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E 0001 Establish an Emergency Preparedness Program (EP).

Level of harm - Minimal Based on intervew, record review, and policy review, the provider failed to develop and establish a comprehensive emergency

harm or potential for actual | preparedness program. Findingsinclude: 1. Interview on 3/12/20 at 1:34 p.m. and review of the provider's emergency

harm preparedness program documentation with administrator A revealed: *They did not have a complete emergency preparedness

program. * They had not: -Developed a chain of command with contact information and list of duties. -Developed and
Residents Affected - Some | maintained a clear communication plan that had included names and contact information for staff, residents, physicians,
other long term care facilities, and volunteers. -Developed a tracking system for staff and residents if relocated from the facility. -

Developed an alternate way of communication if the phone lines and cell towers had not functioned.

Administrator A admitted they had work to do to get the plan better developed. She agreed the plan should be well

organized in the event of an emergency so their staff would know what to do and could use the plan for guidance. Review of revised
7/1/19 provider Emergency Management Plan policy and procedure revealed: * Good Samaritain Society policy and

procedure requires that all locations have a comprehensive emergency and disaster management plan in place for all service

lines provided at alocations.
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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 a plan 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.
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