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FOLLOW UP TO ANNUAL CERTIFICATION
SURVEY OF 6/7/16

{W 148} | 483.420(c)(6) COMMUNICATION WITH {w 148}
CLIENTS, PARENTS &

The facility must notify promptly the client's
parents or guardian of any significant incidents, or
changes in the client's condition including, but not
limited to, serious illness, accident, death, abuse,
or unauthorized absence.

This STANDARD is not met as evidenced by:
REPEAT

Based on interview and record review, the facility
failed to ensure the guardian was informed of the
decision to stop obtaining PAP smears for 1 of 2
clients in the sample (R1).

Findings include:

R1's clinical record was reviewed. R1's sister is
identified on the Face Sheet as being R1's legal
guardian.

R1's September 2016 POS (Physician's Order
Sheet) includes "Annual PAP Smear" in the area
of Screening / Exams.

On 3/26/15 R1 has a consult report, signed by
her physician, that notes the following: "Patient is
very combative and refused pap smear numerous
times. No more attempts.”

On 6/11/16 R1's physician signed a consult report
that notes the following: "OK to remove Annual
and every 2 year PAP Smear from current POS -
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no more attempts PAP Smears.
OK to follow MD order if medically indicated as
ordered by Physician per ACOG - guidelines."

R1's clinical record lacks documentation that R1's
guardian was informed that PAP smears will no
longer be performed.

E1 (QIDP - Qualified Intellectual Disability
Professional) was interviewed on 9/13/16 at
12:50pm. E1 was asked if R1's guardian was
informed that R1 will longer receive a PAP smear.
E1 stated that R1's guardian has not yet been
informed.

{W 263} | 483.440(f)(3)(ii) PROGRAM MONITORING &
CHANGE

The committee should insure that these programs
are conducted only with the written informed
consent of the client, parents (if the clientis a
minor) or legal guardian.

This STANDARD is not met as evidenced by:
REPEAT

Based on interview and record review, the facility
failed to ensure written informed consent was
obtained for the use of anxiolytics for 1 of 1 client
in the sample (R1).

Findings include:

R1's clinical record was reviewed. R1's sister is
identified as R1's legal guardian.

On 5/16/16 R1's dentist wrote the following order:
"Please administer 1.5 milligrams Ativan on hour

{W 148}

{W 263}
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prior to scheduled dental procedure on Monday
May 23, 2016."

R1's MAR (Medication Administration Record) for
May 2016 was reviewed. R1 received Ativan
1.5mg 1 tablet on 5/23/16 prior to scheduled
dental procedure.

Review of R1's record identified that R1 has
previously received Ativan (Anxiolytic) for dental
sedation in the past 12 months.

There is no documentation, in R1's record, that
written informed consent was obtained from R1's
guardian for the use of Ativan.

E1 (QIDP - Qualified Intellectual Disability
Professional) was interviewed on 9/14/16 at
12:50pm. E1 stated that written informed
consent from R1's guardian has not been
obtained.

{W 350} | 483.460(e)(3) DENTAL SERVICES {W 350}

The facility must provide education and training in
the maintenance of oral health.

This STANDARD is not met as evidenced by:
REPEAT

Based on interview and record review, the facility
failed to ensure a formal oral hygiene program is
initiated for 1 of 1 client in the sample (R1) with
documented poor oral hygiene.

Findings include:
R1's current dental examination, dated 5/23/16,

was reviewed. The examination revealed the
following: "...The soft tissues are inflamed
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because of heavy plaque, tartar and food
particles adhering to the teeth. ..."

R1's previous dental examination dated 12/29/15
was reviewed. The examination revealed the
following: "... The soft tissues are inflamed
because of heavy plaque, tartar and food
particles adhering to the teeth. ..."

E1 (QIDP - Qualified Intellectual Disability
Professional) was interviewed on 9/14/16 at
12:50pm. E1 stated that R1 does not currently
have a formal oral hygiene program that has
been implemented.

{W 441} | 483.470(i)(1) EVACUATION DRILLS {W 441}

The facility must hold evacuation drills under
varied conditions.

This STANDARD is not met as evidenced by:
REPEAT

Based on interview and record review, the facility
failed to ensure evacuation drills conducted under
varied conditions on various shifts affecting 3 of 3
clients residing at the facility (R1, R2 and R3).

Findings include:

The facility's evacuation drills dated 11/16/15 thru
4/13/16 were reviewed. The facility previously
failed to conduct sufficient evacuation drills on the
2nd and 3rd shifts.

On 9/14/16 the facility's evacuation drills were
reviewed and no drills have been conducted since
4/13/16.

E1 (QIDP - Qualified Intellectual Disability
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Professional) was interviewed on 9/14/16 at
12:50pm. E1 stated the facility has conducted
evacuation drills, however, there is no
documentation of any drills being completed.
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