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W 000 . INITIAL. COMMENTS W 000! i
An initial certification survey was conducted at |

your facility from November 21, 2011 through : f Qﬁm 2/4 / il
November 22, 2011, utiizing the ful survey ! | !

process. A sampling of two clients was selected Department of Health i
* from a rasidential population of two rmales with Health Regulafion 3 Licensing Administretidn
- intellectual disabilities. ; Intermediate Care Fecilittes Dlvnloq
‘ The findings of the survey were based on : mw ID CW' |

. observations al the group home, one day
program, interviews with staff, and the review of
clinical and administrative records, including ,
- Incident reports. i
W 130 483.420(a){7) PROTECTION OF CLIENTS W 130, i
RIGHTS :

The facility must nsure the rights of ali clients.
“Therefore, the faclity must ensure privacy during .
_treatment and care of personal needs. : 1

* This STANDARD is not met as evidenced by:

' Based oh observation and Interview, the facility .
failed to ensure privacy during personal needs, | P ‘ P
for one of the six clients in the facility, (Client #2) ! ;

- The finding Includes:

On Navember 21, 2011, at 4:28 p.m., the licensed
pragtical nurse(LPN) and the certified nurse
;g?s:sct?nl : wNﬁg;fﬁ?&Tgﬂ?&g lﬁ;"& The privacy for each individual will ~ 12/15/11
chanaed Client £2's adult protective be respected at all times. Staff will
undergarment (APU). During this time Cllent #1 be inserviced on client privacy and

_was siting in his wheelchalr facing Cllent #2's tights ‘

: open bedroom door. Further observation revealed : ' o ' : |

" the CNA was talking to Client #1 as she changed | a .

" Client #2's APU with the LPN. l

)
BORA Y

et B 2z }
1A z szwﬁswmﬂm \TIVE'S SIGNATURE — TLE %8) DATE
Any deficioncy statemant ending with an asterisk (%) amwmmimmmymmmmmmm£2u

other safequards pravide sufficient protection to the ts. (See instructions.) Excapt for pursing homes, the findings stated above e disclosable B0 days
following the date of survey whether or not & plan of cfrrection is provided. For nursing homes, the above findings and plans of comection are disclosable 14
days folliowing the datz these documents are made available to the facility. If deficiencies ar cited, an plan of corraction is requisite to continued
program parficipation. : .
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W 130 Continued From page 1

she wheeled Client #1 in front of Client #2's
alone while she attended to Client #2.

. during Client #2's personal care.
W 322 483,460{2)(3) PHYSICIAN SERVICES

- general medical care.

This STANDARD is not met as evidenced by
" Based on obsesvation, interview and record
review, the facility failed to ensure general and

in the sampile, {Cliants #1 and #2)
Tha findings include:

1. Observation on November 21, 2011, at
- approximatsly 6:00 p.m., revealed Client #2's

and eighty miliiliters (360 mi) of water after
medication administration.

' approximatety 6:10 p.m., revealed Client #2's
gastrostomy tube was to be flushed Iwice a day
(6:00 a.m. and 8:00 p.m.) with 380 m! of water.

Review of Client #2's POS dated November 1,
: 2014, on November 21, 2011, at approximately

. be flughed at §:00 a.m. and 6:00 p.m., with 380

Interview with the CNA at 5:41 p.m., revealed that

badroom because she did not want to leave him

There was no evidence that staff ensured privacy

; The faclity must provide or obtain preventive and

- preventative care sasvices, for two of two clisnts

gastrostomy tube was flushed with three hundred

Interview with LPN #2 on November 21, 2011, at

]
H

i
i

_6:25 p.m., confirmed the gastrostomy tube was fo |

W 130,

W 322

: ensure no ambiguity.
1

PCP clarification regarding the :
flushes of water obtaimed. 1
Recommendations from PCP will be
implemented accordingly.

All recommendations from all "
sonsults will bs reviewed by the 12/15/
LPN upon receipt and RN weekly to
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W 322 Continued From page 2 L w2
mi of watef. :
_Review of the Client #2's gastroenterologist
" consult dated September 13, 2011 on November
. 22, 2011, at approximately 2:00 p.m., revealed !
the following racommendation "after each : '
" feeding, wash tube with seventy-five cc of water”. ; }
y Further raview revealed the PCP was nolified and | ' i
revzewed in writing the gastroenterclogist oonault 1
. There was no documented evidence the PCP [
specifically addressed the recommendations of |
the gastroe: i !
' @ gastroenteroiogist. PCP provided needed
' 2. Observation of the medication pass on referral/guidance for Cardiology and  12/7/11

i November 21, 2011, at approximately 5:50 p.m.,

. revealed Client #2 was administered Captopril 50

" mg for hypertension vie gasirostomy tube by LPN
#2,

- During a face to face interview with LPN #2 on

' November 21, 2011, at approximately 6:30 p.m.,

" revealed Client #2 was also prescribed
Phenobarbital 20 mg/s mi mg for seizure

. management every day.

