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W 192 | STAFF TRAINING PROGRAM wi192w192 8-2-2019
CFR(s): 483.430(e)(2) The facility will ensure that all employee who
work with consumers will receive additional
Eoi | with dliente: trainin in-service training focusing on skills Iand
o e o Sevisiiginy
SLI0CUS0n £ o needs. Specifically, they will be trained to
toward clients’ health needs. document comsumers bowel activities daily.|

The QP, Habilitation Coordinator and the
Nurse will monitor and review documentatio
This STANDARD is not met as evidenced by: by all staff, on all shifts, for all consumers ini

g

Based on interviews and document/fecord reference to their health care needS, inC[Udi
S

; s . but not limited to bowel! activity. Any concer
reviews, the facility failed to ensure staff were with health care needs will be reported to the

i sufﬂcnently_ tra!ned on competencugs directed Nurse and will be reported to the consumers'
towards client's health needs. This affected 1 of physician as warranted. The Nurse will |
2 audit clients (#4). The finding is: document any health care concerns for any

consumer in the nursing notes in consumer's
Nursing staff was not informed of client #4 medical record. The QP and the Habilitation

Coordinator will review this plan of Correction

missing a bowel movement for more than 3 days. s ! Ol TE
a minimum of 2 times weekly by reviewing

. . T flow sheets, Therap, health related items and
Review of client #4's individual program plan will report any health concerns to the N
(IPP) revealed a need to monitor for constipation. includ'ianog if ar): individual has notohad a —

bowel movement in 3 days.
Review on 7/2/19 of client #5's physician's order
dated 5/1/19 revealed an order: "Ducolax Supp.
@ 3rd day prn (as needed) and prn if no BM with
Milk of magnesium." Further review of
medication adminstration record (MAR) revealed
| no Milk of Magnesium or Dulcolax was r HSE
adminstered in the month of June 2019. ¥

Review on 2/25/19 of the client 45's 2019 bowel | AUG ¢
movement record revealed the client had no :
bowel movements recorded on 6/4-11/19.

Interview on 7/2/19 with the qualified intellectual
disabilities professional (QIDP) confirmed she
was not aware client #4's bowel movements were
not regular and staff were suppose to
communicate with the nurse if there is no bowel
movement in 3 days.
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Interview on 7/2/19 with the facility nurse
| confirmes client #4 bowel movement were not
| regular and staff were suppose to communicate
with her if there was no bowel movement in 3
days.
|
|
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September 2, 2019

Wambui Karanu, RN
Nurse Consultant [
NC Division of Health Service Regulation AMep

2718 Mail Service Center JHSR - Men
Raleigh, North Carolina 27699-2718

tal Health
AUG 09 2019

Re: Plan of Correction

LIFE, Inc. / Lakeview Group Home LiC. & Ce

1. Section

Dear Ms. Karanu,

Enclosed please find our written plan of correction for the recent survey at our Lakeview
Group Home.

If there are questions or if additional information is needed, please feel free to contact me.

Thank you for your continuing assistance to us in the operation of our facilities.

Sincerely,

MPL‘)'(]@"&\

Barbara W. Parker
Director ICF/IID Services

anw
Enclosure

2609 Royall Avenue
Goldsboro, North Carolina 27534 Website: www.lifeincorporated.com
Phone: (919) 778-1900 Fax: (919) 778-1911 Email: info@lifeincorporated.com



