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I0000 
 

Initial Comments  
 
0000 Initial Comments  
 
A licensure survey was conducted at this facility  
from 03/30/2026 through 04/02/2026. A sample of  
three persons was selected from a census of five.  
 
The findings were based on observations, interviews, 
and the reviews of persons and administrative  
records.  
 

I0000  
 

I5300 
 

Housekeeping  
 
CFR(s): 3503.3  
 
3503.3 The interior and exterior of each CRFPID shall 
be maintained in a safe, clean, orderly, attractive,  
and sanitary manner, and be free of clutter,  
accumulations of dirt, rubbish, and objectionable  
odors.  
 
This LICENSURE REQUIREMENT is NOT MET as  
evidenced by:  
 
Based on observations and interviews, the facility  
failed to ensure that the environment was properly  
maintained in accordance with the needs of the five 
(5) persons residing in the facility (Persons #1, #2,  
#3, #4, and #5).  
 
 
Findings Included  
 
Observations on 4/02/2026 at 1:47 PM, during the  
environmental walkthrough of the facility with the  
House Manager and the Maintenance Supervisor  
showed that the three large trash cans placed beside 
the ramp to the home, had holes at the top of each 
can which may be a potential entrance for rodents  
and other pests.  
 
During an interview, the Maintenance Supervisor who 
was present during the walkthrough acknowledged  
the finding and stated that the damaged trash cans  
will be replaced.  
 

I5300  
 

I8270 STAFF TRAINING  
 
CFR(s): 3515.7  

I8270
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I8270 Continued from page 1 
3515.7 The CRFPID shall provide on-the-job training 
as necessary for the performance of job  
assignments in accordance with the requirements of 
this section. Employees shall be directly supervised 
until the Residence Director or QIDP deems that  
competence in the performance of all job duties has 
been achieved.  
 
This LICENSURE REQUIREMENT is NOT MET as  
evidenced by:  
 
Based on observations, interviews and record  
reviews, the facility failed to ensure that each  
employee demonstrated competency in the use of  
recommended adaptive equipment for: (1)  
Maintenance of dental health for Person #1, and (2)  
providing knee pads as prescribed for Person #3.  
 
Findings Included:  
 
a) The review of a dental report dated 10/13/2025  
indicated that Person #1’s teeth were not effectively 
being brushed and a recommendation for the person 
to brush his teeth three times daily (morning, after  
lunch, and before bed). A follow-up dental report  
dated 2/18/2026 noted that Person #1 had  
significant plaque build-up, and that the home care 
instructions were not being followed as  
recommended.  
 
A review of the facility’s staff training log dated  
12/17/2025 revealed that the Registered Nurse (RN) 
had presented training on the importance of oral  
care, teeth brushing instructions and flossing once  
daily. The training also emphasized the importance  
of encouraging the persons to brush their teeth.  
 
On 4/02/2026 at 2:06 PM, an inspection of Person  
#1’s personal kit revealed an electric toothbrush.  
 
When asked during an in interview at 3:40 PM,  
about Person #1's dental issues, the house manager 
(HM) and the direct support staff indicated that  
Person #1 required full staff support for dental  
hygiene, but sometimes becomes uncooperative  
during tooth brushing. The HM acknowledge the  
concern  
 
b) Observations on 4/02/26 at 3:33 PM, showed  
Person #3 sitting in a wheelchair in the living room, 
without any adaptive equipments.  
 
The review Person #3’s March 2026 physician order 
sheet revealed an order for knee pads to be worn  
when out of bed. Further review of the facility’s staff 
training logs indicated that on 1/05/2026, the RN

I8270
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I8270 Continued from page 2 
had trained the staff in the use of each person’s  
adaptive equipment. A staff training log also  
revealed that on 12/22/2025 the Qualified Intellectual 
Disabilities Professional (QIDP) also provided  
training that included adaptive equipment for all the 
persons, including daily availability and replacement 
needs.  
 
When asked during an interview about the person’s 
knee pads, the Direct Support Professional  
acknowledged that the person was not wearing the  
pads and then retrieved two mismatched knee pads 
from the person’s bedroom, one larger than the  
other. The QIDP when informed of the concern  
stated that the matching knee pads may have been  
misplaced during washing.
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