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TROTTERS BLUFF

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 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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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 correction 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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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

(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.

(ii) 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) Amock 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)]
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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) 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
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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.

(ii) 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) Amock 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.

(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.

(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.

*[ RNCHlIs 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 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 7/28/25 of the facility's EP plan, did not
include a full-scale, community-based or tabletop
exercise conducted for 2024 or 2025.

Interview on 7/29/25 with the regional manager
confirmed a table top exercise could not be
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located for 2024 or 2025.
W 249 PROGRAM IMPLEMENTATION W 249

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.

This STANDARD is not met as evidenced by:
Based on observations, record reviews, and
interviews, the facility failed to ensure each client
received a continuous active treatment program
consisting of needed interventions and services
as identified in the Individual Support Plan (ISP)
in the areas of food preparation. This affected 3
of 3 audit clients (#1, #4, and #5). The findings
are:

During afternoon observations in the home on
7128/25, staff prepared dinner which consisted of
turkey burgers, corn and green beans. No clients
were actively involved with preparation of the
dinner meal.

Review on 7/29/25 of client #1's Adaptive
Behavior Inventory (ABI) dated 6/19/24 revealed
he can prepare a dinner meal with partial
independence.

Review on 7/29/25 of client #4's ABI dated
8/19/24 revealed he can independently set the
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table and use kitchen equipment.

Review on 7/29/25 of client #5's ABI dated
8/19/24 revealed he can independently set the
table and use kitchen equipment.

Interview on 7/29/25 with the regional manager
confirmed all clients should be offered the

opportunity to participate with food preparation.
W 259  PROGRAM MONITORING & CHANGE W 259
CFR(s): 483.440(f)(2)

At least annually, the comprehensive functional
assessment of each client must be reviewed by
the interdisciplinary team for relevancy and
updated as needed.

This STANDARD is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure the Adaptive Behavior
Inventory (ABI) was updated annually. This
affected 1 of 3 audit clients (#1). The finding is:

Record review on 7/28/25 revealed client #1's ABI
was last updated on 6/19/24.

Interview on 7/29/25 with the regional manager
revealed the ABI should be updated annually. The
regional manager confirmed that no current ABI
could be located for client #1.

W 261 PROGRAM MONITORING & CHANGE W 261
CFR(s): 483.440(f)(3)

The facility must designate and use a specially
constituted committee or committees consisting
of members of facility staff, parents, legal
guardians, clients (as appropriate), qualified
persons who have either experience or training in
contemporary practices to change inappropriate
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client behavior, and persons with no ownership or
controlling interest in the facility.

This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure appropriate representation
on the human rights committee (HRC). The
finding is:

Review on 7/29/25 of the facilities last HRC
meeting on 1/29/25 revealed the committee
members were made up of a clinical
supervisor/qualified intellectual disabilities
profession (QIDP), registered nurse, acting
program manager, behavior specialist, program
manage, regional director, quality management
director and quality assurance consultant/HRC
chair. There was no participation of a person that
had no vested interest in the facility.

Interview on 7/29/25 with the regional manager
revealed a person with no vested interest should
have been included in the HRC meetings.

W 262 PROGRAM MONITORING & CHANGE W 262
CFR(s): 483.440(f)(3)(i)

The committee should review, approve, and
monitor individual programs designed to manage
inappropriate behavior and other programs that,
in the opinion of the committee, involve risks to
client protection and rights.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the restrictive behavior
techniques for 3 of 3 audit clients (#1, #4 and #5)
was reviewed and monitored by the human rights
committee (HRC). The findings are:

A. Review on 7/28/25 of client #1's Behavior
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Support Plan (BSP) dated 5/29/25 revealed target
behaviors consisting of aggression, property
destruction, self injurious behavior, severe
disruptive behavior, inappropriate sexual behavior
and threats. Further review on 7/28/25 of client
#1's BSP revealed no written consent by an
outside HRC committee member.

B. Review on 7/28/25 of client #4's Behavior
Support Plan (BSP) dated 5/9/25 revealed target
behaviors consisting of aggression, agitation,
failure to make responsible choices and attempts
to elope. Further review on 7/28/25 of client #4's
BSP revealed no written consent by an outside
HRC committee member.

C. Review on 7/28/25 of client #5's Behavior
Support Plan (BSP) dated 5/9/25 revealed target
behaviors consisting of aggression, property
destruction, inappropriate verbal behavior, taking
food and failure to make responsible choices.
Further review on 7/28/25 of client #5's BSP
revealed no written consent by an outside HRC
committee member.

Interview on 7/29/25 with the regional manager
confirmed that all written consent by HRC was
obtained by the facility's quality assurance
consultant and not an outside HRC committee
member with no vested interest.

