus on the
recommendations and operational gaps identifigaior TAR assessments.

To demonstrate the current capacity and degreéwafreeement in emergency response
capabilities during Budget Period 2, public heapartments must comply with the
following requirements and submit all required sopipg documentation by May 1, 2014.

The 50 states must meet a minimum overall TAR msgreport benchmark 89 for
Budget Period 2.

All CRI jurisdictions within a state must meet animium average TAR progress report

benchmark 069 for Budget Period 2

o0 When there are multiple planning/local jurisdicBomithin a Cities Readiness
Initiative (CRI) metropolitan statistical area (MEADC is responsible for
performingTAR progress report reviews for a minimum of 25%& CRI
jurisdictions, and the state is responsible fofgraring TAR progress report reviews
for 75% of the CRI jurisdictions.

The four directly funded localities must meet a imienm overall TAR progress report
benchmark 089 for Budget Period 2. Directly funded locality seswill be derived
from a local TAR progress report review conductadrdy Budget Period 2. CDC is
responsible for performin§AR progress report reviews for the directly fundiechlities.

American Samoa, Commonwealth of the Northern Marigtands, Federated States of
Micronesia, Guam, Puerto Rico, Republic of the Malislslands, Republic of Palau, and
the U.S. Virgin Islands must meet a minimum ovef&R progress report benchmark of
60 for Budget Period 2. An island TAR progress repeview must be conducted during
Budget Period 2. CDC is responsible for conducéihgsland TAR progress report
reviews.

. Demonstrated ability to pass laboratory proficietesting and/or exercises for biological

and chemical agents.

Awardees must ensure that Laboratory Response Netwobiological (LRN-B)
laboratories pass proficiency testingCDC proficiency tests are composed of a number
of unknown samples that are tested to evaluatalihigies of LRN reference and/or
national biological laboratories to receive, tesig report on one or more suspected
biological agents. To demonstrate this capabilitg, LRN-B laboratory must
successfully pass CDC proficiency tests for all L&jénts/assays for which they have
requested access to LRN-B reagents from CDC deach budget perioreliminary
funding withholding tables will be calculated willata received by April 30, 2014, to determine
the awardees “at risk” of failing to reach the PA®benchmark.
1. Successfully passed is defined as:
a. The agent is detected or not detected in all sesrgdeexpected
b. The lab follows the appropriate algorithm for tegtsamples and
interpreting results
c. The lab submits data to CDC within the prescribeddiine
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2. Using the definition as described above, CDC wgk the following elements
to calculate if the laboratory passed:
a. Number of LRN-B proficiency tests successfully masby the LRN-B
laboratory during first attempt (hnumerator)
b. Number of LRN-B proficiency tests participated ythe LRN-B
laboratory (denominator)
3. The minimum performance for each year of the PHEept period is:
a. Budget Period 1: Laboratory cannot miss more themRT challenges
b. Budget Periods 2-5: Laboratory cannot miss more tree PT
challenge

In Budget Period 2, the LRN-B proficiency testimjl§ benchmark is applicable to each
of the 50 state public health laboratories () phesLRN-B laboratories in Los Angeles
County, New York City, and Washington, D.C. Althdug lab that fails a challenge may
retest (i.e., undergo remediation) for purposeseirig able to continue to test for that
agent, retests will not apply to the numeratottiidgs benchmark.

Awardees must ensure that at least one LRN chemiclLRN-C) laboratory in their
jurisdictions passes the LRN-C Specimen packagingnd shipping (SPaS) exercise.
This annual exercise evaluates the ability of adatory to collect relevant samples for
clinical chemical analysis and ship those sampleompliance with International Air
Transport Association regulations. This benchmagiias to the 50 states; the directly
funded localities of Los Angeles County, New Y orikyCand Washington, D.C.; and
Puerto Rico. These awardees must ensure at leastRi4-C laboratory passes CDC'’s
SPaS exercise. If a laboratory fails the exercrsgfirst attempt but passes on the
second attempt, then the awardee will meet thetyeark. If a PHEP awardee has
multiple laboratories, at least one laboratory npasticipate and pass.

Awardees must ensure that LRN-C laboratories passrpficiency testing in core and
additional analysis methods This benchmark applies to the 10 awardees with IL&ve
laboratories (California, Florida, MassachusettscHiyan, Minnesota, New Mexico,
New York, South Carolina, Virginia, and WisconsiAJthough this PAHPA benchmark
does not apply to awardees with Level 2 laborasodiering Budget Period 2, awardees
with Level 2 laboratories must report on LRN-C xiEhcy testing performance
measures as specified in PHEP performance measidange. Proficiency testing data
must be received by April, 30, 2014, to determinar@ees potentially at risk for failure
to meet the PAHPA benchmark.

LRN methods can help determine how widespreadhe@dent is, identify who does/does
not need long-term medical treatment, assist withemergency medical guidance, and
help law enforcement officials determine the origf the agent. Proficiency testing is the
most effective method for evaluating laboratoryrf@enance, and participation is
required, where possible, by the Clinical Labangionprovements Amendment of 1988.
The LRN-C conducts proficiency testing for all lebvl and Level 2 chemical
laboratories to support meeting the regulatoryiregents for the reporting of patient
results as part of an emergency response progr&ach high complexity test is
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proficiency tested three times per year (budgeibde and each laboratory is evaluated
on the ability to report accurate and timely resthrough secure electronic reporting
mechanisms.

CDC has identified nine core methods and fourtamithl methods for detecting and
measuring these agents and conducts testingeoaat a laboratory’s proficiency in
these methods. The core methods are 1) arseaitia by DRC ICP-MS; 2)
cadmium/lead/mercury in blood by ICP-MS; 3) cyamnid blood by headspace GC-MS;
4) volatile organic chemicals (VOCS) in blood lNME GC-MS; 5) nerve agent
metabolites in urine by LC-MS/MS; 6) toxic elemg(barium, beryllium, cadmium,
lead, uranium, and thallium) in urine by ICP-M$tétramine in urine by GC-MS; 8)
metabolic toxins in urine by LC/MS/MS; and 9) glaoxins in urine by LC-MS/MS.
Additional methods are 1) sulfur mustard metabahturine by LC-MS/MS; 2) Lewisite
metabolite in urine by LC-ICP-MS; 3) nitrogen marst metabolites in urine by LC-
MS/MS; and 4) tetranitromethane biomarker in ubgd C-MS/MS.

Influenza Pandemic Plans

Section 319C-1 of the PHS Act, as amended by PAHRAently requires that PHEP awardees
annually submit influenza pandemic plans. CDC teterthined that awardees can satisfy the
2013 annual requirement through the required subamof other program data such as the 2013
capability self-assessment and Budget Period dagbipin and performance measure data that
provide ample evidence on the status of state @ral influenza pandemic response readiness as
well as the barriers and challenges to preparedmassperational readiness. Section 319C-1
also requires withholding of funding from PHEP aglees that fail to submit acceptable
pandemic influenza operations plans each fiscal yea
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Table 1: Criteria to Determine Potential Withholding of PHEP Fiscal Year 2014 Funds

Possible %
Benchmark Measure Yes | No | Withholding

Did the awardee (all awardees) meet all
1| application and reporting deadlines?

