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Develop and maintain an Emergency Preparedness Program (EP).

 Based on interview and record review, the facility failed to develop and maintain an Emergency Preparedness Plan that was
 reviewed and updated at least annually. The facility's Emergency Preparedness Plan was last reviewed on 05/01/2019. This
 failure could prevent the availability of an updated emergency plan that assesses for all potential hazards and could
 affect residents by placing them at an unnecessary risk of exposure to preventable harm related to emergency situations.
 Finding Include: Record review of the facility's emergency preparedness plan revealed that it was last reviewed on
 05/01/2019. During an interview with the ADM on 08/31/2020 at 1:10 PM, she confirmed that the last documented review date
 of the facility emergency preparedness plan was on 05/ 9. She reported that she recently started working at the facility
 and has not had a chance to review the emergency preparedness plan yet. She reported that the emergency preparedness plan
 is supposed to be reviewed and updated at least once a year. Record Review of facility policy titled Emergency Preparedness Manual,
dated 04/12/2019, reflected in part: Responsibility to Maintain and Implement Plan: The plan and procedures will be reviewed at least
annually or whenever new information or lessons learned warrant change.
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