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D 000 Initial Comments D 000
A licensure survey was conducted on February
15, 2012 through
February 16, 2012. A random sample of five
males was selected from a residential population
of seven males. The survey findings were based
on & review of resident and administrative
records, as well as observations in the home and
interviews with administrative staff, direct cars
i siaff and residents.
D 450) 3402.3 Personnel D 450
All persons employed in a community residence
. facility shall have a pre-empioyment medical
i examination by a licensed physician and shall be
certified annually by the examining physician to
be in good health and free of communicable ;
diseases as defined in chapter 2 of this title. .
This CONDITION is not met as evidenced by: pnual meds cof ?"‘#m‘”ﬁf ffff 03f23[t2]
Based on interview and record review, the dnege Fhree STZL,L m e d
Community Residential facility falled to provide will be cone and dopumen
evidence of annual medical examinations for e e yespocive r“%ﬂ"_"‘({( ca {
! three (3) of the eight (8) records reviewed. (Staff ¢ gnnval  heathe cerPficates]
C#1#2, and #5 . . . !
" ) Nepmhbare Corceo wnall reguie
The finding includes: vf[‘?b"jl <ttt ek e
Interview with the facility Program Director, and eurmrent . &vady TPyr grogems
Quality Improvement Specialist on February 15, et cpecpadich ¢ Wq‘}) do
2012, at approx;mateiy 2:45 p.m., acknowledged =pllanv \/F “+o eMoure.~Thi <
that the facility failed to provide evidence of ve Adare | cohveve recon
annual health certificates for Staff #1, #2, # and . ) e
45, PeM oS i doire .
D 580 3403.9 Admisison Policies : D 580
i
s ,
| The examining physician shall certify that the
resident is free of communicable dissase as
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| Conti “ 1 etrgure. | '
£ 583 Continued From page 1 D 580 efahears’ (ongeqo wi g & /2& 1z
'1 ) L _ ‘]4' ez add all residean o324/
+ defined in chapter 2 of this title, and shall provide Have q W H.&,\_ rt(,,};{_ covided |
the community residence facility with a written TN

report, including sufficient information conceming
the resident's health to assist the community

| residence facility in providing adequate care,

including any freatment orders, drugs prescribed,
special diets, and & rehabilitation program.

This CONDITION is not met as evidenced by:
Basad on record review and interview, the

i community residential facility (CRF) failed to
- ensure two {(2) of the seven (7) residents included
in tha sample had been certified as free of

communicable disease. (Residents #1 and #4)
The finding includes:

Review of Resident #1's medical record onh
February,15, 2012, beginning at 9:42 p.m.

revealed the resident had a medical examination |

dated November 15, 2010. Further review of the
medical record failed to evidence documentation
that Resident #1's examining physician certified

| that he was free of any communicable disease

since 2010.

interview with the Program Director on February
15, 2012 at approximately 3:28 p.m. revealed
they had a medical doctor that worked on site

i several times during the week. He said that the
: facility was in the process of providing staff to

track the status of the resident’'s medical
examinations to ensure they ara current and the

resident is free of any communicable disease.

