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K Q00 | INITIAL COMMENTS K 000 i :
! , What corrective action will ba
accomplished forthe residents
K3 BUILDING: 01 found to have been affected
K6 PLAN APPROVAL: 1985 by the deficient practi
K7 SURVEY UNDER: 2012 EXSISTING - practice.
STRUCTURE TYPE: ONE STORY, FULLY Thefacility determined thatno
SPRINKLED residents were.

directly adversely affected by
the deficient practice. However,
all résidents had the potential
to be adversely affected by the

The following reflects the findings of the California
Department of Pubiic Health during an annuat
Life Safety Code recertiflcation survey. The
findings are in accordance with 42 Code of

Federal Regulations (CFR) 483.90(a)(b)(c)(i), deficient practice.
National Fire Protection Association (NFPA) 101 -
Life Safety Code; 2012 Edition, and NFPA €9 - Thefacility obtained a contract
Health Care Facilities Code, 2012 Edition. with afire alarm
monitoring compony
The facility is not in substantial compliance with who will maintain, service
42 CFR 483.90 for Long Term Care (LTC) and inspect the fire paneland
Facilities. -
smoke detectors

annually end as needed.

Resident Certified Beds: 45 -
The monitoring componyconductea

Census: 45
K 345 | Fire Alarm System - Testing and Maintenance K 345( asmokesensitivitytest on 12/18
§S=F | CFR(s): NFPA 101 and determined two smoke
detectors are inoperative. The facility
Fire Alarm System - Testing and Maintenance will replace them once approval is
Afire alarm system is tested and maintained in obtained from HCAlin writing. The
accordance with an approved program complying . - .
with the requirements of NFPA 70, National e arm montioring compony wil
Electric Code, and NFPA 72, National Fire Alarm ) n annualfire alarm
inspection on 01/17/2024.

and Signaling Code. Records of system
acceptance, maintenance and testing are readily
available.
8.6.1.3, 9.6.1.5, NFPA 70, NFPA 72
This REQUIREMENT is not met as evidenced -
by:
Based on an observation, interview and record
review, the facility failed to: 1) provide

;]

LABORATORY Dlﬁﬁg ZROWDERISUPPLIER REPRESENTATIVE'S SIGNATURE j ’ ﬁ TIMLE /2 / 7

Any deficiency statement ending with an asterisk (") denotes a deficiency which the Institution may be excused from coirecting providing it s determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disciosable S0 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 facifity. If deficiencies are ciled, an approved plan of correction is requisite to continued

program participation.

) DATE

FORM CMS-2567(02-99) Previous Versions Obsolete Event {D:BFOJ21 Facility ID: CA250000083 If continuation sheet Page 1 of 5



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/20/2024

FORM APPROVED

OMB NO. 0938-0391

documentation that the facility's fire alarm system
was inspected, tested, and maintained annuaily
(within the last 12 months) in accordance with
NFPA 72, National Fire Alarm and Signaling
Code, 2010 Edition, Sections 14.4.5, 14.6.2.1,
and 14.6.3.2; and 2) provide documentation of a
passing smoke detectors calibration and
sensitivity testing (testing and adjustments done
to the smoke detectors to ensure that each
smoke detector or smoke alarm is within its listed
and marked sensitivity range) conducted within
the last five years in accordance with NFPA 72,
2010 Edition, Sections 14.6.2.1, 14.6.3.2,
14.4.5.3.1, 14.4.5.3.2, and 14.4.5.3.3. These
deficiencies have the potential to result in the
failure of the fire alarm system which in case of a
fire, would delay essentiai notification: to building
occupants and delay notification to emergency
services, affecting the safety of 45 of 45
residents, staff, and visitors.

Findings:

During an interview on 12/6/2024 at 9:40 a.m.
with the Administrator (ADM) and Maintenance
Supervisor (MS), a written request for the annual
sprinkler service and the smoke sensitivity

* calibration service report was made.

1) During a concurrent interview and record
review on 12/5/2024 at 1:15 p.m. with the MS, the
facility's “Fire Alarm Inspection Report”, dated
0/21/2023, was reviewed. The report indicated
that the facility's fire alarm system service was
last serviced on 9/21/2023. The surveyor
requested for documentation Indicating that the
facility's fire alarm system had been inspected

! and tested within the last 12 months. The MS was
| not able to provide evidence of the requested
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K 345 | Continued From page 1 K 345| Howwill we identify other

residents havingthe potential
to be affected by the deficient
practice and what comrective
actions were taken

The facitity determined that

no residents were

directly adversely affected by
the deficient practice.

