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- A recertification survey was conducted on April
14, 2009 through April 17, 2009, The survey was

“initrated as a full survey due to facility's history of |
condition level deficiencies during the previous
survey period. A random sampling of three clients
from the residential population of five male was

- selected for the survey. The results of the survey .
were based on observations in the home and at |

three day programs, staff interviews, as well as a

 review of the client and administrative records,
including a review of the unusual incident reports.

During the survey process the review of the ’
. facility’s unusual incident reports were completed |
" and evidenced that a client (#2), who requires 24
- hour staffing supports, seven days a week, had
- Sustained an injury of unknown origin to his right |
' eye. The injury was described as a ” black
discoloration underneath the right eye, a reddish
~colored spot on the sclera of the client's right eye,
and swelling on the right side of his nose." |

Based on the findings of the survey and the |

- review of the facility's April 3, 2009 preliminary
investigation, on April 17, 2009 at 2:20 PM, it was I
determined that Client #2's health and safey was
compromised and an immediate jeopardy existed
under the Condition of Participation of Client
Protections. The Agency’s Administrator and
facility's Qualified Menta) Retardation ;
Professional (QMRP) were informed at 3:20 PM |
of the immediate jecpardy and at approximately
5:35 PM systems were employed by the facility to I
alleviate the immediate concern prior to the
surveyors exiting the facility,

As a result of the findings during the survey the F
facility was determined to be in non-compliance |
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with the Conditions of Participation in the areas of | |
Goveming Body, Client Protections and Facility '
- Practices.

W 102,

W 104

- MANAGEMENT

483.410 GOVERNING BODY AND

The facility must ensure that spegific goveming
body and management requirements are met.

This CONDITION s not met as evidenced by:

The facility's governing body failed to maintain
general operating direction over the facility. [See

W104 and W127].

The results of these systemic practices revealed I
the facility's Governing Body failed to adequately
govern the facility in a manner that would ensure
each client 's health and safety. [See also W122] |
483.410(2)(1) GOVERNING BODY !

The goveming body must exercise general palicy,
budget, and operating direction over the facility.

|
This STANDARD is not met as evidenced by: |
Based on interview and record review. the !
governing body exercised general policy and |
operating direction over the facility, except in the |
following areas. :

The findings include:
1. Cross Refer to W149. The governing body

failed to provide sufficient administrative oversight
to ensure the effective implementation of the

W 102 The Governing Body has created the position
of Quality Management Progtam Director.
. The new QMPD position includes|setting up
' and implementing the annusal trainjng plan for
f’ all employees serving clients via IPDS in the
i ICF/MR program and the Medicaid Home and
| Community Based Waiver. The QMPD is a
* certified incident investigator, and|also
manages all incident investigations. The
. QMPD provides recommendations for
' corrective action to the Director off Operations
+ and the Director of Disability Services to
| ensure that ciient protections, ISP
recommendations, facility staffing] and human
rights are properly and timely implemented,
monitored, and adjusted per each dlient’s
individual needs. Also see responses to W104,

- WI127 and ' W122, .
W 104 5% 2/‘?

: L. All staff will be retrained in incident
management. Staff who are unable ér
unwilling to abide by the policy and
procedures as trained will recejve disciplinary 5/_& %7

actions up 1o and including terminatjon.
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- facility's incident management policy. ' :
. 2. Cross Refgr to W1_5{4. The governi'ng body ; 2, -n,e. QMPD (IMC) will reopen tHe
failed to provide administrative oversite to ensure ; investigation and provide an in-depth report ’772/
.that an injury of unknown origin was thoroughly ! with recommendations. df
investigated. : .
. 3. The Director of Operations will ehsure that
3. Cross Refer to W188, The governing body the house wilj be fully staffed in acgordance
failed to provide administrative oversight to ;"h each client’s needs. When cliont #3 is in
ensure that a sufficient number of staff was ' ¢ community (away from the private
available to monitor client, prevent injuries and to | ' E;"ﬁ?ﬂ‘yb:f'"s hl?temde% as described in the BSP,
address behavior management needs, -i ratio, suppo: ¥ the proper siaffing -J"/;z/ag
4. Cross Refer to W159. The govering body | 4. The Governing Body hired a new | QMRP
faiied to ensure administrative oversite and who will be compliant with policy. [The
- support to the Qualified Mental Retardation Governing Body has established a system of
Professional for the coordination, integration, and ! quality management and supervisior] to P, J
monitoring of the clients the active treatment provide required oversight for the QMRP. 3 oF
programs,
5. Cross Refer to W189. The govemning bady :n dTg;J(}izon:mmg %c’dy will direct the QMPD
failed to ensure systems were implemented to ! trpini d° provide appropriate refresher
make certain each employee was provided with : ad‘;'.‘tlflg’ ?ﬂ to contact clinicians tg provide
initial and continuing training that enabled the ! “:;T Immmgﬁs;; needed. Erployees who
employee to perform his or her duties effectively, are unan’e or unwilling to p.erfmm.r
efficiently, and competently. accordance with training will retraiged and/or W"f
disciplined, up to and including termination.
8. Cross-refer to W393. The governing body , 3 . .
failed provide evidence that certification to 6. T]T."’ I?"ei.tor of Operations will submit an STee b
conduct glucose testing had been obtained. .application for CLIA. —
W 120 -483.410(d)(3) SERVICES PROVIDED WITH ! w120 ;

QUTSIDE SOURCES

The facility must assure that outside services
meet the needs of each cliant.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
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- review, the facility failed to ensure that cortracted
: NUtrition services addressed the needs of for

three of three clients in the sample. (Clients #2,

- #d4 and #5) ]'

. The finding includes:

- On April 14, 2009 at 7:25 AM, Clients # 2, #4 and

- available. Additionally, record review on April 14,
- 2009 at 1:37 PM revealed Client #2 had not been

#5 were observed eating their breakfast at the
dining table. Interview with the staff revealed
dietary orders and special notes were available in
the Kitchen which provided instructions to staff.

On April 14, 2009 at 8:20 AM, the review of
dietary orders and special notes in the kitchen
were observed with staff instructions. Client #2's
name and information, however was not

pravided a nutritional assessment since he was
admitted to the facility in May 2008. Client#2's
Annual Medical Assessment dated May 28, 2008
revealed, "Awaiting consult, to determine ideal
body weight. Will follow prescribed diet per the
Primary Care Physician, pending nutritional
consult” .

Interview with the Qualified Mental Retardation

Professicnal (QMRP) on April 15, 2009 at 12:45
PM revealed the facility had recently contracted
services with a nutritionist to monitor the clients'

. diets, and to evaluate and monitor the clients’

nutritional status. :
Accoerding to the QMRP, the new nutritionist i
assessed Client #4 and #5 (date unknown),
however, had not provided any written
assessments. i
f
i
i

On April 17, 2008 at 2:14 PM, the review of the

i. The QMRP will contact the Nutritionist to
get the completed nutritional assessments. She

will also request the Nutritionist to

brovide

training to staff and clients, and proyvide

evidence of a written request to the QMPD.

$tha/o?
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W 120 Continued From page 4 W 120,

W 122

_renewal of his behavior support plan, it was

facility's agreement with the nutritionist dated ‘
December 19, 2008, revealed, "Nutrition

- Consultant Services, including assessment” were

to be provided. At the time of the survey, there
was no evidence the facility had ensured that the
contracted nufrition services had been provided to:

- meet the needs of each client. [See W217) ’

2. On April 15, 2009 at 11:50 AM, interview with !

the day program case manager revealed that
Client #2 becomes agitated and will want to walk
around. Day program staff indicated that the client
ate everything and speculated that the client may 7
want more food, |

The raview of the Day programs psychological
progress note dated February 10, 2009 revealed
that during the review of the client data for the

determined that many of the clients episodes of ,
agitation (23/48)occurred immediately after lunch. i
The psychologist recommended that the

nutritionist evaluate Client #2's diet to determine
the feasibility of aliowing him to have more focd.

- At the time of the survey, there was no evidence

that the recommendation had been addressed.
483.420 CLIENT PROTECTIONS

The facility must ensure that specific client
protections requirements are met,

This CONDITION is not met as evidenced by:
Based cn interview and record review the facility .
failed to ensure that systems were designed and
implemented to ensure clients were not subjected ‘
to physical abuse (Cross refer to W127): failed to
implement policies that ensured each clients'

2. See response to #1 above. The QMRP will
ensure that the recommendations frpm the
Nutritionist and the Behavior Specialist are
reviewed and approved by the PCP| Ifthe
PCP approves the recommendation|it will be
implemented. The QMRP will call|a meeting
of the Interdisciplinary Team to dispuss a
change of placement to a much smaller setting
for client #2 as a possible solution fo assist

" him in presenting with more socially

acceptaile and sgfe behavior, 57;2/0?

W 122 : The Go:.rerniug Body has created tHe position
. of Quality Program Management Director to
oversee and implement incident management
and staff training and hired a competent
professional in the role. The QPMD will
provide consistent planned trainingland
mentoring to ensure staff are able ¢ identify
and avoid actual or potential harm to clients,
The Director of Disability Services|has
established an electronic method fo tracking
staff levels, qualifications, train ing,
scheduling to ensure that clients re

appropriate and safe staff supports ger the ISP, 5 /

.. The Director of Disability Services will ensure
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W 122 Continued From page 5
" health and safety; (Cross refer to W149);

ensure their health and safety.

W 124 483.420(a)(2) PROTECTION OF CLIENTS
' RIGHTS

The facility must ensure the rights of all clients.
Therefore the facllity must inform each client,

. of the client's medical condition, developmental
-and behavioral status, attendant risks of
- treatment, and of the right to refuse treatment.

This STANDARD is not met as evidenced by:
Based on cbservation, interview and record
review, the facility failed to ensure the rights of
each client and/or their legal quardian to be
informed of the cliert's medical condition,
developmental and behavioral status, attendant
risks of treatment, and the right to refuse

treatment, for one of the three clients (Client #1)

inciuded in the sample.

The finding includes:

The facility failed to ensure that informed consent

was obtained from Client #1 and/or her legal
guardian prior to the administration of her
psychotropic medications and prior to the
implementation of her Behavior Support Plan
{BSP).

Observation of the medication administration on
April 14, 2008, at 4:40 PM revealed that Client #1

received medications including Paroxetine.

The effects of these systemic practices resulted
- in the failure of the facility to protect its clients and

parent (if the client is a minor), or legal guardian,

w 122| that the QMRP holds scheduled grand rounds
~ to ensure that all medical recommefidations

are reviewed and approved by the §
. disapproved with a written justifi

CP or
iop, and

. that nursing follows up on all apprgved
* recommendations. Follow up musgbe

W 124, client’s record. See responses to W

_and W331,

W104, W124, W127, W149, W154,
W183, W186, W191, W220, W322,

: documented per Careco policies injeach

102,
W159,
W323,

57/b2/59

Client #1 has a sister who makes hi

medical

decisions. The QMRP will contact{the sister

to provide written informed conse
treatments.

for his

- 5722/
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W 127

- after the medication administration revealed that

Interview with the Licensed Practical Nurse (LPN}

the aforementioned medication were used to
address the client's maladaptive behaviors.

An entrance conference with the Qualified Mental
Retardation Professional on April 14, 2008 at
approximately 10:45 AM revealed that the client
did not have the capacity to give informed
consent for the use of medications and for
habilitation services.

The QMRP's statement was verified on April 14, |
2009 at 12:19 PM through review of Client#1 |
psychological assessment dated January 8, 2009. '
According to the assessment, Client #1 does not |
evidence the capacity to make independent
decisions on his behalf regarding his treatment i
plan, financial affairs, living arrangements or day -
placement due to profound mental retardation. i
Continued interview with the QMRP, revealed that |
Client #1's sister is available to make medical and '
habilitation decisions.

Further review of Client #1's record on April 14,
2008, at 12:27 AM revealed that in addition to
taking a psychotropic medication, the client also
had a Behavior Support Plan, dated January 3,
2009 to address self injurious behaviors,

At the time of the survey, the facility failed to

provide evidence that consent was obtained for .
the use of the psychotropic medication and a

Behavior Support Plan. i
483.420(a)(5) PROTECTION OF CLIENTS |
RIGHTS |
The facility must ensure the rights of all ciients. ;
Therefore, the facility must ensure that clients are |

W 124’

W 127
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- not subjected to physical, verbal, sexual or
* psychological abuse or punishment.

" Based on observation, interview and record
review, the facility failed to ensure policies and
procedures were implement to protect the health
and safety of Client #2.

;
: This STANDARD is not met as evidenced by: f
|

The findings include:

A . The facility failed to implement timely
measures to address Client #2's injury of
unknown origin.

1. The facility failed to provide supervisicn as
prescribed in Client #2's Individual Support Plan
(ISP) and Behavicr support Plan (BSP) to ensure
his safety and well being.

The review of an unusuai incident on April 14,
2009 at 9:20 AM revealed the following
information regarding an injury sustained by
Client #2 as evidenced below:

On March 30, 2009 at approximately 7:10 AM,
Client #2's one on one staff (7:00 AM to 3:00 PM)
discovered a blackness (discoloration)
underneath the client's right eye as soon he
arrived at the facility. The incident reported
revealed that the staff immediately telephoned the
designated Licensed practical nurse at 7:12 AM,
then telephoned the Qualified Mantal Retardation
Professional (QMRP) at 7:15 AM, to infarm them
of Client #2's injury.

Interview with the Qualified Mental Retardation

Professiona (QMRP) on April 14, 2009 at 9:20
|

: discuss moving him to a much smal

1. The facility staffing plan includesi24-hour

" 1:1 staffing for Client #2. The assighed staff

person was trained in the BSP and in Incident
Management. He failed to document a

behavior or an incident that could h
an injury. The staff person was te
and new staff trained and assigned.
QMRP will schedule a4 meeting of the IDT to

environment. Also, the previous DIS case

: manager had determined that Client|#2 did not
: require a 1:1 staffratio. The current DDS case

|

ean
while he

manager will assist the facility to h
approved 1:1 staff ratio for the clie
remains in the facility,

555%/og
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W 127 Continued From page 8 i

AM, revealed Client #2 was prescribed 1o have
one on one staff supervision, 24 hours a day.

The review of Client #2's ISP dated June 28,
20C8 and a BSP support plan dated October 8,
2008, on April 14, 2000 at 12:05 PM, revealed the

- client should be pravided one on one supervision.

" 24 hours a day, seven days a week to ensure his

- safety and to address his target behaviors of
aggression, self-injurious behavior/biting, pica |
and Bolting behaviors. At the time of the survey,
there was no evidence the client had been

- provided the recommended level of supervision,

* 8s evidenced the his injury of unknown origin.

