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[(b) Policies and procedures. The [faclliies) must
devalop and iImplement 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 (¢) of
this section. The policies and procedures must
be reviewed and updated at least every 2 years
(annually for LTC}.] At a minimum, the policles
and proceduras must address the following:]

*[For Hospices at §418.113(b), PRFTs at
§441.184,(b) Hospitals at §482.15(b), and LTC
Facilitles at §483.73(b).) Policles and procadures.
(7} [or (8)] The development of arrangements with
other [facilities] [and] other providers to receive
patients In the event of limitations or cessation of
operations o maintain the continuity of services
to facility patients.

*[For PACE at §460.84(b), ICF/iIDs at
§483475(b), CAMs at §486.625(b), CMHCs at
§485.920(b) and ESRD Facilities at §494.62(b):}
Policies and procedures. (7) for {6}, ()] The
development of arrangements with other
[facilities] for] other providers to receive patients
In the avent of limitations or cessation of
operations {0 maintain the confinuity of services
to facliity patients,

*[For RNHCls at §403.748(b)] Policies and
procedures. {7) The development of
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A revisit was conducted on 3/28/21 for all
previous deficlencies cited on 3/11/20. The
following deficiencies have been
corrected:EQ015, E0022, £0037, E0039, w120,
W183, W252, W267 and Wd40. The facility
remained out of compliance in EQ006 and E0025.

There was no new noncompllance found.
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[(e) Emergency Plan. The [facility] must develop ! ' = .
and malntain an emergency preparedness plan NGCrvi C-@d on the Emer
that must be reviewed, and updated at least every 9 c.my P{& pmr ¢ dnes& P lan
2 yaars. The plan must do the following:] an im PI ementation.,
(1) Be basad on and include a documented, p N ety iees will
facility-based and community-based risk On pmﬁ . '
assessment, utllizing an all-hazards spproach.” b-g prp"\)td ed by H M ]
(2} Include strategies for addressing emergency mont *tmv"ﬁd i ann M.Cf.il)/
events identified by the risk assassment. b I _} ab s P el a)'w’r and
*[For LTC facilities at §483.73(a)(1).] Emergency A
Pian. The LTC facility must develop and maintain an ﬁMMly by Q.M H P

an emergency preparedness pian that must be
reviewed, and updated at least annually. The plan
must do the following:

(1) Be based on and include a documented,
facliity-based and community-based risk
assessment, ulilizing an ai-hazards approach,
including missing residents,

(2) Include strategles for addressing emergency
avents identifled by the risk assessment.

*[For ICF/IDs at §483.475(a)(1):] Emergency
Plan. The ICFID must develop and maintain an
emergency preparedness plan that must be
AN
[w]
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Any deficlency/statement enaifig yith an astenisk () denotes a deficiancy which the Institution may be excused from corrscting providing it is detbrrofod that
other safeguprds provide gitficleht protectian to the patlants, (Bee instructions.) Excapt for nursing homas, the findings stetad sbove ars disclosabte 90 days
following the date of surve ther o not a plan of corraction Is provided. For nursing homes, the abeve findings #nd plans of correction are disciosable 14
days following the date these documents are made aveilable to the facility, If deficlencles are clted, an approvad pian of corection is requistte to continyad
program participation,
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