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E 006 | Plan Based on All Hazards Risk Assessment E 006
CFR(s): 483.475(a)(1)-(2)
[(a) Emergency Plan. The {facllity] must develop £006
and malntaln an emergency preparedness plan
that must be reviewed, and updaled at least The facility will develop and
annually, The plan must do the following;) maintain an emergency ; ;: '/
(1) Be based on and inciude a documented, preparedness plan that is
facliity-based and community-hased rsk reviewed and updated annually.
assessment, utilizing an all-hazards approach.” The facllity will ensure that the
*[For LTC faclllies at §483.73(a)(1):] (1) Be based plan Is based on a community-
on and include a documented, facilily-based and based risk assessment and
communlity-based risk assessment, utliizing an Includes missing cllents and
all-hazands appmach, Including missing residents.
h PP ng missing residents Identifies strategles for
*[For ICF/IIDs at §483.475(a)(1):] (1) Be based on addressing Identifled
and Include a documented, facillty-based and risks/clients’ needs. The plan

community-based risk assassment, utilizing an

al-hazards approach, Including missing cflents, will Include the geographical

location of the facility and will

(2) Include strategies for addressing smergency be reflective of all hazardous
events Identifled by the risk assessment. conditions. Facility will

* [For Hosplces at §418.113(a)(2):] (2) Include Inservice staff on Identified

strategles for addressing ememency events emergency preparedness plan.
Identified by the risk assessment, Including the QP/Program Manager will
management of the consequences of power

fallures, natural disasters, and other emergencies monitor plan monthly to ensure
that would affect the hosplce's abillty to provide that the needs/strategies are
care,
accurately identifled and
This STANDARD Is not met as evidenced by: dd ;
Based on recard review and Interview, the facility addressed.
failed to develop an emergency preparedness DHSR - Mental Health

(EP) plan including the geographic location of the
facility and the cllents’ needs of the facllily In the

risk assessment, utilizing an ali-hazards AP R 1 9 2018
approach, The finding Is:
) L) y4 Lic. & Cert. Sooti

LABORATORY DIREGTOR?ﬁ Pfy\ﬂ RISUPPLIE P SEWONM’URE TIM (X8) DATE
- ’ - ¢
" /j?r 7;1(‘/',’/"‘"' >‘f'( v~ ’/Y’AK

Any deficlency smwman}mﬂmg with an asle ) denoteg {deﬁdeﬂcywhlch the instnution may be excused from carecting providing It la delermined that
ofher safaguarda provide sufficlen) prolaction ta the pallents. (See instructiona,) Except far nureing homes, the findings stated abave are disclosable 80 days
follawing the date of survey whether or not a plan of correction is providad. For nursing homes, the above findings and plans of correction are discddosable 14
days following the date these documents are made avallable to the (acliity. If deficlencies are clled, an epproved plen of camection is requlsite to continued
program particlpetion.
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E 006

EO13

Conlinued From page 1

The facllity did not have an emergency plan
based upon risk assessments.

Review on 3728/18 of the facliity's current EP plan
revealed the plan did not provide speclile
information In regards to the geographic location
of the facliity and the clients’ needs of the facility
in the risk agsessment, ulllizing an all-hazards
approach.

interview on 3/26/18 with the qualified intellectual
disabllities professional (QIDP) revealed she was
not aware of this specific Information was to be
Included inthe EP plan; however, she would pass
this Information on to her manager.

Development of EP Poalicles and Procedures
CFR(s): 483.475(b)

(b) Policies and procedures, [Facliities] must
develop and Implemenl emergency preparedness
policles and procedures, based on the emergency
plan set forth In paragraph (a) of this section, risk
asssssment at paragraph (a){1) of this section,
and the communication plan at paragraph (c) of
this sectlan, The policles and procedures must be
reviewed and updated at least annually.

“Additional Requiremantis for PACE and ESRD
Facliities:

*[For PACE at §460.84(b):] Policies and
proceduras. The PACE organization must
develop and Implement emsrgency preparadness
policles and procedures, based on lhe emergency
plan set fonth in paragraph (a) of this sectlon, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (¢} of
this section, The policles and procedures must

