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E 037 EP Training Program
CFR(s): 483.475(d)(1)

§403.748(d)(1), §416.54(d)(1), §418.113(d)(1), 
§441.184(d)(1), §460.84(d)(1), §482.15(d)(1), 
§483.73(d)(1), §483.475(d)(1), §484.102(d)(1), 
§485.68(d)(1),  §485.542(d)(1), §485.625(d)(1), 
§485.727(d)(1), §485.920(d)(1), §486.360(d)(1), 
§491.12(d)(1).

*[For RNCHIs at §403.748, ASCs at §416.54, 
Hospitals at §482.15, ICF/IIDs at §483.475, HHAs 
at §484.102, REHs at §485.542, "Organizations" 
under §485.727, OPOs at §486.360, 
RHC/FQHCs at §491.12:]
 (1) Training program. The [facility] must do all of 
the following:
(i) Initial training in emergency preparedness 
policies and procedures to all new and existing 
staff, individuals providing services under 
arrangement, and volunteers, consistent with their 
expected roles.
(ii) Provide emergency preparedness training at 
least every 2 years.
(iii) Maintain documentation of all emergency 
preparedness training.
(iv) Demonstrate staff knowledge of emergency 
procedures.
(v) If the emergency preparedness policies and 
procedures are significantly updated, the [facility] 
must conduct training on the updated policies and 
procedures. 

*[For Hospices at §418.113(d):] (1) Training. The 
hospice must do all of the following:
(i) Initial training in emergency preparedness 
policies and procedures to all new and existing 
hospice employees, and individuals providing 
services under arrangement, consistent with their 
expected roles. 

E 037
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E 037 Continued From page 1 E 037
(ii) Demonstrate staff knowledge of emergency 
procedures.
(iii) Provide emergency preparedness training at 
least every 2 years.
(iv) Periodically review and rehearse its 
emergency preparedness plan with hospice 
employees (including nonemployee staff), with 
special emphasis placed on carrying out the 
procedures necessary to protect patients and 
others.
(v) Maintain documentation of all emergency 
preparedness training.
(vi) If the emergency preparedness policies and 
procedures are significantly updated, the hospice 
must conduct training on the updated policies and
procedures.

*[For PRTFs at §441.184(d):] (1) Training 
program. The PRTF must do all of the following:
(i) Initial training in emergency preparedness 
policies and procedures to all new and existing 
staff, individuals providing services under 
arrangement, and volunteers, consistent with their 
expected roles.
(ii) After initial training, provide emergency 
preparedness training every 2 years.
(iii) Demonstrate staff knowledge of emergency 
procedures.
(iv) Maintain documentation of all emergency 
preparedness training.
(v) If the emergency preparedness policies and 
procedures are significantly updated, the PRTF 
must conduct training on the updated policies and 
procedures.   

*[For PACE at §460.84(d):] (1) The PACE 
organization must do all of the following:
(i) Initial training in emergency preparedness 
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E 037 Continued From page 2 E 037
policies and procedures to all new and existing 
staff, individuals providing on-site services under 
arrangement, contractors, participants, and 
volunteers, consistent with their expected roles.
(ii) Provide emergency preparedness training at 
least every 2 years.
(iii) Demonstrate staff knowledge of emergency 
procedures, including informing participants of 
what to do, where to go, and whom to contact in 
case of an emergency.
(iv) Maintain documentation of all training.
(v)  If the emergency preparedness policies and 
procedures are significantly updated, the PACE 
must conduct training on the updated policies and 
procedures.

*[For LTC Facilities at §483.73(d):] (1) Training 
Program. The LTC facility must do all of the 
following:
(i) Initial training in emergency preparedness 
policies and procedures to all new and existing 
staff, individuals providing services under 
arrangement, and volunteers, consistent with their 
expected role.
(ii) Provide emergency preparedness training at 
least annually.
(iii) Maintain documentation of all emergency 
preparedness training.
(iv) Demonstrate staff knowledge of emergency 
procedures.

*[For CORFs at §485.68(d):](1) Training. The 
CORF must do all of the following:
(i) Provide initial training in emergency 
preparedness policies and procedures to all new 
and existing staff, individuals providing services 
under arrangement, and volunteers, consistent 
with their expected roles. 
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E 037 Continued From page 3 E 037
(ii) Provide emergency preparedness training at 
least every 2 years.
(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of emergency 
procedures. All new personnel must be oriented 
and assigned specific responsibilities regarding 
the CORF's emergency plan within 2 weeks of 
their first workday. The training program must 
include instruction in the location and use of 
alarm systems and signals and firefighting 
equipment.
(v)   If the emergency preparedness policies and 
procedures are significantly updated, the CORF 
must conduct training on the updated policies and 
procedures.   

