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CFR(s): 483.475(d)(1)

(1) Training program. The {facility, except CAHs,
ASCs, PACE organizations, PRTFs, Hospices,
and dialysis facilities] must do all of the following:

(i) Initial fralning in emergency preparedness
policies and procedures to all new and exlsting
staff, individuals providing services under
arrangement, and velunteers, consistent with their
axpacted role,

(i) Provide smergency preparedness fraining at

least annually.

(i) Malntaln documentation of the tralring,

(iv} Demonstrate staff knowledge of emergency
procedures,

*[Far Hospitals at §482.15(d) and RHCs/FQHCs
at §491.12:] (1) Training program, The [Hospital
or RHC/FQHC) must do all of the following:

(i) Initial training in emeargency preparedness
policles and procedures to all new and existing
staff, indlividuals providing an-site services under
arrangement, and volunteers, consistent with their
expected roles.,

{ii} Provida smergency preparedness training at
teast annually,

{iii) Maintain docurmantation of the training,

{iv) Demonstrate staff knowledge of emargency
pracedures,

*[For Hospices at §418.113(d):] (1} Training. The
hospica must do all of the follawing:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
hospice employess, and individuals providing
services under arrangement, consistent with their
axpactad roles, 3

(i} Damaonstrate staff knowladge of emargency
procedures.
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(it Provide emergency preparedness tralning st
least annually,

{Iv}) Periodically review and rehesrse is
emergency praparadness plan with hospice
employses (including nonemployea staff), with
spacial emphasis placed on carrying out the
proceduras necessary o protect patients and
others.

“[For FRTFs at §441.184(d):} (1) Training
program. The PRTF must de all of the following:
(i) Initial training in emargency preparadness
pulicies and procedures to all new and existing
staff, individuals providing services under
arrangsment, and voluntears, consistent with thelr
expacted roles, o
(i) After initial training, provide emergency
preparedness iraining at least annually,

(iii) Demonstrate staff knowledge of emergency
procedures, :
{iv) Maintain documentation of all emergency
proparadness tralnlng.

*[For PACE at §460.84(d):] (1) The PAGE
organization must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing on-site services undet
arrangement, contractors, particlpants, and
volunteers, consistent with their expected roles.
{1y Pravide emergency preparadness training at
least annually.

(i) Demonstrate staff knowledge of emergency
procedures, including informing participants of
what to do, where to go, and whom to contact in
caze of an emargency,

(iv) Maintain documentation of all training.
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*[For CORFs at §485,68(d):](1) Training. The
CORF must do all of the following:

{i) Provide initial training in emergency
preparadness policies and procedures to all new
and existing staff, individuals providing services
under arrangement, and voltinteers, consistent
with their expected roles.

{il) Provide emergency preparedness tralning at
least annually.

{iii) Maintain documentation of the training.

{iv) Demonstrate staff knowledge of emergency
proceduras, All new parsonnel must be orfented
and assigned specific respansibilites regarding
the CORF's emergency plan within 2 weeks of
their first workday. The training program must
include Instruction in the location and use of
alam systems and signals and firefighting
aquipment.

*[For GAHs at §485,625(d)] (1) Tralning program.
The CAH must do all of the following:

(i) Initial training In emergency preparedness
policles and progedures, including prompt
reporting and extinguishing of fires, protection,
and where nacessary, evacuation of patients,
parsonnel, and guast, fire prevention, and
cooperation with firefighting and disaster
autharities, to all new and exlsting staff,
individuals providing services under arrangement,
and volunteers, consistent with their expected
roles.

(I Provide emargency preparedness training at
least annually.

(iii) Maintain documentation of the training.

(iv) Demonstrata staff knowledge of emergency
procadures,

“[Fer CMHCs at §485.920(d):] (1) Training, The
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CMHC must provide iniial training in emergency
preparadness policles and procedures to all new
and existing staff, Individuals providing services
under arrangemaent, and volunteers, consistent
with thelr expacted reles, and maintain
documentation of the training. The CMHC must
demonstrate staff knowledge of emergency
procedures. Thereafter, the CMHGC must pravide
emargency preparadness training at least
annually,

This STANDARD is not met as evidenced by:
The facility failed to assure staff training on its
smergency preparsdness policies and
prosedures formally ocourred for direct care staif
of the group hama and was dacumented as
required as evidenced by Interview and record
verlfication, The finding is:

Raview of the facility's emergsncy plan (EP) on
2/5/19 revealed the facility to have a system in
place to prepare and aid staff in the event of

EP was Includad with the plan, Interview with
staff at the group home revealed limited
knawledge of what was contained in the EP but
knew whers the EP notebook was focated In the
hame,

Interview with the home manager and the
program director on 2/6/18 revealed the agency
conducts EP training for administrative staff on a
ragular basis but it is left to the managers for
sach home {o train staff. Further interview with
the home manager revealed training of the EP
with staff if usually conducted during steff
meatings but na documentation of exact
infarmation covered or which staff have been

amergencies, Further review of the EP, however
revealed no documentation of staff training on the
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The suparvisor of support services will review the
emergency plan with all staff at the next team
meeting and the tralning will be documented inthd  4/8/18
safety manual, New emplavess will be trained on
plan during initiad unit training and at least annually.
The Divestor of ICFAID Services Is responsible for
monitoring completion,
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trainad is documented, Continued interviews with
the home manager and program director
revesled the facility does not have a formal
training program for new staff or annually for
existing staff to assure they are trained on all of
the facility's EP.

