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W 000 | INITIAL COMMENTS

| A recertification survey was conducted from April

| 24, 2013 through April 26, 2013. A sample of

| three clients was selected from a population of

| two males and three females with varying {
degrees of intellectual disabilities. This survey |
was initiated utilizing the fundamental survey ]
| process.

The findings of the survey were based on
observations in the home and three day
programs, interviews with direct support staff,
nursing, and administrative staff, and one

| guardian, as well as a review of client and
administrative records, including incident reports.
No federal deficiencies were cited. }
[Qualified mental retardation professional ‘
{QMRP) will be referred to as qualified intellectual
disabilities professional (QIDP) within this report.] |
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INITIAL COMMENTS

A licensure survey was conducted from April 24,
2013 through April 26, 2013.

A sample of three residents was selected from a
population of two males anf three females with
varying degrees of intellectual disabilities.

The findings of the survey were based on
observations in the home and three day
programs, interviews with direct support staff,
nursing, and administrative staff, and one
guardian, as well as a review of client and
administrative records, including incident reports.

[Qualified mental retardation professional
(QMRP) will be referred fo as qualified intellectual
disabilities professional (QIDP) within this report.]

3504.1 HOUSEKEEPING

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, rubbish, and abjectionable
odors.

This Statute is not met as evidenced by:

Based on observation and interview, the group
home for individuals with intellectual disabilities
(GHIID) failed to maintain the environment in
accordance with the needs of five of five
residents in the facility. (Residents #1, #2, #3, #4
and #5)

The findings include:

Observations of the environment were conducted
on April 26, 2013, beginning at 10 50 a.m. The
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house manager (HM), qualified intellectual
disabilities professional (QIDP), and the
operations manager (OM) were present during
the inspection and confirmed the findings. . J
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A. The Teflon coating on the interior of the pots EJA:}' L,a \\ b ¥4 wd 5/ i
used for cooking was heavily chipped, causing 4 =31 271 =
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the metal undemeath to be exposed.

B. The bottom drawer of Resident #2's storage
chest was broken.

C. Heavily scaling paint was observed on the
right side of the house, near the roof.

D. A large chipped area was observed at the end
of the floor board located above the top step
leading to the patio.

E. Several of the hand rails on the ramp were
warped, which prevented them from being even
with the adjacent sections. A splintered area
approximately two feet in length was observed on
the outside of one of the hand railings.
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