. Interview with LPN #1 on November 22, 2011, at
i approximately 2:05 p.m., revealed Client #2 did
! not have ophthaimology neurology, pulmonary or
cardiology consuits in the medical record. Further
- interview revealed Client #2's legal guardian did
- not want the client to have the aforementioned
diagnostic consultations performed.

!
|
i
!
|
]
!
{
|

Review of Client #2's * Statement of Variance"
: dated March 8, 2011, on November 22, 2011, at

: gpproximately 2:10 p.m., signad by the legal
guardian stated they were aware of tha potential

as recommended.

PCP will be implemented
accordingly. LPN will ensure

schedule as recommended.
Any appointment and/or {ab
variance form signed by the

record.

will be followed accardingly.

PCP will determine needed schedule
for labs. Recommendations from

work that s refused will resultina

! Appointment scheduled for DB for
Pulmonary. All recommendation

Ophthalmology appointments.
Cardiology appointment scheduled

12/7/11

implementation of a regular lab

12/10/11

guardian of DB and filed in medical

21312
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W 322 Continuad From page 3 W 322: ILS will ensure maintenance of all
" rigks associated with deviating from the medical appeintments and needed 12/15/11
recommendations of professional member of the ; follow up. LPN will be inserviced
_Interdisciplinary Team, however they did not want : on maintairing medical appointment
- Client #2 to have ENT ! schedule.
{ EARS, NOSE and Throat), lab work, podiatry, 5
‘ cardiology or ophthalmology services performed. Appointment scheduled for DB for
’ ) . X ! Neurology. All recommendations 2/1/12 -
Raview of Client #2's POS dated November 1, ! : 5
201, on November 22, 2011, at approximately ! will be followed accordingly.
10:50 a.m., confirmed Client #2 was prescribed
the aforementioned medications. , )
ILS will ensure maintenance of all 12/15/11
Review of Client #2's medical evaluation form medical appointments and needed
dated October 14, 2011, on November 22, 2011, follow up. LPN will be inserviced
at approximabely 2:15 p.m., revealed thecltent's N . .
‘ diag%%sas mmed saizure disorder and | on maintaining medical appointment
hypertension. Further recommendation‘revealed schedule.
- Phenabarbital 20 mg/6 mi mg was to be
continued. Nutritionist revised nutritional report
. Review of a nursi ress note dated to reflect the correct caloric amount  13712/11
» November 22, 201'?; mkd that on Novembar and amend the number of cans (3) to
- 18, 2011, Client #2's anesthesiclogist refusedfo : provide for g-tube feeding. Al
. perform scaling and sealing under sedation recommendations to be followed
- because the client did not have a neurology or according to consuit. ILS will
pulmonary consutt in the medical record, ensure all recommendations from
) f consults will be reviewed by the
* There was no documented evidence the PCP | LPN and QDDP upon receipt to
_ ordered ophthalmology, neurology, pulmonary [ ensure no ambiguity.
. and cardiology consults for the cliant or
" addressed the reasons why the consults woukd be |
. contraindicated for the client, ; )
. 3. Observation of the gastric tube feeding on 5
* " Novamber 21, 2011, at approximately 6:00 p.m., ; ;
: revealed Client #2 was positioned inbed at a i
forty-five degree angle as LPN #2 administered | |
 five (5) cans of Ensure {immune Heaith), eight (8) , : !
i L i
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W 322 Continued From page 4 ' Waz2 ;
" fluid ounces (237 ml) via an Enteral Gastric {

: Prassure Relief System attached to a Kangaroc
- Pump to run at one hundred and ten (110)
i miliititers an hour.

Interview with Registered Nurse (RN), LPN #1
and #2 on November 22, 2011, et approximately
315 p.m., revealed Client #2 was to be
positioned at a forty -five {45) to ninety (90)
degree angle when receiving a gastrostormy tube
feeding.

Review of the physical therapy (PT) note dated
October 17, 2011, on Novemnber 22, 2011, at
approximately 3:18 p.m. revealed the nurse
; reported that Client #2 should be positioned ata
: forty-five degrees o prevent aspiration. Further
" review of the PT note revealed "continue with ’
position per physician orders”.

