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A recertification survey was conducted from i D |

8/23/2010 through 8/24/2010. A sample of two f

clients was selecled from z population of four

men with profound cognitive and Inteliactyat

disabilities. In addition, a focusad review was

conducted of another (third) client's dietary food

texture orders. This Survey was initiated utilizing

the fundamental process; however, due I

cancems in the areas of health care services and

aclive treatment, the process was extanded on

9/24/2010 to review the facility's level of

Compliance in the Conditions of Participation

(CoP) for Health Care Services and Active

Treatment.

09/24/2010

W 000 INITIAL COMMENTS W 000

The findings of the Survey were based on
observations and Interviews with staff in the hpme
and at two day programs, as well as a review of
client and adminlistrative records, including
incident reports.

W 159 483.430(a) QUALIFIED MENTAL W 159
RETARDATION PROFESSIONAL

Each client's active treatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional.

This STANDARD is not met as evidenced by:
Based on observation, staff Intervlew and record
review, the facility's qualified mentaf retardation
professional {QMRP) failed to ensure the
coordination of services to promote the health
and safely of three of the four clients residing in
the facility. {Clients #1, #2 and #3)

The findings include:

TITLE {%8) DATE

Jpy deficiency statement ") denales a daficiency whighl the inslitution may be excused from cotrecting providing i is determineg that
her safeguands provide suffician| protection jo the patients. (See instructions.) Excep! for nursing homes, the findings stated above are disclosable 50 days
cliowing the dals of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of corection are disclosable 14
ays following the date these documents are made available 1o the faclilly, Il deficiencies ars ciled, an spproved plan of corection is requisite to centinued
rogram participation.
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bowel movements.

prescribed texture.

1. [Cross Reference W189 and W193] The
QMRP feiled to ensure all staff received effective
training on the impiementation of Cllent #3's faod
texture requirements, Client #1's behavior support
plan and proper documentation of Client #1's

2, [Cross Reference W184] The QMRP fajled to
ensure ali staff demonstrated competency in
impiementing a client's food texture requirements
and implementation of a behavior support plan.

3. [Cross Reference W2525] The QMRP failed to
ensure that staff documented all incidents of
Client#1's observed maladaptive behaviors.

4. [Cross Reference W436] The QMRP failed to
ensure all clients received their recommended
adaptive equipment.

4. [Cross Reference W474] The QMRP failed to
ensure afl clienls received thelr meals in the

5. The faciiity's QMRP failed to ensure the
ambuiation protocoj was available and presented
to ail steff to ensure consistent implementation

1. Staff will recelve tralning on Cllent #3
food taxture requirements, Cliant #1 BSP
end proper documantation for his bowel
movemant charis.

2. Tha nutritioniat will provida training on
client's food taxturs.

3. The psychologist wiil provide training
on-going training to all staff on Client #1
BSP. Tha QMRP and House Manager will
review data on a daijly basis to ensure staff
are accuretely documenting bahaviors.
Fallure to properly documant all behaviors
will result in disciplinary action.

4. QMRP and Nursing Staff will implemant
racommendations for adaptive aquipment.
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6. Dally meal observations wiil be
conducted by the QMRP/ Raaidsntial
Manager {o ensure that all Individuals

[10!29!10 |

while assisting Cilent #2 while ambulating, as recsive tha prescribed texture.
follows:
Observation on 98/23/2010, at approximately 8. The QMRP and House Manager wil 10/28/10
12:15 p.m., revealed Client #2 was waaring a ensure Client #2 receives their
loosely secured gait beit and a soft padded recommendsd adaptive equipment as well
heimet. The helmet appeared to be properly 85 ensures an ambulation protocal Is In
fitted and the gait belt was lopsely secured place. All ataff will recaive tralning on the
around his waist. During tha observation, Client current protocol s well as on-going
#2's 1-on-1 nursing staff (provided by the factiity) treining for any changes.
used his ieft hand to hold the right side of Client
#2's gait belt as he assisted him to ambulate
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around the facility. On other occaslons, he was
abserved holding to the back of Client #2's gait
beit as he walked behind him. Later on the same
day at approximately 4:20 p.m., Client #2 returned
home from his day program, Upon exiting the
van, the attending nurse and one of the van staff
each grabbed under Client #2's armpits and
assisted him up the stairs to the front door of the
facility. The attending nurse was then observed
to continue the hoid under Cllent #2's left arm and
assisted him up the stairs to his bedroom.,

Record review on 9/24/2010 at 12:08 p.m.
revealed, Client #2's Physical Therapy
assessment dated 08/03/2008 recommended that
the facility continue the ambulation protocol,
Further record review and Interview with the
QMRP on 9/24/2010, at approximately 3:00 p.m.,
revealed there was no documented evidence an
ambuiation protocot was drafted and on file for
review. The QMRP also checked Cllent #2's
habilitation records and confirmed that document
was not on file.
W 188 483.430(e)(1) STAFF TRAINING PROGRAM
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 staff interview and record review, the
facility failed to ensure all staff received {raining
on the implementation of a ciient's food texture
requirement and behavior support plan, for two of
the four cilents residing in the facility. [Ciients #1
and #3]

W 159

w189

Cross refarence W158 #2, #5

| [1o:zsro]
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The findings include:

1. [Cross Reference W1 93] Record review on
8/24/2010 at approximately 2:55 p.m. revealed
oniy five (5) out of the facllity's ten (10) currently
employed staff received training on Client #1's
behavior support plan (BSP). The training was
held on 2/26/2010. In addition, there was ng
evidence presented or on file at the time of survey
1 substantiate that any of the currently employed
staff recelved training on how to Impiemant
“touch controi” in managping Cliant#1's
maladaptive behaviors,

Interview with the facility's house manager (HM)
on 9/24/2010, at approximately 2:58 p.m.,
confirmed there were no other BSP trainings held
other than the 2/26/2010 training. Tha HM further
confirmed wha!l was documented on the
2/268/2010 BSP training was true and a factual
representation of the staff that attended the
training.

The facility failed to ensure a¥ staff receivad
training on Client #1's BSP.

2. [Cross Reference W194] Record review on
9/24/2010, at approximalely 2:45 p.m. revealed
there was no documented evidence that any of
the facility's ten {10) staff received tralning on
Ciient #3's food texture requirements dating back
to 8/1/20089,

intarview with the facility's house manager (HM) -
on 8/24/2010 at approximately 2:50 p.m.
confirmed none of the currently employed staff
(10 staff) had received training on Client #3's
modified food texture requirements. In addition,
the HM also confirmed there were no additiona
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staff training documents on hand to review,

The facliity failed 1o ensure all staff received
training on Client #3's modified food texture
requirements to meet his developmental needs.

3. The facility falled to ensure that the direct
support staff received training 1b ensure
consistent documentation of Client #1's bowel
movements, as follows:

[Cross Reference W331.3] On 972312010,
beginning at 2:54 p.m., review of Client #1's
bowel movement (BM) charts reveaied that direct
Support staff on each shift were instructed to
enter a zero if he had no BM during their shift or
use a symbal listed in the legend below the chart
to document and describe every BM. [Example:
H = Hard Stoo! {small rocks)] Continued review of
the BM charts reveaied numerous gaps where
staff failed to provide data from thelr shift, Failure
to dacument BMs during the past 3 months was
neted on each of the three shifts.

On 9/24/2010, at approximateiy 12:35 p.m., the
RN stated that she had provided training to staff
9n documenting clients' BMs on the BM chart.
The RN agreed to seek training records for direct
Support staff and to conlact the Director of
Nursing to request evidence of fraining received
by their nursing staff within the past 6 months,
Review of staff in-service training records a short
time later, beginning at approximately 2:55 p.m,,
falled to show evidence that the facility's nine (9)
direct support staff and the house manager had
received training on proper documentation of
Client #1's BMs. No additionai information was
pravided for review before the survey ended Jater
that afterncon,
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W 183 483.430(e)(3) STAFF TRAINING PROGRAM

Staff must be abie to demonstrate the skills and
techniques necessary to adminisier interventions
o manage the inappropriate behavior of clients.

