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DEFIGIENCY)
W 104 | GOVERNING BODY W 104 g-a{r“g#::lgeggu?‘jgg%?fo\rﬂfll in-service
CFR(s): 483.410(a)(1) compleling work orders in a timely
mannsr.
: : o The clinical feam will monitar throtigh
The goveming body_.r mu_st exercise general policy, environmental assessments m,egk
butget, and operating direction over the facility. for a period of 30-days and then
This STANDARD is not met as evidenced by: gﬁ';ljg;g‘eoggafgggmﬁgtgﬂnsure
Based on observation, record review and Wil ensure that the malnenance
interview, the governing body failsd to exercise cnurdllnftgr[ will ltianm]ue al Wﬂﬂ}{a ord%s ara.
general policy, budget, and operating direction i el i
over the facility relative to maintenance and — il —
] . The business manager will in-service the
repair. The findings are: maintenance coardinator on completing work
orders in a timely manner as based on need.
A, The facility failed to address multiple areas of Zﬂ&iﬂﬁg}aﬁgggtﬂ}g m‘g}“ ‘f'c‘,‘l’: L
maintenance and repair at Rockwell 2. For erlod of 30-days and then on a routing basis
example: o ensure all work ordes are completed ina
trely manner.

Observation throughout the 3/3-4/26 survey

revealed three couches present in the living room Couches for the living room will be ordered, delivered

and replaced.

with numerous areas of wear and missing fabric. Work arders have been placed on the spreadshegt.

Continued observation in the living reom revealad ng;gg’}?oﬂaggg%ig '\"‘ewgol:s";geg;:&g‘l‘e“’t}"‘éng

the: ceilin_g 1o be damaged and crumbling. Further rywall, and demages 1o the floor in the kitchen

cbeervation throughout the home revealed and medication room.

numerous areas of drywall patch and drywall Work orders have been placed for the exposed doorknobs

exposure, Additional observations revealed and miror replacement. W A work order will be placed

damage fo the flaor in the kitchen and medication for fumiture removal from the front porch.

room, Subsequent observations revealed a Updated work arders will be placed to addreis

missing mireor in the hallway bathroom, a broken %ﬁ.o%%dégéiemwssé Follaw g&fﬁ?gﬂghﬂf‘ phots calls

closest doorknob with exposed screws in client weekly basis for status checks

#8's bedroom, and damaged bedroom fumiture

stacked on the front porch.

Review of facility records on 3/4/26 reveated two

work orders dated 12/6/25 which Indicated Ma&ngnanfe %c}urg{namirli Buslnﬁs Man}?[ger

u i and Execulve Director will complete weekly
baseboards and walls need painting; and floors B e

need replacing in kitchen.” Gontinued review of Business Manager will oblain three vender

facility records revealed two work orders dated quoles as required prior to choosing approprigte

S e vandor for the job.
10740/25 which indicated "ceiling in living room QP will place an order for re&acement couchss
needs repaired (water spots); chairs/sofa needs and is expected to arrive o the home no later

replacing.” Further review of facility records than April 10, 2026.

revealed another work order dated 10/8/25 which

LABORATZRY DIRECTOR'S O_R PRD?JQ UPPLIER REPRESENTATIVE'S SIGNATURE TITLE/W E ﬁ?
Ve %ﬂ_ﬂzx 7 ZW

Any aliclancy statement ending with an asterisk (*) denotes a deficiency which the Inslitulion may ba excused from carrecting providing it Is determined that

other safeguards provids sufficient protection fo the patients. (See instruclions.} Excep! for nursing homas, the findings stated above are discl I%m 5. I D
follawing the date of survey whether or not a plan of correction Is provided. For nursing homes, the abova findings and plans of comrection are E )V
days following the date these decuments are made avallable to the facllity. 1t deficiencies are ciled, an approved plan of carraction s requlsite to continued

