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A recartification survey was conducted from July ' .
13, 2011 through July 15, 2011. A sample of two V@I g/IZ«/”
clients was selected from a popuiation of four Depertment L
males with various cognitive and inteliectual Health Reguition of Health
disabidties. This survey was conducted utilizing * intermediaty Worsses
the fundamental survey process. o Care Fl%:u Division
. : North Capitol 'NE
The findings of the survey were based on : . Wesshington, D.C, 20002
obsersations and interviews with staff in the home :
and ai. two day programs, as well ag a review of ‘
client and administrative records, including '
incidentinvestigation reports, . | -. L
W 125 483.420(a)(3) PROTECTION OF CLIENTS . W25 - I ,
. . ; . W125 :
RIGHTS ! This Standard will be met as 8 8 "
The fucility must ensure the rights of all clients. evidenced by: |
Therefore, the facility must allow and encourage a ) o
individual clients to exercise their rights as clients On 08/08/11 the guardian p;‘;;‘dgg L
of the facility, and as citizens of the United States, writien consent to the use of the door
including the right to fiie compiaints, and the right alarm. The consent was filed in hl_s
to due process. record. Int the foture the QDDP will
obtain written consent before a
‘ ' restrictive control is implemcnted
This STANDARD is not met as evidenced by:
Based on observation, jntérview, and record
review, the facility falled to demonstrate how the
rights of all clients were protected and falled to
allow and sncourage individual clients 10 exercise
their nghts as clients of the faciiity, and as citizens
of the United Stanes, for one of two clients '
includad in the sample. (Client #2)
The finding includes:
The fucility falied to ensure Client #2's rights wera
protected by making certsin involved family
memkers and/or legally sanctioned medical

{3 DATE

LABORAFORY DI c".'PR

'S OR PROVIDER/SUPPUIER REPREBENTATIVES SIGNATURE

_ i 1298 NIV o) (lAey o KeXide. ad OCVIC2 N 8[ [gzi.u_
Any deficiendy gtatgfrent ending with an astarisk (*) denotes a deflalency which the institution may be excused from corracting providing it is deterrmbied thit
éther safequards privide sufficient protection to the patients. (See instructions.) Except for nursing homes, he findings stated above are disciosable 90 days
following the dzte of surwey whether of not a plan of corcgction is previded, For nursing hames, the above indings and plans of correction are disclosabie 14
days following the dae these documents are made available to the faclity. if deficiencies are cited, an approved plan of correction is reguisite to conttnued

program participation,
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representatives assisted him with making
decisions, as evidenced below

On July 13, 2011, at 6:29 p.m., observation of
Client #2's bedroom door that led to the outside
was cbserved with a door alarm, When opened,
a very loud high pitch sound was heard,
Intervew with the direct care staff who apened
Clien! #2's door revealed that the alarm was in
place W let us know when he tried to leave the
facility via his bedroom door exit, Further
intefview revealed that Client #2 had a behavior
of elapement. The staff also added that the
alarm was usually activated at 8:00 p.m.

TR On July 15, 2011, at 9:55 a.m., review of Client
1 #2's Behavior Support Plan (BSP) dated October

e 12, 2010, revealed the client had a targeted
behavior of attempted elopement.

Intefview with the Hpuse Manager {HM) on July
15, 2011, at approximately 12:05 p.m., revealed
that the alarm was placed on Client #2's door to
prevet him from eloping. Further interview with
the HM revealed Client #2's court appointed
guardian had been made aware of the purpose of |
the diror alarm and had agreed ta its use.
Howe ver, the HM stated that there was no written :
docurmentation available for review to verify that
the guardian had consented to the use of the
door alarm.

