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W oo INITIAL COMMENTS W D00
An unannounced annual 55 Fundamental
Medicaid Certification survey was conducted
2-6-17 through 2-8-17. The facility was not in
compliance with 42 CFR Parl 483 Requirements
for Intermediate Care Facilities for Individuals
with Intellectual disabilities (ICFID). The Life
Safety Code surveyfreport will follow. No
complainis were investigated during the survey.
The census in this & certified bed facility was & at
the time of the survey. The survey sample
consisted of 3 Individual reviews (Individuals #1
through #3).
W 440 483.470()1) EVACUATION DRILLS W 440
i o y 1} program manager will review and !
The facility must hold evacuation drills at least update the fire drill schedule to make sure 03/21/2017
quarterly for each shift of personnel. it captures the day shit, evening shift
and over night shifis for all quarters.
This STANDARD is not met as evidenced by: 2)Program Manager will post updated
Based on staff interview and Facility record fire drill schedule in the program.
revi facility fai i .
Ewgh:c':t:ﬁ ity failed Lu e?ﬂsrutr}? f|1.r & {'jl'rtlllfs u;cre 3 Brogear managar will conduseat
can 'IEJHCB RS JUARET O L1 ac".l i & inservice with staff to review the
shlf_t potentially affecting all Individuals in the the importance of conducting drills
residence. during the day shift, evening shift
and avernight shifts every quarter.
The findings included:
4} Program manager will review fire
On 2-8-17 commencing at 8:30 AM, the facility anl S meator Moptiy 1o ek sure
fire and evacuation drills were reviewed. It was a;';mpriatﬁ shi?pe 9
determined that for the day shift the facility did not
conducted drills in the third quarter of 2016. 5} Glinical Director will review fire dnill
documentation during manthly
Fer concurrent interview with the facility's supenvisons with program manager.
Fragram Manager (PM) (Employee-B) to
ascertain if any of the drills were missing or no
properly coded, the PM reviewed the dales and
LABORATORY DIRECTOR'S OR PROVIDERYSURRLIER REPRESENTATIVE'S SIGMATURE TITLE (%] DATE
Walarie Tansinda W .{a’-[(_‘{ﬂ[ Clinical Director 02182017
Any deficiancy statemant ending with an astarisk [*) denotes & deficiency which the inslitution may ba excusad from correcting providing il is determined that
clher safeguards provide sufficient protection fo the patients. (Sae instructions.) Except for nursing homes, he lindings stated above are disclozabla 90 days

following tha dale of survey whether ar not a plan of earrestion is pravided. For nursing homes, the above findings and plans of coraction are disclasabla 14
days fallowing the date these documents are made available to the facility If deficiencies are ciled, an approved plan of correction is requisite to continued
pragram participaticn.
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times for each and acknowledged there was a
missing drill for the facility's day shift in the third
quarter of 2016, and a second evening shift drill
was completed instead of the day shift drill. This
revealed that in the third quarter of 2016 (July,
Auguslt and September), 2 drills were completed
an evening shift, and one drill was completed on
night shift, but no drill was conducted an day shift

The PM, and Clinical Director were made aware
of the findings at the end of day debrief on
2-8-17 at 10:00. Mo further information was
submitted by the facility.
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