Did the awardee (all awardees) demonstraje
2| capability to receive, stage, store, distribute,
and dispense material during a public health
emergency? 10%

Did the applicable awardee demonstrate
3| proficiency in public health laboratory testing
and/or exercises for biological and chemical
agents?

Did the awardee (all awardees) meet the 2013
Pandemic Influenza Plan (Public Health 10.0%
Component Meets Standards) requirement? '

Total Potential Withholding Percentage 20.0%

Scoring Criteria

The first three benchmarks are weighted the saonjlsire to substantially meet any one of the
three benchmarks will count as one failure andlt@swvithholding of 10% of the fiscal year
2014 PHEP base award. Failure to submit the 20fieimza pandemic plan as required may
result in withholding of 10% of the fiscal year Z0BHEP base award.

More information on withholding and repayment isidable in the CDC-RFA-TP12-1201
funding opportunity announcement postedtjh://www.cdc.gov/phpr/documents/cdc-rfa-tp12-
1201 4 17 12 FINAL.pdf
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Guidance for Classifying Members of Healthcare Codaions

Appendix 6
Coalition Member Types

Member Type for
Dropdown Listing

Criteria for this Coalition Member Classification

Description

Do NOT Include: |

ONLY Include:

Examples ofEligible Coalition Members

For purposes of creating national data consistency, awardees

with a coalition member that corresponds to an example listed in Column 5 shoul

d classify their member using the member type in Column 1

Inpatient
Hospitals

24/7 nonfederal,
inpatient acute care
hospitals

Freestanding psychiatric
hospitals

Hospitals operated by the
federal government
Hospitals that qualify as
Level 1-3 trauma centers
Subacute care facilities
Freestanding emergency
department

Hospitals that operate 24/7

General hospitals

Children’s hospitals

Rehabilitation hospitals

Long-term care hospitals
Community access hospitals (CAHSs)

Trauma Centers

24/7, nonfederal,
trauma centers

Hospitals operated by the
federal government

Trauma centers classified ag
Levels 1-3

Long-term Care

24/7, nonfederal, sub
acute and long term
care inpatient

Freestanding psychiatric
hospitals

Psychiatric residential
treatment facilities (PRTFs
Halfway houses

Any type of 24/7 inpatient
provider agency operated by
the federal government

Long-term care facilities that
are licensed by the state
Inpatient facilities that
operate 24/7

Nursing homes(NHSs)

Skilled nursing facilities(SNFs)

Subacute care facilities

Rehabilitation facilities

Long-term care facilities (LTCFs)

Intermediate care facilities for persons with ménta
retardation (ICFs/MR)

PACE facilities

providers - Hospitals that operate 24/7, Hospice

even if they include swing Religious nonmedical healthcare institutions

beds Alternative living facilities (ALFs)or alternative
residential facilities (ARFS)
Group homes

¢ Any type of CHC or FQHC | « Community health centers
operated by the federal * Federally qualified health
. Nonfederal, government centers (FQHCs)
Community community health | * Inpatient facilities that
Health Centers centers operate 24/7

Community mental or
behavioral health centers or
substance abuse clinics

Other Outpatient
or In-Home

Other nonfederal
outpatient or in-home

Any community health cente
or FQHC
Any type of outpatient or in-

Outpatient or in-home
healthcare providers that are
NOT community health

Ambulatory surgical centers
Home health agencies
Comprehensive outpatient rehabilitation facilities
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Appendix 6
Coalition Member Types
Guidance for Classifying Members of Healthcare Codaions

Member Type for
Dropdown Listing

Criteria for this Coalition Member Classification

Description

Do NOT Include:

ONLY Include:

Examples ofEligible Coalition Members

For purposes of creating national data consistency, awardees with a coalition member that corresponds to an example listed in Column 5 shoul

d classify their member using the member type in Column 1

Providers healthcare providers house provider agency centers or FQHCs (CORF)

operated by the « QOrgan procurement organizations
federalgovernment * Rural health clinics

« Inpatient facilities that » End-stage dialysis facilities
operate 24/7

e Community mental or
behavioral health centers or
substance abuse clinics

¢ Any private practice
physician office groups or
hospita-based clinic

o . ¢ Physicians that are Allopathic, osteopathic, or | « Family practice
Individual (ho;pltal- specialists as per examples| podiatric physicians « Geriatrics,
Individual bas_ed or prlvate_r under ‘flndividual o Phys!cians that are in private¢ « Gerontology
Physicians - practice) allopathic, Physicians - Specialists” practice or are part of a - General pediatrics

Primary Care

osteopathic, and
podiatric physicians -
primary care

Nurse practitioners, or
physician assistants who
provide primary care
Psychiatrists

hospital-based group
Primary care physicians
Licensed practitioners

General practice

General internal medicine

Individual (hospital-
based or private

Physicians that are
specialists as per examples
under “Individual
Physicians - Primary care”
Nurse practitioners, or
Physician Assistants who

Allopathic, osteopathic, or
podiatric physicians
Physicians that are in private
practice or are part of a
hospital-based group
Licensed practitioners

General surgery
Allergy/immunology
Otolaryngology
Anesthesiology
Cardiology
Dermatology

Orthopedics
Pathology

Plastic and
reconstructive surgery
Physical medicine and
rehabilitation

;ﬂgg’lg:ﬁg _ practice) allopathic, PrOViQ? aneséhgsia or other « Intervention pain Proctology .
Specialists osteopathic, and specialty medicine management Pulmonary, diagnostic
p podiatric physicians 1 * Other specialists who are « Neurology radiology
specialists WO PlREIE « Oncology Urology
* Psychiatrists « Obstetrics/gynecology | * Nuclear medicine
» Ophthalmology, Infectious diseases
* Oral surgery Emergency medicine
Gastroenterolog
Other Non- Other individual » Any physician that is a Specialists that are in private « Dietitians Hand therapists
Physician healthcare providers licensed practitioner of practice or are part of a T « Chiropractors Dentists
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Appendix 6
Coalition Member Types
Guidance for Classifying Members of Healthcare Codaions

Member Type for

Criteria for this Coalition Member Classification

Dropdown Listing DEEE e

Do NOT Include: |

ONLY Include:

Examples ofEligible Coalition Members

For purposes of creating national data consistency, awardees

with a coalition member that corresponds to an example listed in Column 5 shoul

d classify their member using the member type in Column 1

Specialists who are not allopathic, osteopathic, or hospital-based group « Certified nurse-  Oral surgeons
physicians podiatric medicine Licensed, certified, or midwives * Speech therapists
¢ Clinical psychologists or registered, as required by | « Optometrists ¢ Recreation therapists
psychiatric social workers state law « Specialty nurses * Music therapists
» Specialty outpatient + Physician assistants | « Art therapists
institutions or in home « Physical therapists » Massage therapists
providers, as per the « Occupational therapists
examples listed above « Respiratory therapists
« Any type of inpatient, Mental health, behavioral « Freestanding psychiatric hospitals
outpatient or individual health, or substance abuse | « Psychiatric residential treatment centers(PRTFS)
specialist provider group providers licensed, certified,| « Community mental health centers and clinics
operated by the federal or registered, as required by| « Substance abuse clinics
government law » Halfway houses
Nonfederal ¢ Psychiatric services provide( ¢ Institutional, inpatient, or « Group homes for the mentally ill

behavioral health
(inpatient or
outpatient)