H

2. The facility failed to ensure a thorough
investigation of Client #2's injury of unknown

Interview with the QMRP on April 14, 2009
revealed that Client #2 had a behavior support
plan which required that he be provided one on
one staff supervision 24 hours a day, 7 days a
week. Further interview with the QMRP revealed
that the client was provided one on one
supervision during the shifts, beginning March 29,
2009 at 7:00 AM through the avernight shift
(11:00 PM to 7:00 AM). The QMRP revealed that
none of the staff had cbserved or reported an
injury sustained by Client #2. Through additional
interview with the QMRP, it was determined that
the 1100 PM to 7:00 AM staff was the last one on: .

one staff assigned to the client, prior to the shift
on which his injury was discovered. The QMRP
revealed however, that this staff had not provided i

shift notes or provided behavioral documentation |
for Client #2 during his shift. The QMRP alsc

W 127

2. The QMPD (IMC) will reopen the
investigation and include statements
documentation such as photographs.
will provide a thorough report with
recommendations.

and other
The IMC

she/og
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confirmed that the cne on one staff had not been |
interviewed or provided a written statement I
concerning Client #2 and the injury of unknown
origin.

On April 17, 2009, further interview with the
- QMRP revealed pictures had been taken of the
injury. The surveyors observed several telephone |
camera photographs which the RD revealed he
had taken on March 30, 2009 of Client #2's eye
injury. The surveyors observed the photcs and
noted the client to have a black discoloration
underneath the right eye, a reddish colored spot
on the sclera of the client right eye, and swelling
on the right side of his nosa, Interview with the
RD revealed that the IMC did not have the
photographs.

According to the facility’s preliminary investigative
report, the eticlogy was reported as unknown,
though it may be due to one of the client

- behaviors. Staff was encouraged to maintain one
on one supervision/monitoring via being in arm's
reach of [the Client] at all times. Although the
investigation was being continued, at the time of
the survey, the origin of the client's injury
remained unknown.

3. The facility failed to implement it's policy which
prohibited staff potentially involved in

abuse/neglect from having contact with clients as |
evidenced below: ;

Interview with the Residentlal Director and the |
QMRP on April 15, 2008 revealed that on March
29, 2009, Staff #1 was assigned to Client #2 on
the overnight shift (11:00 PM to 7:00 AM).

Further interview with the QMRP revealed that he
was the last staff assigned to provide one on one

3. The QMRP and/or the QMPDD will :

provide retraining to the Residential

Director

on Incident Management policy, and supports
available to him when he needs to rémove

staff from the schedule, and how to
evidence that he gathers (such as the

handle
photos he

took of the injury that were never mentioned

to or shared with the IMC).

]

S$toados
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- support to Client #2 prior to the time his injury _
- was discovered by Staff #2 on March 30, 2009 at
710 AM.

Further interview with the QMRP and the review,

- the investigation, and statements obtained for the .

- investigation revealed no evidence that any |
information had been obtained from Staff #1.

. Addition interview with the OQMRP and the RD

' revealed that Staff #1, a regular weekend staff,

~had continued to work with Client #2. It should be
noted that the facility removed this employee from
client contact on April 17, 2009, E

4. The facility failed to ensure that Client #2
received prompt medical attention to address his
eye injury as evidenced below:

Interview with the morning medication nurse on
. Aprit 15, 2009 at revealed that he received a call |
. from the designated nurse on March 30, 200¢ -
. regarding Client #2's eye injury. The review of the
medication administration record revealed on
. March 30, 2009 at 8:10 AM, the morning i
medication nurse documented, "Observed f
blackness coloration undemeath the right eye and
redness on right comer of the eye. Neosporin
ointment applied on the blackness coloration.
Will continue to assess until healed. Pain
assessmet /medication

On April 17, 2009, further interview with the
QMRP revealed the surveyors observed several
telephone camera photographs which the RD
revealed he had taken on March 30, 2009 of
Client #2's eye injury. The surveyors observed
the photos and noted the client to have a black
discoloration undermneath the right eye, a reddish
colored spot on the sclera of the client right eye,

w 127}

* 4. The Director of Disability Services will re-

 train the Designated Nurse on the requirement
to call the PCP immediately when an injury is
discovered,

- Shz g
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~and swelling on the right side of his nose.

* Although the client received first aid treatment
from the medication nurse on March 30, 2009,

there was no evidence the client received medical

observation for his eye injury until March 31,
. 2008. A medical consult form dated March 31,

2009 revealed, "Patient refused treatment. Patlent;

with right eye redness without discharge. Black
! and blue under eye right x 2 days....FU with

: ophthaimology, if no improvement. Tobradex
Opth Solution was prescribed. ... " The review
of nursing progress noted revealed that the

discoloration was resolving after five days. There

was no evidence that the client had been further
medically assessed for his eye injury.

B. The surveyor remained onsite until the facility
addressed the serious and immediate jeopardy.
The facility initiated a Cormrective Action Plan,
effective April 17, 2009 as evidenced below:

1. Staff Discipline
. The staff who was assigned to provide one on

one support and care for Client #2 during the time

-when the eye injury occurred was immediately

suspended, pendlng termination, regardmg faafure

te report an injury.,

2. Staff Training
Retraining of staff on Client #2 ' s BSP was
initiated by the QMRP for all staff who come on
_duty. Training agenda and training sign-in sheet
- will be maintained for all staff. Training will be
repeated for all staff on duty on. April 18, 2008.
The QMRP will schedule the behavior
specialist/psychologist to provide refresher
training on Client #2's BSP for all staff, including

l
|

the RN Supervisor and Licensed Practical Nurse -

i
W 127!
|
I

I
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- Coordinator by April 22, 2009.

| 3. Documentation

On April 17, 2009 the QMRP will review protocols |

and requirements with all staff that come on duty

- on proper completion of documentation for
. shift/staff progress notes and behavioral data
collection. Starting April 18, 2009, the Residential :

Director (RD) will review the documentation daily
* and provide retraining and/or disciplinary action

* for staff who fails to complete documentation per :

protocol.

4. Incident Management

The Incident Management Coordinator (IMC) will

acquire a written statement from the staff person

who failed to report Client #2 ' s injury. The IMC
will amend her completed investigation to include

the statement and any new recommendations

that emerge. The IMC will alsg ensure that the

QMRPF and the Human Resources Director

immediately remove staff from duty (contact with
persons served) per Careco policy, in cases of
suspected or confirmed abuse/neglect and failure

to follow incident reporting policy. The IMC will

ensure that such actions are documented in the
personnel record and the incident investigation

report.

5. Staff Scheduling for one on ane Supports

By April 17, 2009, the QVIRP and the Residential .

Director will ensure that staffing ratios are

implemented per the ISP and BSP for Client #2.
The QMRP and the RD will bring in staff from the

on-call roster and other Careco sources. if

needed to ensure that staffing ratios are met WIth

properly trained staff.

8. Overnight Monitoring

|
|
W 127]

|
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: This STANDARD is not met as evidenced by:

CLIENTS

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect or abuse of the client.

Based on interview and record review, the faeility
failed to implement written policies and
procedures that prohibit mistreatment, neglect or |
abuse for five of the five client residing in the
facility. (Client #1, Client #2, Client #3, Client #4,
and Client #5)

The findings include:

[Cross Refer to W154] The facility's Direct
Support Professionals (DSPs) failed to implement
the facility's policy on Incident Management as
evidenced by: -

Review of the facility's Incident Management

" policy was conducted on April 14, 2009, at

W 149

See response to W127 #3.
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W 127 . Continued From page 13 W27 i
' The QMRP and RD will train staff to check on the ! I '
individual in question per the protocol listed in his ;
medical shift log, and to document their |
observations there. The QMRP and the ;
. Residential Director will ensure that there is ‘ J
sufficient staff support in the home for persons '
who require 24 hour one on one support, without |
- impacting the ability of other staff fo check on and :
- document their observations on the other persons
living in the home on an hourly basis overnight.
- On April 17, 2009, at approximately 5:45 PM, |
systems were employed by the facility to alleviate :
the immediate concem.
W 149 483.420(d)(1) STAFF TREATMENT OF

J‘fﬂ/o?
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W 149 Continued From page 14

approximately 2:15 AM. The policy revealed that *
any serious incident which has harmed or may |
potentially harm an individual's health, safety, or !
well-being shall be immediately identified, |
reported, reviewed, investigated and comected. It |
is the responsibility of any staff member who |

- withesses, discovers or is informed of an incident
to complete an incident report”.

_ Interview with the QMRP on Aprii 14, 2009 at 9:20
AM revealed that interview had been conducted
with several of the staff who were on duty the day
before Client #2's injury was discovered, to
ascertain a possible origin of the client's injury.
Further interview with QMRP revealed that
statements had not been obtzined from several of
the staff, including Client #2's 1.1 staff, during the
shift prior to the time the client's injury was
discovered. During interview with the QMRP on
April 17, 2009 at approximately 2:30 PM, the '
surveyor was informed that Client #2's 1:1 staff
on the shift prior to the discovery of the injury,
also still had not been interviewed during the
investigation. Further interview with the QMRP
revealed that this same staff worked the client
after the March 30, 2009 injury was reported.

At the time of the survey, there was no evidence
the facility had implemented it's policy which
stated "any serious incident which has harmed or
may potentially harm an individual's health,

- safety, or well-being shall be immediately

- identified, reported, reviewed, investigated and
corrected. i
483.420(d)(3) STAFF TREATMENT OF
CLIENTS

W 1564

The facility must have evidence that all alleged
violations are thoroughly investigated.

W 148,
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W 154 . Continued From page 15 W 154

. This STANDARD is not met as evidenced by: ;
' Based on interview and record review, the facility |
failed to ensure that an injury of unknown origin |
was thoroughly investigated, for one of the three .
clients {Client #2 ) included in the sample. r

i The findings include:

1. Interview was conducted with the facility's
Qualified Mental Retardation Professional
{QMRP} on April 14, 2008 at 9:40 AM ta obtain |
information regarding the facility's unusual ‘
. incidents. The QMRP revealed that on March 30,
2009 at 7:10 AM, Client #2's 1;1 staff observed
the client to have a "blackness" under his right
eye, when he repornted for dufy, Further interview
the the QMRP revealed that during the
preliminary investigation it was concluded that the
injury to the client's injury was of unknown origir.
The QMRP stated that the investigation remained -
ongoing. j

On April 14, 2008, begirning at approximately
- 10:30 AM, the review of the facility's incidents
reports revealed the following:

On March 30, 2009 at approximately 7:10 AM, |
Client #2's 1:1 staff (7:00 AM to 3:00 PM)
discovered a blackness (discoloration) !
underneath the client's right eye. The staff stated
that he discovered the discoloration undemeath
the client's eye immediately upon his arrival at the
facility. He telephoned the designated Licensed
practical nurse at 7:12 AM, then telephoned the
Qualified Mental Retardation Professional
{QMRP) at 7:15 AM, to inform them Client #2's

injury.

1. See response to W127 #2,#3, and #4. The

IMC will reopen the investigation, z
a thorough report with recommende

and provide
tions.

sFh2Ag
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W 154 ' Continued From page 16 W54’
: 2. The review of the facility's investigative report 2. The QMRP end/or QMFD will re-train the
" dated April 3, 2009 1:00 PM revealed it was Residential Director and staff on cgllecting
. Submitted by the QMRP and reviewed by the data and completing progress noteq daily. 57"'5 A’?

 incident Management Coordinator. The agency's |
findings of the investigation revealed the following |
details:

."..[Client] exhibits target behaviors of bolting, I
physical aggression, non-compliance, PICA, and
biting. The injury's origin is unknown, as it was
discovered and reperted by the staff on March 3,

: 2008 at 7:10 AM upon their arrival on shift. The
QMRP has initiated investigation to identify i
etiology, though it may be due to one of his i

- behaviors as he often jumps (bolting) without prior
warning.

It is encouraged that staff maintain 1:1
supervision/monitoring via being in arm's reach of
[the Client] atall times. Investigation is ongoing
at this point to attempt to determine etiology of

injury.”

Interview with QMRP on April 14, 2009 at 9:42
- AM that statements had been obtained from
- several of the staff, including Client #2's 1:1 staff, .
who worked on the shift prior to the time the '
client's injury was discovered. Further interview
with the QMRP revealed that staff should write
shift notes daily in each client's program book.

The review of behavior data revealed that none
were documented between March 27, 2009 at
12:15 PM and March 30, 2009 at 9:08 AM. The
record review also reveal there were no shift
notes.

At the at the time of the survey, there was na

i
i
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W 154 Continued From page 17 w 154!
: evidence the facility had implemented measures !
- to ensure a thorough investigation of Client #2's
| injury of unknown origin was conducted. | !
W 158 483.430 FACILITY STAFFING W58 1y QMR was recruited and hired by the
The facility must ensure that specific facilty Governing Body in carly 2009 to rqplace a
staffing requirements are met. _ + poorly performing previous QMRP(released
i in November 2008). The QMRP has been
l | undergoing training in Careco’s policies and
- This CONDITION is not met as evidenced by: | . procedures, and has demonstrated good
Based on observations, staff interviews, and | judgment, clinical skills, and other
record review, the Qualified Mental Retardation . Tequirements to perform successfully in the
- Professional (QMRP) failed to adequately | position. The QMRP will be supposted and
monitor, integrate, and coordinate the active - averseen by the Director of Disabil ty Services
treatment heaith and safety needs of each client as she works to comect previous deficient
[See W159]; failed to ensure that each employee practices in the facility. The QMPD will
was provided with initial and continuing training provide assistance and support by establishing .
that enabled the empioyee to perform his or har ~atraining schedule, providing training, and
duties effectively, efficiently, and competently assisting the Director of Disability $ervices to
[See W189]; and failed to demonstrate , bring outside expertise to augment staff
competency in the implementation of each client's : + training to enable employees to perform their
Behavior Support Pian [W193]. | duties effectively, efficienty, and
- competently, including in the implementation
The effects of these systemic practices resulted i of each client’s Bohayior Support Plan. See
in the facility's failure to provide adequate staffing responses to W102, W104, W120, W122,
and ensure each client's health and safety. [See W159, W189 and W193, 5‘/23 /a?
also W122] I .
W 159 483.430{a) QUALIFIED MENTAL w 159}
RETARDATION PROFESSIONAL i
Each client's active treatment program must be .
integrated, coordinated and monitored by a ;
qualified mental retardation professional, J
This STANDARD is not met as evidenced by: | :
Based on observation, interview and record ' '
review, the Qualified Mental Retardation ,
Professional (QMRPY failed to coordinate,
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integrated and monitor the active treatment ; ‘
programs for five of the five clients residing in the ‘ :
facility. (Clients #1, #2, #3, #4. and #5) | |
- The findings include: | '
- 1. The QMRP failed to ensure that the day - 1. The QMRP will call a meeting of the IDT to
' program was included in the interdisciplinary discuss a discharge and change of placement

team review and the development of Client #2's
- Individual support plan.

Interview with the QMRP on April 14, 2009 at '
10:20 AM revealed that she was employed by the !
agency in January 2009, Additional interview with -
the QMRP revealed that Client #2 was admitted |
to the group home from a youth facility {ICF) on
May 28, 2008. According to the QMRP, an
interdisciplinary team meeting was held on June l

. 27, 2008 to update the client's Individual Support |
Plan (ISP} and the ISP was implemented on June °
30, 2008.

