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£ 004 { Devealop EP Plan, Review and Update Annually E 004
CFR(s): 483.475(a)

[The [facility] must comply with all applicable
Federal, State and local emergency
proparaedness requirements. The [faclity] must
develop establish and maintain a comprehensive i e e
emergency preparedness program that meets the ECO4
requirements of this section.]

* [For hospitals at §482,15 and CAHs at [4 g

§4B5.625(a):] The Mospltal or CAH) must comply The facllity will develop a i

with all appiicable Federal, State, and local . P

emergency preparadness requirements. The comprehensive emergency

[hospital or CAH] must develop and maintain a Preparedness plan that meets

comprehensive emergency preparedness

program that meets the reguiremnents of this i the requirements Including a risk

section, utllizing an all-hazards approach. ' assessment, The plan will be

The emergancy preparedness program must reviewed

Include, but not be limited to, the follawing 3t least annually and

elements:] updated ‘ ;

(a) Emergency Plan. The [facility] must develop P + Staff will be inserviced on the.

and maintain an emergency preparedness plan emergency plan at least annually.

that must be freviewed], and updated at least QP/Program Manager will monitor

annally. monthly and update plan at least

* [For ESRD Facliitles ot §484.62(a):] Emergency annuallyt

Plan. Tha ESRD facility must develop and

malntaln an emergency preparedness plan that

must be [evaluated], and updated at least

annually.

This STANDARD s not met as evidenced by: DHSR - Mental Health
Based on interview and record review, the facility

falled to ensure an acceptable risk assessment JUN 11 2018

was periormed to address and Identify hazards
(e.g. natural, man-made, facliity, peographic, etc.) .
In the facillly's emergency plan (EF). The finding Lic. & Cert. Secﬁon

N
/]

uaommmume%& JER WE‘S SIGNATURE TTE X6} DATE
7 ~ Cox Lilig

Any deficlancy statémeht ending with an aslegh)(*) denotes & deficiency which the ingtlutian may be excused from comecting providing it s determined that )
olhar safaguards provide sufficlent prolectlan/d the patiants. {See Instructions.) Excapt for nursing homes, the findings siated abave ere digcloaable BU days

following the date of survey whether or not a plan of correction [a provided. For nursing homes, the above findings and plans of cormaction are disclosable 14

days foliowing the dete these documents are made avallable o the facillly, It deficlenclas are clled, en approved plen of corraction ls requlslte to conlinued

program paricipalion.
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E D04} Continued From page 1

The EP risk assessment was not performed.

Revlew on 5/1/18 of facility documents revealsd
the following: There was no risk assessment
complsted to addrass and identify hazards (e.g.
nalural, man-made, facility, geographic, etc.) for
the facllity,

During an interview on 5/2/18 with the qualified
Intellectual disabliles professional (QIDP)
revealed he was not aware of the naed lo parform
a risk assessment

Additional interview on 5/2/18 with the facllity
administrator revealed the agency was not aware
of what the actual struclure af the EP or how It
was to be developed.

EP Program Patlent Population

CFR(a): 483.475(s)(3)

E 007

[{a) Emergency Plan. The [facility] must develop
and malntaln an emergency preparedness plan
that must be revlewed, and updated at least
annually, The plan must do the following:]

E 004

E 007
The facllity will develop a

E007

comprehensive emergency
preparedness plan that meets

the requirements including a risk

le) slig

(3) Address patlent/dient population, Including,
but not limited to, persans al-risk; the type of
services the [facility] has the ability to provide In
an emergency: and continulty of operations,
Inciuding delegations of authority and successlon
plans.*”

*Note: ["Persans al risk® does not apply 1o: ASC,
hosplee, PACE, HHA, CORF, CMCH, RHC,
FQHC, or ESRD facliifles.}

