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A recertification survey was conducted from
February 24, 2014 through February 25, 2014. A
sample of three clients was selected from a
population of two males and three females with
varying degrees of intellectua: disabilities. This
survey was conducted utilizing the fundamental
survey process.

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

Note: The below are abbreviations that may
appear throughout the body of this report.

Behavior Support Plan - BSP
Cubic Centimeter - cc
Day Program Staff - DPS
Gastrostomy Tube - G-Tube
Group Home for Individuals with Intellectual
Disabilities - GHIID
House Manager - HM
Human Rights Committee - HRC
Individual Program Plan - IPFP
Individual Support Plan - ISP
Medication Administration Record - MAR
Milligram - mg
Milliliter - ml
Operations Manager - OM
Physician's Orders - POS
Program Director - PD
Qualified Intellectual Disabilities Professional -
QIDP
Registered Nurse - RN
Residential Coordinator - RC
Tablet - tab
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Any deﬁcienCM ending with an asterisk (*) denotes a c'ieﬁciency_ which the institution may be excused from correcting providing itds determid

ed’that

other safeguards provide sufficient protection to th2 patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 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 disclosrble 14

days following the date these documents are made available fo the facility. If deficiencies are cited, an approved plan of correction is requisite to con
program participation.
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terms.

on February 24, 2014. Additionally, there was no
i data available to verify if the client participated in

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

This STANDARD s not met ais evidenced by:
Based on observation, interview. and record
review, the facility failed to consistently document
progress toward an IPP objective (wiping mouth)
at the frequency requiired for ane of three clients
in the sample. (Client #1)

The finding includes:

On February 24, 2014, at 5:08 p.m., Client #1
was abserved sitting in her wheelchair drooling.
Staff #5 then stated to Client #1, "Let's wipe your
mouth." Staff #5 presented a hapkin to the client
and provided hand over hand assistance to the
client to wipe her mouth.

On February 25, 2014, at 9:25 a.m., review of
Client #1's program data revealed a goal to
improve self help.skills. According to the
objective, "Given hand over hand assistance, the
client will wipe her mouth when she drools on
75% of the trials recorded per month for twelve
consecutive months." Review of the data
collection revealed that the client's level of
participation in the training was not documented

the training on February 17, 183, 19, 22, and 23,
2014.

Interview with the HM on February 25, 2014, at
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. 3:39 p.m., revealed that Client #1 drools daily,
and should be provided hand over hand
assistance and encouragement by staff to help
wipe her own mouth. Further discussion with the
HM revealed that staff should document the
. client's level of participation in the training daily.
The HM confirmed however, that the staff failed
to document the client's participation in the IPP
objective on the aforementioned dates as
required.
* At the time of the survey, the facility failed to
: ensure that data required to accurately monitor
Client #1's progress toward the the objective was
documented.
W 460 | 483.480(a)(1) FOOD AND NUTRITION W 460

entire container (250 ml).

SERVICES

Each client must receive a nourishing,
well-balanced diet including modified and
specially-prescribed diets.

This STANDARD is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure that each
client's enteral feeding was administered in the
amount prescribed by the physician's order for
one of three clients in the sample. (Client #1)

The finding includes:
On February 24, 2014, at 7:03 p.m., LPN #2 was

observed to administer Client #1's Compleat tube
feeding formula. The nurse administered the
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' Client #1's physician's order dated February 1,

¢ Review of Client #1's MAR on February 24, 2014, |
. at 7:59 p.m., revealed that Client #1's feeding

Continued From page 3

8:05 p.m., revealed that Client #1 usually
tolerates the entire container of Compleat (250
mis). LPN #2 further revealed that if Client #1
does not tolerate the entire container of
Compleat, the remaining amount is discarded.
When asked if the client shouid be administered
Compleat 200 mis as prescribed by the physician,
LPN #2 replied, "Yes."

On February 24, 2014, at 7:45 p.m., review of

2014, revealed the following order for tube
feedings: "Compleat 200 mls four times daily to
provide 848 calories and 38 grams of protein.”

was scheduled to be administered at 7 a.m., 11
a.m., 3p.m., and 7 p.m. Revisw of the MAR after
the 7 p.m. feeding was administered on February
24, 2014, revealed LPN #2's initials on the MAR,
indicating she administered Compleat 200 mis to
the client as prescribed.

At the time of survey, the facility failed to ensure
that Client #1 was administered Compleat 200
mis as enteral feeding in accordance with the
physician's order.

W 460
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1000; INITIAL COMMENTS 1000

A licensure survey was conducted from February
24, 2014 through February 25, 2014. A sample of i
three residents was selected from a population of
two males and three females with varying
: degrees of intellectual disabilities.

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

Note: The below are abbreviations that may
appear throughout the body of this report.

Behavior Support Plan - BSP

Cubic Centimeter - cc

Day Program Staff - DPS

Group Home for Individuals vith Intellectual
Disabilities - GHIID

House Manager - HM

Human Rights Committee - FIRC

Individual Program Plan - IPF'

Individual Support Plan - ISP

Medication Administration Record - MAR
Milligram - mg

Operations Manager - OM

Physician's Orders - POS

Program Director - PD

Qualified Intellectual Disabilities Professional -
QIbP

Registered Nurse - RN

Residential Coordinator - RC

Tablet - tab

1090 3504.1 HOUSEKEEPING 1090

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
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odors.
This Statute is not met as evidenced by:
Based on observation and interview, the GHIID
failed to to ensure trash was stored in closed
containers and failed to ensure the range hood
light bulb was protected.
The findings include:
On February 25, 2014, beginning at 1:08 p.m., i
the OM and the HM accompariied the surveyor to ™~ CIO\&F(Q‘
conduct an inspection of the environment. The b = l I 3)1
following concerns were identified: \ 8 8 o \ =
. 1. Observation of the exterior environment on Co1= L ~corve
February 25, 2014, at 1:19 p.m,, revealed the re. ‘
trash cans were stored underneath the back C’Q’UUQ!‘L. oy
porch of the facility. Bags of trash were noted to )——\v-\e_ Do (o C
protrude above the top of several of the cans, = ' . ' D\%
causing the lids to remain open. The OM v e T
acknowledged, that the trash cans were open AN e’\ . _tf’
because they contained excessive trash. [ _—- b Smwnalel
=
Interview with the HM and QIDP #1 on February roh-ud g alaoee-
15, 2014, at 5:15 p.m., revealed the facility was __ke L \=
waiting for the trash to be collected. — sveasda
. o CQH oy cbod o T
At the tltme gf the Sttjrveé/,_ the facility fetuled to , L~ (_ LAfb LT'D e A
ensure trash was stored in a manner to preven © o
potential entrance of rodents and other pests. ( s q‘:ta 6\1 2‘\_‘ LO\\SE""
L V\D \C
2. On February 25, 2014, at 1:28 p.m., :33
observation of the range hood light fixture cover %ﬁ‘\&&.w J D
revealed the front of it was partially missing. This ‘ W D
caused the bulb in the fixture to be exposed (/J\C\ Qeun, v Q. .
above the range top. j( WO (L m C:f" rCQ‘Lg_D
Interview with the OM on February 25, 2014, at 'To %WC hmk
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At the time of the survey, the facility failed to

good condition.

1:30 p.m., revealed that he was not aware that
the range hood light fixture cover was damaged.
i Further discussion with the OM indicated that a
| replacement cover would need to be ordered.

ensure the light fixture cover was maintained in
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