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1000 INITIAL COMMENTS ;1000
On August 3, 2011, the Department of Health |
(DOH) received notification of a complaint from
an anonymous individual via US Mail. The ¢
_complainant identified the following concerns; !
Aliegation #1: Theft and misuse of resident | /
monies. ! ‘9 28/ 74
! Depertment of Health
Findings: Interview with management staff and | Heakh Regulation & Licansing Adminietration
the review of the resident's financial records ; Intermediate Care Facillties Division
failed to reveal mismanagement of resident 860 North Capliol 8t, N.&,
funds. Deficiencies, however, were cited for Wishington, D.C. 20002

failure to have an effective system for financial
record keeping.

Conclusion; This allegation could not be
substantiated.

Allegation #2:. Resident abuse and neglect.
Findings: Interview with the facility's

administrator and the review of the facility's :
incident management system failed to show
evidence of abuse/neglect. :

Conclusion: This allegation could not be : .
substantiated.

Allegation #3: Falsification of documentation.

Conclusion: This allegation could not be
substantiated.

Allegation #4: Unsanitary living conditions.

Findings: Deficiencies were cited in the area of
housekeeping.

Conclusion: This aiiegatlor could Not be ﬂ
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1000 Continued From page 1 1000
substantiated. '

Allegation #5: Individuals given wrong medication '
and unraported medication errors.

Findings: Review of the facility's medical records
failed to evidence any incidents of individuals
receiving the wrong medication and or medication |
errors. .

Conclusion: This allegation could not be
substantiated.

Allegation #6:. Hostile work environment.

Findings: Interviews conducted with facility
employees failed to evidence a hostile work
environment.

Conclusion: This allegation could not be E
substantiated. :

Due to the nature of the anonymous complaint,

on August 18, 2011, an onsite investigation was -
initiated. A sample of four residents was selected :
from a population of four men with varying
degrees of intellectual disabilities.

The findings of this investigation were based on

observations, interviews with direct care staff, the |
agency’s management staff, and a review of the
clinical , financial and administrative records. |
Addltlonally this investigation included a review of;
the facility’s incident management system. ’

1090 3504.1 HOUSEKEEPING 1090

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

This Statute is not met as evidenced by:

Based on observation and inspection, the Group -
Home for Persons with Intellectual Disabilities :
(GHPID) failed to maintained the interior and
exterior of the facility in a safe, clean, orderty, _
attractive, and sanitary manner. ;

The findings include:

Observations during the environmental
walk-through with the Qualified Intellectual
Disabilities Professional (QIDP) on August 18,
2011, beginning at approximately 10:20 a.m,,
revealed the following: i
1. The front yard has large bare spots in the soil,
and very little grass. ' :

2. The rear ramp has elevated boards on the top .
railing with sharp edges that can cause injury to
hands if residents or staff were to rub across
them.

3. Inresident #2's bedroom the dresser drawers '
had staples sticking out of them, and the frontof :
two of the drawers were broken, :

4. The first floor common bathroom had several
holes in the wall. Also, around the tub and the
toilet had ¢aulking missing on the around the
floor. '

The above cited deficiencies were acknowledged
by the facllity QIDP at approximately 10:40 am.
The QIDP indicated she would put in a repair
order in at the conclusion of the inspection.
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1160 3507.1 POLICIES AND PROCEDURES

Each GHMRP shall have on site a written manual :
describing the policies and procedures it will
follow which shall be as detailed as is necessary
to meet the needs of each resident served and
provide guidance to each staff member.

This Statute is not met as evidenced by:

Based on interview and record review the GHPID
failed to ensure that contract services
documentation was on file for the regulatory ,
agency's review far two of the four residents ¢
residing in this facility. (Resident #1 and #2) ‘

The findings include: ;
Interview with the Human Resources i
Administrator on August 5, 2011 at approximately |
10:30 a.m., revealed that the agency contracts !
with a travei agency in order o plan the residents ;
vacation travel arrangement as evidenced below: |

Review of the contract from Brannan Tours failed
to show evidence of all detail of all the necessary
expenses for Resident #1 and #2's vacationto
Niagara Falls, Canada late June 2010. Review of
the itinerary revealed that several activities would
occur and additional cost would be required ;
during the vacation. !
!
Review of Resident #1 and #2's bank statements, |
funds requests and receipts failed to evidence an |
itemized statement of expenses. A withdrawal of
$900.00 May 28, 2010 from the Resident #2 bank !
account ($400 on 5/5/10 and $500.00 on :
5/13/10). However, neither of the Resident's
financial records evidence any receipt from their
vacation.

Review of the attached flyer for Niagara Falls ,

- 1160
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revealed a rate sheet for a payment plan.
However, further review of the fyer confirmed

that the client stayed at the Marriott Fallview Hotel
in Canada. The following documentation was not .
available for regulatory review in Resident #2 and |
#1 financial records :

Hotel receipts

Meal receipts
Recraation receipts
Tour receipt
Entertainment receipts

O AWl

No receipts were available as detailed in the
travel itinerary for additional leisure and
recreational opportunities for Resident #1 and
#2.

1189 3508.7 ADMINISTRATIVE SUPPORT © 1189 See 1A * 118D D{' Ho‘n gD'D'

Each GHMRP shall maintain records of resudents
' funds received and disbursed.

