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} The facrllty must develop and |mplement detalled ,

‘written: plans and procedures to meét all potentaal -
‘eémergencies -and. disasters'such as fire, SeVere
weather. and missing. cllents

{ This STANDARD lS not met as. ewdenced by
“Based ofi observatlons, record review'and

interviews; facility failed to develop, lmplement

) and keep current a wrltten Dlsaster Plan to meet
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: all poténtial- emergencues and: dlsasters F "lyre : S I
o have a:current; updated:Dissster:Plan. aced " o . N O
-$taff and residents ‘at risk of. hafm_lf adls Rainier School Disaster Plan will .} Complcted':' N
Shou'd occur Fmd]nQS mC]Ude be reviewed/revised to meet |’ 2/28/14'.: s
' U ‘ ’ _ _potential emergencies and :
‘ . : : P . disasters. Phone numbers,
: ‘AII observahons record revnews and mterwews I ]ocatlons and quantity of disaster - .| - .
' ;occurred between January 1}3 014 and January Y Supphes will be updated‘
17, 2014 L S
: ] Person responsnble
‘ ' - : PSR . at R . QA Director
Record rewew revealed the folIDWIng phone . R T ~ Monitor: -
numbers in the January28 2013 DISaster Plan o e At Super‘ntendem FRENRTAL R
1 ‘ o : SR l PATEstaffwﬂI be trained in the . | - 3/14/13
:Duty Offuce Extens:on 4496" updated DlsasterPlan Disaster - andig i

Plan w111 be reviewed/revised . ooneomg |

“yearly or as needed... . " |

Safety Comm1ttee will check
emergency supply areas two:times.
per year to ensure adequate S
supphes are available and have -
not explred o

| Emergenoy Preparedness Hotling 2 /7tol| free o

+nurmber - 1:877-256-4859 .
RS Satellite phohe number -« 254-
| Health Center - Extenision:4297:: :
».Supermtendent '5.0Office Extensm 3000
o Mamtenan(:e 360~829~0258.

" Person re_sponsnble_.‘ o

- QA Director . | -

. Monitor:
' "‘Asst Supermtendent'

:-Telephone calls placed by the State SurVeyor 'to '
the phone numbers listed above verified the ™ .
.| phone numbers were duscennected and/or dxdinot L

connect te the lc)catlon ldentiﬁed A

..Reeord review. revealed the January 2 2013
Disaster Plan-idéntified: theijsaster Supply
Rooms in Cedar.House s béing stocked with a 7
day supply: of the items listed balow: + w_eVer, ,
observation of the Cedar’ House Disaster Supply
Room revedled the iterris were fiot stocked.of -

|- werestocked in lesser: amouints. The'actual::
| amount of those" Disaster supphés stocked in the

_ _ Disaster Supply Room was; L e e
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Paper plates/cups None stocked

Toilet. Paper = None. stockedv

Plastic: Utensils - Abox o plastrc spoons IS
| stocked. :No- other utensils. c
. 'Blankets/Pmows Four. boxes of blankets
- | tocked:" No pillows stocked. .. . ‘

| Flashlights and Batteries < N
-|-Fire’ Extrngurshers None stocke

Dust Masks and Goggles N "
'AM Radios -:None stocked.
: ',,Sheets/Pmowcases ‘None
Frrst Ald Klts None st‘

| taciity Diss
-| dated: January 23 201_3 noted portable space
- | heaters could be used as a:supplementary

- .|.s6urce.” Interview with St fffA revealed portabl
"|'space heaters were ot permrtted for. use at the -
, facrlrty and the facrhty does not | an

: The facrlrty Drsaster Plan-n ed in.one sectio" '
| that emergenicy: miedication carts are located in. |-
|'thie Rainier Building room. 132" However; another o
-section of the Dnsaster Plan noted the emergency e
‘medication carts'are located in. the:Rainjer .
'|-Building roorn 123, The' Ftamler. urldlng does not

“have aroom 132. Room 123:s used for staff.
education-and ro. emergency medrcatlon carts »
are. Iocated there. O .

.lntervrews with-Staff A and’ Staff B reveated they 1
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"NAME OF Pnovmenon SUPP[JER R T ‘STREET/ ‘REss cm( STATE ZIPCODE
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‘were:unawaire of the faulures by the facmty to 1

meet the requurements of the Disaster Plan, 'taﬂ ‘

| Aand Staff G revealed portable space heaters

.1 may nat be used atithe. facility.~ Interview with - -

| Staff D'revealed that the Emergéncy Medlcaiion
‘Carts were’ located at sites. throughoutthe -

“campus and-are. not centrally located in‘th

* Rainier School Disaster Plan will Completed
- be reviewed/revised to meet - | 27281
potential emergenciesand.© |

- disasters. Phone numbers, :. { .-

B locatlons and quantity of disaster

: .| Rainier Bu"dmg ‘ _— S e supphes will be updated
g W439 -483.470(h)(2) EMERGENCY’ LANAN pooW4g9r. s _
: ) :PROCEDUF‘ES ' , L F IR " Person responsnble
o e T QA Directot .
‘ ‘The facmty must communicat penodscaﬂy - Monitor:

review, make the plan avallable nd prowd' i-‘"Asst Supe“ntendenf N B

. traming to the. staff.

o PAT E staff will be tramed in ther L

: updated Disaster Plan. Disaster
Plan W111 be reviewed/revised |-

: -'yearly or asneeded: "~ ¢
S Safety Committee will check ™ ™
: emergency supply areas two tlmes o
<00 per'year to ensure adequate . -
upplles are avallable and have.

