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POST SURVEY REVISIT
ADMINISTRATOR: Karen Knavel
CERTIFIED BED CAPACITY: 16
CENSUS: 15
At the time of the Annual survey a Post
Survey Revisit was conducted for all
previcusly cited deficiencies. Previously
clited deficlencles have been comected as
of 06/13/18. However, non-compliance
was found at the time of the Annual
survey.
Iaboretory director's or providar/supolier reoresentative's slonatura Htla (%8 data
any deficiency statement snding with an eatsrisk {*) derntas m deficiancy which the Institution may be sxoused from cormecting providing 1t Is determined that other
safeguards provide sufficlent protection to the patients. (ses instructions.) sxcept for nuralng homes, the findings stated above are dsclosable 80 days following the date
of survey whether or not a plan of comrection is provided. for nursing homes, the above findings and plans of comestion sre disciosable 14 days following the date these
documenta are made avaliable 1o the facliiy. If deficiencies are cited, an approved plan of correction i requisite fo continued program particlpation,
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The facility must provide each employee
with initial and continuing training that
enables the employee to perform his or
her duties effectively, efficiently, and
competently.

This STANDARD is not met as evidenced
by:

Based on observation and interview, the
facility falled to ensure dangerous
chemicals were secured when unattended.
This had the potential to affect the 11
{Individual #1, #3, #4, #5, #6, #9, #10, #11,
#12, #14, #15) individuals who resided in

- the facility who were intellectually disabled

and independently mobile. The facllity
census was 15 individuals.

Findings include:

On 06/12/19 at 4:10 P.M., the surveyor

providing a facility that is safe including during
an unexpectad emergency situation.

The Deficiency: The facility failed to ensure
dangerous chemicals were secured when
unattended.

The Correction: The Facility will complete a
staff In-Service as to properly securing
dangerous chemicals when unattended.
Documented In-Service tralning will occur on
08-28-19. The Residentlal Coordinator will be
responsible for the In-Service.

To Monitor for Compliance: The Resldential
Coordinator will do weekly visual checks for 6
months for compliance. If the Residential
Coordinator is not available the QIDP will be
responsible for monltoring. Evidence of
In-Service and compllance will be available for
Surveyor review.

Compliance Date: June 28th 2019
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FUNDAMENTAL SURVEY

ADMINISTRATOR: Karen Knavel

CERTIFIED BED CAPACITY: 16

CENSUS: 15

The following deficlencles are based on the

Fundamental survey completed on

08/13/19.
WO0188 | 483.430(e)(1) STAFF TRAINING WO0189| Itls the practice and policy of NATI to ensure 08/28/2019

PROGRAM the safety of each individual at all times by

Iaboratorv diractor's or provider/supolier ranresantativa's sionatura title (x5} date
SAMANTHA.PAVONE o7/vi/2010

any deficiency statemant snding with an asterisk (*) denotes a deficiancy which the Institution mary be exoused from cormecting providing it s detarmined that other

safeguards provide suficlent protection to the patients. (see instructions.) excapt for nursing homes, tha findings stated above are disclosable 80 days following the dete

of survey whather ar not a plan of comection is provided. for nureing homes, the above findings and plens of commection ane disciosable 14 days following tha date thess

dooumants are made availabie to the facllty. If deficiencies are ofted, an approved plan of comection is requistie to continued program participation.
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(X3) DATE SURVEY

DIAGNOSTIC SERVICE

Comprehensive dental diagnostic services
Include a complete extraoral and intraoral
examinatlon, using all diagnostic alds
necessary to properly evaluate the client's
condition not later than one month after
admission to the facility (unless the
examination was completed within twelve
months before admission).

This STANDARD Is not met as evidenced
by:

Based on record review and interview, the
facility failed to provide dental services
within one month of admission. This
affected one (Individual #2) of three
individuals reviewed for dental services.
The facility census was 15 individuals.

Findings include:

the safety of each individual at all times by

providing a facliity that is safe including during

an unexpected emergency situation.
The deficiency: The facliity failed to provide

dental services within one month of admission

To correct: the facility will ensure upon all
admissions if the prior provider does not

provide curent medical assessments, nursing

services will obtain all medical assessments
within 30 days. Yes an audit for all 15

individuals will be completed by July 25th by

our Nursing Manager.

To menltor: All necessary assessments will be

completed and submitted by the Clinical

Services Coondinator to the Clinical Services

Director or designee within 30 days and

monitored annually. A documented training of
this procadure will be completed by the Clinical

Services Director by July 25th 2019 and bs
avallable upon request.
Compliance Date: July 25th 2019
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w0189 | Contihued From page 1 wo189

observed a closet on the north hall of the

facility. The closet door was open. The

surveyor observed three botties of different

chemical toilet cleaners. The label of one

of the bottles read may be fatal if

swallowad. The other two bottles both

read harmful of swallowed, seek medical

attention, avoid contact with eyes.

On 06/12/19 at 4:42 P.M., the above

information was verified by the qualifled

intellectual disability profassional.
WO0351 | 483.460(f)(1) COMPREHENSIVE DENTAL W 0351 It is the practice and policy of NATI to ensure 07/25/2019
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Continued From page 2

Clinical record review revealed Individual #2
was admitted to the facility on 01/29/19

wilth diagnosss that included profound
mantal retardation, cerebral palsy,
hypertension, and seizure disorder. There
was no documentation In the clinlcal

record of any dental services provided,
either aftar admission or within 12 months
of admission to the facility.

In a meeting on 08/13/19 at 11:15 AM.
Licansed Practical Nurse (LPN) #1 verified
the above findings, and said Individual #1
had not seen a dentist since admission.

On 06/13/19 at 11:25 A.M.,, LPN #1 said
she had called Individual #2's guardian who
told her Individual #2 had seen a dentist
last year. The guardian said she would
look for documentation and call the dental
clinic for documentation of the vislt. This
documentation was not provided during the

survey.

W 0351
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