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E 004 Develop EP Plan, Review and Update Annually
CFR(s): 483.475(a)

The [facility] must comply with all applicable 
Federal, State and local emergency 
preparedness requirements.  The [facility] must 
develop establish and maintain a comprehensive 
emergency preparedness program that meets the 
requirements of this section.

The emergency preparedness program must 
include, but not be limited to, the following 
elements:

(a) Emergency Plan. The [facility] must develop 
and maintain an emergency preparedness plan 
that must be [reviewed], and updated at least 
every 2 years.  The plan must do all of the 
following:

* [For hospitals at §482.15 and CAHs at 
§485.625(a):] Emergency Plan. The [hospital or 
CAH] must comply with all applicable Federal, 
State, and local emergency preparedness 
requirements.  The [hospital or CAH] must 
develop and maintain a comprehensive 
emergency preparedness program that meets the 
requirements of this section, utilizing an 
all-hazards approach.

* [For LTC Facilities at §483.73(a):] Emergency 
Plan. The LTC facility must develop and maintain 
an emergency preparedness plan that must be 
reviewed and updated at least annually.  

* [For ESRD Facilities at §494.62(a):] Emergency 
Plan. The ESRD facility must develop and 
maintain an emergency preparedness plan that 
must be [evaluated], and updated at least every 2 
years.

E 004

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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E 004 Continued From page 1 E 004

This STANDARD  is not met as evidenced by:
 Based on record review and interview, the facility 
failed to ensure the Emergency Preparedmess 
(EP) plan was reviewed and updated at least 
annually.  The finding is:

The facility's EP plan was not reviewed and/or 
updated at least annually.

Review on 3/2/20 of the facility's EP plan (dated 
October 2018) revealed the plan included 
information regarding three clients who no longer 
reside at the facility, staff no longer working at the 
facility and client's Individual Program Plans from 
2018.  Additional review of the EP plan noted, "It 
will be reviewed and updated if necessary on an 
annual basis."  Further review of the plan did not 
include evidence of an annual review or update.

Interview on 3/3/20 with the Qualified Intellectual 
Disabilities Professional (QIDP) revealed she was 
not aware if the EP plan had been reviewed or 
updated.

 

E 039 EP Testing Requirements
CFR(s): 483.475(d)(2)

*[For RNCHI at §403.748, ASCs at §416.54, 
HHAs at §484.102, CORFs at §485.68, OPO, 
"Organizations" under §485.727, CMHC at 
§485.920, RHC/FQHC at §491.12, ESRD 
Facilities at §494.62]:

(2) Testing. The [facility] must conduct exercises 
to test the emergency plan annually. The [facility] 
must do all of the following:

(i) Participate in a full-scale exercise that is 
community-based every 2 years; or
 (A) When a community-based exercise is 

E 039
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E 039 Continued From page 2 E 039

not accessible, conduct a facility-based functional 
exercise every 2 years; or

(B) If the [facility] experiences an actual 
natural or man-made emergency that requires 
activation of the emergency plan, the [facility] 
is exempt from engaging in its next required 
community-based or individual, facility-based 

functional exercise following the onset of 
the actual event.

(ii) Conduct an additional exercise at least 
every 2 years, opposite the year the full-scale or 
functional exercise under paragraph (d)(2)(i) of 
this section is conducted, that may include, but is 
not limited to the following:

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

(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that 

is led by a facilitator and includes a group 
discussion using a narrated, 

clinically-relevant emergency scenario, and a 
set of problem statements, directed messages, or 
prepared questions designed to challenge an 
emergency plan.

(iii) Analyze the [facility's] response to and 
maintain documentation of all drills, tabletop 
exercises, and emergency events, and 
revise the [facility's] emergency plan, as needed. 

*[For Hospices at 418.113(d):]  
(2)  Testing for hospices that provide care in the 
patient's home.  The hospice must conduct 
exercises to test the emergency plan at least 
annually.  The hospice must do the following:

(i)  Participate in a full-scale exercise that is 
community based every 2 years; or

(A) When a community based exercise is 
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not accessible, conduct an individual facility 
based functional exercise every 2 years; or  

(B) If the hospice experiences a natural 
or man-made emergency that requires activation 
of the emergency plan, the hospital is 
exempt from engaging in its next required full 
scale community-based exercise or individual 
facility- based functional exercise following 
the onset of the emergency event.