€006

E013
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[{e) The [facility] must develop and malntain en
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E 013 | Continued From page 2 E013 e
address management of medical and nonmedical "E013
amargencies, including, but not limited to: Firs; -
equipment, power, or water failure; care-related The facllity will develop and
emargencles; and netural disasters likely o maintain an emergency
threaten the heslth ar safety of the participants, d lan th
staff, ar the public. The policies and procedures pr ePare ness plan that Js {,”{
must be reviewed and updated at least annually. reviewed and updated annually. 4’}
*[Far ESRD Facilitles at §494.62(h):} Policies and The facility will ensure that the
procedures. The dialysls facllity must develop and plan is based on a community-
implemnent emargency preparedness policles and
procedures, based on the emergency plan set Pased rlsk assessment and
forth In paragraph (a) of this section, risk includes missing
assessment at p?'aemph (a)(1) of this szc:ln)n. clients/communication and
and the communication plan at paragraph (c) of . .
this seclion. The palicles and procedures must be identifies strateg.leis far
reviewed and updated at least annually. These addressing Identified
emergencles Include, but are not limlied to, firs, risks/cllents’ needs. Facliity will
aquipment or power fallures, care-related Inservice staff on
emargencies, water supply interruplion, and
nalural disasters likely to occur In the facifity's policies/procedures for
geographic area. emergency preparedness
This STANDARD Is not met as evidenced by: lanning such as pr
otoco
Based on interview, the facliity falled to develap P ) 'g R . h
specific policies and procedures to address strategles, communication,
emergency preparedness, considering risk required contacts and
assessment and their communication plan In coordination. QP/Program
case of an emergency evacuallon of the clients In .
the facilly. The finding ls: ‘ Manager will monitor plan
monthly to ensure that the
During an interview on 3/26/18, qualified needs/strategles are accurately
imsllectal disabliities professional (QIDP)
revealed they did not have policies procedures for Identlf{ed and addr 35599'
the emergency preparedness plan.
E 032 | Primary/Alternate Means for Communication E 032
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E 032 Conlinued From page 3 E 032
amargency preparedness communication plan
that complies with Federal, State and local laws ‘
and must be reviewed and updated at least o
annually.] The communication plan must Include E032
all of the followlng:
The facility will develop and
(3) Primary and altemate means for maintain an emergency ng‘g
;‘)"["‘:':;m;;‘g?:ﬁw“h the following: preparedness plan that Is g
(i) Federal, State, tribal, reglonal, and local reviewed and updated annually.
emergency management agencies. The plan will address primary
and alternate mea
*[For ICF/IDs at §483.475(c)] (3) Primary and ' ns of
alternate means for communicating with the communicating with staff,
ICFID's staff, Federal, Stale, tribal, regionsl, and emergency management
local emergency management agencles, agencles and all aversight
This STANDARD is not met as evidenced by: les durine th f
Based on documentation and Interviews, the agencles during the ev?nt 0
facllity falled to develop an altemate means for emergencies, The facility will
communicating with facllity staff, regional and Identify primary and alternate
local govtamments during an emergency. The means of communicatlon and
finding Is:
Inservice staff. QP/Program
The facility failed to develop an alternate means Manager will monitor plan
for communicaling with staff, reglonal and local monthly to ensure that the
governments during an emergency.
needs/strategies are accurately
Review on 3/26/1B of the faclllty's emergency Identified and addressed.
preparedness (EP) did not Include any .
information regarding altemate means of
communication.
During an Interview on 3/26/186, the qualified
Intellactual disabliitles professional (QIDP)
revealed if the land line phone and cell service
were down there was not another way to
communicate during an emergency.
£ 037 | EP Tralning Program E 037
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E 037 | Continued From page 4 E 037
CFR(s): 483.475(d)(1)
(1) Trelning program. The [facllity, except CAHs,
ASCs, PACE organlzatlans, PRTFs, Hospices,
and dialysls facllitles]) must do all of the foflowing:
{1) Inltlal trainlng In emergency preparedness
policies and procsdures to all new and existing E037 . )
stafl, individuals providing services under
arrangement, and volunteers, consistent with thelr The facllity will ensure that the
expected role. emergency preparedness plan gal«
(Il) Provide emergency preparedness tralning at Is Implemented across all 4‘
least annually. . . .
(iif) Maintain documentation of the training. settings. The facility will train
(iv) Demonstrale staff knowledge of emergency all staff on the identified
procedures, emergency preparedness plan
*[For Hospitals at §482.15(d) and RHCs/FQHCs d h staffs rol i
2l §491.123] (1) Tralning program. The [Hospltal and each start's rale annually.
or RHC/FQHC] must do all of the following: QP/Program Manager will
0 I'l"'l"ﬂ' “"’"'"9 In emer 99"‘;‘!’ P“’Pa’gd“‘?s? monitor plan monthly to ensure
policles and procedures o all new and existing .
staff, individuals providing on-site services under that the needs/ s:trategtes are
arrangement, and volunleers, consisient with thelr accurately identified and
expected rolas. addressed.
{Il) Pravide emergency preparedness training at
least annually.
() Malntain documentalion of the training.
(iv) Demonstrate staff knowledge of emergency
procedures.
*[For Hospices at §418.113(d):] (1) Training. The
hosplca must do all of the following:
{1) Inltiat training In emergency preparedness
policles and procedures 1o all new and existing
hosplice employees, and Individuals providing
services under arrangement, consistent wilh thelr
expected roles.
(i) Demonstrate staff knowlpdga of emergency
FORM CMB-2567(02+00) Pravicus Verulons Obuolets Bvenl ID; 180611 Faclity ID; 844506 it continuation sheel Page Sof8
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procadures.

