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CFR(s): 483.460(k)(1)

The system for drug administration must assure that
all drugs are administered in compliance with the
physician's orders.

This STANDARD is NOT MET as evidenced by:

Based on observation, record review and interview
the facility failed to ensure medications were given
as prescribed for 1 of 4 audit clients (#4). The finding
is:

Observation of the morning medication pass at
7:00am on 5/19/26, revealed Staff A assisted client
#4 with rubbing Eucerin creme on her neck and
chest area.

Record review on 5/19/26 of client #4's Physician
Orders signed on 4/1/26 revealed apply topically to
dry patches of skin on face twice a day.

Interview on 5/19/26 with the LPN revealed the
Eucerin order should be clarified, however it should
not be applied to the face as written on the order.

E0030 Names and Contact Information E0030
CFR(s): 483.475(c)(1)

§403.748(c)(1), §416.54(c)(1), §418.113(c)(L),
§441.184(c)(1), §460.84(c)(1), §482.15(c)(1), §483.73(c)
(1),

§483.475(c)(1), §484.102(c)(1), §485.68(c)(1),
§485.542(c)(1), §485.625(c)(1), §485.727(c)(1),
§485.920(c)(1), §486.360(c)(1), §491.12(c)(1),
§494.62(c)(1).

[(c) The [facility must develop and maintain an
emergency preparedness communication plan that
complies with Federal, State and local laws and must
be reviewed and updated at least every 2 years
[annually for LTC facilities]. The communication plan
must include all of the following:]
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(1) Names and contact information for the following:
(i) Staff.

(ii) Entities providing services under arrangement.
(iii) Patients' physicians

(iv) Other [facilities].

(v) Volunteers.

*[For Hospitals at §482.15(c) and CAHs at
8485.625(c)] The communication plan must include all
of the following:

(1) Names and contact information for the following:
(i) Staff.

(ii) Entities providing services under arrangement.
(iii) Patients' physicians

(iv) Other [hospitals and CAHSs].

(v) Volunteers.

*[For RNHCIs at §403.748(c):] The communication
plan must include all of the following:

(1) Names and contact information for the following:
(i) Staff.

(i) Entities providing services under arrangement.
(iii) Next of kin, guardian, or custodian.

(iv) Other RNHCIs.

(v) Volunteers.

*[For ASCs at 8416.45(c):] The communication plan
must include all of the following:

(1) Names and contact information for the following:
(i) Staff.

(ii) Entities providing services under arrangement.

(iii) Patients' physicians.
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(iv) Volunteers.

*[For Hospices at §418.113(c):] The communication
plan must include all of the following:

(1) Names and contact information for the following:
(i) Hospice employees.

(ii) Entities providing services under arrangement.
(iii) Patients' physicians.

(iv) Other hospices.

*[For HHAs at §484.102(c):] The communication plan
must include all of the following:

(1) Names and contact information for the following:
(i) Staff.

(ii) Entities providing services under arrangement.
(iii) Patients' physicians.

(iv) Volunteers.

*[For OPOs at §486.360(c):] The communication plan
must include all of the following:

(2) Names and contact information for the following:
(i) Staff.

(ii) Entities providing services under arrangement.
(iii) Volunteers.

(iv) Other OPOs.

(v) Transplant and donor hospitals in the OPQO's
Donation Service Area (DSA).

This STANDARD is NOT MET as evidenced by:

Based on record review and interview the facility
failed to develop a system to identify clients and
guardians in their emergency preparedness (EP) plan
This had the potential to effect of all of the clients
residing in the home (#1, #2, #3, #4, #5 and #6). The
finding is:
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Review on 5/18/26 of the emergency preparedness
plan dated 3/20/26 revealed no details that listed
the names of all clients and the contact information
of their guardians.

Interview on 5/19/26 with the qualified intellectual
disabilities professional (QIDP) confirmed there was
no client or guardian contact information in the
emergency preparedness plan.

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(dl)(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(dl)(1).

*[For RNCHIs at §403.748, ASCs at §416.54, Hospitals
at 8482.15, ICF/IIDs at §483.475, HHAs at §484.102,
REHSs 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.

(i) 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

E0030
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arrangement, consistent with their expected roles.

(i) 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 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.
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(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 8485.68(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.

(i) 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.
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(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.

*[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 adequately
trained on the facility's emergency preparedness
(EP) plan. The finding is:

Review on 5/18/26 of the facility's emergency
preparedness (EP) plan did not include any
information regarding the training of staff.

Interview on 5/19/26 with the qualified intellectual
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