program participation, APR i & 2825
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QP will in-service staff on the imporiance of
W 104 | Continued From page 1 W 104 maintainlng the cleaniiness ofyhl:a home,
H 1),3, »
indicated "kitchen floors need repaiing, DSS or Mentor will complste monthly
baseboards need painting. environmental assessments,
Busrilness Manafgell'{ynt;]'l]obﬁln three potential
Interview with the qualified intellectual disabilities SRR eles LRI dor e i
professional {QIDP) on 3/4/26 revealed they were Business Magagedr W"li updale Vig 8?131[ vendar
aware of the maintenance and repair needs at E#L%’E? Il e g ROy
Roclwell 2. Continued interview confirmed the - Caidinalorwilisome
" . alntanance Coordinator will som
facility has taken no action to address the aspecls of the work arders fhal are In his purufeﬁv
maintenance and repair needs at Rockwell 2, and provide stalis updates during weekly
meelings with the Execulive Direclor
B. The facliity falled to address areas of Malntenance Goordinator and Executive Directgr
maintenance and repair at Rockwell 1. For will meet on a weekly basis lo review statis on
. woark orders
exampla:
Observations in the Rockwell 1 home throughout QP will order a new couch and coordinate with
the 3/3/26 - 3/4/28 survey revealed a couch Mainﬁ.tance Coordinaler, the disposal of presen
i i coucl
present in the living room an.d further revealed the QP will completa a subsequent work order for
couch to smell strongly of urine. Further {he repair of the lights in the bedroom and
observation revealed no functioning lights in the g?llgl}r%;s Manager will obtain the required three
badrgorm'bathroom .hallway used by all clients. potential vendor quote for bathroom consiruction,
Continued observation revealed a bathroom Business M S— iy sl
t o s ; : usiness Manager rovide weekly status
which is under construction and in need of updales regardl% the Sliciome of quotes and
completion as it presents an unsafe situation for any potenial vendors and start dates for
all clients. bathroom corpletian.
Business Managerwll provide weeky status
Review of facility records on 3/4/26 revealed work updates during brefing meetings.
orders date}d 3/18/25 and 10/13/25, aach stating, Business Manager will provide a start date
*Sofa in living room needs to be replaced, smells ance 1ke vendor quote is approved.
of urine." Further record review revealed a
spreadsheet of requested repairs and
maintenance for the Rockwell 1 home containing ﬁ?ﬁgﬁ‘{&?{;ﬁ;‘ﬁ{ 3&%&?’1’%3"52?35%?“'“‘”
notations regarding the haliway lights and the oulstanding repalrs that are in his purview to
unfinished bathroom. According to the complete.
spreadshest, the hallway light replacement was
requested on 12/17/25 and the bathroom repair
was requested on 11/3/25. The spreadshest also
reveals that no wark has begun with respect to
these issues.
FORM CMS-2567{02-95) Previous Varsions Obsolete Evenl 1D: GM3L11 Facility {D: 922499 If continuation sheet Page 2 of 10




DEPARTMENT OF HEALTH AND HUMAN SERVICES FRIMTED: Gollolatzs

CFR(s): 483.420(a)(7)

The facility must ensure the rights of all clients.
Therefore, the facility must ensure privacy during
freatment and care of personal needs,
This STANDARD is not met as evidenced by;
Based on observations and interviews, the facility
failed to ensure privagy for 2 of 6 ¢lients in the
Rockwell 1 home (#3 and #5) during care and
treatment. The findings are:

A. Observations in the group home on 3/4/26 at
8:00 AM, revealed staff to escort client #3 to the
restroom. Further observation revealed staif to
leave ¢lient #3 an the toilst with the restroom door
open, where client could be seen from the
haliway, until 8:30 AM, Continued cbservation
ravealed the door to remain open and the client to
rernain visible from the hallway during the entire
30 minute period.

B. Observations in the group horne on 3/4/26 at
7:00 AM revealed staff to direct client #5 to walk
from their bedroom to the bathroom at the end of
a common hallway for a shower and client #5 to
comply with this direction. Furthar observation
ravealed client#5 to be dressed In a shirt and an
adult disposable brief, but no pants.

Interview with the qualified intellectual disabilities
professional (QIDP) on 3/4/26 confirmed that all
clients should be given privacy during care and
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W 104 | Continued From page 2 w104 QP andfor DSS will continue to submit work
, ’ orders for the home.
interview with the QIDP on 3/4/26 confirmed that
they are aware of the repairs and maintenance Execufive Director and Mainetance Coordingjor
needs in Rociwall 1. Further interview confimed ml’lﬂn;ngge%ulweekty basis to review status of
that the facility has faken no action to address the Business Manager will update weekiythe status
repair and maintenance issues. of wark arders and quotes for {arger repairs
W 130 | PROTECTION OF CLIENTS RIGHTS w130 A. The QP will facilitate in-service wilh staff as

1t reates to residents’ privacy rights and how
to appropriately exercise those rights for the
individuals we support.

