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{K 000} | INITIAL COMMENTS {K 000}

A revisit survey was conducted on 07/03/2018 for
all previous deficiencies cited on 04/25/2018. All
deficiencies have been corrected, and no new
noncompliance was found. The facility is in
compliance with all regulations surveyed.
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An Emergency Preparedness revisit survey was
conducted by Healthcare Licensing and Surveys
on 07/06/2018 for previous deficiencies cited on
4/25/2018.

{E 013} | Development of EP Policies and Procedures {E 013} 7/19/18
CFR(s): 483.73(b)

(b) Policies and procedures. [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.

*Additional Requirements for PACE and ESRD
Facilities:

*[For PACE at §460.84(b):] Policies and
procedures. The PACE organization 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
address management of medical and nonmedical
emergencies, including, but not limited to: Fire;
equipment, power, or water failure; care-related
emergencies; and natural disasters likely to
threaten the health or safety of the participants,
staff, or the public. The policies and procedures
must be reviewed and updated at least annually.

*[For ESRD Facilities at §494.62(b):] Policies and
procedures. The dialysis facility must develop and
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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. These
emergencies include, but are not limited to, fire,
equipment or power failures, care-related
emergencies, water supply interruption, and
natural disasters likely to occur in the facility's
geographic area.

This REQUIREMENT is not met as evidenced
by:

Based on documentation review and staff
interview, the facility failed to implement all
required emergency preparedness policies and
procedures in the emergency preparedness
program.

The findings were:

Documentation review of the Emergency
Preparedness Plan on 07/05/18 at 3:00 PM
revealed no policy or procedure was available
that addressed the use of volunteers in an
emergency. Interview with the maintenance
personnel acknowledged the deficiency, and
revealed they were unaware that this requirement
was missing from the plan.

The Maintenance Supervisor will update
the Emergency Preparedness Plan with
the proper procedures for the use of
volunteers in an emergency. The
procedure will call for all visitors and
volunteers to report to the Chapel which
will be a controlled area where the
Administrator will be stationed. The
administrator will check volunteers in and
check for appropriate credentials before
volunteers can be utilized. The
Maintenance Supervisor will inform the
QAPI team and safety team of this
deficiency and gather input as well for the
procedure. A PIP (Performance
Improvement Project) will be created by
the team in order to fully establish this
procedure and monitor monthly that the
procedures are effective and being
implemented. The team will also
document training that will be conducted
by the team's representative who will be
appointed to do the training.
Documentation of the training will be kept
to ensure compliance. The QAPI team
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