On April 15, 200¢ at 11:50 AM, the day program
case manager stated that the day program was |
not informed of the June 27, 2008 ISP meeting |
- which was held at the group home. Further '
: interview with the day program case manager |
revealed that the Individual Pian of Care {IPC)
implemented at the day program until its
expiration on March 31, 2009, was the one which !
was developed while the client resided at his
provious facility. The day program case manager
revealed that when he telephoned the group
home to inquire about the 2009 ISP meeting date.
he was informed of the ISP which became
effective on June 30, 2008. According to the
case manager, at that time, he was provided a |
copy of the current ISP (dated June 30, 2008} |
and a copy of the current BSP dated October 8,
1

for the client, The QMRP will ensure that all
. i members of the IDT (including the Day
- Programy) are given written invitatidns to the
. meeting. The DT meeting is chaired by the
" QMRP and monitored by the DDS ¢ase

manager, and the Day Program is a
- the IDT. The new QMRP is aware ¢
policy and will ensure that the Day

ember of

sf this
Program is

- represented in meetings of the IDT.

sHrle
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- participated in the meeting and development of

2008,

+ The review of Client #2's June 30, 2008 ISP

revealed no evidence that the day program had
the ISP,

2. The QMRP failed to coordinate services to
ensure that Client #2 received monitoring for the

, same targeted behavior at his group home and '
. his day program. ) !

Interview with group home and day program staff
on Aprit 15, 2009 at - revealed that Client #2
exhibited behavior of biting and attempted biting i
{(physical aggression). Interview with the case
manager revealed that the client's BSP which had
beer implemented until March 31, 2008, did not
include biting self as a targeted behavior. Further
interview with the case manager revealed that the |
client's new BSP (dated October 10, 2008) was
not received from the group home until April
2009. Interview with the QMRP on Aprii 15, 2009
revealed she was not aware that the, Day
Program did not have the current BSP and
confirmed that it was sent in April 2009.

The review of both the old and new BSPs
revealed that Client #2 was supervised at his day
program by a 1:1 staff from his group home. The |
review of the old BSP implemented at the day
program prior to April 1, 2009 however, revealed
that it only included biting self (self-injurious

. behavior) as a targeted behavior, and did not
* include biting others as a targeted behavior. i

There was no evidence the QMRP had !
maintained close coordination with Client #2's day ,
to ensure his behavioral needs were consistent
monitering in all settings.

CARECUC D1
WASHINGTON, DC 20001
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» 2. The QMRP will develop a monitoring and

* coordination schedule for each clie
. program, and will ensure that when
- assessments and protocols are deve
the home setting, the Day Program
copy and provides a receipt.

t's day

new
loped for
receives a

574olor
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_ 3. The QMRP failed to ensure that Client #1's )
* feeding protocol was impiement by the Direct !
Care Aides as evidence below:

During breakfast observation on Aprit 14, 2009, at|
7:25 AM, Client #1 was spoonfed a purred meal |
consisting of sausages, boiled eggs and cream of |
wheat. After he completed his meal, he was given
apple juice with 100% assistance.

Review of the feeding protocol dated February 13,]
2009, on April 14, 2009, at approximately 12:00 '
PM, revealed the following:

~a. Client #1 should be parallel with the table

(when not using a lap tray) so that he can easily '
access his plate and utensils.

b. Client #1's plate, drinking container and |
utensils should always remain in the same place,

c. Staff should take Client #1's hand to his mouth |
to shape the sign "eat" to announce that the meal i
activity is starting. '

d. After the tactile sign eat, staff should provide
light physical assistance to help him with
scooping and directing the spoon to his mouth.
Staff shouid immediately release their grasp so
that Client #1 can maintain contro! of the spoon.

e. After [the client] “rakes"” the food {usually with
his teeth) from the spoon, he will retum it to the
plate. Staff can provide a light touch to the back
of the right hand to indicate "good work.”

f. After two or three presentations of solids, [the
client) should be instructed to have a drink. His
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. 3. The QMRP will re-train the staff and the

Residential Director on the dining protocal,
and randomly observe meals to engure that it is

properly and consistently implemented.

b
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hand should be guided to the container so that he
can independently hold his drink by guiding itto
his mouth and returning it to the table. He may |

!

need light physical assistance.

. There was no evidence that the OQMRP ensured
“ that the feeding protocol was implemented for
Client #1,

- On April 14, 2009, at 6:15 PM, Client #1 was

4. The QMRP failed to ensure Client 1's vibrating
pillow was functional.

observed holding a pillow. At approximately 6:20

- PM, the Direct Care Aid placed the pillow on his

shoulder, i

" Interview with the Direct Care aid at 6:24 PM

- Interview with the Qualified Mental Retardation

revealed that the pillow vibrates and was used to
provide tactile stimulation for the client. Further
interview revealed that batteries should be
provided to activate the vibrator. The client was
therefore only able to squeeze the pillow, without :
feeling the vibration.

Professional (QMRP) confirmed that Client #1 is
"blind and deaf”, therefore the client benefits from
tactile sensory stimulatars. There was no
evidence the QMRP coordinated services to
ensure batteries wera available to maximize the
client's benefit from the sensory stimulator.

5. The QMRP failed to ensure coordination of
service for implementation of Client #1's :
individual program plan. See [W249.2] !

6. The QMRP failed to coordinate services to
ensure adequale staffing in accordance with the i
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. 4. The QMRP will provide tactile-based

" activities and stimuli for Client #1,

including

. ensuring that his pillow i3 maintained with live

batteries.

3. See response 10 #4 above,

shody

57 2uby

6. The Residentia] Directa;r—\ﬁh!l proyide a

written schedule for each work w

. The

IMC will check the payroll for the week in

question and obtain statements from staff on
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- developed staffing pattern. (five staff on the 3:00 |
PM to 11:00 PM Shift). |
i'

. During interview with the RD and QMRP on April
14, 2009 at 8:36 AM and $:20 AM respectively, it !
was acknowledged that there was no written I

" schedule for the week of March 29, 2008. The _ |
review of the written schedule, beginning April 13,
20089 revealed that five direct support staff should |

" be on duty during the 7:00 AM - 3:00 PM and 3:00
PMto 11:00 PM Shifts. The schedule revealed
that four direct support staff should be on duty | i
from 11:00 PM to 7:00 AM. ' |

" At the time of the survey, there was no evidence | |
written statements had been obtained from direct | |
Support staff, who worked the overnight shift ‘
(11:00 PM to 7:00 AM)on March 29, 2009.

W 185 483.430(c)(d) FACILITY STAFFING W 185]

The facility must provide sufficient support staff
so that direct care staff are not required to |
perform support services to the extent that these i
duties interfere with the exercise of their primary !
direct client care duties.

This STANDARD is not met as evidenced by: | |
Based on staff interview and record review, the

facility failed to provide sufficient support staff so |
that direct care staff were not required to perform |
support services to the extent that these duties
interfered with the exercise of their primary direct .
client care duties for five of five clients in the
residing in the facility. (Clients #1, #2, #3, #4, and
#5) .

The finding includes: { | 1
H i
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I

1. Cn each day of the survey, (April 14, 15, an |
- 17, 2009} between the hours of 8:00 AM and 2:00
AM, direct support staff were cbserved mopping

the floors, for approximately twenty minutes,

* Interview with the staff revealed that the fioors
needed to be mopped before the clients leave for
- the day program. Further interview with the |

2. On April 14, 2008 and April 15, 2009, direct

QMRP and the Residential Director revealed that
each of the day shift staff went to the day
program to provided one on one support. The
review of the staff schedule revealed evidence
that each staff on duty was scheduled to provide
one on one coverage for the clients.

support staff were observed in the kitchen
preparing dinner, Interview with the sta®f

preparing the meal revealed that cooking duty
was rotated among the staff. Interview with the

QMRP revealed that during the times the E
household chores were being completed by the
staff, Client #3 may be with them. If it was another
clients 1:1 support staff completing the chore, the I
RD, QMRP or another client's 1:1 support staff ;
would temporarily monitor the client whose 1:1

staff was performing the chare.

W 186 483.430(d)(1-2) DIRECT CARE STAFF |

The facility must provide sufficient direct care |

staff to manage and supervise clients in
accordance with their individual program plans.

. Direct care staff are defined as the present
on-duty staff calculated over all shifts in a 24-hour
period for each defined residential living unit. I

This STANDARD is not met as evidenced by:

T

W 185

" 1. The QMRP will submit a request to the
DHCF through DDS for funding .;jur 1:1 staff,

_ as the agency is not reimbursed for1) this leve|
of support for at least two of the clients in the

home. Additional funds will allow the agency
to hire support staff.

;_. See response to #1 above.

— -t _ 3

/o269

: {/z 2/47
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- Based on observation, interviews, and record
verification, the facility failed to maintain a
sufficient number of staff to ensure that each
client was manitored to prevent injuries and to
address behavior management needs of the

clients residing in the facility for five of five clients

residing in the facility.(Client #1, #2,#3, #4 and
#5)

The findings include:

1. The facility failed to ensure sufficient direct

- care staff to manage and supervise clients in
accordance with their individual program plans
(IPP).

Interview with the Qualified Mental Retardation
Professicnal (QMRP) on April 14, 2009 at 2006

at 10:10 AM revealed that five clients reside in the

facility. Accarding to the QMRP, the following

information was conveyed regarding each clients’

_functional status and their use of behavior
- modification drugs.

A. Client #1- functions within the profound range |

of mental retardation and is prescribed
psychotropic medication (s) in conjunction with
other interventions to address inappropriate
behaviors. Client#1 is vision and hearing
Impaired. The BSP requires that the client be
provided 1:1 supervision for 16 hour a day.

B. Client #2 - functions within the profound range

of mental retardation and is prescribeg
psychotropic medication(s) in conjunction with
other interventions to address inappropriate
behaviors. The BSP requires that the client be
provided 1:1 supervision for 24 hour a day.

|

|

L The Director of Disability Servi
cocrdinate with the Director of Hy

tes will
man

Resources to ensure that an approy
stafling schedule (weekly or bi-w
i Produced by the QMRP and the

riate written
ly) is

identia)

| Director thus ensuring that clients jn the home

: have sufficient staff support. See
: .WJ 35 o

ponse to

5ok
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C. Client #3 - functions within the profound range
: of mental retardation and is prescribed
psychotropic medication(s) in conjunction with i
other interventions to address inappropriate |
" behaviors. The BSP requires that the client be
provided 1:1 supervision for 24 hour a day.

Interview with the QMRP revealed that the client

was being monitored on the overnight shift (11:00 |,
PM to 7:00 AM) by support staff that also provide |
" supervision for Client #4. ‘

' l
D. Client #4 - functions within the prafound range |
of mental retardation and receives psychotropic |
medication. Client #4 is vision impaired. The :
review of Client #4's ISP revealed a
recommendation for 1:1 staffing ratio 24 hours
per day, seven days a week. However, the BSP
requires that the client be provided 1:1

- supervision for 16 hours a day.

E. Client #5- functions within the profound range |
of mental retardation and is prescribed '
psychotropic medication(s) in conjunction with '
other interventions to address inappropriate
behaviors. The BSP requires that the client be
provided 1:1 supervision for 16 hour a day. I

The review of records on April 15, 2009 at 4.57
PM revealed that the IPPs for Clients #2 and #3,
required that they be provided one on ane supporti
24 hours a day. The review of the time schedule
for the week of April 13, 2009 through Aprit 19, |
2009 revealed that one staff was scheduled to
pravide supervision to Client # 3 and #5 during |
the 11:00 PM to 7:00 AM shift. According to the
IPPs for Clients #1, #4 and #5, they should be
provided one cn one support for 16 hours a day.
At the time of the survey, there was no evidence
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“ that the facility had provided staffing for the i ‘
clients in accordance with their IPPs. !
Il. (Cross-refer to W127) The facility failed to IL. See response to ] above. Staff will be
. deploy staff to prevent an injury of unknown origin | trained on procedures to notify the Residential
" for Client #2. ) Director and QMRP when they ot report
. for duty per the schedule. The QMRP and
A. On April 14, 2009 at 8:35 AM, the review of an . Residential Director will be trained on
unusual incident report dated March 30, 2009 ; - procedares to provide fill-in duty and
revealed that at 7:10 AM, Client #2 was assignments for on-call staff, so th clients are
discovered to have a right eye injury of unknown propetly provided with staff supports per their

* at approximately 9:35 AM, the invesligation report

| Interview with the facility's QMRP and Residential ;

origin,
During the entrance conference on April 14, 2009 :
of Client #2's injury of unknown origin and the

corresponding statements written by staff on duty
over the weekend, were requested for review.

Manager Coordinator (RD) on April 14, 2009 at
8:36 AM and 9:20 AM respectively revealed that
on March 29, and March 30, 2008, Client #2 :
should have been provided 1:1 supervision in
accordance with his BSP. Interview with the RD |
concerning the schedule to verify names of the
staff who worked on March 29 and March 30,
2009 revealed that no written staff schedule was ;
available. The RD did however,provide a list of
the names who worked on March 29, 2009, ;
According to this list, four staff were on duty ‘
between the hours of 7:00 AM to 3:00 , three staff
between 11:00 PM to 7:00 AM, and three staff on
duty from 11:00 PM to 7:00 AM. Further interview |
with the RD revealed that during the overnight
shift one staff should remain on the first floor of
the facility with Client#1, and the other two staff
should remain on the sscond level with the other
four clients.

. ISPs.

— 5/ Ai

FORM CMS-2567(02-99) Previous Versians Obsolete

Event ID: 4FVZ11

Faciliy ID: 08G010

If conti

vation sheet Page 27 of 58




May 23 09 05:24p Marsha H. Thompson

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

(301)430-7219

p.29

PRINTED: 05/01/2009
FORM APPROVED
OMB NO. 0938-0391

. investigation,

S11's statement completed for the investigation
revealed he left the RD a telephone message
notifying him that Client#1's one on cne support
staff for the 3:00 PM to 11:00 PM shift had nat
amived to relieve him. S11 further noted that he

" had worked from 7:00 AM until 11:00 PM on
March 29, 2009 and returned to duty on March
29, 2009 at 7:00 AM. S11's investigative

- statement revealed that another support staff !
(S21) told him to leave the facility, because he ,
had work 16 hours on Saturday. S11 i
documented in the interview that $24 arrived as
he was [eaving duty at 3:30 PM, however stated
he was to provide one on one support during the
shift to Client #3. According to S11, as he left the I
facility he observed $21 monitoring Clients #1 '

- According to the QMRP, an interview and/or
statement had not been provided by the overmnight f
- staff (11:00 PM, 3/29/09 - 7:00 AM, 3/30/09) who
- worked with Client #2. Interview with QMRP on
April 14, 2009 revealed she interviewed cther
staff on the overnight shift. The review of !
statements provided to the surveyor failed to
evidence that any staff on the aforementioned
; shift had provided a written staternent for the

and #2 as they sat in the living room. There was ,
no evidence the facility ensured adequate staffing |
for Client #2's monitoring in accordance with his
. IPP and to ensure his heaith and safety were met. |
- At the time of the survey, there was no evidence
that adequate staff were on duty to manage the |
safety and health needs of the clients, including
Client#2, between the hours of 3:30 PM on
March 29, 2009 and 7:00 AM on March 30, 2009,

B. During the entrance conference on April 14, f
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“March 28, 29, 2009. Interview with the RD

-shift. Although interview with the QMRP and the
' RD revealed that four staff should have been on
“the overnight shift {11:00 PM to 7:00 AM shift},

+ documentation provided by the RD revealed that

* 16 hours a day (frarn 7:00 AM until 11:00 PM).

