
A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  05/26/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

14G293 05/11/2016

R

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

228 BRIARBROOK DRIVE
BRIARBROOK PLACE

EAST PEORIA, IL  61611

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{W 000} INITIAL COMMENTS {W 000}

 FIRST CERTIFICATION FOLLOW UP TO 

SURVEY DATE OF 02/09/2016

 

{W 136} 483.420(a)(11) PROTECTION OF CLIENTS 

RIGHTS

The facility must ensure the rights of all clients.  

Therefore, the facility must ensure that clients 

have the opportunity to participate in social, 

religious, and community group activities.

This STANDARD  is not met as evidenced by:

{W 136}

 REPEAT

Based on record review and interview, the facility 

failed to ensure residents had an opportunity to 

participate in social outings for 4 out 4 individuals 

in the sample (R1 - R4).

Findings include:

In review of the facility submitted roster that 

validates level of functioning, undated, R1, R2, 

R4 function in the Moderate range of Intellectual 

Disabilities; and R3 functions in the Mild range of 

Intellectual Disability.

There is no documented evidence of community 

outings for R1-R4, for the months of February, 

March, April, and May 2016.

In an interview on 5/5/16 at 8:55 AM, E1 

(Resident Services Director) stated the 

individuals are going on outings, but there is no 

documentation of these outings.

 

{W 227} 483.440(c)(4) INDIVIDUAL PROGRAM PLAN {W 227}

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

05/19/2016

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 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 disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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{W 227} Continued From page 1 {W 227}

The individual program plan states the specific 

objectives necessary to meet the client's needs, 

as identified by the comprehensive assessment 

required by paragraph (c)(3) of this section.

This STANDARD  is not met as evidenced by:

 REPEAT

Based on record review and interview the facility 

failed to develop an objective to address a 

recommendation from Physical Therapy (PT) and 

Occupational Therapy (OT) for 2 of 4 individuals 

in the sample who requires programming. (R2, 

R4)

Findings include:

1) Review of the February 2016 Physician Order 

Sheet (POS) for R2, he is a 20 year old male with 

diagnoses which include Developmental Delay 

and Orthopedic Impairment.

In review of a Therapy Consultation dated 7/13/15 

for a new admission evaluation, PT 

recommended that R2 have Hamstring 

stretching, frequent standing and walking. OT 

recommended a home program for finger 

extension.

There is no evidence these programs were 

initiated for R2.

During an interview on 5/6/16 at 12:15pm, E1, 

Residential Service Director / Qualified 

Intellectual Disability Professional (RSD/QIDP) 

was asked if the programs recommended by PT 

and OT were included in R2's Individual Service 
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{W 227} Continued From page 2 {W 227}

Plan or initiated as active treatment for R2. E1 

stated no.

2.  Per review of the 7/15/15 Individual Service 

Plan (ISP), R4 has diagnoses of Moderate 

Intellectual Disabilities with an Orthopedic 

Impairment.

In review of a "Therapy Consultation Report" 

7/13/15 new admit evaluation for R4, Physical 

Therapy (PT) recommends knee extensions 

stretching.  Occupational Therapy (OT) 

recommends to encourage upper extremities use 

during ADL's (Activities of Daily Living) and hand 

stretches for finger extensions.

There is no evidence these programs were 

initiated.

In an interview on 5/6/16, E1 (Administrator) 

stated "I saw yesterday there was no 

documentation sheet for these exercises and 

should have been.  I put a documentation sheet 

in the book for May.

{W 248} 483.440(c)(7) INDIVIDUAL PROGRAM PLAN

A copy of each client's individual plan must be 

made available to all relevant staff, including staff 

of other agencies who work with the client, and to 

the client, parents (if the client is a minor) or legal 

guardian.

This STANDARD  is not met as evidenced by:

{W 248}

 REPEAT  
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{W 248} Continued From page 3 {W 248}

Based on record review and interview, the facility 

failed to ensure the Day Training (DT) sites have 

up to date information on the individuals for 13 of 

13 individual living in the facility, who attend the 

DT sites (R1-R13).

Findings include:

In review of the facility submitted roster that 

validates level of functioning, undated, there are 6 

individuals who function in the Mild range of 

Intellectual Disabilities (R3, R5, R7, R9, R10, 

R13); there are 5 individuals who function in 

Moderate range of Intellectual Disabilities (R1, 

R2, R4, R8, R12); there is 1 individual who 

functions in the Severe range of Intellectual 

Disabilities (R11); and 1 individual who functions 

in the Profound range of Intellectual Disabilities 

(R6).