' Review of the spaech language evaluation dated |
': March 3 and March 7, 2011, on November 22, |
. 2011, at approximataly 3:20 p.m. revealed no

: recommendation on how o position Cllent #2 :
: during the gastrostamy tube feeding. !

' Review of the nutritional consult dated June 28,

- 2011, and quarierly nutritional assessment dated

 September 3, 2011, on November 22, 2011, at

- approximately 3:20 p.m. did not reveal a

; recommendation on how to position Client #2
during the gastrostomy tube feeding. :

' Review of Client #2's POS dated November 1,

2011, on November 22, 2011, at approximately
3:25 p.m., revealed the POS did not include an
order on how to position Client #2 during the

- gastrastomy tuba feeding.

;CP for DB completed an orc!er'for
feeding positions stating feeding
positions to be at 45 degrees

All staff will be inserviced by RN on
correct feeding positions.

Nutritionist, Physical Therapist and
Speech Therapist will be notified of
feeding positions per the PCP.
Assessments revised accordingly.

12/7/11

12/15/11

12/23/11
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W 322 Continued From page 5§ W 322
There was no evidence the PCP wrote an order
on how to position Client #2 during the
gastrostomy tube feeding.
i
i
T
f
E
E
!
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The interior and exterior of each GHMRP shall be
maintalned in a safe, clean, orderly, attractive,
and sanitary manner and be free of .
accumulstions of dirt, rubbish, and objectionable
adors.

This Statule is not met as evidenced by:
Based on cbservation and inspection of the
anvironment, the group homa for parsons with

" Intellectual disabilities (GHPID) failed o ensure

the interior and exterior of the facility were
maintained in a safe and sanitary manner to meet

the needs of its residents.
- The finding includes:
" On November 22, 2011, at 4:00 p.m., while

FORMAPPROVED
STATEMENT OF DEFICIENCIES {%3) DATE SURVEY
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A BULDING
B. WING
HFD12-00748 19/22/2011
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) T
INNOYATIVE LIFE SOLUTIONS, NG 7425 BTH STREETAW
) 1D SUMMARY STATEMENT OF DEFICIENCIES LI PROVIDER'S PLAN OF GORRECTION L e
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TO THEAFPROPRIATE :  DATE
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1000 INITIAL COMMENTS } 1000
* An licensure survey was conductad at your facility .
- from November 21, 2011 through November 22, :
2011. A sampling of two residents was selected | :
from a population of two males with inteflectual :
disabllities. ;
~ The findings of the survey were based cn H
observations at the group home, one day
pragram, interviews with staff, and the review of ;
clinical and administrative records, including |
incident reports. i :
1090 3504.1 HOUSEKEEPING 1080

Staff inserviced on ensuring the Iint

LABO

E ER REPRESENTATIVE'S SIGNATURE

STATE FORM / i

" conducting an environmenta! inspection with the tray of the dyer is emptied. 12/2/11
" house manager, the lint tray in ihe diyer was :
observed with an heavy accumulation of lint
ILS will post reminder by dryer for
‘ The house manager acknowledged the finding lint removal 12/15/11
" and indicated that she will re-train the staff.
T - !
Heaith Jegu 8"[ Sijc Administration
TITLE {XB) DATE

MM&_T“%@QL
THGHN " 1085
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10
PREFIX
TAG

' Based on observation, interview and record

- review, the group home for persons with

- intellectual disabilities (GHPID) failed to ensure
. professional services that inciuded treatment

. sarvices, and sarvices designed to prevent

1401 Continued From page 1
1401 3520.3 PROFESSION SERVICES: GENERAL

PROVISIONS

Professional services shall include both diagnosis
and evaluation, including identification of
deveiopmental levels and needs, treatment
services, and services designed to prevent
daterioration or further loss of function by the
resident. .

This Statute is not met as evidenced by:

deterioration or further loss of functioning by the
resident for twa of four residents in the facility.

- {Resident # 1 and #2)

The findings include:

1. Observation on November 21, 2011 at
approximately 6:00 pm revealed Rasident #2's
gastrostormny tube was flushed with three hundred
and eighty milliiters {380 mf) of water after
medication administration.

interview with LPN #2 on November 21, 2011, at
approximately 6:10 pm revealed Resident #2's
gastroslomy tube was to be flushed twice a day
(6:00 am and 6:00pm) with 380 ml of water.

Review of Resident #2's POS dated November 1,
2011, on Novembsar 21, 2011, at approximately
8:25 pm confirmed the gastrostomy tube was to
be flushed at 5:00 am and 6:00 pm with 380 ml of
waler.

