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Surveyor: DC007 g /FD
, 1 d cﬁD
A licensure survey was conducted on August 23, ~
2010 thru August 24, 2010. A sampling of three /fﬂw
residents from the residential population of five {{"
males was selected for the survey. The results of ('W
the survey was based on cbservations in the
home, interviews with the administrative, nursing
and direct care staff, as well as a review of the
. resident and administrative records and incident
reports.
1090| 3504.1 HOUSEKEEPING | 080

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

This Statute is not met as evidenced by:
Surveyor: DC007

Based on observation and interview, the GHMRP
failed to ensure the interior of the GHMRP was
maintained in a safe, clean, orderly, attractive,
and sanitary manner for five of five residents
residing in the facility. (Residents #1, #2, #3, #4,
and #5)

The findings include:
On August 24, 2009, beginning at 11:28 am., a

walk through of the GHMRP with the house
manager (HM) revealed the following:

Interior
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1. The kitchen light was observed without a _ , )
cover . 2. Barepupd wmh ?a.mhﬁ d.
2. The basement wall at the bottom of the stairs %3 e F[(g_ﬂe A bl v clamdlod
was observed with chipping and peeling paint. y . ,
Li L% Lt’?/\vur, RN CM-PQ-_T .

3. The dining room chandlier was observed with
four bulbs that were out.

4. Dark stains were observed on the carpet in
Resident #5's bed room.

5. Two dresser drawers were observed in
disrepair in Resident's #2 and #4's bed room.

6. There was a large hole located in the ceiling of
the second floor bath room.

7. The second floor bath room tub was observe
with mildew and chipping chalking all around the

{ub.

Exterior

1. The steps leading into the front of the GHMRP
was observed to be in need of repair.

2. The wood including the poles, side of the
steps, and the porch was observed with faded

| and peeling paint located in the front of the
' GHRMP.

3. The screen located on the the back door of

the facility had a hole in it.

1 The House Manager acknowledged that ail of the
| aforementioned maintenance issues listed above
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needed to be addressed.
| 134 3505.4(e) FIRE SAFETY 1134

Each GHMRP shall have on the premises the
following items:

{e) Fire extinguishers, which are properly
maintained and located as required by the Fire
Chief, including at least one (1) all-purpose fire
extinguisher, which is a minimum 2A 10BC on
each level of the facility.

. This Statute is not met as evidenced by:
Surveyor: DCO07

Based on observation and interview, the facility
failed to properly maintain one (1) of the four (4)
fire extinguishers in the facility.

The finding includes:

On August 24, 2010 an inspection of the
GHMRP's fire extinguishers was completed.
Observation of the extinguisher tags revealed the
last serviced date for the fire extinguisher in the
basement was in May 2009. The House
Manager {(HM) verified that this was an over-site
and the extinguisher would be serviced or
replaced by August 25, 2010.

1135 3505.5 FIRE SAFETY

- Each GHMRP shall conduct simulated fire drills in
¢ order to test the effectiveness of the plan at least
| four (4) times a year for each shift.
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_ _ Lpon Mww Q{ (S
This Statute is not met as evidenced by:
Surveyor: DC007 \.I/M,Q (bu,/( [LP/U( LAEAL
Based on staff interview and record review, the ] - i ;
GHMRP_falled to hold evacuation drills quarterly 1 du '{S T m/[ ”’LL
on all shifts.
/)
The finding includes: 10 3¢ (i b 030 %LVL
. Interview with the Qualified Mental Retardation (sex @mi (ﬁl d_) Hewet
i Professional {QMRP) and review of the staffing . 4
| pattern on 8/24/10, at 1:58 p.m., revealed the ]L(_‘ iL’L-L( /(/LM_[’LLL(‘TIC /‘ [L

scheduled shifts are as follows:

Weekdays/Weekends {-—Imjl‘ d"d’ H L’M____’{’M}ﬁ b,( doM ;
1st Shift 8:30 AM to 4:30 PM d/(/(/umj] aﬁ {1 g [} 1‘{’&

2nd Shift 3:00 PM to 10:30 PM

3rd Shift 10:30 PM to 8:30 AM ,é,(xf:t HL an DE ot Cf%é

Further interview with the House Manager G ﬁ/) [ s -
revealed that the staff was required to conduct a
' drill once per month on each shift. Review of the
, fire drill log for August 2009 through July 2010
revealed that the facility failed to hold fire
evacuation drills for the 3rd Shift (10:30 PM to
8:30 AM) . The House Manager acknowledged
that the fire drilis during this time was not
documented in the record at the time of the
survey.

