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Initial Comments

A licensure survey was conducted at this facility
from 07/28/2026 through 07/31/20.26. A sample of
three residents was selected from a census of five.
The survey was conducted utilizing the focused
fundamental survey process.

The survey findings were based on observations,
interviews, and record reviews.

Environmental Rkequirements
CFR(s): 3502.9

3502.9 The CRFPID's hot water tank shall be of
such size to provide an adequate supply of hot
water to the kitchen, bathrooms and laundry. The
hot water temperature of all fixtures used by
persons residing in the home shall be maintained at
a minimum one hundred degrees Fahrenheit (100°F)
and not to exceed one hundred and ten degrees
Fahrenheit (110°F).

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to maintain water
temperatures below 110 degrees Fahrenheit (°F) in
resident-accessible areas for the five residents in
the facility.

During handwashing on 07/28/2026 at 1:00 PM, the
surveyor used the facility restroom and noted that

the water felt hot. At 1:30 PM, a check of the water
temperature revealed it was 122 °F.

Again, during the environmental inspection on
07/31/2026 at 10:33 AM, water temperature
measurements were taken at the kitchen sink and in
the bathrooms of Residents #3 and #4. All
measurements registered at 122 °F.

During an interview on 07/31/2026 at 11:00 AM, the
Maintenance Director stated that he would adjust the
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Continued from page 1
water temperature to ensure it did not exceed 110
°F.

FPULICIES AND PRUCEDUREDS
CFR(s): 3508.4

3508.4 The CRFPID shall ensure that all staff and
contractors are aware of the policies and procedures
required by this section and that all policies and
procedures are implemented. All employees and
contractors shall be kept informed of policy changes
that affect the performance of their duties.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to ensure medications
were maintained under secured conditions for the
three persons in the sample (Persons #1, #2, and #3).

The review of a facility policy titled, "Medication
Nurses Policies," dated 12/10/2025, listed

that “medications and bubble packs shall be
secured and locked in cabinets right away and at all
times, accessible only to licensed nursing team.”

On 07/29/2026 at 11:45 AM, Licensed Practical
Nurse (LPN #2) was observed preparing medications
for Person #1 and placing them on the medication
cabinet countertop. After preparing the medication,
LPN #2 walked down the hall to Person #1’s
bedroom to administer it, leaving the medications on
the countertop unattended. It should be noted that
during this time, the Maintenance Director, Qualified
Intellectual Disabilities Person (QIDP), the House
Manager, and the surveyors were walking throughout
the facility and had access to the area where the
medications were left unsecured.

On 07/29/2026 at 11:00 AM, a review of the
facility’s training records showed that LPN #2
attended training on 06/09/2026 regarding securing
medication for all clients residing at the facility.

During an interview at 11:55 AM on 07/29/2026, LPN
#2 confirmed she was responsible for securing
medications when not in use and acknowledged the
medications had been left unsecured.

On 07/30/2026 at 3:30 PM, the registered nurse (RN)
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#1 confirmed in an interview that LPN #2 had
received training in securing medications.

DIREC T CARE S1AFF RATIUS
CFR(s): 3516.1

3516.1 Each CRFPID shall ensure that adequate
qualified staff is on-site to manage and fulfill the
needs of persons supported.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to ensure the availability of
adequate Direct Support Professional (DSP) staffing
to provide the required one-to-one supervision
outlined in the clients' Individual Program Plans
(IPPs) for three of five clients (Persons #1, #3, and
#4).

1) Upon entering the facility on 07/28/2026 at 11:10
AM, DSP #1 was observed providing one-to-one
support services to Person #3, while DSP #3 was
also providing one-to-one support services to
Person #1. Person #4 was observed alone in her
bedroom, with no staff present.

During the entrance conference on 07/28/2026 at
11:30 AM, the Qualified Individual Disability
Professional (QIDP) revealed that Clients #1, #2, #3,
and #5 received one-to-one direct support services
twenty-four hours per day. Therefore, Person #4 is
allowed to receive one-to-one support services by
default.

On 07/29/2026 at 12:00 PM, a review of Person #1’s
psychological assessment dated 11/29/2025 showed
that the person received one-to-one support
services 24 hours per day. A review of Person #3’s
Behavior Support Plan (BSP) dated 09/07/2025
revealed that the person required one-to-one
supervision for 16 hours a day; however, the QIDP
stated that Person #3 received direct support
services 24 hours a day by default.

