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 S 000 INITIAL COMMENTS  S 000

The following represent the findings of a 

resurvey for the above named Home Plus facility 

conducted on 10/11/22.

 

 S5210

SS=F
26-42-104 (b) Written Emergency Plan

b) Each administrator or operator shall ensure 

the development of a detailed written emergency 

management plan to manage potential 

emergencies and disasters, including the 

following:

(1) Fire; 

(2) flood;

(3) severe weather;

(4) tornado;

(5) explosion;

(6) natural gas leak;

(7) lack of electrical or water service;

(8) missing residents; and 

(9) any other potential emergency situations.

This REQUIREMENT  is not met as evidenced 

by:

 S5210

KAR 26-42-104(b)(2)(3)

The facility reported a census of seven residents.  

Based on record review and interview for all 

residents and all facility employees, the operator 

failed to ensure the emergency preparedness 

plan addressed flood and severe weather topics. 

Findings included:

- On 10/11/22 at 09:10 AM a copy of the 

emergency disaster plan was observed to be 
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 S5210Continued From page 1 S5210

posted on the wall next to the front entrance. 

This document failed to include information that 

addressed  floods and severe weather.  

Interview on 10/11/22 at 03:40 PM Administrative 

Staff A verified the emergency disaster plan did 

not address the topics of flood and severe 

weather. 

The Operator failed to ensure the emergency 

management plan included all required topics by 

not addressing flood and severe weather.

 S5215

SS=F
26-42-104 (d) Disaster and Emergency 

Preparedness Education

(d) Each administrator or operator shall ensure 

disaster and emergency preparedness by 

ensuring the performance of the following:

(1) Orientation of new employees at the time of 

employment to the home ' s emergency 

management plan;

(2) education of each resident upon 

admission to the home regarding emergency 

procedures;

(3) quarterly review of the home ' s emergency 

management plan with employees and residents; 

and 

(4) an emergency drill, which shall be conducted 

at least annually with staff and residents. This 

drill shall include evacuation of the residents to a 

secure location.

This REQUIREMENT  is not met as evidenced 

by:

 S5215

KAR 26-42-104(d)(3)  
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 S5215Continued From page 2 S5215

The facility reported a census of seven residents.  

Based on record review and interview for all 

residents and all facility employees, the operator 

failed to ensure disaster and emergency 

preparedness by ensuring performance of 

quarterly review of the facility's emergency 

management plan with employees and residents.

Findings included:

- On 10/11/22 documentation of quarterly reviews 

of the emergency management plan was 

requested from Administrative Staff A.  The 

facility lacked documentation of quarterly reviews 

completed for 2021 and 2022. 

Interview on 10/11/22 at 09:51AM Administrative 

Staff A stated the facility did not complete 

quarterly reviews of the emergency management 

plan for 12/2021 and June 2022. 

On 10/11/22 at 09:51 AM Administrative Staff A 

stated she has not documented the quarterly 

reviews of the disaster plan with staff and 

residents. 

The Operator failed to ensure the performance of 

quarterly reviews of the emergency management 

plan with employees and staff.
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