The clinical team will monitor through Interaciion
assessments 2xweek for a Feriod of 30-da i’
Bi-waekly mestings will begin after the 30-da
period ends.

QP will engure staff are trained properly and
direct staff will be monftored by the QP, DS5
and the Mentor.

B. QP will inform via the [nservice that
clients have the right to privacy when they
are In thelr bedrooms and the bathroom.

Bathroom doors are to be closed while the
resldents are toileting, showerlng, and
comfrleling any other inftimate activites.
Staff are to close the residents’ bedroom
doors when they are changing clothes,
sleeping, grooming, ete,

QP will complete an inservice with staff o
Inform/remind them that residents are
expeclad to be fully dressed when they
are not in the privacy of their rooms

or Inthe bathroom. Staff are responsible
for ensuring residents are dressed
approptiately in all shared areas of ihe hcme[l

Iffwhen staif fail to follow the privacy proloco
they wil face corrective action,
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W 130 | Continued From page 3 W 130
treatment.
W 247 | INDIVIDUAL PROGRAM PLAN W 247

CFR(s): 483.440(c){6)(vi)

The individual program plan must include
opportunities for client choice and
self-management.
This STANDARD is not met as evidenced by:
Based on observations, record review and
interview, the facility failed to ensure that 3 of 6
cllents in the Rockwell 1 home (#3, #4 and #5)
ware given apportunities for choice and
self-management with respect to food selection.
The findings are:

Observations in the group home during the dinner
meal on 3/3/26 ravealad the menu to call for
pizza, salad and yogurt. Further observation
revealed that, although the pizza was available
and served to the other three clients in the home,
clionts #3, #4 and #5 were served canned pasta
instead of the pizza. Continued observation
revealed client #5 to request pizza and the staff to
tell ciient #5 to just eat their spaghetti.

Record review on 3/4/26 revealed that clients #3,
#4, and #5 are prescribed a ground consistency
diet, while the remaining clients are prescribed
diets which are either pursed or cut into 12"
pigces.

Interview with the qualified intellectual disabilities
professional (QIDP) on 3/4/26 revealed that thare
is no reason that the pizza could not have been
medified to a ground consistency and offerad to
the three clients who require a ground diet,
Further interview with the QIDP confirmed that
clients should be offered opportunities to choose

The QP will facilitate an in-service on the
subject of self-management of cholce for
tha residents. Staff are fo ensure that they offer|
the residents a minimum of two food choices.

The clinlcal team will monitor through meal
assessments 2xweek for a period of 30-days,
After the 30-day {JEI‘EOI’. monitroing will coninue
to occur during all meal times.

DSS and the Mentor are to ensure that staff
continue to provite foud cholces to the residents.

Client #3; #4; #5: Staff will provide a minimum of
two fond choices fo residents druing meal time.
It\When reisdents are unable to receive their fodd
chouce, staff are required to provide an
explanation to the resident(s) as to why they arg
unable lo receive thelr preferred choice.

DSS will ensure that there Is adequate amounis
of food cholces in the home fror the residents.

Clients #3; #4: #5: QP will facilitale in-service
with staff to inform/remind them of the
capability of processinng foods to the
documented modified diet textures in order
for all residents 1o consume and enjoy the
same foods.

QP will review with staff howto ulilize the
blendar and/or food processor to safelg
change the textures whenever applicable.

DSS andfor the Mentor will manitar the food
textures for all meals.

DSS will ensure that direct care staff are
continuously providing the residents with
food choices.