Howevaer, all residents had the
potentialto be adversely affected
by the deficient practice.

What measures will be putin

ptaceina
systematic change will be made to

ensure that the deficlent practice
does not re-oceur.

The maintenance supervisor

willinspect all smoke

detectors monthlyand document

his findings and '

report h‘ﬁ findings atthe QA

monthly meeting. MS willreport

any irregularities to the administrator

and monitoring companyimmediately.
I

FORM CMS-2567(02-99) Previous Versions Obsolate

Event ID:BFOJ21

Facifity iD: cmoooroaz

# continuation sheet Page 2 0f 5



DEPARTMENT OF HEALTH AND HUMAN SERVICES

!
t
!

PRINTED: 12/20/2024
. FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
05A360 B.WING 12/05/2024
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRETS. CITY, STATE, ZiP CODE
3938 COGSWELL ROAD
PENN MAR HEALTHCARE CENTER
EL MONTE, CA 91732
o | SUMMARY STATEMENT OF DEFICIENCIES | o 3ROVIDER'S PLAN OF CORRECTION o5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAEH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 345 ; Continued From page 2 K 345

documentation and stated that the vendor
conducted the annual fire alarm service but did
not issue a report to the facility.

2) During an observation on 12/5/2024 between
11 a.m. to 12:15 p.m. with the MS, the surveyor
observed several smoke detectors throughout the
facility.

During a record review and interview on
12/10/2024 at 1:25 p.m. with the MS, the facility's
"Smoke Detector Sensitivity Test Report”, dated
1/26/2018, was reviewed. The report Indicated
that the facility's smoke detector sensitivity testing
was conducted more than five years ago on
1/26/2018. The surveyor requested for
documentation indicating that the facility's smoke
detecior sensitivity was conducted within the last
five years. The MS stated that the vendor had not
sent the smoke sensitivity report to the facility
indicating if the smoke detectors sensitivity had
passed or failed.

During a review of the facility's policy and
procedures titled, "Policles and procedures
Maintenance Cepartment’, undated, indicated,
"The Maintenance Supervisor shall be
responsible for maintaining records of the
Maintenance Department and submitting reports
to the Administrator as required. Recordkeeping
includes the following:

a. Monthly inspection report of facility and
equipment.

b. Work order reporis.

¢. Maintenance Repair Schedule,

d. List of Repairman to make repairs on
equipment,

e. Warranties and Guarantees of supplies and
equipment.”

TheMS :tnd administrator witl

immedi

each smokesen sitivity test,

request

reports.
reports

properly,
and adm

informt

How does the facility plan to monitor

its parfo
solution

The VP of|
will review
to ensure

Complianc

from th]:co mpany and file those

ely after
the report

the

© not generated

the MS

nistrator willimmediately
company.

ance to ensure that the
are sustained.

Clinical Services
quarterly all reports
compliance.