Continued From page 28 i

2008 at approximately 9:35 AM, the investigation '
of the Client #2's injury of unknown origin and the

. corresponding statements of staff on duty over

the weekend of March 28, and March 28, 2009 |
were requested for review. Further interview with l
the QMRP revealed that statement, no interview, !
or written statement had not been provided by the

Overnight staff (11:00 PM, March 29, 2009 ,

- through 7:00 AM, March 30, 2009) who worked

with Client #2.

- The QMRP and the RD also revesled that no |

written scheduie was available for the weekend of

however, revealed that there were four staff on
duty during the day shift and evening the evening

only three staff worked the shift on the overnight
shift,

Interview with the RD on April 14, 2009 at |
approximately 8:45 AM revealed that Clients #2 |
and #3 required 1:1 Supervision 24 hours a day.

- Further interview with the QMRP revealed that

Client #1, #4, and #5 require 1:1 supervision for

Continued interview with the RD revealed that
Client #2 requires one to one supervision to
ensure his safety and due to physical aggression
(biting), SIB (biting self), Pica, provoking peers,
and inappropriately entering others personal
space.

Review Client #3's Individual Support Plan (ISP)
dated June 30, 2008 on April 15, 2009 at 2:27 PM
revealed the foliowing interventions:

W 186
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!
"1:1 staffing ratio 24 hours per day. seven days a | ’
-week. All injuries should be reported to nursing | ,
and documented.” At the time of the survey, : !
. there was no evidence the facility had deployed |
staff in a manner to ensure the safety of Client i
: | IIL. The Director of Disability Services will
lll. The facility failed to ensure that the RD and ' coordinate with the Director of Hu an
the QMIRP provided monitoring and supervision of ' Resources and the Director of Opefations to
direct care staff to ensure that the clienis needs ensure that both the QMRP and thg Residential
were addressed. Director have access to a list of appropriately

A. Interview with the QMRP and the Residential |
Director during the entrance conference on April

17, 2008 revealed the QMRP had been employed |

by the agency for approximately four months and !
the RD had been employed for approximalely ung
month. Interview with the RD and QMRP during
this time revealed that the RD was responsible for ;
developing the work schedule for the direct ’
support support staff. Further inquiry during the |
interview revealed no written staff schedule was
available for the March 30, 2009. The RD

provided the surveyor with a copy of the written |
schedule for week of 4/13/09 on 4/15/09, however '
stated that recent schedules for previous three
weeks were not available,

i
|
Record review on April 17, 2009 at 2:38 PM ]
evidence the QMRP responsibilities included the
following: |
1. Ensure adequate staffing in the facility based

on the developed staffing pattern

2. Make certain no substitute is located for a late |
night shift that members from the 3-11 shift take
turns filling in. i
3. Informing substitutes of caseload, activity

trained and scheduled on-call employees who

can be assigned as substitutes. The Director of
Disability Services will ensure that the QMRP
and Residential Director develop prospective '
written staffing schedules based ugon the

established and approved staf¥ing pattern for

the home. The Director of Disabiljty Sel:vices
" and the Quality Management Di
monitor scheduling through an ele¢
based data management tool. .

5Tz fof
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W 186 Cortinued From page 30

schedule of consumers and special consumer !
+ needs/concerns. | |

W 186,
l

' B. Interview with the RD on April 14, 2009, at
8:50 AM revealed he came by the group home on |
March 29, 2009, to get the time for the week. The !
clients were observed sleeping and he did not l l
disturb them. The RD stated that on the next day, | .
“he was informed by the QMRP that Client #2 had | '
sustained an injury to his eye, possibly on Sunday . '
which was being investigated. The RD revealed I l
that the the injury occurred during his first week of | - |
employment at the group home. At the time of the
' survey there was no evidence that sufficient
- supervisory staff was provided for the group i
home to manage the needs of the clients. [See |
also W159] f |
VV 189 483.430(e)(1) STAFF TRAINING PROGRAM | W 139,
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. i

" the dining protocols for

the protocol fo

This STANDARD is not met as evidenced by:
Based on observation, interview and record |
review, the facility failed to ensure each employee |
with initial and continuing training that enables the
employee to perform his or her duties effectively, !
efficiently, and competently for four of five clients |
residing in the facility. (Clients #1, #3, #4 and #5) '

The findings includa:

- The facility failed to ensure staff were provided
training on the clients’ on nutritional needs, and
modified diets, and mealtime protocols for Client ;
#1. (See W159.3) | |

! See response to W159. The Q

, Contact the Nutritionist to provide
e all clients;
will immediately provide training

r Client #1.
—__'—‘—'—-—._,__

will
ining on
e QMRP
staff on

TArks

i
1
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W 191

 needs,

w 189; Contintied From page 31

View in-service training as a dynhamic growth
process. Itis predicated on the view that all
levels of staff can share competencies which
enabie the individual to benefit from the
consistent, wide-spread application of the i
interventions required by the individual's particular |

In the final analysis, the adequacy of the
in-service training program is measured in the
demonstrated competencies of all levels of staff |
relevant to the individual's unique needs as weli !
as in terms of the "affactive" characteristics of the :

|
|
|
T

: Cross refer to meal time observation, Interview

-with the QMRP on April 15, 2009 at 12:45 PM
revealed the nutritionist had visited the facility, i
however had not provided training to staff.

The review of prescribed dietary orders on April |

15, 2009 at 4:15 PM revealed that Clients #3 and |
' #4 were prescribed calorie restricted diets. The

record review also revealed that Clients #1, |
: #3, #4, and #5 were prescribed modified texture
diets. At the time of the survey, there was no i
evidence that the staff had received recent '
instructions (within the last 12 months) from a
nutritional professional on the client's diets.
483.430(e)(2) STAFF TRAINING PROGRAM

!

caregivers and the personal quality of their
relationships with the individuals, Observe the
staff's knowledge by observing the outcomes of
good transdisciplinary staff development (Le., in i
the principles of active treatment) in such :
recommended competencies as: !

Respect, dignity, and positive regard for |
individuals (e.g., how staff refers to individuals,

wi1sg,
i :
|
|

W 191!

" The QMRP will request the DHCF through the
| DDS case manager to receive funding for 2:1
staffing on a schedule so that the client can :

I

safely engage in community-based| activities.
ly engage in communi petivities. e fog
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" refer to W150); i

Use of behavioral principles in training
interactions between staff and individuals;

principles and techniques, e.g., functional training
techniques, task analysis, and effective data
keeping procedures;

Use of developmental programming |

Use of accurate procedures regarding abuse |
' detection and prevention, restraints, medications, |
individua| safety, emergencies. etc.;

Use of adaptive mobility and augmentative . ‘
' communication devices and systems to halp |
" individuals achieve independence in basic .
self-help skills; and

Use of positive behavior intervention
programming.

§4583.430{(e)(2) Probes

Does the staff training program reflect the basic
needs of the individuals served within the
program?

Does observation of staff interactions with :
individuals reveal that staff know how to alter their
own behaviors to match needs and learning style |
of individuals served? ‘

For employees who work with clients, training
must focus on skills and competencies directed
toward clients' behavicral needs.
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W 191 Continued From page 33 L wen)
" This STANDARD s not met as evidenced by: ' ’
Based on observation, interview and record ,‘
review, the facility failed to provide evidence that | 5
employees working with the clients received ! :
required behavior management training that | |
enabled them to implement approved : ;
. interventions for one of the five clients residing in | ’
' the facility. (Client #3) :' !
i
- The finding includes: 5 ‘
« The facility failed to ensure that Client #3's one to
one support staff was effectively trained on his i
one on one protocol {for a 2:1 staff while in the |
community). (See W249.1) | i
W 217 483.440(c){3)(v) INDIVIDUAL PROGRAM PLAN W 217

The comprehensive functional assessment must
include nutritionaf status.

This STANDARD s not met as evidenced by: i
Based on observation, interview and record
review, the facility failed to ensure that the
comprehensive functional assessment included
evaluation on clients' nutritional status for one of
three clients in the sample. (Client 2).

The finding includes:

The facility failed to ensure Client #2 received a
nutritional assessment to determine the adequacy
of his diet and feeding skills. '

On April 15, 2009 at 5:30 PM, Client #2 was
observed to appear drowsy as he ate his dinner.

. The QMRP revealed that it was unsual for the
client to be sleepy at the table. Further interview

The QMRP will contact the Nutritignist to
“ request the assessment for Client #2

W0 ensure

he has adequate food to meet his nulritional

_needs, and that his ideal body weight

information can be placed in his record and

shared with his primary care physic

an,

LY
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W 217 Continued From page 34

with the QMRP regarding the client's nutritionaf
assessment revealed he had not received one
since his admission to the group home May 28,
2008. Staff revealed that the client was on a
regular, with chopped food.

The review of the list of prescribed diets in the

- kitchen revealed that it was dated April 1, 2008
and that it did not include Client #2's name or diet
order.

- The review of the Annual Medical Assessment

determine ideal body weight. Will follow
prescribed diet per the PCP pending nutritional
consult. Further review Client #2's records
revealed he had no nutritional assessment since
he was admitted to the facility in May 28, 2008.

The review of the ciient's individual support plan
(ISP} dated June 30, 2008 revealed "Nutritional
assessment by dietitian annually with quarterly
reviews of dietary needs and compliance”. At the
time of the survey, there was no evidence the
client had received any nutritional assessment
since his admission to the group home.

VW 220 483.440(c)(3)(v) INDIVIDUAL PROGRAM PLAN

The comprehensive functional assessment must

include speech and languags development.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to fully assess Client #2's
speech and ianguage needs, to determine if he
might benefit from professional intervention.

The findings include:

- dated May 28, 2008 revealed "Awaliting Consult to

i
L
!

I
o
.
]

| w220

i The QMRP will schedule a meetin of the IDT
_ to propose and approve clinical int rventions

) needed, including specialty SpeechiLanguage

! services. The QMRP will also ask the IDT to
determine the best residentia! set for the
client, and prepare an official disc ge plan

forhim. _ f/fﬂ!b?

R

] = !

"ORM CMS-2567{02-99) Previous Versions Obsolete

Event ID: 4FVZ11

Faciity ID: 04G010 If continpation sheet Page 35 of 58




May 23 09

05:26p Marsha H. Thompson

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

(301)430-7219 p.37

PRINTED: 05/01/2009
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1 PROVIDERISUPPLER/CLIA {(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUIMBER: COMPLETED
A. BUILDING
B. WING
09G010 04/17/2009

NAME OF PROVIDER OR SUPFLIER

STREET ADDRESS, CITY. STATE, ZIP CODE
6417 KANSAS AVE, NE

Language Evaluation at his previous group home.

- On April 14, 2009, at 8:20 AM, Client #2 's one on [

one staff was observed to follow him everywhere,
keeping him at arms distance, Interview with the |
staff revealed he was the client's one on one staff
and that the client required constant supervision .
Later that evening, screaming was heard coming |

from the lower first floor of the facility. Interview

with the Qualified Mental Retardation

Professional revealed that it was Client #£2 |
screaming. When questioned why the client was |
screaming, the QMRP indicated that it was one of
the client's targeted behavior which he frequently |
exhibited. Further interview with the QMRP ;
revealed the screaming behavior was being
manitored by the psychologist. The QMRP

. revealed however, that client had not received a

Speech and language Evaluation since the client |
was admitted to the facility on May 28, 2008. The |
QMRP stated that the client had a Speechand |

The review of the annual nursing assessment i
dated June 27, 2008 on April 14, 2009 at 2:22 PM ,
revealed "Screeching - will aiso attempt to bite.

All staff in house have been trained on CPl used
as a last resort...CPI technigue Is to stand to side i
or remain out of reach. * The review of a PCP ‘

note dated October 24, 2008 on April 14, 2009 at I

12:35 PM revealed "Schreech a lot and bites l

' people. Seroquel increased yasterday.”

The review of the aforementioned Speech and
Language Evaluation on April 15, 2009 at 4:10

. PM revealed that it was dated July 5, 2005. The

Speech and Language Pathologist (SLP) |
assessed Client #2 's oral mechanism to be

grossly adequate for speech production ,
purposes. The SLP recommended that this area i

w 220Jf
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As soon as the interdisciplinary team has
formulated a client's individual program pian, |
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan. : :

|

This STANDARD is not met as evidenced by:
Based on observation, record review and

_interview, the facility failed to ensure continuous
active was implemented in accordance with the
interdisciplinary team recommendations for two of ;
the three clients in the sampie. (Clients #1, and [
#3)

The finding includes: I
1. The facility failed to ensure that Client #3 was
provided staff support in accordance with his
individual support plan and and his behavior
support plan,

| 1. See response to W191,
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be further assessed once the client was more ' P
cooperative. The SLP recommended thatthe |
client be evaluated by a heuro-psychologist fora |
behavioral profile. Additionally, the SLP
recommended that the client be enrolied in an ‘ |
- individual trial speech and language treatment i
program to develop his ability to sustain attention .
and increase his tolerance for structured leaming. | I
- There was no evidence that the facility had | ’
ensured that Client #2's Speech and language
needs had been evaluated or addressed by the '
interdisciplinary Team (IDT). 1 !
W 249 483.440(d){1) PROGRAM IMPLEMENTATION |  wa24g
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Interview with the Direct Care aid at 6:24 PM

- On April 15, 2008, at approximately 8:30 AM,

|
Client #3 was observed walking in his community i
with his 1:1 staff. l

' Review of the behavior support plan dated

September 2008, on April 15, 2009, at 3:30 PM
revealed that Client #3 requires 2:1 staff

' supervision when out in the community to prevent

him from approaching children. Review of the
social work assessment dated October 2, 2008,
on April 15, 2009, at 3:40 PM, confirmed that |

- Client #3 requires 2:1 staff supervision when out

in the community .

Interview with the Qualified Mental Retardation |
Professional (QMRP) on April 15, 2009 at i
approximately 7:00 PM indicated that Client #3 |
only has a 2:1 on the weekends. i

Al the time of survey, there was no evidence that i

Client #3 was provided with a 2:1 staff while in the
community. '

3. The facility failed to ensure that Client #1 IPP
objectives were implemented.

On April 14, 2009, at 6:15 PM, Client #1 was
observed holding a pillow. At approximately 6:20 !
PM, the Direct Care Aid placed the pillow on his
shoulder,

revealed that the pillow was to vibrate and was
nat equipped with batteries, therefore the client
was only able tc squeeze without feelfing the
vibration. Interview with the Qualified Menta!
Retardation Professional (QMRP) confirmed that
Client #1 is blind and deaf, therefore he benefils
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3. See response to W159 #4. The QMR will
; Provnd.e training to staff and materis Is for use
- I tactile-stimulatory activitjes,

]
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from tactile sensory stimulators. Interview with

Client #1's 1:1 staff on April 15, 2009, at 4:30 PM
' revealed that the staff teaches activities of daily |
living skills, choice and decision making skills.
Further interview revealed tactile stimulation is

also provided with assistance.

