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Bldg. --
An Emergency Preparedness Survey was
conducted by the Indiana Department of Health in
accordance with 42 CFR 483.475.

Survey Date: 05/16/24

Facility Number: 000962
Provider Number: 15G448
AIM Number: 100249360

At this Emergency Preparedness survey, Logan
Community Resources Inc was found not in
compliance with Emergency Preparedness
Requirements for Medicare and Medicaid
Participating Providers and Suppliers, 42 CFR
483.475

The facility has 8 certified beds. All 7 beds are
certified for Medicaid. At the time of the survey,
the census was 7.

Quality Review completed on 05/17/24

E 0022 403.748(b)(4), 416.54(b)(3), 418.113(b)(6)(i),
441.184(b)(4), 482.15(b)(4), 483.475(b)(4),
Bldg. -- 483.73(b)(4), 485.625(b)(4), 485.68(b)(2),
485.727(b)(2), 485.920(b)(3), 491.12(b)(2),
494.62(b)(3)

Policies/Procedures for Sheltering in Place
§403.748(b)(4), §416.54(b)(3), §418.113(b)(6)
(i), §441.184(b)(4), §460.84(b)(5), §482.15(b)
(4), §483.73(b)(4), §483.475(b)(4), §485.68(b)
(2), §485.625(b)(4), §485.727(b)(2),
§485.920(b)(3), §491.12(b)(2), §494.62(b)(3).

-~~~

(b) Policies and procedures. The [facilities]
must develop and implement emergency

E 0000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Cheryl Groves

TITLE

Director of Group Living

(X6) DATE

06/06/2024

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

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 disclo

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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preparedness policies and procedures, based
on the emergency plan set forth in paragraph
(a) of this section, risk assessment at
paragraph (a)(1) of this section, and the
communication plan at paragraph (c) of this
section. The policies and procedures must
be reviewed and updated at least every 2
years [annually for LTC facilities]. At a
minimum, the policies and procedures must
address the following:]
[(4) or (2),(3),(5),(6)] A means to shelterin
place for patients, staff, and volunteers who
remain in the [facility].
*[For Inpatient Hospices at §418.113(b):]
Policies and procedures.
(6) The following are additional requirements
for hospice-operated inpatient care facilities
only. The policies and procedures must
address the following:
(i) A means to shelter in place for patients,
hospice employees who remain in the
hospice.
Based on record review and interview, the facility E 0022 In order for this citation to be 05/31/2024
failed to ensure the emergency preparedness plan corrected now, and in the future, a
(EPP) included a means to shelter in place for Shelter in Place procedure has
clients, staff, and volunteers who remain in the been developed. The Shelter in
ICF/IID facility in accordance with 42 CFR Place procedure is attached to
483.475(b)(4). This deficient practice could affect this plan of action. The Shelter in
approximately all occupants. Place procedure will be placed in
each home Emergency
Findings include: Preparedness book. All Staff will
be trained on this procedure at the
Based on record review of the facility's EPP with All Staff meeting on July 18, 2024.
the Director of Group Living on 05/16/24 between Meanwhile, all Leads will be
11:53 a.m. and 12:50 p.m., the Director of Group trained on this procedure at the
Living was directed to produce documentation for June 24, 2024 Lead meeting.
a plan in an event the facility needed to
shelter-in-place. The Director of Group Living was (Director of Group Living
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 15JE21 Facility ID: 000962 If continuation sheet Page 2 of 17
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unable to produce documentation from the EPP
during the survey. During an interview at the time
of record review, the Director of Group Living
stated that the facility does have a policy in an
event they need to shelter-in-place, however the
documentation from the EPP could not be located
at the time of the survey.

Findings were discussed with the Director of
Group Living at exit conference.

E 0039 403.748(d)(2), 416.54
441.184(d)(2), 482.15
Bldg. -- 483.73(d)(2), 484.102(d)(2), 485.625(d)(2
485.68(d)(2), 485.727(d)(2), 485.920(d)(2
486.360(d)(2), 491.12(d)(2), 494.62(d)(2)
EP Testing Requirements

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.625(d)(2), §485.727(d)(2), §485.920(d)
(2), §491.12(d)(2), §494.62(d)(2).

d)(2), 418.113(d)(2
d)(2), 483.475(d)(2
(

—_ =~ =
~— — ~— ~—

*[For ASCs at §416.54, CORFs at §485.68,
OPO, "Organizations" under §485.727,
CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct
exercises to test the emergency plan
annually. The [facility] must do all of the
following:

(i) Participate in a full-scale exercise that is
community-based every 2 years; or
(A) When a community-based exercise is
not accessible, conduct a facility-based
functional exercise every 2 years; or

(B) If the [facility] experiences an actual
natural or man-made emergency that requires

responsible)
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activation of the emergency plan, the [facility]
is exempt from engaging in its next required
community-based or individual, facility-based
functional exercise following the onset of the
actual event.