W 154 483.420(d)(3) STAFF TREATMENT OF W 154
CLIENTS

The facility must have evidence that all alleged
viciations are thoroughly Invastigated.
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This STANDARD is not met as evidenced by: Wis4 ) 8’[20 m
Baseil on interview and record review, the facility This Standard will be met as ’
failed to provide evidence of a thorough evidenced by:
investigation of a missing person, for one of two i
clientz included in the sample. (Client #2) The incident that occurred on 01/16/11 ¢
. : : was thoroughly investigated by the
The finding includes: Incident Management Coordinator. The
, IMC will be retrained by the Director
?H_I-_J;'.Y 13, ;301:9. at 1?';34 p-sm-- l'%‘";":;”:: of Residential Services on the timely
acility ‘s incidents reports was condu . issi f the investigation reports.
incident report dated January 16, 2011, revealed S.I.uht;mlﬁéoam cl;:l;?e f:; igency P
that at 2:05 p.m., Client #2 was missing from the e mpe ;
; . QDDP’s are provided a copy of the
home. The client was found later that day at 2:26 investizations for the record in the
p.m., by direct care staff walking back to his nveshigat
home. home.
- Intarview with the House Manager (HM) on July
- 13, 2011, at 4:03 p.m., and interviews with the
qualified intellectual disabilities professional
(QIDP) on July 15, 2011 at 1:45 p.m, revealed
thak the incident was investigated; however the
investigation report was not available for review.
Review of the facility's incident management
policy {IMP) on July 15, 2011, at 1:20 p.m,,
revealsd that all Incidents are invéstigated.
Further review of the IMC verified that all serious -
repartable incidents (including missing persons)
requirad immediate nofification and an
investigation.
At the time of the survey, however, there was no
decumented evidence that the afarementioned
incident had been investigated,
. W 159 483.4%0(2) QUALIFIED MENTAL W 159.
Ej,' RETARDATION PROFESSIONAL .
Each «lient's active treatment pregram must be :
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q W 1588 Contirued From page 3
) integrated, coordinated and manitored by a
qualified mental retardation professional.

This STANDARD is nat met as evidenced by:
Baseil on gbservation, interview, and record
review, the facility's Qualified Intellectual
Disabilities Professional {Q|DP) failed to ensure
that the active reatment program was Integraied,
coordinated, and monijtared, for one of two dients
inctudizd in the sample. (Client #2)

The findings include:

Cross refer to W125. The QIDP failed to ensure
Client #2's rights were praotected by making

certaint invoived family members and/ar legally -
sanctioned medical representatives assisted her |
with making decisions. ;
483.440(f)(3)(ii) PROGRAM MONITORING &
CHANGE

W 263

are conducted only with the written Informed
consent of the client, parents (if the clientis a
minar) or legal guardian,

This STANDARD is not met as evidenced by:
Based on interview and record réview, tha
facility' s specially-constituted committee failed to
ensure that restrictive programs were used only
after written consents had been abtatned, for one -
of two clients included in the sample. (Client #2)

The finding includes:
Cross-refer to W125, The facility falled to ensure

The committee should insure that these programs ‘

W 1569

W1359

This Standard will be met as
- evidenced by:

88 1\

Cross reference w123

W 263 w263
This Standard will he met as

" evidenced by:
Cross reference W125

88|

.
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writter: informed consent was obtained from

Client #2's legal guardian prior to use pf the door

. alarm. .
W 440 483.470(i}{1) EVACUATION DRILLS Wa40. a0 8[ s “ ]

: . " This Standard will be mct as

The facility must hold evacuation drills at least evidenced by:

quarterly for each shift of personnel, |
| The staff will receive training on how

This STANDARD is not met as evidenced by: ' toconduct simulated fire driis:tn.
Basel on interview and record review, the facility addition to corfectiy docqmentm,h .
failed 1o hold evacustion drills quarterly on all . on the appropriate ﬁrc-: drill _log. T ef
shifts, for four of four clients residing in the - Residence Diroctor will review the fire
facility. (Clients #1, #2_ #3, and #4) : driil Jog weekly to ensute that all drills

are being conducted per shift.
The firding includes:

The faility falled to conduct simutated fire drills at
least four times {4) a year for each shift, as
evidenced below:

On July 13,2011, at 2:07 p.m_, interview with the
House Manager (HM) revealed that there were
three designated shifts {6:00 AM - 2:30 PM; 2:30
PM-1":00 PM and 11:00 PM - 7:30 AM) Monday
thru Friday. Further interview revealed that there
were two designated shifts (6:00 AM - 5:30 PM
and 6:30 PM - 6:30 AM) for the weekend
(Saturday/Sunday). .