Behavioral Health

as part of a general acute
care hospital program
General healthcare services|
that do not include
behavioral health

Self-help groups that do not
operate under a plan of care
developed in accordance
with licensure requirement

outpatient-based behavioral
health services that are
provided under a plan of
care developed in
accordance with licensure
requirements

Family therapists
Psychotherapists
Psychiatrists

Clinical psychologists
Psychiatric social workers
Psychiatrists

Clinical psychologists

Nonfederal providers
or suppliers of
healthcare support
services

Healthcare
Support Suppliers

Any type of provider or
supplier agency operated by
the federal government
Suppliers of healthcare
support that are employed b
or operate under the license
of another overarching
healthcare providers, such a
hospitals, nursing homes,
community health centers

<

Suppliers that are licensed,
certified, or registered, as
required by state law

Blood banks
Pharmacies
Poison control centers
Laboratories
Mammography centers

X-ray providers

Durable medical equipment (DME) supply centers

24-hour federal

Federal Hospitals hospitals

Tribal clinics
Inpatient long term care

Any hospital or trauma
center that is owned and /or

Veterans Administration (VA) hospitals

Department of Defense (DOD) hospitals
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Appendix 6
Coalition Member Types
Guidance for Classifying Members of Healthcare Codaions

Member Type for
Dropdown Listing

Description

Criteria for this Coalition Member Classification

Do NOT Include:

ONLY Include:

Examples ofEligible Coalition Members

For purposes of creating national data consistency, awardees

with a coalition member that corresponds to an example listed in Column 5 should ¢

lassify their member using the member type in Column 1

facilities even though
operated by the federal
government

Outpatient health centers,
clinics ,or other outpatient
healthcare services even
though operated by the
federal government

operated by the federal
government

Inpatient hospital providers
that operate 24/7

Indian Health Service (IHS) hospitals

Other Federal

Other federal

Tribal clinics
Any hospital or trauma

Other inpatient healthcare
facilities operated by the

VA nursing homes
DOD nursing homes

healthcare (not center that is owned and /or| ~ federal government « VA clinics
Healthcare hospital-based) operated by the federal ¢ Outpatient health centers, | « |HS clinics
Providers . government clinics ,or other outpatient
providers healthcare services operated
by the federal government
Other federal « Any federal agency- « Employees, representatives| « FEMA representatives

Other Federal

representatives that

providing behavioral or

or grantors from U.S.

CDC representatives

» general healthcare program  government agencies and | « U.S. Navy
Entities are NOT healthcare| o/ vices who are members of
entities healthcare coalitior

(EMS) services (EMS)

Public Health Public health
¢ Police
. . e Fire

Public Safety Public safety « Lawenforcement

National Guard

Emergency Emergency
Management management
Medical Reserve Medical Reserve
Corps Corps
. Academia * Universities
Academia

» Colleges
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Appendix 6

Coalition Member Types
Guidance for Classifying Members of Healthcare Codaions

Member Type for
Dropdown Listing

Description

Criteria for this Coalition Member Classification

Examples ofEligible Coalition Members

Do NOT Include:

| ONLY Include:

For purposes of creating national data consistency, awardees with a coalition member that corresponds to an example listed in Column 5 shoul

d classify their member using the member type in Column 1

* Schools
» Research facilities

Airport /
Transportation

Airport/
transportation

Communication

Communications

» Ham radio operators

Groups * Internet providers
Grassroot/ « Volunteer agencies or * American Red Cross
Volunteer/ Grassr(.mtf.’ VOI“mZe organizations that are not + Disability organizations
nonprofit organizations, an MRC « Children’s advocacy groups

P other nonprofit ; :
Advocacy or d P . * Child care providers
Service advocacy or service « Public libraries

Organizations

organizations

Trade
Organizations

Healthcare provider
or healthcare
consumer trade
organizations

National, state, and local healthcare provider
associations
AARP

Other State and
Local Entities

Other state and loca
government services

(that have not
otherwise been listed

Private Business

Private business

e.g., Walmart
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Appendix 7
Budget Period 2
Training and Exercise Requirements

Training and Exercise Overview

Training and exercise activities must support iasonal priorities. These priorities are
generally informed by risk assessments and opetgaps identified during self-assessments,
exercises and actual response/recovery operatithtizd.and PHEP training and exercise
requirements vary in Budget Period 2, but awardee&ncouraged to plan and execute these
requirements with inclusion from both the HPP dmelRPHEP programs, emergency
management agencies, and community partners atateeand local levels.

HPP Training Requirements

1.

National Incident Management System (NIMS) Docuratoi

HPP awardees will assess and report annually wdadicipating hospitals currently have
adopted all NIMS implementation activities and whare still in the process of
implementing the 11 activities. For any participgthospital still working to implement
NIMS activities, funds must be prioritized and madailable during HPP Budget Period 2
to ensure the full implementation and maintenaricdl @ctivities during the five-year
project period.

The Budget Period 2 application must include a haksgtatus update that identifies each of
the 11 NIMS implementation activities that haverbaehieved, including each activity still
in progress.

Training Schedule

HPP awardees must specifically identify gap-bassdihg on a schedule detailed in the

HPP-provided template, which can be found inkkhewledge Management-foldar the
PERFORMS Resource Library. The completed schadulae September 30, 2013.

Joint HPP-PHEP Training Requirements

1.

Multiyear Training and Exercise Plan (MYTEP)

Each year, awardees must conduct, or participag friaining and exercise planning
workshop (TEPW) and submit a MYTEP. Awardees rsusimit the MYTEP no later than
September 30, 2013, as an uploaded attachmenRF®GRMS. A template for the MYTEP

can be found in thErewledge-Managementifoldar the PERFORMS Resource Library.

Exercise Schedule and Narrative

In addition to the MYTEP, awardees must specificalentify required exercises and

include a narrative that describes Homeland Sechsercise and Evaluation Program
compliance, community participation, the five-yeaercise strategy, and joint exercises. The
exercise schedule and narrative mustd@pleted as outlined in themplates located in the
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Knowledge-Managementfoldar the PERFORMS Resource Library. The exercisecidbe

and narrative must be submitted by September 3[B,2% an uploaded attachment in
PERFORMS.

3. Joint Training Report
As part of the Budget Period 2 annual progressrtehee September 30, 2014, awardees
must report on preparedness training conducteagidudget Period 2 and describe the
impact the training had on the jurisdiction. Theaptate for this report can be found in the

Knowledge-Managementfoldar the PERFORMS Resource Library.
Budget Period 2 Exercise Requirements

Awardees must conduct preparedness exercisesondarce with the Homeland Security
Exercise and Evaluation Program (HSEEP). Furtiernamation on these guidelines and exercise
policy can be found dittps://hseep.dhs.gov/pages/1001_HSEEP7.aspx

HPP-specific Requirements

Within the five-year project period, awardees npesform and evaluate required exercises.
ASPR and CDC will monitor documentation through +wehr and annual progress reports and
during technical assistance visits. Awardees medtrthese requirements during the remainder
of the five-year period:

= Each identified healthcare coalition must partitga at least one required exercise.
This may be at the substate regional level or thiewide level.

