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E 038 | E* Tasting Iequiraments Eo03s| Staff will be trained by QP on active 12.30.25
CFR(s): 483.475{d)(2) treatment and implementation of
programs when they conduct exercisesk
&HB.54(d)(2), §416 113(d)(2). §441.° 84d)(2), of evacuation based on observation to
&160.84(1)(2), G482 15(d)(2), §433.7:()2), evaluate skills within 60 days.

5183 474cI)(2), §484.102(d)2), §485 B3(d)(2),
& 135 540 (c)(2), §483.625(d) 2), §4B5 727(d)(2),
& 435.920(d)(2), §491.12(d)(2), §464.62/6)(2).

“1or AS:2s & §416 34, CORFs at §4/£ €8, REHs
a 5435.04 ¢, OFQ, "Crganizations” uiider
§885.727, OMICs 2l §485.92), RHC - /FQHCs at
+191.12, a~d ESRD Facilities at §494 62):

(2] Testing The [faclity] mus' conduc exercises
iz test thz e meigency plan annually, " e [facility]
rrast do 3l of the following:

(Is Partic pate ir a full-scale exercise (hatis
commun ty-based every Z years; or

(&) When a community-hased exercise is not

| ascessiie conduc a facility-based finctional

| Bcarcise every 2 years; o

i (B} 'f the [facility] expericnces an & lual

| nawral ¢r man-macds emergency that rogquires

| astivaticn of the ernrgency plan, the facility] is

f a<ampt fom ergaging in its next requirad

| cunmunity-basad or individual, facilit -based
functions | axercise following the onse' of the

| asual avent.

f (i} Conduct an addliznal exercise &t 9ast every 2

| yaars, gpposte the year the tull-scale ar

functonal exercise under paragraph ( 1)(2)(1) of RECE]VED

| this sec:on e conducted, that may in lude, but is

12t limite d 1o tha folowing: DEC 0 1 m

() A second full-scale exercise that is

| eommunity-basad or individual, faciit ~hased

! unctional axercise; or DHER-MH Licensure Sect

(B Amack disaste drill; or
(031 A ratlelop exercise o workshop {hat is led by
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other safeguards a-ovice {ullizient proteuticly lathe calients, ( les instructions ) Except for nursing homes, the findings stated above are disclosable 90 days
following the diais of surve/ wiraher or it a pler o comac lon s provided, For rursing homes, the above findings and plans of comection are disclosable 14
days following the data theze Jocunents ars made gvailabe @ the facuity. if ¢aticlencies ara ciled, an approved plan of correction is requisite fo continued
program particip 2 o0,
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E039, Continver3 Frowr page 1 E 039

| a facilitatar ard inclicles a group disc ssion using
| @ narrata, inically -1elevant ememer cy '
stenaric, and a set of problem statam ants,
divected ineseages, or prepared ques ons l
dasigned to challenge an eme-genny dan,
(it ) Analy ze the [faciity's] response ta axd
meaintain dosumentation of all drills, tz Hlslop
everciset , and emegency events, an ' ravise the
[facility’s] e-nergency plan, as teaded

*[For Hovpices at 418.113(d)]

() Testi g for hosgices that provide care in the
| pitient's home. The wospice must zonduct
exarcisas i tas: the emergency plan ¢ least
annualy. The hospice must do the 72 owing:

(i Partic pate in a fill-scale exercise 1atis
commur ty besed every 2 yea's; or

{#.) Wher: 2 communily based exercisa is not
acessih e, conduc! 2 individual facil iy based
functiona| eixercise avery 2 years; of 1
(&) If the: haspica sy periences a natur i or |
men-matke amergency that requices 2 tivation of
tre emergency olar, (he hospial is ey ampt from
engagn; fn its next naquired full scale

commun ty-basad exarcse or ncividy al
facility-bisad functional axercisa folio sng tha
cnset of ha emargency avent

(r) Concuat an adcitonal exercise ev wry 2 years,
coposite the year the full-scale o fun tional
exercise urider daregraph (d)(2)(1) of * s section
is condudcted, that mey include, but Is ot limited
t= tha fol owing:

(A} Asezond full-s gle exercise that 3

commun ty-basad cr a facility based f nctional
exercise, or

(6] A muck disaste- ddll; or

(C:) Atahietop axarzisa or workshop atis 'ad by
a facifitator and incl ides a gro up dise ssion using

|
1
|
i

|
1
I
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a ramated, chrizally--elevant emerge
s;enario and a set of problem staten
dracted m:ssages, or prepared Jues
dasigre: w chelleng2 an emergenay

(L) Tesling “o- rospices :hat provida i
| cae dirgctly, The hospize must cong
& carcise s to teet the 3nargency olan
| y2ar, The hospice must do the follow
; (iv Paditipate in an zrn el ful-s-ale
| is commnity-based; cr
i (/) When a comimun tv-1ased exercis
I azcessible. conduct an annual individ
i fecilty-taasad functional exarcise: or
!’ (B If thet hospice axperiances a natu
i man-meda emerge ey tiet requiras ¢
the emeigancy plan, the hospice is e
| @1gagiy| i its 1ex: required full-scak
| based i faciity-basec finciional exs
fubowing the orset o' th: emergency
{ () Conduct an additional annual exe
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(i Asecond full-ssala ayercise that
| community-basad or 2 faciliy 2ased
agarcise o
| (13) Amock disaster dril ; or
t{) Atayelop axerc se or wokshop
! fadiliteto that include s & group disou
i naratad clincadiy-ralevart amargen
; and a set of problem etzterrents. dire
messages, or preparsd Juestions de
chaliengs an emenene plan
(i) Anayzi2 the hospice's resoonse |
maintan dacumeantation of all drils, &
| exarcisas, and amenjercy evenis an
hospice's emergeny sl as neede
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“TFor PRTa ot 3441.134(d), Hospital: at
§482.15(d), CAls et §465.625(d):]

