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CFR(s): 483.475(d)(2) QP will complete a Tabletop Exercise at
Rayside A and Rayside B. All staff and
§416.54(d)(2), §418.113(d}(2), §441.184(d)2), managers will pariicipate in the Tabletop
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2), Exercise according to the EOP requirements.
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2), The QP and Home Manager will receive an in-
§485.542(d)(2), §485.625(d)(2), §485.727(d)(2), service regarding EOP regulalol'!{
§485.920(d)(2), §491.12(d)(2), §494.62(d)(2). requirements to maintain appropriate required
documentation and meet regulatory
*[For ASCs at §416.54, CORFs al §485.68, REHs requirements for implementation of annual
" 2 e testing of the EOP.
at §486.542, 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 exerclses
to test the emergency plan annually. The [facility]
must do all of the following:

(i) Participate in a full-scale exercise thatl 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 aclual
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
net 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 - s

(C) A tabletop exercise or workshop that is led by ' »h V r m‘ ' "
T [XG)DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

Any deficlency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it Is determined that
olher safeguards provide sufficient protection to the patients . (See Instructions.) Except for nursing homes, the findings slated 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 lo the facility. If deficiencles 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 sel of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(iif) Analyze the [facility's) response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[facility’s] emargency 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) Parlicipate 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
funclional 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.

(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
fo the following:

{A) Asecond full-scale exercise that is
communily-based or a facility based functional
exercise; or

(B) A mock disaster drill; or

{(C) Atabletop exercise or workshop that is ted by
a facilitator and includes a group discussion using
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a harrated, clinically-relevant emergency

scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(3) Tesling 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:

() 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-hased functional exercise; or

(B) If the hospice experiences a natural or
man-made emergency that requires activalion 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 o the following:
(A) Asecond full-scale exercise that is
community-based or a facility based functional
exercise; or

(B) A mock disaster dill; or

(C) Atablefop 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
messagas, or prepared questions designed {o
challenge an emergency plan.

(iii) Analyze the hospice's response to and
maintain documeniation 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 communily-based exercise Is not
accessible, conduct an annual individual,
facility-based funclional 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 funclional 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
statemenits, directed messages, or prepared
questions designed lo challenge an emergency
plan.

(iii) Analyze the {facility's] responss 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 communily-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
evenl,

(ify Conduct an additional exercise every 2
years opposile the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted that may include, but is not limiled 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 stalements,
directed messages, or prepared guestions
designed to challenge an emergency plan.

(ili} Analyze the PACE's response to and
maintaln documentation of all drills, tabletop
exercises, and emergency events and revise the
PACE's emergency plan, as neaded.

*[For LTC Facilities at §483.73(d):]
{2) The [LTC facility] must conduct exercises (o
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test the emergency plan at least twice per year,
including unannounced staff drllls 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 scenarle,
and a set of problem statements, directed
messagas, or preparad gquestions 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/lIDs at §483.475(d)}:

{2) Tesling. The ICF/IID must conduct exercises
lo test the emergency plan at least twice per year.
The ICFAID must do the following:

{i} Parlicipate in an annual full-scale exercise that
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is community-based; or

{A) When a communily-based exsrcise is not
accessible, conduct an annual individuat,
facilily-based functional exercise; or.

(B) If the ICF/IID experiences an actual natural or
man-made emeargency thal requires activation of
the emergency plan, the ICFAID is exempt from
engaging in its next required full-scale
community-based or indlvidual, facility-based
functional exercise foliowing the onset of the
emergency event.

(ii) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A} A second full-scale exercise that is
community-hased 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 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:
(1) Participate in a full-scale exercise thal is
community-basead; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise every 2 vears;
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 nexi 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,
opposile the year the full-scale or functional
exercise under paragraph (d)(2){i} of this seclion
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

(8) A mock disaster drifi; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scanario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan.

(i} 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
{o 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
discusslon, using a narrated, clinically relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
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questions designed lo challenge an emergency
plan. If the OPO experiences an aclual natural or
man-made emergency that requires actlvation of
the emergency plan, the OPO is exempt from
engaging in lts next required testing exercise
following the onset of the emergency event,

(i) Analyze the OPO's response to and maintain
documentation of all tabletop exercises, and
emergency events, and revise the [RNHCI's and
OPO's] emergency plan, as needed.

*[ RNCHIs at §403.748}):

(d)(2) Testing. The RNHCI must conduct
exercises to tast 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 facliitator, using a narrated,
clinically-relevani 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 RNHCl's
emergency plan, as needed.