= All HPP patrticipating hospitals (and if possibl&et healthcare organizations) must
participate in a required exercise. This shouléhbepnjunction with their respective
healthcare coalitions’ participation.

» There must be participation in a joint full-scaleecise (FSE). This requirement is for
the healthcare coalition(s) within the associatéte€Readiness Initiative metropolitan
statistical area.

Note: A real incident may be substituted for a reqiegercise; however the after-action

report (AAR) must document healthcare coalitionoirement as outlined in the exercise

reporting section below.

To qualify as an acceptable exercise, each HPRisganust meet the following criteria:
= Exercises must be a substate regional or statdwma¢ional or full-scale exercise.
» HPP exercises must test the capabilities of thicgaants from a single healthcare
coalition or multiple healthcare coalitions and d&strate the following:

0 Resource and information management as outlin€apability 3: Emergency
Operations Coordination and Capability 6: InforraatSharing.

o Components of Capability 10: Medical Surge to idel@t a minimum
implementation of prehospital coordination and surgpacity and capability
operations as outlined in Capability 10: Medicaidgy Functions 2 and 3.

* Note: This demonstration does not require every compooieGapability
10: Medical Surge, Functions 2 and 3 to be teddedvever, the
associated performance measure (e.g. PM 10.1),reussted.
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* Note: If the primary risk for the healthcare coaliticquires full-scale
evacuation and shelter-in-place operations to g¢bharcomponents of
Capability 10: Medical Surge, Function 5. MedicabEuation/Shelter-in-
Place operations may be considered as the mediag demonstration.

0 Each exercise must demonstrate, in some capduogty.antinuation of essential
healthcare services as outlined in Capability laltheare System Preparedness,
Function 3. This describes planning for essengalthcare delivery services and
the ability of the healthcare system to implemeseatial continuity services
(e.g., business operations, power, water, infolmnatianagement, heating,
ventilation, and air conditioning (HVAC) redundaes).

o Demonstrations for Capability 2: Healthcare Sysieaovery, Capability 5:
Fatality Management, Capability 14: Responder $afatl Health, and
Capability 15: Volunteer Management may be achigkealgh allowable drills
or functional or full-scale exercises. Howeveraatees must demonstrate that
the capability has been tested within their jugidns.

= QOver the five-year project period, ASPR encouramesditions to test each of the

healthcare preparedness capabilities but recogoeréain capabilities such as Capability

2: Healthcare System Recovery, Capability 5: Rgtdianagement, Capability 14:

Responder Safety and Health, and Capability 15uiMeler Management may be

demonstrated at a statewide only or at a singolae substate region) level.

= Arotational strategy is highly recommended for edeas with a large number of
healthcare coalitions and must be forecasted ifitkeyear exercise schedule, with
the realization that the forecast may change.

= Awardees are expected to work with relevant statklacal officials to provide
information for the National Exercise Schedule (NEXso that exercises can be
coordinated across levels of government and heakthentities. Additionally, at-risk
populations and/or those who represent them mushgaged in preparedness
planning and exercise activities.

HPP Allowable Costs
Activities for funding consideration under this vegment include:
» Costs associated with planning, developing, exaguind evaluating exercises.

o During Budget Period 1 and beyond HPP allows dgtamding for functional or
full-scale exercise development and execution ugiagHSEEP methodology.
Grants can be used to fund workshops, drills, taplexercises, and other
HSEEP planning meetings (e.g., concepts and obgstinitial planning
conferences, mid-planning conferences, etc.), tmtize extent these funded
elements, in line with the HSEEP building block eqgzh for exercise
development and execution, dovetail with a funalar full-scale exercise
during the five-year project period.

o Allowable drillsas described above to meet specific performancsunea
requirements for Capability 2: Healthcare Systeradvery, Capability 5: Fatality
Management, Capability 14: Responder Safety andtijeand Capability 15:
Volunteer Management may also be funded for amw/ithat test these
capabilities for an entire healthcare sector (emg-term care facilities,
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community health centers, and Medical Reserve Cetps). Awardees should
discuss these drilling strategies with their fiptdject officers.
o Individual facility exercises are not allowable.

» Costs associated with enhancement and upgradessfencty operations plans based
on exercise evaluation and improvement plans (diclythose from the previous
budget period).

» Costs associated with release time for healthcar&extsand-state-and-local-public
health-stafto attend exercises.

Note: Salaries for backfilling are not allowable costsler this funding announcement.

PHEP-specific Exercise Requirements

The Public Health Service Act, Section 319C-1, nexgueach PHEP-funded awardee to conduct
at least one annual exercise to test preparedndsggponse capabilities including submission
of an after-action report (AAR) and improvementp{#P). The HSEEP building block approach
could be an acceptable model leading up to a jatisd’s full-scale exercise. This annual
exercise could include tabletop, functional or-kdhle exercises that test public health
preparedness and response capabilities. The AARJtR=ch exercise are due as part of the
PHEP Budget Period 2 annual progress report digeptember 30, 2014.

Awardee response and recovery operations suppogalgncidents could meet the criteria for
this annual exercise requirement if the responsesuéicient in scope and the AAR/IPs
adequately detail which public health preparediapabilities were tested and evaluated.

Medical countermeasure-related (MCM) drills, byrtiselves, are very narrowly focused and are
no longer sufficient to meet this annual exercespuirement, which should be focused more
broadly to address multiple operational gaps amgldpmental areas for the jurisdiction.

Annual PHEP exercises must be jointly planned aedw@ted with as many healthcare sector,
emergency management agency, and community pagsene available.

Joint Exercise Requirement: Conduct one joint $gde exercise during the five year project
period

Within the five-year project period, awardees aitie€ Readiness Initiative (CRI) planning
jurisdictions must participate in one joint fullede exercise that includes MCM distribution and
dispensing elements outlined in theowledge-Management-Foldierthe Performs Resource
Library. This requirement applies to the healthaalition(s) and all public health departments
encompassed by the associated CRI metropolitaststat areas (MSA).

Several PHEP awardees performed the requiremenasjdint full scale-exercise in which
preparedness capabilities were tested and validstan acceptable AAR/IP during an actual
response and recovery operation, or during a v@lbfull-scale exercise, during Budget Period
11 (August 10, 2011, through August 9, 2012). Tteagardees are required to conduct another
joint full-scale exercise no later than Budget &5 in accordance with the HSEEP cycle. In
addition, several HPP and PHEP awardees perforhgecktjuirements for a joint full scale-
exercise in which preparedness capabilities westedeand validated by an acceptable AAR/IP
during an actual response and recovery operatrahring a validated full-scale exercise,
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during Budget Period 1 (July 1, 2012, through J8®e2013). These awardees have met the full-
scale exercise requirement for the project period.

Awardees must submit the joint full-scale exerédgdr/IP documentation in accordance with
established evaluation and progress reporting reopgnts.

During the five-year project period, distributianllfscale exercises are required for the 50 states
and four directly funded localities. Dispensing-&dale exercises are required for the 72 CRI
MSAs and each local planning jurisdiction withireth2 CRI areas and four directly funded
localities. This requirement applies to the heatbaoalition(s) and all public health
departments encompassed by the associated CRI MEA#sand PHEP programs encourage
awardees to include the distribution and dispensggirements as part of broader full-scale
exercises. Distribution and dispensing full-scadereises are optional for the eight U.S.
territories and freely associated states.