During record review at the DT, R2's most current 

ICAP is dated 1/20/15.  R4's most current ICAP is 

dated 1/19/15.  R6's most current Annual Physical 

is dated 10/23/14.  R11's most current Annual 

Physical is dated 1/17/14.  There are no ICAP's 

for R6, R8, and R11.  There are no monthly 

program summaries from the facility for R2, R4, 

R6, R8, and R11.

In an interview on 5/5/16 at 12:30 PM, Z3 (DT - 

Qualified Intellectual Disabilities Professional 

(QIDP), stated the DT has no monthly summaries 

for R2, R4, R6, R8, and R11.  Z3 further stated 

the ICAP's for R2 and R4 are out dated and they 

don't have any ICAP's for R6, R8, and R11.  Z3 

further stated that the most current physical for 

R6 is dated 10/23/16 and R11's is dated 1/17/14.  

Z3 further stated that she emails the facility of the 

information the DT is needing and the facility is 
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{W 248} Continued From page 4 {W 248}

also notified in the quarterly meetings they have 

with the DT.

In an interview on 5/5/16 at 11:50 AM, Z1 

(Director of DT), stated they have no monthly 

summaries for R1, R3, R5, R7, R9, R12, and 

R13.  Z1 further stated we are required to have 

these and we email the facility of the items we 

need.

{W 252} 483.440(e)(1) PROGRAM DOCUMENTATION

Data relative to accomplishment of the criteria 

specified in client individual program plan 

objectives must be documented in measurable 

terms.

This STANDARD  is not met as evidenced by:

{W 252}

 REPEAT

Based on record review and interview the facility 

failed to ensure data was documented for 4 of 4 

individuals in the sample and two outside of the 

sample  (R1-R4, R6 & R11).

Findings include:

An undated facility roster shows R1, R2 and R4 

function at the level of Moderate Intellectual 

Disability, R6 functions at the level of Profound 

Intellectual Disability, R11 functions at the level of 

Severe Intellectual Disability and R3 functions at 

the level of Mild Intellectual Disability.

1) R2 has a program for Oral Hygiene which is to 

be run daily. Review of R1's Oral Hygiene Data 

shows this program was documented 22 of 31 
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{W 252} Continued From page 5 {W 252}

times in March, 14 of 29 times in April and 0 of 5 

times in May, ,2016.

R1 has a program for Reading on Tuesday and 

Thursday, a program for learning her address on 

Monday and Friday, a program for Coin 

Identification to be run on Monday and Thursday 

and a program for Hygiene to be run on Sunday, 

Tuesday and Thursday. There were no 

documentation sheets in R1's book for the month 

of May, 2016.

During an interview on 5/6/16 at 12:15pm, E1, 

Residential Service Director / Qualified 

Intellectual Disability Professional (RSD/QIDP), 

agreed with these counts of R1's documentation. 

2) Review of the February 2016 Physician Order 

Sheet (POS) for R2 shows he is a 20 year old 

male with diagnoses which include 

Developmental Delay and Orthopedic 

Impairment.

In review of a Therapy Consultation dated 7/13/15 

for a new admission evaluation, PT 

recommended that R2 have Hamstring 

stretching, frequent standing and walking. OT 

recommended a home program for finger 

extension.

There is no documentation showing data was 

collected on these programs for R2.

R2 also has programs for Money, learning his 

address, Reading and Hygiene which are 

scheduled to be run twice weekly. There is no 

documentation for these programs for the month 

of May, 2016.
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{W 252} Continued From page 6 {W 252}

During an interview on 5/6/16 at 12:15pm, E1, 

Residential Service Director / Qualified 

Intellectual  Disability Professional (RSD/QIDP), 

agreed with these counts of R1's documentation. 

3) R11 has an Eating Program to ensure she eats 

safely which is to be documented daily. There are 

no May 2016 data sheets as of this date for R11's 

program.

R6 has a safe eating program to be run during all 

meals and documented at dinner time. There is 

no May 2016 data sheet for R6's eating program.

E1, RSD/QIDP, was interviewed on 5/10/16 at 

9:18am and asked if R6 and R11 are on eating 

programs to ensure they eat safely. E1 stated 

yes. E1 was asked if she can provide 

documentation of R6 or R11's program data. E1 

stated no.

