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 S 000 INITIAL COMMENTS  S 000

The following citations represent the findings of a 

Health Licensure Resurvey.

 

 S3285

SS=C
26-41-104 (e) Emergency Plan Available

(e) Each administrator or operator shall make the 

emergency management plan available to the 

staff, residents, and visitors.  

This REQUIREMENT  is not met as evidenced 

by:

 S3285

The assisted living facility identified a census 29 

residents, with 3 sampled residents. Based on 

observation and interview, the facility failed to 

ensure the Emergency Management Plan Policy 

and Procedure was accessible to the residents, 

employees and visitors of the facility.

Findings included: 

-  On 7/19/16 at 11:45 AM, the Emergency 

Management Plan Policy and Procedure was not 

seen in the public area. When asked for it's 

location, administrative staff A located the binder 

from the locked medication room.

On 7/19/16 at 2:01 PM, aministrative staff A 

stated the Emergency Management Plan Policy 

and Procedure binder was kept in the medication 

room, which remained locked most of the time. 

The facility's Emergency Disaster Plan Policy, 

undated, lacked information about the appropriate 

location for the emergency management plan, so 

it was accessible to the residents, employees and 

visitors of the facility.

The facility failed to ensure the Emergency 
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Management Plan Policy and Procedure 

remained accessible to the residents, employees 

and visitors of the facility.
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