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Ego3s EP Testing Requirements E0039 | gopraction: A table top exerclse will be completed atthe | June 1, 2028
exacutlye taam meeting on May 7, 2026,
GFR(s): 463.475(d)(2) ng on May 7, 2026

§416.54(d)(2), §418,113(d)(2), §441.184(d)(2),
§450.84(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), §485.826(d)(2), §485.727(d)(2),
§485.920(d)(2), §491.12(d)(2), §494.82(d)(2).

*[For ASCs at §416.54, CORFs at §485.68, REHs at
§485.542, QPO, "Organizations” under §485.727, CMHCs at
§485.920, RHCs/FQHCs at §491.12, and ESRD Facllillas at
§494.82%;

{2) Testing, The [facilily] must conduct exercises to
tast the amergency plan annuafly. The Ifacliiy] must
do all of the following:

() Pastlcipate in a full-scale exerclse thatia
sommunity-based every 2 years; or

{A)When a communiiy-based exerclse [s not accessible,
conduct a facility-based functional exercise every 2
years; or

(B} If the [facllity] experiences an aclual natural or
man-made emargency that raquiras activation of the
emergency plan, the [facillty] is exempt from engaging
In its next regulred communily-based or individual,
facility-based functional exerclse following the onset
of the actual event.

{0) Conduct an addlilonal exercise at least every 2
years, oppestte the year the full-scals or funetlonal
exerclse under paragraph {d){2)(i} of this secllan Is
conducied, that may include, butls not limited to the
following:

{A) A second full-scale exerclse that [s
communmity-based or individusl, facllily-based
functional exarclse; ot

(B) A mock disaster dilll; or

Pravention: The Resldential Director will ensure
eompllience and add to the calandar every even year
Saplembar beginning In September 2026, & Table Top
Exerclse for Rose St home. The Resldential Director will
add 1o the calendar a facilily-based functional exercise
for every odd year Seplember baginning In 2027. The
Qualily Assuranee Director, Chlef Operating Officer, and
QIDDP will be Included In the invitation.

Monltoring: The Resldential Director will monitor the
schedule in August/September ta ensure completion of
each Table Top Exerclaaffacilty-based functional
exarcise for each year It Is conducted.
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{C) A tabletop exercise or workshop that is led by a
facilitator and includes a group discussion using a
narrated, clinically-relevant emergency scenarlo, 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:

(1) Participate in a full-scale exercise that is
community based every 2 years; or

(A) When a community based exercise is not accesslble,
conduct an indlvidual 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 fram engaging in its next
required full scale community-based exercise or
individual facllity-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)(l) of this section is conducted,
that may include, but is not ilmited to the following:

(A) A second full-scale exercise that is
community-based or 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 scenarlo, and a
set of problem statements, directed messages, or
prepared questions designed to challenge an emergency
plan.
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(3) Testing for hospices that provide inpatient care
directly, The hospice must conduct exercises to tast

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.

(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 a facility based functional
exercise; or

(B) A mock disaster drill; or

(C}) A tabletop 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 fo and maintain
documentation of all drllls, tabletop exercises, and
emergency events and revise the hasplce's emergency
plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at §482.15{d),
CAHMs at §485.625(d):]

{2) Testing. The [PRTF, Hospital, CAH] must conduct
exercises to tast 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
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(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 exerclse
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 exerclse 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, clinleally-relevant emergency scenario, and a
set of problem statements, directed messages, or
prepared questions designed fa challenge an emargency
plan.

(ill) 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)]

(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,
cenduct 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 {unctional exercise following the onset

of the emergency event.

(it} Conduct an additional exerclse every 2 yaars
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 foliowing:

E0D39
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(A) A second full-scale exerclse that Is
community-based or individual, a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop thatis 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
documentatlon of all drills, tabletop exercises, and
emergency events and revise the FACE's emergency plan,
as needed.

