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W 130 | PROTECTION OF CLIENTS RIGHTS W 130
CFR(s): 483.420(a)(7)

The facility must ensure the rights of all clients.
Therefore, the facility must ensure privacy during
treatment and care of personal needs.

This STANDARD is not met as evidenced by:
The facility failed to ensure the privacy of 4 of 7
audit clients on the Blue hall (#3, #5, #6 and #7)
during care of personal needs as evidenced by
observations, record review and interviews. The
findings are:

A. During observations on the blue hall on
9/28/22 at 7:16am, Blue Staff A was observed
giving client #5 a shower. The bathroom door
was open approximately six inches and the
privacy curtain on the shower stall was open.
Client #5 could be observed standing in the
shower getting bathed and getting dressed. At no
point during the observation did Blue Staff A close
the privacy curtain or bathroom door.

Review on 9/28/22 of client #5's adaptive
behavior inventory (ABI) dated 1/16/19 revealed
client #5 has no independence to close the
bathroom door for privacy and requires full staff
assistance to maintain her privacy.

Interview on 9/28/22 with the qualified intellectual
disabilities professional (QIDP) and program
manager (PM) confirmed staff should ensure the
privacy curtain on the shower stall and the
bathroom door is closed to ensure client #5 is
provided privacy during personal care.

B. During observations on the blue hall on
9/28/22 at 7:07am, client #1 was observed to
attempt to walk out of her bedroom several times,
with staff telling her to sit back down in her
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CFR(s): 483.420(a)(12)

The facility must ensure the rights of all clients.
Therefore, the facility must ensure that clients
have the right to retain and use appropriate
personal possessions and clothing.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure clients residing on the Blue hall
had the right to retain personal possessions. The
finding is:

During observations on the Blue hall on 9/27/22,
a shelf located outside of the day room was
observed to hold containers of perfumes, lotions,
deodorant, hair brushes and combs. None of the
items located in the containers were labeled with
a client's name.

During additional observations on the Blue hall on
9/28/22 from 6:53am to 7:16am, several staff
were observed to grab items from the containers
on the shelf and walk into bedrooms and
bathrooms. Further observations revealed staff
to exit the bedrooms and bathrooms and place
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bedroom. Blue Staff C was observed to take
client #1 by the hand and lead her into the
bedroom located next door that belongs to clients
#3, #6 and #7. Blue Staff C directed client #1 to
sit in a chair in the bedroom. During this time,
clients #3, #6 and #7 received their personal
care.
Interview on 9/28/22 with the QIDP and PM
confirmed client #1 should not be seated in the
bedroom with her peers while they are receiving
personal care to provide them with their privacy.
W 137 | PROTECTION OF CLIENTS RIGHTS W 137
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CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with
other members of the interdisciplinary team,
appropriate protective and preventive health
measures that include, but are not limited to
training clients and staff as needed in appropriate
health and hygiene methods.

This STANDARD is not met as evidenced by:
Based on observation and interview, nursing
services failed to ensure that staff were
adequately trained to ensure privacy during
medication administration for 3 clients (#9, #13,
#16) on the yellow unit. The findings are:

Observations in the facility on 9/27/22 from 3:45
PM-7:00 PM revealed clients to participate in
various activities in the day room. Continued
observations at 5:15 PM revealed staff C to
administer client #13 medications in a cup in the
day room while other peers and staff were in the
room. Observations also revealed staff C to
name the medications that client #13 received.
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the items back into the containers on the shelf.
Interview on 9/28/22 with Blue Staff B revealed
the items on the shelf are community items that
the clients share. Blue Staff B revealed she tries
to use the same item for the same client each
time, but confirms the items are not labeled and
therefore, it is unlikely this happens.
Interview on 9/28/22 with the qualified intellectual
disabilities professional (QIDP) and program
manager (PM) confirmed clients should not be
sharing personal care items and should have
their own.
W 340 | NURSING SERVICES W 340
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Observations did not reveal staff to ensure the
privacy of client #13 by taking him outside of the
day room to administer medications.

Observations on 9/27/22 at 6:00 PM revealed
staff C to administer medications to client #9 in
the day room with other peers in the room. At no
point during the observation did staff ensure the
privacy of client #9 during medication
administration by either removing her from the
room or using one of the two privacy screens in
the day room.

Observations on 9/27/22 at 6:15 PM revealed
staff C to administer afternoon medications to
client #16 in the day room with other peers and
staff present in the room. Observations did not
reveal staff to ensure the privacy of client #16 by
either using one of the two privacy screens or
removing the client from the day room to
administer medications.

Interview with the qualified intellectual disabilities
professional (QIDP) on 9/28/22 revealed staff
have been trained to either remove the clients
from the day room, take them into their rooms
with the door closed or use a privacy screen in
the day room when administering medications.
Interview with the facility nurse on 9/28/22
revealed all clients should be offered privacy
during medication administration.

DRUG STORAGE AND RECORDKEEPING
CFR(s): 483.460(1)(2)

The facility must keep all drugs and biologicals
locked except when being prepared for
administration.

This STANDARD is not met as evidenced by:

W 340

W 382
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The facility failed to assure all medications were
secured appropriately as required as evidenced
by observations and interviews. The finding is:

During observations on the Blue hall on 9/28/22
at 7:46am, the nurse was observed to walk away
from the medication cart, into a client's bedroom
and close the door. The medication cart was
located in the hallway with the cart unlocked and
the top two drawers slightly open.

Interview on 9/28/22 with the nurse revealed she
should have locked the medication cart prior to
walking away and into the client's bedroom and
confirmed she should not leave the medication
cart unattended and unlocked.