*[For CAHs at §485.625(d):] (1) Training program. 
The CAH must do all of the following:
(i) Initial training in emergency preparedness 
policies and procedures, including prompt 
reporting and extinguishing of fires, protection, 
and where necessary, evacuation of patients, 
personnel, and guests, fire prevention, and 
cooperation with firefighting and disaster 
authorities, to all new and existing staff, 
individuals providing services under arrangement, 
and volunteers, consistent with their expected 
roles.
(ii) Provide emergency preparedness training at 
least every 2 years.
(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of emergency 
procedures. 
(v)   If the emergency preparedness policies and 
procedures are significantly updated, the CAH 
must conduct training on the updated policies and 
procedures.   
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E 037 Continued From page 4 E 037
*[For CMHCs at §485.920(d):] (1) Training.  The 
CMHC must provide initial training in emergency 
preparedness policies and procedures to all new 
and existing staff, individuals providing services 
under arrangement, and volunteers, consistent 
with their expected roles, and maintain 
documentation of the training.  The CMHC must 
demonstrate staff knowledge of emergency 
procedures.  Thereafter, the CMHC must provide 
emergency preparedness training at least every 2 
years.
This STANDARD  is not met as evidenced by:
 Based on document review and interview, the 
facility failed to ensure direct care staff were 
adequately trained on the facility's emergency 
preparedness (EP) plan.  The finding is:

Review on 2/13/24 of the facility's EP manual 
dated 9/27/22 did not include any information 
regarding annual training of staff.

During an interview on 2/13/24, the facility 
administrator confirmed there was no information 
included in the EP concerning annual  training for 
the staff.

 

W 143 COMMUNICATION WITH CLIENTS, PARENTS 
&
CFR(s): 483.420(c)(1)

The facility must promote participation of parents 
(if the client is a minor) and legal guardians in the 
process of providing active treatment to a client 
unless their participation is unobtainable or 
inappropriate.
This STANDARD  is not met as evidenced by:

W 143

 Based on record review and interview, the facility 
failed to promote participation of the guardian by 
ensuring consents for services were obtained for 
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W 143 Continued From page 5 W 143
1 of 5 audit clients (#12).  The finding is:

Record review on 2/13/24 of client #12's IPP 
(dated 8/3/23) revealed client #12 was admitted 
to the facility on 7/11/23. Further review revealed 
no consents had been signed by the guardian for 
client #12.

Interview on 2/14/24 with the team lead nurse 
revealed that client #12 had not had several 
appointments completed from outside services 
due to the facility not having guardian consents 
for treatments. 

Interview on 2/14/24 with the facility case 
manager revealed that numerous attempts have 
been made via telephone and email to encourage 
the guardian to sign and return the consents. 
However, the facility case manager confirmed 
that the client was admitted on 7/11/23 and no 
consents have been obtained by the guardian as 
of yet.

W 210 INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(3)

Within 30 days after admission, the 
interdisciplinary team must perform accurate 
assessments or reassessments as needed to 
supplement the preliminary evaluation conducted 
prior to admission.
This STANDARD  is not met as evidenced by:

W 210

 Based on record review and interview the facility 
failed to ensure the interdisciplinary team 
completed preliminary assessments within 30 
days after admission. This affected 2 of 5 audit 
clients (#12 and #27).  The findings are:

Review on 2/13/24 of client #12's individual 
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W 210 Continued From page 6 W 210
program plan (IPP) dated 8/3/23 revealed he was 
admitted to the facility on 7/11/23. Further review 
of client #12's record revealed no audiology or 
dental assessments were obtained within 30 days 
of admission.

Further record review on 2/13/24 of client #27's 
IPP dated 1/26/24 revealed she was admitted to 
the facility on 12/27/23. Further review of client 
#27's record revealed no audiology or vision 
assessments were obtained within 30 days of 
admission.

Interview on 2/14/24 with the facility's team lead 
nurse revealed client #12 has not had audiology 
or dental assessments completed due to the 
guardian not signing and returning consents for 
treatments. The team lead nurse also confirmed 
client #27 has not had audiology or vision 
assessments since admission and no 
appointments for those assessments have been 
scheduled as of yet.

W 368 DRUG ADMINISTRATION
CFR(s): 483.460(k)(1)

The system for drug administration must assure 
that all drugs are administered in compliance with 
the physician's orders.
This STANDARD  is not met as evidenced by:

W 368

 Based on observations, record reviews and 
interviews, the facility failed to ensure physician's 
orders were being followed. This affected 1 of 5 
audit clients (#26). The finding is:

During observation on 2/13/24 of dinner at 
5:30pm, client #26 was eating and drinking his 
food without his passy-muir speaking valve 
(PMV) was not placed in his tracheostomy tube. 
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W 368 Continued From page 7 W 368
Further observation on 2/14/24 at 8:45am at 
breakfast, client #26 did not have his PMV placed 
in his tracheostomy tube. 

Review on 2/13/24 of client #26 physician orders 
dated 1/8/24 revealed the following ordered: wear 
PMV when eating and drinking. 

Interview on 2/14/24 staff B revealed client #26 
should have his PMV in place when eating and 
drinking.

Interview on 2/14/24 Director of Nursing (DON) 
confirmed client #26 was to have the PMV in 
place when he is eating and drinking.
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