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CFR(s): 483.47 1
(5): 483.475(d)(1) QP will inservice staff on Emergency

Preparédness at every house meeting for the
next 12/months. QP will increase supervision
§483.73(d)(1), §483.475(d)(1), §484.102(d)(1), for the next 60 days, by completing interaction

§485.68(d)(1), §485.542(d)(1), §485.625(d)(1), assessments 3 times per month.
§485.727(d)(1), §485.920(d)(1), §486.360(d)(1), ‘
§491.12(d)(1).

§403.748(d)(1), §416.54(d)(1), §418.113(d)(1),
§441.184(d)(1), §460.84(d)(1), §482.15(d)(1),

“[For RNCHIs at §403.748, ASCs at §416.54,

- Hospitals at §482.15, ICF/IIDs at §483.475, HHAs
at §484.102, REHs at §485.542, "Organizations"
under §485.727, 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

arrangement, and volunteers, consistent with their
| expected roles.

(ii) Provide emergency preparedness training at

least every 2 years.

(iii) Maintain documentation of all emergency

preparedness fraining.

(iv) Demonstrate staff knowledge of emergency

procedures. !

(v) If the emergency preparedness policies and |

procedures are significantly updated, the [facility] '

must conduct fraining on the updated policies and DHSR - Mental Health

procedures.

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

(i) Initial training in emergency preparedness i i
policies and procedures to all new and existing Lic. & Cert, Section
hospice employees, and individuals providing
services under arrangement, consistent with their
expected roles.
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Any deficiency stal —\menbeﬁding with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determfined'that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of comrection 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

program participation.
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(i) Demonstrate staff knowledge of emergency

| procedures.

' (iii) Provide emergency preparedness training at

| least every 2 years.

' (iv) Periodically review and rehearse its

' émergency 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 all emergency

| preparedness training.

| (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:
(i) 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.
| (ii) After initial training, provide emergency
- preparedness training every 2 years.
(iii) Demonstrate staff 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 following:
(i) Initial training in emergency preparedness

E 037 Continued From page 1 E 037

FORM CMS-2567(02-89) Previous Versions Obsolete Event ID: A65511

Facility ID: 922147 If continuation sheet Page 2 of 20




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/19/2023
FORM APPROVED
OMB NOQO. 0938-0391

policies and procedures to all new and existing
staff, individuals providing on-site services under
arrangement, contractors, participants, and

| volunteers, consistent with their expected roles.
(ii) Provide emergency preparedness training at
least every 2 years.
(iii) Demonstrate staff knowledge of emergency ’
procedures, including informing participants of ‘

what to do, where to go, and whom to contact in
case of an emergency.
(iv) Maintain documentation of all training.
(v) If the emergency preparedness policies and
procedures are significantly updated, the PACE

' must conduct training on the updated policies and
procedures.

*[For LTC Facilities at §483.73(d):] (1) Training
Program. The LTC 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
arrangement, and volunteers, consistent with their
expected role.

(ii) Provide emergency preparedness training at
least annually.

(iii) 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 all 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.
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Continued From page 3

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

(ii) 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

' equipment.

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

*[For CAHs at §485.625(d):] (1) Training program. |

The CAH must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures, including prompt
reporting and extinguishing 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.

' (ii) Provide emergency preparedness training at

least every 2 years.

| (iii) 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.

E 037
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E 037 Continued From page 4
*[For CMHCs at §485.920(d):] (1) Training. The i
CMHC must 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, and maintain ‘
documentation of the training. The CMHC must ‘
demonstrate staff knowledge of emergency
procedures. Thereafter, the CMHC must provide
emergency preparedness training at least every 2
years.
This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure direct care staff were trained on
the facility's emergency preparedness plan (EPP)
at least biennially. The finding is: |

- Review on 10/17/23 of the facility's EPP revealed
no evidence of initial or biennial training on the
EPP. ‘

| Interview on 10/17/23 with the program manager ’
confirmed that initial training and biennial training |
for current staff were not completed.
EP Testing Requirements
CFR(s): 483.475(d)(2)

f

E 039

| §416.54(d)(2), §418.113(d)(2), §441.184(d)(2), ’
| §460.84(d)(2), §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2), J
§485.542(d)(2), §485.625(d)(2), §485.727(d)2), |
§485.920(d)(2), §491.12(d)(2), §494.62(d)(2).

