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On July 26, 2013, an investigation was

concluded that revealed the facility failed to be in

compliance with the conditions of participation of

governing body, client protections, facility staffing

and health care services. A follow-up survey was

conducted from September 8, 2013 through

September 9, 2013 that revealed the facility failed

to regain compliance with the aforementioned |
conditions of participation. Specifically, !
observations revealed that one-to-one (1:1) staff ‘
failed to provide supervision in accordance with .
Client #1's and #5's individual support plans. [See |
W186] The follow-up survey, therefore, was

aborted to provide the facility a second

opportunity to attain compliance.

A second follow-up visit was conducted on
October 2, 2013 through October 3, 2013, to
determine the facility's compliance with previously
cited condition-level deficiencies. The findings of
this survey were based on observation, interviews
with direct support, nursing and administrative
staff, as well as a review of client and

| administrative records, including unusual incident
reports.

The survey findings determined that the facility
was in substantial compliance with the conditions
of participation in governing body,

client protections, facility staffing and health care
services.
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On July 26, 2013, an investigation was concluded
that revealed the facility failed to be in compliance
with the conditions of participation of governing
body, resident protections, facility staffing and
health care services. A follow-up survey was ‘
conducted from September 8, 2013 through }
September 9, 2013 that revealed the facility failed |
to regain compliance with the aforementioned ‘
conditions of participation. Specifically,
observations revealed that one-to-one (1:1) staff

| failed to provide supervision in accordance with
Resident #1's and #5's individual support plans.
[See W186] The follow-up survey, therefore, was
aborted to provide the facility a second ,
opportunity to attain compliance. ‘

A second follow-up visit was conducted on |
October 2, 2013 through October 3, 2013, to '
determine the facility's compliance with previously
cited condition-level deficiencies. The findings of
this survey were based on observation, interviews |
with direct support, nursing and administrative ‘
staff, as well as a review of client and
administrative records, including unusual incident \
reports.

The survey findings determined that the facility
was in substantial compliance with the conditions
of participation in governing body,

resident protections, facility staffing and health
care services and also with the local licensure
requirements.
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A monitoring survey was conducted on
September 30, 2013, to verify corrective actions
identified in the facility's plan of correction for the
environmental deficiencies cited during the
August 28, 2013 licensure survey.
\
. . |
The findings of the survey were based on ‘
observation, interviews and record review. The
survey revealed that measures to correct the
environmental deficiencies were implemented
and a determination was made that the facility is
in substantial compliance.
|
|
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