This STANDARD is nol met as evidenced by:
Based on record reviews and interviews, the
facllity failed to show evidence of exercises to
verify testing of the emergency preparedness
plan (EPP). The findings are:

A. The facility failed to show evidence of full-scale
communityfiacility-based exercises, mock drill, or
tabletop exercises to verify testing of the EPP.
This afiected all clienis residing in Rayside B. For
axample:

Review of facility documentation on 11/18/25
FORM CMS-2567{02-99) Previous Varsions Obsclety Event 1D; 100811 Facility 1D: 955302 If continuation sheet Page 9 of 27
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revealed an EPP dated 10/20/25. Further review
of the facility's EPP did not reveal evidence of a
mock drill, tabletop exercise, or full-scale
community-based exercise to test the facility's
EPP.

Interview with the interim qualified intellectual
disabillities prefessional (QIDP) on 11/18/25
revealed that evidence of a tabletop exercise,
mock drill, or full-scale exercise could not be
found during the survay. Further interview with
the QIDP revealed a live event was discussed,
howaver, the documentation could not be found.

B. The facllity failed to show evidence of full-scale
community/facility-based exercises, mock drill, or
tabletop exercisen to verify testing of the EPP.
This affecled clients residing in Rayside A. For
example:

Review of faciiity documentation on 11/18/25
revealad an EFP datad 4/25/25. Further review of
the facility's £PP did not reveal evidence of a
mock drill, tabletop exercige, or full-scale
community-basad exercise fo test the facllity's
EPP.

Interview with the interim QIDP on 11/18/25
revealed thal svidence of a labletop exercise,
moaock drill, or full-scale exercise could not be
found during the survey. Further interview with
the interim QIDP revealed a live event was
discussed, however, the documentation was not
available during the survey, Continued interview
with the interim QIDP verified that staff and
manageament should complete all emergency
preparedness sxercises to test the EPP as
required.

E 039
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W 129§ PROTECTION OF CLIENTS RIGHTS W 129

CFR(s): 483.420(2)(7)

The facility inust ensure the rights of all clients.
Therefore the facility must provide each client
with the oppoertunity for personal privacy.

This STANDAED s not met as evidenced by:
Based on ohservations and interview, the facility
falled to ensure clienis have a right to personal
privacy for 2 of 5 sudited clients (#2 and #3)
during personal care and medication
administralion. Th's affected clients residing in
Rayside A. The firdings are:

A. The faclity failed to respect the privacy of
client #2 during personal care. For example:

Observations cn “1/18/26 at 8:30AM revealed
client #2 to lay in her bed while staff prepare the
client for persora’ cere. Further observations af
8:46AM revealed staff to transition client #2 to the
hoyer lift with her nedroom door remaining open.
Continued observations at 9:18AM revealed staff
to again transitiar client #2 to her bed with no
clothes on with tha clent's rear end exposed
which could be geen from the hallway.
Subsequant ohservations at 9:30AM revealed
staff lo again provids personal care to client #2
and change her adul! briefs with the door
remaining oper and rear end exposed no clothes
on as various 3'af and management came in and
out of the facility. At no point during the
observatione did staff close the bedroom door to
ensurs clien! #2 rsceived privacy during personal
care,

Interview with the facifity nurse and interim
qualified intellast 12! disabilities professional
(QIDP) on 11/18/25 varified staff have been

IDT will in-service all staff regarding privacy
rights and staff responsibilities to ensure client
privacy during personal care. IDT will In-
service all staff regarding privacy rights and
staff responsibilities to ensure client privacy
during medication administration.

Privacy will be reviewed at the staff meeting
held in December and January to ensure
understanding by all DSP's.

