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Level of harm - Minimal Based on interview and record review, the facility failed to include in their emergency preparedness plan protocols for the possibility

harm or potential for actual | of staffing shortages during emergencies, specifically the Coronavirus disease 2019 (COVID-19, an infectious

harm disease caused by severe acute respiratory syndrome Coronavirus 2 ([DIAGNOSES REDACTED]-CoV-2). Common symptoms

include

Residents Affected - Many | fever, cough, fatigue, shortness of breath, and loss of smell and taste) pandemic. The facility census was 56. 1. Review of the facility's
emergency preparedness plan, showed the plan did not direct the facility on how to address staffing

shortages. 2. During an interview on 6/26/20 at 8:35 A.M., the Assistant Director of Nursing (ADON) said they have a

contract with a nursing agency to address any staffing shortages. Thisis not a part of their emergency preparedness plan
because they were told it was not required.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not aplan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567(02-99) Event ID: YL1011 Fecility ID: 265732 If continuation sheet
Previous Versions Obsolete Page 1 of 1




