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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 observations, record review and
interviews, the governing body and management
failed to exercise general policy and operating
direction over the facility by failing to ensure
routine repairs and maintenance at the group
home were completed in a timely manner. The
finding is:

Observations throughout the 9/10-11/24 survey
revealed damage inside the group home to
include a broken bathroom sink, multiple areas of
wall damage, and broken dining room chairs.
Continued observations revealed client #4 to sit in
a chair missing an arm rest during the dinner
meal on 9/10/24.

Review of the facilities maintenance records on
9/11/24 revealed no current work orders relative
to the bathroom sink, wall damage, and dining
room chairs.

Interview with the home manager on 9/10/24
revealed the damages have been reported and
they are waiting for the repairs to be made.
Interview with qualified intellectual disabilities
professional (QIDP) on 9/11/24 revealed they
were aware of the repairs needed in the home
and confirmed they have not been addressed.
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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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