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E 039 EP Testing Requirements

CFR(s): 483.475(d)(2)

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2), 

§460.84(d)(2), §482.15(d)(2), §483.73(d)(2), 

§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),  

§485.625(d)(2), §485.727(d)(2), §485.920(d)(2), 

§491.12(d)(2), §494.62(d)(2).

*[For ASCs at §416.54, CORFs at §485.68, OPO, 

"Organizations" under §485.727, CMHCs at 

§485.920, RHCs/FQHCs at §491.12, and 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 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 

E 039
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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 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 
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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 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.
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*[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 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 PACE at §460.84(d):] 
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(2) Testing. The PACE organization must conduct 

exercises to test the emergency plan at least 

annually. The PACE organization 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 PACE experiences an actual natural or 

man-made emergency that requires activation of 

the emergency plan, the PACE is exempt from 

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 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 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 PACE's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events and revise the 

PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):] 

(2) The [LTC facility] must conduct exercises to 
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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 

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 
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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 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 HHAs at §484.102]

(d)(2) Testing. The HHA must conduct exercises 

to test the emergency plan at

least annually. The HHA must do the following:

(i) Participate in a full-scale exercise that is 

community-based; or

(A) When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise every 2 years; 

or.
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 (B) If the HHA experiences an actual natural 

or man-made emergency that requires activation 

of the emergency plan, the HHA is exempt from 

engaging in its next required full-scale 

community-based 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 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 HHA's response to and maintain 

documentation of all drills, tabletop exercises, and 

emergency events, and revise the HHA'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 
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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 and 

OPO's] emergency plan, as needed.

*[ RNCHIs at §403.748]:

(d)(2) Testing. The RNHCI must conduct 

exercises to test the emergency plan. The RNHCI 

must do the following:

(i) Conduct a paper-based, tabletop exercise at 

least annually. A tabletop exercise is a group 

discussion led by a facilitator, using a narrated, 

clinically-relevant emergency scenario, and a set 

of problem statements, directed messages, or 

prepared questions designed to challenge an 

emergency plan.

(ii) Analyze the RNHCI's response to and 

maintain documentation of all tabletop exercises, 

and emergency events, and revise the RNHCI's 

emergency plan, as needed.

This STANDARD  is not met as evidenced by:

 Based on document review and interviews, the 

facility failed to ensure facility/community-based 

or tabletop exercises to test their Emergency 

Preparedness (EP) plan were conducted. This 

potentially affected clients #1, #2, #3, #4, #5 and 

#6.  The finding is: 

Review on 1/20/22 of the facility's EP plan dated 

9/14/20, did not include a full-scale 

community-based or tabletop exercise for 2020 or 

2021. 
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During an interview on 1/20/22, the qualified 

intellectual disabilities professional (QIDP) and 

Program Director confirmed the facility did not 

perform a tabletop exercise for 2020 or 2021.

W 242 INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(6)(iii)

The individual program plan must include, for 

those clients who lack them, training in personal 

skills essential for privacy and independence 

(including, but not limited to, toilet training, 

personal hygiene, dental hygiene, self-feeding, 

bathing, dressing, grooming, and communication 

of basic needs), until it has been demonstrated 

that the client is developmentally incapable of 

acquiring them.

This STANDARD  is not met as evidenced by:

W 242

 Based on record review and interview the 

interdisciplinary team failed to assess identified 

needs relative to grooming for 1 of 3 audit clients 

(#3).  The finding is:

Review on 1/19/22 of client #3's adaptive 

behavior inventory (ABI) dated 8/19/21 revealed 

the areas of grooming  and personal hygiene on 

page 5 were not completed.

Interview on 1/19/22 with staff A revealed client 

#3 requires physical assistance and verbal 

reminders to bathe, select clean clothing, apply 

deodorant and brush his teeth.

Interview on 1/19/22 with staff B revealed client 

#3 needs a lot of verbal reminders and some 

physical assistance from direct care staff to 

complete basic grooming and personal care tasks 

to ensure he does a thorough job of bathing, 

applying deodorant;selecting clean clothing and 
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brushing his teeth.

Interview on 1/20/22 with the qualified intellectual 

disabilities professional (QIDP) and the Program 

Director revealed this ABI for client #3 should 

have been completed in the area of grooming. 

Additional interview confirmed client #3 is not 

independent and currently has a training objective 

in the area of brushing his teeth.

W 254 PROGRAM DOCUMENTATION

CFR(s): 483.440(e)(2)

The facility must document significant events that 

contribute to an overall understanding of the 

client's ongoing level and quality of functioning.

This STANDARD  is not met as evidenced by:

W 254

 Based on record review and interview the 

qualified intellectual disabilities professional 

(QIDP) failed to review the written training 

programs for 3 of 3 audit clients (#3, #4 and #5). 