The QIDP, in an interview on 07/29/2026 at 12:30
PM, confirmed that only two DSPs were on duty and
that three persons were present in the home at that
time.
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2)On 07/28/2026 at 11:59 AM, Person #3 was
observed walking to the restroom without the
assistance of his one-to-one DSP #1.

On 07/29/2026 at 12:00 PM, a review of Person #3’s
BSP dated 09/07/2025 revealed that the Person
required one-to-one supervision 16 hours a day;
however, the QIDP stated that the Person receives
direct support services 24 hours a day.

On 07/31/2026 at 12:00 PM, in an interview with the
QIDP, confirmed that Person #3’s DSP should
always be within "arm's reach” as part of his
one-on-one care.

HABILITATION AND | RAINING
CFR(s): 3520.10

3520.10 The CRFPID shall develop an IPP for each
person to implement the ISP. All training shall be
implemented as prescribed by the ISP.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observations, staff interviews, and record
review, the facility failed to implement the
self-medication training steps outlined in the
Individual Program Plan (IPP) for one of the three
sampled clients (Person#2).

On 07/31/2026, at 1:30 PM, a review of Person #2's
IPP dated 04/29/2026, showed an objective that
stated, " will participate in self-medication steps
with supervision from licensed nursing staff. The
following steps included:

- Pick up the medicine cup.

- Take medicine.

- Pick up cup of water.

- Drink water."

Observations during the evening medication
administration on 07/28/2026 at 6:15 PM showed
Licensed Practical Nurse (LPN) #1 punching Person
#2’s medication into a cup, crushing the

medications, mixing the medications into
applesauce, and then spoon feeding the medications
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to Person #2. The LPN discarded the medicine cup
and the cup of water into the trash can. Person #2
did not participate in any of the self-medication
steps listed in the IPP.

During an interview on 07/31/2026 at 1:26 PM, the
Qualified Intellectual Disabilities Professional
confirmed that the self-medication program is a
required component of Person #2’s IPP.

HABILITATIUN AND | RAINING
CFR(s): 3520.11

3520.11 The IPP shall contain the following
elements:

(a) Reasons for training and habilitation as identified
in the ISP;

(b) Measurable objectives for addressing each
identified training need, habilitation need and/or
goals;

(c) Monitoring procedures;

(d) Services, supports and frequency to accomplish
goals and objectives;

(e) Implementation strategies and dates;

(f) Target dates for accomplishment of goals and
objectives;

(g9) Estimated duration of training and habilitation;
and

(h) The employees or contractors responsible for
coordination, performance and integration of
services.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to document Individual
Program Plan (IPP) objective data in measurable
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terms for two of the three clients in the sample
(Persons #1 and #3).

1. On 07/28/2026 at 1:30 PM, a review of Person
#1's IPP dated 12/04/2025 showed an objective that
stated, “should receive daily Range of Motion (ROM)
exercises to the lower extremities three times per
day”.

On 07/28/2026 at 2:00 PM, DSP #9 was observed
providing ROM exercises to Person#1’s lower
extremities and again on 07/29/2026 at 11:00 AM
and 1:46 PM, DSP #9 was observed providing ROM
exercises to Person #1’s lower extremities.

On 07/30/2026 at 1:15 PM, a review of Person #1’s
data sheet for his ROM exercises showed only one
space for documentation. The sheet did not include
multiple fields to record the required three ROM
sessions per day.

2. 0On 07/28/2026 at 1:30 PM, a review of Person
#3's IPP dated 09/03/2025 showed an objective that
listed, “should receive left upper extremity

range of motion twice/day to improve left upper
extremity range of motion and reduce his left elbow
flexion contracture”.

On 07/28/2026 at 1:30 PM, DSP #1 was observed
providing ROM exercises to Person #3’s upper
extremities. At 5:10 PM, DSP #6 was observed
providing ROM exercises to Person #3’s upper
extremities.

On 07/30/2026 at 1:15 PM, a review of Person #3’s
data sheet for his ROM exercises showed only one
space for documentation. The sheet did not include
multiple fields to record the required three ROM
sessions per day

During an interview on 07/31/2026 at 2:00 PM, the
Qualified Intellectual Disabilities Professional (QIDP)
stated that she would contact the Information
Technology Division to modify the data sheets and
acknowledged that the current data sheets did not
include multiple spaces for the required entries.
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