This STANDARD is not met as evidencad by:
Hased on observation, staff interview and record
raview, the faciiity failed to ensure staff accurately
and consistantly implemented a client's behavior
management plan for one of two sampled clients.
(Client #1)

The findings include;

1. On 9/23/2010, at approximalely 5:25 p.m,,
Client #1 was observed standing in the kitchen. A
direct care staff walked over to him and asked
him to set the dinner table. He hesitated in his
response and remained standing in the kitchen.
Approximately, two minutes later, Client #1 4
became very agitated and began to hit himself on
the face and vocalize loudly. During this outburst,
he attempted to hit the direct care stalf that made
the request of him to set the table, but she
avoided him and walked away. With clinched
fists, he entered the dining area and stood next o
his chair at the dinner table. The direct care staff
informed the house manager (HM) that she had
asked Client #1 (o sat the table and that he
became agitated at the reguest. Abouta minute
passed as Client #1 sat at the dinner table when
he again began to hit himself on the side of his
head/face and began vocalizing loudly.

A short period of quiet passed (aboul three
minutes) befors Client #1 again became very
agitated and got up from the table and
approached the HM. He made three attempts to

]

=

w183 ' Cross reference W15 #3
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W 193 Continued From page 6
hit her, but the HM grabbed his hands with an
open palm to prevent herself from being hit.
Once the HM grabbed his hands, he lowered
himself to the flaor and laid there face down,
Both of his fists ware clinched as he lay on the
dining room ficor and he continued to vocalize
loudly and alsa pounded on the floor, A minute
later the HM toak Cllent #1 by his hands and ied
him to his seat at the dining tabie. Cllent #1
remained altated, with no addilional outbursts,
until dinner was served.

Record review on 9/24/2010, at approximately
12:06 p.m., revealed Ciient #1's Behavior Support
Pian (BSP),dated 10/14/2009, Identified the
faliowing interventions to address his targeted
behaviors:

a. "DHer him a formel choice once each day. The
choice can ba between two objects, two rewards,
two activities, etc. Or the chaice can involve the
order of which activities or tasks to do first and
which to do second, etc. Reward the fact that he
made a choice using descriptive feedback.”

h. "Use touch control if the screaming seif
abusive or hitting others behaviors continue or
increase. Staff should physically redirect him to
anocther activity, when verbal redirection does not
work, staff may have to use the appropriate touch
controi technique to gently and quickiy point him
or move him to another aclivity. Staff may have
to physically prompt him to start doing the correct
activity. Only staff who have been trained in these
touch controi procedures and tachniques shouid
usé this intervention.”

c. "For example, if he is continuing to try to hit at
someone, staff may have to physically take him

W 193  ICross reference W18 #2, #3 10/28/10
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W 183 Continued From page 7

by the efbow and help him waik into another room
and guide him to & chair. This is not enaugh,
Staff shouid attempt to get him invoived in some
other distracting activity.”

d. "Create a "safety zone" if the aggression to
others continue to escalate and he is disrupting
the entire situation staff should aither get him into
another area or room or remove others from the
area or room he is In."

Interview with the facllity's qualified mental
retardation professional (QMRP) and HM on
8/24/2010, at approximately 12:30 p.m.,
confirmed the facility’s staff failed 1o offer him
"two choices” from the onset when he was Initially
asked lo sel the table. Further dialogue with the
QMRP and the HM revealed the facility's staff
aiso falled to physically redirect him to another
activity, did not take him by the elbow Into another
foom, and never established a "safety zone" for
him in their effort to address his agitation and
aggression. Client#1 was allowed to remain in
the dining room the entire period he was agitated
and was physlcaily aggressive towards staff

The facillty failed to demonstrate competency and
accurate implementztion of Client #1's behavior
Support plan to address his behavioral outburst
and maladaptive behaviors,

2. [Cross Reference W252) A different team of
staff had been observed working with Client #1
eariier that day (moming of 9/23/201 0). Those
staff failed to demonstrate competency in
implementing his behavior Support plan (i.e.
documenting all incidents of targeted maladaptive
behavior). Signature sheets for a behavior
managemenit tralning provided on 2/26/2010

w193 E:rosa refarance W158 #3

I1MQI1D l
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docurnented that the two staff on duty at the lime
of Client #1's moming behavioral outburst
(screaming, hitting self and hitting Client #3) had
been in attendance on 2/26/2010.

W 194 4B83.430(e}(4) STAFF TRAINING PROGRAM

Staff must be able to dernonstrate the skills and
techniques necassary to Implement the individual
program plans for each client for whomn they are
responsibte,

This STANDARD s not met as evidenced by:
Based on observation, staff Interview and racord
review, the facility failed to ensure the accurate
implermnentation of program plans, for two of the
four clients residing in the facllity. {Clients #1 and
#3]

The findings include:

1. [Cross Reference W249.1] Staif working with
Client #1 on the morning of 8/23/2010 falled lo
demnonstrate competancy in Implementing the
client's training program for leaming to unbuekle
his balt,

2. [Cross Reference W474] The facility's stalf
failed to demonstrate the skill and cormpelency
necessary to ensure Client #3 recelved all his
meals in the texture prescribed to meet his
developmental needs, as follows:

Observation on 9/23/2010, at approximateiy 5.00
p.m., revealed staff served Clisnt #3 his meal in a
chopped texture, but failed to ensure the meal
was served “mechanically soft* as prescribed by
the primary care physician (PCP). Record review
on 9/24/2010 at approximately 10:15 a.m.

W194  (al staffwiil ba trained on all Individuer's 10/28/10
iPP goals. Managemant {eam wifl review
IPP doecumsantation weekly and staff will
raceiva ongolng treining on
documentation for all IPP gosls,

FORM CMS-2587(02-88} Pravious Versions Obsciate Event IO BYFV11
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As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continupus active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individuat program
plan.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, facility staff failed fo implement tralning
programs and behavior support plans as
recommended by the interdisciplinary team, for
ane of the two sampled clients. [Client #1]

The findings include:

1. On 8/23/2010, at approximately 7:34 am.,
Client #1 (who is nan-verbai) walked over to Staff
#1 and stood in front of him. The staff reached for
the client's belt while stating that this was the
client’s means of informing him that he needed to
use the bathroom and the cflent was unable to
undo the belt. After the staff unfastened the belt,
the ckent went upstairs to use the bathroom. On
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confirmed Client #3's currant physician's orders
(872010) prescribed he receive a “mechanically
saft, chopped” textured diet.
Interview with the facility's quslified mental
retardation professional an 8/23/2010 at
approximately 5:10 p.m. confirmed staff should
have provided Client #3 with a "mechanically soft"
lextured meal as prescribed by the PCP.
W 249 483.440(d)(1) PROGRAM IMPLEMENTATION W 248 ICruss refarence W194 | Mzsuo |
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9/24/2010, at 3:59 p.m., review of Client #1's
Individual Support Plan, dateg 8/25/2008,
revealed that he had a training program for him lo
learn to fasten and unfasten his belt. The plan
stated that staff should provide “verba| prompts”
and encourage him to unbuckle his beit.
Observations revealed that staff working with him
on the morning of 8/23/2010 failed to impiement
his prograrn when the bpportunity presented
itself.

2. [Cross Reference W183.1] Facility staff falled
to consistently implement Client #1's BSP. On
the evening of 8/23/2010, Cllent #1 was observed
hitling himself on the face and vocahzing ipudly,
He aiso attempted to hit a direct support staff. He
repealed the behaviors several times until dinner
was served,

Record review on 9/24/2010, at approximately
12:05 p.m,, revealed Client #1's Behavior Suppont
Pian (BSP),dated 10/14/2009, revealed that staff
should "OHfer him a formal choice... physically
redirect him to another aclivity.,.creale a 'safety
zone' if the aggression to others continue to
escaiate and he Is disrupting the entire sitvatipn
staff should elther get him Into another area or
room or remove others from the area or room he
isin."