This Statute is not met as evidenced by:

Based on staff interview and record review, the
group home for persons with intellectual :
disabilities (GHPID) failed to ensure a system had ; |
been impiemented to maintain a complete ;
accounting of residents’ personal funds, for four

of four residents residing in this facility,

(Residents #1, #2 #3 and #4)

The findings include:

On August 9, 2011 at 11:00 a.m. a review was
conducted of each resident financial
disbursement . The records failed to evidence
personal funds received and disbursed on behalf .
of Resident #1, #2 and #3's were maintained as |
evidenced below: 5
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1. Interviews on August 9, 2011 at 1:30 a.m.

with the Financial Analyst and the Financial j
- Administrator revealed that Resident #1 has a .
personal bank account. Further interview with the ;
Financial Analyst on August 11, 2011 at f
approximately 11:00 a.m. falled to reveal that i
Resident #1 personal funds were being momtored ]
and accounted as evidenced below:

a. On 1/15/11, CVS receipts reveal that metro
passes were purchased for two staff totaling
$10.00 each from the residents personal funds.

revealed that one staff admission totaling $8.00
was paid out of the residents personal funds.

c. On 10/30/10, Resident #1 went to the Majestic
20 movie theatre. Review of the available receipt
revealed that two staff admission 2t$9.00 each
was paid out of the residents personal funds.

d. On 8/21/10, Resident #1 went to the Majestic

20 movie theatre. Review of the available receipt :
revealed that two staff admission at$9.00 each .
was paid from the residents personal funds. '

2. Interviews conducted with the Financial S
Analyst and the Financial Administrator on Augustl
9, 2011 at 10:00 a.m. revealed that Resident #3
has a personal bank account. Further interview
with the Financial Analyst on August 11, 2011 at |
approximately 11:00 a.m., failed to reveal that
Resident #3's personal funds were being
accounted for as evidenced below:

a. On 8/9110, Resident #3 was disbursed a tolal
of $64.00 from his personal funds for leisure and

b. On 11/20/10, Resident #1 went to the Majestic |
20 movie theatre. Review of the availabie receipt | -

i,

fm‘l"aq#- (%% %80‘7 $.0.D .

2. See. TAGH |\ §7Y uz>8o'n S.0.D.
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recreation activities expenses. Review of the
available receipts revealed that on 8/28/10 two
staff admission to the Majestic 20 Theatre at
$9.00 each was paid out of the residents personal :
funds. ;

b. On 9/06/10, Resident #3 was disbursed a total .
of $66.00 from his personal funds for recreational -
activities and grooming expenses. Review of the
available receipts dated 9/4/10 reveal that metro
pass were purchased at CVS for two staff totaling :
$10.00 each from the residents personal funds.
Additionally, another receipt revealed that $9.00
for a staff person admission to the movies was
paid out of his personal funds. :
¢. On 10/5/10, Resident #3 was disbursed a total |
of $72.20 for his recreation and grooming 5
expenses. Review of the available receipt
revealed that metro passes were purchased at
CVS for two staff totaling $10.00 each from the
residents personal funds. Additionally, on :
10/30/10 two staff admission at $9.00 each fo the .
Majestic 20 theatre was paid oul of the residents
personal funds. !
]

d. On 111610, Resident #3 was disbursed a
total of $100.00 for shopping and grooming ;
expenses. Review of the available receipts i
-revealed total of $55.96. Atotal of $44.04 was
unaccounted from the $100.00 disbursement.

e. On 1/10/11, Resident #3 was disbursed
$100.00 for entertainment and grooming
expenses, Review of the available receipts
revealed that metro passes were purchased at
CVS for two staff totaling $10.00 each out of the ,‘

residents personal funds. E _ B ‘
S |3 See TAGH 1 7Y fbad:ﬂ S.0.D.
3. Interviews conducted with the Financial ;
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Analyst and the Financial Administrator on August,
9, 2011 at 11:30 a.m. revealed that Resident #4
has a personal bank account. Further interview
with the Financial Analyst on August 11, 2011 at
approximately 11:00 a.m., failed to reveal that
Resident #2 personal funds were being
accounted for as evidenced below:

a. On 1/10/11, Resident #4 was disbursed
$100.00 for entertainment and grooming
expenses. Review of the available receipts
revealed that metro passes were purchased at
CVS for two staff totaling $20.00 from the :
residents personal funds. !

b. On 12/15/110, Resident #4 was disbursed i
$100.00 for shopping and grooming expenses. |
Review of the available receipts revealed a total |
of $95.49. A total of $4.51 was unaccounted

from the $100.00 disbursement.

c. On 10110, Resident #4 was disbursed
$100.00 for entertainment, shopping and
grooming expenses. Review of the available
receipts revealed a total of $75.39. Atotal of
$24.65 was unaccounted from the #100.00
disbursement.

d. On 10/21/11, available receipts revealed that
metro passes were purchased at CVS for two ;
staff $10.00 each (totaling $20.00)was paid from
the residents personal funds. Additionally, ?
another receipt revealed that $9.00 each (totaling |
$18.00) for two staff persons admission fothe -
movies was paid out of the resident’s personal
funds.

e. On 9/4/10, Resident #4 available receipts '}
revealed that metro passes were purchased at |
CVS for two staff $10.00 each (totaling $20.00)
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was paid out of the residents personal funds.

f. On /11110, Resident #4 went to the Majestic

20 movie theatre. Review of the available receipt :

revealed that one staff admission at $9.00was
paid out of the residents personal funds.

T
H

g. On 7/21/10, Resident #4 went to the Majestic |
20 movie theatre. Review of the available receipt ;
revealed that two staff admission at $9.00 each |
(totaling $18.00)was paid from the residents ‘
personal funds.

h. On 8/21/10, Resident #4 went to the Majestic

20 movie theatre. Review of the available receipt :
revealed that two staff admission at$9.00 each
was paid from the residents personal funds. |
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