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W 104 | GOVERNING BODY W 104

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 interview, the
governing body and management failed to
exercise general policy and operating direction
over the facility by failing to assure facility repairs
were conducted timely. The finding is:

Observation in the home for 2 of 2 days of survey
on May 15th -16th, 2023 revealed the home's

main living area to have two leather couches with
all seat cushion leather to be torn and peeling off.

Interview with staff A on 5/15/2023 at 8:15 AM
revealed both couches needed repair during the
last survey. Interview with the homes intellectual
disabilities professional (QIDP) substantiated the
couches needed to be replaced. A further
interview with the agency director revealed the
couches will be replaced.

W 189 | STAFF TRAINING PROGRAM W 189
CFR(s): 483.430(e)(1)

The facility must provide each employee with
initial and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and competently.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure an identified
need was implemented as identified in the
individual habilitation plan (IHP) for 1 of 3
sampled clients (#5). The finding is:

Afternoon observations in the group home on
5/15/23 from 4:15 PM to 5:45 PM revealed client
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#5 to have her hair pulled back in a ponytail and
secured by a single rubber band. At no point
during the observation did staff offer a headband,
hat, or scarf to client #5.

Morning observations in the group home on
5/16/23 from 6:00 AM to 8:15 AM revealed client
#5 to wake and complete her morning self-care
routine of showering, tooth brushing, dressing
and hair care. Continued observations at 6:45 AM
revealed client #5 to enter the kitchen with her
hair pulled back into a ponytail and secure by a
single rubber band to begin preparing her
breakfast with staff assist. Further morning
observations revealed client #5 to finish
breakfast, clear her dishes, carry them to the
kitchen, brush teeth, and join peers in the living
room to actively engage in her preferred
activities. At no point during any of the
observation did staff offer a head band, hat, or
scarf to client #5.

Review of records on 5/16/23 revealed an
individual habilitation plan (IHP) dated 7/13/2022.
Continue review of the IHP revealed an identified
need: "what others need to know or do to support
me" described as follows: "It is important for me
to wear head bands, hats or scarves instead of
pulling my hair into a ponytail due to significant
hair loss". At no point during any of the morning
observations did staff offer a headband, hat, or
scarf to client #5.

Interview with homes the qualified intellectual
disabilities professional (QIDP) on 5/16/23
revealed that at one point in time client #5's family
felt a headband, hat or scarf was a necessity for
client #5 to prevent further loss of her hair caused
by pulling it back into a ponytail and securing it
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with a rubber band. Continued interview with the
QIDP revealed the need to re-address this with
the family so that the IHP can be revised to reflect
the identified need has changed.
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