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CFR(s): 483.475(d){1)
§403.748(d)(1), §416.54(d)(1), §418.113(d){1), Thae facility will assure that all statf are
§441.184(d)(1), §460.84(d)(1), §482.15(d){1), adequalely trained in the preparedness
§483.73(d)(1), §483.475(d)(1), §484.102(d)(1), policies and procedures. Questions wili he
§485.68(d)(1), §485.625(dY(1), §485.727(d)(1), asked of the staff during the training to
§485.920(d)(1), §486.360(d)(1), §491.12(d)(1). assure adequate knowledge of the polisies,
procedures and processes. A training
*[For RNCHis at §403.748, ASCs at §416.54, inservice form with staff signatures wilt
Hospitals at §482.15, ICF/IDs at §483.475, HHAs indicate staff participation in the table top 7{20/20
at §484.102, "Organizations" under §485.727, activies and fraining. The manual wili also

be reviewed and staff will sign the
document after the QIDP reviews the
manual with them. IN the future drills will
occur quartetly for various emergency
scenerios. The QIDP is responsible for this
corrective action and the President will

OPOs at §486.360, RHC/FQHCs at §491.12}]
(1) Training program. The [facility] must do all of
the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under ; e
arrangement, and vclunteers, consistent with their momtor_weekly o assure staff in this facillly
expected roles. are trained on palicies and procedures by
(i) Provide emergency preparedness training at 7122122

least every 2 years.

{iit) Maintain documentation of all emergency
preparedness training.

(iv) Demanstrate staff knowledge of emergency
procedures,

(v) If the emergency preparedness policies and
procedures are significantly updated, the [facility]
must conduct training on the updated policies and
procedures.

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

(i) Inittal training In emergency preparedness
policies and procedures to all new and existing
hospice employees, and individuals providing
services under arrangement, consistent with their
expected roles.

(i) Demonstrate staff knowledge of emergency
procedures.

. o hY
LABORATORY DIRECTOR'S OR PROVIDERIS%RE R‘ESEI{T’ATEVE' SIGNATURE W/ W ((XyATE /
g y i A
B /% 4. /18149~
t

Any deﬁciency‘stat erit ending with an aslerisk)‘(*) denotes a‘ée"ficiency which the institution may be excused from correcting providing it is det?ﬁﬁned tl)(a
other safeguards provide sufficlent protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
fotlowing the date of survey wheather or not a plan of correction is provided. For nursing homes, the above findings and plans of carrection are disclosable 14
days following the date these documents are made avallable to the facility. If deficiencies are cited, an approved plan of correciion is requisite to conlinued

program participatian.
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(iif) Provide emergency preparedness training at
least every 2 years.

(iv} Periodically review and rehea_rse its _ see provious page
emergency preparedness plan with hospice
employees {including nonemployee staff), with
special emphasis placed on carrying out the
procedures necessary to protect patients and
others.

(v) Maintain documentation of afl emergency
preparedness fraining.

{vi) If the emergency preparedness policies and
procedures are significantly updated, the hospice
must conduct training on the updated policies and
procedures.

*[For PRTFs at §441.184{d):} (1) Training
program. The PRTF must do all of the following:
{1} Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with their
expected roles.

(i) After initial training, provide emergency
preparedness training every 2 years.

{iif) Demonstrate staif knowledge of emergency
procedures.

(iv) Maintain documentation of all emergency
preparedness training.

(v} If the emergency preparedness policies and
procedures are significantly updated, the PRTF
must conduct training on the updated policies and
procedures.

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

(i) Initial training in emergency preparedness
policies and procedures to alt new and existing
staff, individuals providing on-site services under
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arrangement, contractors, participants, and
volunteers, consistent with their expected roles.
(i1} Provide emergency preparedness tralning at
least every 2 years.

(iii) Demonstrate staff knowledge of emergency
pracedures, including informing panicipants of
what to do, where to go, and whom to contact in
case of an emergency.

{iv) Maintain documentation of alf training.

{v) If the emergency preparedness policies and
procedures are significantly updated, the PACE
must conduct training on the updated policies and
procedures.

See previous page
*[For LTC Facilities at §483.73(d):] (1) Training
Program. The LTC facility must do alf of the
following:

(i} Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangament, and volunteers, consistent with thelr
expected role.

(ii} Provide emergency preparedness training at
feast annually.