Exercise Requirement Reporting
All HPP and PHEP AAR/IPs are due by September B042and must be submittedsedon
the exercise reporting template located inkkhevwledge - Management-Foldierthe Performs

Resource libraryAAR/IPs must be posted on the CDC/DSLR secure ctlasmwww.llis.gov.

57



Appendix 8
Emergency System for Advance Registration of Volumer Health
Professionals (ESAR-VHP) Compliance Requirements

The ESAR-VHP compliance requirements identify céjiss and procedures that staESAR-
VHP programs must have in place to ensure effectimragement and interjurisdictional
movement of volunteer health personnel in emergsné&ach state must meet all of the
compliance requirements.

ESAR-VHP Electronic System Requirements

1. Each state is required to develop an electroniistragion system for recording and
managing volunteer information based on the ddfiaitiens presented in the ESAR-VHP
Interim Technical and Policy Guidelines, Standards and mi&dins (Guidelines)

These systems must:

a. Offer Internet-based registration. Information miastcontrolled and managed by
authorized personnel who are responsible for the. da

b. Ensure that volunteer information is collectedeasisled, maintained and utilized in
a manner consistent with all federal, state, andlltaws governing security and
confidentiality.

c. ldentify volunteers via queries of variables asrtedt by the requester.

d. Ensure that each state ESAR-VHP system is botheolagg on a regular basis and
that the backup is not co-located.

2. Each electronic system must be able to registercaltelct the credentials and qualifications
of health professionals that are then verified \ilid issuing entity or appropriate authority
identified in the ESAR-VHFGuidelines.

a. Each state must collect and verify the credensiat$ qualifications of the following
health professional occupations. Beyond this lisic@upations, a state may register
volunteers from any other occupation it chooseg Standards and requirements for
including additional occupations are left to thatas.

1) Physicians (allopathic and osteopathic)

2 For purpose of this document, state refers tcthstates, the District of Columbia, the three omifitan areas of
Chicago, New York City, Los Angeles County, the @Goomwealths of Puerto Rico and the Northern Mariana
Islands, the territories of American Samoa, Guathtae United States Virgin Islands, the FederatetkS of
Micronesia, and the Republics of Palau and the Mar¢slands.
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2) Registered nurses

3) Advanced practice registered nurses (APRNSs) inolydurse practitioners,
certified nurse anesthetists, certified nurse-migwj and clinical nurse
specialists

4) Pharmacists

5) Psychologists

6) Clinical social workers

7) Mental health counselors

8) Radiologic technologists and technicians

9) Respiratory therapists

10)Medical and clinical laboratory technologists

11)Medical and clinical laboratory technicians

12)Licensed practical nurses and licensed vocatiomalas

13)Dentists

14)Marriage and family therapists

15)Physician assistants

16)Veterinarians

17)Cardiovascular technologists and technicians

18)Diagnostic medical sonographers

19)Emergency medical technicians and paramedics

20)Medical records and health information technicians

b. States must add additional professions to thetegys as they are added to future
versions of the ESAR-VHBuidelines.

c. Toincrease ESAR-VHP functionality immediately afkedisaster or public health
emergency, states are encouraged to develop eeddtBAR-VHP registration and
credential verification processes to facilitate tiealth response.

3. Each electronic system must be able to assign tedusito one of four ESAR-VHP
credential levels. Assignment will be based ondteelentials and qualifications that the state
has collected and verified with the issuing enpityappropriate authority.

4. Each electronic system must be able to recordoflinteer health professional/emergency
preparedness affiliations of an individual, inchgliocal, state, and federal entities. The
purpose of this requirement is to avoid the po&tionfusion that may arise from having a
volunteer appear in multiple registration systeeng,, Medical Reserve Corps (MRC),
National Disaster Medical System (NDMS), etc.

5. Each electronic system must be able to identifyntgers willing to participate in a federally
coordinated emergency response.

a. Each electronic system must query volunteers upitialiregistration and/or re-

verification of credentials about their willingnessparticipate in emergency
responses coordinated by the federal governmespdRees to this question, posed
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in advance of an emergency, will provide the febgoaernment with an estimate of
the potential volunteer pool that may be availdfben the states upon request.

b. If a volunteer responds “Yes” to the federal queststates may be required to collect
additional information (e.g., training, physicadamedical status, etc.).

6. Each state must be able to update volunteer inflamand reverify credentials annually.
(Note: ASPR will review this requirement regularly favgsible adjustments based on
industry standards and the experience of the sfates

ESAR-VHP Operational Requirements

7. Upon receipt of a request for volunteers from aoyegnmental agency or recognized
emergency response entity, all states should: thim2 hours query the electronic system to
generate a list of potential volunteer health psienals to contact; 2) contact potential
volunteers; and 3) within 24 hours provide the esger with a verified list of available
volunteer health professionals that includes theas qualifications, credentials, and
credential levels of volunteers.

8. Each state must develop a plan to recruit andrretalunteers.

9. Each state must develop a plan for coordinating wadit volunteer health
professional/emergency preparedness entities torenas efficient response to an
emergency, including but not limited to MRC unM)MS teams, and the Federal
Emergency Management Agency (FEMA) Citizen Corps.

10. Each state must develop protocols for deployingtearcking volunteers during an
emergency (Mobilization Protocols):

a. Each state is required to develop written prototiwdd govern the internal activation,
operation, and timeframes of the ESAR-VHP systenegponse to an emergency.
Included in these protocols must be plans to tatknteers during an emergency
and for maintaining a history of volunteer deployntse ASPR may ask for copies of
these protocols as a means of documenting complianc

b. Each state ESAR-VHP program is required to estalalig/orking relationship with
external partners, such as the local and/or stagggency management agency and
develop protocols outlining the required actionsdeploying volunteers during an
emergency. These protocols should ensure contin@diig) operability of the
ESAR-VHP system. There are three areas of focus:

1) Intrastate deployment: States must develop prtgdbat coordinate the use

of ESAR-VHP volunteers with those from other orgarions, such as the
Medical Reserve Corps (MRC).
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2) Interstate deployment: States must develop prégamdlining the steps
needed to respond to requests for volunteers redérem another state.
States that have provisions for making voluntearpleyees or agents of the
state must also develop protocols for the deployroewmolunteers to other
states through the state emergency managementyagartbe Emergency
Management Assistance Compact (EMAC).

Each state must have a process for receiving anttairdng the security of
volunteers’ personal information sent to them framother state and
procedures for destroying the information whers o longer needed.

3) Federal deployment: Each state must develop ppstoecessary to respond
to requests for volunteers that are received ftoeféderal government.
Further, each state must adhere to the protocaldesd by the federal
government that governs the process for recei@ngests for volunteers,
identifying available volunteers, and providing leaolunteer’s credentials to
the federal government.

ESAR-VHP Evaluation and Reporting Requirements

11.Each state must test its ESAR-VHP system throutils dnd exercises. These exercises
must be consistent with the ASPR Hospital PrepassiRProgram (HPP), Centers for
Disease Control and Prevention’s (CDC) Public HeBlinergency Preparedness (PHEP)
program, and ASPR ESAR-VHP program requirementslifitis and exercises.