() Provide emergency praparedness tralning at
least annually.

(iv) Periodically review and rehsarse iis
emergency preparedness plan with hospice
employees (including nonemployee staff), with
spacial emphasis placed on camying aut the
procedures necassary to protect patlents and
‘others,

*[For PRTFs at §441.1684(d):] (1) Training
program. The PRTF must do all of the foliowing:
(i) Initial training In emergency preparedness
policles and procedures 1o all new and exlsting
staff, Individuals providing services under
arrangement, and volunteers, conslstant with their
expected roles.

() After inltiel training, provide emergency
preparedness training at least annually,

(Iil) Demonstrale staff knowledge of emergency
procedures,

(iv) Maintain documentation of all emergency
preparedness tralning.

*(For PACE ot §460.84(d):] (1) The PACE
organization must do all of the following:

(i) Initial training In emergency preparedness
poiicles and procedures to all new and existing
staff, Individuals providing on-sile services under
arrangement, contraciors, participants, and
voluntears, consistent with thelr expected roles.
(il) Provide emergency preparedness training at
least annually.

(iil) Demonstrale staff knowledge of emergency
procedures, including informing pariicipants of
what to do, where to go, and whom lo contact In
case of ah emergency.

(iv) Malntain documentation of all tralning.
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E037

Conlinued From page 6

*[For CORFs at §485.68(d):](1) Tralning. The
CORF must do all of the fallowing:

() Provide Inltial training in emergency
preparedness palitles and procedures (o all new
and existing staff, individuals providing services
under arrangement, and volunleers, consistant
with thelr expected rales.

(ii) Provide emergency preparedness tralning at
least annually.

(1) Malintaln documentation of the training.

{Iv) Demanstrate staff knowledge of emergency
procedures. All new personnal must be orignted
and assigned specific responsibilifies regarding
the CORF's emergency plan within 2 weeks of
thelr first workday. The training program must
include instructian In the locatlon and use of
alarm systems and signals and firefighting
equipment.

*[For CAHs at §4B5,625(d):] (1) Training program.
The CAH must do all of the following:

{1) 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 preventlon, and
cooperallon with firefighling and disaster
authorities, to all new and existing siaff,
Individuals providing services under atrangement,
and volunteaers, consistent with thelr expected
roles.

(ii) Provide emergency preparedness fralning at
least annually.

(ili) Maintaln documentalion of the tralning.

(iv) Demonstrate staff knowledge of emergency
procedures.

E Q37
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E Q37

W 000

Continued From page 7

*[Far CMHCs at §485.920(d):] (1) Training. The
CMHC must provide initlal training In emergency
preparedness policies and procedures o all new
and existing staff, Individuals providing services
under arangement, and volunteers, consistent
with their expected roles, and maintaln
documentation of the tralning. The CMHC must
demonstrate staff knowledge of emergency
procedures. Thereafter, the CMHC musl provide
emergency preparedness training at least
annually,

This STANDARD Is not met as evidenced by:

Based on interview and record review, the facility
falled to ensure direct care staff were sufficlently
tralned an the facllily's emergency plan (EP). The
finding is:

Staff had not recelved training on the emergency
plan (EP).

Review on 3/26/18 of faclllty documents revealed
no documented spacific fraining for direct care
staff in regards to the EP.

Staff Inlerviews (2) on 3/26/18 revealed they have
been trained regarding fire drllis and disaster

drills: however, the staff could not provide specific
delalls regarding the facllity's EP program.

Interview on 3/26/18 with the quallfied inlellectual
disabllilles professional (QIDP) revealed direct
care staff had been {rained regarding firs drills
and disaster drills. However, there had not been
any tralning provided canceming the new EP,
INITIAL COMMENTS

This facillty is in compliance with the conditions

E 037

W aoo
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W 000 | Continued From page 8 W 000

of participation for intermediate care facilities for
persons with mental retardatlon found at 42 CFR
4683.400 thru 483,460 and 42 CFR 483.480
{Ganeral Heallth Requirement),
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