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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 following 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:
(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
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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) 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 that is led by
a facilitator and includes a group discussion using
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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) 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 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
hospice's emergency plan, as needed.
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*[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.

(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 PACE at §460.84(d):]

E 039
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(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) 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
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
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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.

*[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
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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.

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

(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) 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 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
discussion, using a narrated, clinically relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
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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
OPOQ's] emergency plan, as needed.

*[ RNCHls 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.

(i) 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 record review and interview, the facility
failed to conduct biennial testing of the facility's
Emergency Preparedness Plan (EPP). The
finding is:

Review of the facility's EPP on 7/23/24 revealed
no evidence of a full-scale community and/or
facility-based exercise or mock drill exercise.

Interview with the program manager on 7/24/24
confirmed the facility has not conducted a
full-scale community and/or facility-based
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W 474 | MEAL SERVICES W 474

CFR(s): 483.480(b)(2)(iii)

Food must be served in a form consistent with the
developmental level of the client.

This STANDARD is not met as evidenced by:
Based on observations, record review, and
interview, the facility failed to serve food in a form
consistent with the developmental levels and
prescribed diets of 4 of 6 clients (#1, #2, #4 and
#6). The findings are:

A. The facility failed to ensure the prescribed diet
for client #1. For example:

Observations in the group home on 7/23/24 at
5:20 PM revealed the dinner meal to be double
portions, 3-ounce Pork BBQ sandwich on bun, %2
cup cole slaw, ¥z green beans, %2 cup banana
pudding, 8-ounce milk, 16-ounces of water,
4-ounce diet coke and a Boost ensure
supplement drink. Continued observations
revealed staff to serve one whole bun cut into
four halves to client #1, and client #1 to consume
one hundred percent of his dinner meal. Further
observation revealed staff failed to cut client 1#'s
meal to the 2 -1-inch consistency as medically
prescribed.

Review of records on 7/24/24 revealed a
Nutritional Assessment (NA) dated 11/27/23 for
client #1. Continued review NA revealed the
following diet order for client #1: low sodium,
weight gain, %%-1-inch consistency, double
portions, Boost High protein g hs, milk at all
meals, mix all meds in applesauce, yogurt or
pudding, high caloric beverage such as juice with
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Continued From page 10
snacks.

B. The facility failed to ensure the prescribed diet
for client #3. For example:

Observations of the same dinner meal with the
addition of 75ml of fruit butter revealed staff to
serve client #3 a whole pork BBQ sandwich.
Continued observation revealed client #3 to
consume one hundred percent of his dinner meal.
Further observation revealed staff failed to cut
client #3's meal to the 2-1-inch consistency as
medically prescribed.

Observation in the group home on 7/23/24 at 7:20
AM revealed the breakfast meal to be % cups of
cheese grits, turkey bacon, %2 cup peaches, 75ml
of fruit butter, 8-ounces of milk and 8-ounces of
orange juice. Continued observations revealed
client #3 to serve himself two slices of uncut
turkey bacon. Further observation revealed client
#3 consumes one hundred percent of his
breakfast meal. Subsequent observation
revealed staff failed to cut client #3's bacon to the
2-1-inch consistency as medically prescribed.

Record review on 7/24/24 revealed a Nutritional
Assessment (NA) dated 10/04/21 for client #3.
Continued review of the NA for client #3 revealed
the following: heart healthy, weight loss (1800
calories) diet, 72 -1-inch consistency, fruit butter
75ml BID with meals (breakfast, supper).

C. The facility failed to ensure the prescribed diet
for client #4. For example:

Observation in the group home on 7/24/24 at 7:20
AM revealed the breakfast meal to be % cups of
cheese grits, turkey bacon, %2 cup peaches, 75ml
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of fruit butter, 8-ounces of milk, 8-ounces of
orange juice and Boost Ensure supplement.
Continued observations revealed client #4 to
serve himself two slices of uncut turkey bacon.
Further observation revealed client #4 began
eating bacon when staff redirected him to stop.
Subsequent observation revealed staff to assist
client #4 to cut his bacon that should be pureed.

Record review on 7/24/24 revealed a Nutritional
Assessment (NA) dated 09/27/22 for client #4.
Continue review of the NA for client #4 revealed
the following: weight gain (2000 + calories)
pureed diet, may have applesauce or yogurt with
bedtime snack.

D. The facility failed to ensure the prescribed diet
for client #6. For example:

Observations in the group home on 7/23/24 at
5:20 PM revealed the dinner meal to be 3-ounce
Pork BBQ sandwich on bun, %2 cup cole slaw, 2
green beans, 2 cup banana pudding, 8-ounce
milk, 16-ounces of water and 4-ounce diet coke.
Continued observations revealed client #6 to
serve himself one whole bun with pork BBQ cut
into quarters and client #6 to consume one
hundred percent of his meal. Further observation
revealed staff not to assist client #6 in cutting his
meal to the 4 inch prescribed consistency.

Observation in the group home on 7/23/24 at
7:20 AM revealed the breakfast meal to be %
cups of cheese grits, turkey bacon, ¥z cup
peaches, 8-ounces of milk and 8-ounces of
orange juice. Continued observations revealed
client #6 to serve himself two slices of uncut
turkey bacon. Further observation revealed client
#6 consumes one hundred percent of his
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breakfast meal. Subsequent observation revealed
staff did not attempt to assist client #6 to cut his
bacon to the prescribed ' inch consistency.

Review of records on 7/24/24 revealed a
Nutritional Assessment (NA) dated 4/28/24 for
client #6. Continue review of the NA for client #6
revealed the following: 1800 calorie weight loss,
Ya consistency diet.

Interview with the Program Manager (PM) on
7/24/24 confirmed the Nutritional Assessments
are current and each client should have had their
food served in a consistency appropriate to their
needs as set forth in their respective orders.
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