1 164 3507.4(b) POLICIES AND PROCEDURES 1164

The manual shall incorporate policies and
procedures for at [east the following:

(b) Physical environment, which covers
housekeeping, maintenance, household items
and furnishings;

This Statute is not met as evidenced by:
Health Regulation Administration
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Surveyor: DC007 .
Based on interview and review of records, the Yraed el o S o gun
GHMREP failed to ensure that a policy to address ) ‘ (
the physical envirenment was include in its policy g g’ ’Uui f’ FAS f Uom W
and procedure manual for five of five residents . e
residing in the facility. ptl i C’fwt/\ A 'vU’:‘)
(Residents #1, #2, #3, #4, and #5) - i ‘ ,
Vol : bl got b 1L
The finding includes: ‘ V- . . f J
- i L “T [ “1"' Cp
On August 24, 2010, at approximately 1:05 p.m.,
interview with the house manager (HM) and ’(/H (MW ur| 4184 tJf ' (4 [, e b
review of the personnel policies and procedures
manual failed to have a policy on physical At F{{ i j/\ |U/f C [.h-”/u. 5
environment, which covered cleaning the kitchen, o L ( \
and housekeeping inclusive of sorting and HF A L«{M AN 1 (AARA (i ‘Jf )
washing clothes. Wﬁ hu,\f‘f“*f Q ‘f('f Col T
of P
1189 3508,7 ADMINISTRATIVE SUPPORT 1189 b x ab e e (s
£ f . -
Each GHMRP shall maintain records of residents T A&% A (

' funds received and disbursed.

This Statute is not met as evidenced by:
Surveyor: DCOO7

Based on interview and review of records, the
GHMRP failed to establish and maintain a system
that ensures a complete and accurate accounting
of residents’ funds that are entrusted to the facility
for two of three residents included in the sample.
(Resident's #2, and #3)

The finding includes:

On August 24, 2010, at approximately 2:20 p.m.,
a review of resident's #2 and#3's financial
records revealed there were not enough receipts
to venify what Resident's #2 and #3's money was
being spent on. Interview with the House
Manager on the same date at approximately 2:30
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1189 Continued From page 5 1189
PM revealed that all the residents' records could
not be retrieved and that she did not have all the
documents to justify the residents’
expenditures/receipts. The GHMRP failed to
have files detailing funds accounting for
Resident's, #2 and #3's monies received and
disbursed at the time of the survey.
1202 3509.2 PERSONNEL POLICIES 1202 | ol dgaina P{ LT .Hb al[ls(fo
' Each staff person shall have a written job ‘D . W # 2 HDM MA ﬁ)\j
: description, which details each of his or her major
; L%?‘Ft)?or}sibilities and duties and supervisory A M’L ac /L( Ml\ /l WVLA |

avail (ft TU(/ mlfu/w’

This Statute is not met as evidenced by:
Surveyer; DCO07

Based on record review and staff interview, the
group home for the mentally retarded person’s
{(GHMRP) failed to ensure all staff was provided a
written job description for three (3) of eleven (11)
records reviewed as required by this section. |
DCW #2, LPN and the RN]

The finding includes:

Record review and interview with the GHMRP ' s
House Manager (HM) on August 24, 2010 at
approximately 10:45 a.m. revealed three out of
eleven staff was without a written job description
in their personnel files. At the time of the survey,
the GHMRP failed to ensure the availability of
documents for review during inspection.

1261 3512.2 RECORDKEEPING: GENERAL | 261
PROVISIONS

Each record shall be kept in a centralized file and

Heaith Regulation Administration
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made available at all times for inspection and A0 :
review by personnel of authorized reguiatory “{‘ﬂ QM [LP oA o Hu/

agencies. \7[ a CL{&VI LWC( awu/[ﬂxt"& |

This Statute is not met as evidenced by: - i
Surveyor: DC007 ‘l’ 0 AL e PLU{/.UL ‘&M&(‘[

' Based on interview and record review, the

| GHMRP failed to ensure records were available CLH'Q ¢ lu,ﬁ{ —f L\& Pﬁ/\/j fang J(
for inspection at all times by personnel of C oA -
authorized regulator agencies for three of M (o ﬂtg, n Wr,t?b} ,d‘ vt J‘f

fourteen personnel records. (Psychiatrist,

Nutritionist and the Qualified Mental Retardation (i ,;{ P( ,7 (,ﬁ 0 m H ‘

' Professional)
' The finding includes:

On August 23, 2010, at approximately 9:30 am.,
during the entrance conference a request was
made for various documents including the

! Human Rights Committee (HRC) minutes,

© contracts, nurses, and consultant files to be
provided on August 24, 2010, by 11:00 a.m.
Interview with the house manager (HM) on
August 24, 2010, revealed that the
aforementioned documents were in the main
office. The documents arrived at approximatedly
11:30 a.m., however the Psychiatrist, Nutritionist
and the Qualified Mental Retardation
Professional's documents were not transported.
The House Manager indicated she called the
QMRP who informed her that he would send the
documents shortly. The documents never
arrived. At the time of the survey, the GHMRP
 failed to ensure the availability of documents for
review during inspection.

