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E 007 EP Program Patient Population

CFR(s): 483.475(a)(3)

[(a) Emergency Plan. The [facility] must develop 

and maintain an emergency preparedness plan 

that must be reviewed, and updated at least 

annually. The plan must do the following:]

(3) Address patient/client population, including, 

but not limited to, persons at-risk; the type of 

services the [facility] has the ability to provide in 

an emergency; and continuity of operations, 

including delegations of authority and succession 

plans.** 

*Note: ["Persons at risk" does not apply to: ASC, 

hospice, PACE, HHA, CORF, CMCH, RHC, 

FQHC, or ESRD facilities.]

This STANDARD  is not met as evidenced by:

E 007

 Based on review of facility records and 

interviews, the facility failed to assure the 

Emergency Plan (EP) contained current  client 

specific information relative to the needs of all 

clients (#1, #2, #3, #4 and #5) residing in the 

home. 

The finding is:

Review of the facility's EP, conducted on 10/1/19, 

revealed no current client specific information 

relative to required diet consistencies, adaptive 

equipment or ambulation support for clients #1, 

#2, #3, #4 or #5.  Further review of the facility's 

EP revealed no client specific information relative 

to communication, behavior, medical, activities of 

daily living (ADL) needs or described how anyone 

unfamiliar with the clients should work with them 

during an evacuation.

Interview conducted on 10/2/19 with the group 

home (GH) Director verified the facility had not 
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included current client specific information in the 

EP that would enable persons unfamiliar with 

each client to provide care during an emergency 

evacuation.  Interview with the GH director further 

verified the current EP needed to be updated.
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