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Objective: Rural Long-term Care (LTC) providers face unique challenges when planning, preparing for, and
responding to disasters. We sought to better understand challenges and identify best practices for LTC in
rural areas.

Methods: Case studies including key informant interviews and site visits were conducted with LTC staff and
emergency planning, preparedness, and response partners in three rural communities. Themes were
identified across sites using inductive coding.

Results: Communication across disaster phases continues to be a challenge for LTC providers in rural
communities for all disaster types. Communication challenges limit LTC providers’ ability to address
patient needs during emergencies and limit the resilience of providers and patients to future disasters.
Limited coordination among local leadership and LTC providers prevents dissemination of information,
resources, and services, and slows response and recovery time. Including LTC providers as stakeholders
in planning and exercises may improve communication and coordination.

Conclusion: More than two decades into efforts to increase preparedness of health care systems to all
hazards, rural LTC facilities still face challenges related to communication and coordination. Agencies
at the federal, state, and local level should include input from rural LTC stakeholders to address gaps

in communication and coordination and increase their disaster resilience.
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he increasing proportion of older adults in

the United States, including in rural commun-

ities, is a growing concern with implications
for many aspects of health and health care.! Aging
rural residents face barriers to accessing health care,
including financial constraints, limited transportation
services, a lack of trained providers, and greater
travel time or distance to receive needed care.” Rural
residents face barriers for accessing treatments for
mental health and palliative care, as well as for other
conditions expected to increase, with the increasing
frequency and severity of natural disasters and a chang-
ing climate.’”> Compounding the problems related to
access, rural communities are uniquely vulnerable to
the impacts of disasters due to higher levels of poverty,
population loss that reduces local government capacity
to support public services, an older population, weaker
planning and administrative capacity, and geographic
isolation.®” The differential impacts of disasters on
rural communities, combined with the limited capacity
of rural communities to meet increasing long-term
health care services and support needs of local resi-
dents, are significant problems.'® While disaster pre-
paredness and capacity challenges to rural hospitals
have been addressed to some extent through planning,

T meeting federal

preparedness guidelines related to workforce, physical

training, and regional collaboration,

capacity and supplies, communication, and coordination
with other entities continue to challenge rural long-term
care (LTC) providers.!?

Recent disasters and other emergencies, including
the current COVID-19 pandemic, have highlighted
problems in disaster response, unique to LTC, includ-
ing transportation barriers related to the functional,
access, and health limitations of residents'®; communi-
cation with those who can make decisions for patients
who are impaired'¥; and the need for electricity to
power durable medical equipment and maintain
medication at safe temperatures.15 Decision-making
and operations around evacuation versus sheltering
in place for community living facilities such as nursing
homes are often at the discretion of staff with limited
direct experience in disaster response. LTC staff are
not well paid,'® have frequent turnover,'” work long
hours,'® and may not be able to provide extra support
to their patients during disasters, particularly when
their own homes or families may be impacted simulta-
neously. In rural areas, staff may commute long distan-
ces and facilities may have limited options for back-up

12

Disaster Medicine and Public Health Preparedness

ri Yy Pr

VOL. 16/NO. 1

https://doi.org/10.1017/dmp420298Pyurggnetd(?n?ng%g?é&c ggt Umgrleti%aess,ger Medicine and Public Health, Inc. DOI: 10.1017/dmp.2020.211


https://orcid.org/0000-0003-3060-0894
https://doi.org/10.1017/dmp.2020.211

staffing. Though some health care systems and government
programs offer support for providers to plan and respond to
emergencies,”” most LTC providers in rural areas lack the
expertise, time, or other resources necessary to adequately
plan for or respond to disasters. When disasters occur in rural
settings, local LTC providers may be disproportionately
impacted, as local emergency responders may be volunteers
who are needed to assist with multiple vital community
needs.?°

METHODS

Three case studies were conducted in rural counties,
improve understanding of the challenges of disaster planning,
preparedness, and response among LTC providers. Cases
were selected from rural communities with at least one LTC
service provider to represent a diversity of disaster types includ-
ing severe acute events (e.g., major storm, flood, or wildfire)
and slow-onset disasters (e.g., drought, environmental con-
tamination). Key informant interviews were conducted with
stakeholders with a role in disaster planning, preparedness,
and response using an interview guide that was reviewed by
two content experts, and pilot tested with a convenience sam-
ple of LTC providers, identified through provider databases or
referral. Based on pilot feedback, the interview guide was
revised prior to implementation (see Supplemental File).