1379, 3519.10 EMERGENCIES 1379

" In addition to the reporting requirement in 3519.5,
: each GHMRP shall notify the Department of
Heaith Regulation Administration
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1379 Continued From page 7 ?(L +%/1Ld (?\JHC{ che c‘( qllgllf)
Health, Health Facilities Division of any other
unusual incident or event which substantially v Co }p{, 5 oun
interferes with a resident ' s health, welfare, living R A
arrangement, well being or in any other way M ﬁ, Ll Lot 1L
places the resident at risk. Such notification shall ) 1 .
be made by telephone immediateiy and shall be KLU, ArALind  (eax [{
followed up by written notificatipn within
~ twenty-four (24) hours or the next work day. ) TL ' /{
! b4 (24) y /\1.076’1,- ﬁuC*(_{, ML(‘L(’(JZ/A 5/

W Lece b poan Aevenwed

This Statute is not met as evidenced by:

Surveyor: 19076 O (o

Based on interview and record review, the W {L“ [‘P gk s
GHMRP failed to ensure the Department of / b bi
Health (DOH), Health Facilities Division was a‘{ Adren (’““‘1 all
immediately nctified, followed by written P '

' notification within 24 hours, of unusual incidents A PHLJT s AL /e/“/wﬂk
that substantially interfered with a resident's ~ - e [
health, for pne of the three residents (Resident A 'f‘p J[[L{ M Cis g\,l E]LEM/L_
#1) included in the sample. . ) .

A Ao (ﬂ(lwu, i»tf(ﬁﬁ [ U

The findings include: i
NDEC Ac (j‘u( oF [OWA '

Review of the facility's incident reports on August
23, 2010, at approximately 9:00 a.m., revealed

" the following incidents were not reported as
required:

1. On April 25, 2010, Resident #1 complained of
abdpminal pain. Continued review pf the incident
report revealed that the resident was transported
via 911 to the emergency room. Further review
revealed Resident #1 was admitted to the
hospital on April 25, 2010 and discharged on April
29, 2010 with a diagnosis of abdominal ileus.

2. On November 30, 2009, Resident #1 was
observed experience an episcde of vomiting in
the facility. Continued review of the incident

Heaith Regulation Administration
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! report revealed that the resident was transported
via 911 to the emergency room and admitted for
i evaluation and treatment.

During a face to face interview with the Licensed
Practical Nurse (LPN) on August 23, 2010, at
approximately 3:00 p.m, it was acknowledged the
Department of Health/Health Regulation
Licensure Administration {DOH/HRLA) had not
been notified of the aforementioned incidents.

There was no documented evidence that
DOH/HRLA had been notified.

1 401| 3520.3 PROFESSION SERVICES: GENERAL | 401
PROVISIONS

Professional services shall include both diagnosis
and evaluation, including identification of
developmental levels and needs, treatment
services, and services designed to prevent
deterioration or further loss of function by the
resident.

This Statute is not met as evidenced by:
Surveyor: 19076

Based on interview and record review, the group
home for mentally retarded persons (GHMRP)
failed to ensure professional services included
both diagnosis and evaluation, including
identification of developmental levels and needs,
treatment services, and services designed to
prevent deterioration or further loss of function by
the resident for three of three residents in the
sample. ( Resident #1, #2 and #3)

The findings include:

1. Review of Resident #1, #2 and #3's medical
Health Regutation Administration
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record on August 23, 2010 at approximately 1:00 ¢

p.m., revealed no evidence of a psychological 7D S%W&L Lo oW

assessment.

o M MA L(
During a face to face interview with the Licensed é(bé qu
Practical Nurse (LPN) on August 23, 2010 at ? Sy 0 0 CIL MJ‘“’J r

approximately 1:25 p.m., it was acknowledged

Resident #1, #2 and #3's psychological %0 (QX d i € A M(Lmﬁ

assessment was not in the medical record. ‘

_There_was no evide_nce of professional services # l 7/ %W%W

iGentiied the disgnosis, evaluation and as [ mm{:tﬂq gt wﬂ‘ 12
ot H/l,( N 4 HAL toaua

developmental levels and needs for the residents.

2. Review of Resident #1's Primary Care

=

Physician's (PCP's) orders on August 23, 2010 at @{,{7 ]LQAl A o 0w A by
approximately 1:30 p.m., revealed " if no bowel : 1L
movement after third day notify [PCP]". Review P SC{ ¢ Lc ( 0C Al QL8008 npns
of Resident #1's Bowel Tracking Data Collection ]

form on August 23, 2010 at approximately 1:40 1A LM d 0T

p.m., revealed that on July 1, 5, and 8, 2010,
there was no recorded data.

B) Gutep il paome |l

During a face to face interview with the LPN and

House Manager (HM) on August 23, 2010 at U o o ;. .

approximately 1:45 p.m., it was acknowledged Q WLU é(f/bu A t Wlmc{

Resident #1's bowel movement data for July 1, 5, '

and 8, 2010, was not recorded on the Bowel +o0 ﬂfda/('{’ oL ﬂ/lf. Vl/f/l/.kﬂzlﬂ

Tracking Data Collection form. Q L . ﬂ%’
oot on.

There was no evidence of that all services

designed to prevent deterioration or further loss n M I (WUBLC(A, AL ]:’5\ ( ‘L ‘/Lﬁ,l

of function by the resident was conducted as

ordered by the PCP. Mﬂiﬂ@/ M

f}{[}(‘uu ujfjﬂ}( (o (A/@(JL(/V[ +0

Qi AL Com}) lete and.

I
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