FORM CM5-2567(02-99) Previous Varsiens Obsolole
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W 247 | Continued From page 4 W 247
which foods they prefer to eat.
VW 249 | PROGRAM IMPLEMENTATION W 249

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

As soon as the interdisciplinary team has
formulated a client’s individual program plan,
each cllent 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 evidanced by:

Based on observations, record reviews and
intarviews, the facility failed to ensure clients
received a continuous active treatment program
consisting of needed interventions and services
as Identified in the Person-Centered Plan (PCP)
for 6 of 6 clients in the Rackwell 1 home (##1, #2,
#3, #4, #5 and #6) relative to implementing
training objectives and providing adaptive
equipment. The findings are:

A. The facility failed to provide adaptive
equipment for client #6 during mealtimes. For
example:

Observations in the home on 3/3/26 during the
dinner meal and 3/4/26 during the breakfast meal
revealed a place sefting laid on the dining room
table for client #6 which included a high-sided
divided dish, a maroon spoan, a non-skid mat
and 2 regular cups. Further observation revealed
client #6 to drink from the regular cups during the
dinner, but not during breakfast.

QP will provide an In-service to staff regardng
the continuation of apprapriate and
meaningfull aclive freatment services

as needed fo promofe successful

completion. ~

QP and DSS will review documentation in
Therap to ensure lhatdpragram goals

are being documented.

QP & Executive Director will meet ona
weekly basls to revlew the residents’
active frealment programs.

Clients #1 - #6; QP will provide an in-service
to ddstaff regarding documented adaptive
equipment to assist with residents with
sell-management.

QP will ensure that staff are awara of the
equipment needs far the identified rasident
well as proper use of the equipmenl.

QP and DSS will ensure the house
has the identified adaptive equipment in
the home.

DSS and Menlor will monitor staff durin 1o confirm th,
equipment Is belng correctly used for g resident

PSS, Mentor, and QP (when available) will
review the equipment to ensure they are
in good condition,

FORM CMS-2567(02-95) Provious Verslons Obsolote
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W 24¢{ Continued From page 5 W 249

Record review revealed a PCP dated 10/21/25 for ; ., . . )
client #6. Continued review revealed that amang EP wil Pr°‘t’.'de ta“ '“S‘?Mﬁe d‘:’“gg
client #6&'s dining and diet supports, occupational ? lgfsgfra%eal'gg ?3 EQVICw rem{n
therapy "(OT) has recommended a high sided L) Splte SHUmCH

1= recommended and introduced
divided dish, flow troll cup, and maroon spoon fo via occupatlona] therapy_
help keep client #6 safe during mealtime.”

DSS and Mentor will monitor staff

Interview with the Quatified Intellectual Disability during mealtimes to conirm the
Professional (QIDP) on 3/4/26 confimmed that }ncltt;]mqg °ftF;i‘e A
cllent #6's PCP, including dining or the identified client(s).
recommendations, is Cl:ll'l'ent ."md that client #6 QP and Executive Director will
should hava been provided with a controlled flow review residents' adaptive equipment
cup for their safety during mealtimes. on a weeky basis.
8. The facility failed to implement training DSS and QP will review adapative
objeclives and provide an adequate active gqu_lpment in the&home on E:im dontwly
treatment program for clients #1, #2, #3, #4, #5 asis; armaleioien asingened,
and #6 during larga amounts of unstructured
leisure Ume. For example:
Afternoon observalions on 3/3/26 revealed the six Clients #1 - #5; . .
clients who reside in Rockwall 1, #1, #2, #3, #4, QP will facilitate an in-service to
#5 and #86 to sit in the living room of the home ;ggilex;?br{;iltgt{gtggigg}serrlgage
Wftl‘l the telews:ion on al}d without staff Interacting with the residents to promole socid!
with or prompting the clients to engage in any interaction.
aclivities other than eating, removing dishes to Staff are responsibe for inclduing the
the sink and personal hygiene for 105 minutes. residents with activities which
During this time, staff performed tasks such as aid in self-management and
preparing dinner, setting the dining room table, independence.
preparing lunches for the next day, sweeping the -

4 o < At no time are staff fo utilize the
dnmlng (o:m floar a"d. wiping the_dging rfc;om TV or any other electronic device
table without requesting any assistance from in lieu of personal engagement
clients. or social interaction.
Morning observations on 3/4/26 revealed clients DSS, Mentor and QP are to ensure
#1, #2, #3, #4, #5 and #6 to sit in the living room staff are appropriately interacting with
of the home with the television on and without the residents.
staff interacting with or prompting the clients to