4. Per the facility submitted roster that validates 

level of functioning, undated, R3 functions in the 

Mild range of Intellectual Disabilities.

Per review of the 3/16/16 Individual Service Plan 

(ISP), R3 has the following programs:

Laundry which is to be done and documented on 

Tuesday.

Reading to be completed daily.

Coin ID to be completed on Monday and 

Thursday evenings.

Cooking Skills to be completed on Weekends 

(Saturday/Sunday).

In review of R3's Program book, there is no 

documentation of these programs being 

completed for May 2016.  The documentation 

sheets for the reading program is the only 

program sheet for February, March, and April in 
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{W 252} Continued From page 7 {W 252}

R3's book.  This Reading program documentation 

sheet states the program is to be completed on 

Monday and Wednesday.

In an interview on 5/6/16 at 2:10 PM, E1 

(Resident Services Director) stated the May 

program sheets were in the book, but she does 

not know what happened.  E1 also stated R3's 

Reading Program is to be ran only on Monday 

and Wednesday.  

5.  Per the facility submitted roster that validates 

level of functioning, undated, R4 functions in the 

Moderate range of Intellectual Disabilities.

Per review of the 7/15/15 ISP, R4  has the 

following programs:

Oral Hygiene - Every evening.  R4's data 

documentation reveals this program was ran 19 

of 29 days in February; 21 of 31 days in March; 

22 of 30 days in April; and no data sheet for May 

of 2016.

Coin ID, Name Writing and Personal Address - to 

be ran on Mondays and Thursday.  No data 

documentation sheet for May 2016.

PT (Physical Therapy Exercises - to be done 

daily.  No documentation sheets for February, 

March, April, and May 2016.

In an interview on 5/6/16 at 12:15 PM, E1 

(Administrator) stated she put the PT exercise 

data sheet out on 5/5/16.  E1 also stated she 

does not know what happened to the prior 

months and May 2016 data documentation 

sheets.

{W 261} 483.440(f)(3) PROGRAM MONITORING & {W 261}
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{W 261} Continued From page 8 {W 261}

CHANGE

The facility must designate and use a specially 

constituted committee or committees consisting 

of members of facility staff, parents, legal 

guardians, clients (as appropriate), qualified 

persons who have either experience or training in 

contemporary practices to change inappropriate 

client behavior, and persons with no ownership or 

controlling interest in the facility.

This STANDARD  is not met as evidenced by:

 REPEAT

Based on record review and interview, the facility 

failed to ensure there were individuals without 

interest in the facility to approve plans and 

objectives to control behavior for 3 of 4 

individuals in the sample who:

 -  Requires medications and Behavior 

Management Programs (BMP) to control 

inappropriate behavior (R1, R3).

 -   Requires a pre-sedate medication prior to 

labwork being drawn (R2).

Findings include:

In review of the 9/16/15 Individual Service Plan 

(ISP), R1 has diagnoses of Depression and 

Paranoia.  

In review of the 9/16/15 ISP, R2 receives Lexapro 

10 milligrams (mg) daily and has a BMP.

In review of the 11/15 BMP, R3 has diagnoses of 

Major Depression, Anxiety and ADHD.

Further review of R3's BMP, R3 receives the 
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{W 261} Continued From page 9 {W 261}

following medication:  Aripiprazole 15 mg daily; 

Bupropion XL 300 mg daily; Citalopram HBR 40 

mg daily; Methylphenidate ER 10mg daily; 

Melatonion 10 mg daily; and Trazodone 100 mg 

daily.

In review of the 7/15/15 ISP, R2 has a diagnoses 

of Developmental Delay and Moderate Intellectual 

Disabilities.

During record review, R3 has a physician's order 

for "Ativan 0.5 mg, 1 tab, 1 hour prior to lab 

draw."

In review of R2's record, R2 received this Ativan 

0. mg on 2/25/16.

The facilities "Treatment Review/Human Rights 

Committee (TRC/HRC) Meeting Minutes were 

reviewed for 4/19/16.

There is no evidence of any community members 

listed for the TRC/HRC meetings.

In an interview on 5/5/16 at 8:55 AM, when asked 

if the facility had community members for there 

TRC/HRC meetings, E1 (Resident Services 

Director), stated, "No. We don't have any."