Observations, however, had revealed that staff
failed lo offer Client #1 "two cholces” from the
onsel, falled to physicaliy redirect him 1o another
activity, did not take him by the elbow into another
room, and never established a "safety zone" for
him in their effort to address his agitation and
aggression. Client #1 was allowed to remain In
the dining room the entire period he was agitated
and was physically aggressive towards staff,

Cross referance W159 #2

|10129I10 l
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Data relative to accomplishmant of the criteria
spacified in client individual program plan
objectives must be documented in measurable
terms.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, faciiity staff failed to document ail
behavior data in accordance with the behavior
Support plan (BSP), for one of the two sampled
clients. (Client#1)

The finding includes;

On 9/23/2010, at 8:06 a.m., Client #1 stanted
shrieking loudly while seated next to Client #3 in
the living room. Client #1 immediately tumed to
his peer and began striking him on his arm and
shoulder, After a faw short blows, the client
began striking himself on his legs and he then
stood up, still screaming. The behavioral
outbursts lasted no more than 1 minute, in tatat.
At the outset, Staff#2 responded by cailing the
client's name. The client quieted and immediateiy
left the living room. Staff #1 stated that the client
had been displaying similar behaviora| oulbursts
for the past 3 days and would stay home from day
pragram that day, [Note. The two staff present
had been working ovemight (12:00 a.m. - 8:00
a.m. shift). Staff #2 stated that he was staying for
the next shift (8:00 a.m. - 4:00 p.m.}]

Later that day (8/23/2010), at 1:38 p.m., the
house manager asked Staff #2 whether Client #1
had displayed any behaviors during his shiRt; he
replied no." At approximately 5:30 p.m., review of
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Client #1's BSP, dated 10/14/2009, confirmed
that screaming, self abuse and hitting others were
his primary targeted maladaptive behaviors. The
BSP also instructed staff to documant each of the
behaviors "on the data sheets...in the IPP training
book...At the end of the shift, one assigned staff
person should detarmine, by asking other staff,
the tolal frequencies of <client's name:>
behaviors." On 9/24/2010, at approximately 2:00
p.m., review of the client's behavior data sheets in
the IPP training book revealed staff had enfered
"0" behaviors for the 12:00 a.m. - 8:00 a.m. shift
and lsft blank the spaces for recording each of
the three targeted behaviors.

W 331 483.460(c) NURSING SERVICES

The faclity must provide clients with nursing

services in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the faclilty failed to ensure clienls received
nursing services according to their needs, for two
of the four clients residing In the faciilty. [Clients
#1 and #3]

The findings inciude;

1. The facility's nursing staff failed to ensure that
Client #1 received a timely medical assessment,
as follows:

#1's day program activities coordinator stated that
the client had hit himself and others while at the
day program on 9/20/2010 and 8/21/2010. He
had worked with the client since 2001 and he had
only seen the client become assauitive when he

On 8/2372010, at approximately 11:50 am., Client

W 252

TAG CROSS-REFERENCED TQ THE APPROPRIATE
Cross refsrence W159 #3 l10!29l10 |

wan The nursing staff will receive additional

training on physical assessment and
documentation of findings.
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was "impacted.” He said that was the client's way
to express pain or discomfort. The client stayed
home on 8/22/2010. after the home agreed on
9/21/2010 to have him evaiuated. [Note: The
client retumed to day program on 8/23/2010 with
no cammunication received from the home
documenting a physical examination.] Review of
Ciient #1's behavior supporl plan (BSP) daled
10/6/2009, canfirmed "constipalion” was the first
antecedent listed for targeted behaviors of
physical aggression towards others and
selfinjurious behaviors,

On 8/23/2010, at 3:11 p.m., review of Client #1's
primary care physician (PCP) notes revealed the
ost recent entry was dated 7/30/2010. The
house manager (HM) stated that the client had an
appaintment scheduled with the PCP on the next
day, 9/24/2010. Subsequent review of the client's
Nurse's Progress Noles revealed entries dated
8/21/2010 at 6 p.m., 8/22/2010 at 7:30 a.m. and
9/23/2010. None of those three entries indicated
that a nurse had assessed the client's abdomen
and bowels during the three days. The
above-cited nurse progress notes did reflect
reviews of his BM habits on those dates.

The client was taken lo a hospital emergency
room {ER) on the evening of 5/23/2010 due to
"biced in the urlne.” The ER discharge report
stated that lab testing falled o show blgod in the
urine. Further review of the ER discharge papers
revealed no indication that any diagnostic
procedures other than iabs/blpod in urine had
been performed at the hospital.

An entry made by the RN on 9/24/2010 at 7:40
a.m. reveaied that "individual in no distress” and
she had taken his vitai signs. The entry, however,
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did not suggest an assessment of the clent's
abdomen was performed,

Cliert #1 was taken to the PCP's office for
evaluation on 5/24/2010, at approximately 3:30
P.m., which was 3 days aRer the day program
expressed concems that his assaultive behaviors
might be due lo physical discomfort.

It should be noted that staff had documented BMs
an the evening shift of 5/168/201 0, evening shift of
9/20/2010, evening shift nf 9/21/2010. evening
shift of 8/22/2010 as weli as the moming shifts opn
8/2312010 and 9/24/2010. Nursing staff,
therefore, referred to these BMs as evidence that
Client#1 was not impacted,

2. The faciiity's nursing staff falled to ensure that
Ciient #1 consistently received stool softener as
needed (PRN), in accordance with his physician's
orders {POs), as foliows:

a. [Cross Reference W368.3] On 9/23/2010,
Client #1's day program activities coordinatpr
expressed concem re: the ciient's bowel
movements and the potential for fecal impaction,
Review of Cliant #1's 9/2010 physician's orders
(POs) revealed that since 1/24/1994, he was to
receive "Milk of Magnesia 400 mg/5 ml oral
suspension, give 45 cc by mouth every 3rd day as
needed for constipation If no BM.* On 912312010,
beginning at 2:54 p.m., review of Client #1's
MARs aiong with a review of the client's Bowel
Movement (BM) charts revealed that he had gone
without a documented BM pn 7/22/2010,
7123/2010 and 7/24/2010 without recelving the
PRN Milk of Magnesia {MOM). The BM chart for
9/2010 showed no documented BM on 8/6/2010,
8/7/2010 and 9/8/2010. A nurse documented
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The facility's nursing staff will receive
additional tralning to monitor Bowsl
Movaement Charts and administer
prescribed medication as ordered.
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having administered MOM at 7 p.m. on 9/9/2010
(the 4th day), which was not in accordance with
the POs.

b. On 8/24/2010, at approximately 12'57 p.m,,
interview with the RN revealed that the evening
medication nurse had been instructed to review
Client #1's BM chart every 3 days and if there had
been no BM, the nurse should administer the
MOM, as needed. At approximatsly 3:20 p.m.,
review of the client's 9/2010 MAR revealed that
the exact dates for said review by the evening
nurse had been designated on the MAR every 3
days, beginning on 8/3/2010. The evening nurse
documented having reviewed the client's BM
chart on 9/3/10 but missed a review on 9/6/2010.
The nurse documented a review on 8/9/2010 and
9/12/2010 but then missed a review on
9/15/2010. The evening nurse(s) failed to
document a review of Client #1's BM chart every
3 days as instructed.

3. The facility's nursing staff failed to transcribe
medication orders, as follows:

{Cross Reference W369) On 9/23/2010, a nurse
administered Client #3's L evothyroxine Sodium
(Synthrold) 50 meg afier he had eaten breakfast.
The nurse said the client's Synthroid order had
been changed approximately 2 months earlier.
He further stated the orders were to administer
the Synthroid 30 minutes before his other
medications. When asked if it was to be
administered before food, the nurse replied "yas,
this helps with absorption.” Review of Cllent #3's
Medication Administration Record {MAR) for
8/2010 revesled a handwritten change in the
order to "30 minutes prior to breakfast"
(previously had been "every morning”) and the
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The facility's nursing staff will be tralned on
monitoring Bowel Movament and any other
health related information.
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designated time had been changed from 7:00
a.m. (previously had been 8:00 a.m.). However,
review of the client's POs from 7/2010, 8/2010
and 9/2010 fafled lo show evidence of the change

The facllity's nursing staff will ensurs all
telephone orders are signed by the PCP in
a timely manner. The facllity's nursing
staff will also notify the phatmacy and new
orders to be included In the Individuals

in his prders. In addition, the 9/2010 MAR did not
reflect a change to how the order was wriiten; it
still included only the typed order “every day" as
previousiy written on 7/2010 and earlier.

physician ordsr sheats.