This STANDARD iz not met as evidenced by:
Based on intervlew and record review, the facility
falled to snsure an accepiable risk assessment

assessment. The plan will address the
following: papulation served, type of
service provided, and ability to provide
service In the event of an emergency.
The plan will be reviewed at least
annually and updated, Staff will be
Inserviced on the emergency plan at
least annually. QP/Pragram Manager
will monitor monthly and update plan
at least annually.
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E 007 | Continued From page 2 E 007
was performed o address the needs af the
population served In the facillty's emergency plan
(EP). The finding Is:
The EP risk assessment was not specific ta the
needs of the cllent papulation. '
Review on 5/1/18 of facility documents revealed
the following: A tralning for fire and tarnado drills
and the evacuation procedures, There was no
risk assessmant avallable specific to the at-risk
cliant population at the facllily.
During Interviews (3) on 5/2/18 with the qualifled
Intellectual disabliiies profassianal (QIDFP) and
the facility administrator (via phone) revealed they
were not aware of the risk assessment to address .
the speclific needs of the facliity population. ST , ! - U\%‘J\\%
E 032 Primary/Allemnate Means for Communication E032 Eo'a-'z' R
CFR(s): 483.475(c)(3)
[(c) The [facility} must develop and malntain an The facllity will develop and maintaln an
emergency praparedness communication plan emergency preparedness plan that Is
that complles with Federal, State and local laws reviewed and updated annually. The
and must be reviewed and updated at least plan will add i '
annually,] The communication plan must include ress pr mary and alternate
all of the following: means of communicating with staff,
(3) Pri 3 altemats p emergency management agencies, and
rimary and altemate means for ov . A
communicating with the following: . ers'ight agencies. The facllity will
() [Facility] staff. identify primary and alternate means of
{Il) Federal, State, tribal, regional, and local communlcation and Inservice staff,
emergency management agencles. QP/Program Manager will monitor plan
*[For ICF/Ds ot §483.475(c)] (3) Primary and monthly to ensure that the
altemale means for communicating with the needs/strategies are accurately
ICF/IID's staff, Federal, State, tribal, reglonal, and identifled and addressed, ~
local emergency management agencies. v+ as e e :
. : ) ‘
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£ 032 Conlinued From page 3 E 032

This STANDARD Is not met as evidenced by
Based on documentation and Interviews, the
facllity falled to develop an allemate means for
communicating with facllity ataff, reglonal and
local governments during an emergency. The

finding st

The facility failed to develop an altemate means
for communicaling with stafi, regional and local
govemments during an emergency,

Review on 5/1/18 af the facllily's emergency
preparednass (EP) did not Include any
information regarding altemate means of
communication.

During an interview on 5/2/18, management e e i+
revealed If the lend line phone and cell service £036

were down thare was not another way {0 ‘ b\@a\\%
cammunicate during an emargency. The facllity will develop and maintain an

E 036 | EP Tralning and Testing E 036 d lan that i
CFR(s); 483.475(d) emergency preparedness plan that is

, reviewed and updated annually.
(d) Tralning and {esting. The [facility] must
devalop and malntaln an emergency The facility will ensure that the planIs
preparedness iraining and tesling program that Is based on a community-based risk

based on the emergency plan set forth In d Includ Issl
paragraph (a) of this section, risk assessment at essessment and nciudes missing

paragraph (a)(1) of this section, policies and clients/communication and ldentified
ﬁ‘m"ed“’“ ?‘ paragraeh (b) of this 5:‘(’“)"“% ‘:“'I‘d strategles for addressing identified
the communication plan at paragraph (c) of this , . \

section. The tralning and tesfing program must risks/ c'Ilent s needs. Facllity will

be reviewed and updated al leagt annually, inservice staff an Identified emergency

[For IGFIDs &t §483.475(c)] Tralning and preparedness plan. QP/Program

*[For S & X ;] Tralning an N .

testing. The ICFAID must develop and maintain Manager will monitor plan monthly to
an emergency preparedness tralning and testing ensure that the needs/strategles are

program that is based on the emergency plan set accurately identifled and addressed.

i
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forth In paragraph (a) of this section, risk
assessment at paragraph (2)(1) of this sectlon,
policies and procedures at paragraph (b) of this
section, and the communicallon plan at
paragraph (c) of this seclion. The training and
tasting program must be reviewsd and updated at
feast annually. The [CF/IID must meet the
requlrements for evacuatlon drlls and training at
§483.470(h).

