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E 032 | Primary/Allernate Means for Cormmunication E 032
CFR(s): 483.475(c)(3)

[{c) The [facility] must develop and maintait an \jﬁ Q A‘ /'WU[/ UAA’ ﬁj‘

emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at least
annually.] The commurication plan must include
all of the follawing:

(3) Primary and alternate means for
communicating with the following:

(i) [Facility] staff.

(i) Federal, State, tribal, regional, and local
emergency management agencies.

“{For ICF/IIDs at §483.475(c)] (3) Primary ahd
alternate means for commuricating with the
ICF/ID's staff, Federal, State, tribal, regional, and
jocal emergency management agencies.
Thig STANDARD is not met as evidenced by:
Based on record revisw and interviews, the
facility failed to ensure the Emergency
Preparedhess Plan (EF) plan included an
allernate means for communicating with facility
staff, regional and local governments during an
emergency. Tha finding Is:

The facility's EP p!a.n di_d not. identify an glterna{e e E'ﬂ V/ED ‘
means for communicating with staff, regional and b o b

local governments during an emergency.

NOV 2 ¢ 2018
Review oh 11/13/18 of the facility's EP plan dated
3115/18 revealed if the group home phone was DHSR-MH Licensure Sect
not working and staff's personal phones were not
waorking, staff should go to a nearby group home
for help, go to a neighbor's house for help, go to a
nearby business or store, write "Help" in hig bold

letters and place in the window, wave a white
cloth, use personal back up cparqers ’g_g\ﬂick a

LABORATORY DIRECTOR'S OR PROVFDER/SUPPLIETR'E}WES TR {46) DATE
e

TI-E
dél///l:'ml)/?bﬁ//

s

Any deficlency statement ending with en asterisk (‘)'de??nlas a'doflteney whic Putitution may be excused from comecting praviding it is detarmined that
ather safeguards provida sufficlent pratection to the patlents. (Ses instructions,) Except for nursing homes, the findings stated above are disclosable BO days
following the date of survey whether or not a plan of carraction Is pravided. For nursing homes, the above findings and plans of cortectian ara disclusable 14
days following tha date these documants ar¢ mads availsble to the faclity. [f deficiencles are cited, an spproved plon of coraction is requlsite ta continued
program parficipation.
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Utilize an analog phone that plugs into a Jack and does nat need power for operatian,

Ask staff to utilize their personal cell phones when available and for contact between the staff and local

_emergency management. We will provide retribution if they engage their phones for emergency

purposes on behalf of the company.  We will purchase and maintain a battery operated charger that
staff can use a quick charge.

Maintain a deactivated phone for a true emergency because 911 can always be accessed.

Use the pull station or activate the emergency alarm system in the home since they have battery back-
up.

Have a plan to utilize a nearby neighbor or business, Document the name of the neighbor, the
address, date and time you recelvad a verbal agreement, the potential for the nelghbor to be at
home/business to be open and the mode of communication they have available should they suffer a
power loss, If they agree include their address and phone number in the plan.

Assure your plan stipulates who your local emergency responders are, the plan for them te check on
your facilities and means of cormmunication should you find yourself in distress.

Always have a large laminated sign that says | need help and tape available to place it in the front
window or doar. .

Utilize the horn on the van and lay down on it to signal digtress.

Assure your plan includes using the Weather band radio to stay abreast of emergency sltuations.
Contact your local emergency coalitions because they have various communication devices available
on a first come, first serve basls,

Target Date: 1/11/15
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DEFICIENCY)
£ 032 | Continued From page 1 E 032
flaghlight to signal for help, i
Interview on 11/13/18 with the Home Manager
(HM) revealed the home did not have an aiternate
means of communication available in case of an
emergency. The MM indicated staff would be ‘
expected to go to a neighbors home and ask far
help. The HM also added she has a family
member who lives nearby who would be glad to
asaist them,
Interview on 11/13/18 with the Qualified
Intellectual Disabiiitiez Professional (QIDP)
revealed durlng an emergency with no electricity
or phone service available in the home, staff
would be expected o drive to another group
home, use flashlights to signal for help, or display
a white flag 1o contact emergency personnel.
The QIDP acknowledged staff are not required to
have a pergonal phone for use duting an
emergency and personal phones are not a
requirement for employment,
E 039 | EP Testing Requirements E 039
CFR(s): 483.475(d)(2) 039
(2) Testing. The [facility, except for LTC facilities, Safety Committee Chairperson/
RNHCIs and OPOs] must aonduct exercises to QP/Home Manager will participate
test the emergency plan at least annually. The in a full-Scale exercise or a
[facility, except for RNHCIs and OPOs] must do based table top
all of the following: exercise specifically for the
“[For LTG Facilities at §483.73(d):] (2) Testing, Lee Forest Group Home. In
The LTC facility must conduct exercises to test the event of an actual or man
the emergency plan at least annually, including man.emergency that requires
unannounced staff drills using the emergency activation of the emergency
pracedures. The LTC facility must do all of the plan the facility will document
following:] activation of plan and file with
FORM CM%-2567(02-08) Frovious Versians Obaolcte Event ID: ROEG1 Faciily 1D: 922117 If continuation shaet Page 2 of 10
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(X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
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LEE FOREST HOME
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(K4) I
FREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATICN)