“[For ASCs at §416.54, CORFs at §485.68, REHs
at §485.542, OPO, "Organizations" under

§485.727, CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Facilities at §494.62]: )

E 037

|
E 039i

QPJ will conduct Emergancy Preparedness
drills monthly, at each house meeting
and ensure that the emergency
Preparedness plan is updated annually.

(
1

11/30/2023
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(2) Testing. The [facility] must conduct exercises
to test the emergency plan annually. The [facility]

!
E 039 Continued From page 5 f
- must do all of the following: ’

(i) Participate in a full-scale exercise that is
community-based every 2 years; or
(A) When a community-based exercise is not
accessible, conduct a facility-based functional
exercise every 2 years; or
(B) If the [facility] experiences an actual ‘
natural or man-made emergency that requires
activation of the emergency plan, the [facility] is
exempt from engaging in its next required
' community-based or individual, facility-based
functional exercise following the onset of the
actual event. ‘
(i) Conduct an additional exercise at least every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i) of
this section is conducted, that may include, but is |
not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion using }
a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed.

*[For Hospices at 418.113(d):]
' (2) Testing for hospices that provide care in the
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QP will inservice on pian implementation.
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 patient's home. The hospice must conduct
exercises to test the emergency plan at least

“annually. The hospice must do the following:
(i) Participate in a full-scale exercise that is
community based every 2 years; or

' (A) When a community based exercise is not
accessible, conduct an individual facility based
functional exercise every 2 years; or
(B) If the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospital is exempt from
engaging in its next required full scale

| community-based exercise or individual
facility-based functional exercise following the
onset of the emergency event.
(i) Conduct an additional exercise every 2 years,

| opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not limited
to the following:
(A) Asecond full-scale exercise that is
community-based or a facility based functional
exercise; or
(B) A mock disaster drill; or
(C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion using
a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency plan twice per
year. The hospice must do the following:

(i) Participate in an annual full-scale exercise that |
is community-based; or

(A) When a community-based exercise is not

E 039
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accessible, conduct an annual individual
facility-based functional exercise; or
(B) If the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospice is exempt from
engaging in its next required full-scale community

| based or facility-based functional exercise
following the onset of the emergency event.

| (ii) Conduct an additional annual exercise that

- may include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or a facility based functional
exercise; or ‘
(B) A mock disaster drill: or -
(C) Atabletop exercise or workshop led by a
facilitator that includes a group discussion using a
narrated, clinically-relevant emergency scenario,
and a set of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.
(iii) Analyze the hospice's response to and
maintain documentation of all drills, tabletop

- exercises, and emergency events and revise the
hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at
§482.15(d), CAHs at §485.625(d):]
(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency plan
twice per year. The [PRTF, Hospital, CAH] must ,
do the following:
(i) Participate in an annual full-scale exercise that
is community-based; or
(A) When a community-based exercise is not
accessible, conduct an annual individual,

| facility-based functional exercise; or
(B) If the [PRTF, Hospital, CAH] experiences an
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actual natural or man-made emergency that
requires activation of the emergency plan, the

' [facility] is exempt from engaging in its next
required full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event.

(ii) Conduct an [additional] annual exercise or
and that may include, but is not limited to the
following:

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

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
Questions designed to challenge an emergency |
plan.

(iif) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the

[facility's] emergency plan, as needed.

*[For PACE at §460.84(d):]

(2) Testing. The PACE organization must conduct
exercises to test the emergency plan at least
annually. The PACE organization must do the
following: ‘
(i) Participate in an annual full-scale exercise that |
is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise: or

(B) If the PACE experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the PACE is exempt from l
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engaging in its next required full-scale community ‘
based or individual, facility-based functional

| exercise following the onset of the emergency
event.