21 to

Questions for the interview guide were developed based on a
review of the existing literature. Information regarding the
type of provider the informant worked for, population served,
volume of services, routine activities related to emergency
planning and response, persons and agencies that assist with
emergency planning and response, systems of reporting, resour-
ces available, and un-met needs was collected from all key
informants. Pre-disaster planning, immediate post-disaster
response, impacts of the disaster on the provision of care,
and lessons learned from the disaster response were included.

Public information (e.g., county websites) was used to identify
LTC providers and stakeholders. Potential respondents were
contacted by email and invited to participate in a phone inter-
view. During the phone interview, respondents were asked to
meet in-person with the study team during a later site visit,
and for referrals to other key informants. Site visits included
in-person interviews with individuals or groups and observa-
tion of the recovery status and ongoing challenges. Site visits
and telephone interviews were recorded, transcribed, and
analyzed for key themes using inductive coding. All documen-
tation was determined to be exempt by the Texas A&M
Institutional Review Board (IRB 2018-1396).

RESULTS

Forty-four key informant interviews were completed (16 via
telephone, and 28 in-person). Three major cross-cutting
themes were identified.

Long-Term Care Planning, Preparedness, and Response

Challenge to Effective Communication

The presence of multiple single points of failure in rural com-
munities has a major impact on communications. As one
respondent put it, “we were kind of shut off from the rest of
the world for 48 hours” after the disaster. Communication
challenges identified included difficulty contacting family
members of LTC facility residents, particularly when commu-
nication services (e.g., cellular networks) are intermittent. If
services are functioning, contact lists must be kept up-to-date
and emergency contacts, who are also likely dealing with the
impacts of the disaster, must be available to answer their
phones. Several LTCs mentioned potential solutions to this,
including buying satellite phones and training staff to become
licensed ham radio operators; however, both have significant
limitations. The high cost of purchasing equipment and
subscriptions for satellite phone service is a barrier, and poor
reception and difficulty operating the devices were also
mentioned as limitations. Some LTCs indicated that if they
had satellite phones they would reserve them for contacting
emergency responders and not patients’ families. Similarly,
ham radio requires training and licensure, and qualified
operators may not be available during a disaster. Informal
(e.g., word of mouth) communication, effective in non-
disaster times is seen as less effective during or after a disaster;
however, many respondents pointed to the strengths of
“small town community where people know each other and
rely on community camaraderie as a form of security and trust.”

Gaps in Disaster and Emergency Preparedness
Planning

All skilled nursing and LTC facilities [e.g., hospitals, hospices,
Programs of All-Inclusive Care for the Elderly (PACE),
home health agencies, and Comprehensive Outpatient
Rehabilitation Facility (CORFs)] are required to have an
emergency preparedness plan.”>?> The plans are utilized by
facilities during disasters and were typically found useful by
respondents, particularly if they practiced using drills or tab-
letop exercises, which are preferred as they are less disruptive
for patients. If emergency preparedness plans are in place, they
are more valuable if locally adapted, and local and backup
personnel, are assigned specific responsibilities. One concern
is based on the fact that when facilities are “part of a corporate
structure, the preparedness plans are similar across all sites;
only some items are tailored to each location.” For plans to
be effectively operationalized during a disaster response, local
memoranda of understanding (MOUs) or other agreements,
such as transportation contracts for facility evacuation
should be negotiated in advance. One respondent pointed
out “challenges with patient tracking because the facility
had scattered the patients to many locations,” as “preparedness
plans did not address necessary requirements when sending
evacuees to other facilities” or “emergency admissions (to
LTC facilities) that would be necessary during an emergency.”
LTC facilities operating under a national-level corporate
governance structure may have to work with headquarters
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on MOUJs, or be required to evacuate patients to a facility oper-
ated by the same parent company, limiting their ability to enter
into agreements with local suppliers or evacuate patients to the
nearest receiving facility. During times when threats are higher
(e.g., hurricane season or fire season), additional meetings
focused on preparedness should be held. Just-in-time training
and at the minimum, annual refresher trainings and tabletop
drills are needed. Ensuring that plans address response to acute
disasters like tornados, means that most LTC facilities do not
plan for slow-onset disasters, given limitations in workforce,
and other disaster preparedness planning responsibilities.

