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CFR(s): 483.475(b)(3)

[(b) Policies and procedures. The [facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must be
reviewed and updated at least annually. At a
minimum, the policies and procedures must
address the following:]

Safe evacuation from the [facility], which includes
consideration of care and treatment needs of
evacuees; staff responsibilities; transportation;
identification of evacuation location(s); and
primary and alternate means of communication
with external sources of assistance.

*[For RNHCs at §403.748(b)(3) and ASCs at
§416.54(b)(2):]

Safe evacuation from the [RNHCI or ASC] which
includes the following:

(i) Consideration of care needs of evacuees.
(ii) Staff responsibilities.

(iii) Transportation.

(iv) Identification of evacuation location(s).
(v) Primary and alternate means of
communication with external sources of
assistance.

* [For CORFs at §485.68(b)(1), Clinics,
Rehabilitation Agencies, OPT/Speech at
§485.727(b)(1), and ESRD Facilities at
§494.62(b)(2):]

Safe evacuation from the [COREF; Clinics,
Rehabilitation Agencies, and Public Health
Agencies as Providers of Outpatient Physical
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Therapy and Speech-Language Pathology
Services; and ESRD Facilities], which includes
staff responsibilities, and needs of the patients.

* [For RHCs/FQHCs at §491.12(b)(1):] Safe
evacuation from the RHC/FQHC, which includes
appropriate placement of exit signs; staff
responsibilities and needs of the patients.

This STANDARD is not met as evidenced by:
Based on record review and staff interviews, the
facility failed to develop specific policies and
procedures to address emergency preparedness
(EP) including evacuation locations based on a
community and facility risk assessment. The
finding is:

The facility did not have an EP plan which
included evacuation locations.

Review on 3/11/19 of the facility's disaster
preparedness plan dated 11/10/17, revealed the
plan did not include specific information in
regards to the facility's evacuation locations in the
event of flood, fire, tornadoes, hurricanes, winter
storms, bio terrorism, missing residents or other
emergencies.

During an interview on 3/11/19, staff stated they
would contact the residential manager (RM) or
qualified intellectual disabilities professional
(QIDP) if an emergency arose that necessitated
their evacuation from the facility. However, they
could not state what locations would serve as
emergency relocation shelters in such an event.

During an interview on 3/12/19, the program
director and director of operations confirmed the
EP plan did not include any information pertaining

to alternate evacuation locations.
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