The findings are:

A.  Review on 1/19/22 of client #3's behavior 

support program (BSP) dated 2/2/21 revealed it 

addressed the target behaviors of 

non-compliance, self-injurious behavior, 

aggression , property destruction, crying, begging 

for food and running from direct care staff. This 

BSP incorporates the use of Quetiapine and 

Haloperidol. The last psychology progress note 

was dated 1/15/21.

Interview on 1/20/22 with the QIDP and Program 

Director confirmed that they had collected data 

over the past year but this data had been 

reviewed to determine if client #3 was making 

significant progress. Further interview confirmed 

there were no recent progress notes since 
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W 254 Continued From page 11 W 254

1/15/21 by the Psychologist.

B. Review on 1/19/22 of client #4 BSP dated 

1/7/21 revealed it addressed the target behaviors 

of non-compliance, self-injurious behavior, lying, 

spitting, profanity and severe disruption. This 

program incorporates the use of  Fluoxetine, 

Hydroxyzine, Risperdal, Cogentin and Topamax.  

The last psychology progress note was dated 

1/15/21.

Interview on 1/20/22 with the QIDP and Program 

Director confirmed that they had collected data 

over the past year but this data had been 

reviewed to determine if client #4 was making 

significant progress. Further interview confirmed 

there were no recent progress notes since 

1/15/21 by the Psychologist.

C. Review on 1/19/21 of client #5's BSP dated 

2/11/21 revealed it addressed the target 

behaviors of food stealing, physical aggression, 

self-injurious behavior, disruptive behavior and 

falling to the floor. This program incorporates the 

use Haldol, Abilify and Clonidine. The last 

psychology progress note was dated 1/15/21.

Interview on 1/20/22 with the QIDP and Program 

Director confirmed that they had collected data 

over the past year but this data had been 

reviewed to determine if client #5 was making 

significant progress. Further interview confirmed 

there were no recent progress notes since 

1/15/21 by the Psychologist.

W 255 PROGRAM MONITORING & CHANGE

CFR(s): 483.440(f)(1)(i)

The individual program plan must be reviewed at 

W 255
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W 255 Continued From page 12 W 255

least by the qualified intellectual disability 

professional and revised as necessary, including, 

but not limited to situations in which the client has 

successfully completed an objective or objectives 

identified in the individual program plan.

This STANDARD  is not met as evidenced by:

 Based on record review and staff interview, the 

qualified intellectual disabilities professional 

(QIDP) failed to ensure client #5's training 

objective in the area of brushing his teeth was 

changed in response to him meeting criteria for 

completion.  This affected 1 of 3 audit clients 

(#5).  The finding is:

Review on 1/19/22 of client #5's individual 

program plan (IPP) dated 8/18/21 revealed a 

training program that requires client #5 brush his 

teeth with 50% independence for 2 consecutive 

review sessions. This program was implemented 

on 3/1/21. Review of the progress summaries 

revealed the following: 

4/2021: 50%

5/2021: 75%

6/2021: 80%

7/2021: 100%

8/2021: 90%

10/2021: 90%

Interview on 1/20/22 with the qualified intellectual 

disabilities professional (QIDP) and the Program 

Director confirmed client #5 met criteria for 

completion for this objective in May 2021. Further 

interview confirmed this objective was not 

completed or revised and is still currently being 

trained.

 

W 369 DRUG ADMINISTRATION

CFR(s): 483.460(k)(2)

W 369
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The system for drug administration must assure 

that all drugs, including those that are 

self-administered, are administered without error.

This STANDARD  is not met as evidenced by:

 Based on observations, record review and 

interview, the facility failed to ensure all 

medications were administered without error. 

This affected 1 of 3 clients (#5) observed 

receiving medications.  The finding is:

During observations of medication administration 

on 1/20/22 at 6:13am staff C administered Abilify 

2mg. (1), Cogentin 0.5mg. (1), Clonidine 0.1mg. 

(1/2), Haldol 5 mg. (1) and Hydroxyzine 10mg. 

(1). These medications were administered with 

water.

Review on 1/20/22 of the physician orders dated 

12/21/21 for client #5 revealed the following 

medications were to be administered at 6am: 

Abilify 2mg. (1), Cogentin 0.5mg. (1), Clonidine 

0.1mg. (1/2), Haldol 5 mg. (1), Hydroxyzine 

10mg. (1) and Fluticasone nasal spray 50mcg. 

(1) puff to each nostril at 6am.

Interview on 1/20/22 with staff C revealed client 

#5 is to receive Fluticasone nasal spray only as 

needed when he exhibits symptoms of allergies. 

Interview on 1/20/22 with the qualified intellectual 

disabilities professional and Program Director 

confirmed client #5 should receive Fluticasone 

nasal spray 50mcg. (1) puff to each nostril every 

morning at 6am as it prescribed by his physician.
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