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Initial Comments

An emergency preparedness survey was conducted at this
facility from 03/30/2026 through 04/01/2026.

The survey findings determined that the facility was in
substantial compliance with the requirements Emergency
Preparedness Requirements for Medicare and Medicaid
Participation for Intermediate Care Facilities for
Individuals with Intellectual Disabilities.

No deficiencies were cited.
INITIAL COMMENTS

A recertification survey was conducted on 03/30/2026
through 04/01/2026. A sample of two clients was
selected from a census of four. The survey was
conducted utilizing the focused fundamental survey
process.

The findings of the survey were based on observations,
interviews, and the review of client and administrative
records.

CLIENT FINANCES

CFR(s): 483.420(b)(1)(i)

The facility must establish and maintain a system that
assures a full and complete accounting of clients'
personal funds entrusted to the facility on behalf of
clients.

This STANDARD is NOT MET as evidenced by:
Based on interviews and record reviews, the

facility failed to ensure a full and complete

accounting of personal funds for one of the two clients
in the sample (Client #2).

Findings included:

E0000

WO0000

WO0140

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 reverse for further 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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W0140 Continued from page 1 W0140
On 03/30/2026 beginning at 5:17 PM, a review of
Client #2's financial records indicated that the

facility was authorized to manage the client's personal
funds.

A review of Client #1's bank statement

from 01/01/2025 - 12/31/2025 revealed

that on 06/25/2025, a withdrawal

of $1,500.00 was made from the client's

account. Further review showed that there

were no invoices and receipts found in the client’s
financial file to account for the withdrawal.

During an interview on 03/31/2026 at 11:30 AM,

the Qualified Intellectual Developmental Professional
(QIDP) stated that she would need to search for the
receipts associated with the 06/25/2026 withdrawal.

On 04/01/2026 at 11:00 AM, the QIDP provided
receipts totaling $492.05, related to the 06/25/2025
withdrawal.

When asked whether any additional receipts existed, the
QIDP provided a bank deposit slip showing a deposit of
$1,000.00, made on 03/31/2026 at 11:19 AM.

The deposit occurred approximately 10 months after the
original withdrawal and only after the surveyor
requested documentation to account for the client’s
funds.

W0252 PROGRAM DOCUMENTATION W0252
CFR(s): 483.440(e)(1)

Data relative to accomplishment of the criteria
specified in client individual program plan objectives
must be documented in measurable terms.

This STANDARD is NOT MET as evidenced by:

Based on observations, interviews and record reviews,
the facility failed to ensure staff accurately

documented each client's Individual Program Plan (IPP)
for one of the two clients in the sample (Client #2).

Findings included:
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On 03/30/2026 at 4:00 PM, a review of Client

#2's Individual Program Plan (IPP)

dated 02/12/2026 documented the following program
objective: "With minimal assistance from his staff,

will place a call to his family once a week, mainly on
Saturday to socialize, keep up and stay in touch with
90% independence on all recorded trials by 02/2027

The IPP required staff to document the following steps
on the IPP data sheet: Decide who to call Dial their
number with assistance as needed Converse with family,
including name Document the duration of call

The IPP also required staff to record the client’s
level of participation using these codes: |

= independently, P = physical assistance, V = verbal
prompts, G = gestural prompts; R = refused and

A = absent.

On 03/31/2026 at 10:30 AM, the review of Client #2's
IPP data sheets from 01/2026 through 03/2026 showed
that staff were documenting the client’s participating
using “yes” instead of the required codes.

On 03/31/2026 at 4:00 PM, during an interview,

the Quialified Intellectual Disabilities

Professional confirmed that the direct support
professionals failed to document using the required IPP
data codes and added that additional training for staff
would be needed.

W0362 DRUG REGIMEN REVIEW WO0362
CFR(s): 483.460(j)(1)

A pharmacist with input from the interdisciplinary team
must review the drug regimen of each client at least
quarterly.