*[For ESRD Faclliles at §494.62(d):] Tralning,
testing, and orientation. The dlalysis facllity must
develop and maintain an emergency
preparedness \raining, testing and patlent
orientation program that is based on the
emergency plan setl forth In paragraph {a) of this
section, risk assessment at paragraph (a)(1) of
this section, pollcies and procedures at paragraph
(b) of this section, and the communication plan at
paragraph (c) of this section. The training, testing
and orientation program must be reviewed and
updated at least annually.
This STANDARD Is not met as evidenced by:
Based on document review and Interviews, the
facllity falled to develop an emergency
preparedness (EP) iralning and testing program.
The finding Is:

The facllity falled to develop an EP tralning and
testing program.

Review on 5/1/18/18 of the facllity's EP manual, it
did not include any Information on tralning or
festing for the staff.

During an Interview on 5/2/18, staff revealed they
had not baen tested on tha EP and they could
only provide the tralning for fire and tomado drills.
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E 036 | Continued From page 5 €036
During an Interview on 5/1/18, the qualified
Intellectual disabllitles professional (QIDP)
confirmed there was no documentation for staff
tralning or tesing regarding the EP.
W 125 | PROTECTION OF CLIENTS RIGHTS W 125

CFR(s): 483.420(a)(3)

The facllity must ensure the rights of all clients.
Therefors, the facllity must allow and encourage
Indlvidual clients to exercise their rights as clients
of the facliity, and as citizens of the United States,
Including the right to file complaints, and the right
to due process.
This STANDARD 18 not met as evidencad by:
Based on observallons, and Interviews the facllity
falled to ensure the rights and dignlly for 1 of 3
audlt cllents (#3) related to the use of
incontinence pad on the chalr. The finding Is;

Cllent #3 was only allowed to sit on the fumiture
with the use of incontinence padding.

During obsarvations at the home an 5/1-2/18,
client #3 sat an the chalr with an Incantinence pad
positioned undemeath him. The pad was
expnsed and visible fo anyone in the home,

During an interview on 5/2/18, staff revealed
client #3 uses incontinence pads on the seats to,
*protect the seat In case the client urinate and the
urine runs out of the pull-up.”

Raview on 5/2/18 of cllent #3's Individual program
plan (IPP) dated 12/6/18 revealed, "Goes to the
tollet alone and urinates; Partial Independence.”

During an interview on 5/2/18, with the qualified
Intellectual disabilities professional (QIDP)

wazs e
The faclllty%ill ensure the rights of all
cllents. The facility will ensure that
Incontinent individuals will have their
rights respected at all times. Staff will
be Inserviced on how to handle
incontinent Iindlviduals and padding to
ensure that all rights are maintalned.

QP/Program Manager will monitar
weekly to ensure rights of all clients are
being respacted. :

FORM CMB-2507(02:08) Pravioua Varslons Obsolele Event ID:LIQT1Y
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As scon as the inlerdisciplinary team has
formulated a cllent's Indlividual program plan,
each cllent must recelve a conllnuous acllve
treaiment program consisting of needed
Interventions and services In sufficient number
and frequency to support the achlavement of the
objectives identified in the individual program
plan.

This STANDARD s not met as evidenced by:

Based on observatlons, record reviews and
Interviews, the facllity falled to ensure 1 of 3 audit
cllents (#3) raceived a continuous active
treatment plan consisting of needed Inlerventions
and services as Identified In the Individual
propram plan (IPP) In the area of adaptive
aquipment use. The finding ls:

Cllent #3's adaplive bowl guard was not used as
indicated.

During funch observations at the day program on
§/2/18, client #3 did not use a bowl guard.