(ii)  Conduct an additional exercise every 2 
years, opposite the year the full-scale or 
functional exercise under paragraph (d) (2)(i) of 
this section is conducted, that may include, but is 
not limited to the following:

(A)  A second full-scale exercise that is 
community-based or a facility based functional 
exercise; or

(B)  A mock disaster drill; or
(C)  A tabletop exercise or workshop that 

is led by a facilitator and includes a group 
discussion using a narrated, 

clinically-relevant emergency scenario, and a 
set of problem statements, directed messages, or 
prepared questions designed to challenge an 
emergency plan.

(3) Testing for hospices that provide inpatient 
care directly.  The hospice must conduct 
exercises to test the emergency plan twice per 
year.  The hospice must do the following:

(i)  Participate in an annual full-scale exercise 
that is community-based; or 

(A) When a community-based exercise is 
not accessible, conduct an annual individual 
facility-based functional exercise; or  

(B) If the hospice experiences a natural 
or man-made emergency that requires activation 
of the emergency plan, the hospice is 
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exempt from engaging in its next required 
full-scale community based or facility-based 
functional exercise following the onset 
of the emergency event.

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

(A)  A second full-scale exercise that is 
community-based or a facility based functional 
exercise; or

(B)  A mock disaster drill; or
(C)  A tabletop exercise or workshop led 

by a facilitator that includes a group discussion 
using a narrated, clinically-relevant 
emergency scenario, and a set of problem 
statements, directed messages, or prepared 
questions designed to challenge an 
emergency plan.

(iii)  Analyze the hospice's response to and 
maintain documentation of all drills, tabletop 
exercises, and emergency events and revise 
the hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at 
§482.15(d), CAHs at §485.625(d):]
(2) Testing. The [PRTF, Hospital, CAH] must 
conduct exercises to test the emergency plan 
twice per year.  The [PRTF, Hospital, CAH] must 
do the following:

(i)  Participate in an annual full-scale exercise 
that is community-based; or 

(A) When a community-based exercise is 
not accessible, conduct an annual individual, 
facility-based functional exercise; or  

(B) If the [PRTF, Hospital, CAH]  
experiences an actual natural or man-made 
emergency that requires activation of the 
emergency plan, the [facility] is exempt from 
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engaging in its next required full-scale community 
based or individual, facility-based 
functional exercise following the onset of the 
emergency event.

(ii) Conduct an [additional] annual exercise or 
and that may include, but is not limited to the 
following:
 (A) A second full-scale exercise that is 
community-based or individual, a facility-based 
functional exercise; or

(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that 

is led by a facilitator and includes a group 
discussion, using a narrated, 

clinically-relevant emergency scenario, and a 
set of problem statements, directed messages, or 
prepared questions designed to challenge an 
emergency plan.

(iii) Analyze the [facility's] response to and 
maintain documentation of all drills, tabletop 
exercises, and emergency events and revise 
the [facility's] emergency plan, as needed.

*[For LTC Facilities at §483.73(d):] 
(2) The [LTC facility] must conduct exercises to 
test the emergency plan at least twice per year, 
including unannounced staff drills using the 
emergency procedures.  The [LTC facility, 
ICF/IID] must do the following:

(i)  Participate in an annual full-scale exercise 
that is community-based; or

(A) When a community-based exercise is 
not accessible, conduct an annual individual, 
facility-based functional exercise. 

(B) If the [LTC facility] facility experiences 
an actual natural or man-made emergency that 
requires activation of the emergency plan, 
the LTC facility is exempt from engaging its next 
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required a full-scale community-based or 
individual, facility-based functional exercise 

following the onset of the emergency event.
(ii)  Conduct an additional annual exercise 

that may include, but is not limited to the 
following:

(A)  A second full-scale exercise that is 
community-based or an individual, facility based 
functional exercise; or

(B)  A mock disaster drill; or
(C)  A tabletop exercise or workshop that 

is led by a facilitator includes a group discussion, 
using a narrated, clinically-relevant 
emergency scenario, and a set of problem 
statements, directed messages, or prepared 
questions designed to challenge an 
emergency plan.