Challenges to Effective Coordination

There are many challenges to effective coordination, including
keeping lists of people who are homebound but require LTC
services during a disaster, up-to-date and available to local
responders to ensure needs are met, and evacuation status is
known. Systems such as emPOWER, which tracks Medicare
beneficiaries that rely on electricity-dependent medical equip-
ment, may be helpful in this regard.’* In addition to “checklists
of items to ensure that everything necessary during a disaster
event is on-hand prior to the event,” a system to effectively
receive, manage, and distribute available resources, including
financial, and non-financial aid, is also needed. “The over-
whelming support of volunteers coming to provide services
also requires coordination.” Depending on the type, location,
and scale of the disaster, a regional approach to coordination
may be more effective if there are agencies in place with the
capacity to serve in this role. Coordination can also be difficult
because some rural LTC facilities are stand-alone and not part
of larger organizations that could assist with financial and other
resources necessary to respond to a disaster. While health care
coalitions may provide support to members, LTC facilities
in more remote communities may face challenges to active
participation in these groups. Facilities that are part of a health
care system may benefit from system-level investments such as
Electronic Health Records, and other information technology
like online risk assessments. Although costly to implement,
these technologies may also improve disaster preparedness
and response under some circumstances, with several respon-
dents indicating “the use of technology” helped their facility
“to better prepare for disasters.”

DISCUSSION

For more than two decades, communication and coordination
have remained challenges to health care system and facility
preparedness. Based on this study, improvements in communi-
cation, planning, and coordination among stakeholders in
rural LTC emergency planning, preparedness, and response
are still needed to ensure interruptions in communication or
other services, lack of access to transportation or evacuation
failure, or inadequate access to needed information do not result
in unmet care needs, severe health complications, or even death
for vulnerable patients. While responses to COVID-19 unfold,

concerns about adequate planning, resource availability,
protecting providers from exposure, and patient safety are
already evident in reports of policies being implemented in
LTC facilities. To increase preparedness capabilities for rural
LTC providers, longstanding challenges must be addressed.
First, a greater emphasis on coordination and communication
efforts across local, state, and federal levels is needed. For
example, a platform for regular communications and resource
sharing among LTC providers may help support local com-
munity needs. Second, streamlined evacuation planning
for vulnerable populations based on community living or res-
idential settings that focus on emergency admissions, patient/
client tracking, and medical records portability is needed.
Finally, LTC stakeholders should be included in community
emergency preparedness meetings and exercises beyond exer-
cising their own facility’s plan, with a goal of ensuring proper
measures are in place when emergencies occur.

Regardless of the type of disaster, rural LTC providers encoun-
ter similar challenges related to staffing and financial margins
that are the heart of many of these needed improvements.
High turnover makes it difficult to maintain consistent levels
of training on communications equipment, emergency plans,
or technologies needed during disasters. These challenges are
amplified during disasters, when staff may also be impacted.
These issues appear to be consistent, regardless of the gover-
nance structure (local independent or national corporate) of
the provider, because during a disaster that impacts a rural area,
everyone has to work together and human and financial
resources are limited for every organization and agency, par-
ticularly during the first 24 to 72 hours of the disaster response
when a rural community’s infrastructure must be sufficient for
all aspects of response because state and federal resources are
not yet available.

CONCLUSIONS AND IMPLICATIONS

The hierarchy of needs in a small, under-resourced, rural
county can push disaster planning, preparedness, and response
for LTC providers to the bottom of the list. However, LTC is
integral in the delivery of health care in rural communities,
providing care for some of the most vulnerable. Under normal
circumstances, rural health care delivery has staffing chal-
lenges and operates on narrow financial margins despite the
typical dearth of competitors. Disasters exacerbate these opera-
tional challenges. As the population ages and disasters that
impact rural areas become increasingly frequent and severe,
these challenges must be addressed by planners and policy
makers.

About the Authors

Department of Health Policy and Management, Texas AGM University, College
Station, Texas (Dr Radcliff, Ms Macareno, Mr Price); Program in Epidemiology,
University of Delaware, Newark, Delaware (Dr Horney, Mr Strickland) and
Division of Health Systems Management and Policy, The University of
Memphis, Memphis, Tennessee (Dr Dobalian, Mr Kabir) .