(ii) Conduct an additional exercise at least
every 2 years, opposite the year the full-scale
or functional exercise under paragraph (d)(2)
(i) of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the [facility's] emergency plan, as needed.

*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in
the patient's home. The hospice must
conduct exercises to test the emergency
plan at least annually. The hospice must do
the following:

(i) Participate in a full-scale exercise that is
community based every 2 years; or

(A) When a community based exercise is not
accessible, conduct an individual facility
based functional exercise every 2 years; or
(B) If the hospice experiences a natural or
man-made emergency that requires activation
of the emergency plan, the hospital is
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exempt from engaging in its next required full
scale community-based exercise or individual
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency plan twice
per year. The hospice must do the following:
(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual
facility-based functional exercise; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation
of the emergency plan, the hospice is
exempt from engaging in its next required
full-scale community based or facility-based
functional exercise following the onset of the
emergency event.

(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:
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(A) A second full-scale exercise that is
community-based or a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop led by a
facilitator that includes a group discussion
using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an
emergency plan.

(iii) Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise
the hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at

§482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must

conduct exercises to test the emergency

plan twice per year. The [PRTF, Hospital,

CAH] must do the following:

(i) Participate in an annual full-scale exercise

that is community-based; or

(A) When a community-based exercise is not

accessible, conduct an annual individual,

facility-based functional exercise; or

(B) If the [PRTF, Hospital, CAH] experiences

an actual natural or man-made emergency

that requires activation of the emergency

plan, the [facility] is exempt from engaging in

its next required full-scale community based

or individual, facility-based functional exercise

following the onset of the emergency event.
(i) Conduct an [additional] annual

exercise or and that may include, but is not

limited to the following:

(A) A second full-scale exercise that is

community-based or individual, a
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facility-based functional exercise; or
(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [facility's] response to
and maintain documentation of all drills,
tabletop exercises, and emergency events
and revise the [facility's] emergency plan, as
needed.

*[For PACE at §460.84(d):]
(2) Testing. The PACE organization must
conduct exercises to test the emergency
plan at least annually. The PACE
organization must do the following:
(i) Participate in an annual full-scale exercise
that is community-based; or
(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or
(B) If the PACE experiences an actual natural
or man-made emergency that requires
activation of the emergency plan, the PACE
is exempt from engaging in its next required
full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every
2 years opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted that may include,
but is not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, a facility
based functional exercise; or
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(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise
the PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises
to test the emergency plan at least twice per
year, including unannounced staff drills using
the emergency procedures. The [LTC facility,
ICF/1ID] must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise.

(B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
LTC facility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.
(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or an individual, facility
based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator includes a group
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discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [LTC facility] facility's
response to and maintain documentation of
all drills, tabletop exercises, and emergency
events, and revise the [LTC facility] facility's
emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]:

(2) Testing. The ICF/IID must conduct
exercises to test the emergency plan at least
twice per year. The ICF/IID must do the
following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the ICF/IID
is exempt from engaging in its next required
full-scale community-based or individual,
facility-based functional exercise following the
onset of the emergency event.

(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or an individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
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messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct
exercises to test the emergency plan at
least annually. The HHA must do the
following:

(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise
is not accessible, conduct an annual
individual, facility-based functional exercise
every 2 years; or.

(B) If the HHA experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the HHA is
exempt from engaging in its next required
full-scale community-based or individual,
facility based functional exercise following the
onset of the emergency event.

(ii) Conduct an additional exercise every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)

of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or an individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
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to challenge an emergency plan.

(iii) Analyze the HHA's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the HHA's emergency plan, as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct
exercises to test the emergency plan. The
OPO must do the following:

(i) Conduct a paper-based, tabletop exercise
or workshop at least annually. A tabletop
exercise is led by a facilitator and includes a
group discussion, using a narrated, clinically
relevant emergency scenario, and a set of
problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan. If the OPO experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
OPO is exempt from engaging in its next
required testing exercise following the onset
of the emergency event.