1}
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION {X5)
(BACH CORRECTIVE ACTION 8HOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE oaTE
DEFICIENCY)

-E039

Continued From page 2

(iy Participate in a full-scale exetcise that is
community-basad or when a community-based
exercise is not accessible, an individual,
facility-based. If the [facility] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
[facility] is exempt from engaging in @
community-based or individual, facility-based
full-scale exercise for 1 year following the onset of
the actual event.
(i) Conduct an additional exercise that may
include, but iz not fimited to the following:

(A} A second full-scale exercise that is
community-based or individual, facility-based.

(B) A tabletap exercise that includes a group
discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or
prepared questions designed to challenge an
emargency plan,
(iti) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
{facility's] emergency plan, as needed.

*“[For RNHCIs at §403.748 and OPQs at
$486.360] (d)(2) Testing, The [RNHCI and OPO]
must conduct exercises to test the emergency
plan. The [RNHCI and OPO] must do the
following:

(i) Conduct a paper-based, tabletop exercize at
least annually, A tabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically relevant emergency scenario, and @ set
of prablem statements, directed messages, or
prepared questions designed to challenge an
emergency plan.

(i) Anaiyze the [RNHCI's and OPO's] response

gpo3a| the Emergency Response Plan

Monitoring will occur by the
Clinical team performing either
a full-scale exercise ot a table
top exercise

By 1/11/2019

Target Date 1/11/2019

FORM GMS-2567(02-94) Previous Versions Obsalute

Event ID:BOES

Faclliy 10; 022117 If cantinuation shest Page 3 of 10




NOV-26-2018 15:11 FromRHA Maxton 0108449082

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

To:19187154785 Page8/14

PRINTED: 11/16/2018
FORMAPPROVED
OMB NO. 0938-0391
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(X2) MULYIPLE CONSTRUGTION

A, BUILDING

B8.WING

(X3) DATE SURVEY
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NAME OF PROVIDER OR SUPPLIER

LEE FOREST HOME

STREET ADDRESS, CITY, STATE, 2IP CODRE
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SUMMARY STATEMENT DF DEFIGIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

o b
PREFD(
TAG

lv]
PREFIX
TAG

PROVIDER'S PLAN OF GORRECTION {X5)
(EACH CORRECTIVE ACTION SHOLILD BE COMPLETION

CROSA-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

E 039 | Continued From page 3

to and maintain documentation of all tabletop
exercises, and emergency events, and revise the
[RNHCY's and OPO's] emergency plan, as
needed.
This STANDARD is not met as evidenced by:
Bazed on record review and interview, the facility
failed 1o ensure facility/community-based or
tabletop exercises to test their emergency plan
were conducted. The finding is:

‘The facility's emergency preparedness (EP) plan
did not include completion of
facility/community-based exercises or tabletop
exercises.

Review on 11/13/18 of the facility's EP plan
updated 3/15/18 did not include a full-scale
community-based or individual facility-based
exercise or a tabletop exercise to test thelr
emergency plan.

Interview on 11/14/18 with the Qualified
Inteliectuat Disabilities Professional (QIDP)
indicated the facility has not conducted a
full-scale facility/community-based exercise or a

current.emergency plan.

E 032

W 229 | INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440() (40

The objectives of the individual program plan
must be stated separately, in terms of a single
behaviaral cutcome.