*[For LTG Facliitles at §483.73(d):]

(2) The [LTC facility] must conduct exerclses fo test
the emergency plan at least twice per year, including
unannounced stalf drills 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 fram 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) 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
facilitater includes a group discussion, using a
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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] facilify's response to

and malntain documentation of all drifls, 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 ICFAID must conduct exercises to test
the emergency plan at least twice per year. The ICF/ID
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
axercise; or. :

(B} If the ICF/ID 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 fellowing:

(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 discussien, using a
narrated, clinically-relevant emergency scenario, and a
set of problem statements, diracted messages, or
prepared questions designed to challenge an emergency
plan.

(ili) Analyze the ICF/IID's response to and maintain
documentation of all drills, tabletop exercises, and
emargency events, and revise the ICF/IID's emergency
plan, as neaded.

*[For HHAs at §484.102)
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{d)(2) Testing. The HHA must conduet exercises to test
the emergency plan at

least annually. The HHA must do the following:

(i) Parlicipate 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; o

{B) I 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 fuil-scale community-based or Individual,
facllity based functional exercise following the onset

of the emergency event.

{If) Conduct an additional exercise every 2 years,
apposite the year the full-scale or functional exercise
under paragraph (d)(2){i) of this sectlon Is conducted,
that may Include, but is not iimited to the following:

{A) A second full-scale exercise that [s
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 @
narrated, clinically-relevant emergency scenario, and 8
set of problem statements, directed messages, or
prepared questions designed to challenge an emergency
plan.

(ili) Analyze the HHA's response to and maintain
documentation of all drills, tabletop exerclses, and
emergency events, and revise the HHA's emergency plan,
as heeded.

*[For OPOs at §486.360]

{d)(2) Testing. The OPO must conduct exercises to test
the emergency plan. The OPO must do the following:

() Conduct a paper-based, tablelop exercise or
workshop at least annually. A tabletop exerclse 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
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Continued from page 7

prepared 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 cnset of

the emergency event.

(i) Analyze the OPQO'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.

*[ RNCHIs at §403.748]:

(d)(2) Testing. The RNHC] must conduct exercises to
test the emergency plan. The RNHCI must do the
following:

() 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.

(il) 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 record review and interview, the facility
failed to conduct biennial testing of the facllity's
Emergency Preparedness Plan {EPP). The finding is:
Revlew of the facllity’s EPP on 4/6/26 revealed no
evidence of a full-scale community/facility-based
exercise, mock drill or tabletop exercise,

Interview with the Qualified Intallectual Disabilities
Professional (QIDP} on 4/7/26 confirmed there is no
evidence of a full-scale communityffacility-based
exercise, mock drill or tabletop exercise.
EVACUATION DRILLS

CFR(s): 483.470(){1)

at least quarterly for each shift of personnel.

This STANDARD Is NOT MET as evidenced by:

E0039

W0440

See below
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Based on record review and interview, the facility
failed to ensure evacuation drills were held at least
quarterly for each shift of personnel. The finding is:

Review of the facllity's fire drill records on 4/6/26
revealed a missing 1st and 2nd shift drill for the

first quarter of 2028, Further review of fire drill
records revealad a missing 1st and 3rd shift drill for
the 3rd quarter of 2025, Continued review of fire dril!
records revealed a missing 1st shift drill for the
fourth quarter of 2025,

Interview with the Qualified Intellectual Disabilities
Professianal {QIDP) on 4/7/26 confirmed fire drills
should have been conducted quartarly for each shift of
personnel,

and 3rd shift quarterly.

Prevention: House Manager will create a schedule
indicating a date/shift in which the appropriate fire drills
should be run within the quarter, Drill observations will
be scheduled for current shift supervisors to reinforce
existing fire drill training. Paperwork will be reviewed by
Reslidential Coordinator & Residential Director to ensure
accuracy.

Monitoring: Monitoring will be done monthly by the end
of the 3rd week by the house manager to ensure
completion of drills by the end of the month, The
Residential Coordinator and/or Residential Director will
sign off on the completed drill. ;
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