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GOVERNING BODY
CFR(s): 483.410(a)(1)

The governing body must exercise general policy,
budget, and operating direction over the facility.

This STANDARD is not met as evidenced by:
Based on observation and interviews, the
governing body and management failed to
exercise general policy and operating direction
over the facility by failing to assure facility
furniture and a floor mat was clean and in good
repair. The finding is:

Observations conducted of the group home
furniture in the main day room of the facility on
9/17/19 revealed damage to multiple chairs along
the seam of the frame of the chairs. Observations
included one chair to have a nail protruding
outward from the chair cover with a sharp point
exposed to all passersby. Additional observation
revealed a second chair to have internal metal
material protruding from the seam of the chair
frame. Subsequent observation revealed various
other chairs in the main dayroom to have internal
frame material pressing against the chair covers
causing damage to the external chair material
while attempting to protrude through the chair.
Further observation on 9/18/19 at 7:15 AM
revealed a floor mat in the main day room that
appeared to have dried saliva and wet nasal
drainage from the previous day as no client had
been up for morning activity in the dayroom at the
time of observation.

Interview with staff B on 9/17/19 revealed she had
not noticed the chairs in the main dayroom were
in need of repair due to a protruding nail or piece
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of metal. Further interview with staff B revealed a
work order should be completed to address the
need for furniture repairs. Interview with the
qualified intellectual disabilities professional
(QIDP) on 9/18/19 revealed all furniture should be
in good repair and without safety concerns to
clients in the home. Further interview with the
QIDP revealed furniture should also be arranged
or removed after an observation of a safety issue
to provide safety to the clients in the facility until
maintenance could conduct necessary repairs.
The QIDP further confirmed a work order was not
turned in by staff B after the staff was made
aware of the need for furniture repairs during the
survey. The QIDP additionally confirmed the floor
mat in the dayroom should be clean and without
bodily fluids (wet or dry) from client use.

W 136 | PROTECTION OF CLIENTS RIGHTS

CFR(s): 483.420(a)(11)

The facility must ensure the rights of all clients.
Therefore, the facility must ensure that clients
have the opportunity to participate in social,
religious, and community group activities.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview the facility failed to ensure opportunity
and documentation relative to community
integration for 5 of 7 sampled clients (#1, #4, #7,
#13 and #15). For example:

Observation in the facility on 9/17/19 revealed
client #1 to remain in the facility throughout
observations engaged in various activities to
include snack and activities in the main dayroom.
Further observation revealed the qualified
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intellectual disabilities professional (QIDP) to
inform survey staff that the current day dinner
outing planned for client #1 was canceled due to
staff shortage. Subsequent observation of client
appearance during the 9/17-18/19 survey
revealed clients #1, #4, #7 and #15 to have
longer length hair with a disheveled style.

Review of internal documentation on 9/18/19 for
client #4 revealed financial statements to reflect
the client had not had a haircut since 1/2019.
Further review of financial statements for client
#4 since 1/2019 revealed the client to have had
no community integration outing over the nine
month period. Review of internal documentation
by the QIDP revealed no evidence of community
integration.

Review of internal documentation on 9/18/19 for
clients #1, #7, #13 and #15 revealed financial
statements to reflect the clients had not had a
haircut since 5/2019. Further review of financial
statements for clients #1, #7, #13 and #15
revealed since 1/2019 that client #1 had been on
2 community outings, clients #7 and #13 had
been on 5 community outings and client #15 had
been on 3 community outings. Review of records
revealed no further evidence of community
integration for clients #1, #7, #13 and #15.

Interview with the QIDP on 9/18/19 revealed she
was aware outings for clients had been difficult
due to staff shortage. Further interview with the
QIDP revealed she was unaware of the
timeframe in between haircuts for clients #1, #4,
#7, #13 and #15 although she was aware haircuts
had not occurred as often as scheduled. The
QIDP further confirmed clients should have the
opportunity for increased community integration
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while client #4 will often only participate in van
rides. Subsequent interview with the QIDP
confirmed better documentation should also be
kept relative to client outings to reflect how often
clients are provided the opportunity to participate
in community activities.

W 324 | PHYSICIAN SERVICES

CFR(s): 483.460(a)(3)(ii)

The facility must provide or obtain annual physical
examinations of each client that at a minimum
includes immunizations, using as a guide the
recommendations of the Public Health Service
Advisory Committee on Immunization Practices
or of the Committee on the Control of Infectious
Diseases of the American Academy of Pediatrics.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to provide a physical examination that
included immunization for 1 of 3 sampled clients
(#14). The finding is:

Review of the record for client #14, conducted on
9/18/19, revealed client #14 was admitted to the
facility on 1/5/19 and had a physical examination
on 1/10/19. Review of the 1/10/19 physical
examination revealed no documentation
regarding immunizations was included.
Continued review of the record for client #14
revealed no documentation relative to the current
or historical status of immunizations for client
#14.

Interview conducted with the nurse on 9/18/19
revealed the facility had been unable to procure a
record of client #14's immunization history. This
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interview further verified no documentation
related to immunizations was included in the
1/10/19 physical examination.
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