W 263 PROGRAM MONITORING & CHANGE W 263
CFR(s): 483.440(f)(3)(ii)

The committee should insure that these programs
are conducted only with the written informed
consent of the client, parents (if the client is a
minor) or legal guardian.

This STANDARD is not met as evidenced by:
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Based on record review and interview, the facility
failed to ensure restrictive programs were only
conducted with the written informed consent of a
legal guardian. This affected 1 of 3 audit clients
(#5). The finding is:

Review on 7/28/25 of client #5's Behavior Support
Plan (BSP) revised 5/23/25, revealed objectives
to reduce the rate of challenging behavior
episodes to 3 or less per month for 11
consecutive months. Target behaviors included
aggression, property destruction, inappropriate
verbal behavior, taking food and failure to make
responsible choices. The BSP incorporated the
use of Abilify and Clonidine.

Further review on 7/28/25 of client #5's BSP
revealed no guardian consent.

Interview on 7/29/25 with the regional manager
confirmed no written informed consent had been
obtained for client #5's BSP.

W 340 NURSING SERVICES W 340
CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with
other members of the interdisciplinary team,
appropriate protective and preventive health
measures that include, but are not limited to
training clients and staff as needed in appropriate
health and hygiene methods.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure staff were sufficiently trained to
implement appropriate health and hygiene
methods. This affected 6 of 6 clients in the home
(#1, #2, #3, #4, #5 and #6). The findings are:
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During observations in the home on 7/28/25 at
5:16pm, the clients were called to come to the
table for dinner. The clients sat down at the table
and were never prompted to wash or sanitize
their hands.

Interview on 7/29/25 with the nurse revealed
clients should always wash or sanitize their hands
prior to dining.

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:
The facility failed to ensure fire drills were
conducted quarterly for each shift of personnel as
evidenced by interview and record verification.
The finding is:

Review on 7/29/25 of the facility's fire drills
revealed October 2024 - December 2024 there
was no second shift fire drill conducted and
January 2025 - March 2025 there was no third
shift drill conducted.

Interview with the regional manager revealed a
schedule is sent out for fire drills and staff are
responsible for conducting the drills. The regional
manager confirmed fire drills should have been
but were not conducted on all shifts quarterly.

W 441 | EVACUATION DRILLS W 441
CFR(s): 483.470(i)(1)

and under varied conditions to-

This STANDARD is not met as evidenced by:
Based on review of fire drill evacuation reports
and interviews, the facility failed to ensure fire
evacuation drills were conducted at varied
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times/conditions. The finding is:

Review on 7/29/25 of the facility's fire drill
evacuation reports for the time period of August
2024 through July 2025 revealed the fire drills
conducted on 3rd shift were as follows: 9/14/24 at
11:14pm; 12/13/24 at 12:54pm and 6/9/25 at
11:06pm.

Interview on 7/29/25 with the regional manager
confirmed the fire drills were not conducted at
varied times and during deep sleep hours
between 1:00am to 4:00am on 3rd shift.

W 481 MENUS W 481
CFR(s): 483.480(c)(2)

Menus for food actually served must be kept on
file for 30 days.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure food substitutions were
documented. The finding is:

A. During observations in the home on 7/28/25 at
5:16pm, clients were observed eating dinner. The
dinner consisted of turkey burgers, green beans
and corn. However, client #6 ate a garden salad
he had gotten from a local restaurant earlier in
the day.

Review on 7/28/25 of the menu book revealed
turkey burger on toasted bun, corn and green
beans.

B. During observations in the home on 7/29/25 at
6:15am, clients were observed eating breakfast.
The breakfast consisted of pancakes, oatmeal
and yogurt.
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Review on 7/29/25 of the facility's menu book
revealed seasonal fruit or juice, oatmeal, yogurt
and muffins.

Interview on 7/29/25 with staff E revealed she
was not aware of documenting substitutions that
were made to the menu.

During an interview on 7/29/25 with the regional
manager revealed meal substitutions should be
documented for the clients.

W 484 | DINING AREAS AND SERVICE W 484
CFR(s): 483.480(d)(3)

The facility must equip areas with tables, chairs,
eating utensils, and dishes designed to meet the
developmental needs of each client.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview the facility failed to ensure needed
adaptive equipment was provided for 1 of 3 audit
clients (#4). The finding is:

During dinner observations in the home on
7/28/25 at 5:16pm, client #4 was not provided his
built up utensils or high tray.

Record review on 7/28/25 of client #4's Individual
Support Plan (ISP) dated 6/12/25 revealed the
following adaptive equipment: built up handle
utensils and high tray.

Interview on 7/29/25 with the staff D confirmed
staff should provide client #4 with the adaptive
equipment identified in the ISP at every meal.

Interview on 7/29/25 with the regional manager
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confirmed staff should have provided client #4
with the adaptive equipment identified in the ISP.
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