‘.o‘rig:dingt i :

.| Based on’ mtervuews, the famllty failed to
| periodically review and train staff to tHe facility* ¢
- | Disaster Plan. : Failure to train staff to the Disaster| .. = = . E
'Plan placed staff and resudents atrisk of harm lf a S

Ty .Dlsaster Pla

['is not included it required staff edcation: “Staff

- | A, Staff C, Staff H.and Staff | revealéd staff hay
‘notbeen trairied by the faoility to the facility - -~

| Disaster Plan, When interviewed; Staff &, Staff W
| @nd Staff 1 were unable to 1denf|fy alternate water |. -

1 sources thatwere noted inthe. fac:llty s Dlsaster

Plan:’ :

W 441 483.470()(1) EVACUATION, DRILLS o wa

a ’Staff G revealed 1hat the faélllfy ' Asst Supermtendent o

The facnity must hold evacuatlon dr;lls Under ‘
varied- condmons. I

i
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: o 506046 y B WING S 5 S
NAMEOFPROVIDEROHSUPPUEH j__ S k STRE&T'ADDHESS CITY STATE ZIPCQDE o
mumen scnoou. PAT E ' . o P |
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L Voo e ' " DEFICIENCY) ‘
W 441 ‘Coﬁtinueq=!=‘rom pa‘ge<4 S e W 441
ThIS STANDARD Is hOt met as GVIdéhCéﬂ b' S :‘ :.Rz‘i'lr'ner Seﬁeol Disaster Plari will - | Completed

. Based on observatlons reccrd rewews and b T e reviewed/revised to meet .
-‘mtervieWS, the fac:hty ialled to-ensure evacuation .|~ - B S s potent1a1 emergencies and
| -drill imes varied on.day and aftertioon shifts: and . - O R disasters, . |
| different escape routes were used, Failure.to ‘

{ ensure evécuation drills'were’ condudted under-
- | various-and realistic.conditions and by ‘eans of-

| different escape rotites: ‘placed residents.at risk o
| *harm should an-emergency- occur that
~necessntates evacuauon' i]

T 2/28/1

" Person responSIble e
- QA Director - |, =
. Monitor:, .. ‘|

Asst Supermtendent’

: 3apa|
PAT E staff w1ll be tramed in the,ﬁ s and |
updated Dlsaster Plan. Dlsaster'f o .ng_ei_ngi_'

. Plan will be rev1ewed/rev1sed.; L AR
:-:yearly or as needed

. Aoccurred betWeen January 13,2014 and January
_»17 2014

_‘ ‘erson responsnble '
.. QA Dlrectorl'

‘. ;:shift were held at 1 44'PM on'01/28/13,.1:28 F
-on 04/26/18 1 30 PM on 07/29/13 and 1 26 PM
: on 10/29/13 :

- Monitor:"
Asst Supermtendent .

:Flre evacuatlon drms at Alpme House the day:
‘| shift were held at 12:55:PM oh 01/24/1 3,12:61
|'PM oni-4/30/13, 1: 36 PN 011.07/09/13ard.01:10
|PM: on: 10/29/13

,;Fare evac:uatlon dnll drllls at Shasta House on. 1he
| afternoon shift were: higld at 2:25 PM oh 02/19/43, R |
- 12125 PM on. 05/28/13, 20 PMon- 08/28/13 and RN
1 2:20PM: on11/16/13. I

| Fire: evacuatlon drills.at Sa ~Juan on the -
:afternoon Shlﬂ were held:: 00:PM. on: 2/28/13

2:45 PM on 05/14/13, 3: 25:?PM on 08/24/13 and
NEE oo PM on 11/22/13 C
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W41, Contlnued From page5 o W]

’ ldlsplayed 6 poteritial evacuatlon route"" Th
Jincluded: 3 front door, 2 side door andjflf'back
door escape routes. Interview. Staff L at Orcas: on
10117114 revealed during fire evacuationdrills - | ‘
residents’ always use one: route and ex:t thr0ugh :
‘the front door - o

) Obsen/atlon at Shasta House reVeaIed House
.| Fire Evacuatlon plans posted at-each exit doOr
| displayed 6 potential evacuation routes. This. -
| included: 3 front door, 2 sidé door and 1 baok
| door escape routes. Intervlews Staff M on S L
| 01/14/14 and 01/17/14 at Shasta revealed dunng o
| fire evacuation’ drills residents always exit through:| - - -
-one of three front dOors and fiot the side or back
fdoor exrts ’ :

) 'Record review of Faclhty Safety and-Drill Reports B
| did.not. ldentlfy which evacuation routes were
| - | used for each fire evacuation drill.:

| Wa44 f483 470(|)(1)(||D EVACUAT ION DR!LLS

“ The faclhty must hold evaouatlon dnlls 06 aluate_
| the effectiveness of emergenoy and disaster -
.__plans and procedures SO

: ThIS STANDARD is not me : ,ewdenced
‘| Based on-record review and interviews; the -
| facility failed to evaluate the effectiveness of the:
| January 23, 2013, Disaster Plan. ‘Failureto =~ -
evaluate effectiveness of the. facility ' s Disaster
[Plan and ensure plans were' adéquate in the-:
event ofa drsaster placed remdents and staffs
safety at Tisk. - Findi ngs mclude -

1 The followmg mterwews were conducted between
, January 13 2014 and January 17, 201 4 ‘
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. }Staff A Staff B StaffC Staff H and Staff I could
- ' | not-recall a time whén the facility may have’
.‘evaluated the effectlveness of the Dusaster Plan
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