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CFR(s): 483.420(d)(2)

The facility must ensure that all allegations of
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law through
established procedures.

This STANDARD is not met as evidenced by:
Based on facility record, documentation review
and interviews, the facility failed to ensure an
injury was reported to external officials in
accordance with state law for 2 of 2 incidents
reviewed. The finding is:

Review of facility incident reports dated 5/2022-
6/2022 revealed an incident dated 6/10/22 and
6/11/22. Review of the 6/11/22 incident revealed
at 9:35PM client #3 was outside and suffered a
seizure that lasted for a minute. Continued review
revealed the client fell to the ground, hitting her
head causing a small bump on the head. Further
review of the incident revealed 911 was
immediately called and client #3 was transported
and admitted to the hospital.

A review of incident notifications revealed the
facility area supervisor, on-call triage nurse,
qualified intellectual developmental professional
(QIDP) and client #3's guardian were notified on
6/11/22. Continued review revealed no evidence
of an incident report completed within the Incident
Response Improvement System (IRIS).
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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Review of client #3's record on 6/27/22 revealed
hospital discharge summaries dated 6/10/22 and
6/13/22. Review of the 6/10/22 hospital discharge
summary revealed client #3 was treated for heat
exhaustion and released to the group home the
same day with follow up instructions. Continued
review of the 6/11/22 hospital summary included
an admitting diagnosis of dehydration, seizure
disorder, heat exhaustion, initial encounter and
nontraumatic rhabdomyolysis. Further review
revealed a CT Head without injected contrast
technique was completed on 6/11/22 with no
evidence of acute brain injury along with other
laboratory tests.

Subsequent review of the discharge summary
dated 6/13/22 revealed medication prescribed:
Ativan 0.5 mg tablet to be given one time a day at
4PM for five days and follow up with client #3's
primary care provider in one to two weeks. Future
appointment scheduled on 6/14/22 with a medical
doctor. Medical consult dated 6/16/22 revealed
the medical appointment was completed with no
further recommendations. Futher review revealed
a Neurologist appointment scheduled for 7/8/22.

Interview with the facility nurse on 6/27/22
revealed she was made aware of the incident
involving client #3 on 6/10/22, however she was
not aware of the incident on 6/11/22 which led to
the client being hospitalized for three days.

Interview with the QIDP and home manager (HM)
on 6/27/22 verified client #3 left the premises on
6/10/22 and walked around the neighborhood for
several hours, which led to the client being
lethargic and transported to the hospital. The
hospital determined the client had heat
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exhaustion and was treated and released.
Continued interview with the QIDP confirmed
client #3 left the premises again on 6/11/22,
remained outdoors for several hours, became
weak, fell and bumped her head. Staff was with
the client the entire time during both incidents on
6/10/22 and 6/11/22, however the client remained
outdoors for several hours according to the
QIDP's report.

Further interview with the QIDP revealed staff
called 911 and the client was transported to the
hospital on 6/11/22. The hospital determined the
client had heat exhaustion, a seizure and the
client remained in the hospital for two days.
Subsequent interview with the QIDP confirmed an
incident report was not completed for the 6/10/22
incident. Additional interview with the QIDP
verified an IRIS report had not been completed
with client #3's incidents on 6/10/22 and 6/11/22.
PROGRAM IMPLEMENTATION

CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on observations, interviews and record
review, the facility failed to ensure 1 sampled
client (#3) received a continuous active treatment

W 153

W 249
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program consisting of needed interventions as
identified in their individual support plan (ISPs).
The finding is:

Observations during the complaint investigation
on 6/27/22 at 11:15 AM revealed client #3 to lay in
the bed. Continued observations revealed the
door chime to not alarm as the staff opened the
door. Further observations revealed this surveyor
to discover numerous door chimes and door
alarms not in working order in the facility. The
following door chimes were not in working order:
front door, sliding glass door, side entry door and
client #3's bedroom door. Observations revealed
the sliding glass door chime to lay on the ground
in pieces outside the door. Further observations
at 11:45 AM revealed client #3 to share she had
not had any food or drink all day. This surveyor
encouraged the client to tell her staff that she was
hungry. Observations at 11:50 AM revealed client
#3 to sit at the dining table and eat cereal, toast
and water. Additional observations from 12:00
PM to 3:30 PM revealed staff to keep clients
engaged and not encourage client #3 to come out
of her room and join the group.

