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A recertification survey was conducted from
August 20, 2013 through August 22, 2013. A
sample of three clients was 'selected from a

I
- population of two males and one female with i _ e S
’ varying degrees of Intellectua) disabililes. This | aed® _‘BKGG@‘C'@@G‘QQQQ
survey was initiated utilizing the full survey \‘\eﬁ“;‘“\ed WO O“‘O-
process. _ W0 5“\0‘3‘

The findings of the survey were based.on
observations in the home and one day program,
interviéws with one client, direct support staff,
nursing and adminlstrative staff, as well ag a
review of client and administrative records,
including incident reporis. '
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{o the outcome of the objective, forone of three

| cliants in the sample. (Client#1) | ILS will ensure that the

_ ' Director of QA continues
; The finding includes: _ to monitor all individuals
record as scheduled. !

| Recent performance data that had been collécted !
! for Client #1's lraining programs. was reviewed on ; )
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August 22, 2013, beginning at approximaiely | )
12:30 p.m. One of the ¢client's training objectives : ;
was as follows: "Given verbal and physical 1 ; ; K :
-assistance, <client's name> will make a sélection . |
fo purchase a CD of his thoice once a wesk at 2 ) i
100% accuraey." The program was to be
implemented every Sunday. The data collection
sheet reflécted the following methodology: The
client (1) "will be given a choige of two stores; (2)
will walk through the aisles and pick a CD of his
choice; (3) will hand the cashier his money fo

i purchasa itern; (4) will recelve the change and
item; and (5) staff will document appropriately.”

Confinued teview of the data shéat revealed that
the task analysis used for documenting Client
#1's performance did not correspond with the
methodalogy that was qutlined in the program
(the criteria did not match). The form indicated:
data was to be collected as follows:
[1] Select activity;
[2] Give money: and
[3] Recelve money,
Liné 1 did not specify what choice/aclivity sholild
' be documerited. When askedIf the line marked
: "Select activily” Wwas meant for dogumenting
- Cllent #1's ¢holee of 'stores of hls cholce of CD,
. both the qualified intellectual disabilities :
professwnal (QIDP) and the facility coordinator . ' i
i (FC) indicated they-could not answerwith ' x }
: cerlamly They further stated that they had not
i dfrer:tly observed staff implement the
i CD-purchase program rior had they received
{ training from the former QIDP consull'ant ’
regardlng that specific program.
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A licensure survey was conducted from August
20, 2013 through August 22, 2013, A sample of
t‘hree residents was selected from a population of
two males and one female with varymg degrees
of Intellectual disabilitles.
The findings of the survey were based on
observations in the home and one day pragram,
interviews with ore resident, direct support staff,
nursing and administrative staif, as well as a
review of resident and admlnislraﬁVe records,
including incident reports. The survey findings -
! revealed that the facility was in compliance with
Chapter 35 regulations.
i
. i
i
i i
;
f
Heallh Regu!atlon & Licensing Adrqinisiration '
LABORATORY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATNE‘B S'IGNATURE TTLE - {X6) DATE
STATE FORM. o VMaeTT T contnuabion shaet |1 of |




	Page 1
	Page 2
	Page 3