Review on 5/2/18 of client #3's IPP daled 4/18/17
ravealed, "[Cllent #3]...current adaplive
equipment to promota function and minimize

w249

The faci

receives an individuallzed, continuous
‘active treatment plan with Identified
Interventions and services. All staff will
be Inserviced on use of adaptive
equipment needed ta promote
independence. QP/Program Manager
will monitar weekly. :
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W 125 Contlnued From page 6 W 125
canfimed the pads are use for sanllary reasons,
*Cllent #3 sometimes can urinate and It can rup
through the pull-up.” The QIDP also
acknowledged the use of Incontinence pads In
this manner could be a viofation of client #3's right
ta dignity and privacy.
W 249 ;| PROGRAM IMPLEMENTATION W 249
CFR(s): 483.440(d)(1)

blao\

lity will ensure that each client
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Based an record review and interview, the facllity
falled to ensure 2 of 3 audit cllents (#3, #
obtalned an annual physical evaluatlon Including
evaluation of thelr vislon and hearing, The
findings are:

1. Cliant #3 did nol recelve an annual vision
screening.

Review on 5/2/18 of physical examination reports
for cllent #3 dated 8/27/17, did not Include a
screaning of his vision, Additlonai review of the
cllent's record did not indicate a vislon screening
had been completed.

During an Inferview on 52118 with the quallfied
Intellectual disabliities professional (QIDP)
confirmed'the client #3 had not been assessed
for his vision.

2. Cliants #5 did not recelve an annual hearing
screening,

Review on 5/2/18 of physical examination reports

receives an annual physical examination
which includes evaluation of hearing
and vision. All clients will recelve an
:annual physical examination including
evaluation of hearing and vision. Nurse
and QP will monitor monthly.
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W 249 | Conlinued From page 7 W 248
splilage...deeper bowl and guard,”
Durina an interview on §/2/18 with the QIDP
revealed cllent #3 should use bowel guard as
‘indlcated In the IPP
W 323 | PHYSICIAN SERVICES W 323
CFR(s): 483.460(a)(3){(1)
The facliity must pravide or obtain annual physlcal
examinallons of each cllent that at @ minimum
Includes an evalualion of vision and hearing.
w323 le|3o\¢
This STANDARD Is not met as evidenced by: 'The facility will ensure that each client
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for client #S dated 3/10/17, did not Include a
screaning of the client's heating. Additional
review of the cllent's record did not Indicate a
hearing screening had been completed.

During an interview on 5/2/18 with the QIDP
confirmed the cllent #5 had not been assessed
for his hearing.

During an Interview an §/2/18, the nurse
confirmed cliend #5's annual hearing screening
should have been completed.

3. Cliant #5 did not receive an annusl physical,

Review on 5/2/18 of cllenl #5's current record
revealed an annual physical examination dated
3/11017. There was no current information
avallable for review 1o Indicate client #5 has
recelved an annual physical examination sinca.

During an interview on 5/2/18, the nurse
confirmed cllent #5's annual physical examinatlon
should have been completed.

W 324 PHYSICIAN SERVICES waze| vl &,l \s
CFR(s): 483.460(a)(3)(i) waza” IME[T
The facllity must provide or obtain annual physical The facility will ensure that each client
examinations of each cllent that sl a minimum ) | ination
Includes immunizations, using as a gulde the receives an ann-ual Fhv'Slca exami
racommandallons af the Public Health Servica which includes immunizations. Nurse
Advisary Committas on Immunization Practices will obtain immunization records onall
or of the Committee on the Control of Infectious . N and QP will monitor
Diseases of the Amarican Academy of Pediatrics. clients, Nurse

monthly,

This STANDARD s not met as evidenced by:
Based on recond reviews and Interviews, the
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W 324 ! Confinued From page W 324
facllity falled to ensure Immunlzation records for 1
audlt cllent (#5) had been oblained. The finding
ls:
Client #5's records did not Include his past
Immunizatlon history.
Revlew on 5/2/18 of cllent #5's record revealed
he had been admifted o the facllity on 11/14/87.
Addltional review of the record Indicated the client
had recelved annual Influenza and tuberculin
testing "Telanus” on 8/27/08; however, no histary
of other past immunizations was localed.
During an Interview on §/2/18, the facllity nurse
confirmed client #5's immunization history was
not current.
W 325 | PHYSICIAN SERVICES W 325

CFR(s); 483.480(a)(3)()

The facliity must provide or obtaln annual physical
examinations of each cllent that at a minimum
Includes rouline screening laboratory
examinations as delemmined necessary by the
physiclan.

