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E 036 EP Training and Testing E 036
CFR(s): 483.475(d) X .
All DSPs will receive
§403-748(d§, 2416-54(35- 2332-113(31), ; training on the Emergency
§441.184(d), §460.84(d), .15(d), §483.73(d),
§483.475(d). §484.102(d). §485.68(d), Plan by 6/1/2023,
§485.542(d), §485.625(d), §485.727(d), conducted by the Quality
§485.920(d), §486.360(d), §491.12(d),

Assurance/ Improvement
(QA/QI) Coordinator who
also serves as the safety

§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 officer. The QA/QI
§484.102, CORFs at §485.68, REHs at §485.542, : :

CAHs at §486.625, "Organizations" under Coordma_to'r will SChe’dUle
485.727, CMHCs at §485.920, OPOs at yearly training and will
§486.360, and RHC/FHQs at §491.12:] (d) ¥

Training and testing. The [facility] must develop follow up.to ensure ‘ai_l
and maintain an emergency preparedness DSPs receive the training
training and testing program that is based on the annually

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 DHSR - Mental Health
emergency plan set forth in paragraph (a) of this

section, risk assessment at paragraph (a)(1) of MAY 1 0 2099

this section, policies and procedures at paragraph

(b) of this section, and the communication plan at :

paragraph (c) of this section. The training and Lic. & Cert. Section
testing program must be reviewed and updated at

least annually.

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

Gl um/ Ceg 574)m3

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 carrection 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 036 Continued From page 1
*[For ICF/IIDs at §483.475(d):] Training and
testing. The ICF/IID must develop and maintain
an emergency preparedness fraining 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 interview and review of the facility's
Emergency Preparedness (EP) plan, the facility
failed to ensure all staff were adequately trained
on the EP plan. The finding is:

Review on 4/24/23 of the facility's EP plan training
documentation revealed several staff had not
received training on the plan in over 2 years.

Interview on 4/25/23 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed
several staff working in the home were overdue

E 036
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for training on the EP plan.
E 039 EP Testing Requirements E039 A tabletop exercise of the

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),
§485.542(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, REHSs
at §485.542, 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.
{if) 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

Emergency Plan will be
conducted during a Pine
Valley Home staff meeting for
DSPs on 5/11/2023, by the
Quality Assurance/
Improvement (QA/QI)
Coordinator. The QA/QI
Coordinator will schedule
yearly tabletop exercises of
the emergency plan to ensure
DSPs have the opportunity to
ask questions about potential
disasters and will know how
to react should a disaster
occur.
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E 039  Continued From page 3

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 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.

(i) 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) Asecond full-scale exercise that is
community-based or a facility based functional
exercise; or

E 039
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(B) A mack disaster drill; or

(C) Atabletop 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 exempt from
engaging in its next required full-scale community
based or facility-based functional exercise
following the onset of the emergency event.

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

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

(B) A mock disaster drill; or

(C) Atabletop 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
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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 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.

(ii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
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E 039 Continued From page 6
[facility's] emergency plan, as needed.

*[For PACE at §460.84(d):]

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

(B) Amock disaster drill; or

(C) Atabletop 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.

E 039
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*[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/1ID] 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.

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

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

(B) A mock disaster drill; or

(C) Atabletop 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.

(i) 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
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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 of the
emergency event.

(if) 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) Atabletop 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.

(ii) 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
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accessible, conduct an annual individual,
facility-based functional exercise every 2 years;
or.

(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.

(i) 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) Atabletop 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.

(ii} 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
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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 OPQO 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.

(i) Analyze the OPQ's response to and maintain
documentation of all tabletop exercises, and
emergency events, and revise the [RNHCI's and
OPQ'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 full scale
community-based or tabletop exercises to test
their Emergency Preparedness (EP) plan were
conducted. The finding is:

Review on 4/24/23 of the facility's EP plan (last
reviewed on 1/9/23) did not include a full scale
community-based or tabletop exercise.
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CFR(s): 483.450(b)(3)

Technigues to manage inappropriate client
behavior must never be used as a substitute for
an active treatment program.

This STANDARD is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to ensure a technique
to manage inappropriate behaviors was included
in an active treatment program. This affected 2 of
4 audit clients (#4 and #5). The findings are:

A. During observations in the home on 4/24/23 at
4:17pm and on 4/25/23 at 8:01am, staff utilized a
key to unlock a closet in a back office of the
home. Closer observation of the closet revealed a
large bag containing coloring books, puzzles and
other smaller toys.

Interview on 4/24 - 4/25/23 with Staff A and Staff
D revealed the bag of leisure items belonged to
client #5. Additional interview indicated the items
are locked because client #5 will try to play with
everything all at once and likes to rip all of the
pictures out of the books.