FORM CMS-2567{02-39) Previous Verslons Obsalele Event [D; GM3L1N Facility [D: 922439 If continuation sheet Page 6of 10
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W 249 | Continued From page 6 wz24g| QP will facilitate an in-service to remind/

inform staff of the responsibility of

engage In any activities other than eating, promoting active treatment and program

removing dishes {o the sink and personal hygiene goals with the residents as it relates to
for 120 minutes. their established items, duration,
intensity, and frequency.
Record review revealed a PCP for client #1 dated Staff are expected to become familiar with
5/7/25 which Includes gesals such as matching the residents' PCP.

colors, stacking blocks and assisting with laundry. QP. DSS. and Mentor will need to contindie

daily monitoring of active treatment and/dr

Record review revealed a PCP for client #2 dated established program goals.

3/21/25 which includes goals such as cleaning

their glasses, matching shapes and using sign QP & DSS will monitor documentation in

language. Therap to ensure staff are completing
goals with the residents.\

Record review revealed a PCP for client #3 dated

4114425 which includes goals such as using a QP and DSS need fo ensure that all

items needed for atcive treatement

sensory board or other sensary activity, imitating are available to the residents and staff.
clothing words, placing mealtime items in a bih, '
participating in oral hygiene care and assisting DSS and Mentor will monitor all staff

with punching their medications. with resident goals during all shifts

Record review revealed a PCP for client #4 dated Executive Director and QP wil have weehly

meetings to discuss resident active

2116126 which includes goals such as attending to treatment and documentation in Therap.

a puzzle, tolerating oral hygiens, and selecting a

shirt and pants, Staff will receive corrective action if it has#
been determined goal and/or program
Record review revealed a PCP for client #5 dated documentation has not been completed.

10/9/25 which includes goals such as sorling
silverware, matching ¢oins, making their bed and
cleaning their walker.

Record review revealed a PCP for client #6 dated
10/21/25 which includes goals such as matching
tokens to cards, matching colors, placing clothes
in the washing machine and using appropriate
table manners.

Interview with the QIDP on 3/4/26 confirmed that
all clients' goals are current, Continued interview
with the QIDP confirmed that staff should have

FORM CMS$-2567(02-99) Pravious Varaicns Ghsolate EventID:GM3L11 Facility [D: 922400 If continuation shest Page 7 of 10
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W 249 | Continued From page 7 W 249
provided choices of activities and/or preferred
items to zll clients during feisure time.
W 369 | DRUG ADMINISTRATION W 369
CFR(s): 483.460(k)(2)
The system for drug administration must assure Nursing staff will complete an in-servipe
drugs, i i . ; &
that all drugs, including those that are with staff during the subsequent hous
self-administered, are administered without error, : gt
g : : X meetng to review correct medication
This STANDARD is not met as evidenced by: administration.
Based on observation, record review and
interview, the facility failed to ensure medications Client #6: Nursing staff will review the
wera adminisfered in accordance with physician's established times for medications and
orders, This affected 1 of 12 clients {client #6) the windows of time to administer
observed during medication administration, The medications to avoid medication
finding is: eITors.
inding is:
. . Nursing staff wull review the correct
During observations in the Rockwell 1 home on food items that the medication(s) can
3/4/26 at 7:35 AM, client #5 was observed to be given with safely.
enter the medication room with staff and to be . .
administered tha following medications: Nursing staff will continue to complets
divalproex, levothyroxine, nalirexone, senna, medication errors in Therap as needeg.
DSIENOpG  WYRloERIad, TGPl Nursing staff will conduct impromptu
clonazepam, and olanza_pme. Continued suarvisinns. or monitoring of staff as
cbeervations revealed client #6 to swallow all needed as it repates to medication
medications with applesauce at 7:44 AM. administration.
Review on 3/4/26 of client #6's physician's orders Nursing staff will meet with Executive
dated 3/4/26 revealad that the levothyroxine g Eg‘i’ég{ig: 20‘;%:':]{14 ';:Si‘fssttg f‘fﬁscuss
prespr!pﬂoncilndic:.a;%s l:ll:rils medication is to be will need to be removed from
administered at 8:00 AM. the medication administration
list in order to be retrained,
Interview with the facility nurse on 3/4/26
confirmed that the prescription order is current DSS and/or Mentor will observe
and that the lavothyroxine should have been staff during medication administration
administered between 5:00 AM and 7:00 AM. if there is concern over accuracy.
W420 | CLIENT BEDROOMS W420 If staff obtain two medication ersors
CFR({s): 483.470(b)(4)(iv) within the same vear, staff will be
subject to separation of employment.
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\W 420 | Continued From page 8 W 420
The facility must provide each client with QP will order appropriate furniture
functional furniture, appropriate to the clients via the Business Office Manager.
needs.
This STANDARD is not met as evidenced by: QP will obtain weekly status updates
Based on observation, record review and on the furniture order and
interview, the facility failed to provide functional anticpated delivery.
furniture, appropriate to the client's needs for 4 of QP and Executive Director will
S meet
6 audited clients at Rockwell 2 (#7, #9, #10, #11). weekly to discuss the statis of furniturp
The finding ls: orders and/or repairs.
Observation throughout the 3/3-4/26 survey Executive Director and Maintenancg\ll
revealed client #7's room to be missing blinds Coordinator will meet weekly to revie