(iif) Maintain documentation of all emergency
preparedness training.

{iv) Demonstrate staff knowledge of emergency
procedures.

*[For CORFs at §485.68(d):](1) Training. The
CORF must do alt of the following:

(i} Provide initial training in emergency
preparedness policies and procedures to all new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles.

(It} Provide emergency preparedness training at
least every 2 years.
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{iify Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures. All new personnel must be oriented
and assigned specific responsibilities 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
alarm systems and signals and firefighting
squipment.

(v) If the emergency preparedness policies and
procedures are significantly updated, the CORF
must conduct training on the updated policies and
procedures.

See previous page

*IFor CAtls at §485.625(d):} (1) Training program.
The CAH must do all of the following:

{i) nittal training in emergency preparednass
policies and procedures, including prompt
reporting and exfinguishing of fires, protection,
and where necessary, evacuation of patients,
personnel, and guests, fire prevention, and
cooperation with firefighting and disaster
authorities, to all new and existing staff,
individuals providing services under arrangement,
and volunteers, consistent with their expected
roles.

(i) Provide emergency preparedness training at
least every 2 years.

{iif) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures.

(v} If the emergency preparedness policies and
procedures are significantly updated, the CAH
must conduct training on the updated policies and
procedures.

*[For CMHCs at §485.920(d);] {1) Training. The
CMHC must provide initial training in emergency
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W 263

preparedness policies and procedures to alf new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles, and maintain
documentation of the training. The CMHGC must
demonstrate staff knowledge of emergency
pracedures. Thereafter, the CMHC must provide
emergency preparedness training at least every 2
years.

This STANDARD is not met as evidenced by:
Based on document review and interviews, the
facility failed to ensure direct care staff were
adequately trained on the facilily's emergency
preparedness (EP) plan. The finding is:

During review on 5/23/22 of evidence of all staff
recelving EP training, it was revealed that only the
Director and qualified intellectual disabilities
professional (QIDP) were trained on table top
exercises on 1/10/22. There was no avidence that
staff received orientation on the EP manual or
direct care staff participated in EP training.

Interview on 5/24/22 with the QIDP and Director
revealed that they did not have any
documentation that other drills were conducted or
direct care staff participated in EP training.
PROGRAM MONITORING & CHANGE

CFR(s}: 483.440(f)(3)(il)

The committee should insure that these programs
are conducted only with the written informed
consent of the client, parents (if the client is a
minor) or legal guardian.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure a restrictive Behavior Support
Pian (BSP) was conducted with the written

W263 The facility will not Implement
behavior support plans for any more
individuals residing in the facility without
the cansent of the legal guardian.

Note; medication consent is not a
regulatory requirement

Separate informed consent for the

hehavior supopert proegram {whcih

includes medication or restricibve

W 263 techniges if there are any) will be sent by

the QIDP via US MAIL specitically for
client #1.

The QIDP will review all client charls for

those individuals who reside in No Place
Like Home to determine which clients 7i22{20
have a BSP. The QIDP will assure alt
clients have a consent for the BSP and

that each BSP contains the use of
restrictive technigues such as medication
{if any). {(NEXT PAGE)
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consent of the guardian. This affected 1 of 4 audit
clients (#1). The finding is:

Review on 5/24/22 of client #1's record revealed
he was admitted to the home on 12/8/21 and had
his guardian in attendance at the individual
program plan meeting on 2/16/22. An additional
review of a psychological note dated 3/25/22,
revealed client #1 was started on a trial dose of
Prozac 10 mg daily, due to an increase in
behaviors. On 4/10/22, a BSP was developed for
client #1 to increase his appropriate social
behaviors. On 4/12/22, the prescription for Prozac
was refllled by the physician assistant (PA) and
continued. There was no evidence thaf the
guardian signed a consent to authorize a
hehavicr medication or BSP.

Interview on 5/24/22 with the qualified intellectual
disabilities professionalfregistered nurse
(QIDP/RNY) revealed that the guardian was told
about the changes to address client #1's
behaviors. The QIDP/RN acknowledged she did
not secure a signed written informed consent by
the guardian for the BSP,
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individual in the facility, i will also be
sent to the legal guardian by US
mail.

The President will monitor the QIDP
weekly to assure the POC is
implemented as wrilten.

7/2212
2
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