EP Testing Requirements

CFR(s): 483.475{d)(2}

() Testing. The [facility, except for LTC facilities,
RNHCIs and QFOs] must conduct exercises to
test tha emargency plan a4 least annually, The
[faclity, except for RNHCIs and QOPOs] must do
all of the following:

*[For LTC Fagilities at §483.73(d):] (2) Testing.
The LTC facility must conduct exercises to test
the emergency plan at least annually, including
unannounced staff dells using the emergency
pracedures, The LTC facllity must do all of the
following:]

(i) Participata in a full-seale exarcise thatis
community-based or when a community-based
sxercise is not accessible, an individual,
facility-based, J)f the {facllity] experiences an
actual natural or man-made emergancy that
requires activation of the emergency plan, the
{facliity] Is exempt from engaging in a
community-based or individual, facility-based
full-scale exeraise for 1 year following the onset of
the actual event,
(i) Conduct an additional exercise that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or individual, facility-based,

(B) A tabletop exerclse that Includes a group
diseussion led by a facilitator, using & hairated,

E 037

E 039

The Supervisor of Support Services will be
responsible for conducting st least twe

exercises to test the emergency plan at least
annuglly including one full scale exercise.
Documeniation will be kept on all tests completad
and the results will be analyzad and the plan will
be revised as neaded, The Diractor of IGFAID
Sarvicas will monitor completion,

4/8/19
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clinically-televant emergency scenario, and g set
of problem staternents, dirscted mossages, or
prepared questions designed to challenge an
emergency plan,

(iii) Analyze the [facility's) response to and
maintain documentation of all drills, tabletop
exgrcisas, and emergency events, and ravise the
{faciliy's] emergency plan, as needed.

*[For RNHCIs at §403.748 and OPOs at
§486,360] {d)(2) Testing. The [RNHC! and OPQ)
must conduct exercises to test the emergency
plan, The [RNHC! and OFO} must do the
following,

(i) Conduct a paper-based, tabletop exercise at
least annuslly. A tabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically relevant emergency scenario, and a set
of problam statements, directed messages, or
prepared questions designed to challenge an
emergancy plan,

{iiy Analyze the [RNHCI's snd OPO's] response
to and malintain documentation of all tabletop
exarcises, and emergency events, and revise the
[RNHCI's and QRO's] emergency plan, as
naeded,

This STANDARD is not met as evidenced by:

The facliity falled to gssure testing en its
| emergency preparedness policies and
procedures formally ocourrad for direct care staff
of the group home and was documented as
required as evidenced by interview and record
varification, The finding is:

Review of the facllity's emergency plan (EP) on
2/5/19 ravealed the facllity to have a system in
place to prepare and ald staff in the event of
emergencles. Further review of the EP, however
revealed no dosumentation of testing of the EP

E 03¢
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Continued From page 6
was included with the plan.

Interview with the home manager and the
program director on 2/6/19 revealed the agency
conducts EP informal testing for administrative
staff on a regular bagis but testing the EP with
direct care staff does not ocallr, Further review of
the EF revealed no documentation of the facllity's
testing exerclses on a conumunity level, faclity full
soale exercise or a table top exefcise was
available for raview during tha 2/5-6/19 survey.
DIRECT CARE STAFF

CFR(s): 483.430(d)(1-2)

The facility must provide sufficient direct cars
staff to manage and suparvise clients in
accordance with thelr individual program plans,

Direat care staff are defined as the present
on-duty staff calculated over all shifts in a 24-hour
period for each defined residential living unit,

This STANDARD is not met as svidenced by;
The: facllity failed to provided sufficlent direct
care staff to manage and aupervise clients
appropriately as evidenced by abservations,
Interviews and record verification. The finding is:

Morning ohservations on 2/6/19 at 6:20 AM
revealed one staff present in the home with 5
clients up and ready in the living room and dining
room area, The staff parson was cbservad to
work along untll 8:50 AM when the home
manager entered the group home and 7:00 AM
when 15t staff started work, Observations during
the 30 minutes while staff was werking alone In
the heuse revealed client #1, client #2, client #4

E 038
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and client #6 to st at the table unengaged waiting
for breakfast to be served, Cliont #2 was
observed to mouth his hand and occasionally hit
his head with his other hand while dient #8 was
observed to exhibit selfstim hehaviars,