' Review of the IPP dated January 14, 2009, at
approximately 5:30 PM, revealed the following '
goals: '

a. Will tolerate Iotion appilied to his arms for a |
minimum of 5 minutes, three times a week for :
three consecutive months. |

*b. Will identify (by touching) personal care items |
(lotion, decdarant, ete} after showering, 75% of

' the time, three times a week for six consecutive
months,

c. Will tolerate textured mitts for a minimum of 10 :
minutes, twice a week for three consecutive }
months,

d. Will choose ands participate in at ieasttwo !
activities daily for 12 consecutive months.

Further interview with Client #1°s 1:1 staff on April ;
15, 2009, at 4:30 PM and subsequent interview
- with the QMRP, followed by record review,
.Tevealed no evidence that the above IPP
objectives had been implemented since January
2009.

W 252 483.440(e){1) PROGRAM DOCUMENTATION |
Data relative to accomplishment of the criteria i
specified in client individual program plan |
objectives must be documented in measurable |

- terms, l

W 249

l
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I !
This STANDARD s not met as evidenced by: ‘ I
- Based on interview and record review, the facility | |
failed to ensure accurate documentation of ‘
. progress on the individual program plan (IPP) .
" objectives, for two of the three clients included in | .
the sample. (Client #1 and #2) | !
The findings include; ! |
1. The facility failed to maintain data as required | | 1. Thk QMRP and the Residential Director
by Client #2's behavior support plan (BSP). ! will review data collection at least jveekly. If
! - data gollection is found to be inadefjuate, the
. On April 14, 2009 at 7:20 AM, a staff was Q and RD will re-train the staff and
observed providing direct supervision te Client #1 mentor ther in collection, If the inadequacy

as he walked around in the group home.

Interview with the staff revealed that he was

Client #2's 1:1 staff for the 7:00 AM to 3:00 PM i
shift on Monday through Friday. Further interview !
with the 1:1 staff revealed that a behavior support |
pian (BSP) was being implemented for the client
at the group home and at his day program.
Additional interview with client's 1:1 staff revealec
that data was being maintained on the client's :
targeted behaviors when he exhibited them. ]

- Interview with the QMRP revealed that she had |

provided recent training to staff because they had
failed to document the client's progress on some ‘
days. |

The review of an investigative report for an !

- unusual incident dated 3/30/09 revealed that at

7:10 AM, Client #2 was observed to have an _,
injury of unknown origin to his right eye. The |
investigative report documented that the client's
injury may have occurred during a targeted
behavior. The review of the client's recent

" be ingtituted.

ipues and staff do not or cann
! iently to training provided, progressive
. discigline up to and including termjnation will

respond

“ORM CMS-2567{02-99) Pravious Versions Obsolete

Event 10: 4FvZ11

Facility ID; 04G010

If continpation sheet Page 40 of 58




May 23 09 05:27p

Marsha H. Thompson

(301)430-7219

p.42

PRINTED: 05/01/2009

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CDNSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
096010 B WING 04/17/2009

NAME OF PROVIDER QR SUPPLIER

STREET ADDRESS, CITY.
6417 KANSAS AVE, NE

STATE, ZIP CODE

behavioral data revealed that none were
documented between March 27,2008 al 12:15
. PM and March 30, 2009 at 5:08 AM. Additionatly,
' no behavioral data was available for April 1. 3, 4,
5. 8, 2009. The client also had no shifts
the above periods.

Record review revealed that data on the client
- targeted behaviors had been collected on 9 of 25
“ days the during the weekends between

December 1, 2008 and February 28, 2009.

. The review of Client #2's BSP revealed he was

~ beirg monitared for target behaviors which
imcluded Self Injurious Behavior (SIB - Biting self);
Physical Aggression, Pica, and Bolling.

. According to the documentation procedures
included in the BSP, "All incidents of the targeted
behaviors should be documented on the dats

* sheets provided. Documentation should occur on
every shift and every day. If no incidents of the
behavior have occurred on a particular shift, this
should be noted as well." Further review of the

- documentation Instructions revealed all possible |
antecedents of the behavior, and the
consequences cof the behavior should be
documented. At the time of the survey, there wa
no evidence staff had consistently documented
the client's behaviers to facilitate accurate
manitoring of the client's progress.

[Note: Interview with the QMRP revealed that a
psychotropic medication review was held for
Client #2 on 4/15/09. The review of the
Psychotropic Madication Review revealed that the
team agreed o increase Client #2 Risperdal from
.8 mg BID to 3 mg/day and to increase the clients

evening dosage of Depakote from 500 mg to

1000 mg. Record review on 4/17/09 revealed a

f

notes for |

|
|

|
|
|
|

d
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prompts.

April 2009,

goals:

a. Will plan and engage others in
with a peer for 40 minutes with 1

physician's order dated 4/15/09 for the
aforementioned medications.]

2. Interview with Client#2's 1:1 staff on April 14,
2009 at approximately 6:32 PM revealed he was
- being taught to bathe himself. Staff revealed
after the water was adjusted for the client ,he
- does most of the bathing himse!f, with verbal

At the time of the survey, there was no evidence
accurate documentation had been m
Client #2's bathing objective.

3. On April 14, 2009, at approximataly 3:08 AM,
Client #3 was observed putting dishes into the
dishwasher. Interview with the Qualified Mental
Retardation Professional at a
PM revealed that Client #3's IPP was
implemented daily.

Review of the IPP dated October 3, 2008, at
approximately 6.30 PM, revealed

3 out of 4 trials for 6 consecutive months,

y fivin
to the objective, the
ysical assistance with

Pproximately 5:45

the following

& board game
00% accuracy on

that |

]

The review of the IPP on April 15, 2009 revealed |
a goal to improve Client #2's activity of dait
skills - Bathing. According
~client "will shower with ph
- 80% accuracy for 8 consecutive months.” Review
. of program data for April 2009 revealed that the
- data had been entered for the entire month of

9]

]
i

aintained on

|

)
!

i

2| See response to #1 above,

3./ See response 10 #1 above,
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483.440(7)(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 client is a
minor) or legal guardian. |

This STANDARD is not met as evidenced by: |
Based on observation, interview and record i
review, the facility falled to ensure that restrictive |
programs were used only after written consents

had been obtained, for one of the three clients in |

the sample. (Client #1)
~The finding includes:

Observation of the medication administration on
April 14, 2009, at 4:40 PM revealed that Client #1 |
received medications inciuding Paroxetine. l
Interview with the Licensed Practical Nurse (LPN)
after the medication administration revealed that ,
the aforementioned medication were used to :
address the client's maladaptive behaviors.

An entrance conference with the Qualified Menta) .
Retardation Professional on Aprit 14, 2009 at
approximately 10:45 AM revealed that the client
did not have the capacily to give informed
consent for the use of medications and for
habilitation services.
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b. Wilf clean his dentures with 100% accuracy for !
. 6 consecutive months, f P
H ; )
There was no evidence that the data had been .
collected in accordance with the IPP for the client, |
which was necessary for a functional assessment |
of the client's progress. i
W 2863 W 263

I The OMRP will ensure that written informed
congent is provided by the medical decision-

maker for the treatments provided|to the client

ki
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The QMRP's statement was verified on April 14,
. 2009 at 12:18 PM through review of Client #1
! psychological assessment dated January 8, 2009.
According {o the assessment, Client #1 does nol |
evidence the capacity to make independent —
decisions on his behalf regarding his treatment |
plan, financial affairs, living arrangements or day ;
placement due to profound mental retardation, ]
Continued interview with the QMRP, revealed that, ,
Client #1's sister is available to make medical a2nd : 5
" habilitation decisions, '

Further review of Client #1's record on April 14, |
2009, at 12:27 AM revealed that in addition to !
taking a psychotropic medication, the client also |
had a Behavior Support Plan, dated January 3, \
2009 to address self injurious behaviors. |

At the time of the survey, the facility failed to i
. provide evidence that consent was obtained for I
the use of the psychotropic medication and a

Behavior Suppart Plan.
W 322 483.460(a)(3) PHYSICIAN SERVICES W 322 Tht:Emcmr of Disability Serviced will re-
_ train the facility designated nurse dn the
The facility must provide or obtain preventive and | protocol for ensuring that the PCP fis contacted
general medical care. : - whenan injury is discovered or orted, and

. : In for|examination or sent to a ho ital,

: ‘ | , nursigg staff ensures that this occurs.

This STANDARD is not met as evidenced by : i [ it
Based on observation, staff interview, and record ;
review, the facility failed to provide preventive and !
general care, for one of three clients in the '
sample. {Client #2) I

' | that :'I the PCP directs the client 10 brought

by

The finding includes:

The facility failed to ensure that Client #2 receivedi
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W 322 Continued From page 44
a prompt medical evaluation for his right eye , [ I
injury. | | :

Interview with the the QMRP on April 14, 2008 at ; I
9:20 AM Client #2's direct support staff |
discovered him to have an eye injury of unknown

. arigin upon his arrival on duty on March 30, 2009.

- According to the unusual incident dated March |
30, 2009 at 7:10 AM, Client #2's 1:1 direct care \
staff (7:00 AM - 3:00 PM) discovered him tc have | |
"blackness of his right eye”. Interview with the | :
designated LPN on April 14, 2009 revealed that
the blackness underneath Client #2's Aght eye
was resolving after about 5 days. |

The review of the incident report revealed on
March 30, 2009 at 8:10 AM, the morning |
- medication nurse documented that he assessed |
and treated the, "Observed blackness coloration
underneath the right eye and redness on right
corner of the eye and applied Neosporin ointment
applied on the blackness coloration. The review f
of nursing progress notes also revealed that he
administered Ibuprophen for pain. i

The review of a Medical consuitation form dated ! |
March 31, 2009, revealed "Patient refused '

treatment. Patient with right eye redness without l
discharge. Black and blue under eye x 2
days....FU with ophthalmology if no improvement.
Tobradex Opth Solution was prescribed....."

At the time of the survey, there was no evidence |
that Client #2 had received prompt medical | |
evaiuation after possible trauma, to his right eye I !
to determine the extent of his injury. |

[Note: On April 17, 2000 at PM, pictures of _
Client #2 which were taken by the RD on March l
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; redness without discharge. Black and

" prescribed.....

~ "Patiert refused treatment. Patient with

. 30, 2009, revealed a red spot on the right sclera |
~{eyeball} on the side close to his nose. nose. The _
facial area underneath the client's eye was j

observed to be dark ("blackness"), and there was
facial swelling on right side of the client's nose.]

|
Further record review revealed a medical consult !
form noted dated March 31, 2009 which stated,
"Patient refused treatment. Patient with right eye |
blue under |
eye x 2 days....FU with ophthalmalogy if no
improvement. Tobradex Opth Solution was |

At the time of the survey, there was no avidence |

that Client #2 had received prompt medicai |
evaluation after possible trauma, to his right to
determine the extent of his injury.

[Note: On April 17, 2000 at  PM, pictures of

- Client #2 which were taken by the RD on March

30, 2009, revealed a red spot on the right sclera

* (eyeball) on the side close to his nose. nose. The |

facial area underneath the client's eye was )
observed to be dark ("blackness"), and there was |
facial swelling on right side of the client's nose.]

Further record review revealed a medical consult |
form noted dated March 31, 2008 which stated,
right eye
redness without discharge. . Black and blue under
eye X 2 days....FU with ophthalmology if no |

. improvement. Tobradex Opth Solution was |

L]

prescribed...... f

At the time of the survey, there was no evidence -

- that Client #2 had received prompt medical

evaluation after possible trauma, to his right to
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| [ DEFICIENCY)
W 322 | Continued From page 46 w 322’ : ! i
-determine the extent of his injury. | L
[Note: On April 17, 2000 at 4:00 PM, pictures of - |
Client #2 which were taken by the RD on March | o
* 30, 2009, revealed a red spot on the right sciera ;
(eyeball) on the side close to his nose. The facial | l %,
area undemeath the client's eye was observed to | i
: be dark ("blackness”), and there was facial l ;
* swelling on right side of the client's nose.) :
W 323 483.460(a)(3)(i) PHYSICIAN SERVICES W 323§
' ) i The Director of Disability Service will
. The facility must provide or obtain annual physical | instifute a process for review of each medical
examinations of each client that at a minimum conshit through a grand round, to énsure that
includes an evaluation of vision and hearing. i all specialty recommendations are provided to
;  the PICP for review and approval, gnd if
_ ! . disaflproved, that the PCP provides a
This STANDARD is not met as evidenced by: ' Jjustification for such, The grand round will
Based on interview and record review, the facility also be used to ensure that nursing [follows up
failed to provide an annual hearing examination timely with each approved medi
for one of the three clients in the sample. (Client recorhmendation. ﬁl M
#1). | :
- The finding inciudes: ’ ]
Interview with the Residential Director on April 14, i
2009, at approximately 10:00 AM, indicated that |
Client #1 was "deaf and blind”. Review of the
Hearing and Speech Center progress notes dated .
January 29, 2008 on April 15, 2009, at i
approximately 9:30 AM, revealed that Client 21
will benefit from an annual reevaluation of the
middle ear. Interview with the Qualified Mental
Retardation Professional at approximately 10:00
AM confirmed that the Client did not received an | ,
annual reevaluation of the middle ear as i
recommended. '
W 331 483.460(c) NURSING SERVICES W 331

The faciiity must provide clients with nursing
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services in accordance with their needs.

This STANDARD is not met as evidenced by:
failed to ensure that Client #2 received nursing
injury.

The findings include;

+ 1. Cross refer to W322. The facility failed to
ensure that Client #2 was referred for 2 timely
medical evaluation for his right eye injury.

#2 was observed to have a right black eye and
that he would not allow the staff to touch his
cheek.

Interview with the designted nurse on April 14,
2009 at approximately 11:00 AM reveiled that

2009 at 8:10 AM. Further interview with the
designated nurse and the record review no

evaluation of his injury until March 31, 2009.

2. Interview with the morning medication nurse
on April 15, 2009 at approximately 8:30 AM
revealed that he observed Cliant #2 io have a
blackish area underneath his eye and a reddish
area on the white of his right eye. Further
interview with the nurse revealed that the client

him to apply Neosporin to the area. The nurse
revealed that Client #2 was non-verbal and that

- services in accordance with his needs for an eye |

Interview with direct care staff on April 14, 2009 at
2:47 PM revealed that on March 30, 2008, Client |

Client #2 was evaluated by the medication nurse
upen his arrival at the group home on March 30,

evidence that the client was referred for medical

did not appear to be in acute distress and allowed

|

Based on interview and record review, the facilty

|

|

2. The
train

|

1] See response to W322.
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W 331 Continued From page 47 ' BET '

o:’/é%?

