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|
| Afocused fundamental survey for compliance ] |
with the Life Safety Code (LSC) (2012 new [ ;
healthcare occupancy) was conducted on T f
| 6/11/25. Dakota Reach Program building 01 |
| (Cottage building) was found not in compliance |
| with 42 CFR 483.470 (j)(2)(l) requirements for \
| intermediate care facilities for individuals with \
j intellectual disabilities. \
| The building will meet the requirements of the
| 2012 LSC for existing health care occupancies
upon correction of deficiencies identified at K712
in conjunction with the provider's commitment to
continued compliance with the fire safety
standards.
: : « Administration will draft a policy by July
K712 | Fire Drills K712 15th, 2025, to establish protocols to
‘ CFR(s): NFPA 101 ensure compliance with 42 CFR 483.470
l ()(@)()) to include the following:
| Fire Drills
| Fire drills include the transmission of a fire alarm Fire drills include the transmission of a fire
| signal and simulation of emergency fire alarm signal and simulation of emergency fire
' conditions. Fire drills are held at expected and conditions. Fire drills are held at expected and
g dti d ; diti t unexpected times under varying conditions, at
[ unexpected times under varying conditions, at least quarterly on each shift. The staff is familiar
least quarterly on each shift. The staff is familiar with procedures and is aware that drills are part
| with procedures and is aware that drills are part of of established routlne: Where dnlls‘are
| established routine. Where drills are conducted gggggcatﬁﬂ :L?r:z:v:rigr?t’?r?aswlbealr.:ge%?r?sf\ehga%f
| between 9:00 PM and 6:00 AM, a coded audible alarms.
| announcement may be used instead of audible
| alarms. e Dakota Reach staff will be traine% on tlr11e
new Policy of Fire Drills. Dakota Reac!
19.7.1.4 through 19.7.1.7 . staff will review the policy and sign the \
This STANDARD is not met as evidenced by: policy using our Relias training software by
Based on record review and interview, the July 26, 2025.
| provider failed to conduct and document fire drills
quarterly for three of three shifts. | » Dakota Reach program manager and PQI |
Findings include: [ staff will audit the fire drills quarterly for
\ compliance. The fire Drill report is already
1. Review of the provider's fire drill documentation ‘ drafted and in use across other programs.
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[
K712 | Continued From page 1

|
|
|
| |
\
\
| revealed only one fire drill had been documented \
| since January 2025. \
|

\
| Interview with Quality Improvement (PQI) and ‘
* Strategic Initiatives Specialist A on 6/11/25 at 2:30
| p.m. revealed: i
 *Staff were to complete the fire drills and then |
| document those drills in the electronic records. i
| *She confirmed there were no records of fire drills
| since the drill in January 2025.
| *She could not verify that fire drills had been
| conducted.

K712| Addendum added 7/16/2025

[ ** Program Manager and PQI staff will audit

| and document the results of the fire drill

| compliance monthly for the next 6 months. If
the results of the monthly audit show
compliance, the audit can then move to a \

quarterly rotation.
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W 000 | INITIAL COMMENTS W 000
A focused fundamental survey for compliance
with 42 CFR Part 483, Subpart 1, requirements
for Intermediate Care Facilities for Individuals
with Intellectual Disabilities was conducted from
6/10/25 through 6/11/25. Dakota Reach Program
was found in compliance.
r
T i rede— g
Doln Trwl E xewt P 7-3%
TITLE (X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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A focused fundamental survey for compliance
with 42 CFR Part 482, Subpart B, Subsection
483.73, Emergency Preparedness, requirements
for intermediate care facilities for individuals with
intellectual disabilities, was conducted on 6/11/25.
Dakota Reach Program was found in compliance.
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