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| CFR(s): 483.470(i)(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

findings are:

| Review of the facility fire drill reports from 11/24
through 01/24 revealed missing fire drills for

| 12/24, 10/24, 8/24, 4/24, and 2/24. Further review
of the fire drill reports revealed first shift drills
conducted on 7/22/24, 5/11/24, and 1/26/24;
second shift drills conducted on 11/8/24, 9/30/24,
and 3/14/24, and a third shift drill completed on

| 6/6/24. There was no additional documentation
available about conducting first, second and third

' shift drills during the review year.

|

' Interview with the program coordinator (PC) on
01/08/2025 confirmed facility fire drills should
have been conducted quarterly for each shift.
Continued interview with the PC confirmed there

 was no additional documentation to reflect the
missing drills were conducted during the review

year.
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SUBJECT: Emergency Drill Summary Schedule - Woodlawn/ICF Appendix 67-A
Updated: 01/25

Group Home: _Woodlawn Year:

Quarter Shift ) Type of Drill ‘ Date and Time ’ Coordinator/
Circle Shift Completed of Drill QP Check |
First Shift Fire
Jan ' 7a-3p ‘
First Shift Disaster
Jan

. s [ e T
First Qtr: - e cond shif
January i
February Sec%ne% Shift
Mal’Ch | TR SN SR, KT
Third Shift
Mar
Third Shift 10p-7a Disaster
] 7 Mar T T = il B
First Shift " Fire
April 7a-3p |
Frr;t ?i?m 7a-3p Disaster
Second Qfr; Second Shift Fire
May 3p-10p
April Second Shift Disaster
May

June ‘-

June
[ Third Shift

July
First Shift

Third Qtr:
Aug
July Second Shift
Wi Aug
SHIER Third Shift
Sept
Third Shift Disaster
" First Shift ] Fire
Oct 7a-3p |
{ First Shift I 73p Disaster
FourthQtr: | __ Oct | _—
Second Shift i Fire
October Nov 3p-10p |
November Second Shift Disaster
December | Nov e — —
Third Shift ire
Dec 10p-7a
1 Third Shift ( 10p-7a Disaster
Dec

* There must be an evacuation drill completed per shift, once every 90 days! * Goal time for evacuation five-minutes-document time on drill form,
*Deep sleep drill to be completed at least once between midnight and 6 am.* at least quarterly for each shift of personnel- this would be 4 times
annually- Guidance §483.470(i)(1)



Notes from our Auditor . . .

Fire Drills
REQUIREMENT: ONE PER SHIFT PER QUARTER TO BE COMPLETED EACH SHIFT OF PERSONEL DURING
THE DESIGNATED HOURS AS FOLLOW:

-7AM = 3 PM (1% SHIFT DRILLS)
-3 PM =11 PM (2™° SHIFT DRILLS)

-11 PM - 7AM (3%° SHIFT DRILLS)

Note: ONE DRILL A YEAR to be completed during clients “DEEP SLEEP” any time during the house of 1

AM and 4 AM.

Medication Administration Expectations

We need to tell the client what med they are being given and what the benefit of it is, I they can pop a
pill out of the bubble pack, allow them to do so, if not keep it moving! Enable them to do what they can
and have the benefit of being told what they are being given, even if they fully do not understand. We

want to empower and enlighten at any opportunity we have and not assume anyone has no
understanding of their environment. It is our obligation to provide everyone with the right to know what

is being done to an for them.

A good token to think about and live by is, “How would you want someone to treat you or a loved one?”

1. Choice of beverage: water, sugar free beverage or whatever their diet allows or apple
sauce/yogurt/pudding, etc. Let the client be an active participant in getting this, as their ability

allows.
Sanitize hands: choice of washing or hand sanitizer.

Can you tell me your name or is this your name. . . is this your picture
This is your Vitamin D, and it is for bone health.

This is your MiraLAX, and it is for your bowels.

This is your Risperdal, and it is to help with your mood.
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