e Date: 12/30/2024
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! DEFICIENCY)
K 346 | Fire Alarm System - Out of Service Ki346
8S8=F | CFR(s): NFPA 101 What corgsctive action will be
L ) accomplibhed forthe residents -
S\'I‘: Alarm - Olétf?f Se'rwce - : found to Have been affectad o
ere required fire alarm system is out 0 by the deficient . :
services for more than 4 hours i a 24-hour ) clent practice. .
period, the authority having jurisdiction shall be Thefacilitydetermined that
notified, and the building shali be evacuated or an no residents were
approved fire watch shali be provided for all directly ad .
parties left unprotected by the shutdown until the thed : .d erselyfﬁem"d by :
fire alarm system has been returned to service. eae 'C'GL‘ praciice. :
8.6.1.6 Hovwvever, dilresidents had the ;
This REQUIREMENT is not met as evidenced potentialig be adversely affected by ;
by: the deficiefftipractice. : i
Based on interview and record review, the facility . 1 b - ! :
faifed to follow the facility's fire watch policy (a The adminiptrator notified the i .
procedure in which a person or persons assigned department on Dec 9™ of the E
to an area for the purpose of notifying the fire replacemerft ‘taking place that i :
department, the building occupants, or both of an day to ensure thefire panel will work. '
emergency; preventing a fire from occurring; :
exﬁnguishing small ﬁres; or protecﬁng the How will wy aiddnﬁfy other residents '
occupants from fire or similar emergencies in the havingthe potential to be affected
absence of an autometic sprinkler system and/or by the defigiont practice
fire alarm system) by not notifying the authority and whatcémective v
5 actio 1
having jurisdiction (AHJ, the local health facilities . - nsweretaken.
inspection division office) of the fire watch in The facility datermined thet no ;
accordance with NFPA 191, 2012 Edition, Section residents wire t;irectiy adversely
9.6.1.6 and NFPA 25 Standard for the inspection, ected b o .
X N y the deficient practice.
Testing, and Maintenance of Water-Based Fire lowever, all residents h .
Protection Systems, 2011 Edition, Section 15.5.2. L o b ents hadthe potential
This failure resulted in the delay of onsite e W'TV affected by the
inspection by the AHJ (the local health facilities deficient practice.
inspection division office), affecting the safety of :
46 of 46 residents, staff, and visitors. ! )
Findings: 1 | | '
i i1
During a review of the facility's "Fire Watch Log", ! ' :
dated from 10/18/2024 to 12/5/2024, the log i . i ;
indicated that the facility initiated their fire watch ' 5 col
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T | |
K 346 | Continued From page 4 K 3#6 :
procedures on 10/18/2024. ’ |What megsures will be putin place in 2
v,yv“:matl t change wil! be made o .
During an interview on 12/5/2024 at 10:45 a.m. ensure thatkho deficient practice does| | |
with the ADM, the ADM stated that he had not ot re~oce '[ 4 I
notified the local health facilities inspection | P ; : i
division office that the facility was on Fire Watch. , fhe adminittrator and the Mg I
The ADM stated that the fire panel was not received a ,?s ervice by the VP !
1
working for a litle over a month. if Clinical ¢es on 12/24/24 on |
the needt i
During a review of the facility's policy and s °( §PGrtto the department e
procedures titled, "Fire Watch,” dated 10/1/2023, i ualpceurrences. The administrato; | |
indicated, in the event of a fire watch, "The reviewed the p&p forforewatch, and goi
designated staff member will be responsible for: forward, will informthe departmentwhen] ! :
A. Notifying the local fire department, local health "thefire aiarrh inoperative for more than 4 outs.
facilities inspection divislon office, and occupants i | Howdoed the faclli .
of the Facility of the inoperable systems (s}, the | its porfo Bnca " :y :lan ::: monitor :
estimated time of repair, and an additional i solutio nsure that the '
notification when the system (s) are repaired.” ? nsiare s““a'“ed i
The facility w:l!‘revuew allincidents :
iiakin placq in the fac facility duringthe :
monthly QA meetings to ensure that ’
all incidentsineeding to be reported were '
teported and that the facility is in complilnce
i .
. ¢
i :
%Omplianc Date: 12/30/2024 i
S0 ! |
| David Slavir], Admin Polige
~ [t2/3¢/2024 e
3 | :
1 ' '
; i ;
i
| I
i '
é: . |
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E 630 | Continued From page 1 E 030 i
*[For Hospitals at §462.15(c) and CAHs at Howwiii we identity other
§485.625(c)] The communication plan must res!-icnts having*ha
include all of the following: nawntiatto be ~iectad by the
(1) Names and contactinformation for the ceficient practice
E;"gw':}g: andwhat corrective actions
S - . ) ken
(ii) Entties provicing services under arrangement. wereia
. (i Fatients' payeicians The facility determined that
: {iv) Other Thospitais and CAHsk. no residents were
; {v) Volunteers. .
it directly adversely affected by
“IFor RNHCIs at §403.748(c)] The thedeficient
communication plan must include ail of the practice. However, all residents
following: had the potential
{1) Names and contact information for the 1o be adversely affected by the i
foilowing: deficient practice. g
(i) Staff. H
(ii} Entities providing services under arrangemen. Whatmseasurss willbe put
(iiiy Next of kin, guardian, or custodian. in place in a systematic change
(iv) Other RNHC's. will be made to ensure that the
{v) Volunteers. deficlent practice does
. . t re-0CCUT.
*IFor ASCs at §418.45(c);] The comimunication ne
plan musi include afi of the following: The administrator will review
(1) Nares and contact information for the the list o cepartment
I_c;l!g\t/«:;g: heads and replace as needed at
'
A - ur menthly QA meetings.
(ii) Entities providing services under arrangement. curm vQ &
(i) Patien's’ physicians.
(iv) Volunteers.
*[Fo: Hospices 2i §418.113(ck The
communication pian must iinciude ali of the
following:
(1) Names and contact inionmation for the
following:
(i) Hospics employees.
i
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€330 Continued From page 2 E 030