Further abservations during the 30 minutes
ravazled client #5 to move about the group home
between the dining room, living room, kitchen and
bedroom making loud vocalizations and talking
closely with staff and surveyor, Staff was
observed to start making breakfast at 6:35 AM
but had o stop, cut the stove off and leave 4
clients sitfing at the table unsupervised for 8
minutes to assist client #1 In the bathroom with
his shower. Continued observations ravealed
staff io restart broakfast and make breakfast
without including any of the dients although client
#4 and clien #5 were passively asked to help in
the kitchen and refused. Staff completed making
eggs and toast and started serving the clients as
other staff arrived.

interview with staff revealed 3rd shift staff work
alone until 7:00 AM when 13t ghift staff arrives.
Further interview with staff revealed 3rd shift staff
are rasponsible for getting cllent #2 and cllent #6
up and ready It the morming before 1st shift
atrives but sometimeas other clients in the homa
wake up early tao,

Review of client #5's individual support plan (ISP)
dated 2/8/18 revaalad cliant #5 should have "ling
of sight"supetvision, Further review of the ISP
ravealad a behavior plan dated 12/8/15 to
address non-complisnee, self-injury, property
destruction and physleal aggression and noted
the client Is mare likely to engage in thess
challenging behaviors for several reasons

W 186| The Supsrvisor of Support Services will complete

retraining with all employaes on the on call
procedures Ingluding contacting the on call 418118
supervisor If and when asslstance is needsd, The
Supervisor of Support Services will complete at

least one oheervation per shift monthly 10 ensure
the staffing schadule meets the residents needs.
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W 188 | Continued From page 8 W 186
including when their is a lack of structurad
activity, The facllity failed to assure enough staff
were avallable during early marning abservations
on 2/6/18 to assure clients ware appropriately
engaged and supervised as required.
W 382 | DRUG S5TORAGE AND RECORDKEEPING W 382 | The Suparvisor of Support Services will

CFR(s): 483.480(1)(2)

The facility must keep all drugs and biologicalé
locked except when being prepared for
administration,

This STANDARD s not met as evidenced by:
The facility failed to assure medications for 1 of 8
clients in the group home (#8) ware kept locked
axcept when keing prepared for administration as
avidenced by observation, interview and racord
verification, The finding is:

Moming cbservations in the group home on
2/6/18 at £:30 AM from the living room revealed
topical medications to be sitting on the desk in the
medication room. (nterview with staff passing
moming medications at 7:10 AM revealed often
3rd shift staff will leave topical medications on the
desk 10 be put baek In the claset by firat shift,
Further interview with staff, substantiated by
observations, revealed the toplcal medications
that were left out on the desk belonged to client
#5 and included Head and Shoulders shamipoo,
Gold Bond powder, Absorbase and Clobetasol
Ointment,

Raview of cliant #8's physician's orders dated
11/4/18 verified client #6 is prezcribed these
topical medications, Interview with the home
manager and program coordinator revesled these

complete retraining with all employass on
following all the medicatian atiministration
precadures including keeping all medications
locked except when being prepared for
administration or administered, The
Supervisar of Support Services Will complete
observations of the medication administration
process at Jemst once monthly to monitor and
ansure proper medication administration
proesdures ara followsd,

418119
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toplcal medications should not be left out
unattended and should be placed backin the
medication closet when not being used as they
are proscribed madications for client #6.
EVACUATION DRILLS

CFR(s): 483.4700)(1)

The facility must hold evacustion drills at least
quarterly for aach shift of personnel.

This STANDARD is not met as evidenced by:
The facility failed to assure fire evacuation drills
were conducted at least quarierly for each shift of
personnel as evidenced by Interview and record
verification, The finding Is:

Review on 2/5/18 of the facility's fire dril}
evacuation reports for the past year revealad the
facility failed to run several drills durihg the past 8
months as required, For exatple!

Interview with the home manager and program
caordinator on 2/6/19 revealed the facility
conducts a drill on each shift per quarter with
vearly quarters being January-Mareh, AprilJune,
July-September and October-December, Further
interviews revaalad the facllity will often schedule
tha drills during the first 2 months each quarter to
allow any needed make-up drills to accur during
the 3rd month of the quarter.

Howaver, review of the most recent 6 months of
fire drills, substantiated by continued interviews,
revealad only a 11/26/18 2nd shift fire drill was
conductad during the Octaber-Decermber 2018
quarter falling to meet the required 1st shift and
3rd shift drills for the quarter. In addition, further
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reviaw of the fira diill reports revealed no fire drills
had been condugted in 2019 until 3rd shit staff
conducted one an 2/6/19 during the survey,

during all shifts following the schedule of at least
one fire dnill on each shift per quarter,

The Suparvisor of Support Services will moniter
the complation of fire drills at varied times by
raviewing the fire drill notebook every month,

If a drill was not completed as scheduled fora
spacific shift, the Supervisar of Support Services
will conduct the appropriate drill, This systerm will
ke implemented as of 341718,

4/8/18
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