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W 000 INITIAL COMMENTS W 000
An unannounced annual 55 Fundamental
Medicaid Certification survey was conducted .
117117 through 1/19/17, The facility was not in < CEEVF*;W
compliance with 42 CFR Part 483 Requirements EN
for Intermediate Care Facilities for Individuals F EB i
with Intellectual Disabiiities (ICF/IID). The Life 0 2017
Safety Code survey/report will follow. No iy
com plaints were investigated during the survey. DH/ QLQ
The census in this 8 certifted bed facility was 7 at
the time of the survey. The survey sample
consisted of 4 individual reviews (Individuals #1
through #4).
W 440 483.470(i)(1) EVACUATION DRILLS W 440
N _ _ 1. A schedule will be put up for fire drills to be 3/4/2017
The facility must holq evacuation drills at jeast conducted every month rotated through three  [and
quarterly for each shift of personnel. shifts (morning, evening, and overnight) ongoing.
throughout every quarter. A particular staff will
This STANDARD is not met as evidenced by: be designate to lead the fire drill and give
Based on staff interview and facility feedback to the program manager on the next
documentation review, the facility staff failed to business day.
ensure that evacuation drills were conducted at 2. Impromptu/unannounced fire drills will be
least quarterly for each shift of personnel. conducted under the supervision of the Program
During the previous 12 months, the facility staff Manager or Clinical PITECtOF to t‘ans‘;ure tha?t staff
failed to conduct quarterly evacuation drills during can complete the drills safely within the time
the day shifts, and during the evening shifts. limits specified. Any deficiencies noticed will be
discussed with staff on shift immediately
The Findings included: following the drill. More follow up and/or training
will be done periodically during monthly all staff
On 1/17/17 a review was conducted of facility meetings P y & Y
documentation. During the Day Shift (7:00 A.M. - ES:
3: P.M.} there were no evacuation drills
conducted from February 1, 2016 - September
14, 2016. During the Evening Shift (3:00 P.M. -
11:00 P.M.) there were no evacuation drilis
{X6) DATE
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Any deficiency statement ending‘ﬁv'fth%steﬁsk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient prétection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 80 days
foltowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
pragram participation.
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W 440 Continued From page 1 W 440
gg?gumed from January 24, 2016 - May 12, 3. Quality Improvement Coordinator will 3/4/2017

conduct audits of program clinical/medical  |and ongoing

On 1/17/17 at 4:30 P.M. an interview was and environmental records as deemed

conducted with the Clinical Manager appropriate or as requested by the Clinical
{Administration A}. He reviewed the evacuation Director to ensure compliance with standards
drill documentation and agreed that all of the in place.

required drills had not been conducted. He stated 4. Clinical Director will oversee the guality of

the he expected the drills to be conducted at least
guarterly on each shift. He submitted a copy of . . .
the Staff Meeting Minutes dated 11/18/16. It read, p!a‘nnmg/fmplemente?tlon, active treatment,
"Fire Drills: Ensure that fire drils are completed diligence in care routines and safety of the
and rotated among different teams.” work environment including fire drills.

all services in the program to include ISP

On 1/17/17 at 5:00 P.M. the Clinical Manager was
notified of the findings. No further information was
received.
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