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E 037  EP Training Program E 037
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.
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(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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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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(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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*[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 interviews, the
facility failed to ensure direct care staff were
adequately trained on the facility's emergency
preparedness (EP) plan. The finding is:

Review on 2/19/24 of the facility's EP manual
(2/12/24) did not include any information
regarding training of staff.

During an interview on 2/20/24, the Habilitation
Specialist (HS) confirmed there were no
information included in the EP concerning training
of the staff.

W 210  INDIVIDUAL PROGRAM PLAN W 210
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:
Based on record review and interview, the facility
failed to obtain Adaptive Behavior Inventory (ABI)
in regards to fire drills for 1 of 3 audit clients (#1,
#5 and #6). The findings are:
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A. Review on 2/20/24 of client #1's record
revealed he had not received an ABI regarding
fire drills. Further review revealed client #1 was
admitted to the facility on 12/12/94.

B. Review on 2/20/24 of client #5's record
revealed he had not received an ABI regarding
fire drills. Further review revealed client #5 was
admitted to the facility on 11/26/19.

C. Review on 2/20/24 of client #6's record
revealed he had not received an ABI regarding
fire drills. Further review revealed client #6 was
admitted to the facility on 12/3/01.

During an interview on 2/20/24, the Qualified
Intellectual Disabilities Professional (QIDP)
confirmed clients #1, #5 and #6 ABI's did not
include information regarding their skills in fire
drills.

W 227  INDIVIDUAL PROGRAM PLAN W 227
CFR(s): 483.440(c)(4)

The individual program plan states the specific
objectives necessary to meet the client's needs,
as identified by the comprehensive assessment
required by paragraph (c)(3) of this section.
This STANDARD is not met as evidenced by:
Based on observations, interviews and record
reviews, the facility failed to ensure 1 of 3 audit
clients (#1) Individual Program Plans (IPP's)
included specific information addressing the
evacuation during fire drills. The finding is:

Review on 2/19/24 revealed the following:

On 2/11/23 the evacuation time was recorded as
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four minutes. There was no information reported
as to why it took four minutes for the clients to
evacuate home during the fire drill.

On 4/28/23 the evacuation time was recorded as
four minutes. There was no information reported
as to why it took four minutes for the clients to
evacuate home during the fire drill.

On 7/13/23 the evacuation time was recorded as
ten minutes. There was no information reported
as to why it took four minutes for the clients to
evacuate home during the fire drill.

On 12/20/23 the evacuation time was recorded as
three minutes and thirty-five seconds. There was
no information reported as to why it took three
minutes and thirty-five seconds for the clients to
evacuate home during the fire drill.

Review on 2/20/24 of client 1's Adaptive Behavior
Inventory (ABI) dated 8/22/22 revealed he does
not proceed directly to a safe exit when fire alarm
sounds. Also, there is a need to client #1 to
evacuate the home during a fire drill. Additional
review revealed he does not evacuate in a timely
manner and also there is a need with evacuating
the home in a timely manner.

During an interview on 2/20/24, the Home
Manager (HM) stated there are times when client
#1 will sometimes not comply during a fire drill.

During an interview on 2/20/24, the Qualified
Intellectual Disabilities Professional (QIDP) stated
client #1 has not had goals to directly exit the
home when the fire alarm sounds and exit the
home in a timely manner during fire drills.
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W 362 DRUG REGIMEN REVIEW W 362
CFR(s): 483.460(j)(1)

A pharmacist with input from the interdisciplinary
team must review the drug regimen of each client
at least quarterly.

This STANDARD is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure pharmacy reviews for 3 of
3 audit clients (#1, #5 an #6) were completed at
least quarterly. The findings are:

A. Review on 2/19/24 of client #1's record
revealed no current pharmacy reviews had been
completed over the past year. No current
pharmacy reviews could be located.

B. Review on 2/19/24 of client #5's record
revealed no current pharmacy reviews had been
completed over the past year. No current
pharmacy reviews could be located.

C. Review om 2/19/24 of client #6's record
revealed no current pharmacy reviews had been
completed over the past year. No current
pharmacy reviews could be located.

During an interview on 2/20/24 the Qualified
Intellectual Disabilities Professional (QIDP)
confirmed no current pharmacy reviews could be
located.

W 447 EVACUATION DRILLS W 447
CFR(s): 483.470(i)(2)(iii)

The facility must file a report and evaluation on
each evacuation drill.
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This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to implement corrective measures
after problems with fire drills evacuation for 1 of 3
audit clients (#1) was repeatedly identified. The
finding is:

Review on 2/19/24 revealed the following:

On 2/11/23 the evacuation time was recorded as
four minutes. There was no information reported
as to why it took four minutes for the clients to
evacuate home during the fire drill.

On 4/28/23 the evacuation time was recorded as
four minutes. There was no information reported
as to why it took four minutes for the clients to
evacuate home during the fire drill.

On 7/13/23 the evacuation time was recorded as
ten minutes. There was no information reported
as to why it took four minutes for the clients to
evacuate home during the fire drill.

On 12/20/23 the evacuation time was recorded as
three minutes and thirty-five seconds. There was
no information reported as to why it took three
minutes and thirty-five seconds for the clients to
evacuate home during the fire drill.

During an interview on 2/20/24, the Home
Manager (HM) stated there are times when client
#1 will sometimes not comply during a fire drill.

During an interview on 2/20/24, the Qualified
Intellectual Disabilities Professional (QIDP)
confirmed there should have been information
reported as to why it took longer than three
minutes for the clients to evacuate on 2/11/23;
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4/28/23; 7/13/23 and 12/20/23.
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