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INITIAL COMMENTS

A follow-up licensure survey was. conducted on

July 27; 2010 to verify the faclirty s compliarice -~ - .

with deficiencies cited during the dJuly 2, 2010

| licensure survay,

The revisit resulted in a. determ:nat;on that éven
| though the facmty had made: some progress ln

‘ addressing the deficient practices, there were

continued, unabated deficiencies, as evidenced sh
the report that feliows. :

3502.16 MEAL SERVI_CE / DiN’I-NG’.AREAS

A review and consultation by a dietitiar or -

| nutritionist shall be conductad atleastq quarteriy to

. ensure that each resident who has been
prescribed a modified diet receives adequate
nutrition according o h:s or her Ind:vuduat
Habilitation Plan. .

| This Statute is not et as evidehced by
| Based on interview and record:review; the

GHMRP failed to ensure that two of. four - .
residents with modified dists had: been rewewed
at least quarterly by the ccnsu!tang dieti t:an
(Clients: #3 and #5)

The ﬁndings.inctu‘de: '

The facn:ty was cited during the July 2 2010
survey, for faifing to ensure residents with

i modified diets had been reviewed at jeast

quarteriy by the consuiting dietitian. According to
' the plan.of correction dated-July 26, 2010, the
administration will ensure that ali cénsultants

; complete their contractual: obhgattous or the

| administration le terminate the contracts
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1. On July 27, 2010, at approximately 12:05

p.m., review of Res|dent #5's medical records
revea[ed a:diet order of a "1500 calorie - iow fat -
high fiber dlet; Limit intake of caffeine-and soda -
No Added Salt". Further review of the: record
failed to show evidence that her modified diet had-
been monitored/reviewed quarterly by the dietitian
since the last nutritional assessment dated June

{ OQO}é

8, 2009. According to the resident's record; her
diet had only been.réviewed by a disfician. once
since the aforementioned assessment date .
(6/8/2010). .Interview with the. qualified mental -
retardation professlonal (QMRP) on the same

finding.

2. On July 27, 2010, at approximately 12 05

p m., review of Resident #3's medical records
reveafed she was prescribed.a low: cho!esteroi
diet to included ro concentrated sweets,
increased fiber, chopped meat, and prure juice
three times a week. Further review of Resident
#3's medical records on July 27, 2010, at :
approximately 2:00-p.m., failéd.to show evidence
that her modified diat had been monitorfreviewed

most recent nutrition review for Resident #5 was
documented on July 24, 2009. Interview with the
QMRP on the same day approximateiy 240 pm,,
acknowledged the finding.

3504.1 HOUSEKEE‘PWG

The interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, altractive,
and-sanitary mannerand be-free of i
accumulations of dirt; rubbish, and ob;ecnonable
odors.

day approximately 12:10 p.m., acknowledged the |

by the dietitian al léast every three months. The |

0

R

058}

080}

receives adequate nutrition according to his or

{

The administration of MarJul Homes recognizes 8-6-2010
the importance of consistent quarterly reviews
with all individuals with special diets, Due to
non compliance with contractual agreement,
we will be terminating the contract of the
current nutritionist. We are in the process of
securing the services of a new nutritionist who
will ensure at least quarterly that each individua
who have been prescribed a modified diet

her Individual Support Plan.

See 1058
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This Btatute is not met as evidenced by:

Based on observation and interview; the GHMRP
failed to maintained the interior and exterior of
the facility in & safe, clean, orderly, attractive, and

sanitary manner,

The findings include:

Observation and interview with the facility's
House Manager (HM) on July 27, 2010, -
beginning at 3.00 p.m., revealed the following:

Interior:

1. There were what appears to be dead bugs
located in the overhead light globe located in
Resident#1's bedroom.

2. The bathroom inside Residents #4 and #5's
bedroom was.observed to have broken blinds.
The caulking around the lower bathroom shower
was observedio be disocolored (brownish). The |

shower drain was also observed with rustbuild up |

around it:

3. The kitchen light switch had a shortage i it
which caused the lights o delay in coming on.

4. There is chipping and peeling paint on the wall _

underneath the hood over the stove. . Thetop of |
the trash can located in the kitchen was observed | -

with rust built up.
The HM acknowledged the aforementioned

deficiencies had not been corrected since the last
licensure survey conducted on July 2, 2010,