Review of the Resident #2'a gastroenterologist

}
|
i

i
I
|

1401
I 401

Health Regulation & Licensing Administration

STATE FORM

| PROVIDER'S PLAN OF CORRECTION ()
{EACH GORRECTIVE AGTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
i
|
See W322
i
]
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consult dated September 13, 2011 on November
22, 2008 gt approximately 2:00 pim , revealed the
foliowling recammendation “sfter each feeding
. wash tube with seventy-five cc of water”. Further
" review revealed the PGP was nofified and
reviewed in writing the gastroenterolagist consut.

There was no documented evidence the PCP
specifically addressed the recommendations of
the gastroetiterologist.

2. Interview with LPN #2 on November 21, 2011,
at approximately 6:30-pm revealed Resident #2
was prescribed Phenobarbital 20 mg/& ml mg for
seizure management every day. :

During a face 1o face interview with LPN #1 on
November 22, 2011 @ on November 22, 2011, &
approximstely 2:15 pm revealed Resident #2 did
not have an ophthalmology, neurology, pulmonary : w322
and cardiology consutt in the medical record. - ; '
Further interview reveated Resident #2's legal ¢
guardian did not want the resilent to have the
aforementioned diagnostic consultations
. performed.

Review of Resident #2's POS dated November 1,
. 2011, on November 22, 201, at approximately
10:50 am, confimed Resident #2 was prescribed
" Phencbarbital 20 mg/s ml mg for seizure
management every day.

Review of Resident #2's medical evaluation form
dated October 14, 2011, on November 22, 2011,
at approximatefy 2:15 pm revealed the client's
" diagnoses included seizure disorder and
_hypertension, Further recommendation revealed
" Phenobarbital 20 mg/5 ml mg was to be ‘
. confinued.
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1401 Continued From page 3

" Review of a nursing progress note dated
November 22, 2011, revealed on November 19,

- 2011, Resident #2's anesthesiologist refused to

« perform & dentat procedure under sedation

. because the resident did not have a neurclogy of

- pulmonary consult in the medical record. .

There was no documented evidence the PCP
ordered ophthalmology, neurology, pulmonary

- and cardiofogy consulis for the cllent or

. addressed the reasons why the consults would be
contraindicated for the resident.

3. Observation of the gastric tube feeding on
November 21, 2011, at approximately 6:00 pm
revealed Client #2 was positioned in bed ata
forty-five degree angle as LPN #2 administered
five (5) cans of Ensure (immune Heaith), sight (8)
fiuld ounces (237 mi} via an Enferal Gastric
Prassura Relief System attached to a Kangaroo
Pump to sun at one hundred and ten (110}
milliliters an hour.

; intarview with Registered Nurse (RN), LPN #1
and #2 on November 22, 2011, at approximately

* 3:15 pm reveaied Resident#2 was to be
positionad at a forty -five (45) to ninety {80)
degree angle when receiving a gastrostomy tube
feeding. .

Raview of the spaech languagé evaluation dated”

March 3 and March 7, 2011, on November 22,

2011, at approximately 3:18 p.m. revealed no

racommendation on how to position Resident #2
: during the gastrostomy tube feeding.

* Review of the nutritional consult dated June 28,

{ 20011 and quarterly nutritional assessment datad
September 3, 20011, on November 22, 2011, at

| approximately 3:20 p.m. did not reveal a

{401

Health Reguiation 3 Licensing Administration
STATE FORM .

i {EACH CORRECTIVE ACTION SHOULDBE ~ GOMPLETE
| CROSSREFERENCEDTO THEAPPROPRIATE @ DATE
' DEFICIENCY) ;
!
i
F
|
]
|
i
i
i
I
3.
PCP for DB completed an order for 12711
feoding positions stating feeding 11/
positions to be at 45 degrees
All staff will be inserviced by RN on  12/15/11
correct feeding positions.
l
I
Nutritionist, Phiysical Therapist and
Speech Therapist will be notitied of 5 /23/11
fecding positions per the ' ]
Asgassments revised accordingly.
ToGH1 H continuation shee 4 of &
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1401 Continued From page 4

* recommendation on how to position Resident #2
 during the gastrostomy tube feeding.

Raview of the physical therapy note dated
October 17, 2011, on November 22, 2011, at
approximately 3:25 pm revesled Resident #2 was
revealad "nurse reported [Resldent #2] should be
- positioned at a forty-five degrees to pravent
* aspiration. Further review revealed "continue with
position per physician orders”,

Review of Resident #2's POS dated November
.1, 2011, on November 22, 2011, at approximately
~3:27 pm, revealed the POS did not inciude an
. order on how to position Resident #2 during the

gastrostomy tube feeding.

: There was no evidence the PGP wrote an order
- on how fo position Resident #2 during the
gastrostorny tube feseding.
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