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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), E #036

§483.475(d), §484.102(d), §485.68(d),

§485.542(d), §485.625(d), §485.727(d), The Qualified Professional and
§485.920(d), §486.360(d), §491.12(d), . Safety Chairperson will update the
§494.62(d). ! Emergency Preparedness Plan.

“[For RNGHis at §403.748, ASCs at §416.54, . The Qualified Professional will
Hospice at §418.113, PRTFs at §441.184, PACE . train all staff on the plan. The
at §460.84, Hospitals at §482.15, HHAs at ' P : .
§484.102, CORFs at §485.68, REHs at §485.542,  Admintstratorwill mfiise the
CAHs at §486.625, "Organizations® under Emergency Preparedness Plan
485.727, CMHCs at §485.920, OPOs at every 6 months to ensure it
§486.360, and RHC/FHQs at §491.12:] (d) | remains updated and staff are
Training and testing. The [facility] must develop ;

and maintain an emergency preparedness trained. In the future the
training and testing program that is based on the Qualified Professional will ensure
emergency plan set forth in paragraph (a) of this the Emergency Preparedness Plan
section, risk assessment at paragraph (a)(1) of : i

this section, policies and procedures at paragraph is updated and staff are trained on

(b) of this section, and the communication plan at the current plan.
paragraph (c) of this section. The training and ‘
testing program must be reviewed and updated at

By: 8/4/23

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 RECE'VED

emergency plan set forth in paragraph (a) of this

section, risk assessment at paragraph (a)(1) of Il .': / /023
this section, policies and procedures at paragraph '
(b) of this section, and the communication plan at DHSR-MH Licensure Sect

paragraph (c) of this section. The training and
testing program must be reviewed and updated at
least annually.

(X6) DATE

LABORA;C;?@ECTORS OR PROVIDER/SYFPLIER REPRESENTATIVE'S SIGNATURE TITLE _
W “LDD AOJJ‘MHH"'J!Y/L/&P [ﬁé@/&?‘?

Any deficiency staternent endlng@ an ﬂsten\sF (*) denates a dEﬁC%\NhICh the institution may be excused from correcting prowdlng it is determined that

other safeguards provide sufficient protection to the patients . (See ins ions.) Except for nursing homes, the findings stated above are disclosable 90 days
wing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
s 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 pariicipation.
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*[For ICF/IIDs at §483.475(d):] Training and
testing. The ICF/IID 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. 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 evaiuated and
updated at every 2 years.

This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure direct care staff were
trained on the facility's Emergency Preparedness
(EP) plan. The finding is:

Review on 6/5/23 of the facility's EP plan (last
updated October, 2022) did not reveal direct care
staff had received recent training on the pian.
Additional review of the EP plan manual did not
include training for all staff working at the home.

Interview on 6/6/23 with the Qualified Intellectual
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current training on the facility's EP plan had been
completed.
E 039 | EP Testing Requirements E 039

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, REHs
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 foliowing the onset of the
actual event.

(i) 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:

E #039

f W #262

. The Administrator and Safety

i Chairperson will organize and

| complete a tabletop exercise. The
| Safety Chairperson will monitor to
| ensure table top exercises are
completed at least on an annual

| basis. In the future the
Administrator will ensure table

top exercises are completed on an

' annual basis.

By: 84/23
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(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
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 foliowing:

(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) A second full-scale exercise that is
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community-based or a 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.

(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.

(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 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 fo
challenge an emergency plan.

(iii) Analyze the hospice's response to and
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maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at
§482.15(d), CAHSs 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
guestions designed to challenge an emergency
plan.

(i) Analyze the [facility's] response to and
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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)]

(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.

(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 individual, a 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.

(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
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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
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.

(i) 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 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.
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*[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
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) 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 drilis, 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
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community-based; or

(A) When a community-based exercise is not
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) 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.

(i) 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
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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
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.

(i) Analyze the OPQ'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. The
finding is:

Review on 6/6/23 of the facility's EP plan did not
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clients (#11) during medication administration.
The finding is:

Morning observations in the group home on
6/6/23 at 7:35 AM revealed client #11 to propel to
the medication area in suite A to receive his
morning medications. Continued observations
revealed the medication technician to dispense
medications into a medication cup. Further
observations revealed another client sitting
directly across from client #11 in the suite area,
Subsequent observations revealed another staff
having multiple conversations with the medication
technician while dispensing medications.
Additional observations revealed another staff
adjusting client #11's seat belt while waiting to
receive his medications.

Interview with the facility nurse on 6/6/23 revealed
client #11 should have been offered privacy
during administering of his medications.
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reveal that a full-scale, community-based or
tabletop exercise was conducted within the last 2
years.
interview on 6/6/23 with the Qualified Intellectual
Development Professional (QIDP) confirmed a
table top exercise had not been completed within
the last 2 years.
W 130 | PROTECTION OF CLIENTS RIGHTS W 130
CFR(s): 483.420(a)(7) | W #130C
N _ _ | The Qualified Professional will in-
The facility must ensure the rights of all clients. ‘ . : .
Therefore, the facility must ensure privacy during . service all staff on clients right to
treatment and care of personal needs. ' privacy during Medication
This STANDARD is not met as evidenced by: : Administration. The clinical team
Based on observations and interviews, the facility i 2 . L
failed to assure the privacy of 1 of 3 sampled ~ will monitor through Medication
| Ad ministration Assessments

completed two times a week for
one month and then on a routine
basis to ensure clients are
afforded the right to privacy
during Medication Administration.
In the future the Qualified
Professional will ensure all clients
receive the right to privacy during
Medication Administration.

By: 8/4/23
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Continued interview with the nurse revealed all

clients should receive privacy during medication
administration.
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