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W 000 | INITIAL COMMENTS W 000

A revisit was conducted on 1/12/2022 for all
previous deficiencies cited on 9/8/2021. Some
deficiencies have been corrected. W440 was
recited.

{W 440} | EVACUATION DRILLS {W 440}
CFR(s): 483.470(i)(1)

The facility must hold evacuation drills at least
quarterly for each shift of personnel.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure fire drills were held at least
quarterly for each shift. This potentially affected
all clients residing in the home (#1, #2, #3, #4, #5
and #6). The finding is:

Review on 1/12/22 of the facility's fire drill records
revealed there were no fire drills recorded from
11/8/21-1/12/22.

Interview on 1/12/22 with the qualified intellectual
disabilities professional (QIDP) revealed there are
no fire drills recorded during this time and that the
facility did not conduct these drills as recorded in
the plan of correction.
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