Director of Disability Servicks will re-
the Designated Nurse on d
' protogols,

entation 5_0;2 ,é?
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" he administered Ibuprophen for pain that may
occur as a result of the client's injury. According .
to the nurse, he then wrote a progress note after |
assessing and treating the client. :

i The review of the nursing progress note dated j

*March 30, 3009 revealed at 8:10 AM the morning |
medication nurse "Observed redness on right

. side of the right eye. Biack discoloration

» underneath the right eye. Neosporin Qintment
applied on black sidcoloration of right eye.
lbupropen 400 mg administered for pain. Will
assess uniif healed.” Further record review
reveaied no further documentation of the
progress or care of the clients right eye by the
moming nurse or the designated nurse.

On the afternoon of April 15, 2009 a¢

- approximately 1:30 PM, the designated nurse

. presented the surveyors with additonal progress
hotes dated April 1, 3, and 5, 2009 which were
written by the evening medication nurse. |
According to the April 5, 2009, progress note, the ‘
red spot on the client's right eye was clearing well, |
and no discharge or drainage was noted. At the
time of the survey, there was no evidence the
record failed to document when thd dark area and
redness on the sclera of the client's was
completely resclved.

(Note: The review of the unusual incident dated
March 30, 2009 on April 14, 2009 revealed that
the section completed by the morning medication
nurse failed to document that Client #2 was
administered medication for pain.)

At the time of the survey, there was no evidence
that Client #2 had received prompt medical !
evaluation after possible trauma, to his right to f

W3;31i

¥

!
|

FORM CMS-2567(C2-99) Previous Versions Obsoleu; Event I1D: 4FVZ11

Facility ID;

08Go10 If contin

ration sheet Page 49 of 58




May 23 09

05:28p Marsha H. Thompson

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

(301)430-7219

|

p.51

PRINTED: 05/01/2009
FORM APPROVED
OMB NC. 0938-0381

{
If a facility chooses to provide laboratory services,

- the [aboratory must meet the requirements

specified in part 483 of this chapter.

This STANDARD is not met as evidenced by:
Based on interview, and record review, the facility
failed to ensure it met the requirement for
performing glucose testing for one of three clients

in the sample. (Client #1) '

The finding includes:

Review of Client #1's record on April 15, 2009, at

. approximately 10:30 AM, revealed that the client
* had a hematology appointment on March 23,

200¢, due to possible hemolytic anemia. Further ‘
review of the record revealed that the
hematoiogist recommended blood sugar Accu |

" checks before meals and at bed time while taking |

Prednisone,

Interview with the Licensed Practical Nurse (LPN) .
on April 15, 2008 at approximately 5:00 PM, |
confirmed that Client #1's blood sugar Accu !

The

Director of Operations will submit the
application for CLIA at the facility,
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W 331 Continued From page 49 " wast
determine the extent of his injury. !
"[Note: On April 17, 2000 at  PM, pictures of l !
Client #2 which were taken by the RD on March | |
30, 2008, revealed a red spot on the right sclera | Poh
i (eyeball) on the side close to his nose. nose. The | ! ;
- facial area undemeath the client's eye was : j
observed to be dark ("blackness"), and there was | i
facial swelling on right side of the client's nose. B
: The review of the nursing progress notes failed to I -
identify when the swelling on Client #2's face Voo ‘
occurred and was resolved.] | ;
W 393 483.460(n)(1) LABORATORY SERVICES W 393; ’

v
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W 393

W 418.

W 426

, the facility had been certified to perform the

; certification had not been obtained.

Continued From page 50

- checks were performed at the home. Interview

was conducted with the Registered Nurse on April
15, 2009, at approximately 1:00 PM to ascertain if E

aforementioned blood sugar Accu checks, as
required by part 493 of the Clinical Laboratory
tmprovement Act (CLIA) revealed that the CLIA

At the time of the survey, there was no evidence
that the CLIA certification had beer obtained.

483.470(b)(4)(ii) CLIENT BEDROOMS

The facility must provide each client with a clean, -
comfortable mattress.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that one of two clients in the
facility was provided with a comfortable mattress
for two of the five clients residing in the facility.
(Client #4 and #5) i

The findings include:

Observation of the environment was conductad

- with the Qualified Mental Retardation

Professional and the residential manager on April
15, 2008 beginning at at approximately 4:15 PM.
Client #4's and Client #5 bed mattresses was ‘
observed to have palpable springs. Interview with |

* the QMRP indicated that the facility was not

aware that the springs in the two mattresses

could be felt. At the time of the survay, there was
no evidence that Clients #4 and #5 were provided
with mattress in a condition to ensure their _
comfort to ensure his comfort when in bed. i

483.470(d)(3) CLIENT BATHROOMS I

W 393,

W418]

The Dyirector of Operations will ensure that the

mattresses are replaced.

5752/

I
b
1
1

|

W 426 5
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W 426 Continued From page 51 l' W 426/
‘The facility must, in areas of the facility where
clients who have nat been trained to regulate i
water temperature are exposed to hot water,
; ensure that the temperature of the water does not !
" exceed 110 degrees Fahrenheit. ' P
P
| il
{ This STANDARD fs not met as evidenced by l , y :
. Based on observations, interview and record | f
! review, the facility failed to ensure water %
temperatures did not to exceed 110 degrees i 1
Fahrenheit. l )
The findings include: ; I
1. Interview with the Qualified Mental Retardation f PTRTRCI : '
) h i . Residential Director will ensure that the
. Professional (QMRP) on April 14, 2009 ar 10:32 | L Tle Residentia b

AM revealed that staff should monitor the hot

' water temperature with a thermometer during
each shift. Interview with the Residentiai Director
on April 15, 2009 at PM revealed that the
thermometer for measuring the water ‘
temperature was broken. Later that evening, the |
RD was cbserved with a new thermometer for I
measuring water temperatures.

Later that evening, 4:30 PM the facility was
- observed with a2 new thermometer for measuring
“water temperatures. During the environmental :
- walk-through on April 15, 2008 at approximately |
- 4:40 PM, the hot water temperature measured of !
120 degrees Farenheit in the bathroom located
across the hail from the nursing office. The :
water temperature in the other bathroom located ’
on the second floor measured 121 degrees ;
Fahrenheit. The thermometer reading for the hot |
water in the bathroom located on the first floor
was 121degrees Fahrenheit. The thermometer

| wate[ temperature is measured and properly
regulated to remain not higher th
degrees Farenheit per Careco’s policy. The
Residential Director will check th

110

temperature log daily to ensure that water
tempgratures are checked and reco

ded. 57b2 gy
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Continued From page 52

. reading for the hot water temperature in the
- bathroom in the basement was 122 degrees

Fahrenheit

Upon notification of the water temperatures, the | L
QMRP turned down the setting on the hot water :
heater. At approximately 5:30 PM, hot water _
temperatures were retested at all of the |
previously identified installations. The ;
temperatures ranged from 95 to 100 degrees ] e )
Fahrenheit. There was no evidence however, that ;
the facility had consistently ensured that the hot | :

waler temperatures did not exceed 110 degrees I

Fahrenheit.

f W 426

i
i |
i

2. The review of the hot water temperature log on
“April 15, 2009 6:18 PM revealed, "Hot water |
temperature must not exceed 110 degrees ‘
Fahrenheit in all iCF Homes. The temperature
_should be tested daily and recorded. Record the
temperature and report it to maintenance if the

reading is cutside the acceptable range. " The ' |
review of the hot water temperature log revealed -
no water temperatures were recorded for April 11

and April 12, 2009. Additionally, no temperatures

were recarded for the day and the evening shift

on April 13, 2009, At the time of the survey, there

was no evidence the facility had ensured that the |

water temperature did not exceed 110 degrees

I
, |
- Fahrenheit in areas of the facifity that were used | ‘ l

- by individual who had not been trained to regulate i

W 463

water temperature.

483.480(a)(4) FOOD AND NUTRITION

SERVICES

The client's interdisciplinary team, including a

W 463

|

qualified dietitian and physician must prescribe all

modified and special diets.

|

2.|See response to #1 above.

52 /bg
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W 483 Continued From page 53

: This STANDARD is not met as evidenced by:

' Based on observation, interview and record
raview, the facility failed to ensure that a qualified
dietitian was included in the prescribing of

" modified and special diets for two of the five

| clients residing in the facility (Clients #1 and #5)

The findings include:

1. The facility failed to ensure that Client #5's
modified was reviewed by the qualified dietitian.

On April 15, 2009 at 5:55 PM, Client #5 was |
- observed raking chopped food into his mouth, as
he held his mouth close to the plate guard.
Interview with the food preparation staff during
the meal revealed the client was prescribed a
chopped textured diet. Interview with the QMRP
on April 15, 2009 at 6:25 PM revealed that the
nutritionist had recently been at the group home
however, had not assessed Chent #5,
On April 15, 2009 at 6:17 PM, the review of the |
facility's diet list (dated April 19, 2008) revealed
the client was to receive an 1800 Calorie, Low !
. Fat, Low Cholesterol, Chopped Diet. A review of -
the April 1, 2009 physician's orders revealed an |
1800 Calorie, Low Fat, Low Cholesterol, Chopped |
" Diet was prescribed for the client.

Further record review however, revealed a
Nutrition Quarterly Review (dated February 8,
2008) documented that a Quarterly nutritional
assessment were recommended {o be pravided
every ninety days. At the time of the survey, there
was no evidence that Client #5's modified diet |
had been reviewed by the dietitian during the last |
- founteen months. - ’

W 463

1.

response {0 W120. The

* follow up with the Nutritionist to

. each lient receives services in acc rdance

~ with
unable to respond timely and adeq

i

Dire

servig

e [SP. If the current Nutritionist is

r of Disability Services will

es of a different Nutritionist.
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sure that
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Caontinued From page 54 |

2. The QMRP failed to ensure that Client #1
feeding protocol was implement by the Direct
Care Aids as evidence below: !

I
During breakfast observation on April 14, 2008, at |
7:25 AM, Client #1 was spoonfed a pureed meal
consisting of sausages, beiled eggs and cream of
wheat,

On April 14, 2009 at approximately 12:15 PM, the
review of Client #1's Individual Support Plan
(ISP) dated January 14, 2009, revealed a
recommendation for "Nutritional assessments
annually with quarierly reviews of dietary needs
and compliance”. Further record review revealed
an ahnual nutritional assessment dated February
1, 2009.

The review of Client #1's record revealed that
prior to the February 1, 2009 annual nutritional
assessment, the client's diet had not been
monitored for the appropriatenass and
effectiveness of his diet since the first nutritional
quarterly, which was dated March 8, 2008,
483.480(b)(2)iii) MEAL SERVICES !
Food must be served in a form consistent with thei
developmental level of the client. L

This STANDARD is not met as evidenced by:

Based on chservation, and staff interview, and i
record review the facility failed to provide food in
the prescribed texture for one of the three clients :

in the facility. (Client #3)

The finding includes:

W 463

W 474

Q

g

.|See response to #1 above.

responses to W120 and W 46
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On April 14, 2009 at 8:04 AM, Client #3 was

observed eating his breakfast which consisted of .
. @ hard boiled egg, a biscuit, sausages and cream
' of wheat.

- The feeding protocol dated April 19, 2008 on April
14, 2009 at approximaltely 12:00 PM, revezled

' that Client #3 was prescribed a regular, finely

: chopped diet. Further review of the protocol ;

; indicated that finely chopped foods are the size of |

| rice pellets. interview with the Qualified Mental

; Retardation Professional (QMRP) confirmed the

» client was prescribed a regular finely chopped

. diet. At the time of the survey, there was no -

- evidence that Client #3 received the regular diet,
finely chopped as prescribed.

W 484 483.480(d)(3) DINING AREAS AND SERVICE

The facility must equip areas with tables, chairs,
eating utensils, and dishes designed to0 meet the
developmental needs of each client

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to ensure dining supplies
were provided to meet the developmental needs
of clients, for one of the three clients included in
the sample. (Client #1)

The finding includes:

On April 14, 2008, at 7:23 AM, Client #1 was
observed eating a meal which consisted of
pureed sausages, biscuits and boiled eggs from a
high sided divided plate. Client #1 also ate cream
of wheat from a bowl.

W 474

W 484,

The
- adap
Alsq

T
|
!
i
i

QMRP will acquire the approj

see response o0 W474,

priate

tive equipment for the client per his ISP,

Y
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i Review of Client #1's feeding protoco! dated i

- February 13, 2008 on April 14, 2009, at 12:00 PM |
revealed that the client's mealtime adaptive l
equipment consisted of "a plate guard or a hi-low !
plate, a medium to large built-up handle spoon,
and large bowl 1o the spoon”, Interview with the

Qualified Mental Retardation Professional
(QMRP) and the Direct Care Aide on April 14,
2009, at approximately 4:30 PM indicated that
Client #1 was provided with a high sided divided

: plate for each meal,

At the time of the survey, there was no evidence
that the facility ensured that a plate guard or
hi-low plate was provided for Client #1 in
accordance with his feeding protocol.
483.480(d)(5) DINING AREAS AND SERVICE

The facility must ensure that each clienteats in |
an upright position, unless otherwise specified by
the interdisciplinary team or a physician.

This STANDARD is not met as evidenced by:

Based on observation, interview and record :
review, the facility failed to ensure that each client |
sat in an upright peosition while eating for one of !
the five clients residing in the facility. {Client #5) }

The finding includes:

On April 14, 2009 at 8:17 AM, Client #5 was
observed sitting upright in an arm chair as his 1:1
staff interacted “continuously with him.

i
1

On Aprit 15, 2009 at 5:55 PM, Client #5 was
observed feeding himself from a regular plate, to
which a plate guard was attached at the front and

W 484|

W 489!

|

See response to W474,
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~meal.

: Interview with staff on April 14, 2009 at 8:17 AM
revealed that Client #5 had a severe vision deficit,
however was able to sit upright and to reposition :
himself independently. Interview with the

: Qualified Mental Retardation Professional

* {QMRP) on April 17, 2009 at 5:40 PM reveaied
the client was able to feed himself using the plate
guard and that he did not have a feeding protocol. |

sides. The client fed himself with a tablespoon as I
he leaned forward and with his mouth against the
edge of the plate guard. After loading each
. spoonful of food, the client then raked the food
*into his mouth. During this time, several staff
were observed at the table with the clients.

On April 17, 2009 at 5:42 PM, the review of the

- individual support Plan (ISP) dated December 9, |
2008, revealed the interdisciplinary team (IDT) I
recommended that Client #5 used a plate guard
to keep food on his plate. The April 1. 2009 |
physician’s orders revealed a plate guard was
prescribed for the client. |

At the time of the survey, however, there was no
+ evidence the facility had addressed Client #5's ]
failure to sit in an upright position while eating his
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" = one of the five residents in the GHMRP.