Al the time of the survey, the CRF failed to

. provide documented evidence of a current

: medical examination fo certify that Resident
i #1 was free of any communicable disease.
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D 580% Continued From page 2 D 580 &wd.ﬁ‘l EMIWM{"§PWI‘S}— l
| will 4 # a1l —Tvﬂawﬂuf)am(;
| 2. Review of Resident #4's medical record on reviens Yescdedlbs' gecordlc |
* February,15, 2012, beginning at 12:51 p.m. '
. revealed the resident had a medical examination !
- dated December 6, 2011. Further review of the '
! medical recerd failed to evidence documentation i
! that Resident #4's examining physician certified ;
" that he was free of any communicable disease f
: since 2010.
Interview with the Program Director on February ‘
15, 2012, revealed they had a medical doctor that
- worked on site several times during the week. He ' |
. said that the facility was in the process of
providing staff to irack the status of the resident's |
medical examinations o ensure they are current 1
and the resident is free of any communicable
disease.
- At the time of the survey, the CRF failed io
- provide documented evidence of a current
j medical examination to certify that Resident
‘ #4 was free of any communicable disease.
D 700 3404.1 Resident Status Policies D 700
i In addition to the pre-admission medical : Late M&W‘f‘ﬂe“ OF Y5 ‘{{MK ?f_ 5-26 -1
- examination required by § 3403.8, each resident Nelghgoic Con JU Wil oh, —hf;
 shall have an annual examination by a physician. tat reideats ;:lﬂ o
. The physician's report and his or her aofepivah, medize| 13 t“f‘” >
recommendatiors shall be included in the se ~Fat tifl Gicinn FW‘-"”{C'S :
resident's permanent file. r‘c’élucwﬁ w:‘f?a. auv annval i
! ecaminahon . Case Manage]
: This CONDITION is not met as evidenced by: will FolleV —p én “heCe agpon-
; Based on interview and record review, the Fvmedts will documpelit |
| community residence facility (CRF) failed to Wﬁ-deﬂcg_'/ re¢vlfy or amval
ensure that each resident received an annual acaAminahan e w et eot]C Bl
examination by a physician, for five of the seven aindeaie ‘ MySicigan
sampled residents. (Residents #1, #2, #3#4, #5) AT mﬁﬂ%l A
‘ Foleg ;
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D 700; Continued From page 3 D700 Case Ww’lﬂ&{é’. a/wﬁ ﬂ’lch!?ﬂ!
1
i

‘ The findings include: EI‘;C{?};Q w %

‘ On February 15, 2012, at approximatefy 11:1G rgczdmﬁ) tilave A& “1
. a.m. interview with the program director revealed Ph <¢ <al” excamimneNee s -g i
| the facility had a medical director that worked on conhnes rudfdt feAfie '
- sight and was responsible for conducting an :
i annual examination for each resident. Review of !
| the resident's records revealed Resident #1's last
medical examination was daied November 15, i
2010, Resident #2's last medical examination !
was dated January 5, 2011, Resident #3's :
- medical examination did not evidence any date,
Resident #4's examination was December 6,
2011, and Resident #5's medical examination
was dated December 15, 2010.

- Interview with the Program Director on February

' 18, 2012, revealed they had a medical doctor that |
, worked on site several times during the week. He!
| said that the facility was in the process of
providing staff to track the status of the resident's
medical examinations o ensure they are current,

© At the time of the survey, the facility failed to
- ensure Residents #1,

#2, #3 #4 and #5 had current annual
examinations conducted by a physician. %

D3030| 3421.1 Housekeeping and Laundry Services D3600

The interior and exterior of each community

' residence facility shall be maintained in a safe,
! clean, orderly, attractive, and sanitary manner
. free from accumulations of dirt, rubbish, and

. objectionable odors.

This CONDITION is not met as evidenced by:
Based on observation and interview, the
Community Residential Facility (CRF) failed to ;
. ensure the inferior of the home was maintained in |
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| a safe and sanitary manner, free from _
- accumulations of dirt. ‘
' The findings include:
! An environmental inspection on February 16,
i 2012, beginning at approximately 2:10 p.m. Froat eiveavice. VWZ"““{M .
revealed the following deficiencies: Nas been Fixed aad 022512
fondihan  mesdz « It Sﬂ‘ﬁ:ﬂ‘l
1. The front enirance wooden gate was rotten and camnifar rﬁy;mm 'é‘
- and appeared unsteady; I
2. The front enirance door inside knob was The froqt door wikizde bnoes 0% iF-12
| missing requiring the residents to use the well be. Fieed A wews o’
thumbnail lock te exit the building; will e P“-'— on dopr.

3. The kitchen oven had excess grease inside
: on the bottom shelf and on the stove hood. There
was also no cover over the hood fan;

4. On the second floor in the rear bedroom, the
‘ floor boards at the entrance to the room were

" elevated and had potential of becoming a trip
hazard;

5. The second floor bathroom ceiling vent was
dusty;

&. In the middle bedroom there wers no curtains
or blinds at the windows for residents privacy
from the ouiside; and

i 7. In the refrigerator there were pots and pans
; with what appeared to be spoiled food.

I

‘ At the conclusion of the environmental

| inspection, the faciiity Program Director

| acknowledged the above deficiencies and

i indicated they” will eliminate them upon receipt
‘ of the report from our office.
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