Review of documentation during the complaint
investigation on 6/27/22 revealed the following
documentation: individual support plans (ISPs),
behavior support plans (BSPs), medical consults,
guardianship documentation, incident reporting,
staff schedules and consents. Review of incident
reports dated 5/20/22, 5/22/22, 6/11/22 and
6/17/22 revealed the client has refused several
medications previously.

Review of the ISP dated 2/9/22 for client #3
revealed the following diagnosis: 1/DD, mild;
Intermittent Explosive Disorder; Dementia, mild;

W 249
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obstructive sleep apnea; Stevenson Johnson
Syndrome; scoliosis; Unspecified Congentital
Cystic Disorder; left kidney removed and deaf in
right ear. Review of the BSP for client #3 dated
1/4/22 revealed the following target behaviors:
agitation, verbal outbursts, physical aggression
towards others, self-injurious behaviors (SIBs)
and elopement. Review of the documentation did
not reveal the following documentation for client
#3: IRIS reports dated 6/10/22 and 6/11/22,
treatment team minutes, updated interventions to
address dementia concerns, nutritional
assessment, interventions relative to dementia
diagnosis and food intake concerns, and nurses'
notes relative to incidents on 6/10/22 and 6/11/22.

Interview with staff A on 6/27/22 revealed the
client refuses food and water often. Staff A also
revealed the client has left out the door without
permission on numerous occasions however staff
are able to quickly get the client to return inside
the group home. Continued interview with staff A
revealed the client also does not sleep well at
night. Further interview with staff A revealed the
client has to be prompted to eat throughout the
day. Interview with staff B on 6/27/22 revealed
the client did not sleep on the night of 6/9/22 and
was pacing and talking to herself all night. Staff B
also revealed the client was packing her clothes
and stating that her family was getting ready to
pick her up and take her home. Further interview
with staff B revealed the client did not eat or drink
on the morning of 6/10/22.

Interview with the site supervisor (SS) on 6/27/22
revealed two incidents involving client #3 on
6/10/22 and 6/11/22. The SS revealed during the
interview client #3 left the premises on 6/10/22
and walked around the neighborhood for several
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hours, became lightheaded and lethargic which
led to the client being transported to the hospital.
The hospital determined the client had heat
exhaustion and was treated and released to the
group home on the same day.

Interview with the qualified intellectual disabilities
professional (QIDP) on 6/27/22 revealed client #3
exhibited dementia symptoms such as
disorientation, delusions, short term memory loss
and leaving the area without permission. The
QIDP also revealed the client has shown an
increase in dementia symptoms over the past few
months. Continued interview with the QIDP
revealed the client refuses to eat and drink often.
The QIDP also revealed the client does not have
interventions relative to dementia and food intake
concerns.

Subsequent interview with the QIDP on 6/27/22
revealed the client left the premises on 6/11/22,
remained outdoors for several hours, became
weak, fell, bumped her head and had a seizure.
The QIDP revealed staff was with the client the
entire time, however the client remained outdoors
for several hours. Continued interview with the
QIDP revealed staff called 911 and the client was
transported to the hospital on 6/11/22. The
hospital determined the client had heat
exhaustion and a seizure and the client remained
in the hospital for two days. The QIDP verified
the client was released on 6/13/22 and returned
to the group home with a follow up neurological
appointment. Further interview with the QIDP
revealed the client has not made any further
attempts to leave the premises since the incident
on 6/11/22. The QIDP verified there have been
no treatment team discussions relative to the
client's dementia and food intake concerns.
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Additional interview with the QIDP revealed there
have been no changes to the client's ISP, BSP or
interventions since the incidents occurred.
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