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E 036 EP Training and Testing
CFR(s): 483.475(d)

§403.748(d), §416.54(d), §418.113(d), 
§441.184(d), §460.84(d), §482.15(d), §483.73(d), 
§483.475(d), §484.102(d), §485.68(d), 
§485.625(d), §485.727(d), §485.920(d), 
§486.360(d), §491.12(d), §494.62(d).

*[For RNCHIs at §403.748, ASCs at §416.54, 
Hospice at §418.113, PRTFs at §441.184, PACE 
at §460.84, Hospitals at §482.15, HHAs at 
§484.102, CORFs at §485.68, CAHs at §486.625, 
"Organizations" under 485.727, CMHCs at 
§485.920, OPOs at §486.360, and RHC/FHQs at 
§491.12:] (d) Training and testing. The [facility] 
must develop and maintain an emergency 
preparedness training and testing program that is 
based on the emergency plan set forth in 
paragraph (a) of this section, risk assessment at 
paragraph (a)(1) of this section, policies and 
procedures at paragraph (b) of this section, and 
the communication plan at paragraph (c) of this 
section.  The training and testing program must 
be reviewed and updated at least every 2 years.

*[For LTC facilities at §483.73(d):] (d) Training 
and testing.  The LTC facility must develop and 
maintain an emergency preparedness training 
and testing program that is based on the 
emergency plan set forth in paragraph (a) of this 
section, risk assessment at paragraph (a)(1) of 
this section, policies and procedures at paragraph 
(b) of this section, and the communication plan at 
paragraph (c) of this section.  The training and 
testing program must be reviewed and updated at 
least annually.

*[For ICF/IIDs at §483.475(d):] Training and 
testing. The ICF/IID must develop and maintain 

E 036
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E 036 Continued From page 1 E 036

an emergency preparedness training and testing 
program that is based on the emergency plan set 
forth in paragraph (a) of this section, risk 
assessment at paragraph (a)(1) of this section, 
policies and procedures at paragraph (b) of this 
section, and the communication plan at 
paragraph (c) of this section.  The training and 
testing program must be reviewed and updated at 
least every 2 years. The ICF/IID must meet the 
requirements for evacuation drills and training at 
§483.470(i).

*[For ESRD Facilities at §494.62(d):] Training, 
testing, and orientation.  The dialysis facility must 
develop and maintain an emergency 
preparedness training, testing and patient 
orientation program that is based on the 
emergency plan set forth in paragraph (a) of this 
section, risk assessment at paragraph (a)(1) of 
this section, policies and procedures at paragraph 
(b) of this section, and the communication plan at 
paragraph (c) of this section.  The training, testing 
and orientation program must be evaluated and 
updated at every 2 years.
This STANDARD  is not met as evidenced by:
 Based on document review and interview, the 
facility failed to develop a emergency 
preparedness (EP) testing program.  The finding 
is:

During review on 2/15/22 of the facility's EP Plan 
revealed there was no documentation stating they 
conducted any testing for the staff who work in 
the home.

During an interview on 2/15/22, the qualified 
intellectual disabilities professional (QIDP) 
confirmed there was no testing of the staff on the 
facility's EP Plan.
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W 260 PROGRAM MONITORING & CHANGE
CFR(s): 483.440(f)(2)

At least annually, the individual program plan 
must be revised, as appropriate, repeating the 
process set forth in paragraph (c) of this section.
This STANDARD  is not met as evidenced by:

W 260

 Based on record reviews and interviews, the 
facility failed to update the individual program 
plans (IPP's) annually for 1 of 3 audit clients (#4). 
The finding is: 

Review on 2/15/22 of client #4's record revealed 
an IPP dated 12/5/20.  Additional review of client 
#4's record revealed no updated IPP since 
12/5/20.

During an interview on 2/16/22, the qualified 
intellectual disabilities professional (QIDP) 
confirmed client #4's IPP has been updated.

 

W 441 EVACUATION DRILLS
CFR(s): 483.470(i)(1)

and under varied conditions to-
This STANDARD  is not met as evidenced by:

W 441

 Based on review of fire drill reports and 
interviews, the facility failed to ensure fire 
evacuation drills were conducted at varied times.  
This affected all clients (#1, #2, #3, #4, #5 and 
#6) residing in the home.  The finding is:

Review on 2/15/22 of the facility's fire drill reports 
revealed there were no fire drills conducted after 
8pm.

During an interview on 2/15/22, the home 
manager (HM) stated no fire drills were 
conducted while the clients where in bed asleep.  
Further interview revealed all 6 clients in the 
home go to bed at 8pm.
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W 441 Continued From page 3 W 441

During an interview 2/15/22, the qualified 
intellectual disabilities professional (QIDP) stated 
she did not know fire dills were not being 
conducted after 8pm.
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