(i) Analyze the OPOQ's response to and
maintain documentation of all tabletop
exercises, and emergency events, and revise
the [RNHCI's and OPO's] emergency plan, as
needed.

*[ RNCHls at §403.748]:

(d)(2) Testing. The RNHCI must conduct
exercises to test the emergency plan. The
RNHCI must do the following:

(i) Conduct a paper-based, tabletop exercise
at least annually. A tabletop exercise is a
group discussion led by a facilitator, using a
narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
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(i) Analyze the RNHCI's response to and
maintain documentation of all tabletop
exercises, and emergency events, and revise
the RNHCI's emergency plan, as needed.
Based on record review and interview, the facility
failed to conduct a community-based exercises
within the last 12 months to test the emergency
plan. The ICF/IID facility must do the following:
(1) Participate in an annual full-scale exercise that
is community-based; or

a. When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise.

b. If the ICF/IID facility experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the ICF/IID
facility is exempt from engaging its next required
full-scale in a community-based or individual,
facility-based full-scale functional exercise for 1
year following the onset of the actual event.

(1) Conduct an additional exercise that may
include, but is not limited to the following:

a. A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise.

b. A mock disaster drill; or

c. A tabletop exercise or workshop that is led by a
facilitator that includes a group discussion led by
a facilitator, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan.

(iii) Analyze the ICF/IID facility's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
ICF/IID facility's emergency plan, as needed in
accordance with 42 CFR 483.475(d)(2). This
deficient practice could affect all occupants.

E 0039

In order to meet this citation for
the future, the facility will conduct
either a community based or
individual facility based exercise
on an annual basis in order to be
compliance with this tag. Any
changes, edits or additions will be
added at that time. Exercise will
occur at the July 18, 2024 All Staff
meeting.

(Director of Group Living
responsible)

07/19/2024
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K 0000

Bldg. 02

Findings include:

Based on record review with the Director of Group
Living on 05/16/24 between 11:53 a.m. and 12:50
p.m., there was documentation of a table top
exercise completed on 01/18/24, but there was no
documentation of community-based exercise or a
facility-based functional exercise when a
community-based exercise is not accessible
conducted within the last year. Multiple drills
were produced, however the drills were conducted
in the form of training with quizzes and did not
contain any documentation for after-action
reports. Based on interview at the time of record
review, the Director of Group Living
acknowledged the lack of documentation.

Findings were discussed with the Director of
Group Living at exit conference.

A Life Safety Code Recertification Survey was
conducted by the Indiana Department of Health in
accordance with 42 CFR 483.470(j).

Survey Date: 05/16/24

Facility Number: 000962
Provider Number: 15G448
AIM Number: 100249360

At this Life Safety Code survey, Logan
Community Resources Inc was found not in
compliance with Requirements for Participation in
Medicaid, 42 CFR Subpart 483.470(j), Life Safety
from Fire and the 2012 Edition of the National Fire
Protection Association (NFPA) 101, Life Safety
Code (LSC), Chapter 33, Existing Residential

K 0000

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

15JE21 Facility ID:

000962 If continuation sheet

Page 13 of 17




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/10/2024
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES ~ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING 02 COMPLETED
15G448 B. WING 05/16/2024
STREET ADDRESS, CITY, STATE, ZIP COD
NAME OF PROVIDER OR SUPPLIER 907 COTTAGE GROVE AVENUE
LOGAN COMMUNITY RESOURCES INC SOUTH BEND, IN 46616
(X4) ID SUMMARY STATEMENT OF DEFICIENCIE D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CREACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG DEFICIENCY) DATE
Board and Care Occupancies.
This two story building with a partial basement
was determined to be fully sprinklered. The facility
has a monitored fire alarm system with hardwire
smoke detection in corridors, in client sleeping
rooms and all living areas. Heat detection was
provided in the attic space. The facility has a
capacity of 7 and had a census of 7 at the time of
this survey.
Calculation of the Evacuation Difficulty Score
(E-Score) using NFPA 101A, Alternative
Approaches to Life Safety, Chapter 6, rated the
facility Prompt with an E-Score of 0.84.
Quality Review completed on 05/17/24
K S511 NFPA 101
Utilities - Gas and Electric
Bldg. 02 | Utilities - Gas and Electric
Equipment using gas or related gas piping
complies with NFPA 54, National Fuel Gas
Code, electrical wiring and equipment
complies with NPFA 70, National Electric
Code.
32.25.1,33.25.1,9.11,9.1.2
1. Based on observation and interview, the facility K S511 This citation has been corrected. 05/31/2024
failed to ensure 1 of 2 receptacles in sleeping room On May 16, 2024 (during the LSC
#2 were provided with a cover plate. LSC 33.2.5.1 inspection) the Director of
states utilities shall comply with Section 9.1. LSC Maintenance placed the outlet
9.1.2 requires electrical wiring and equipment shall switch cover back on the outlet.
be in accordance with NFPA 70, National The switch covers will not be
Electrical Code. NFPA 70, 2011 Edition, Article removed again. In order for this
406.6, Receptacle Faceplates (Cover Plates), citation to met now and in the
requires receptacle faceplates shall be installed so future, the House Lead will make a
as to completely cover the opening and seat weekly walk through in the home
against the mounting surface. This deficient to inspect any issues of this
practice could affect approximately three clients nature. If he notes any, a sys aid
and staff. (maintenance monitoring system)
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 15JE21 Facility ID: 000962 If continuation sheet ~ Page 14 of 17
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to maintenance will be sent in

