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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 record review and interview, the facility 

failed to ensure direct care staff were trained on 

the facility's emergency preparedness plan (EPP) 

at least biennially. The finding is:

Review on 8/19/24 of the facility's EPP revealed 

no evidence of initial or biennial training on the 

EPP.

Interview on 8/20/24 with the qualified intellectual 

disabilities professional (QIDP) verified that there 

was no evidence available to document initial and 

biennial trainings for current staff.

 

W 249 PROGRAM IMPLEMENTATION

CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has 

formulated a client's individual program plan, 

each client must receive a continuous active 

treatment program consisting of needed 

interventions and services in sufficient number 

and frequency to support the achievement of the 

objectives identified in the individual program 

plan.

W 249
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W 249 Continued From page 5 W 249

This STANDARD  is not met as evidenced by:

 Based on observations, record review and 

interview, the facility failed to ensure 1 of 8 clients 

in Hawksbill (#3) received a continuous active 

treatment program consisting of needed 

interventions relative to mealtime adaptive 

equipment. The finding is:

Observations throughout the 8/19-20/24 survey 

revealed client #3 to participate in the breakfast 

and dinner meal independently. Continued 

observations revealed client #3 to utilize the 

following adaptive equipment for both meals: 

high-sided divided dish, shirt protector, sip cup, 

and non-skid mat.

Review of client #3's record on 8/20/24 revealed 

an occupational therapy (OT) evaluation dated 

6/24/24. Review of the OT evaluation indicated 

recommendations for client #3's mealtime 

adaptive equipment to include a high-sided 

divided dish, shirt protector, sip cup, non-skid 

mat, and lateral wedge/roll for right side. 

Continued review of client #3's record revealed 

no order to discontinue the lateral wedge/roll for 

right side.

Interview with the qualified intellectual disability 

professional (QIDP) on 8/20/24 confirmed client 

#3's OT evaluation is current. Continued interview 

revealed the lateral wedge/roll is no longer being 

utilized due to client #3 not tolerating it, however it 

has not been formally discontinued. Further 

interview confirmed staff should offer and support 

client #3's adaptive equipment.

 

W 436 SPACE AND EQUIPMENT

CFR(s): 483.470(g)(2)

W 436
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W 436 Continued From page 6 W 436

The facility must furnish, maintain in good repair, 

and teach clients to use and to make informed 

choices about the use of dentures, eyeglasses, 

hearing and other communications aids, braces, 

and other devices identified by the 

interdisciplinary team as needed by the client.

This STANDARD  is not met as evidenced by:

 Based on observations, record review and 

interview, the facility failed to ensure that 

prescribed adaptive equipment was maintained 

for 1 of 7 clients at Beaucatcher (#1). The finding 

is:

Observation in the group home during the 

recertification survey on 8/19-20/24 revealed 

client #1 to maneuver around the dining room 

area in a wheelchair independently and with staff 

assistance. Continued observations revealed 

client #1's wheelchair to have exposed foam on 

the right arm rest and a piece of cloth tied to the 

arm rest. Further observations revealed client #1 

to sit slightly slumped in her wheelchair.

Review of records for client #1 on 8/20/24 

revealed an individual support plan (ISP) dated 

6/25/24. Continued review of ISP revealed a 

physical therapy (PT) evaluation dated 6/4/24 for 

client #1. Further review of the PT evaluation 

revealed that on 5/2024 client #1 was provided a 

new wheelchair/seating with the wrong thigh 

positioner.

Interview with the qualified intellectual disabilities 

professional (QIDP) on 8/20/24 confirmed client 

#1's PT evaluation was current.  Continued 

interview with the QIDP  revealed that client #1 

was scheduled to have a new wheelchair in 

January or February 2024; however, the facility 
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could not get the funding. Further  interview with 

the QIDP revealed that client #1's right broken 

arm rest and hip abduction pillow modifications 

were ordered and should be replaced; however, 

the facility provided no evidence of the order.

FORM CMS-2567(02-99) Previous Versions Obsolete 1YC011Event ID: Facility ID: 922418 If continuation sheet Page  8 of 8


