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A recertification survey was conducted from May |
1 20, 2013 through May 23, 2013. A random j
| sample of three clients was selected from a |
| population of three females and two males with |
| varying degrees of intellectual disabilities. This |
| survey was initiated utilizing the fundamental
Survey process. !
| The findings of the survey were based on
observations in the home and three day t
| programs, interview with direct support staff, f
nursing and administrative staff, and a surrogate
decision-maker/family member, as well as a J
' review of client and administrative records, J
! including incident reports. |
|
| [Qualified mental retardation professional i
. (QMRP) will be referred to as qualified intellectual
disabilities professional (QIDP) within this report.]
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| This STANDARD is not met as evidenced by: : 0 be <
| Based on observation and interview, the facility ] beon. Sha
| failed to ensure infection control measures were | ¢ B
' maintained during snack time for two of the three | ‘Q‘}"D ’ Q" DP/ RN on
| clients in the sample. (Clients #2 and #3) | W Con nue e ohesenc
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Client #3 a whole apple, cut into approximately
- twelve bite size pieces, placed on small plates. At |
5:12 p.m., Client #2 was observed drooling from |
her mouth and eating her apple pieces with her
fingers. Client #2 then raked approximately eight
| pieces of Client #3's bite sized apple from his
| plate into her plate and ate them. Client #3 was
1 allowed to eat the remaining pieces of apple on |
his plate that Client #2 touched. Neither Client #2 |
J nor Client #3 received intervention from staff. :
| Interview with the qualified intellectual disabilities |
| professional (QIDP) on May 21, 2013 at ‘
| approximately 10:00 a.m., revealed all staff were |
| trained on infection control during their initial
orientation. Interview with the house manager on |
May 22, 2013, at approximately 4:40 p.m.
revealed Client #3 should have been offered a
replacement of the same snack taken by Client
#2 or a snack with similar nutrional value.

At the time of the observation, the facility failed to
ensure infection control measures were

{ implemented when the Clients #2 and #3 ate their |
| snacks.
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INITIAL COMMENTS

A licensure survey was conducted from May 20, |
2013 through May 23, 2013. A random sample of
three residents was selected from a population of
three females and two males with varying

degrees of intellectual disabilities.

The findings of the survey were based on
observations in the home and three day
programs, interview with direct support staff,
nursing and administrative staff, and a surrogate
decision-maker/family member, as well as a
review of resident and administrative records,
including incident reports.

[Qualified mental retardation professional
(QMRP) will be referred to as qualified intellectual

disabilities professional (QIDP) within this report.]

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 and interview, the group
home for individuals with intellectual disabilities

(GHIID) failed to maintain the environment in
accordance with the needs of five of the five
residents in the facility. (Residents #1, #2, #3, #4
and #5)

The findings include:

On May 22, 2013 at 3:37 p.m., the home
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1090 Continued From page 1

facility to conduct an inspection of the
| environment and acknowledged the concerns
! identified within this report.

1. The footrest on the recliner located in the living
room was broken. The misalignment caused the
left side of the footrest to hang several inches
lower than the right side when it was in the
extended position.

2. There were several holes in the drywall of the
laundry room, which were located near the floor.

1090

?\ep\awrw clonss
hoo been reguistiondd
(see attuthed) and i\

o el i
be elcived oy blly%é/za/;a

o DLW e
Fao i Hes  snanages
Lp{\\ conhue 4o
Csndad  ensive
Au-dads o enswe—
Qoo Res e, ontoned
andoded. |

Health Regulation & Licensing Administration

STATE FORM 5899

SDU411 If conlinualion sheet 2 of 2




	Page 1
	Page 2
	Page 3
	Page 4