Findings include: order for the repairs to be made.

Based on observations during a tour of the home During the LSC survey, the

with the Director of Facilities on 05/16/24 between Director of Maintenance corrected

11:37 a.m. and 11:53 a.m., in sleeping room #2 on the citation of the hanging power

the first floor, the receptacle by the closet was not cord. The House Lead will make

covered by a cover plate exposing bare wires and a weekly walk through of the home

terminals. Based on interview at the time of to inspect any issues of this

observation, the Director of Facilities agreed the nature. If he notes any, he will put

outlet was missing a faceplate and would get one in a sys aid to maintenance if an

installed. adaptation needs to be made.

This finding was reviewed with the Director of

Community Living during the exit conference. (Maintenance and House Leads

responsible)

2. Based on observation and interview, the facility

failed to ensure 1 of 1 flexible cords were installed

properly and used in a safe manor. NFPA 99,

Section 10.2.4.2 states adapters and extension

cords meeting the requirements of 10.2.4.2.1

through 10.2.4.2.3 shall be permitted. Section

10.2.4.2.3 states the cabling shall comply with

10.2.3. Section 10.2.3.5.1 states cord strain relief

shall be provided at the attachment of the power

cord to the appliance so that mechanical stress,

either pull, twist, or bend, is not transmitted to

internal connections. This deficient practice could

affect approximately all clients and staff.

Findings include:

Based on observation with the Director of

Facilities on 05/16/24 between 11:37 a.m. and 11:53

a.m., in the first floor living area, across from the

dining area, had a power strip used to power

electrical appliances, was not secured, and was

dangling from the power cords. This condition

could put stress on the power cord causing

damage to the power cord. Based on interview at
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the time of observation, the Director of Facilities
agreed the power strip was dangling, not secured,
and secured the powerstip to the floor upon
observation.
This finding was reviewed with the Director of
Group Living during the exit conference.
K S741 NFPA 101
Smoking Regulations
Bldg. 02 | Smoking Regulations
Smoking regulations shall be adopted by the
administration of board and care
occupancies. Where smoking is permitted,
noncombustible safety type ashtrays or
receptacles shall be provided in convenient
locations.
32.7.4.1,32.7.4.2,33.7.4.1,33.7.4.2
Based on observation and interview; the facility K S741 In order to meet this citation now, 05/31/2024
failed to ensure 1 of 1 smoking areas were and in the future, the House Lead
maintained by disposing cigarette butts in a metal discarded the cigarette butts on
or noncombustible container with a self-closing the front porch. The House Lead,
cover. This deficient practice could affect all Program Manager and QIDP had a
clients and staff. house meeting on May 21, 2024
discussing the correct area where
Findings include: clients and staff are able to smoke
(see attached). If it is noticed
Based on observation during a tour of the facility there is smoking occurring in any
with Director of Facilities on 05/16/24 between other area staff will be disciplined.
11:37 a.m. and 11:53 a.m., the facility had a If a client is smoking in an area
designated smoking area in the back of the home that isn't designated, then the
outside. Upon walking on the front porch of the House Lead will have a discussion
home, a ceramic flower pot contained with that client.
approximately 10 cigarette butts discarded in the
container. Based on interview at the time of (House Lead and DSPs
observation, the Director of Facilities stated that responsible)
the facility provides smoking posts and was
unsure why the cigarette butts were improperly
discarded. He further acknowledged that the
container is not an approved container.
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Findings were discussed with the Director of
Group Living at exit conference.
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