Interview on 9/28/22 with the director of nursing
(DON) confirmed the medication cart should not
be left unlocked and unattended.

SPACE AND EQUIPMENT

CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.
This STANDARD is not met as evidenced by:
A. Based on observation, record review and
interview, the facility failed to furnish and maintain
in good repair the use of adaptive equipment for
clients (#8, #10, #11, #14, #15, #16 ) on the
yellow unit. The findings are:

A. The facility failed to ensure that wheelchairs
were in good condition for clients #8, #11, #15

W 382

W 436
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and #16 on the yellow unit. For example:

Observations during the 9/27/22 - 9/28/22 survey
revealed clients to participate in various activities
on the unit. Continued observations on 9/27/22 at
1:30 PM revealed client #15 to sit in the day room
in his wheelchair. Further observations revealed
client #15's wheelchair headrest to be torn
approximately 6" in diameter.

Observations on 9/27/22 at 1:45 PM revealed
client #16 to sit in the dayroom in her wheelchair.
Continued observations revealed the wheelchair
to have a white towel and white duct tape
wrapped around the left arm rest. Further
observation revealed client #16's wheelchair to
also have a torn area on the right arm rest.

Observations on 9/27/22 at 1:55 PM revealed
client #8 to participate in an activity in the
dayroom in her wheelchair. Continued
observation revealed client #8's left arm rest torn
and cracked in two places.

Subsequent observations on 9/27/22 at 3:55 PM

revealed client #11 to sit in her wheelchair in the

day room. Continued observations revealed the

wheelchair headrest of client #11's to be torn and
peeling.

Interview with the qualified intellectual disabilities
professional (QIDP) on 9/28/22 revealed the
facility completed wheelchair maintenance
checklists the previous week and all repairs were
reported on a work order request form. Interview
with the facility administrator revealed the
wheelchair maintenance checklists and work
orders for clients #8, #11, #15 and #16 could not
be located during the survey. Continued
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interview with the facility administrator verified all
clients should have adaptive equipment in good
repair and good working condition.

B. The facility failed to ensure bedroom furniture
was in good condition for clients #10 and #14 on
the yellow unit. For example:

Observations on 9/28/22 at 6:45 AM revealed
client #10 to have padding on the headboard and
footboard of her bed. Continued observation
revealed the footboard to have the padding torn,
missing and protruding approximately 15" in
diameter. Further observation revealed the
headboard to have a large vertical tear in the
padding approximately 20" in diameter.
Subsequent observation at 7:00 AM revealed
client #14 to have the footboard padding peeling
approximately 13" in diameter.

Interview with the QIDP on 9/28/22 revealed
client #10 must have the headboard and
footboard covered with padding to ensure safety
due to the client's self-injurious behaviors (SIBs).
Continued interview with the QIDP revealed client
#10 will often pull out the padding in her footboard
and ingest it. Continued interview with the QIDP
revealed the facility will often replace client #10's
padding when she tears and pulls out the
padding.

Subsequent interview with the QIDP on 9/28/22
revealed client #14 must also have his headboard
and footboard padded due to behaviors.
Continued interview with the QIDP revealed staff
should have reported the headboard and
footboard padding was tampered and damaged
for both clients #10 and #14. Further interview
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revealed all clients should have bedroom furniture
in good condition.

EVACUATION DRILLS

CFR(s): 483.470(i)(1)

at least quarterly for each shift of personnel.

This STANDARD is not met as evidenced by:
The facility failed to assure fire drills were
conducted quarterly for each shift of personnel as
evidenced by interview and record verification.
The finding is:

Review of the facility's fire drill evacuation reports,
substantiated by interview with the facility
administrator, revealed the facility runs with 3
shifts of staff covering 4 separate resident units.
Further review of the fire evacuation reports and
interview with the facility administrator revealed
reports for each month usually included only one
drill for one resident unit each month. For
example, of the 18 reports over the past year, 9
reports were from Green Unit, 4 reports were
from Blue Unit, 4 reports were from Orange Unit
and 1 report was from B-side. No reports were
noted for the Yellow Unit for the past year. In
addition, 10 of the reports over the past year were
noted to be on 3rd shift, 3 were noted on 2nd shift
and 5 reports were on 1st shift. The facility failed
to assure fire drills were conducted at least
quarterly for each area for each shift of personnel
as required.

EVACUATION DRILLS

CFR(s): 483.470(i)(2)(iv)

The facility must investigate all problems with
evacuation drills, including accidents.

This STANDARD is not met as evidenced by:
The facility failed to assure they were able to

W 436

W 440

W 448

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 004R11

Facility ID: 922019

If continuation sheet Page 8 of 9




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

PRINTED: 10/06/2022
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
34G038

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING COMPLETED
B. WING 09/28/2022

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
11950 HOWELL CENTER DRIVE

thoroughly investigate any problems with fire
evacuations by failing to document their fire
evacuation reports adequately as evidenced by
interview and record verification. The finding is:

Review of the facility's fire evacuation reports
over the past year, substantiated by interview with
the facility administrator, revealed only 18 drills
were conducted over the past year. Further
review of those reports and interview with the
facility administrator revealed none of the reports
included the amount of time each drill took to
complete to be able to evaluate the effectiveness
of the staff and drill. Continued review of the fire
evacuation reports revealed 8 of the 18 reports
also had data missing relative to the time that the
drill was conducted, the number of clients who
were on the unit or the number of staff who
participated in the drill to better evaluate any
problems with the fire drills.
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