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 S 000 INITIAL COMMENTS  S 000

The folowing citations represent the findings of a 

resurvey with complaint investigation 168550 for 

the above named Home Plus facility conducted 

on 03/01/23.

 

 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)

The facility reported a census of eight residents.  

Based on record review and interview for all 

residents and staff, the operator failed to ensure 

disaster and emergency preparedness by the 

failure to conduct quarterly reviews of the home's 

emergency management plan with employees 

and residents.
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 S5215Continued From page 1 S5215

Findings included:

-  On 03/01/23 at 10:40 AM "Administrative Staff" 

A reported she looked through the in-service 

notebook and could not find evidence of 

in-services with staff for 2022 except for one in 

December and it did not include review of the 

disaster plan. She also looked through the 

resident council book and could not find where 

the minimum 8 required topics were reviewed 

with residents. 

 

 The operator failed ensure the emergency 

management plan was reviewed on a quarterly 

basis with all residents and all facility staff .
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