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E 000 | Initial Comments.

! An unannounced Emergency Preparedness |
! survey was conducted 12/13f17 through
12/114/17. The facility was in substantial '
compliance with 42 CFR Part 483.73, 483.475,
Condltion of Partigipsgtion for Intermediate Care
Facilities for Individuals with Intellectual

' Disabiliies. Mo# complaint{s) wasiwere

- investigated during the survey.

W 000 | INITIAL COMMENTS

| An urannounced annual 85 Fundamental

% Medicaid Cerfification survey was conducted 4

“12f13M17 through 12/14117. The facility was not In -

- compliance with 42 CFR Part 483 Requiremends

for Intermediate Care Facilities for Individuals i

 with Intellectual Disabillties (ICF/ID), The Life
Safety Code surveyfreport will fallow. No

l complaints were investigated during the survay. !

' The census in this 6 certified bed fagility was 6 at
the time of the survey. The survey sample
consisted of 3 individual reviews (Individuals #1

" through #3),

W 440! EVACUATION DRILLS
CFR(s): 483.470(1)(1) :

The Tacility must hold evacuation drills at leas|
guarterly for each shift of personnel.

This STANDARD s not mel as evidenced by:
Based an siaff interview and facility
documeritation review, the facility staff failed to
znsure that evacualion drills were conducted at
least quarterly for each shift of persannal,

During the previous 12 months, the facility staff
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failed fo conduet quarterly evacuation drills during . aivigsn GOLURERGLION 01 2uousacy.
the day shifts, and during the night shifts. '

. The Findings included:

|
On 12/13/17 a review was conducted of facliity
documentation. During the Day Shift (7:00 AM. -
3: P.M.) there ware ro evacuation drills
conducted from May 17, 2017 - September 15,

( 2017. During the Night Shift {(11:00 P.M. - 700

[ A.M.} there were no evacuation drills conducted

“from January 21, 2017 - June 29, 2017.

On 12714117 at 3:00 P.M. an interview was
- conducted with the Facility Manager
| (Administration A). He reviewed the evacuation
i drill documentation and agreed that all of the
| required drills had nol been conducted. He statad
| the he expected the drilis to be conducted at least
| quarterly on each shift, No further information
j was received,
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