(if) Conduct an additional exercise every 2
years opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted that may include, but is not limited to
the following:

(A) Asecond full-scale exercise that is
community-based or individual, a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
PACE's emergency plan, as needed. ‘

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises to
test the emergency plan at least twice per year,
including unannounced staff drills using the
emergency procedures. The [LTC facility,

ICF/IID] must do the following:

(i) Participate in an annual full-scale exercise that ‘
is community-based: or

(A) When a community-based exercise is not |
accessible, conduct an annual individual, ‘
facility-based functional exercise. {
(B) If the [LTC facility] facility experiences an ‘
actual natural or man-made emergency that
requires activation of the emergency plan, the
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| LTC facility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or an individual, facility based
functional exercise; or

| (B) A mock disaster drill; or
(C) Atabletop exercise or workshop that is led by
a facilitator includes a group discussion, using a
narrated, clinically-relevant emergency scenario,
and a set of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.
(i) Analyze the [LTC facility] facility's response to
and maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[LTC facility] facility's emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]:
(2) Testing. The ICF/IID must conduct exercises
| to test the emergency plan at least twice per year.
The ICF/IID must do the following:
(i) Participate in an annual full-scale exercise that
is community-based; or ‘
' (A) When a community-based exercise is not
accessible, conduct an annual individual, ‘
facility-based functional exercise: or. |
(B) If the ICF/IID experiences an actual natural or ‘
man-made emergency that requires activation of
the emergency plan, the ICF/IID is exempt from
engaging in its next required full-scale
community-based or individual, facility-based
functional exercise following the onset of the
emergency event.
(i) Conduct an additional annual exercise that

|
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[l
may include, but is not limited to the following: [
(A) A second full-scale exercise that is
community-based or an individual, facility-based [
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion, ‘
using a narrated, clinically-relevant emergency |
scenario, and a set of problem statements, ‘
directed messages, or prepared questions
designed to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and

maintain documentation of all drills, tabletop

' exercises, and emergency events, and revise the
ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct exercises

to test the emergency plan at

least annually. The HHA must do the following:

(i) Participate in a full-scale exercise that is

community-based; or ‘
(A) When a community-based exercise is not |

' accessible, conduct an annual individual,
facility-based functional exercise every 2 years;
or.

(B) If the HHA experiences an actual natural J
or man-made emergency that requires activation
of the emergency plan, the HHA is exempt from ‘
engaging in its next required full-scale ‘
community-based or individual, facility based
functional exercise following the onset of the ‘
emergency event.

(i) Conduct an additional exercise every 2 years, ‘
opposite the year the full-scale or functional
| exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not
limited to the following:

E 039

|
|

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

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared ‘

~questions designed to challenge an emergency
plan.
(iif) Analyze the HHA's response to and maintain ‘
documentation of all drills, tabletop exercises, and |
emergency events, and revise the HHA's
emergency plan, as needed. ’

*[For OPOs at §486.360]
(d)(2) Testing. The OPO must conduct exercises
to test the emergency plan. The OPO must do the
| following:
(i) Conduct a paper-based, tabletop exercise or
workshop at least annually. A tabletop exercise is
led by a facilitator and includes a group
discussion, using a narrated, clinically relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan. If the OPO experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the OPO is exempt from
engaging in its next required testing exercise
following the onset of the emergency event.
(ii) Analyze the OPQ's response to and maintain
documentation of all tabletop exercises, and
emergency events, and revise the [RNHCI's and
OPQ's] emergency plan, as needed.