IDT will complete 2 Interaclion Assessments
each week for 6 weeks to monitor for proper
implementation of privacy praclices during
personal care and medication adminisiration
and continued education, if needed.
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W 129 | Continued From pags 11 W 129
trained to raspect he orivacy of clients during
personal core.
B. The facility raled to ensure privacy for client #2
and #3 during i edication administration. For
example:
Observati- ne o~ 1/15/25 ai 7.50AM reveated the
medication {echnicler Lo prepare client #3's
medications for administration. Further
observations al 7 54 LM revealed the medication
technician ‘o 2dm nizlor medications in her room
while clien! #2 rerained in the room. Continued
observati-~= zlso revealed client #3 to receive
her medic:i> ¢ vith the badroom door remaining
open whi i could ba gsan from the hallway by
other staf! flante
Observaticne o1 117 2/2F at 8:15AM revealed
staff to preoars medization administration for
cllent#2. Furih
revealed ‘= m3gicaion technician to administer
medicatio s ©o slient 72 in the bedroom as client
#3 remain=c n the ‘oom, Continued observations
revealed (e rosidential lsam lead (RTL) to enter
the bedroom aqd ehare with the medication
techniciz! medications should be
administz ‘ad in the madication room.
Observat »ns cid nolre medication technician
to ensur: 'ne privecy o nt #2 during
medication adininisl-ati
Interviev, Wil ‘he facility nurse on 11/18/25
verified =127 Lave Laen rained to ensure the
privacy of cierts during medication
adminis! =U'cn Intersiew with the facility nurse
and Interin QIDP on 11/18/25 verified that
medicat < 1= shoult ba administered in the
medicatic " room to ensure privacy during
FORM CMS-2667(02-89) Pn‘vti -*: Cbacitte Event ID: 1J0611 Facilily ID; 855392 If continuation sheet Page 12 of 27
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CFR(8): 453 .440{c)(6) IDT will In-service all staff regarding
oppeortunity for choice, implementation of the
The Indivic. 2! p ogram plan must include Resident Schedule, active treatment, and
opportunities for clien! choice and PIRT to ensure client choice, engagement,
self-manac o1k, and meal times are adhered to.
This STAL 0. -RD is re met as evidenced by: Interaction Assessments will be completed by
Basedor .::va 1.4 Interviews, the facility the IDT 2 times each week for 6 weeks to
falled to ensure * of & £ udited clients (#3) were maonitor for client choice, active treatment,

provided cpportuni
self-manzgeme i cfi ¢
The findirg Is:

Observatons o 171
staff to provide e
client dre ;sed (/2)
bed, Further obzer. 4
remain in her rcom -
while stal” provided pe
their sharad bedroo
8:20AM raveale d 5=
prepare ! e bre 1kf
observations at 10
transport client #:
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reveal a :faff mom
dining table for ore
of unstru ~tured tn

Interviev with 1 ¢
disabilit.es prof ss
revealec that s af* !
to the diring reor
prepare: to feed !
interim CIDP v rf
wait for “ 00 miwules
breakfast meal C
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salified intellectual
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! ant #3 did not have to
&' to participate in the
inferview with the

PIRT, and appropriate meal time.
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it a requirement for
- was dressed in
sraakfast together.
N W 249|W249: 1715125
Hab Spec will in-service staff regarding
programs developed for each Individual,
/ team has reviewing how to reference, implement, and
| crogram plan, document individual-specific programs.
finuous active Program implementation, program
{ needed documentation, active treatment, and PIRT will
sufficlent number be monitored by the IDT through Interaction
e achisvemerit.of the Assessments completed 2 times each week for
<
ividual program 6 weeks.
progr
s evidenced by:
“ord reviews and
> ensure continuous
:ra implemented as
olans (PCP's) for 2
£} in Rayside B. The
» program and
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ecertification survey
raaled client #4 o
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client #4 to review
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Review of the re 2 ol 4 on 11118125
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following: 1) Dar 2ing W h Vs e Videos; 2) Music
Step; 3) Commu ar ; 4) Gum
Schedu'e; 5)Visual € “hedule and 6) Calendar
Step. Furtherre & 3 Ing objectives for
the visua' sched ! al ient #4 will follow
her visual sched /| ‘ aguant review of
the gur =chedl 3 ant #4 will be
offerad oy staff 2. o ery two hours
beginning =t 2z
Intervie . - fth y' litation specialist
(HS)on 17182 client #4 training
objectivss are ¢ 0 2d interview with
the HS confirms h aview clienl #4's
visual schodule i hout the day.
Further = nvie e -* also confirmed
client #4 should 8¢ =« 2.ece of gum every
two hours as oy i ining objeclive.
B. The facllty f ne “rogram and
training o ecllv s r rented as required
for cllent 3. F >
Observalons th certification survey
from 11/17°26 25 aled client #6 to
engage w'har . $ it in hand,
attemp nr aff and other
peers, | broakfast meals,
pariicig nnp 3 ristration and
display » ‘ow 3 r$ in the morning.
Contin obai ¢ 1 reveal staff to
prompt or ffer i her drinks during
meals.
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W 249

W 369

W369, W371, W382:

Clinical nursing team will in-service staff
regarding proper medication administration.
Clinical nursing team will work with the PMD
and Tarrytown to ensure QuickMar reflects
appropriate administration times

and procedures to include administration
times, safeguarding of the medications,
administration procedures, and opportunity for

education.
Nursing will monitor medication administration

by conducting a medication observalion 1 time
each wesk for 6 weeks.
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