On 9/24/2010, at approximately 1:15 p.m._,
interview with the RN revealed that she had taken
the order by teiephone and she had changed
Client #3's 8/2010 MAR to read "30 minutes prior
tp breakfast." Upon request, the RN was unabie
to locale a corresponding physician’s order. At
approximately 2:20 p.m., the RN was asked again
whether she could recall the approximate date
that she had received the telephone order. Tha
RN presented a handwritten order that was
signed that day (9/24/2010) by the PCP. The
order read “30 minutes before breakfast” The
order, hawever, had the date 8/1/2010 written
next to it, with no indication that it was a iate entry
(by almost 2 months),

5. The facility's nursing staff failed to ensure that
all medications listed on Ciient #3's physician's
arders were avaiiable "as needed.”

On 9/23/2010, at B:59 a.m.. while verifying the
moming medication pass observations, Ciient
#3's POs inciuded "ProAir {Albuterol) HFA 90
meg AER w/Adap Inhale 2 puffs evary § hours as
neaded.” The POs indicated that the Albuterol
was first ordered on 4/4/2008; however, there
was na reason given for this PRN medication. Al
9:03 a.m,, the medlcation nurse looked through
the medication cabinet twice and stated that there
was no Albuteroi avallable. He suggested thal it

Evant [DBYFV11 - Facliity 1D: 00G139 if continuation shest Page 17 of 26
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may have been discontinued; however. we did npt
find an order to discontinue the medication. At
approximateiy 10:55 a.m., the recently-hired
qualified mental retardation professicnal (QMRP)
and the HM indicated they were not aware of any
reason why Client #3 might need to use Albuterol,
The QMRP immediateiy presented a Medical
Assessment dated 11/27/2009, and upon its
review, staied that she saw no indications for the
FRN medication.

On 8/24/2010, at approximateiy 1:00 p.m., the
recentiy-hired RN stated that Albutero! was
typically prescribed for treating asthma. She
indicated that she was previously unaware that
Albutero! PRN was prescribed PRN gn Client #3's
POs. She raplied "no” when asked if the
medication nurse had informed her of his search
for iton the previous day. At approximately 2:20
p.m., the RN indicated that the PCP had just
informed her the Albuterol had been needed only
back at the time it was ordered in 2008. She then
presented a handwritten order to discontinue the
Albuteroi, signed that day by the PGP,

There was no evidence that the facility's nurses
and medical team reconciled physician's orders
with the medications-on-hand to ensure that
medications prescribed for PRN use readily
available if and when needed by the client.
W 340 483.460(c)(5)(i) NURSING SERVICES
Nursing services must inciude implementing with
other members of the interdisciplinary team,
appropriate proteclive and preventive health
measures that inciude, butare not iimited to
training cliets and staff as needed in appropriate
health and hygiens methads.

W 331

The nursing staff will receive training on
reviewing physiclan's order sheet,
telephona orders and ensuring ali
prescribed medications are available. The
primary nurse of this fecility wiil be
requested to provide writtan deementation
and that MAR's and POS's ame reviewed
and updasted on a weekly basls,

l 11210 I

W 340
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This STANDARD is not met as evidenced by:
Based on interview and record raview, the
facility's nursing staff failed to provide evidence
that staff had been tralned to consistently
document bowei movements, for one of twp
ciients in the sampie (Cllent #1).

The finding Includes:

The facility's nursing staff failed to ensure that
direct support staff consistently documented
Client#1's BM's, as follows:

As noted above, Ciient #1°s POs dated 9/2010,
revealed "chronic constipation” as an ongoing
diagnosis. He received Miralax and prune juice
daily. The POs also included "Milk of Magnesia
400 mg/5 mi oral suspension, give 45 cc by

no BM." On 9/23/2010. beginning at 2:54 p.m.,
review of the client's BM charis revealed that

or use a symbol listed in the legend below the
chart to document and describe every BM,
[Example: H = Hard Stool (smail rocks)]
Continued review of the BM charts revealed

shifts, as follows:
a. 12 a.m. - B a.m. shift - staff failed fo make

entries on 7/1/2010Q, 7/26/2010, 8/1/2010,
8/2/2010, B8/5/2010 and B/30/2010;

BM chart on 7/2/2010, 7/10/2010, 7/11/2010,

mouth every 3rd day as needed for constipation if
diract support staff on each shift were insiructed

to enter a zero if he had no BM during their shift

numerous gaps where staff falled to provide data
from their shift. Failure ta document BMs during
the past 3 months was noted on each of the three

b. 8a.m. -4 p.m. shift - there was no data on his

The direct support staff will receiva
additionat training on monitoring and
racording bowel movements. The
nursing staff will document on the
Medlcation Administration Record that
they have reviswed the EM chart.

10/29/10
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7118/2010. 72212010, 7/23/2010, 8/6/2010,
8/31/2010, 8172010, 9/14/2010 and 8/23/2010;
and,

C.4 p.m. - 12 am. shift - staff failed to make
entries pn 7/31/2010, 8/1/2010, 81512010,
81472010 and 8/15r2010,

Cn 9/24/2010, at approximately 12:35 p.m., the
RN stated that she had provided training to staff
on documenting clients' BMs on the BM chart.
The RN agreed to seek training records for direct
Support staff and to contact the Director of
Nursing to request evidence of training received
by their nursing statf within the pasl & mpnths.
Review of staff in-service training records a short
time later, beginning at approximately 2:55 p.m,,
falled to show evidence thal the facility's nine (9)
direct support staff and the house manager had
raceived training on proper documentation of
Client#1's BMs. No additional information was
provided for review bafore the survey ended (ater
that aftemoon,

483.460(k)(1)} DRUG ADMINISTRATION

The system for drug administration mus! assure
that all drugs are administered In compliance with
the physician's orders,

This STANDARD is not met as evidenced by:
Based on observation, staff interview and recard
reviaw, the facility faiied to ensure that all drugs
were administered In compliance with the
physiclan's orders, for three of the four cilents
residing in the facliity. (Ciients #1, #3 and #4)

The findings Include:

ORM CMS-2567(02-99) Previous Versions Obsolste EvantiD BYFV11

PREFIX {EACH CORRECTIVE ACTION SHOULD BE
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DEFICIENCY)
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1. [Cross Reference W369] On 9/23/2010, Client
#3 was administered Levothyroxine Sodium

{Synthroid) 50 mcg afler he had eaten breakfast.
Interviews and review of physician's ordars (POs),
however, revealed that the medication should be
administered “30 minutes prior ta breakfast" to
enhance absorption.

2. On 8/23/2010, Client #4 was observed
receiving his medications between 9:11 am. -
9:26 a.m. At9:27 a.m., the medication nurse
documented the following on the client's
Medication Administration Record (MAR):
"Hypolears 1% one drop in each eye not available
this a,m." After the medication nurse finished a2
telephone conversation with the Director of
Nursing, at 9:37 a.m., he looked again in the
medication cabinet and declared "found it...it was
behind” ather medications, By then, however,
Client #4 had ieft the facility; therefore, he was not
administered the Hypotears (for dry eyes) in
accordance with his POs,

3. Facility nurses failed to ensure that Client #1
consistently received stool softener as needed
{PRN) for constipation, in accordance with his
PQs, as follows:

