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The facility must furnish, maintain in good repair, ' Due to client #2's vision loss, the i
and teach clients to use and to make informed i contracted speech therapist has i
choices about the use of dentures, eyeglasses, | modified the annual speech evaluation,
hearing and other communications aids, braces, | to eliminate communication boards and '
and other devices identified by the - visual or object cues for task completio; ) ]
interdisciplinary team as needed by the client. | The updaied speech evaluation and | 04/25/25
This STANDARD is not met as evidenced by: | Individual Program Plan (iPP) now :
Based on observation, record review and ' emphasize the use of maximum verbal'
interview, the facility failed to assure that adaptive | Prompts and cues for effestive |
equipment was furnished as prescribed for 1 of 3 | communication. |
audit clients (#2). The finding is:

The QIDP will present the "e\:ised
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client #2 to participate in the dinner meal, rcl-wewrl 'c: £ the P}g a':d spsag o '
redication administration, transition fiom evaiLations to ensy rr:;. thalwthe plan
i wheelchair to sofa chair. and the b eakfast imeal. remans aligned with client #2's ab!ﬁtiﬂé

Continued obearvations revealed stalf did not énd lrnitations

utilize ciient #2's communication board for visuai i
and object cues, 1

i
|
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Review of records for client #2 on 2/18/25 { . B
revealed an individual Program plan (IPP) datec | Ut = I
11/21/24. Continued review of IPP revealad that |
chient #2 has a program goal to follow ver hal |
prompts, visuals, and object cues to improve '
comprehension skills. i IHSR-AE ensure Sac

L
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Interview with the qualified intellectual disabilities
piofessional (QIDP) on 2/19/25 confirmed client
#2's IPP is cunent. Continued inferview with the
QIDP confirmed that the client should be provided
with prompis using his communication board. !
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Review of tacilty fire evacuation drill reports on
2/26/25 indicated fire drill feports conducted over
the survey review year. Confinued review of the
tacility fire drills reveaied multiple drills with
extended evacuation times to evacuate clients
from the facility. Further review of the fire drill
feports revealed multiple evacuations ranging
from 5 minutes to 8 minutes inlength. Additional
review of fire diill reports indicated the following
drills were completed during third shift with no
identified problems noted: 3/31/24 (8
minutes),6/30/24 (5 minutes), 9/30i24 (6
minutes), and 12/30/24 (6 minutes). Review of
fire drill reports also indicatod the following drill
was completed during second shift: 5/30/24 (5
minutes).

Subsequent review of facility documentation on
2126125 did not reveal documentation relalive to
safety committee minutes 1elative to follow up,
justification, or reasoning for the extended
evacuation dates and timeframes. Review of the
facility bi-annual emergency drill report dated
10/17/24 indicated fire drills should have a
completion time of three minutes or less. Review
of email correspondence dated 3/26/24 indicated
the following interventions were approved by the
safety committee and should be enforced:
“specifically for 3rd shift, mock fire drills should be
conducted twice per month, in addilion 1o the
mandatory once-per-month fire drill: record all
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W 448 Continued From page 1 W 448/ |
evacuation drills, including accidents. f '
This STANDARD is not met as evidenced by: | The IDT for the Beimont group home, |
Based on record review and interview. the facility | along with the Safety & Risk Manager |
failed to investigate all problems relative to fire | willimmediately seek outside ;
evacuation drills including the reason for consultation for the best evacuation .
extended times needed for facility evacuation. | procedures for deep sleep hours, This |
The finding is: ' will be the respons:bility of the Safety &
Risk Manager t¢ compiete and teach all

| staff any new protocols or procedures
developed from the consultation,

The Clinical Director of ICF will assure
that a coby of each quarter's drills is
giveri to the Safety & Risk Manager for
' immediate 1eview and corrections as :
| heeded, Additionally, the Clinical
Director for ICF wili report each 4
quarter's awake driil to the QA/QI |
! commitiee for review and |
recomimendations. The QA/Q! Human }
Rights Coordinator will assusa these

| reviews are captured in the QA/QI |
committee minutes. ,
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drills on the fire drill form; and the average goal
for fire drills should be three minutes (removing
the person served, that takes the most time,
last)". Review of fire drill evacuation repoits did
not reveal two fire evacuation drill reports monthly
for evacuation drills over three minutes in length
turing third shift. Review of facility documentation
did not reveal in-service training relative to
extended fire evacuation drill concerns and
interventions to address the exiended fire drill
evacuation timeframes,

Interview with the ICF Director on 2/26/25
revealed that any evacuation drills over three
minutes should be repeated in the same month.
Continued intetview with the ICF Direclor verified
facility fire evacuation drilis over three minutes
are discussed in QAQI meetings.

Interview with the qualified intellectual disabiliies
professional (QIDP) on 2/26/25 revealed provider
fire drills over three minutes are reporied to
management for further review. Continued
interview with the QIDP revealed that there aie no
clients that currently have fire drill program goals
or interventions relative to the extended
evacuation times. Further interview with the QIDP
revealed staff should record the reasoning for the
extended evacuation timeframes on the fire drill
evacuation forms and report to management if
over three minutes in length. Additonal interview
with the QIDP could not verify if in-service training
had been completed relative to the extended fire
evacuation times to ensure the safety of the
facility residents.
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