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. (1000} INITIAL COMMENTS

A licensure revisit was conducted on January 6,
2009 through January 8, 2009, to determine the
facility's compliance with deficiencies cited on
July 25, 2008. A random sample of three clients
was selected from a client population of six
females with various disabilities. The finding of
this survey were based on observation, interview
and record verification, interview with day
pragram staff, management and residential staff,
and a review of the habilitation and administrative
records.

As a result of th the survey, a determination was
made that the facility failed to maintain
compliance with the previously cited deficient
practices.

{1090} 3504.1 HOUSEKEEPING

The interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of

' accumulations of dirt, rubbish, and objectionable
odors..

This Statute is not met as evidenced by:

Based on observation, the GHMRP failed to

. ensure the interior and exterior of the GHMRP

' was maintained in a safe, clean, orderly, '
attractive, and sanitary manner and was free of
accumulations of dirt, rubbish, and objectionable
odors.

The finding includes:
b
| Internal

| A build up of grease was observed on the wall
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behind the stove.

{1206} 3509.6 PERSONNEL POLICIES

e

Each employee, prior to empioyment and
annually thereafter, shall provide a physician's
certification that a health inventory has been

would allow him or her to perform the required
duties.

This Statute is not met as evidenced by:
Based on interview and record review, the

! health certificates on file. '

| The finding includes:

Interview with the Qualified Mental Retardation
January 6, 2009, revealed the GHMRP failed to

the House Manager.

Each training program shall include, but not be -
limited to, the foflowing:

(d) Emergency procedures including first aid, |
cardiopulmonary resuscitation {OPR), the
Heimlich maneuver, disaster plans and fire
evacuation plans;

| This Statute is not met as evidenced by:

performed and that the employee ' s health status

GHMREP failed to ensure that all staff had current

Professional and review of the personnel files on

provide evidence of a current health certificate for
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Based on record review, the GHMRP failed to
have on file for review current training in First Aid
: and CPR for employees.
N The findings include:
4 ar On January 7, 2009, review of personnel
§ records/training records failed to provide
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{ {W 000} | INITIAL COMMENTS
A revisit was conducted on January 8, 2009
i through January 8, 2009, to determine the
i facility's compliance with deficiencies cited on

e July 25, 2008. A random sample of three clients
. was selected from a client population of six
fernales with various disabilities.
e The finding of this survey were based on

T observation, interview and record verification,
1 interview with day program staff, management
o and residential staff, and a review of the
habilitation and administrative records.

- As a result of th the survey, a determination was _
made that the facility failed to maintain
compliance with the previously cited deficient
practices.

483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each client's active treatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional.

o This STANDARD is not met as evidenced by:
Based on observations, interviews with the
= Qualified Mental Retardation Professional
- (QMRP) and record review, the QMRP failed to

- | ensure integration, coordination and monitoring of
client's active treatment regimen.

The findings include:
1. The QMRP failed to ensure that Client #2's

meal time protocol and/or support strategies as
; evidenced below:

Observation on January 6, 2009 at approximately

{W 000}
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1 5:17 PM revealed Client #2 was wheeled to the
dining room table. The staff was observed to go
into the kitchen and return with Client #2's shack.
The staff person sat down next to Client #2,
informed her of what she had for snack and

: started feeding Client #2 her applesauce. The

' staff then.commented, "Oh you are eating today

- since we have company. [Client #2] usually

i refuses her food and we have to attempt to give it

1 to her later.”

| Observation on January 7, 2009 at approximately
12:43 PM revealed the day program staff
r attempting to feed Client #2. Staff attempted to

: feed Client #2 several times, but she refused to
eat her lunch.

Interview with the direct care staff on January 6,
2009 at approximately 5:22 PM revealed that
there was not a formal feeding protocol written for
implementation when the client refused her meal.
According to interview with the day program staff

on January 7, 2009 at 12:47 PM Client #2 refused
her lunch often at which time staff attempts to |
feed her later. . |

Interview with the QMRP on January 8, 2009 at |

9:45 AM revealed that no formai mealtime [

., support strategies had been developed to

E > address Client #2's refusals. According to the
QMRP, a mealtime protocol would be helpful to

provide assistance to anyone who was not

] familiar with Client #2's behavior of meal refusal.

2. The QMRP failed to ensure necessary
adaptive equipment was maintained for Client #2.
[See W43g]

{W 436} | 483.470(g)(2) SPACE AND EQUIPMENT

{W159} o

W 436)|
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The facility must fumish, maintain in good repair,
and teach clients to use and to make informed

, choices about the use of dentures, eyeglasses,
{ hearing and other communications aids, braces,
1. and other devices identified by the

- interdisciplinary team as needed by the client

"

| This STANDARD is not met as evidenced by:
NAL Based on observation and interview, the facility
o failed to ensure necessary adaptive equipment
- RE | was maintained, for one of the three clients
e included in the sample. (Client #2)

The finding includes:
L The facility failed to ensure that Ciient #2's

wheelchair was repaired timely as evidenced
below:

Observation on January 7, 2009 at approximately
11:51 AM revealed that Client #2's front wheels
; on her wheelchair were bent inward. On the !
- same day, interview with the day program |
counselor at approximately 11:55 AM revealed '
that the day program case manager had reported
o the client's broken wheelchair to the group home, |
. According to the day program staff, she was In
s informed by the residential counselor that the |
client was to have her wheelchair fixed. However, i
upon Client #2's return to the day pregram the ' l
front wheels on the client's wheelchair had not
been repaired. .

Interview with the Qualified Mental Retardation
Professional {QMRP) on January 8, 2009 at
approximately 9:40 AM revealed that the nurse
scheduled Client #2's wheelchair for repair over a
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[ month ago. At the time of the survey, Client #2's
wheelchair had not been repaired.
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