On 9/2372010, at approximately 11:50 a.m., Client
#1's day program activities coordinator stated that
the client had hit himself and others whila et the
day program on 9/20/2010 and 9/21/2010. The
client had stayed home on 9/22/2010, after the
home agreed to have him evalvated for possible
impaction, Review of Client #1's behavior support
Plan dated 10/6/2009, reveaied that “"constipation”
was an antecedent listed for the targeted
behaviors of physical aggression towards others
and self-injurious behaviors.
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On 9/23/2010, Cllent #3's medical records were
reviewed upon refurn o the facility, beginning at
1:40 p.m. His Medical Assessment, dated
8/2712010 and his POs 9/2010 ravealed "chronig
constipation” as an ongoing diagnosls, for which
he received Miralax 17 grams dissoived in water
daliy (since 12/8/2008) and prune juice 6 oz by
mouth twice daily (since 1/24/1994), The POs
Showed that since 1/24/1994, he was to receive
"Milk of Magnesia 400 mg/5 ml oral suspensipn,
give 45 cc by mouth every 3rd day as needed for
constipation if no BM." Beginning at 2:54 p.m.,
raview of Client #1's MARs along with a review of
the ciient's Bowsi Movement {BM) charts
revealed that he had gone withput a documented
BM on 7/22/2010, 7/23/2010 and 7124/2010
wilhout receiving the PRN Milk of Magnesia
{MOM). The BM chart for 9/2010 showed no
documented BM on 9/6/2010, 8/7/2010 and
9/8/2010. A nurse documenied having
administered MOM at 7 p.m. on 8/9/2010, which
was not in accordance with the POs,
483.460(k)(2) DRUG ADMINISTRATION

The systemn for drug administration must assure
that all drugs., including those that are
seif-administered, are administered without error.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to ensure that ail drugs
were adminislered without error, for one ofthe
four clients residing in the facility. [Client #3)

The finding includes:
On 9/23/2010, the Survey started at 65:46 a.m., al

W 368 Cross reference W3a31

W 368 Cross reference W331

1112110
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which time staff statad that Client #3 had already
finished his breakfast and cleared his place
setting. At 7:10 a.m., Staff #1 turned to his
coileague and stated that he just rememberad
having been told that "starting today," they were
to *hold* Client #3's breakfast until afier he
received a pill. The medication was to be
administered 30 minutes before his other
Medicalions and breakfast. Staff #1 further
explalned that a nyrse that provides Client #2 11
care was to administer the pill at 7:00 a.m. and a
medication nurse would arrive at 7:30 a.m. 1o
administer other medicalions to Cllent #3 and his

peers,

At 7:20 a.m., Client #2's 1:1 nurse brought him 7 will 10/29/10
downstairs and administered Clienl #3's Thevlf:d:rﬂ:;:i:uﬁ?i:t:on Client #3
Levothyroxine Sodium (Synthraid) 50 meg. The P eication mreoe! for Synthrid,
Aurse said Client #3 received the medication 1o medication pmch:: rtiel Manager wil
treat hypothyroidism. Approximately 2 months QMRP and Reslidei v

earlier, the client's prder had been changed to monitor weekly to ensu

administer the Synthroid 30 minutes before the implemantaion.
other medications. When asked If it was tp be

administerad hefora food, he replied "yes, this

helps with absorption.” Review of Client #¥'s

Medication Administration Record (MAR) for

8/2010 revealed a hang written change in the

order to “30 minutes prior {o breakfast” ang the

designaled time had been changed from 7.00

a.m. (had been 8:00 a.m., previgusly).

It shouid be noted that on 9/24/2010, at
approximately 1:20 p.m., interview with the QMRP
revealed that the clients ate breakfast at
“approximalely the same time"” every morning.
Breakfast had haen served that morning prior 1o
7.00 a.m.,, the time designated for adminislering
Client #3's Synthroid. In addition, the change in
the designated time {lo 7:00 a.m.) had been
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ordered 8/1/2010, almost 2 months prior to this
survey.
W 436 483.470(g)(2) SPACE AND EQUIPMENT
The facility must furnish, maintain in good repair,
and teach clients to use and o make Informed
chnices about the use of deniures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
fnterdisciplinary team as needed by the ciient.

This STANDARD is not met as evidenced by:
Based on abservation, staff inlerview and record
review, the faciiity falied to ensure all clients
received thelr adaptive equipment as prescribed
for one of twao sampled clients. [Client #2]

The finding includes:

Observation on 9/23/2010 and again on
9/24/2010 reveaied Client #2 wore a soft padded
helmet, a gait belt and was provided a hospital
bed to sieep on. Record review on 9/24/2010 at
12:07 p.m. revealed, Client #2's Physical Therapy
assessment dated 08/03/2009 recommended that
he receive a “helmst with a face guard" and
identified that his adaptiva equipment included 3
"padded” side rail (on his hospital bed].

tnterview with the facility's qualifiad mental
retardation professionai (QMRP) on 972412010 at
12:10 p.m. confirmed the ‘helmet with a face
guard” and the "pads” for the side rafts on his
hospital bed need edio be purchased,

W 474 483.480(b)(2)(iii)) MEAL SERVICES

Food must be served in a form consistent with the

{X2) MULTIPLE CONSTRUCTIDN {X3) OATE SURVEY
A BUILDING COMPLETED
B. WING
09/24/2010
STREET ADDRESS, CITY, STATE. ZIP GODE
5610 FIRST STREET Nw
WASHINGTON, DC 20011
o] PROVIDER'S PLAN OF CORREGTION 15
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCEO TO THE APPROPRIATE oarE
OEFICIENGY)
W 368
W43 [Cross reference WiEa#4 | [fozenc]
Tha QMRP and tha primary nurse will 112110
review all recommendations from OT, PT
or Speech Pathologist fo Identify the need
for any adaptive equipment on a monthly
basls. Tha padded reil and helmet with
face guard witl be obtained.
W 474
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developmental level of the client,

This STANDARD Is not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to ensure all ciients
received their meals in the form and consistency
as prescribed for one of the four clients residing
In the facility. [Client #3)

The finding Inciudes:

Observation on 9/23/2010 at approximately 5:00
p.m. revealed Client #3 was served a meal
consisting of tortilla, grilled chicken, ra-fried
beans, lettuce, tomato, raspberry sherbel, milk
and water. Cilent #3's tortilla, chicken, lettuce
and tomato were served chopped. His re-fried
beans were mashed and served soft. The milk
and water were not altered and served
accordingly. Duning dinner, Client #3 was
observed taking large spoons {tablespoon) of
food into his mouth. He was also observed not
consistenlly chewing his food as he ate his meai,
The facility’s qualified mental retardation
professional (QMRP) stepped in and advised staff
to take the larger spopn away and to provide him
with @ smailer spoon {teaspoon). Client #3
continued to eat his meal, but this time heate ata
faster pace, seemingly to accommodate the use
of the smailer spoan. His attending staff (1:1)
provided touch control and asked him to slow
down and put down his spoon.

Record review on 9/24/2010 at approximately
10:15 a.m. revealed Client #3's current
physician’s orders (8/2010) and nutritiona|
(1/2010) assessment identify he has been
prescribed to receive all foods in a "mechanically

A
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soft - chopped" texture,

Interview with the facility's qualified menta)
retardation professipnal (QMRP) on 9/23/2010 at
approximately 6:10 p.m. confirmed Client #3 was
prescribed a "mechanically soft - ch opped diet” as
listed on his 9/2010 physician's order sheet. The
QMRP also confirmed staff should have provided
Client #3 with a "mechanically soft” textured meal
as prescnbed by the primary care physiclan
(PCP).

The facility's staff failed to demonstrate the skill
and competency necessary to ensure Client #3
received all his meals in the texture prescribed to
meet his developmental needs.
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A re-licensure survey was conducted from
9/23/2010 through 9/24/2010, i

A random sampling of two residents was selecled
from a restdentiai popuiation of four males with
varying degrees of disabilities. The findings of the
survey were based on observations and
intarviews in the home and at twp day programs.
as well as a review of the resident and
administrative records, including the incident
reporis.

1055 3502.13 MEAL SERVICE/ DINING AREAS 1 055 All staff will be trained on all individuals diets | [10/28/10
: |and food $exture.

Each GHMRP shail train the staff in the use of ‘
proper feeding techniques and monitor their |
appropriate use to assist residents who require :
special feeding proceduras or ytensils.