“[ RNCHIs at §403.748:
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(d)(2) Testing. The RNHCI must conduct
exercises to test the emergency plan. The RNHCI
must do the following:

| (i) Conduct a paper-based, tabletop exercise at
least annually. A tabletop exercise is a group

" discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or

 prepared questions designed to challenge an
emergency plan.
(ii) Analyze the RNHCI's response to and
maintain documentation of all tabletop exercises, ‘
and emergency events, and revise the RNHCI's
emergency plan, as needed.
This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to conduct biennial testing of the facility's
emergency preparedness plan (EPP). The
finding is:

Review on 10/17/23 of the facility's EPP revealed
no evidence of a full-scale community or
facility-based training, a second full
scale-community or facility-based training or
mock drill, or a tabletop exercise.

Interview on 10/17/23 with the program manager
confirmed the facility has not conducted a
full-scale community or facility-based training, a
second full scale-community or facility-based
training or mock drill, or a tabletop exercise.
PROGRAM IMPLEMENTATION -
CFR(s): 483.440(d)(1) ‘

W 249

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active

treatment program consisting of needed

I

W49 12/11/2023

The QP lvifl inservice on current program

‘ objective',s with staff to ensure all needs are met.

QP will increase supervision for the next 2
months, by completing 4 assessments per month
to ensurt? program implementation.

!
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W 248 | Continued From page 14
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to ensure 4 of 6
clients (#1, #3, #4 and #6) received a continuous
active treatment program relative to adaptive
equipment. The findings are:

A. The facility failed to provide client #1 with a
weighted cup. For example:

Observations of the dinner and breakfast meal
during the 10/16-17/23 survey revealed client #1
to be provided with a high-sided divided dish,
weighted spoon, and regular cup during
mealtime. Continued observation revealed client
| #1 to participate independently during mealtime.

Review of client #1's record on 10/17/23 revealed
a person-centered plan dated 5/13/23 and
physician orders dated 10/5/23. Review of the

| documentation revealed client #1 is prescribed a
high-sided divided dish, weighted spoon, and
weighted cup during mealtime to support his
eating/drinking habits.

Interview with the program manager on 10/17/23

- confirmed client #1's orders for mealtime
adaptive equipment are current. Continued
interview confirmed the client should be provided
with all adaptive equipment as prescribed.

' B. The facility failed to provide client #3 with a

W 249
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non-skid mat. For example:

Observations of the dinner and breakfast meal
during the 10/16-17/23 survey revealed client #3 ‘
to be provided with a regular place setting to
include a cup with a straw during mealtime.
Continued observation on 10/17/23 revealed staff |
to place a non-skid mat underneath client #1's ‘
placemat for the breakfast meal. Further
observation revealed client #3 to participate
' independently during mealtime.

Review of client #3's record on 10/17/23 revealed
a person-centered plan dated 7/25/23 and an
occupational therapy evaluation dated 7/28/22.
Review of the documentation revealed client #3 is
prescribed a non-skid mat and a straw with all

| drinks during mealtime to support his
eating/drinking habits.

Interview with the program manager on 10/17/23
confirmed client #3's orders for mealtime
adaptive equipment are current. Continued
interview confirmed the client should be provided
with all adaptive equipment as prescribed.

C. The facility failed to provide client #4 with
eyeglasses. For example:

Observations throughout the 10/16-17/23 survey
revealed client #4 to participate in various
activities to include riding his bike, watching
television, hygiene, chores, and medication
administration. Continued observations
throughout the survey revealed client #4 to be
without eyeglasses with no prompting from staff
regarding his eyeglasses. Interview with staff on
10/17/23, confirmed by observation, revealed ‘
client #4's eyeglasses to be broken and locked in |

W 249 Continued From page 15 [ w 249!
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W 249 Continued From page 16 W 249
the medication room.