(£) Testirg. The [PFTF, Hospital, CAt | must
conduct exercisas to les: the emarger cy plan
twice per vear. The 'PRTF, Hospital. SAH] must
doy the fodowing
(i" Padicipate in an annual full-scale « xercisa that
is communiy-based; or
(&) Whan 2 conmunii-based exarcis 1 is not
accessibie, conduct £r ennval individ al,
facility-baend functiorz| axercise or
(B) if the: [RTF, Hosatzl, CAH] expe fences an
actual natural 0° men-made emergen y that
requires aclivat on of the emergency | lan, thae
[facility] is exerr pt foT engaging in it next
required fil-sczle cormunity basad « - individual
facility-hased functinel 2xercise follo ding the
onset of the emargency avent.

(i) Conduct ar [additonal] annuw: | exercise or
and that may insude bitls not Imite to the
foltowing-

(A) A second full-scele oxercise that
commurity-basad ¢ rdvicual, 2 faci ly-basad
functicnal axercisa; ar

{3) Amoc: disasta-drill; or

(C) A tableop exercise or workst >p that is
led by a ®2citilator and incluces a grei
discussion, usirg a naTated, ciinicaly relevant
amergency sceario, end 3 set of pra lem
statemments, directed vessages, or pr pared
questions desigied ta challenge an & 1ergency
pian,

(i) Analyze the [foc lify*s] respon 2 to and
maintein cocurrentdicn o’ sl drils, tz detop
exercises, ind cme pensy avenis ard revise the
[faciit's] emergency plzn, 28 neadec

“[For PACE: at §460 E4 (Y]

P L e ememn 4
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(€) Testing. The PA 22 organization ir
exercisas o les: the omergency olar
annualy. Tha PACE organizator mus
following

{i) Padicipate i an annual fall-scale «
is comrmuniy-based, or

(&) When 2 conmunily-based sxercis
accessibre, condue en ennual individ
faciity-based Ui &l 2xeicise or
(&) if the PACE expaierces an cctua
man-niade amenge cy that reguires 2
the emargeacy lan, the PACE is ax2
angagng n its next raquired full-sca'e
hased or iwdvicual, facil ty-based furs
exercise folowig t« or set of the err
avent.

(i) Condue n addiional woarcis
yuars Jppasite he vear he ful-scale
exercise under seregrach (o)2) ) of
is conducted that may incluce, bt is
the fol awirg
(A) Asecond fill-s gle oxerciss that
community-bas:d ¢ rdvidua'.  facil
functicnzl axarciss; or
(B) A nock disaste 410; or
{C) Atablesop oxarzisa or worshop
a faciltator and includes a group disc
using 2 nerraied, in cally-relevent er
scenato. and a sat o orablem stateir
directed massa jes ¢r papared jues
desigr ¢ 0 che lenga an emargency
(i) Anslyze the PACE's response to
maintz in cocurr entatcn of 2l drils, ¢
exercises, and amesgenzy events an
PACE 3 ermargency plen. as noedad

[For LTC Facllides a: 3«83.75(dx]
(2) Tha [LTC faiity | must confust e
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test th emaergecy dan at least wice per year,
including unannour xud daff dille ust 3 the
amergincy procadures. The [_TC fec lity,
ICFAIDY] must do the 1ollowing:

(i) Paticipats ir an annual full scale cxercise that
is commurely-Disec; or

(A} Wien 3 con muily-tased sxarcizs is nal
accestible. conduc gr znnual ndvid al,

facility basac furcti « &f eici 2

{B) ¥t [LTC ficliy a:ility ecnarie- @8 ar
wtual naturegl 0 men4mide ame gers v tha

equire 5 activation cf the emergency | lan, tha

YC fecility v 2 em A frem angaging I's next
raguired a full-ssale cormunit -tased or

indwid .al, facilii y-5 gea furctional ex reise
following e onset o the ame Jengy vent {
(i} Conduct an ade tien! ann 2’ axa cise that {
may include, butls wt fi wted e f Howing:

{A} Asecond fuil-s gle exarcic = thal
commimity-basad ¢ 31 ndivicue!, fac lity based
funciic nal axarc sa; o

(B) A mock disiste 11l or

| {C) A ablatop exardss wwor-=iop atis led by
a faciiator inchudae ¢ Jroup discusscoy, usmya
narrated, dirice ly= s.evint ererjan: scensrio,
and 2 et of oroalary sla eman's, din: ‘ed
messzges, or predeny! (uestion: de:gned b
chalienge an emerpaisy plan,

i) Avalyze the [l C “asility] faclity's resporse fo
and maintair dccur e rtstion o aldrl 5, tabletop
axerciias, and cme gensy avents a1 ' revise the ,
[LTC facility] faclity 3 e vaigen oy play as nanded. f

f

E 039 | Contin_.ed From pa 5 I E 039
i
{

‘IFor ISFNIDs a: §433 478(9)); l
{2) Tasding. The ICF MD nust conduc! exercises
to test the amai Jer 3¢ plan at It e por year.
The 'CFAID must & e follow

(i) Par icipate ir @1 3w ual ‘ull scale ¢ 'erc'se that
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