(iii)  Analyze the [LTC facility] facility's 
response to and maintain documentation of all 
drills, tabletop exercises, and emergency 
events, and revise the [LTC facility] facility's 
emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]: 
(2) Testing. The ICF/IID must conduct exercises 
to test the emergency plan at least twice per year. 
The ICF/IID must do the following:

(i) Participate in an annual full-scale exercise 
that is community-based; or

(A) When a community-based exercise is 
not accessible, conduct an annual individual, 
facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual 
natural or man-made emergency that requires 
activation of the emergency plan, the ICF/IID 
is exempt from engaging in its next required 
full-scale community-based or individual, facility-

based functional exercise following the onset 
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of the emergency event.
(ii) Conduct an additional annual exercise that 

may include, but is not limited to the following:
(A) A second full-scale exercise that is 

community-based or an individual, facility-based 
functional exercise; or

(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that 

is led by a facilitator and includes a group 
discussion, using a narrated, 

clinically-relevant emergency scenario, and a 
set of problem statements, directed messages, or 
prepared questions designed to challenge an 
emergency plan.

(iii) Analyze the ICF/IID's response to and 
maintain documentation of all drills, tabletop 
exercises, and emergency events, and revise 
the ICF/IID's emergency plan, as needed.

*[For OPOs at §486.360] 
(d)(2) Testing. The OPO must conduct exercises 
to test the emergency plan. The OPO must do the 
following: 

(i) Conduct a paper-based, tabletop exercise 
or workshop at least annually. A tabletop exercise 
is led by a facilitator and includes a group 
discussion, using a narrated, clinically relevant 
emergency scenario, and a set of problem 
statements, directed messages, or prepared 
questions designed to challenge an emergency 
plan. If the OPO experiences an actual natural 
or man-made emergency that requires activation 
of the emergency plan, the OPO is exempt from 
engaging in its next required testing exercise 
following the onset of the emergency event.

(ii) Analyze the OPO's response to and 
maintain documentation of all tabletop exercises, 
and emergency events, and revise the [RNHCI's 
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and OPO's] emergency plan, as needed.
This STANDARD  is not met as evidenced by:
 Based on document review and interview, the 
facility failed to ensure a facility/community-based 
or tabletop exercise was conducted to test their 
emergency plan.  The finding is:

The facility's Emergency Preparedness (EP) plan 
did not include completion of 
facility/community-based exercise or tabletop 
exercise.

Review on 3/2/20 of the facility's EP plan (dated 
October 2018) did not include a full-scale 
community-based or individual facility-based 
exercise or a tabletop exercise to test their 
emergency plan.

Interview on 3/3/20 with the Home Manager 
indicated the facility has completed monthly 
training with staff regarding their EP plan; 
however, they had not conducted a full-scale 
facility/community-based exercise or a tabletop 
exercise to test the effectiveness of their current 
emergency plan.

 

W 120 SERVICES PROVIDED WITH OUTSIDE 
SOURCES
CFR(s): 483.410(d)(3)

The facility must assure that outside services 
meet the needs of each client.

This STANDARD  is not met as evidenced by:

W 120

 Based on record review and interview, the facility 
failed to ensure outside services met the needs of 
1 of 3 audit clients (#1).  The finding is:
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W 120 Continued From page 9 W 120

A copy of client #1's current Individual Program 
Plan (IPP) and Behavior Support Plan (BSP) was 
not available at the school.

Review on 3/2/20 of client #1 record revealed an 
individual program plan (IPP) dated 8/13/19 and a 
behavior support plan (BSP) dated 7/13/19, 
revised 12/8/19. 

Interview on 3/2/20 with client #1's public school 
teacher revealed his IPP and BSP had not been 
provided to the school by the facility.  In addition, 
the teacher revealed that she has never been 
invited to his IPP meeting(s).  

Interview on 3/3/20 with the qualified intellectual 
disabilities professional confirmed that client #1's 
school and teacher should have current copies of 
his IPP and BSP.
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