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W 000 ; INITIAL COMMENTS w uoo! §
t . :
i A recaﬂlﬁcaﬂon survey was conducted from May : } :
2, 2012 through May 4, 2012, A sample.of two L
clients was selected from a population of four |
men with profound intellectual disabllities. This _ Lo - g
survey was Initiated utilizing the fundamental :
survey process. ! 5 QJ,
De
“The findings of the survey wers based on . | Health Regutation 5 o ioalth
observations In the home and one day program, intermediats Care Facilitley D
interviews with direct support staff, administrative 5 899 North Capito) st Msion
{ staff, and one guardian, as well as a review of | ! Washington, . 26005
' cllent and administrative records, Including : e oy b
lncidant reports. o ‘f
[Qualiﬁed mental retardation professional !

(QMRP) will be referred to as qualified Intellectual | -
disabilties professional (QIOP} within this report.] | N ;

i

) DA

LYY

ny daﬂc!ency statemant ending wtth an aater!sk {*) denotas a deficiency-which the nstitutiof may be excused from corracllng providing it is d&arrnlneﬁ that
ther safaguards provide sufficlent protaction to the patisnts. (See instructions.) Except for nuraing homss, the findinge stated above ara disclosabis 20 days
llowing the date of survey whether or not a plan of corraction Is:provided. For nursing homes, the above findings and plans of correction are disciosabie 14
ays following the date these documents are made availabla to the facility. if deficiencies are cled, an spproved pian of carrection [s raquisite to continued
regram participation.
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1000 INITIAL COMMENTS {1000 |
A licensure survey was conducted from May 2,
2012 through May 4, 2012. A sample of two
residents was selected from a population of four
men with profound Intellectual disabilities,
The findings of the survey-were based on
observations in the home and one day program,
interviews with direct support staff, administrative
staff, and one guardian, as well as a review of
resldent and admin/strative records, including
incident reports. S
[Qualified mental retardation professional
(QMRP) will be referred to as qualified intellectual
disabiiities professional (QIDP) within this report.)
1080 3504,1 HOUSEKEEPING - 1080

The interior and exterior of each GHMRP shall be
malntained in a safe, clean, orderly, attractive,
and sanitary manner and bs free of
accumulations of dirt, rubbish, and objectionable
odors. :

This Statute Is not met as evidenced by:
Based on observation and interview, the facility
falled to ensure that the Interior of the group
home for persons with intellectual disabilities
(GHPID) was In a safe and orderly manner for :
four of four residents in the facility. (Residents #1,
#2, #3, and #4) _ o

The findings include:

On May 4, 2012, at 4:33 p.m., the qualifiad

| intellectual disabllities professional (QIDP)
accompanied the surveyor through the facility ta

conduct environmental observations. The.
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1080 Continued From page 1 - Toso
 foliowing concerns were identified: f:
- 1. The mattress on Cllent #3'5 bed was cbservad 11 A new Mattress was provided for
to have multiple hard springs and lacked Chent #3's bed. - 5/10/12
suffidient padding to prevent the pressure from 5
- the springs. The QIDP checked the springs and
- ackriowledged that they were paipable.
2, The gasket instalied on the Interior of the oven 2 A new gasket will be installed on
ggor;d was observed to be heavily damaged and lt.he interior of the oven door. 5/31/12
y
3. Part. ofthe screen was missing fram the fint 3. Lint filter for dryer will be replaced. - 5/31/12
filtter of the dryer ' »
gi- The-metal ?r:’-‘;ls mﬂ?&??ﬁéﬁ inthe 14, Metal screens covering for radiators
ning room, oor ba , and in the b e ., \
bedroomns of Residents # 1, #3 and #4, were %wﬂl be replaced in identified areas, 5/31/12
chserved to have the edges exposed, which ;
created potential for accidentat Injury. :
|5. Seven brown spots were observed on the 5. Kitchen ceiling will be re aired and
§ chservation revaied that the origln of the brown P
spots was unknown. '
s.I ngaavigﬁmmg ;.mt was observed on x 6. Windowsill in the sitting room will |
window sifl in g room located -on - . _
second floor of the fadilty, be scaled and repainted. 5/31/12
7. Resident #3's shoe rack was broken. 7. A new shoe rack will be purchased
o o : for Client #3. - 5/121/12
18- 0::::" md"lgwas Wﬁdth"‘ the am ;hah' 8. New chairs were purchased for the
' located In the sitting room on the second floor. _
{Resident #2 behavior support plan revealed he sitting room. SN2
was being monitored for PICA, eatlng non-
nutritive substances)
9. There was no screen in the open window of
the bathroom. The bathroom was located
Health Regulaton & Llcens!ng Adminlsh'aﬂon '
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1090 Continued From page 2.

adjacent to the kitchen and the dlnlng room,
where food was being prepared and served.,

1206 3509.6 PERSONNEL POLICIES

Each employee, prior to employment and

annually thereatfer, shall provide a physidian ' s

certification that a health lnvemaory has been

performed and that the employee ' s health status

:lvould allow him or her to perform the required
uties.

This Statute is not met as evidenced by:
Based on Interview and record review, the group

home for persons with Intellectual disabllities
(GHPID) falled to ensure that all consultants had

current health certificates, for two consultants.
{behavioral spedalist and charmacist)

The ﬁndfna lndudes

at 6:35 p.m,, the gqualiified intellectual disabilities
professional (QIDP) was notified of the records
requlred to complete the survey process

Recnrd review on May 4, 2012 at approXimately

f1:30 p.m., revealed current health certificates
were not avallabie for the behavioral spedallst
and the pharmadst '

Cn May 4 2012 at 2 00 p.m.,.the qual!ﬁed
_intellectual dlsablllties professlonal acknowledged
: that there was no evidence of health Inventories
: performed by a physidan for the aforemnentioned
: consultants. She stated she would seek .

! additional information from the administrative

During the entrance: conference on May 2, 2012

1000 9. A screen will be installed in the

window in the first floor bathroom:. 5/31/12

Current health certificates will be

requested from the Behavioral _
Spec1allst and Pharmacist and placed :

in personnel files. © 5/10/12
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office. No additional information was presented
before the survey ended at 5:03 p.m.
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