This Statute is not met as evidenced by

Based on observation, slaff interview and record
review, the Group Home for Persons wilh Mentai
Retardation (GHMRP) failed to ensure aii
residents recaived their meais in the form and
consistency as prescribed for one of the four
residents of the facility. [Resident #3)

The finding includes: i

Observation on 9/23/2010, at approximately 5:00

p.m. reveaied Resident #3 was served a meal

consisting of tortilla, grilled chicken, re-fried

beans, iettuce, tomato, raspberry sherbet, milk

and water. Resident #3's torlilla, chicken, lettuce

and tomato were served chopped. His re-fried

beans were mashed and served soft. The milk !
and water were not aitered and served

accordingly. During dinner, Resident #3 was :

Healf }bulah'on Administration 7 W _
2 ielanec ? @.e,oe _ M—;AMU /(QMZ% iy
ABJ RY DIRECTOR'S OR PROVID RISUFPLIER REPRESENTATIVE'S SIGNSTURE . /0 /S // o
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1055 Continved From page 1 1 055

observed taking large spoons (tablespoon) af
food into his mouth. He was also observed not
consistently chewing his food as he ale his meal.
The facility's quallfied mental retardation
professional {(QMRP) stepped in and advised
staff Io take the larger sppon away and to provide
him with a smailer spoon (teaspoon). Resident
#3 continued to eat his meai, but this time he ate
at a fasler pace, seemingly to accommodate the
use of the smaller spoon. His attending staff
(1:1) provided touch control and asked him to -
slow down and put down his spoon.

Record review on §/24/2010 at approximately
10:15 a.m. revealed Residen! #3's current

physician's orders (9/2010) and nutritional i
(172010} assessment identify he has been |
prescribed to receive all foods in a "mechanically -
soft - chopped" texture, !

interview with the QMRP on 9/23/2010, at
appriximately 6:10 p.m., confirmed Resident #3
was prescribed a "mechanicaily soft - chopped '
diet” as listed on his 9/2010 physician’s order

sheet. The QMRP aliso confirmed staff should

have provided Resident #3 with a “mechanicaliy ]
soft” textured meal as prescribed by the primary ;
care physician (PCP),

The facility's staff falled to demonstrate the skill

and competency necessary tb ensure Resident

#3 received all his meals in the texture prescribed

to meet his developmental needs. ) i

1090 3504.1 HOUSEKEEPING 1090

The interior and exlerior of each GHMRP shall be'® -
maintained in a safe, clean, orderly, attractive, !
and sanitary manner and be free of

accumulations of dirt, rubbish, and objectionable

lzalth Regulation Administraticn
TATE FORM e BYFV11
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This Statute is not met as evidenced by:

Based on observation and interview, the Group
Home for Persons with Mental Retardation
{GHMRP) failed to ensure the interlor of the
GHMRP was maintained in a safe, orderly. and
attractive manner, for four of four residents of the
facliity. Residents #1, #2 #3 and #4)

The finding includes:

An inspection of the environment was conducted
on September 23, 2010, beginning at 11:45 a.m,
The ceifing in a closet located in bedroom #3 had
water damage. The quality assurance assistant
and the quallfied mental retardation professional,
who had accompanied the surveyor, confirmed
the findings at approximately 1:00 p.m.

35307.2 POLICIES AND PROCEDURES

The manual shall be approved by the gaveming
body of the GHMRP and shall be reviewed at
ieast annually.

This Statule is not met as evidenced by:

Based on record review, the Group Home for
Persons with Menlal Retardation (GHMRP)
governing body falled 1o document a review of its
policies and procedures annually.

The finding includes:

On 5/24/2010, at 11:46 a.m., review of the poiicy
and procedure manual that was maintained in the
horne revealed review dates af 5/1/2006,
11/20/2010 and 2/12/2010. No additional

{090

1181

[Client #3 closet ceiling will ba repairad.

| [t0r28r10 ]

|

CMS Policies and Procedures Menual was
reviewad and signed by Program Directar.

10/6M10
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1161 Continued From page 3 1161 All staff will bs tralnad on Individuals diats, 10128110
information was presented before the survey food texture, BSP end proper documentstion
* ended later that day. of both bowel movements and BSP
behaviors,
1180 3508.1 ADMINISTRATIVE SUPPORT 1180 |
I
Each GHMRP shall provide adequate |
administrative support to efficiently meet the 5
needs of the residents as required by their \
Habilitation plans. :
¢
This Statute is not met as svidenced by: QMRP wilt ensure all Individuels receive thelr | |10/29/10 [
Based on observation, staff interviaw and record recommended adeptive equipment as well as
review, the Group Home for Persons with Mental Client #2 receives an smbulating protocol and
Retardation (GHMRP) failed to ensure gualified all staff ere tralned on the ambulating pratocol,

mental retardation professional (QMRP) services '
to meet residents’ needs, for three of the four i
resldents of the facility. [Residents #1, #2 and i
#3) I

The findings include:

1. [Cross Reference 1229] The QMRP failed to

ensure all staff recelved effective tralning on the
impiementation of Resident #3's food texture :
requirements, Resldent #1's behavior support !
plan and proper documentation of Resident #1's i
bowel movements. . i

2. [Cross Reference Federal Deficiency Report
Citation W252] The QMRP failed to ensure that
staff documented all incidents of Resident #1's

observed maladaptive behaviors.

3. [Cross Reference Federal Deficlency Report
Citation W436) The QMRP falled to ensure al|
residents received their recommended adaptive
equipment.

4. [Cross Reference 1055] Tha QMRP failed to
ensure all residents receivad their meals in the

tealth Regulation Administralion
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1180 Continued From page 4 1180 }
preseribed texture, l
5. [Cross Reference |1441] The facility's QMRP !
failed to ensure Resident #2's ambulation :
protocol was available and prasented to aii staff
to ensure consistent implementation while
assisting the resident while ambulating.
1229 3510.5(f) STAFF TRAINING }229 ~ [Cross reference W1t #8 10/29/10

Each training program shali include, but not be
limited to, the following:

(f} Specialty areas related to the GHMRP and the
residents to be served including, but not limited
to, behavior management, sexuality, nufrition,
recreation, total communicalions, and assislive
technologies;

This Statute is not met as evidenced by:

Based on observation, staff interview and record
review, the Group Home for Persons with Mental
Retardation (GHMRP) failed to ensure all staff
received training on the implementation of
Resident #1's behavlor support plan, use of
Resident #2's gait belt and Resident #3's
prescribed faod texture, for three of the four
residents of the facility. [Residant #1]

The findings include;

1. [Cross Reference [422,2) Review of staff
in-service trainings record on 9/24/2010, at
approximately 2:55 p.m., revealed that training on
Resident #1's behavior support plan (BSP) was
offered on 2/26/2010. Further review, however,
revealed that only five (5) out of the facility's ten
(10) currently employed staff had attended the
training.
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Interview with the facility's house manager {(HV)
on 9/24/2010 at appraximately 2:58 p.m.
confirmed there were no other BSP trainings heid
other than the 2/26/2010 training. The HM further
confirmed what was documented on the
2/26/2010 BSP training was true and a factual
representation of the staff that atlended the
training.

2. [Crpss Reference 1055) Recard review on

8/24/2010 at approximately 2:45 p.m. revealed

there was no documented evidence that any of

the facility's 1en {10) staff received fraining on

Resident #3's food texture requiraments daling j
back to 9/1/2009. ;

Interview with the facility's house manager (HM)
on 9/24/2010 at approximately 2:50 p.m.
confirmed none of the currently empioyed slaff
{10 staff) had received training on Resident#3's
modified food texture requirements. In addition,
the HM aiso confirmed there was no additionat
staff training documents on hand o review.

The facility failed to ensure all staff received '
training on Resident #3's modified food texture
requirements to meet his developmental needs.

3. [Cross Reference 1401.3] On 9/23/2010, :
beginning at 2:54 p.m., review of Resident #1's
bowei movement {BM) charis revealed that direct
support staff on each shift wera instructed to
enter a zera if he had no BM during their shit or
use a symboi listed in the iegend befow the chart
to document and describe every BM. [Example:
H = Hard Stool (small rocks)] Continued review of
the BM charts revealed numerous gaps where ;
staff falled to provide data from their shift. Fallure o
to document BMs during the past 3 mbnths was
noked on sach of the three shifts.

zalth Regulation Adminisiration
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On 8/24/2010, at approximately 12:35 p.m., the
RN stated thal she had provided training to staff
on documenting residents’ BMs on the BM chart.
The RN agreed to seek training records for direct
support staff and to contact the Director of
Nursing to request evidence of training received
by thelr nursing staff within the past 6 months.
Review of staff in-service training records a short i
time iater, beglnning at approximately 2.55 p.m., )
failed to show evidence that the facility's nine (9)

direct support staff and the house manager had

received training on proper documentation of

Resident #1's BMs. No additional information i
was provided for review before the survey ended f
iater that aflernoon.