(i) Entities providing services uncer arrangasment.
- (iii) Patients’ chysicians.
. (iv) Other hospices.

*[For HHAs at §484.102(c)] The communication
plan must includs alj of the following: ’
(1) Names and contact information for the
following:

(i) Staff.

(i) Entities providing services under arrangement.
{ilf) Patients' physicians.

{iv) Volunteers.

-

*IFor OPOs at §486.360(c):} The commurication
plan must include all of the following:

(2) Names and contact information: for the
foltlowing:

(i) Steff.

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

(iv) Other OPGs.

{v) Transpiant and donor hospitals in the OPQ's
Donation Service Area ‘DSA).

This RECUIREMENT is not met as evidenced
by:

Based or inter.ew and recs:c review, the &sility
failed to maintain an up-to-cate staff coniact
information within the fachity's emergency
preparedness communication pian. This deficient
practice could delay facility’s response and
provision of care in the event of an emergency.
This deficiency has the potential to negatively
affect 45 out of 45 residents in the facility.

Findings:
During an interview on 12/5/2024 at 9:40 a.m.

with the Administrator (ADM), the facliity's wriiten
documentation indicating staff names an< contact

How does the facility plan to monitor
its performance to ensure that the
solutions are sustained.

The VP of Clinical Services
wili review and approve the
=oP's listof stalf guarterly.

Compliance daie: 12/30/2024
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s8=C | CFR(s): 483.73(d)(2)

§416.54(a)(2), §418.113(d)(2), §441.184(c)(2),
§460.54(d)(2), §482.15(d)(2), §463.73(d)(2).
§483.475(d)(2), §484.102(A)(=}, §485.68(¢}{2),

| §485.542(c)(2;, §485.625(2)(2), §485.727()}(2),
| §485.920(c)(2), §491.% 2(c}(2), §494.82(d)(2).

*[For ASCs at §416.54, CORFs at §485.68, REHs
at §485.542, OPOQ, "Organizations” under
§485.727, CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Faciiities at §494.62}:

(2) Testing. The [facility} must conduct exercises
to test the emergency plan annuaily. The [faciiity!
must de ail of the foliowing:

(i) Periicipate i: 2 fuli-scaie sxercise that is
community-based every 2 years; or
(A) Wher: a community-based exercise is not
accessibie, conduct @ facility-based functional
exercise every 2 years; or

{B) If the [facility] experiences an actual
nstural or man-made emergency that requires

" activation of the emergency plan, the [facility] is

(X4} D SUNMARY STATEMENT OF DEFICIENCIES 0} PROVIDER'S PLAN OF CCRRECTION 3
PREFiX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING iNFORMATION) AG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 030 | Continued From page 3 g030| ‘hateormective actionwill be
information was requestec. accomplisihed forthe residents
foundto have been afiected
During a concurrent interview and record review by the deficientprastice.
on 12/5/2024 at 2 p.m. with the ACM, the :
Emergency Operations Prograr~ and Pian Tiafacility determined thatn~ rasidents wara !
Menual (EOP). undated, was provided as U2 directly adveisely affecte.: oy the defician: :
faciiity’s most recently upcated Emergency | practice. Fowever, all r2sidents had the potentiai
Preparedness Program record. The recerd did to be adversely affected by the deficient practice.
not include the current administration's staff
names and phone numbers. The ADM stated that Thefacility wili conducted full-scale
the list of current staif contact information wili be earthquake exercise forall
updated on the S0P, dept heads on 12/30/20205.
E 038 | EP Testing Requirements E039] please see attached full scale exercise scenario,

sign in sheet and pictures.