This STANDARD is not met as evidenced by:
Based on record review and staff interview, the
facllity falled to ensure lab work was oblained as
ordered by the physician for 1 of 3 audit clients

(#3), The finding Is:

WBZS st s

The facility will ensure that each client
recelves an annual physical examination
which Includes routine laboratory
screenings as indicated by the
physician. Nurse will ensure that all
cllents ordered laboratory screenings
.are abtained as indicated by the
physiclan. Nurse and QP will monitor

| blao\y

Lab work for cllent #3 was nol obtained as '“°"WY:, it e
ordered. e
Reviaw on 5/2/18 of client #3's current physiclan's
order revealed the following: *L1. Annual CBC w
FORM CM8-2507{02+08) Previous Versians Obsolste Evont (ELIQTY Feclity ID: 844008 1f continuatlon sheal Paga 10 of 12
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The facility must provide a sanitary environment
to avold sources and {ransmission of infections.

This STANDARD Is not met as evidenced by:
Based on observations, policy review and
Interviews, the facility falled ta ensure proper
Infection contro! procedures were followed In
order to promote client health/safety and prevent
possible cross-contamination. This affecied all
clients residing In the home. The finding is:

Precautions were not teken o promote client/staff
health/safety and prevent possible
cross-coniamination.

During observalions on 5/1/18 In the home at
approximately 6:48 pm, staffl walked cllent #3 to
his room, Shortly after, client #3 came out of the
room holding dirty pants in one hand and dirty
pull-up in the other hand. Client #3 was fthen

Swasa

The facility will provide a sanitary
environment to avold sources and
transmission of infections. Staff will be ;
Inserviced on how to pramote !
handwashing throughout the daily

routine. QP/Program Manager-wil

monitar week| -

}
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) (D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION )
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DEFICIENCY) .
W 325 Continued From page 10 W 325 .
DIff, TSH, CMP. EVERY Jan, L2, Vit D leevsl
due with annual labs....L5. d/t Tegretol, Tegretol
level, CBC w DIff every 8 months in Jan and
Jul....” Additional review of client #3's ordered
madicatlons revealed Tegretol 200mg: Take (2)
tablets by mouth three times dally.
Further review on 5/2/18 of cliant #3's current
record revaaled the most recent labs dated
3NRNT.
During an interview on 5/2/18, the nurse
confirmaed client #3's current record dld not have
any more recent labs. )
W 484 | INFECTION CONTROL W 454 :
CFR(s): 483.470()(1) -
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SUMMARY SYATEMENT OF DEFICIENCIES

directed to the laundry room where he disposed
his dirty diaper and put the dirty pants in a
humper. Client #3 proceeded 1o the dayroom and
retrieved a basket with blocks in it. Cllent #3
staried playing with the block and the staff
proceeded to another part of the house, Atno
time was cllent #3 prompled to wash in his hands,

During an Interview on 5/1/18, staff confirmed
they are suppase 1o encourage the client to wash
his hands after touching dirty pull-up.

Review on 5/2/18 of the cllent #3's adaptive
behavior inventory (AB!) dated 12/6/17 revealed
cllent #3 s partially Independent on washing
hands afler tolleting,

During an interview on §/2/18, the facliity's nurse
ravealaed staff are to prompt clients to wash hands
when they come Into contact with any bodily
flujds,

{x4) 10 o PROVIDER'S PLAN OF CORRECTION © )
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