Review of client #4's record on 10/17/23 revealed
a person-centered plan dated 5/10/23 which ‘
indicated he wears eyeglasses daily. {

Interview with the program manager on 10/17/23
confirmed client #4's orders for eyeglasses are
current and revealed they were unaware the
eyeglasses were broken. Continued interview
confirmed it is the facilities responsibility to
ensure all adaptive equipment is kept in good
working order and provided as prescribed. ‘

D. The facility failed to ensure client #6 utilized his
metered cup appropriately: For example:

Observations during the facility survey
10/16-17/23 revealed that client #6 participated in
the dinner and breakfast meal with the following

- adaptive equipment: small spoon, high sided
divided dish, and a metered cup. Continued
observation revealed that client #6 to be served
water in his metered cup for both meals. Further
observations revealed that client #6 removed the
lid of his metered cup to drink his water for both
meals. At no time during observations was staff ‘
observed to prompt client #6 to replace the lid to

~ his metered cup and then allow the client to drink
from the cup.

Review of records on 10/17/23 for client #6
revealed a person-centered plan (PCP) dated
5/10/23. Continued review of the PCP revealed |
an occupational therapy evaluation dated 7/28/22 J
for client #6 to use a metered cup but will
sometimes remove the lid and staff will provide ‘
verbal prompts for client to replace the lid and i
| drink from the metered cup.
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CFR(s): 483.460(k)(1)

The system for drug administration must assure
that all drugs are administered in compliance with ‘
the physician's orders. |
' This STANDARD is not met as evidenced by: i
Based on observation, record review and |
interview, the system for drug administration ‘
failed to assure all drugs were administered in
compliance with physician orders for 1 of 6 clients
(#3) in the group home observed during
medication administration. The finding is:

Observation in the group home on 10/17/23 at \
7:11 AM revealed client #3 to walk into the
medication room for morning medications. ’
Continued observation of the medication ’
administration for client #3 revealed staff to
sanitize his hands and to place the pill packet
basket on the counter. Further observation
revealed staff assisting the client punching all
medications into the medicine cup. Subseguent [
observation revealed client #3 to take all
medications whole with a cup of water. During the
medication observation staff was not observed to
provide client #3's medications in apple sauce.

Review of physician orders for client #3 on
10/17/22 revealed an prescribed order dated
10/5/23 for medications in apple sauce.

Nursiqg will complete an inservice training

on proper medication administration protocols.
QP will inservice on plan implementation
monthly during house meetings.
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W 249 Continued From page 17 I W 249
Interview with the program manager on 10/17/23 ‘
verified the PCP for client #6 to be current. l
| Continuing interview with the program manager |
' confirmed that staff should have prompted client
' #6 to replace the lid on the metered cup prior to ]
| drinking water.
W 368 DRUG ADMINISTRATION W 368

|
|
|

12/11/2023
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' Interview with the facility nurse on 10/17/23
confirmed that client #3's should be administered ‘
medications in apple sauce. Continued interview
with the facility nurse revealed that client #3
| receives medications in apple sauce due to
edentulous.
W 440 EVACUATION DRILLS W 440

CFR(s): 483.470()(1)

at least quarterly for each shift of personnel.
This STANDARD is not met as evidenced by:
Based on review of record and interview, the
facility failed to show evidence quarterly fire drills
were conducted with each shift of personnel
relative to first, second, and third shift. The finding ‘
is:

Review of the facility fire drill reports from 10/22 ‘
through 9/23 revealed missing fire drills for 10/22,
12/22, 1/23, and 4/23. Continued review of the
fire drill reports revealed a first shift drill missing
in the first quarter, first shift drill missing in the
second quarter, third shift drill missing in the third
quarter, and a second shift and third shift drill
missing in the fourth quarter. Further review of
the fire drill reports revealed that drills completed
on 5/23, 6/23, 7/23, and 8/23 had evacuation
times of 10 minutes; however, the facility had no
additional documentation providing evidence of
an action plan for the evacuation time exceeding
3 minutes. There was no additional ‘
documentation available for the missing quarterly ‘
drills.

Interview with the program manager on 10/17/23
confirmed fire drills should have been conducted ’
quarterly for each shift. Continued interview with ‘

QP will inservice staff on Fire & Evacuation

drills at

each house meeting every month.  12/11/2023
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the program manager confirmed there was no
additional documentation to reflect the missing
 drills were conducted during the review year.
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