14

Disaster Medicine and Public Health Preparedness

https://doi.org/10.1017/dmp.2020.211 Published online by Cambridge University Press

VOL. 16/NO. 1


https://doi.org/10.1017/dmp.2020.211

Correspondence and reprint requests to Jennifer A. Horney, PhD, MPH, Professor
and Founding Director, Epidemiology Program, University of Delaware, 100
Discovery Blud, Room 731, Newark, DE (e-mail horney@udel.edu) .

Funding Statement

This publication was made possible by U.S. Health Resources and
Services Administration’s (HRSA) Federal Office of Rural Health Policy
Cooperative Agreement UICRH30040, the Southwest Rural Health
Research Center. The contents are solely the responsibility of the authors
and do not represent the official views of HRSA.

Conflict of Interest Statement

The authors have no financial or personal conflicts of interest.

Supplementary Material
To view supplementary material for this article, please visit https://doi.org/10.

1017/dmp.2020.211

REFERENCES

1. Edmund JV. Rural aging in 21st century America. 1st ed. Glasgow N, Berry
H, eds. New York: Springer; 2012.

2. Douthit N, Kiv S, Dwolatzky T, Biswas S. Exposing some important bar-
riers to health care access in the rural USA. Public Health. 2015;129(6):
611-620.

3. Smalley KB, Rainer J. Rural mental health: Issues, policies, and best practices.
New York: Springer; 2012.

4. Robinson CA, Pesut B, Bottorff JL. Issues in rural palliative care: Views
from the countryside. ] Rural Health. 2010;26(1):78-84.

5. Horton G, Hanna L, Kelly B. Drought, drying and climate change:
Emerging health issues for ageing Australians in rural areas. Australas |
Ageing. 2010;29(1):2-7.

6. Saenz R, Peacock W. Rural people, rural places: The hidden costs of
Hurricane Katrina. Rural Redlities. 2006;2(1):1-10.

7. Coppola D. Introduction to international disaster management. Burlington,
MA: Elsevier; 2007.

8. Tootle D. Disaster recovery in rural communities: A case study of
southwest Louisiana. South Rural Sociol. 2009;22(2):6-27.

9. Horney JA, Nguyen M, Cooper J, et al. Accounting for vulnerable popu-
lations in rural hazard mitigation plans: results of a survey of emergency
managers. ] Emerg Management, 2013;11(3):205-211.

10. Davis JR, Wilson S, Brock-Martin A, Glover S, Svendsen ER. The impact of
disasters on populations with health and health care disparities. Disaster Med
Public Health Prep. 2010;4(1):30-38. doi: 10.1017/S1935789300002391.

Long-Term Care Planning, Preparedness, and Response

11. Edwards JC, Kang J, Silenas R. Promoting regional disaster preparedness
among rural hospitals. ] Rural Health. 2008;24(3):321-325.

12. Schur CL, Berk ML, Mueller CD. Perspectives of rural hospitals on bioterror-
ism preparedness planning. NORC Walsh Center for Rural Health Analysis;
2004:1-6

13. Hyer K, Brown LM, Christensen ]J, Thomas KS. Weathering the storm:
Challenges to nurses providing care to nursing home residents during hur-
ricanes. Appl Nurs Res. 2009;22(4):9-14.

14. Laditka SB, Laditka JN, Xirasagar S, Cornman CB, Davis CB,
Richter JV. Providing shelter to nursing home evacuees in disasters:
Lessons from Hurricane Katrina. Am ] Public Health. 2008;98(7):
1288-1293.

15. Jan S, Lurie N. Disaster resilience and people with functional needs. N Engl
J Med. 2012;367(24):2272-2273.

16. Healthcare Finance News. Home health worker shortage fueled by low
wages, demanding duties threatens patient care in numerous states. 2017.
https://www.healthcarefinancenews.com/news/home-health-worker-
shortage-fueled-low-wages-demanding-duties-threatens-patient-care-
numerous. Accessed September 10, 2019.

17. Scale K. Staffing in Long-Term Care Is a National Crisis. PHI Quality
Care Through Quality Jobs: 2018. https://phinational.org/recruitment-
retention-long-term-care-national-perspective/. Accessed September 10,
2019.