Review of the facility’s fire drill log records on May
18, 2011, beginning at 2:14 p.m., revealed that no
drilis were heid during the weekday morning shiit
from November 2010 through January 2011. In
addition, there were ne fire drills held during the
. weekend evening shifts from August 2010

througn January 2011. Op July 13, 2011, at 2:52
p.m., the HM acknowtedged that fire drills were

FORM CMS-2567(02-99) Previous Versionz Cbeolets Even! 10: DJNM11 Faniity iD; 09G197 W continuation sheet Page 5076
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not conducted on the weekend morning shift from
November 2010 through January 2011 and on
the evening shift from August 2010 through

. January 2011, . - ‘
W 441 483.470()(1) EVACUATION DRILLS W4t w441 ‘
T This Standard will be met as 8' '5' l '

e The facility must hold evacuation drills under

varied conditions. evidenced by:

The staff will receive training on using
the six metheds of egress during an

This STANDARD is not met as evidenced by: evacuation. ‘The fire dn'll o
Based on the interview and review of the fire drill documentation sheet will be revised 1o
records, the facility failed to ¢conduct fire drills reflect the six (6) methods of egress for
under varied conditions, for four of four clients the residential facility. The Res;dence

residing in the facility. (Clients #1, #2, #3, and ' Director will revicw the fire drill
#4) ‘ documentation on a monthly basis,

The finding includes:

On July 13, 2011, beginning at 2:14 p.m., review
of the faeility's fire drill records revealed that most
of the fire drills were conducied utilizing the front,
back, &nd side door exits, Interview with the
House Manager (HM) on July 13, 2011, st 2:07
p.m,, revealed that the facility had at six methads
of egress (front, back, 'side, bedroom #1,

bedroam #2, and bedroom #3 exit doors).

Further review of the fire drill records revealed
that bedrooms #1, #2, and #3's exits had not ,
been used since August 2010. On July 13, 2011,
at 2:52 p.m., the HM acknowledged that based on
the fire dill documentation, the aforementicned
exits were notused during fire drills. There was
no evidance on file at the time of survey to
substantiate that ail exits were used,

"ORM CMS-2587(02-99) Fravious Varsians Obsolcla ' Event ID:GJNM11 Factity i 09G191- i continuation sheat Page € of 6
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1000 INITIAL COMMENTS . 1000
A licensure survey was conducted from July 13,
2011 through July 15, 2011, A sample of two
residents was selected from a population of four
males with various cognitive and intellectual
disabilities. This survey was conducted utilizing
the fundlamental survey process. i
“ The findings of the survey were based on '
observations and interviews with staff in the
residen: and at two day programs, as well as a
review of resident and administrative records,
including incident/investigation reports.
1090 3504.1 HOUSEKEEPING " 1090

The intenior and exterior of each GHMRP shall be .
mainMained in a safe, clean, orderly, attractive,

and sanitary manner and be free of

accumulations of dirt, rubbish, and objectionable

odors.

This Statute is not met as evidenced by:

Based ¢n observation and interview, the Gmﬁp
Home for Persons with Intellectual Disabilities

(GHPID) failed to maintained the interior

exterior of the facility in a safe, clean, orderly,
atiractiv2, and sanitary manner, for four of four )
residents residing in the home. (Residents #1, |

#2, 13, und #4)

The fincing includes:

Observation and interview conducted with the
facility House Manager (HM) on July 15, 2011,
beginning al 2:24 p.m., revealed the following:

interior

1090;
This statute will be met as
evidenced by:

IDI maintenance replaced the

i broken tiles in. the area identified in
the report. The refrigerator was
thoroughly cleaned. The
RD/QDDP will retrain the staff on
housekeeping responsibilities. The
RD will complcte a monthly report
to maintenance on the stats of any
envirgnmenial issues,

and

181l

. £
th Reguiation LI%W
CTDF';'S R PROVIDER/SUPPLIER

Direcler of Regidomkiok

REPRESENTATIVE'S SIGNATURE

Secifée

8o "
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1080 Continued From page 1 © 1080
A heavy build up of food, dirt, and debris was
observad between the refrigerator and the
kitchen Broken liles were also observed directly
behind the reffigerator. ‘
The HM acknowledged the above-cited :
deficier.cies al the conclusion of the i
environmental walk-through. :
1081 3504.2 HOUSEKEEPING o 1081