12.Each state must develop a plan for reporting pragrarformance and capabilities.
Each state will be required to report program pemnce and capabilities data as specified
by the ASPR Hospital Preparedness Program (HPRJ, Riiblic Health Emergency
Preparedness (PHEP) program, and/or the ASPR ESARprfogram.
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Appendix 9
HPP-PHEP Budget Period 2
Requirements for Territories and Freely Associatedstates

ASPR and CDC recognize the unique infrastructutegaographic challenges faced by the U.S.
territories and freely associated states that vedenited HPP and PHEP cooperative agreement
funding. These jurisdictions include the territeri American Samoa, Commonwealth of the
Northern Mariana Islands, Guam, and U.S. Virgiansgls and the freely associated states
including Federated States of Micronesia, Repuiflihe Marshall Islands, and Republic of
Palau.

ASPR and CDC have responded by modifying the HRPPHEP requirements that these
awardees can realistically achieve in Budget Peiothese requirements will incrementally
increase over the remaining project period. Thigeaplix serves as a guide to help these seven
territorial and freely associated state awardebgese a level of preparedness that will assure
appropriate public health and healthcare responderdtigation strategies. The modified
requirements do not apply to the territory of Padtico.

Background and Rationale

Public health preparedness efforts and challengteiterritories and freely associated states
differ from the U.S. mainland. The geographicalaton and distinctive infrastructures present
unique challenges that result in equally uniquatsties for achieving preparedness. HPP and
PHEP funds have been used to promote public hpedfbaredness understanding and awareness
within the health departments, ministries, and camitres in these areas but have been and
currently are being used primarily for building amdintaining basic public health capacities.

Awardees are expected to use their cooperativeagnet funding to build and sustain the public
health and healthcare preparedness capabilitisariag that federal preparedness funds are
directed to priority areas within their jurisdiati®as identified through their strategic planning
efforts.

HPP and PHEP Requirements for Territories and Freg} Associated States

Following are 22 Budget Period 2 requirements uditlg performance goals, for the seven
territories and freely associated states of Amar8amoa, Commonwealth of the Northern
Mariana Islands, Guam, Federated States of MicranBgpublic of the Marshall Islands,
Republic of Palau, and U.S. Virgin Islands.

11. Complete and submit all required Budget Period@#iegtion components and
reports.*

Project Narrative: The narrative should summareedverall preparedness strategy for the
project period, as well as describe specific pfangapabilities to be addressed during
Budget Period 2. The project narrative may briefliylress cross-cutting activities and plans
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for addressing any challenges or barriers that imagde progress. Examples include:
» Leadership capacity and organizational stability

Technical capacity in information technology infrasture and use

Budget and accounting system as it relates to adirative preparedness

Staff retention for maintaining project continuity

Collaboration between partners, hospitals, depantmiehealth programs, local

grants management staff

= Delays in awarding subcontracts, which impinge loilitg to carry out public health
and healthcare preparedness projects in a timetyeara

= Manual collection of public health surveillance osts

Awardees should review the Budget Period 1 projactative and revise if necessary. If no
revisions are needed, the Budget Period 1 progacative should be renamed and submitted
as the Budget Period 2 project narrative.

Capabilities Work Plan and Budget: The Budget ReBi@apabilities work plan and budget
should address tHeublic Health Preparedness Capabilities: Nation&r&lards for State
and Local Planningand theHealthcare Preparedness Capabilities: National @axice for
Healthcare System Preparednessl take into consideration the results from the
jurisdictional risk assessment conducted in Buékgziod 1. In the capabilities work plan,
awardees must describe plans and related objed¢tivas!d, sustain, or scale back each of
the 15 capabilities in Budget Period 2.

Budget Period 2 Submission Requirements:

» Interim progress reports/funding applications are 60 calendar days following
initial publication of the Budget Period 2 contitioa guidance omvww.grants.gov

" Mid-year progress reports are due 30 days aftefirdtesix months of the budget
period and must include work plan updates; stapastes on applicable PAHPA
benchmarks, applicable performance measure datdeahnical assistance plans;
and estimated HPP and PHEP financial reports.

. Annual progress reports are due 90 days afterntdetthe budget period and
will include updates on work plan activities, pregg on implementation of technical
assistance plans; preparedness accomplishmentgssustories; and final financial
reports.

12.Foster greater PHEP and HPP program alignment.

Upon request, awardees must show documented psagresordinating public health and
healthcare preparedness program activities todecleveraging of funding to support those
activities and tracking alignment accomplishments.

13.  Conduct multiyear training and exercise planning.

Awardees must update their Budget Period 1 multijraéning and exercise plans to include
planned training sessions for public health andtheare preparedness capabilities. Plans
should include goals and objectives for each egerand training activity. Updated plans
must be submitted as part of the funding applicatio
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During the project period, awardees should conduetjoint, full-scale exercise. Joint
exercises should meet multiple program requiremémtiiding HPP, PHEP, and medical
countermeasure planning requirements. HSEEP-comafger-action reports and
improvement plans based on results of exercisesabevents should be submitted within 90
days of the exercise/event at ad hoc attachmemERFORMS.

14.Engage with HPP and PHEP project officers.

Awardees must actively collaborate with their pebjefficers to maintain individualized
technical assistance plans. The technical assestaaos will include awardee-identified and
project officer-identified needs and a joint stggtéor addressing those needs.

Awardees should be actively involved with HPP ahltEP project officers in planning and
executing routine site visits to assess the a@sjiprogress, and challenges of awardees and
provide/coordinate technical assistance. Awardkesld plan on hosting site visits from

HPP and PHEP project officers once every 12 to @Bths.

15. Submit pandemic influenza plans annually as redugeSection 319C-1 and 319C-2 of the
PHS Act and amended by PAHPA.* t

ASPR and CDC have determined that awardees cafiysde 2013 annual requirement
through the required submission of other prograta thaat provide ample evidence on the
status of state and local influenza pandemic respogadiness as well as the barriers and
challenges to preparedness and operational readines

16. Assure compliance with the following requiremehisless otherwise noted, no specific
narrative response or attachment is necessary @sdvocurement and Grants Office
(PGO) considers that acceptance of the Budget ¢P2rfanding awards constitutes assurance
of compliance with these requirements.

= Maintain a current all-hazards public health emecgegreparedness and response
plan and submit to CDC when requested and makéabiaifor review during site
Visits.

= Submit required progress reports and program anach@ial data.

= Submit an independent audit report every two yeatse Federal Audit
Clearinghouse within 30 days of receipt of the repo

*» Have in place fiscal and programmatic systems tma@nt accountability and
improvement.

* Provide CDC, as feasible, with situational awarsrazta.

17.Mandatory attendance at meetings.

At least one representative from each jurisdicisorequired to attend the annual Public
Health Preparedness Summit once every two yedosmation on dates and location for the
2014 summit will be provided to awardees when tieyfinalized.
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Budget Period 2 Performance Goals

The performance goals below are a set of achievablsures to gauge preparedness progress
across each of the 15 public health preparedneksight healthcare preparedness capabilities.
The HPP and PHEP project officers will conduct aence-based analysis of these
performance goals during site visits and providdmécal assistance as needed.