Thiz STANDARD is not met as evidenced by:
Based on record review and interview, the facility

w2201 w229

Habilitation Specialist will re-write
Tooth brushing ohjectives for
client’s #2 &#3 and other
programs as heed. QA Specialist
will re-in service the Habilitation
Specialist on writing programs
With single objectives.
Monitoring will occur by
the clinical team through

EORM CMB-2567(02-98) Pravicus Verslons Qlisolete

Event ID:BOEST

Fuelity 1D 422117
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W 228 | Continued From page 4 w2zo| assighed non-medical chart
failed to ensure objectives for 2 of 3 audit clients reviews by the QP,
(#2, #3) wera written In terms of a single Target Date 1/11/2019 !
behavioral outcome. The findings are:
Objectives statements for 2 of 3 audit clients (#2,
#3y were not written with single cutcomes.
a, Review on 11/13/18 of client #2's Individual
Program Plan (IPP) dated 1/8/18 revealed the
objective, "[Client #2] will brush his teeth 2 times
a day for 2 minutes and floss at lsast 1 time a day
especially bed tima with 80 % verbal prompts or
less for 2 consecutive review petiods.”
b. Review on 11/13/18 of client #3's IPP dated
8/14/18 revealed the objective, "[Client #3] will
brush his teeth 2 timas a day and floss at least 2
fimes a day at least 2 minutes with 80%
independence verbal prompts for 2 consecutive
review periods."
Interview on 11/14/18 with the Habilitation
Specialist confirmed the objective statements
were not written with single outcomas, W249
W 249 | PROGRAM IMPLEMENTATION w249 it alist i
CFR(g); 483.440(d)(1) Habilitation Specialist in
conjunction with the QP,
As soon as the interdisciplinary team has will in-service DSA's on encouraging
formulated a client's individual program plan, participation from clientf2 and all
;aacl; clie?t must receive afcontifnuouds e:ictiva other clients in the home with meal
reatment program consisting of neede . “ion to in-servicing on
interventions and services in sufficient number prep,llr_\ addition ﬁ;'n d .' ng‘ al
and frequency to support the achievement of the practicing s.a'fets./ skitls u‘m.\g e
abjectives identified in the individual program preps. Habilitation Specialist
plan. in conjunction with the
QpP, will in-service D5A's on
encouraging family style dining
from client #3 and all other 1

FORM GMS.2587(02-99) Pravious Varglons Qbaclete

Bvent ID;BOESH

Faellity I 822197
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W 249 | Continued Fram page 5 W 249/ clients in the home.

This STANDARD is not met as evidenced by:
Based on observations, interviews and record
reviews, the Tacility failed o ensure 2 of 3 audit
clients (2, #3) recaived a continuous active
treatment plan consisting of needed interventions
and services as Identified in the Individual
Pragram Plan (IPP) in the area of cooking and
family style dining. The findings are:

1, Client #2 was not actively engaged in cooking
during meal preparation.

During dinner preparation in the home on
1113/18 from 4:47pm - 6:00pm, steff used a
manual can opener, stirred food in pots on the
stove, operated the microwave and blender, and
placed hamburgers on a dish without a client's
assistance. During thiz time, client #2 was
standing nearby or otherwise available to assist.
Client #2 was not prompted to parficipate with
these tasks.

During breakfast preparation in the home on
11/14/18 from 6;35am - 7:10am, staff heated a
pot of water, added grits (and butter), stired the
grits periadically, added butter to bread slices,
placed the slices on a pah, and placed the pan in
the oven. During this time, client #2 stood nearby
watching the staff. Client#2 was not prompted or
encouraged to assist with these tasks.

Staff interviews (2) on 11113 - 11/14/18 revealed
client #2 is not allowed to use a can opener
because of "sharp objects.” Additional interview
indicated client #2 could help cook but "l don't
know if | warit them helping with the hot grits.”
However, the staff added, "Client #2 knows
everything to do in the kitchen.”

Monitoring will oceur at
the rate of 4 Mealtime

Target Date: 1/11/2019

assessments as assigned by the QF.

PORM CMS-2567(02,80) Previous Versions Obaolets

Event 1D: BOES11

Facllity ID; 822117
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W 248 | Continued From page 6

Interview on 11/14/18 with client #2 revealed he
likes to help in the Kitchen,

Review on 11/14/18 of client #2's Adaptive
Behavior Inventory (ABI) updated '3/28/18 noted
the client can prepare beverages, sandwiches,
salads, meat dishes/vegetables in the microwave
ar oven, bake muffins/cookiss/breads, use'a
manual or electric can opener and plan/prepare
breakfast, lunch and dinner meals given partial
agsistance.