{W 322} 483.460(a)(3) PHYSICIAN SERVICES

The facility must provide or obtain preventive and 

general medical care.

This STANDARD  is not met as evidenced by:

{W 322}

 REPEAT  
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{W 322} Continued From page 10 {W 322}

Based on record review and interview, the facility 

failed to ensure a preventative pap testing or 

screening was completed on 1 of 2 females in the 

sample, who requires preventative pap testing, 

(R3).

Findings include:

Per review of the 5/2016 Physician's Order Sheet 

(POS), R3 is a 24 year old female with diagnoses 

of Cerebral Palsy, Major Depressive Disorder, 

ADHD, and Mild Cognitive Impairment.

In further review of this 5/2016 POS, R3 has an 

order for:  Pap Smear Annually for 3 years  If 

normal Pap Smears for 3 years, then pap every 2 

years if not sexually active."

In review of R3's 4/4/16 Annual Physical, it states, 

"We need to discuss a Pap smear today."  In 

further review of this 4/4/16 physical, it states, R3 

has Dysmenorrhea and her guardian does not 

want pap smears done on her.

There is no evidence of a Pap Smear being 

completed on R3 at any time.

In an interview on 5/6/16 at 2:10 PM, when asked 

the date of R3's last Pap Smear, E1 (Residential 

Services Director), stated, "I don't think she has 

had one.  Her grandmother/guardian does not 

want her to have one.  When Asked what 

screening is being done for R3, E1 stated, none.

{W 485} 483.480(d)(4) DINING AREAS AND SERVICE

The facility must supervise and staff dining rooms 

adequately.

{W 485}
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{W 485} Continued From page 11 {W 485}

This STANDARD  is not met as evidenced by:

 REPEAT

Based on observation and record review the 

facility failed to ensure adequate supervision of 

individuals during mealtime for 11 of 13 

individuals supervised during breakfast (R1, R2, 

R4, R6-R13)

Findings include:

An undated facility roster shows of the 11 

individuals observed during breakfast, four 

function at the level of Mild Intellectual Disability, 

five function at the level of Moderate Intellectual 

Disability, one at Severe and one at Profound 

Intellectual Disability.

According to interview on 5/10/16 at 9:18am with 

E1, Residential Service Director (RSD), R6 and 

R11 are on programs to ensure they eat safely 

requiring increased supervision and reminders to 

slow down while consuming food.

During breakfast observations on 5/10/16 

beginning at 6:18am, surveyor was let into 

residential living facility by E3, Direct Service 

Provider (DSP), who advised she was the only 

one working until another staff member arrives at 

7am. E3 continued down the hallway to wake 

individuals and assist them with dressing.

Upon entering the kitchen at 6:18am, R1, R6 and 

R11 were eating breakfast at the tables alone. R6 

and R11 are known to be on a formal program 

requiring prompting during meals.

E3 entered dining room and put a clothing 
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{W 485} Continued From page 12 {W 485}

protector on R6 and gave R11 more cereal. Staff 

left the dining room to assist individuals down the 

hallway at 6:23am.

The tables had bowls with toast and sausage as 

well as condiment choices provided. There was a 

pitcher of water and a pitcher of milk. The place 

settings were pre-set.

At 6:26am, R7 and R8 entered the dining area to 

eat followed by E3 who walked into the kitchen.

At 6:27am, R6 took his plate to the kitchen and 

left the dining area.

E3 came from the kitchen to check on R11 at 

6:30am and returned to kitchen as R12 entered 

for breakfast.

E3 was in the kitchen as R13 came to the table at 

6:36m.

E3 came to dining area at 6:38am and offered R1 

more eggs then returned to the kitchen.

R13 was eating without supervision when he 

picked up a a piece of toast with his hands after 

laying it on the table and returned it back to the 

serving bowl on the table.

E3 brought oatmeal from the kitchen and sat on 

the table at 6:46am, then went to check on 

residents in their bedrooms.

At 6:48, R8 was finished and took his plate to the 

kitchen.

At 6:50am, E3 brought R2 into the dining area in 

his wheelchair and was followed by R10. 
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{W 485} Continued From page 13 {W 485}

At 6:52am, R13 took his plate to the kitchen and 

left the dining area.

At 6:53am, R11 took her plate to the kitchen and 

the second staff member arrived for the day.