Howwill we identify other residents havingihe
potential to be affected by the deficient practice
and what csitective actions were taken

The facility determined thatno

residents were dirsctly adversely

affacted bythe deficiant practice.

However, all residents had the potential

to be adversely affected by the deficient practice.

What measures wili 56 putin place ina
syste matic change witl be made ¢ |
ensure that the deficient praciice ‘
deesnetre-cegur.

The administrator will review ail safety
exercises conductec

the previous month {o ensurethatthe

facility remalns in N
compliance during our monthiy QA meetings.
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exempt irom engaging in its next rejuirad
community-based or individual, facility-based
functicnat exercise following the onset of the
actual event.
(ii) Conduct an additional nxercisa atleastevery 2
yaars, opposiie the year the full-scale or
functiona! exercise under paragraph (9}{2)(i) of
this section is conduc.ad, that may inciude, but is
not lim'ied to the foi'cwing:
{A) A second full-scaie exerciss thatis
community-based or individusl, facility-besec
funictionai exercise; or
: (B) A mock disaster dril;; ¢r
(C) A tabietop 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 chailenge an emergency plan.
(iif) Analyze the [facility's] response o and
maintair documentation of all drills. {abletop
exercises, and emsrgency events. and revise ihe
[fzcility's} emergency plan, as reeded.

*[For Hospices at 418.415{d):}

(2) Testing for hospices that provica care in fhe
patient's home. The hospice must conduct
exercises to test the emergency pian at least
annually. The hospice must do the following:

(i) Participate in a full-scale exercise that is
community Sased every 2 ygars; or

(A) When a community based exercise is not
accessizle, conduct an individual facility based
functional exercise svery 2 year:, of

(B} if the hospice expsriences a naturai or
man-made emargency that requires activation of
the emergency plan, the ospital is exempt from
engaging in its next reguired full scaie

Howdoes the facility plan to monitor
its performance to ensura that the
solutions are sustained.

The VP of Clinical Services

wili quarterly review all of the facility’s

safety exercises concusted the previcus quarter
to ensure that the facility ramines in compliance.

Compliance date: 12/30/2024 Q 1

Devid Slavin, Administrator

Date: 12/31/2024
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commiunity-based exercise or individual
faciity-based functional exercise following ths
onset of the emergency eveil.

i (i} Conduct 2~ edditionai exercise every 2 years,

opposite the year the full-scaie or functional
exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not limited
to the foilowing:

(A) A second full-scale exercise that is
community-based or a facility based functionai
exercise; or

(BY Amock disaster driii; or

(C) Atabietop exercise or workshop that is led by
a facilitator and incitides a group discussion using
a narrated, clinicaliy-relevant emergency
scenario, and 2 set of probiem statemeris,
directed messages, or rrapared questions
cesigned te challenge &n emergency dlan.

(3) Testing for hospices that provide inpatlent
care directiy. The hospice must conduct
exercises to est the emergency plan twice per
year. The hospice must do the following:

{i) Participate in'an anrual full-scale exerclse that
is community-based: or

{A) Whzn a community-based exercise is not
actessible, conduct an annuai individual
facility-hased functicnai exeiciss; or

(B) If the hespice expsriences a natura: oF
man-made emergency that raquires sctivation of
the emergsncy plan, the hospice is exempt from
engaging in its next required full-scaie community
based or facility-based functional exercise
following the onset of the emergency event.

(if) 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 2 facility based functionai

< —— o
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exercise; or .

(B} A mock disaster drill; or

(C} Atabletop exercise or workshop led by &
facilitator that includes a group discussion using a
narrated, clinically-relevant emergency scenaric,
and a set of probler statements, directed
messeages, or prepared questions designed (¢
chaliange an ermergency piar.

(i} Analyze ihe hospice's response to and
maintain documentaticn of aii drills, tabletop
axercises, and amergency evenis and revise the
hospice’s emergency plan, as needed.

*'For PRFTs at §441.184(d), Hospitals at
§482.15(c), CAHs at §485.625(d):]}

(2} Testing. The {PRTF, Hospital, CAH] must
conduct exarcises to test the emergency plan
fwice ceryear. The [PRTF, Hospitei, CAHI must
do the following:

i () Particina‘e in an annue! ‘uii-scale exercise that

is community-based; or

{A) When a community-based exercise is not
accessible, conduct an annual individual,
faciiity-based functional exercise; or

(B) if the [PRTF, Hospital, CAF} experiences an
actuel natural or man-made emergency that
requires activation of the emergency pian, the
{facility] is exempt from engaging in its next
required fufi-scale community based or individua’,
facility-based functiona: exercise foiiowing the
onset of the emergency event.