Housekeeping and maintenance equipment shall
be well construcled, prapery maintained and
appropiiate to the function for which il is to be

: used,

; 1091:

i This statute will be met as

= This Statute is not metas evidenced by: ! evidenced by: i
Based un observations and interview, the group i 1.) The base board was repaired TSl
home fior persons with intellectual disabilities j by maintenance on 07/15/1 1.,
(GHPID) failed to ensure maintenance equipment : 2.) The handrail was repaired by . .
was well construsted, properly maintained, and maintenance on 7/15/11 d I iS5 H
eppropriate o the function for which itis to be 3.) The wall lamp was reattached
used, for four of four residents res:dlng in the in Client #3*s bedroom.
f'at:lllty 4,) Seaff will receive training on 8 [ 1]l

et , 08/15/11 on fire safety (removal of
The ﬁn(,[mgs include: lint after each load)
Observation and interview with the House gr) Malfltem‘.’e cleared the lint Ma| N
Manager (HM) during the environmental walk om the exterior dryer vent.
through on July 15, 2011, beginning at 2:24 p.m., ; .
reveagle 9 the fglong °s g P ' The: stidegce Director/Q_DDP or
: designee will complets daily

1. The hase board localed at the bottom of Client : observations to the interior/exterior

. #1's door was completely broken posmg alp of the home to ensure that alt

hazard, environmental issues/concems are

Z addrcsscd in a imcly manncer in
2. The handrail leading from the main hall way to - order to ¢liminate safety hazards
the second level was observed o be loose. t :

ealth Reguialion & LICnsimg Admymstration
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1031 Continved From page 2

3. The wall lamp was observed to be detached
from ths wall iocated in Client #3's bedroom.

4, The dryer vent jocated on the dryer was

observed with thick fint and

the outside window payne located in the kitchen -
was gbserved to be broken. ;

5. The dryer vent that led to the outside was
heavily packed with lint

At the end of the environmental walk-through at
approximately 2;45 p.m., the HM acknowledged
the above aforementioned environmental issues.

| 1135 3506.5 FIRE SAFETY g
Each GHMRP shall conduct simulated fire drills in
order to test the effectiveness of the plan at least |
faur {4) imes a year for each shift, '

This Statute is not met as evidenced by:

Based on interview and record review, the group
home for Intellectuall disabilities {(GHPID) failed to .
hold evacuation drills quarterly on ali shifis, for
four of four residents residing in the GHPID.
{Residents #1, #2, #3, and #4)

The finding includes:

The GHPID failed to conduct simulated fire drills
at least four times (4) a year for each shift, as
evidencad below:

On July 13, 2011, at 2:07 p.m., interview with the
House Manager (HM) revealed that there were
" three designated shifts (6:00 AM - 2:30 PM; 2:30
PM -11:00 PM and 11:00 PM - 7:30 AM) Monday °
thru Friday. Further interview revealed that there :

1001

1138

1135
This statute will be met as
evidenced by:
The staff will recelve training on
how to conduct simulated fire
drills: in addition to correctly
documenting drills on the
appropriate fire drill log. The
Residence Director will review the
fire drill log weekly to engure that
all drills are being conducted per
shift

LESIL

Health Regulation & Licensing Administralion
STATE FORM
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were tvo designated shifts (6:00 AM - 8:30 PM
and 5:30 PM - 6:30 AM) for the weekend
(Saturday/Sunday).

Review of the GHPID's fire drill log records on
May 18, 2011, beginning at 2:14 p.m., revealed
that no drills were held during the weekday
morning shift from November 2010 through
Janvary 2011, In addition, there were no fire

drilis heid during the weekend evening shifts from
R Avugust 2010 through January 2011, On Juy 13,
S 2011, 2t 2:52 p.m., the HM acknowledged that
i fire dvills were not conducted on the weekend- !
’ moming shift from Novemnber 2010 through :
January 2011 and on the evening shift from i
August 2010 through January 2011, ;
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