At 6:54am, R1 finished and took her dishes to the 

kitchen before leaving the dining area.

At 6:58am, R9 came and ate breakfast 

independently. E3 cleaned tables in the dining 

room.

E3 was interviewed on 5/10/16 at 7:26am and 

asked if any individuals were on a program at 

mealtime. E3 stated R6 and R11 have cut up 

meat. E3 was asked if anyone was a program for 

pacing or to keep them safe at mealtime. E3 

stated no.

There were multiple occasions were E3 left the 

area to assist other individuals in the household 

during the breakfast meal which resulted in R6 

and R11 being left unattended while eating.

{W 488} 483.480(d)(4) DINING AREAS AND SERVICE

The facility must assure that each client eats in a 

manner consistent with his or her developmental 

level.

This STANDARD  is not met as evidenced by:

{W 488}

 REPEAT

Based on observation and record review the 

facility failed to assure residents ate in a manner 

consistent with their developmental level during 
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{W 488} Continued From page 14 {W 488}

breakfast for 11 of 13 individuals observed  (R1, 

R2, R4, R6-R13)

Findings include:

An undated facility roster shows of the 11 

individuals observed during breakfast, four 

function at the level of Mild Intellectual Disability, 

five function at the level of Moderate Intellectual 

Disability, one at Severe and one at Profound 

Intellectual Disability.

During breakfast observations on 5/10/16 

beginning at 6:18am, surveyor was let into 

residential living facility by E3, Direct Service 

Provider (DSP), who advised she was the only 

one working until another staff member arrives at 

7am. E3 continued down the hallway to wake 

individuals and assist them with dressing.

Upon entering the kitchen at 6:18am, R1, R6 and 

R11 were eating breakfast at the tables alone. R6 

and R11 are known to be on a formal program 

requiring prompting during meals.

E3 entered dining room and put a clothing 

protector on R6 and gave R11 more cereal. Staff 

left the dining room to assist individuals down the 

hallway at 6:23am.

The tables had bowls with toast and sausage as 

well as condiment choices provided. There was a 

pitcher of water and a pitcher of milk. The place 

settings were pre-set with a plate, bowl, glass and 

silverware.

At 6:26am, R7 and R8 entered the dining area to 

eat followed by E3 who walked into the kitchen.
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{W 488} Continued From page 15 {W 488}

At 6:27am, R6 took his plate to the kitchen and 

left the dining area.

E3 came from the kitchen to check on R11 at 

6:30am and returned to kitchen as R12 entered 

for breakfast.

E3 was in the kitchen as R13 came to the table at 

6:36m.

E3 came to dining area at 6:38am and offered R1 

more eggs then returned to the kitchen.

R13 was eating without supervision when he 

picked up a a piece of toast with his hands after 

laying it on the table and returned it back to the 

serving bowl on the table.

E3 brought oatmeal from the kitchen and sat on 

the table at 6:46am, then went to check on 

residents in their bedrooms.

At 6:48, R8 was finished and took his plate to the 

kitchen.

At 6:50am, E3 brought R2 into the dining area in 

his wheelchair and was followed by R10. 

At 6:52am, R13 took his plate to the kitchen and 

left the dining area.

At 6:53am, R11 took her plate to the kitchen and 

the second staff member arrived for the day.

At 6:54am, R1 finished and took her dishes to the 

kitchen before leaving the dining area.

At 6:58am, R9 came and ate breakfast 

independently. E3 cleaned tables in the dining 
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{W 488} Continued From page 16 {W 488}

room.

According to interview on 5/10/16 at 9:18am with 

E1, Residential Service Director (RSD), R6 and 

R11 are on programs to ensure they eat safely 

requiring increased supervision and reminders to 

slow down while consuming food.

E3 was interviewed on 5/10/16 at 7:26am and 

asked if any individuals were on a program at 

mealtime. E3 stated R6 and R11 have cut up 

meat. E3 was asked if anyone was a program for 

pacing or to keep them safe at mealtime. E3 

stated no.

There were multiple occasions were E3 left the 

area to assist other individuals in the household 

during the breakfast meal which resulted in R6 

and R11 being left unattended while eating. R6 

and R11 did not have safety programs run during 

breakfast.

E3 was the only staff working during the times 

breakfast was being served which was observed 

from 6:18am until 7am when the next staff 

arrived. E3 was not able to sit at the table to 

assist with modeling appropriate behaviors.
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