18. Harrington C, Swan JH. Nursing home staffing, turnover, and case
mix. Med Care Res Rev. 2003;60(3):366-392. doi: 10.1177/107755870325
4692.

19. Assistant Secretary for Preparedness and Response. 2017-2022 Health
care preparedness and response capabilities: 2016. https://www.phe.gov/
Preparedness/planning/hpp/reports/Documents/2017-2022-healthcare-pr-
capablities.pdf. Accessed September 10, 2019.

20. Corporation for National & Community Service, Hands-on Network.
Participant materials managing spontaneous volunteers in times of disaster.
https://www.nationalservice.gov/sites/default/files/resource/hon-cncs-msvtd_
participant_materials.pdf. Accessed September 10, 2019.

21. U.S. Department of Agricuture. Rural-urban Continuum codes. https://
www.ers.usda.gov/data-products/rural-urban-continuum-codes.aspx. Accessed
March 1, 2020.

22. Centers for Medicare and Medicaid Services. Emergency preparedness
requirements for Medicare and Medicaid participating providers and
suppliers final rule. Federal Register. 2016;81:180.

23. Centers for Medicare and Medicaid Services. Providers/ suppliers facilities
impacted by the emergency preparedness rule. https://www.cms.gov/
Medicare/Provider-Enrollment-and-Certification/SurveyCertEmergPrep/
Downloads/17-Facility-Provider-Supplier-Types-Impacted.pdf. Accessed
November 22, 2019.

24. U.S. Department of Health and Human Services. HHS emPOWER 3.0.
https://empowermap.hhs.gov/. Accessed September 10, 2019.

https://doi.org/10.1017/dmp.2020.211 Published online by Cambridge University Press

Disaster Medicine and Public Health Preparedness

15


mailto:horney@udel.edu
https://doi.org/10.1017/dmp.2020.211
https://doi.org/10.1017/dmp.2020.211
https://doi.org/10.1017/S1935789300002391
https://www.healthcarefinancenews.com/news/home-health-worker-shortage-fueled-low-wages-demanding-duties-threatens-patient-care-numerous
https://www.healthcarefinancenews.com/news/home-health-worker-shortage-fueled-low-wages-demanding-duties-threatens-patient-care-numerous
https://www.healthcarefinancenews.com/news/home-health-worker-shortage-fueled-low-wages-demanding-duties-threatens-patient-care-numerous
https://phinational.org/recruitment-retention-long-term-care-national-perspective/
https://phinational.org/recruitment-retention-long-term-care-national-perspective/
https://doi.org/10.1177/1077558703254692
https://doi.org/10.1177/1077558703254692
https://www.phe.gov/Preparedness/planning/hpp/reports/Documents/2017-2022-healthcare-pr-capablities.pdf
https://www.phe.gov/Preparedness/planning/hpp/reports/Documents/2017-2022-healthcare-pr-capablities.pdf
https://www.phe.gov/Preparedness/planning/hpp/reports/Documents/2017-2022-healthcare-pr-capablities.pdf
https://www.nationalservice.gov/sites/default/files/resource/hon-cncs-msvtd_participant_materials.pdf
https://www.nationalservice.gov/sites/default/files/resource/hon-cncs-msvtd_participant_materials.pdf
https://www.ers.usda.gov/data-products/rural-urban-continuum-codes.aspx
https://www.ers.usda.gov/data-products/rural-urban-continuum-codes.aspx
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertEmergPrep/Downloads/17-Facility-Provider-Supplier-Types-Impacted.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertEmergPrep/Downloads/17-Facility-Provider-Supplier-Types-Impacted.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertEmergPrep/Downloads/17-Facility-Provider-Supplier-Types-Impacted.pdf
https://empowermap.hhs.gov/
https://doi.org/10.1017/dmp.2020.211

	Long-Term Care Planning, Preparedness, and Response Among Rural Long-Term Care Providers
	METHODS
	RESULTS
	Challenge to Effective Communication
	Gaps in Disaster and Emergency Preparedness Planning
	Challenges to Effective Coordination

	DISCUSSION
	CONCLUSIONS AND IMPLICATIONS
	CONCLUSIONS AND IMPLICATIONS
	Funding Statement
	Conflict of Interest Statement
	Supplementary Material
	REFERENCES