and curlains and no treatments on the bedroom maintenance ordes and the status.

windows. Continued observation revealed several Business Manager wili meet weekly

large holes in the top of client #9's dresser. with Executive Director and the
Further abservations revealed broken blinds in Clinical Team to update statis of
client #10's bedroom. Additional observations work orders and furniture orders.
revealed client #11's bed to have a broken

headboeard.

Review of facility records on 3/4/26 revealed a
wark order dated 12/6/25 which indicated "client
#10's blinds need replacing.” Continued review of
facility records revealed a work order dated
10/10/25 which indicated "client #9's dresser
needs replaced.”

Interview with the qualified intellectua) disabllities
professional {QIDF) on 3/4/26 revealed they were
awara of the needs for client's #7, #3, and #10,
and were unawars of client #11's damaged
headboard, Continued interview confirmed the
facility has taken no action to address the
furniture needs for the clients at Rockwell 2.

W 438 | SPACE AND EQUIPMENT W 436
CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair,
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W 436 | Continued From page 9 W436 QP will conduct an inservice with staff
and teach clients to use and to make informed during the subsequent house meeting
choices about the use of dentures, eyeglasses, }'graei:'(?‘{;']gglegﬁ ?haeei?nuplgrrrt]ae:ct: eag(fi to
hearing and other communications alds, braces, L ; :
and cther devices identified by the :’.%ig% etg.e adaptive equipment as
interdisciplinary team as needed by the client.
This STANDARD is not met as evidenced by: QP will review client #3 PCP with staff
Based on observations, record review and during house meeting to ensure
interviews, the facility failed to ensura that 1 of 12 understanding and compliance as it
clients {#3) was taught to wear his gait vest and relates to cient #3, especially during
helmet and make informed choices about their ambuation.
use. The finding is: DSS and Mentor will monitor staff
. o during all hours where client #3 is
During ebservations in the Rockwall 1 group ambulating to ensure the required gait
home on 3/3/26 and 3/4/26, client #3 was vest and helmet are being worn.
observed doing various activities, including
ambulating around the home, At no time during s 5 ;
. Executive Director and QP will
abservations was client #3 observed to wear a ; 4 .
gait vest or a helmet, nor were staff cbserved to review all clients on a weekly basis,
prompt client #3 to wear such items. QP and DSS will ensure that client #3
adaptive equipment is not damaged.
Review of client #3's record on 3/4/25 revealed
an Person-Centered Plan (PCP) for client #3 Staff who fail to follow established
dated 4/14/25. The PCP contains an Adaptive protocoals and procedures for
Equipment Summary including a gait vest to be °|'f.m #3 will be subject to corrective
used to assist with ambulation when client #3 is action.
walking as well as a helmet to be used for safety
due to the risk of falling, also to be used
whenever client #3 is ambulating.
Interview with the qualified intellectual disabilities
profassional (QIDP) on 3/4/26 revezlad that client
#3 should be provided with the gait belt and
safety helmet whenever they are out of bed and
walking around in their home,
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