1000} INITTAL COMMENTS 1060

i A licensure survey was conducted on April 14,
2009 through April 17, 20009. A random sample of
threa residents was selected from a residential
population of five males with mental retardation

. and other disabilities. The survey findings were

based on observations in the group home and

day programs. In addition, the findings were
based on interviews with direct care,

. administrative, nursing, and day pragram staff. A

review of the GHMRP's records, including the

unusual incident reports was also conducted.

1055' 3502.13 MEAL SERVICE / DINING AREAS : 1055

Each GHMRP shall train the staff in the use of
proper feeding technigues and monitor their i
appropriate use to assist residents who require |
special feeding procedures or utensils.

This Statute is not met as evidenced by:

Based on observation, interview and recerd

review, the GHMRP failed to ensure staff were
. frained on proper feeding/eating techniques for

| (Resident #5)
! The finding includes:

The GHMREP failed to ensure that staff provided
supervision and assistance to Resident #5 to

. encourage him to sit upright while eating his
meal.

- On April 15, 2009 at 5:53 PM, Resident #5 was

- observed seated upright at the dining table as

! staff placed his plate containing food on the table

" in front of him. Staff was observed fo attach a
plateguard to the front and sides cof the Resident

See response to federal deficiency

W463.
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- #5's plate. The resident then leaned forward and

| placed his mouth against the edge of the

" plateguard. After loading each spoonful of food,
the resident then raked the food into his mouth.
During this time, several staff were observed at
the table with the residents.

. Interview with staff on April 14, 2000 at 8:17 AM

I revealed that Resident #5 had a severe vision

: impairment, however was able to sit upright and
to reposition himself independently. Interview
with the Qualified Mental Retardation
Professional (QMRP) on April 17, 2009 at 5:4C
PM revealed the resident was able to feed

i himself using the plateguard and that he did not

i have a feeding protocol. Further interview with
the QMRP revealed that the should be provided
one on one supervision 18 hours a day.

i On April 17, 2009 at 5:42 PM, the review of the
individual support Pian (1SP) dated December 9,
2009, revealed the interdisciplinary team

. to keep food on his plate. The Aprii 1, 2009
| physician's orders revealed a plate guard was
prescribed for the resident.

. At the time of the survey, however, there was no
~ evidence the GHMRP had addressed Resident
' #5's leaning posture while eating his food.

I 058i 3502.16 MEAL SERVICE / DINING AREAS

| A review and consultation by a dietitian or

i nutritionist shall be conducted at least quarterly o
ensure that each resident who has been
prescribed a modified diet receives adequate
nutrition according to his or her Individual

© Habilitation Plan.

recommended that Resident #5 use a plate guard

|

1055 |

; 1058
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. consulting dietitian for two of the five residents

This Statute is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure that medified
diets were reviewed at least quarterly by the

residing in the facility. {(Residents #1 and #5)
The findings include:

1. Interview with the Qualified Mental Retardation
Professional on April 14, 2009 at approximately

9:45 AM, revealed that a nutritionist had been
obtained to provide services for the clients.

The review of Resident #1's nutritional
assessment dated January 9, 2008 on April 14,
2009, at approximately 12:15 PM, revealed that
the resident was prescribed a regular, pureed
diet. Further record review revealed a first
nutritional quarterly dated March 8, 2008 in whlch

| it was recommended that Resident #1's

prescribed diet be continued. There were no

. further evidence that Resident #1's modified diet
: had beean reviewed at least quarterly by a
- dietitian.

. guard. Interview with the food preparation staff
during this time revealed the resident was
| prescribed a chopped textured diet

* 1800 Calorie, Low Fat, Low Cholestero!,

2. On April 15, 2009 at 5:55 PM, Resident #5 was :
observed raking chopped food from his plate into -
his mouth, as he held his mouth close to the plate

On April 15, 2008 at 6:17 PM, the review of the
facility's most recent diet list (dated April 19,
2008) revegled the resident was to receive an

Chopped Diet. A review of the April 1, 2009
physician's orders revealed an 1800 Calorie, Low i

2. See response to federat deficien

1. See response to federal deficiency W120.

—_ —

cy W463.
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Fat, Low Cholesterol, Chopped Diet was
prescribed for the resident.

i The Nutrition Quarterly Review dated February 8,

] 2008 revealed that a quarterly nutritional

: assessment was recommended to be provided
every ninety days. At the time of the survey,
there was no evidence that Resident #5's
modified diet had been reviewad by the dietitian
during the last fourteen months.

1080 3504.1 HOUSEKEEPING

| maintained in a safe, clean, orderly, attractive,

i and sanitary manner and be free of

i accumulations of dirt, rubbish, and objectionable
odors.

. This Statute is not met as evidenced by:

failad to maintain the interior of the GHMRP in a
safe, clean, orderly, and attractive manner .

| The findings include:

A. The GHMRP failed t¢ maintain the
environment clean, orderly, and attractive as
evidenced below:

| 1. On April 15, 2009 at approximately 8:30 AM,
Resident #1 was observed seated in his
wheelchair. Interview with staff revealed that
Resident #1 was not ambulatory and required the

i use of a wheelchair for mability. Observation of

| the wheelchair access revealed that it was
. located outside the back door. Part of the

| adjacent driveway In the backyard was observed
" to be paved with gravel. The section of the yard

. The interior and exterior of each GHMRP shall be

Based on observation and interview the GHMRP '

1058

|

1. The Director of Operations will
maintenance teem to smooth out &
and level it. This may be accomp
several methods.,

direct the

e pathway
ished by

e
|
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directly beside the paved was dirt coveré.d and
not level with the pavement. The GHMRP vehicle
: was observed parked on the street in front of the
- house.

Interview with the staff revealed the wheelchair
was pushed down the driveway to the street by
staff o load the resident onto the van.

i At the time of the survey, there was no evidence
i the aforementioned condition in the back yard

i would consistently promote safety for the

| residents during mobiiity when in the back yard.

| 2. On April 15, 2009 at approximately 10:30 AM,
" the beige carpet installed in the hallway of the
~ second floor was observed to be heavily soiled.

3, On April 17, 2009 the following observations
: were made:

I a. The top section of a down spout was noied 1o
* be missing from the edge of the roof. This
| condition would allow water coming from the roof
i to run to the ground at the foundation of the
; house.

: b. Severai ¢ans full of trash and debris were
; observed placed at the side of the GHMRP.

| B. The GHMRP failed to ensure water
. temperatures did not to exceed 110 degrees
Fahrenheit.

a. Interview with the Qualified Mental Retardation
Frofessional {QMRP} on April 14, 2009 ar 10:32
AM revealed that staff should moniter the hot
water temperature with a thermometer during
each shift. Interview with the Residential Director
{RD) on April 15, 2009 at approximately 3:15 PM

‘1090

2. The Director of Operations wil

: 3. a. The Director of Operations will direct the -
wnspout.

© maintenance team to repair the do

b. The Director of Operations will

. maintenance team to clean the carpet, :

—p—————

direct the

784/

|

f/z"z/a?

direct the
maintenance team to remove the dfbrls

i
i

B. See response to federal deficiency W426.
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! revealed that the thermometer for measuring the

* water temperature was broken. Interview with the
RD at approximateiy 4:30 PM revealed he had
obtained another thermometer.,

During the environmental walk-through on April
18, 2009 at approximately 4:40 PM, the hot water
temperature measured of 120 degrees Farenheit
in the bathroom located across the hall from the

_nursing office. The water temperature in the

i other bathroom located on the second floor

; measured 121 degrees Fahrenheit. The

i thermometer reading for the hot water in the

| bathroom located on the first floor was 121

; degrees Fahrenheit. The thermometer reading

| for the hot water temperature in the bathroom

! located in the basement was 122 degrees

| Fahrenheit.

. Upoen noftification of the water temperatures, the
QMRP turned down the setting on the hot water
heater. At approximately 5.30 PM, hot water
temperatures were retested at all of the
previously identified instailations. The
tamperatures ranged from 95 to 100 degrees
Fahrenheit. There was no evidence however, that
the GHMRP had consistently ensured that the hot
water temperatures did not exceed 110 degrees
Fahrenheit. :

b. The review of the hot water femperature log

- on April 15, 2009 6:18 PM revealed, "Hot water
temperature must not exceed 110 degrees
Fahrenheit in all ICF Homes. The temperature
should be tested daily and recorded. Record the
temperature and report it to maintenance if the
reading is outside the acceptable range.” The

_ review of the hot water temperature log revealed

no water temperatures were recorded for Aprit 11

and April 12, 2009. Additionally, no temperatures

Healh I?tegulation Administration
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were recorded for the day and the evening shift _ |
on April 13, 2009. At the time of the survey, there

was no evidence the GHMRP had ensured that
the water temperature did not exceed 110 .
degrees Fahrenheit in areas of the GHMRP that '

were used by individuals who had not been
trained to regulate water temperature.

1097J 3504.8 HOUSEKEEPING 1097
The QMRP wi j
No cleaning agent, bleach, insecticide or any ageng away af{;u:i.Staﬂ-m. lock
. other poisonous, dangerous, or flammable ; e ]
material shalf be accessibie to a resident where
access to such substance is contraindicated in
the resident ' s Individual Habilitation Plan.

the cleaning

ok

[——r——

‘ This Statute is not met as evidenced by:

" Based on observation and interview, the GHMRP
failed to ensure a cleaning agent was not
accessible to residents who required close
supervision for their safety for two of the five :

. residents residing in the GHMRP. (Residents #2

and #5)

| The finding includes:

+ On April 14, and April 15, 2009, a cleaning agent
was observed in a spray bottle in a container on
the sheif, located at the bottom of the basement
stairs.

Interview with the Qualified Mental Retardation
Professional (QMRP) on April 15, 2009 indicated
the cleaning agent was stored unlocked to ensure
that it was available to staff. Further interview

: with the QMRP revealed that all of the resident's

; were provided 1:1 supervision for at least 16

« hours to ensure their personal safety.

Health Regulation Administaion
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i Each GHMRP shall provide adequate

| administrative support to efficiently meet the
{ needs of the residents as required by their ;
i Habilitation pians.

This Statute is not met as evidenced by:
Based on interview and record review, the
GHMRP failed to provide adequate administrative
suppont to ensure that the needs of five of five

. residents in the GHMRP were met. (Residents

: #1, #2, #3, #4, and #5)

' The findings include:

I. The GHMRP failed to ensure sufficient direct
care staff to manage and supervise residents in
accordarnce with their individual program pians
(IPP).

Resident#5 functions within the profound range
of mental retardation and is prescribed
psychotropic medication{s) in conjanction with

: other interventions tc address inappropriate

. behaviors. The BSP requires that the resident be

i provided 1:1 supervision for 16 hour a day.

' The review of records on April 15, 2009 at 4:57
PM revealed that the IPPs for Residents #2 and
#3, required that they be provided one on one

support 24 hours a day. The review of the time

1180
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i :
During the evening of April 14, and April 15, 2008 ‘
respectively, Residents #5 and #2 were abserved :
~in the basement while béing supervised by their
' one to one staff. There was no evidence,
however, the GHMRP ensure that cleaning
agents were not potentially accessible to the
residents.
1180 3508.1 ADMINISTRATIVE SUPPORT ’

1. See response to federal CONDITION W158,

—— | Shafy

i
|
i
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schedule for the week of April 13, 2008 through

i April 18, 2009 revealed that one staff was

i scheduled to provide supervision to Resident # 3
and #5 during the 11:00 PM to 7:00 AM shift
According to the IPPs for Residents #1, #4 and

: #5, they should be provided one on one support

| for 16 hours a day. At the time of the survey,

" there was no evidence that the GHMRP had
pravided staffing for the residents in accordance
with their iPPs,

~il. (Cross-refer to 1500 - 3523.1) The GHMRP
failed to deploy staff to prevent an injury of
unknown origin for Resident #2.

A. On April 14, 2009 at 8:35 AM, the review of an
unusual incident report dated March 30, 2009
revealed that at 7:10 AM, Resident #2 was
discovered to have a right eye injury of unknown

, origin. :

. During the entrance conference on April 14, 2009 |
at approximately 9:35 AM, the investigation report
of Resident #2's injury of unknown origin and the |
corresponding statements written by staff on duty
over the weekend, were requasted for review.

" Interview with the GHMRP's QMRP and
Residential Manager Coordinator (RD) on April
14, 2009 at 8:36 AM and 9:20 AM respactively

_ revealed that on March 29, and March 30, 2009,

; Resident #2 should have been provided 1:1

~ supervision in accordance with his BSP. Interview -

with the RD concerning the schedule to verify

names of the staff who worked on March 29 and

March 30, 2009 revealed that no written staff

schadule was available. The RD did however,

provide a list of the names of staff reported to
. have worked on March 28, 2008. According to

this list, four staff were on duty betwsen the hours .

i 1180

#3, federal CONDITION 102, and
1CONDITION 158.

IL. See response to federal deficiency W104

federal
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. of 7:00 AM to 3:00, three staff between 11:00 PM
to 7:00 AM, and three staff on duty from 11:00
PM to 7:00 AM. Further interview with the RD
revealed that during the overnight shift, one staff
should remain on the first floor of the GHMRP

- with Resident #1, and the other two staff should
remain on the second level with the other four
residents.

According to the QMRP, an interview and/or

staff (11:00 PM, 3/29/08 - 7:00 AM, 3/30/09) who
worked with Resident #2. Interview with QMRP
on April 14, 2009 revealed she interviewed other
staff on the overnight shift. The review of
statements provided to the surveyor failed to
.avidence that any staff on the aforementioned
shift had provided a written statement for the

i investigation. .

- §11's statement completed for the investigation
reveated he left the RD a telephone message
notifying him that Resident #2's one on one
support staff for the 3.00 PM to 1100 PM shift
had not arrived to relieve him. $11 further noted
that he had worked from 7:00 AM until 11:00 PM

- on March 28, 2008 and returned to duty on March
29, 2009 at 7:00 AM. S$11's investigative

| statement revealed that another support staff

. (S21) told him to leave the GHMRP, becsuse he

had work 16 hours on Saturday. S11

documented in his statement that $24 arrived as
he was leaving duty at 3:30 PM, however stated

: shift to Resident #3. According to S11, as he left

the GHMRP he observed S21 monitoring

Residents #1 and #2 as they sat in the living

. room. There was no evidence the GHMRP
ensured one on one staffing for Resident #2's
monitoring in accordance with his IPP, and to

statement had not been provided by the overnight |

' he was to provide one on one support during the ;
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ensure his health and safely. At the time of the
survey, there was no evidence that adequate siaff
were on duty o manage the safety and health
needs of the residents, including Resident #2,
between the hours of 3:30 PM on March 29, 2009
and 7:00 AM on March 30, 2009,

B. During the entrance conference on April 14,
2009 at approximately 9:35 AM, the investigation :
of the Resident #2's injury of unknown origin and
the corresponding statements of staff on duty
over the weekend of March 28, and March 29,
2008 were requested for review, Interview with
the QMRP revealed that no interview or written

- statement had not been provided by the overnight
~ staff (11:00 PM, March 29, 2009 through 7:00

- AM, March 30, 2009) who worked with Resident
#2.

