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E 000 | Initial Comments E 000

A recertification survey was conducted by the
Office of Healthcare Assurance (OHCA) on
02/07/25. The facility was found not to meet the
requirements for Appendix Z, Emergency
Preparedness, 42 CFR §483.73 for Long Term
Care Facilities.

E 004 | Develop EP Plan, Review and Update Annually E 004
CFR(s): 483.73(a)

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

The [facility] must comply with all applicable
Federal, State and local emergency
preparedness requirements. The [facility] must
develop establish and maintain a comprehensive
emergency preparedness program that meets the
requirements of this section. The emergency
preparedness program must include, but not be
limited to, the following elements:

(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 all of the
following:

* [For hospitals at §482.15 and CAHs at
§485.625(a):] Emergency Plan. The [hospital or
CAH] must comply with all applicable Federal,
State, and local emergency preparedness
requirements. The [hospital or CAH] must
develop and maintain a comprehensive
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emergency preparedness program that meets the
requirements of this section, utilizing an
all-hazards approach.

* [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.

* [For ESRD Facilities at §494.62(a):] Emergency
Plan. The ESRD facility must develop and
maintain an emergency preparedness plan that
must be [evaluated], and updated at least every 2
years.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to annually review their Emergency
Preparedness Plan. The failure of this deficient
practice has the potential to result in

Findings include:

On 01/31/25 at 01:35 PM review of the facility's
emergency preparedness plan was done with the
Administrator. The review found no
documentation to verify when the plan was last
reviewed and updated. The Administrator
reported the last review and update was done on
10/20/23. The Administrtor acknowledged the
facility missed doing the review.
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