Interview on 11/14/18 with the Qualified
Intellectual Disabilities Professional (QIDP)
confirmed client #2 can assist with cooking tasks
given supervision and staff assistance,

2. Client #3 was not prompted or assisted to
serve himself at dinher.

During dinner preparation in the home an
11/13H8 at 5;37pm, staff cut up client #3's
hamburger and bun at the kitchen counter and
placed them on his dinner plate. The staff later
added peas, baked beans and mashed potatoes
to the plate and took the plate to client #3 at the
dinner table. Client #3 was not prompted ot
assisted to serve himself any food items at the
dinner meal.

Staff interview on 11/13/18 revealed they routinely
prepare client #3' plate in the kitchen and he
does not participate with this task.

Review on 11/14/18 of client #3's IPP dated
8/14/18 revealed, *...cut up diet, bite size food
may be cut up in the kitchen." Additional review
of the cllent's ABI dated 12/1/17 indicated he can
serve himself from a bowl or platter

W 249

FORM CMS-2567(02-98) Previous Veralons Qhsolete

Event ID: BOESN

Fucilily 10: 922117
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are conducted only with the written informed
consent of the client, parents (if the client is a
minar) or legal guardian.

This STANDARD is not met as evidenced by:
Bazed on record review and interview, the facility

fafled to ensure a restrictive behavior suppott
program (BSP) was only conducted with the

written informed consent of a legal guardian.

This affected 1 of 3 audit clients #2). The finding
ia:

Client #2's BSP did not include a current written
informed consent from his legal guardian.

Review on 11/13/18 of client #2's record revealed
a BSP dated 4/30A18. The BEP addressed
severe distuption, inapprapriate sexusl behavior,

inappropriate toileting behaviors and taking items -

not belonging to hit, Additional review of the
record identified the use of Seroquel fo address
inappropriate behaviors. Further review of the
record revealed the guardian had signed a
congent dated 8/7/17. The record did not include
a current written informed congent signed by the
guardian,

interview on 11/14/18 with the Qualified

will be updated priar to expiration.
The clinical team will ensure that
the BSP is implemented
with the informed consent of the
guardian for client#2 and all other
clients in the home. After three
unsuccessful attempts to obtain
informed consent QP/Behavioral
Specialist will visit or mailed a certified
letter to last known resident’s address,
Chairpersan of the Human Rights
Committee will be notified of attempts
to contact guardian. QP and/or
Behavior Specialist will review all
BSP's to ensure informed consent
Is documented by 12/14/18.
Manitoring will occur ongoing by
quarterly chart reviews as
assigned by Qp,
Target Date: 1/11/2019
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W 249 | Continued From page 7 W 248
independently.
Interview on 11/14/18 with the QIDP confirmed
client #3 can serve himself at meals and should
be prompted and assisted fo do so. W263
W 263 | PROGRAM MONITORING & CHANGE W 263 -C—II:‘/—B havi . ) |
GFR(=): 483.440(7)(3)(iH) 1P/Behavioral Specialist, will obtain |
informed consent from the legal |
The committee should insure that these programs guardian of client#2, And consents |

FORM CMB-2867(02-68) Previous Versions Obaolete
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W 263 | Cantinued From page B W 263
Intellectual Disabilities Professional (QIDF)
confirmed the consent had expired and no
current written informed consent had been
obtainad after several attempts to reach client
#2's guardiah.
W 481 | MENUS w481 WAR1

CFR(s): 483.480(c)(2)

Menus for food actually served must be kept on

file for 30 days.

This STANDARD is not met as evidenced by:
Based an obsetvations, interviews and record
review, the facility failed 10 ensure a record of
food actually served was kept, The findings are:

Foad substitutions were not documentad.

During lunch observations in the home on
11/13/18 at 12:38pm, client #6 refused his tuna
sandwich, potato chips and a pudding cup. The
client was given another food chaoice and chose 8
can of ravioli,

During dinner abservations in the home on
11/13/18 &t 6:00pm, clients consumead green
peas along with ather food items.

Review of the dinner menu for 11/13/18 revealed
brussel sprouts as the dinner vegetable.

Staff interview on 11/13/18 revealed no brussel
sprouts were available and green peas wera uses
as a substitution,

Additional review on 11/14/18 of the menu book
for the home revealed a food substitution list.
The last documented substitution was dated
7M2118.

assigned by the QP.

Target Date: 1/11/2019

QP/Home Manager will re-in service
all DSA’s on the proper documentation
of food substitutions of client#6 and
all other clients in the hotme.
Monitoring will occur at the rate

of 4 mealtime assessments as
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Interview on 11/14/18 with the Qualified
Inteflectual Disabilities Professional (QIDP)
confirmed all food substitutions should be
documented.
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