This STANDARD is NOT MET as evidenced by:

Based on observations, interviews, and record reviews,
the facility failed to ensure that each client's

medication regimen was reviewed by a

pharmacist as required at least quarterly, for two of
the clients in the sample (Clients #1 and #2).

Finding included:
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A review of the facility's policy on Drug Regimen
Review indicated that a pharmacist shall conduct
quarterly reviews for each client receiving
medications.

Below are the guidelines for the reviews:

-During the review of the drug regimen and associated
factors of each person taking the medication

to determine if irregularities exist. The physician

shall be advised of any recommended changes with
reason(s) and possible alternative drug regimen.

-The pharmacist shall document the person's medical
record and the date of said review, and

if appropriate, an indication of recommendation to the
physician.

-The recommendation(s) to the physician shall be made
on an interdisciplinary progress note.

-In evaluation of the total care plan and when doing
the drug regimen review, the Registered Nurse (RN) may
choose to consult with the physician.

1. 0On 03/30/2026 at 2:00 PM, a review of Client
#1's physician order sheets (POS) dated
01/01/2026 — 03/31/2026, revealed that Licensed
Practical Nurse (LPN) #4 administered Client #1's
medications during the tube feeding pass, which
included Jevity 1.2 calorie, eight ounces.

When asked about the client’s medications during an
interview at 3:00 PM, LPN #4 indicated that

the clients' tolerance of the

medications was monitored by direct support professiona
Is (DSPs) and licensed nursing staff, including the
pharmacist.

2.0n 03/30/2026 at 7:20 PM, a review of Client #2's
POS dated 01/01/2026 — 03/31/2026 during the evening
medication pass observations, showed LPN #3
administered the client's medications which

included Cetirizine 10 milligrams (mg),

Verapamil 360 mg, Lactulose 30 milliliters (ml) and
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Senna S Tablet.

When asked during an interview on 03/30/2026 at

7:45 PM about the client’s

medications, LPN #3 indicated that the clients’

tolerance of the medications was monitored by the DSPs,
as well as licensed nursing staff, including the
pharmacist.

On 03/31/2026 beginning at 11:00 AM, the review of

the medical records for Clients #1 and #2's

records revealed pharmacy drug regimen reviews

dated 04/24/2025, 08/29/2025 and

12/15/2025. There was no documented pharmacy reviews
noted after 12/15/2025.

During an interview on 03/31/2026 at 12:30 PM,

the Registered nurse (RN) confirmed that the pharmacist
last reviewed the client's medication regimens on
12/15/2025, and that no quarterly reviews had been
completed for Client #1 and #2 during 2026.

W0440 EVACUATION DRILLS W0440
CFR(s): 483.470(i)(1)

at least quarterly for each shift of personnel.
This STANDARD is NOT MET as evidenced by:

Based on interviews and record reviews, the
facility failed to conduct fire drills for each shift

at least once per quarter for the four clients in the
facility (Clients #1, #2, #3, and #4)

Findings included:

During the entrance conference on 03/30/2026 at 10:43
AM, the Qualified Intellectual Disabilities

Professional (QIDP) and the House

Manager (HM) indicated that the facility operates on
multiply shifts as follows:

- (Monday through Friday: 8:00 AM-4:00 PM, 4:00
PM-12:00 AM and, 12:00 AM-8:00 AM). (Saturday and
Sunday: 8:00 AM-8:00 PM and 8:00 PM-8:00 AM).
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W0440

Continued from page 5

On 03/30/2026 at 11:30 AM, a review of the facility's
fire drill records for the previous 12

months revealed that for the 8:00 PM-8:00 AM shift
(Saturday and Sunday), the facility only conducted fire
drills on 03/30/2025 and 04/15/2025.

On 03/31/2026 at 1:00 PM, during an

interview the HM stated that fire drills are scheduled
once a month per shift. After reviewing the facility’s
fire drill log, the HM acknowledged that the facility
had not conducted fire drills once every three
months for each shift as required.

W0440
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