1401 3520.3 PROFESSION SERVICES: GENERAL 401
PROVISIONS

Professional services shall inciude both diagnosis ;
and evalyation, including identification of '
deveiopmental levels and needs, treatment

services, and services designed to prevent

deterioration or further loss of function by the

resident,

This Statute is not met as evidenced by:

Based on observation, interview and record

review, the Group Home for Persans with Mental .
Retardation (GHMRP) failed to ensure residents ‘
received timely medical assessmeant and nursing

services, for two of the four residents residing in

the facility. [Residents #1 and #3)

The findings include:

1. The facility's nursing staff failed to ensure that
Resident #1 received a timely medical f
assessment, as foilows:

lealth Regulation Administration
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On 9/23/2010, at approximately 11:50 a.m.,
Resident #1's day program activities coordinator
stated that the resident had hit himself and others
while at the day program on 9/26/2010 and
8/21/12010. He had worked with the resident
since 2001 and he had only seen the resident
become assaultive when he was “impacted." He
said that was the resident’s way to express pain
or discomfort. The resident stayed home on .
872212010, after the home agreed on 9/21/2010 !
to have him evaluated, [Note: The resident
retumed to day program on 8/23/2010 with no
communication received from the home
documenting a physical examination.} Review of
Resldent#1's behavior support plan {BSP) dated
10/6/2009, confirmed "constipation” was the first
antecedent listed for targeted behaviors of
physicai aggression towards others end
self-injurious behaviors,

On 9/23/2010, at 3:.11 p.m., review of Resident
#1's primary care physlician (PCP) notes revealed
the most recent entry was dated 7/30/2010. The
house manager (HM) stated that the resident had
an appointrment schaduled with the PCP on the
next day, 8/24/2010. Subsequent review of the
resident's Nurse's Progress Noles revealed
entries dated 9/21/2010 at 6 p.m., 9/22/2010 at
7:30 a.m. and 9/2372010. None of those threa
entries indicated that a nurse had assessed the
resident’s abdomen and bowels during the three
days. The abave-cited nurse progress notes
reflected reviews of his BM habits on those detes.

The residend was taken to a hospital emergency

room (ER) on the evening of 9/23/2010 due to

"bload in the urine.” The ER discharge report

stated that lab testing falled to show biood in the _
urine. Further review of the ER discharge papers i

eaith Regulation Administration
TATE FORM . & BYFV11 If continuation sheet Bof 17




3015889287

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

Health Requlation Adminisiration

“73313am. 10-15-2010 36 /44

PRINTED: 10/06/2010
FORM APPROVED

{X1} PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

HFD03-0044

{X2) MULTIPLE CONSTRUCTION
A. BULDING

(X3} DATE SURVEY
COMPLETED

B WING

- 03/24/2010

NAME OF PROVIDER OR SUPPLIER
COMMUNITY MULT) SERVICES, INC

STREET ARDRESS, CITY, STATE, ZIP CODE

5610 FIRST STREET NW
WASHINGTON, DC 20011

X4y 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATDRY DR LSC IDENTIFYING INFORMATION)

b PROVIDER'S PLAN OF CORRECTION {M8)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CRDSS-REFERENCEO TO THE APPRDPRIATE DATE

DEFICIENCY)

1 4M

Continued From page 8

revealed no indication that any diagnostic
procedures other than labs/blood in urine had
been performed at the hospitat.

An entry made by the RN on 9/24/2010 at 7:40
a.m. reveated that “individual in no distress" and
she had taken his vitai signs. The entry, however,
did not suggest an assessment of the resident's
abdomen was performed,

Resident #1 was taken to the PCF's office for
evaluation on 8/24/2010, at approximateiy 3:30
p-m., which was 3 days after the day program
expressed concerns that his assaultive behaviors
might be due to physical discomfort.

It should be noted that staff had documented
BMs an the evening shift of 9/18/2010, evening
shift of 9/20/2010, evening shift of 9/21/2010,
evening shift f 9/22/2010 as well as the murning
shifts on 8/23/2010 and 9/24/2010. Nursing staff,
therefore, referred Io those BMs as evidence that
Resident #1 was not impacted.

2. The facifity's nursing staff falled to ensure that
Resident #1 consistently received stool softener
as needed (PRN), in accordance with his
physician's orders (POs), as follows:

a. [Cross Reference W368.3] On 9/23/2010,
Resident #1's day program activilies coordinator
expressed concem re: the resident's bowel
Movements and the potential for fecal impaction,
Review of Resident #1's 9/2010 physician's
orders {POs) revealed that since 1/24/1894, he
was to receive "Milk of Magnesia 400 mg/5 m!
oral suspension, give 45 cc by mouth every 3rd
day as needed for constipalion if no BM." On
8/23/2010, beginning at 2:54 p.m., review of
Resident #1's MARSs along with a review of the

1401

Cross refersnce W331 | [neno ]
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resident's Bowel Movernent (BM) charts reveaied

that he had gone without a documented BM on

712272010, 7/23/2010 and 7/24/2010 without

receiving the PRN Milk of Magnesia (MOM). The

BM chart for 8/2010 showed no documented BM

on 9/6/2010, 9/7/2010 and 9/6/2010. A nurse :
documented having administered MOM at 7 p.m. ' !
on 8/9/2010 (the 4th day), which was not in

accordance with the POs,

b. On 9/24/2010. at approximately 12:57 p.m.,
interview with the RN raveaied that the evening
medication nurse had been instructed to review
Resident #1's BM chart every 3 days and if there
had been no BM, the nurse shouid administer the
MOM, as needed. At approximately 3:20 p.m.,
review of the resident’s 8/2010 MAR revealed
that the exact dates for said review by the
evening nurse had been designated on the MAR
every 3 days, beginning on 8/3/2010. The I
evening nurse documnented having reviewed the
resident's BM chart on 9/3/10 bul missed a
review on 9/6/2010. The nurse documentad a
review on 9/9/2010 and 8/12/2010 but then i
missed a review on 8/15/2010. The evening

nurse(s) faiied to document a review of Resident

#1's BM chart every 3 days as instructed.

it should be noted that during the survey and
again during the Exit conference, the qualified
mental retardation professional stated that the
order was "if he goes 3 days without a BM.* This,
however, was nol consisten! with how the order 4
reads. They agreed to seek further clarification !
from the PCP. I

3. The facility's nursing staff failed to ensure that
direct support staff consistently documented
Resident#1's BM's, as foliows;

Haalth Regulation Administration
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As noted above, Resident #1's POs dated f

8/2010, revealed "chronic constipation” as an

engoing diagnosis. He received Miralax and

prune julce dally. The POs alsc included “Miik of

Magnesia 400 mg/5 ml oral suspension, give 45

cc by mouth every 3rd day as needed for

constipation if no BM." On 5/23/2010, beginning :

at 2:54 p.m., review of the resident's BM charis ,‘

revealed that direct support staff on each shift i

were instructed to enter a zero If he had no BM

during their shift or use a symboil listed in the

legend below the chart to document and describe

every BM, [Example: H = Hard Stool (small

rocks)] Conlinued review of the BM charts

revealed numerous gaps wheare staff fatied to '

provide data from their shift. Faiiure to document [
I

BMs during the past 3 months was noted on each
of the three shifls, as follows:

a. 12 a.m. - B a.m. shift - staff failed to make
entries on 7/1/2010, 7/26/2010, 8/1/2010,
B2/2010, 8/5/2010 and 8/30/2010;

b. B a.m. - 4 p.m. shift - there was no data on his
BM chart on 7/2/2010, 7/10/2010, 7/11/2010,
7/19/2010, 7/22/2010, 7/23/2010, 8/6/2010,
B8/31/2010, §/1/2010, 8/14/2010 and 9/23/2010;
and,

€, 4 p.m. - 12 a.m. shift - staff faiied to make
entries on 7/31/2010, 8/1/2010, 8/6/2010,
B/14/2010 and BM5/2010,

On 8/24/2010, at approximately 12:35 p.m., the

RN stated that she had provided training to staff

on documenting residents' BMs on the BM chart

The RN agreed to saek training records for direct _
support staff and to contact the Director of i
Nursing to request evidence of training received

by their nursing staff within the past 6 months.