Review on 4/25/23 of client #5's Individual
Program Plan (IPP) dated 6/28/22 revealed the
things that are important to him include, "His
family, his trains and his leisure activities."
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Interview on 4/25/23 with the Executive Director
and Qualified Intellectual Disabilities Professional
(QIDP) confirmed no full scale community-based
exercise or tabletop exercise had been conducted
at the home. . . .
W 288 MGMT OF INAPPROPRIATE CLIENT w288 DSPs will receive Behavior
BEHAVIOR Intervention Plan training

that is specific to each
participant (client) by
6/23/2023, by the Qualified
Professional. Training will
include instruction
regarding appropriate use of
techniques to manage
inappropriate participant
behavior. The QA/QI
Coordinator, QP, and other
program managers will
monitor techniques used to
Mmanager inappropriate
behavior through
observation.
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Additional review of the record did not include an
active treatment program to keep his leisure
activities locked.

Interview on 4/25/23 with the Qualified Intellectual
Disabilities Professional (QIDP) indicated a
technique of locking away client #5's personal
leisure items was not included in a formal active
treatment program.

B. During 2 of 3 mealtime observations in the
home throughout the survey on 4/24 - 4/25/23,
staff consistently removed client #4's plate/bowl
of food out of her reach as she attempted to pick
up food from her dish. The client was frequently
prevented from eating and made to wait.

Interview on 4/25/23 with Staff D revealed client
#4's food was removed because "she eats too
fast".

Review on 4/25/23 of client #4's IPP dated
7126/22 revealed Rate of Eating guidelines dated
7/10/17. The guidelines noted, "Staff will monitor
[Client #4] during meals at the group home and at
the day program to ensure she maintains a
proper rate of eating..." Additional review of the
record did not include a formal active treatment
program for physically removing the client's food
from her at meals to siow her rate of eating.

Interview on 4/25/23 with the QIDP confirmed a
technique of removing client #4's food out of her
reach to address eating too fast was not included
in a formal active treatment program.

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

W 288

W 368
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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 (#4) observed
receiving medications. The finding is:

During morning cbservations of medication
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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:
Based on observation, record review and L.
interview, the facility failed to ensure all The DSP who admininstered
medications were administered in accordance i i i i
_ medication incorrectly wi
with physician's orders. This affected 1 of 3 audit . . y I
clients (#4) observed receiving medications. The receive correction and
finding is: additional training by
During observations of medication administration 5/4/2023r by the LPN to
in the home on 4/25/23 at 7:45am, client #4 ensure phsycial orders are
received Neo/Poly/Dex ointment 0.1% in both ;
eyes. followed. The LPN will
. . . monitor to ensure additional
Review on 4/25/23 of client #4's physician's di . d
orders signed 4/5/23 revealed an arder for medication errors do not
Neo/Poly/Dex ointment 0.1%, "apply into right eye occur and will be available
twice a day...8:00..." :
to answer questions and
Interview on 4/25/23 with the facility's nurse provide training on how to
confirmed client #4 should not have received the A e
ointment in both eyes. adm!ms’Fer SpECIfIC
W 369 DRUG ADMINISTRATION W 369 medications.
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W 369 Continued From page 14 W 369 ThedPSI:_th) admm,ldnste-r”ed .
administration in the home on 4/25/23 at 7:37am, me ICEI- lon |ncorreF_yW| re'a.ewe
client #4 received one drop of Sodium Chloride correction and additional training by
Solution 5% in her left eye. 5/4/2023, by the LPN to ensure
) ) o phsycial orders are followed. The
Review on 4/25/23 of client #4's physician's LPN will monitor t
orders signed 4/5/23 revealed an order for .V_V' anl O_r qensure
Sodium Chloride Solution 5%, "instill 1 drop into additional medication errors do not
right eye twice a day...8:00..." occur and will be available to answer
) . uestions and provide training on
Interview on 4/25/23 with the facility's nurse ﬂ e Fl ifi 9
confirmed client #4's eye drops should have been OW. 2 &? ITHItE A SPaCINe
administered into her right eye as ordered. medications.
W 440 EVACUATION DRILLS W 440

CFR(s): 483.470(i)(1)

at least quarterly for each shift of personnel.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure fire drills were conducted at least
quarterly for each shift. The finding is:

Review on 4/24/23 of facility fire drills for April
2022 - April 2023 revealed no recorded fire drills
for April 2022, May 2022 and August 2022.

Interview on 4/25/23 with the Qualified Intellectual
Disabilities Professional (QIDP) indicated no fire
drill reports for the identified months could be
located.

The Qualified Professional will
instruct DSPs to conduct quarterly
fire drills on each shift by 5/4/2023.
The QP will check at least 15 days
prior to the end of the quarter to
ensure drill have been conducted
and will follow-up with DSPs to
conduct them if needed.
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