Overall

18. Performance Goal: Awardees conduct at least semi-annual (prefergindyterly)
reconciliation of the program’s financial recordghathe Payment Management System
draw-down records to ensure accurate accountingiuetly expenditures of funds.*
Demonstration: Provide notes from meeting with local jurisdicta fiscal staff to include
any discrepancies noted.

Capability 1: Community /Healthcare System Pregaess

19. Performance Goal: Public health emergency operations plans adgreggredness and
response strategies that address the public heeadtimedical needs of at-risk individuals and
the elderly in the event of a public health emeoyen
Demonstration: Provide excerpt from the public health emergemmgrations plans that
address at-risk and elderly individuals.

20.Performance Goal: A committee comprised of senior advisors frontmpar governmental
and nongovernmental organizations and represeesatiom the general public is developed
to provide input on the public health preparedressresponse activitiesin addition, a
healthcare coalition should be established to boHlate on roles and responsibilities for
healthcare preparedness and response. Jurisdinteyglect to combine these two functions
into one joint committee to address the needsdtin the public health senior advisory
committee (PHEP) and healthcare coalition (HPP).
Demonstration: Documented minutes of regular advisory commitieaition meetings, to
include participants, decisions made, and actioqamented, should be available upon
request.

Capability 2: Community/Healthcare System Recgpver
No performance goals for Budget Period 2.

Capability 3: Emergency Operations Coordination

21. Performance Goal: An Emergency Management Assistance Compact (EM#&Q@jher
mutual aid agreements for medical and public healikual aid is in force. This requirement
applies only to Guam and U.S. Virgin Islands (P4-B21)."
Demonstration: Provide copy of EMAC and/or current mutual aidessgments.

22. Performance Goal: A role-based activation list with the names andnghoumbers of
responders is maintained with current data andceseat at least semi-annually.
Demonstration: Provide copy of two unannounced call down drillseal incidents which
documents the ability to contact responders twvaidithe emergency operations center.

Capability 4: Emergency Public Information and Wag
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23. Performance Goal: Emergency operations plans include the procesetothe public to a
potential health hazard.
Demonstration: Evidence of the development and disseminaticalodalth alert to the
general public in response to a real incident a dsll.

Capability 5: Fatality Management
No performance goals for Budget Period 2.

Capability 6: Information Sharing
No performance goals for Budget Period 2.

Capability 7: Mass Care

24. Performance Goal: An electronic database for determining hospital &eagilability
throughout the jurisdiction is in place.
Demonstration: Provide information on hospital bed availabilityH®P staff when
requested.

Capability 8: Medical Countermeasure Dispensing

25. Performance Goal: Achieve a score of 60 or higher on the Budgetoée2 island
technical assistance review (ITAR) progress regort.
Demonstration: The ITAR score received in Budget Period 1 willend into Budget
Period 2. Awardees may improve their scores byidnog updates to elements of the ITAR
with documentation to demonstrate the jurisdictsotompetencies in medical
countermeasure distribution and dispensing.

Capability 9: Medical Materiel Management and Bgttion

26.Performance Goal: Conduct three (3) operational drills from the FH&Eboperative
agreement online Data, Collection and ReportingeSui
Demonstration: Utilize the online reporting template found at
http://ophprsurveys.cdc.gov./mriWeb/mriWeb.dllI? bject=DCARSMenu_BP1&1.userl=dr
ills to conduct and report the observed data on ang thiferentdrills during Budget Period
2.

Capability 10: Medical Surge
No performance goals for Budget Period 2.

Capability 11: Non-Pharmaceutical Interventions
No performance goals for Budget Period 2.

Capability 12: Public Health Laboratory Testing

27.Performance Goal: Laboratory staff members are trained and certtitedackage and ship
laboratory specimens.
Demonstration: Provide copies of International Air Transport Asigstion (IATA)
certification for at least three laboratory stagmbers.
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28.Performance Goal: Standard operating procedures are in place forggacl and shipping
specimens.
Demonstration: Provide documentation of standard procedurepdokaging and shipping
specimens.

Capability 13: Public Health Surveillance and Epidological Investigation
29.Performance Goal:Collect syndromic surveillance data from healtedacilities, schools,
and large businesses.
Demonstration: Written standard operating procedures for collgcénd analyzing
syndromic surveillance data.

30.Performance Goal: Develop a team of specialists who analyze heaadticator and
syndromic surveillance data weekly.
Demonstration: Provide documentation of weekly analysis condiibte surveillance team.

Capability 14: Responder Safety and Health

31.Performance Goal: Meet National Incident Management System (NIM&hpliance
requirement’ Information on NIMS is located &ttp://www.fema.gov/emergency/nims/
Demonstration: Document certification of training completion bylghie health response
staff. If trainees are not U.S. citizens, othecwdoentation of training completion is
acceptable.

Capability 15: Volunteer Management

32.Performance Goal: Meet Emergency System for Advance Registrationatikteer Health
Professionals (ESAR-VHP) guidelines.
Demonstration: Describe the system utilized to coordinate haspimd public health
volunteers to meet the intent of the ESAR-VHP reguent.

* Failure to meet this requirement may be groumasaithholding funds in future years.
'Pandemic and All-Hazards Preparedness Act (PAHB&)irement
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HPP-PHEP Budget Period 2

Summary of Requirements for Territories and FreelyAssociated States

Requirement PHEP | HPP
1 | Submit Budget Period 2 application and requirearsp Yes Yes
2 | Foster HPP and PHEP alignment Yes Yes
3 | Develop multiyear training and exercise plan YesYes
4 | Engage with project officers Yes Yes
5 | Submit influenza pandemic plahs Yes | No
6 | Comply with PGO assurances Yes Yes
7 | Attend annual Public Health Preparedness Summit es Y| Yes
8 | Reconcile financial recortls Yes Yes
9 | Include plans for at-risk and elderly populations Yes Yes
10 | Develop senior advisory committee/healthcare Goalit Yes Yes
11 | Develop mutual aid agreements or EMA®uam & USVI only) Yes No
12 | Conduct call down drills Yes Yes
13 | Disseminate public information Yes No
14 | Collect and report on hospital bed availability No Yes
15 | Achieve a score of 60 or higher on the ITAR Yes No
16 | Conduct three (3) medical countermeasure dispermsitig Yes | No
17 | Maintain IATA certification for laboratory staff ¥e | No
18 | Develop procedures for specimen shipping Yes No
19 | Collect syndromic surveillance data Yes No
20 | Analyze syndromic surveillance data Yes| No
21 | Meet NIMS complianck Yes Yes
22 | Address volunteer management Yes | Yes

* Failure to meet this requirement may be groumasaithholding funds in future years.
'Pandemic and All-Hazards Preparedness Act (PAHB&)irement
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Appendix 10
HPP-PHEP Awardee Resources

Administrative Preparedness

= Emergency Use Authorization (EUA) toolkit - Outlgikey concepts of how federal and
state emergency declarations initiate various nespauthorities and liability protections.
http://www.astho.org/EUAToolkit/?terms=legal+todiki

» Food and Drug Administration main EUA site -
http://www.fda.gov/EmergencyPreparedness/Counterism/ucm182568.htm

