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"[For ICF/IDs at §483 475(d)]:
E 038 | EP Testing Requirements E039| Springdale Group Home will participate in
CFR(s): 483.475(d)(2) the pre-scheduled annual full-scale,
facility-based evacuation drill on May 21st,
§416.54(d)(2), §418.113(d)(2). §441.184(d)(2), 2025, to fulfill the required emergency
§460.84(d)(2), §482.15(d)(2). §483.73(d)(2), exercise for the current year
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.542(d)(2), §485.625(d)(2), §485.727(d)(2), All staff will participate and the exercise will
§485.920(d)(2), §491.12(d)(2), §494.62(d)(2). be documented and analyzed by the
Safety and QA/QI committee as required
“[For ASCs at §416.54, CORF's at §485.68. REHs The Safety and Risk Manager wil
at §485.542, OPO, “Organizations" under comp IEts a full re‘i!e.w %f enlwergency
§485.727, CMHCs at §485.920, RHCS/FQHCs at f;;opﬁ;e,o?ﬁz g?;jf;ﬂz s b 06/23/2025
§491.12, and ESRD Facilities at §494.62}; determine to determine any other lapses in
: testing and training.
{2) Testing. The [facility] must conduct exercises
to test the emergency plan annually. The [facility] The Safety and Risk Manager will create a
must do all of the following: formal Emergency Preparedness Testing
| Schedule. The schedule will be reviewed
(i) Participate in a full-scale exercise that is and approved by the Safety and QA/QI
community-based every 2 years; or committee, added to the QA/QI
(A) When a community-based exercise is not Performance Improvement calendar, and
accessible, conduct a facility-based functional enforced by the ICF Clinical Director and
exercise every 2 years; or Operations Manager.
(B) If the [facility] experiences an actual
natural or man-made emergency that requires The Safsty and R.'SK Manager % well_as
activation of the emergency plan, the [facility] is ;gf Safety Committee is now responsible
exempt from engaging in its next required ’
commumly-basgd o indn..':dual. facility-based -Ensuring alternate annual exercises are
functional exercise following the onset of the completed.
actual event. -Verifying whether an actual emergency
(i) Conduct an additional exercise at least every 2 exempts the facility from one of the
years, opposite the year the full-scale or required exercises.
functional exercise under paragraph (d)(2)(i) of -Documenting all exercises and ensuring
this section is conducted, that may include, but is that after-action reviews are completed
not limited to the following: and stored.
{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
IDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X&) DATE

LABOBATORY DIRECTORS OR PR
M‘l 9?« u,?

Jee Choieal Db
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Any deficiency statement epﬁing with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing 15 defterminid that

other safeguards provide sufficient protection fo the patients  {See instructions ) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction 1s provided For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the faciity If deficiencies are cited, an approved plan of correction is requisite to continued
program participation
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[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

{B) Amock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussicn using

A compliance checklist will be maintained
by the ICF Clinical Director and
Operations Manager and submitted to the
Safety Committee and QA/QI committee
quarterly

Any missed or incomplete exercise will
tngger a 30-day corrective period, during
which the required exercise must be
conducted.
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E 039 Continued From page 1 E 039 staff training on emergency preparedness
a facilitator and includes a group discussion using requirements under §483.475 will be
a narrated, clinically-relevant emergency scheduled quarterly and added to the
scenario, and a set of problem statements, annual training curriculum
directed messages, or prepared questions »
designed to challenge an emergency plan. The facility's S
(iii) Analyze the [facility's] response to and {?OA’QI Cc;mhmmzfe V;'” i
maintain documentation of all drills, tabletop SATIIAGH . AN aeaaricy
: : exercises and real events quarterly.
exercises, and emergency events, and revise the 06/23/25
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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 pian.

(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
i 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.

(ili) 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) Ifthe [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.

(i) 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 1o 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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E 039 | Continued From page 4

(2) Testing. The PACE organization must conduct
exercises to test the emergency pian 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 fram
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) Asecond 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

E 039
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E 039 | Continued From page 5 E 039
test the emergency plan at least twice per year,

including unannounced staff drilis using the
emergency procedures. The [LTC facility,
ICFAID] 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.

(iii) Analyze the [LTC facility] facility's response to
and maintain documentation of all drills, tabletop
exercises, and emergency evenls, and revise the

| ILTC facility] facility's emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]:

(2) Testing. The ICF/ID 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

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID 4E2M11
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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/ID experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the ICFAID 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) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-reievant 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.

(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.

(iil) 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 OPQ 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

FORM CMS-2567(02-99) Previous Versions Obsolete Event Iy 4E2M11 Facilty ID): 921801 If continuation sheet Page 8 of 10
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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
OPQ'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.

(ii} Analyze the RNHCI's response to and
maintain documentation of all tabletop exercises,
and emergency events, and revise the RNHC!'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 4/23/25 revealed a
table top exercise dated 3/11/24. Continued
review revealed no evidence of an additional
full-scale community/facility-based exercise or
mock drill exercise.

Interview with the qualified intellectual
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developmental professional (QIDP) on 4/24/25 |
confirmed the facility has not conducted an
additional full-scale community/facility-based
exercise or mock drill exercise. Further interview
with the QIPD revealed there's one scheduled for
5/2025.
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