3508.7 ADMINISTRATIVE SUPPORT

To

{i

l

090}

189}

1. All housekesping items are scheduled BM0/2010
to be completed on 8/10/2010.
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Each GHMRP shall maintain recurds of res;dents
' funds received and dtsbursed

This Statute is not met as-evidenced by: -
Based on staff interview and record rewew, the
GHMRP failed to ensure a systemn had been
of residents' personal funds, for two of four
and #5)

The findings include;

The GHMRP was mted dunng the-July 2, 2010,
survey for failing to.ensure that a. system had
been implemented'to maintain.a complete
accounting of residents’ personai funds.

1. OnJuly 27, 2010, atapproximately 11: 20

Lam, Jntervreww:th the qualified mental

‘ retardat:on professional (QMRPY and review of
the resident’s financial records revealed that the
GHMRP assisted Resident #2: WIth mamtainmg
her fi inances.

Aprit 2, 2010, revealed a withdrawal in'the
amount of 5200 00. Furtherreview of the
resident’s financial records failed to provide
recsipts for the aforementioned:
withdrawallexpenditure from Resident#2's
personal account. . This was. acknowledged.

day at approxtmateiy 427 p.m,

ensure a complete accounting of the ms&dénfs
‘personal funds by providing evidence that
fustfied the aforement:oned wathdrawai

implemented to miaintain & complete: -accounting: :

residents residing in the GHMRP (Resments #2.

Review of Resident #2's bark statement date_d;

-through interview with the. QMRP on'the same R

Al the time of the survey, the GHMRP falled to:

1. . :

The administration of MarJul Homes will ensure
that all staff are trained on the agency's policy
"Safeguarding Individuai Funds and o
Possessions Poiicy." The OMRPs and House
Managers will be retrained on the poiicy.

They will then be responsible for training their
‘staff. Monthly monitoring by the Executive team
{ will oceur on the third Tuesday of the month
foliowmg the weekly administrative mesting.

The QMRP at'the time of the withdrawal is no
longer at MarJul Homes. Al unaccounted funds
have been replaced in the individuals' accounts,

i

8-6-2010
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| Home for the Mentally Retarded: Parsons
(GHMRP) failed to ensure each staff and

Continued From pége 4

interview with the QMRP pn-July 27, 2010, at
approxsmateiy at4:27 p.m., dand review of |

Resident #5's finantial record révealed that the - |

GHMRP assisted the resident with maintaining
her finances. Review of the Residént #5's :

records revealed 300.00 was withdrawn from her |-

accounton Aprit2, 2010. Further review of the’
resident’s ﬁnanmal records failed to promde .
receipts for the aforementioned ' '
withdrawal/expenditure from Resident #5's
personal account. This was ackriowledged
through interview with the QMRP 'on: the same
day at approximately. 4:30-p.m;

At the time of the survey; the GHMRP failed to
ensure a complete accounting.¢f the resident's.
persohal funds by providing evidénce that
justified the aforementioned withdrawal. -

3508.6. PERSO!\ENEL POLICIES

Each empiuyee priorto emaloyment and -
annually thereafter, shali provide a physician *s
certification that a health inventory hasbeen

| performed and. that the employee * s health statué L

would allow Bim or-her to perform the requ:red
duties.

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

consultant had current health cerdtificates, for the::
quality assurance personnel ang weekend
Licensed Practical Nurse (Nurse}

The finding includes:

g208)

Ses {189 #1

8/6/2010
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The facility was cited during the July 2, 2010
survey for-failing to ensure staff and.consultants -
received current health screenings prior fo-
employment and annually thereafter. According. |
to the plan of correction:dated July: 26, 2010, the _
administration documented that heaith
screenings will be completed by July 26 2010
Interview with the qualified mentat retardation.
professional (QMRP) and review of the personnal |
records on July 27, 2010, beginning at 3:58 pm., |
revealed the fcliowmg
current heaith cemﬁcate was on file for the provided her current health certificate which
recently hired quality assurance personnet is attached.
2. The GHMRP failed:to prowde evidérice that
current health certificate was.on file far the . e
weekend LPN, 2, The weekend LPN will be unable to work 8/6/2010
until she provides the agency with a current
_-healthcertificate. This will apply to all
consuitants,
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