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*EMERGENCY PREPAREDNESS*

Survey conducted on 1/28/25 reveals the above
facility must meets all applicable Federal, State
and local emergency preparedness requirements.
E 006 | Plan Based on All Hazards Risk Assessment E 006 2/22/25
CFR(s): 483.73(a)(1)-(2)

§403.748(a)(1)-(2), §416.54(a)(1)-(2),
§418.113(a)(1)-(2), §441.184(a)(1)-(2),
§460.84(a)(1)-(2), §482.15(a)(1)-(2), §483.73(a)
(1)-(2), §483.475(a)(1)-(2), §484.102(a)(1)-(2),
§485.68(a)(1)-(2), §485.542(a)(1)-(2),
§485.625(a)(1)-(2), §485.727(a)(1)-(2),
§485.920(a)(1)-(2), §486.360(a)(1)-(2),
§491.12(a)(1)-(2), §494.62(a)(1)-(2)

[(a) Emergency Plan. The [facility] must develop
and maintain an emergency preparedness plan
that must be reviewed, and updated at least every
2 years. The plan must do the following:]

(1) Be based on and include a documented,
facility-based and community-based risk
assessment, utilizing an all-hazards approach.*

(2) Include strategies for addressing emergency
events identified by the risk assessment.

* [For Hospices at §418.113(a):] Emergency Plan.
The Hospice must develop and maintain an
emergency preparedness plan that must be
reviewed, and updated at least every 2 years. The
plan must do the following:

(1) Be based on and include a documented,
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facility-based and community-based risk
assessment, utilizing an all-hazards approach.
(2) Include strategies for addressing emergency
events identified by the risk assessment,
including the management of the consequences
of power failures, natural disasters, and other
emergencies that would affect the hospice's
ability to provide care.

*[For LTC facilities at §483.73(a):] Emergency
Plan. The LTC facility must develop and maintain
an emergency preparedness plan that must be
reviewed, and updated at least annually. The plan
must do the following:

(1) Be based on and include a documented,
facility-based and community-based risk
assessment, utilizing an all-hazards approach,
including missing residents.

(2) Include strategies for addressing emergency
events identified by the risk assessment.

*[For ICF/IIDs at §483.475(a):] Emergency Plan.
The ICF/IID must develop and maintain an
emergency preparedness plan that must be
reviewed, and updated at least every 2 years. The
plan must do the following:

(1) Be based on and include a documented,
facility-based and community-based risk
assessment, utilizing an all-hazards approach,
including missing clients.

(2) Include strategies for addressing emergency
events identified by the risk assessment.

This REQUIREMENT is not met as evidenced
by:

Based on document review and interview, the
facility failed provide update the emergency
preparedness (EP) plan per requirements of 42
CFR §483.73(a).

1) On 2/3/25, copies of after-action

2024 and 2025 were provided to the

reports for community-based exercises for

Physical Plant Manager from the Facility
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Findings Include:

On 1/28/25 at 9:45 AM, the facility failed to
provide updated documentation of the emergency
preparedness (EP) plan after action reports on all
community-based exercises for the year 2024
and current year 2025. Documentation review
revealed the facility provided a current EP plan
dated for the year 2025.

The findings were acknowledged by the
Administrator and Maintenance Supervisor
verified this observation during the exit interview
on 1/28/25.

Business Office. (See Exhibit 006A)

2) All residents have potential to be
affected by the same deficient practice.

3)

On 2/3/25, Administrator-in-Training
conducted in-service training to Physical
Plant Manager and Maintenance
Supervisor related-to location of
emergency operation plan after-action
reports. (See Exhibit 006B)

4)

a. The Physical Plant Manager
implemented quarterly EOP Record
Review Audit on 2/3/2025 for three
quarters to ensure proper storage and
record-keeping of after-action reports for
community-based exercises. (See Exhibit
006C)

b. Beginning no later than 2/25/2025 QA
will meet and receive the data related to
all pertinent audit(s) and in-services on a
quarterly basis for at least three quarters,
and determine pertinent corrective
measures as well as the continued
frequency of relevant audit(s) and
in-services based upon findings and
results achieved.
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