(if) Concuct an [additional] annual exercise or
and that mayv inciude, but is not limited o the
following:

(A) A second full-scaie exercise that is
community-based or individual, a facility-based
functional exercise; or

]

v e e et
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(B} A mvock disazier drifi; or

(C) A tebletop exarsise or workshoo that is
ied by a faciiitator anc ncludes a group
discussicn, using a narreted, clinically-relevart
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to chailenge an emergency
pian.

(i) Anaiyze the [facility's] response {6 and
maintain documentaticn of all drills, tabistop
exercises, and emergency even:s and revise the
{facility'sl emercency plan, es needed.

*[For PACE at §460.84(c):}

(2) Testing. The PACE organization must conduct
exercises to test the emergency plan at jeast
annually, The PACE organization must do the
foliowing:

(i) Participate in an annual full-scale exercise that
is community-basad; or

{A) When a community-based exercise is not
accessibie, conduct an annual individual,
facility-based functicnal exercise: or

(B} if the PACE e::periences an actual natura’ or
man-made eme-gency that requires activation: of

. ihe emergenc: gian, the PACE is exempt rom
gngaging in iis next required fuil-scaie community
based or individua, facility-based funciicnal
exercise following the onset of the emergency
event.

(i) Conduct an additional exercise every 2
vears opposite the year the fuli-scale or functional
| exercise under paragraph (d)(2)(i) of this section
is conducted that may include, but is not limited tc
the fciiuwfing:

(A) A second full-scaie exercise thatis
cenimiunity-bassd or individuai, a facility based
{unctional exerciss; or
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(B) Amock disaster dril; or

(C) Atstieiop exercise or workshop that is led oy
a faciiator and inciudes 2 group discussien,
using 2 narratec. < inically-relevant emergency
ssenario, and a set ¢of probiem statements,

; directed messages, or prepared questicn

designed tc chalienge an emergency dian.

(i) Analyze the PACE's response o and
maintain documentation of all driils, 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
test the emergency pian at least hwice per year,
including unanncunced staff driiis using the
erergency procedures. The [UTC facility.
{CF/ID) must co the Toliowng.

(i) Particiuzie in an arr.oai fuii-scaie exercise that
is community-dbased; or

(A) When a community-based exercise is not
accessible, condust an annual individual,
facility-based functional exercise.

(3) If the [LTC faciiity] facility experiences an
actual natural or man-mace emergency that
requires activation of the emergency pian, the
LTC facity is exems! from engaging its next
requir=J a full-scaln community-based or
individual, faciiity-;2sed functional exercise
foliowing the onset of the emergency everi.

(i} Conduci an additional annual exercise that
may include, but is not iimited to the ioliowing:
(A) A second fuil-scale exercise that is
community-based or an individual, {acility based
functional exercise; or

(B} A mock disaster drilf; or

(C) Atabletop exercise or workshop thet is ied by
a facllitator includes a group discussicn, using 2

E 035
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narrated, ciinicallv-reievant emergency scenario,
and a set of problem statements, directed
messagses, of prepared questions designed to
challenge an emergency plan.

(i} Analyze the [LTC facllity] facility's response to
and maintzain documentation of all drills, iabletop
exercises, and emergency events, and revise ie
[LTC facilityl facility's emergency oian, as neeced.

*[For ICF/liDs at §483.475(C:.

{2) Testing. The ICF/IIC st conduct exercises
to test the emergency pian at least twice per yesr.
The ICF/MD must do the foliowing:

(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 individusl,
facility-based functiona' exercise; or.

(B) If the :CEMID experiences an aciuai naiural cv
man-~zde emerge:sy that requires activation of
the =mergency p.an, the ICF/iT is exempt fom
engaging in its next requirec fuii-scale
community-based or individual, facility-szsed
functional exsrcise foliowing ihe cnset of the
emergency event.