Health Regutation Administration
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Review of staff in-service training records a short
time later, beginning at approximately 2:55 p.m.,
failed to show evidence that the facility's nine (9)
direct support staff and the house manager had
received training on proper documentation of
Resident #1's BMs. No additional information
was pravided for review befora the survey ended
later that afternoon.

4. The faciiity’s nursing staff failed to ensure that
ail medications fisted on Resident #3's physician's
orders were avallable "as needed.”

On 8/23/2010, at 8:59 a.m., while verifying the
morming medication pass observations, Resident
#3's POs inciudad "ProAir (Albuterol) HFA 80
mog AER w/Adap Inhale 2 puffs every 6 hours as
neaded.” The POs indicated that the Albuterol
was first ordered on 4/4/2008: however, there
was nop reason given for this PRN medication. At
8.03 a.m., the medication nurse Iooked through
the medication cabinet twice and stated that there
was no Albuterol avalleble. He suggested that it
may have been discontinued; however, we did no
find an order to discontinue the medication. At
approximately 10:55 a.m., the recently-hired
qualified mental retardation professional (QMRP)
and the HM indicated they were not aware of any
reason why Resldent #3 might need to use
Albuterol. The QMRP immediately presented a
Medical Assessment dated 11/27/2009, and upon
its review, stated thet she saw no indications for
the PRN medication.

On 8/24/2010, at approximately 1:00 p.m., tha
recentiy-hired RN stated that Albuterol was
typically prescribed for treating asthma. She
indicated that she was previously unaware that
Albuterol PRN was prescribed PRN on Resident
#3's POs. She replied "no" when asked if the
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medication nurse had informed her of his search

for it on the previous day. Al approximately 2:20

p.m., the RN indicated that the PCP had just

informed her the Albulerol had been needed oniy i
back at the time it was ordered in 2008. She then I
presented a handwrittan order to discontinue the

Albuterol, signed that day by the PCP, '

There was no evidence that the faciiity's nurses
and medical team reconciled physician's orders
with the medications-an-hand to ensure that
medications prescribed for PRN use readiiy
avaitabie if and when needed by the resident.

1422 3521.3 HABILITATION AND TRAINING | 422

Each GHMRP shall provide habilitation. training o
and assistance to residents in accordance with i
the resldent ' s individual Habilitation Plan.

This Statute is not met as evidenced by:

Based on observalipn, interview and record

review, the Group Home for Persons with Mental

Retardation (GHMRP) failed to implement

training programs, behavior support plans and t
mealtime protocols as recommended by the .
interdisciplinary team, for two of the four

residents of the facility. [Residents #1 and #3]

The findings include:

1. On 9/23/2010, at approximately 7.34 a.m.,
Resident #1 {who is non-verbal) walked over to All staff will be trained on individual #2 IPP I 1042810 '
Staff #1 and stood in front of him. The staff goais. The management team wiil review IPP
reached for the resident's beit while stating that documentation waskly and staff will raceiva
this was the resident’'s means of informing him ongoing training en documentation for alf IPP
that he needed to use Lhe hathroom and the goals.

resident was unable tp undo the belt. After the
staff unfastened the bel, the resident went
upstairs to use the hathroom. On 9/24/2010, at |
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3:58 p.m,, review of Resident #1's Individual

Support Plan, dated 8/25/2009, revealed that he

had a tralning program for him to leamn to fasten

and unfasten his beit. The plan slaled that staff

should provide "verbal prompts” and encaourage

him to unbuckle his belt. Observations revealed

that staff working with him on the morning of

0/23/2010 failed tp impiement his program when ‘
Ihe opportunity presented itself. i

2. [Cross Reference Federal Deficiency Report .
Citation W183.1] Facility staff failed to i [Sross reference Wies |
consistently implement Residenl #1's BSP. On '
the evening of 9/23/2010, Resident #1 was
observed hilling himself on the face and
vocalizing loudly. He also altempted to hita
direcl support staff. He repeated the behaviors
several limes until dinner was served.

Record review on 5/24/2010, at approximately
12:05 p.m., revealed Resident #1's Behavior
Support Plan {BSP),dated 10/14/2009, revealed
that staff should "Offer him a formal

cholce... physlcally redirect him to another !
activity...creale a 'safety zone' if the aggresslon to

others continue o escalate and he is disrupling .
the entire situation staff should either get him into i
another area or rcom or remove otfiers from the

area of room he isin."

Observations, however, had revealed that staff |
failed to offer Resldent #1 "two choices" from lhe 1
onsel, failed to physically redirect him to anciher
aclivity, did not take him by the elbow into another
room, and never established a "safety zone" for
him in their effort to address hls agilation and
aggression. Resident#1 was allowed lo remain
in the dining room the entire period he was s
agitated and was physically aggressive towards
staff,
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3. Staff failed to implement a Resident #3's
mezllime leeding protocol, as follows:

[Crass Reference 1055} Observation on

9/23/2010, at approximately 5:00 p.m. revealed

staff served Resident #3 his meal In a chopped

texture, but falled to ensure the meal was served
"mechanically soft” as prescribed by the primary _
care physician (PCP). Record review on .
5/24/2010 at approximalely 10:15 a.m. confirmed ;
Resident #3's cumrent physician's orders (8/2010) :
prescribed he receive a "mechanically soft,

chopped” textured dlet.

Interview with the facility's qualified mental
retardation professional (QMRP) on 9/23/2010 al
approximately 6:10 p.m. confirmed staff shouid
have provided Resident #3 with a "mechanically
soft" textured meal as prescribed by the primary
care physician (PCP).

The facility's staff failed to demonstrate the skill
and competency necessary-lo ensure Resldant
#3 received all his meals In the texture prescribed :
to meet his developmental needs. ;

1441 3521.7(k) HABILITATION AND TRAINING 1441 '

The habilltation and training of residents by the
GHMRP shali include. when appropriate, but not
be limited to, the [bllowing areas:

(k) Mability (including ambulation, transportation,
mapping and orientation, and use of mobility
equipment);

This Statute is not met as evidenced by:
Based on observation, staff interview and record
review, the Group Home for Persons with Menta!
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Retardation (GHMRP) failed to ensure one of twp

sampled residents was provided the .
recommended adaptive equipment to ensure '
their health and safety for one of two sampled

residents. [Resident #2]

The finding includes;

Observation on 5/23/2010, at approximately
12:15 p.m. revealed Resident #2 was wearing a
loosely secured gait belt and a soft padded
heimet. The helmet appeared to be properly
fitted and the gail belt was loosely secured
around his waist. During the nbservation,
Resident #2's 1.1 nursing staff {provided by the
facillty) used his left hand to hold the right side of
Resident #2's gait belt as he assisted him to j
ambulate around the facility. On other occasions, - {
he was observed holding to the back of Resident
#2's galt beit as he walked behind him. Later on
the same day at approximately 4:20 p.m.,
Resident #2 returned home from his day
program. Upon exiting the van, the attending
nurse and one of the van staff each grabbed
under Resident #2's armpits and assisted him up
the stalrs to the front door of the facility. The
attending nurse was then observed to continue
the hold under Resident #2's ieft arm and
assisted him up the stairs to his bedroom,
Record review on 9/24/2010 at 12,08 p.m.
revealed, Resident#2's Physical Therapy
assessment dated 08/03/2009 recommended
that the facility "Continue [sic] ambutation
protocol.” Further record raview and interview
with the facility’s quaiified mental retardation
professlonat (QMRP) on 8/24/2010 at
approximately 3:00 p.m. ravealed, there was no
documented evidence an ambulation protocal
was drafted and on file for review. The QMRP

also checked Resident #2's habilitation records
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and confirmed that document was net on file.
The facility's QMRP faited to ensure the
ambulation protocoi was available and presented
to all staff to ensure a consistent impiementation
of Resident #2's ambuiation protocol.
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