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 C 173 64-11-6.1.a. Health and Safety

The Center shall implement programs in an 

environment that is safe, accessible and 

appropriate for the needs of the consumers.

This REQUIREMENT  is not met as evidenced 

by:

 C 173

(1) Based on observation and interview, the 

Center did not implement programs in an 

environment that is safe and appropriate for the 

needs of the consumers in the residence. 

Findings include:

     (a) A tour of the residence and rooms utilized 

by the adolescent consumers was made on 

2/11/04 at approximately 12:00 noon with the 

Operations Supervisor.  The adolescent girls 

bedrooms downstairs have outside doors; these 

doors do not have an alarm or other device to 

alert staff when they are opened by the 

consumers. Discussion regarding staffing 

revealed that staff are not awake on the 

weekends at night to monitor the consumers and 

ensure their safety. However, there are awake 

staff during the week, just not on the weekends 

due to the shift scheduling. Additionally, there is 

an outside door in the TV room that does not 

lock.

(1)(a) There will be staff employed or 

alternate sleeping arrangements made to 

provide awake-night supervision during 

our weekend shifts.  Staff deployment will 

be in effect by July 1, 2004. 

 C 174 64-11-6.1.b. Health and Safety

The Center shall provide adequate 

 C 174 9/30/04
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E 186 64CSR14-7.1.a. Health Care Standards

The licensee shall not admit to the assisted living
residence individuals requiring ongoing or
extensive nursing care and shall not admit or
retain individuals requiring a level of service that
the residence is not licensed to provide or does
not provide.  (Class I)

DEFICIENT PRACTICE and FINDINGS:

Complaint investigation #WV00000785
conducted on September 22, 2003 at The Inn at
Wyngate, Barboursville

Based on interview and review, on September
22, 2003, the administrator has failed to ensure
that individuals requiring ongoing or extensive
nursing care are not admitted or retained in the
facility. Any resident who requires a level of
service that the residence is not licensed to
provide, must be admitted to the next level of
care facility.

Findings include:

1.  Resident #C1's record was reviewed on
September 22, 2003.  The resident was admitted
to the hospital on or about April 11, 2003.  During
this hospitalization a feeding tube was inserted
secondary to dysphagia.  The resident was re-
admitted to the facility on May 6, 2003, with the
feeding tube in place.

2.  Resident #31 was admitted to the facility on
May 2, 2003, with a diagnosis of "left parietal

E 186
Complaint investigation # 785 conducted
on September 22, 2003

Directed Plan of Correction:  The
administrator must ensure that residents
who require extensive and on-going
nursing care are not admitted or
readmitted to the facility.  Residents who
reside in the home and their care needs
exceed what the home is licensed to
provide must be discharged to an
appropriate level of care.

Date of Completion:  Upon receipt of this
document and on-going.
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 C 174Continued From page 1 C 174

housekeeping, laundry, maintenance, storage, 

and other administrative support functions 

required to carry out its services.

This REQUIREMENT  is not met as evidenced 

by:

(1) Based on observation, the Center failed to 

ensure adequate housekeeping and maintenance 

required to carry out its services. Findings 

include:

     (a) A tour of the residence and rooms utilized 

by the adolescent consumers was made on 

2/11/04 at approximately 12:00 noon with the 

Operations Supervisor and the Treatment 

Coordinator.  The following was observed:

          (i) There were miscellaneous small 

personal belongings, such as a lipstick tube and 

comb, behind the dresser in the girls bedroom.

          (ii) An iron burn on the carpet.

          (iii) Bleach spots on the carpet.

          (iv) A chair in the living room with more 

than one tear (the stuffing was visible).

          (v) The upstairs bathroom did not have a 

towel bar.

          (vi) The bathroom did not have a toilet 

paper holder/bar.

          (vii) The sink was dirty and in need of 

cleaning.

(1)(a) The shift supervisor will utilize a 

daily sheet to monitor the unit's physical 

environment and the Operation Supervisor 

will check the unit checklist on a weekly 

basis for completion.  The Operation 

Supervisor will also inspect the unit's 

physical appropriateness and if either the 

check sheets or the physical appearance 

are not in compliance with the 

aforementioned regulation, the staff will be 

given a written reprimand.  If the second 

reprimand is issued to any unit the staff 

will then be mandated to attend a 

refresher course on environmental 

hygiene and safety.  Some repairs must 

be completed by Burlington's maintenance 

department and work orders are turned 

into the maintenance department as 

damages occur and they will have 30 days 

or less to complete work order depending 

on the urgency of the repair.  If no 

response to the work order has been 

made within the thirty-day period then the 

issue will be addressed in the 

management team and they will provide 

direction for completion of the work order.

(i) Miscellaneous small personal 

belongings were cleared from behind the 

dresser and put away in appropriate 

storage.

(ii) The carpet is to be replaced by 

September 30, 2004

(iii) The carpet is to be replaced by 

September 30, 2004
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stroke with expressive dysphagia requiring PEG
tube feedings, with a history of right temporal
embolic stroke in 1996."  Review of the resident's
facility record on September 22, 2003, at
approximately 1:45 p.m., verifies the resident
was admitted with a PEG tube and  post hospital
discharge orders dated April 28, 2003, state the
resident is to receive one (1) and one half (1/2)
cans of Glucerna four (4) times per day along
with two hundred and fifty (250) milliliters of
water three (3) times per day between the
Glucerna feedings.  An order dated July 2, 3003,
states to discontinue the PEG tube because the
resident is eating well.  A nurse's note dated July
15, 2003, states the feeding tube was
discontinued per a physician.  The resident is
currently on a mechanical soft diet.

3.  During interview on September 22, 2003, at
approximately 2:30 p.m., the administrator stated
she had spoken with residential program
manager regarding resident # C1.  The
administrator stated the program manager  did
not want the resident to remain at the facility but
was understanding in the fact the resident had
been at the facility prior to the feeding tube being
inserted and the resident was terminal and not
expected to live long.  After resident file review it
was determined no documentation was evident.
The administrator verified there was no written
confirmation of her conversation with the
program manager.  The administrator added she
had not notified the Office of Licensure and
Certification regarding resident #31.
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