= Emergency Authority and Immunity (EAI) toolkit - @wmes key concepts of how federal and
state emergency declarations initiate various nespauthorities and liability protections.
http://www.astho.org/EAIToolkit/?terms=legal+todiki

= Memoranda of Understanding (MOU) with the Fedemnaleu of Investigation - To promote
collaboration between the disciplines of publicltiteand law enforcement, CDC and the

U.S. Federal Bureau of Investigation (FBI) devetbpeloint Criminal and Epidemiological

Investigations Workshop for public health and laMoecement personnel. Awardees can

obtain details for scheduling this free workshopcbytacting their nearest FBI field office

WMD coordinator or by contacting their HPP or PH&Bject officers. Additional resources

to advance jurisdictional planning include:

o Criminal and Epidemiological Investigation Handbd@R11 - This handbook facilitates
the use of resources and to maximize communicatohinteraction among law
enforcement and public health officials in an d@ftorminimize potential barriers to
communication and information sharing during adyiairism incident.
http://www.fbi.gov/about-us/investigate/terrorisnmg/criminal-and-epidemiological-
investigation-handbook

o Radiological/Nuclear Law Enforcement and Public IHebvestigation Handbook
This handbook provides an introduction to radiatadfnuclear law enforcement and
public health investigations so personnel havetebenderstanding of each other’s
information requirements and investigative procedur
http://emergency.cdc.gov/radiation/pdf/RadiologiedaDNuclear%20handbook%2009%2
001%2011.pdf

o Joint Public Health — Law Enforcement Investigasioklodel Memorandum of
Understanding (MOU) - Also referenced witlinblic Health Preparedness
Capabilities: National Standards for State and Ldeknning this document provides
factors and provisions for consideration for adaptdy state, tribal, local, and other
jurisdictions when developing methods for coordimgjoint public health and law
enforcement investigations of bioterrorism, suspe@dtioterrorism, or other public health
concerns possibly resulting from deliberate, crahictions.
http://www.nasemso.org/Projects/DomesticPreparesidesuments/JIMOUFinal.pdf

Capabilities
= Healthcare Preparedness Capabilities: National Guride for Healthcare System
Preparedness
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http://www.phe.gov/Preparedness/planning/hpp/refddcuments/capabilities.pdf
= Public Health Preparedness Capabilities: Nationtdr&lards for State and Local Planning
http://www.cdc.gov/phpr/capabilities/DSLR capalmlést July.pdf

ESF#8
= Emergency Support Function #8 (ESF #8) — PublidtHeand Medical Services Annex
http://www.fema.gov/emergency/nrf/

Executive Directives

= Presidential Policy Directive 8: National Preparesk-
http://www.dhs.gov/xabout/laws/gc 12154442471 24nsht

= Strategic National Risk Assessment in Support d BPA Comprehensive Risk-Based
Approach toward a Secure and Resilient Natibtip://www.dhs.gov/xlibrary/assets/rma-
strategic-national-risk-assessment-ppd8.pdf

= National Health Security Strategy -
http://www.phe.gov/preparedness/planning/autharitgs/Pages/default.aspx

Exercise and Evaluations
= Homeland Security Exercise and Evaluation Progrand&ce -
https://hseep.dhs.gov/pages/1001_HSEEP7.aspx

HAVBED
= HAVBED EDXL Communication Schemahitps://havbedws.hhs.gov
=« HAVBED Web Portal https://havbed.hhs.gov

HHS Office of the Assistant Secretary for Preparedass and Response
= http://www.phe.gov/preparedness/pages/default.aspx

HHS Centers for Disease Control and Prevention

= Office of Public Health Preparedness and Response -
http://www.cdc.gov/phpr/

= Funding, Guidance, and Technical Assistance -
http://www.cdc.gov/phpr/coopagreement.htm

= Division of Strategic National Stockpile —
http://www.cdc.gov/phpr/stockpile/stockpile.htm

HHS National Healthcare Preparedness Programs Heditare Systems Evaluation Branch

= Public Health and Healthcare Systems Evaluatiom@&raVeb page -
http://www.phe.gov/Preparedness/planning/evalu#@iages/default.aspx

= Fiscal year 2012/Budget Period 1Hospital PreparesiReogram (HPP) Performance
Measure Manual Guidance for Using the New HPP Pedoce Measures -
http://www.phe.gov/Preparedness/planning/evaludiioouments/fy2012-hpp-082212.pdf

= Hospitals Rising to the Challenge: The First Fiveals of the U.S. Hospital Preparedness
Program and Priorities Going Forwarbttp://www.upmc-
biosecurity.org/website/resources/publications/20082009-04-16-hppreport.pdf
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= Healthcare Facilities Partnership Program and EemergCare Partnership Program
Evaluation Report http://www.upmc-
biosecurity.org/website/resources/publications/20df2010-01-29-hfpp_eval_rpt.pdf

= The Next Challenge in Healthcare Preparednesssaphic Health Events -
http://www.upmc-biosecurity.org/website/resourceblirations/2010/pdf/2010-01-29-
prepreport.pdf

= Guidance for Establishing Crisis Standards of GaréJse in Disaster Situations: A Letter
Report -http://www.iom.edu/Reports/2009/DisasterCare Stantglaspx

= Crisis Standards of Care: A Systems Framework &dagtrophic Disaster Response -
http://www8.nationalacademies.org/cp/projectviewx@key=49130

= Allocation of Scarce Resources During Mass Casuarnts (MCES) -
http://www.ahrg.gov/clinic/tp/scarcerestp.htm

= Home Health Care During an Influenza Pandemic:dssnd Resources -
http://www.flu.gov/professional/hospital/homeheditiml.

Pandemic and All-Hazards Preparedness Act (PAHPA)

= PAHPA Overview -http://www.phe.gov/preparedness/legal/pahpa/pagésitt.aspx

= PAHPA Full Text -http://frwebgate.access.gpo.gov/cgi-
bin/getdoc.cgi?dbname=109 cong_public_laws&docul#il417.109.pdf

Preparedness Reports

= CDC State Preparedness Repotigp://www.cdc.gov/phpr/pubs-links/pubslinks.htm

= From Hospitals to Healthcare Coalitions: TransfargnHealth Preparedness & Response in
Our Communities http://www.phe.gov/Preparedness/planning/hpp/Docusiepp-
healthcare-coalitions.pdf

Research Activities

= Distinguishing Public Health Research and PublialtteNon-Research -
http://www.cdc.gov/od/sciencel/integrity/docs/cddipg distinguishing-public-health-
research-nonresearch.pdf

Subawardee Monitoring

These tools from the Association of Government fardi(AGA) have been reviewed by the

HHS Office of the Inspector General as relevantstéar administering and monitoring grant

programs.

=  AGA’s Risk Assessment Monitoring Tool -
http://www.agacgfm.org/AGA/Documents/Performance%26%20Programs/riskassessme
ntmonitoringtool.pdf

= AGA’s Financial and Administrative Monitoring Toel
http://www.agacgfm.org/AGA/Documents/Performance%26%20Programs/financialadm
inistrativemonitoringtool. pdf

= AGA'’s Fraud Prevention Toolkithttp://www2.agacgfm.org/tools/FraudPrevention/
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