(i) Conduct an additional annuai exercise that
may inciude, 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 diil; cr

(C) Atabletop exercise or workshep that is lec by
a fagilitator and inciv«des a grous discussion,
using a narrater., cinicaliy-rel2vant emergency
scenario, anc a set of protiem statements,
directed messages, or precared guestions
designed ic challenge an emergensy pian.

(iii) Anglyze the ICF/iiD's response © and
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*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct sxercises
to test the emergency plan at

least annually. The HHA must do the following:
(i} Participats in a full-scale exercise that is

' communitv-based; or

(A} "When a community-based exercise is not
accessisie, conduct 2 annual indvidual,
faciii'v-cased furcticnz: exercise every 2 years:
c-.

(B) If the HHA experiences an aciuai naturai
or man-mace emergency that requires activation
of the emergency plar, the HHA is exempt from
engaging in its next required full-scaie
communtty-basec or indlvidual, faciiity based
functional exercise following the onset of the
emergency event.

{il) Conduct an additional exercise every 2 years,
opposite the year the fuil-scale or functionai
exercise under paragraph (d)(2)(i} ci this section
is conducted, that may includse, but is not
limited to the following:

(A) A second fuli-scale exercise that is
commubnity-tzsed or ar. individual, faciiity-based
' functional exsrciss; or
i {(B)Armocck disaster drill; or

(C) Atabletop exercise or workshop thet is
led by a facilitater and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and & set of problem
statements, directsd messages, or prepared
questior:s designed o chailenge an emergency
pian.

(i) Anaivze the HiiA's respons= 0 and mairiain
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maintain documantation of ail driils, tabletoc
exercises, and emargancy events, and revise the
ICF/D's emergency plan, as needed.

—
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documenizatior: of ail drills, tabletop exercises, and
emergency events, and revise the HHA's
emergency pian, as needed.

*[For OCFCs at §483.360;

| {d)[2) Testing. Tha OPO mus*! cunduct exercises
" 1o test the emerzency plan. The OPO must do the
following:

(i} Conduct 2 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 probiem
statements, directed messages, or prepared
questions designed to chalienge an emergency
plan. If the OPO experisnces an actual natural cr
man-made emergency that requires activation of
the emergency p'en, the OPO is exempt from
engaging in its next required testing exercis2
foiiowing the cnset of the smergency event.

(i) Analyze the OPO's response to anic maintain
documernitation of aii tabietop exercises, and
emergency events, and revise the {RNHCI's and
OPO's] emergency plan, as needed.

*I RNCHls at §403.743]:

| {d)(2) Testing. The RNECi must conduct
exercises ic test the eriergency pian. The RNHC!
must dc e followir:;:

(1) Corduct a paper-based, tabisiop exercisc at
least annually. A tatcletop exsrcise is a group

! discussion ier by a faciliteior, using a naated,

! clinically-relevant emergency scenaric, and a set
of problem siatements, directed messages, or
prepared guestions designed to chailenge an
emergency plan.

(i} Analyze the RNHC!'s response to and
maintain documentation of all tabletop exsrcises,

|
i
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and emergency events, and revise fie RNHCI's
emergency plan, as needed.

This REQUIREMENT is not met as evidenced
by:

Sased on interview and record raview, the facility
failed to test its emergency plan by not
conducting a full-scale exercise (2
community-based exercise, facility-based
functicnal exercise, or If the LTC “aciiity
experiences an aciua! natural or man-made
emergency that requires activation of the
emergency pian) within the 1ast 12 months. This
deficient practice nas the potentisl for staff to not
be prepared during ar emergency that requires
the activation of the emergency plan which couid
negatively affect the health and safety of 45 ouiof
45 residents residing in the faciiity.

Findings:

During 2~ interview ¢ 12/5/2024 at 8:40 a.m.

ith the ADM, a request for the {aciliy's written
docementationr for emergency sreparedness
training requirements for be:ih {uli scale axercise
and secondary exercise was made.

During a concurrent interview and record review
on 12/5/2024 at 2:30 p.m. with the ADM, the
Emergency Operations Program and Plan
Manual (EOP), undated, was provided as the
facility's most recently upcated Emergency
Preparedness Program record. The binder did
not include records of written evidence of
participation in a fufi-scale exercise or an
after-action repo= from an incicent that had
occurred within e fast 12 months. The M3
stated that the facility had not conduclec a

! full-scaie exercise within the jast 12 menths.
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