The QMRP and the RD also revealed that no
written schedule was available for the weekend of
March 28 - 29, 2009. Interview with the RD 1
however, revealed that there were four staffon |
duty during the day shift. Although interview with

: the QMRP and the RD revealed that four staff

- should have been on the overnight shift (11:00

- PM to 7:00 AM shift), documentation provided by

! the RD revealed that only three staff worked the
shift on the overnight shift. -

- C. interview with the RD on April 14, 2009 at
approximately 8:45 AM revealed that Residents
#2 and #3 required 1:1 Supervision 24 hours a
day. Further interview with the QMVIRP revealed
that Resident #1, #4, and #5 required 1:1
supervisicn for 16 hours a day (from 7:00 AM
until 11:00 PM). Continued interview with the RD
revealed that Resident #2 required one to one
supervision to ensure his safety and due to

i physical aggression (biting), SIB (biting self),

{1180
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Pica, provoking peers, and inappropriately
- entering others personal space.

Review of Resident #3's Individual Support Plan
(ISP) dafed June 30, 2008 on April 15, 2009 at
2:27 PM revealed the following interventions:

*1:1 staffing ratio 24 hours per day; seven days a

week. All injuries should be reporied to nursing

and documented.” At the time of the survey,

there was no evidence the GHMRP had deployed
- staff in a manner to ensure the safety of Resident
; #2,

' lil. The GHMRP fziled to ensure that the

: Residential Director and the QMRP provided

, monitoring and supervision of direct care staff to
; ensure that the residents' needs were addressed.

'l A. Interview with the QMRP and the Residential
| Director during the entrance conference on Aprii |
1 17, 2009 revealed the QMRP had been employed .
i by the agency for approximately four months and
" the RD had been employed for approximately one
month. Interview with the RD and QMRP during
this time revealed that the RD was responsible
for developing the work scheduie for the direct
support support staff. Further inquiry during the
interview revealed no written staff schedule was
available for the March 30, 2008. The RD
provided the surveyor with a copy of the written
schedule for week of 4/13/09 on 4/15/09,
however stated that recent schedules for
. previous three weeks were nof available.

i Record review on April 17, 2009 at 2:38 PM
: evidence the QMRP responsibilities inciuded the
. following: :

1. Ensure adequate staffing in the GHMRP based |

1II. See responses to I and [ abov

——
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- on the developed staffing pattern
2. Make certain no substitute is located for a late
night shift that members from the 3-11 shift take
turns filling in.
3. Inform substitutes of caseload, activity
schedule of consumers and special consumer
needs/concems.

: B. Interview with the RD on April 14, 2009, at
8:50 AM revealed he came by the group home on

March 29, 2009, to get the time for the week. The

residents were observed sleeping and he did nct

. disturb them. The RD stated that on the next day,’
he was informed by the QMRP that Resident #2
had sustained an injury to his eye, possibly on
Sunday, which was being investigated. The RD
revegled that the the injury accurred during his
first week of employment at the group home. At
the time of the survey there was no evidence that
sufficient supervisory staff was provided for the
group home to manage the needs of the
residents.

integration and monitoring af the active treatment 102, 122 and 158.

' IV.The GHMRP failed to failed to provide Wing presponses to fedaral doficigncics
| administrative support to ensure coordination, : » and W159, and federal CONDITIONS

. pragrams of five of five residents residing in the
- GHMRP. (Residents #1, #2, #3, #4, and #5)

: A. The QMRP failed to ensure that the day !
: program was included in the interdisciplinary i
! teamn review and the development of Resident

i #2's individual support plan.

Interview with the QMRP on April 14, 2009 at :
10:20 AM revealed that she was employed by the
agency in January 2009. Additional interview with
the QMRP revealed that Resident #2 was :
admitted to the group home from a youth

GHMRP (ICF) on May 28, 2008. According to the

 Fafog
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! QMRP, an interdisciplinary team meeting was

i held on June 27, 2008 to update the resident's

" Individual Support Plan (ISP) and the ISP was
implemented on June 30, 2008.

On April 15, 2009 at 11:50 AM, the day program
case manager stated that the day program was
not informed of the June 27, 2008 ISP meeting
“which was held at the group home. Further
interview with the day program case manager
revealed that the Individual Plan of Care (IPC)
implemented at the day program until its
expiration on March 31, 2008, was the one
developed by the resident's previous group
home. The day program case manager revealed
that when he telephoned the group home to
inquire about the 2009 ISP meeting date, he was
. informed of the ISP which became effective on
“June 30, 2008. According to the case manager,
i at that time, he was provided a copy of the

i current ISP (dated June 30, 2008} and a copy of
| the current BSP dated October 8, 2008.

| The review of Resident #2's June 30, 2008 ISP

- revealed no evidence that the day program had
participated in the meeting and development of
the ISP.

B. The QMRP failed to coordinate services to
ensure that Resident #2 received monitoring for
the same targeted behavior at his group home

; and his day program.

! Interview with group home and day program staff
| on April 15, 2009 revealed that Resident #2

i exhibited behavior of biting self and attempted

| biting of others (physical aggression). Interview

i with the case manager revealed that the

I resident's BSP and ISP from his previous group

| home had been implemented until March 31,

!
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| 2009. Further interview with the case manager

revealed that the resident's new BSP (dated

- October 10, 2008) was not received from the
group home until April 2009, Interview with the
QMRP on April 15, 2009 ravealed she was not
aware that the Day Program did not have the
current BSP and confirmed that it was sent in
April 2009.

| The review of both the old and new BSPs
revealed that Resident #2 was supervised at his
: day program by a 1.1 staff from his group home.
The review of the old BSP implemented at the
day program prior to April 1, 2009 however,
revealed that it identified physical aggression,
bolting, biting self (seif-injurious behavior),
screaming and agitation as a targeted behaviors.
- There was no evidence the QMRP had
maintained close coordination with Resident #2's
day to ensure his behavioral needs received
consistent interventions in all settings.

C. The QMRP failed to ensure that Resident #1's
- feeding protocol was implement by the Direct
i Care Aides as avidence befow:

* During breakfast observation on April 14, 2009, at

" 7:25 AM, Resident #1 was spoonfed a pureed
meal consisting of sausages, boiled eggs and
cream of wheat. After he completed his meal, he
was given apple juice with 100% assistance.

. Review of the feeding protocol dated February
13, 2008, on April 14, 2009, at approximately
12:00 PM, revealed the following:

¢ 1. Resident #1 should be paralle! with the table
(when not using a lap tray) so that he can easily
access his plate and utensils.

180
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2. Resident #1's plate, drinking container and
utensils should always remain in the same place. |

3. Staff should take Resident #1's hand to his
mouth to shape the sign "eat” to announce that
the meal activity is starting.

4. After the tactile sign eat, staff should provide
light physical assistance to help him with
scooping and directing the spoon to his mouth.
Staff should immediately release their grasp so
that Resident #1 can maintain contrel of the

' spoon.

5. After [the resident] "rakes” the food (usually

with his teeth) from the spoon, he will returnitto !
the plate. Staff can provide a light touch to the |
back of the right hand te indicate "good work."

6. After two or three presentations of solids, [the
resident] should be instructed t0 have a drink. His
hand should be guided to the container so that he
can independently hold his drink by guiding it to
his mouth and returning it to the table. He may

' need light physical assistance.

| There was no evidence that the QVRP ensured
| that the feeding protocol was implemented for
Resident #1.

| D. The QMRP failed to ensure Resident 1's
| vibrating piflow was functional.

On April 14, 2009, at 6:15 PM, Resident #1 was
observed holding a pillow. At approximately 6:20
PM, the Direct Care Ald placed the pillow on his
shoulder. ’

! Interview with the Direct Care aid at 6:24 PM
‘ revealed that the pillow vibrates and was used to
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provide tactile stimulation for the resident.
Further interview revealed that batteries should

| be provided to activate the vibrator. The resident
" was therefore only able to squeeze the piliow,

- without feeling the vibration. -

Interview with the Qualified Mental Retardation |
Professional (QMRP) confirmed that Resident #1
is "blind and deaf", therefore the resident benefits

~ from tactile sensory stimulators. There was no
evidence the QMRP coordinated services to
ensure batteries were available to maximize the
resident's benefit from the sensory stimulator.

! E. The QMRP failed to ensure coordination df
services for Implementation of Rasident #1's
individual progrem plan. See [W3521.3]

F. The QMRP failed to coordinate services to
ensure adequate staffing in accordance with the
Individual Program Plan (IPP)developed staffing
pattern. (five staff on the 3:00 PM to 11:00 PM
Shift). i

; During interview with the RD and QMRP on April
14, 2009 at 8:36 AM and 9:20 AM respectively, it
was acknowledged that there was no written
schedule for the week of March 29, 2008. The

: review of the written schedule, beginning April 13,
2009 reveaied that five direct support staff should
be on duty during the 7.00 AM - 3:00 PM and
3:00 PM to 11:00 PM Shifts. The schedule
revealed that four direct support staff should be

: on duty from 11:00 PM to 7:00 AM.

H
H
|

IV. The GHMRP exercised general policy and ) - Yo
 operating direction over the GHMRP, exceptin | 7} See zﬁmmb&d&avl ConchitHons
- the following areas. — 102, (22, and 169, Ifﬁz/,r
: |
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! The findings include:

i 1. The governing body failed to provide :
administrative oversight to ensure the effective
implementation of the GHMRP's incident
management policy as evidenced below:

Review of the GHMRP's Incident Management '
policy was caonducted on April 14, 2009, at ;
approximately 2:15 AM. The policy revealed that " i
any serious incident which has harmed or may
potentially harm an individual's heaith, safety, or
well-being shall be immediately identified,

. reported, reviewed, investigated and corrected. It
s the responsibility of any staff member who
witnesses, discovers or is informed of an incident
to compiete an incident report”.

Interview with the QMRP on April 14, 2009 at

9:20 AM revealed that interview had been

conducted with several of the staff who were on

- duty the day before Resident #2's injury was
discovered, to ascertain a possible origin of the
resident’s injury. During interview with the QMRP |
on April 17, 2009 at approximately 2:30 PM, the
surveyor was informed that Resident #2's 1 2
staff on the shift prior to the discovery of the
injury, had not provided a written statement or
been interviewed during the investigation,

i Further interview with the QMRP revealed that

| this same staff worked with the resident after the ,

| March 30, 2009 injury was reported.

; At the time of the survey, there was no evidence
- the GHMRP had implemented it's policy which

* stated "any serious incident which has harmed or
 may potentially harm an individual's health,

; safety, or well-being shall be immediately

: identified, reported, reviewed, investigated and

i camrected.
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1206; 3509.6 PERSONNEL POLICIES
| Each employee, prior to employment and
annually thereafter, shall provide a physician's
certification that a health inventory has been

. performed and that the employee ' s health status
would allow him or her to perform the required
duties.

! This Statute is not met as evidenced by:

! Based on interview and record review, the

. GHMRP failed to ensure that annual health
certificates/ inventories was obtained for eleven
{11) of twenty-seven (27) staff working in the
facility.

' The findings include:

Interview with the Qualified Mental Retardation

Professional (QMRP) during the entrance

conference on April 14, 2009 at approximately

9:35 AM, revealed that several direct care staff

had been recently hired to work at the group

home. At this time, the QMRP was requested to

: obtain the the health certificates of all for staff

| working in the facility, and who had worked in the
facility during the weekend of March 29, 2009

| through March 30, 2009.

: Review of the provided records on April 17, 2009
| at approximately 3:45 PM, revealed there was no
i health certificate available for S5, 87, §10, $13,
515, 816, 817, 518, 521, S24, and 526,

|
1227; 3510.5(d) STAFF TRAINING

| Each training program shall include, but not be

| 208

f227

The Director of Human Resourcelwill ensure
i

that new staff do not begin work

until they have submitted
certiﬁga.te.

—_— — e —_—

the facility

an acceptable heailth

7e2/o
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! limited to, the following:

(d) Emergency procedures including first aid,
cardiopulmonary resuscitation (OPR), the
Heimlich maneuver, disaster plans and fire

| evacuation plans,

- This Statute is not met as evidenced by:
Based on staff interview and record review, the
facility failed to ensure staff were trained to
implement emergency measures for five of five
residents residing in the facility. (Residents #1,
#2, #3, #4, and #5)

The findings include:

¢ During the entrance canference on April 14, 2009
© at 9:30 AM, the Qualified Mental Retardation

" Professional (QMRP) was requested to obtain the
- training records for staff working in the facility,

¢ and who had worked in the facility during the

t weekend of March 29, 2009 through March 30,

: 2009. :

" a. The facility failed to provide evidence of
certification in Cardiopulmonary Resuscitation
i (CPR) for thirteen (13) of twenty-seven (27} staff

' as evidenced below: )

Cn April 17, 2008, review of staff records at
approximately 4:15 PM, revealed no

documentation of current CPR certification was |
provided for 84, S7, 89, 510, 811, 512,515, |
516, S18, 821, S22, 524, and S26. .

b. The facility failed to provide evidence of current
First Aid certification for eight (8) of 27 staff as
" evidenced below:

| 227

WASHINGTON, DC 20001
{%4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN QF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1227  Centinued From page 18

The Director of Human Resources|will ensure
that all staff have evidence of trairling and
current certification (where appropriate) in
first aid, CPR, and the Heimlich
The Director of Human Resources;will ensure
that all staff are trained in disaster plans, and
fire evacuation.
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On April 17, 2009, review of staff racords at
approximately 4:15 PM, revealed no
documentation of current First Aid certification
was provided for 87, §10, S12, §13, S16, 518,
8§24, and S26.
: i
1271 . AD REC | 1271 . - .
3513.1(b) ADMINISTRATIVE ORDS .! The Director of Operations will cpordinate
Each GHMRP shall maintain for each authorized with ?:h?;iit:r::ﬂ?ﬁnp?::-ma do
i tai i H i SNsSur
agency ' s inspection, at any time, the foliowing complete confidential personnel rpcords on &

administrative records:

(b) Personnel records for all staff including job
descriptions either at the GHMRP or in a central
office and made available upon request;

‘This Statute is not met as evidenced by:

~ Based on interview and record review, the
GHMRP failed to ensure personnel records were
provided for review for six (8) of twenty-seven
(27) staff who worked in the GHMRP.

The finding includes:

During the entrance conference on April 14, 2008
at 9:30 AM, the (Qualified Mental Retardation
Professional QMRP) was requested to obiain the
perscnnel files for staff working in the facility, and
who had worked in the facility during the weekend
of March 29, 2009 through March 30, 2009.

Review of the the personal records on April 17,
2009 at approximately 3:45 PM, revealed there
were none available for review for §7, $10, $16,
$18, §24, and 526. There was no evidence that
the administrative office ensured requested
personnel records were available for review
during the survey.

timely basis for review during a s

rvey. 5%7-/9?
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1401 Continued From page 21

| 401 3520.3 PROFESSION SERVICES: GENERAL
| PROVISIONS

Professional services shall include both diagnesis
and evaluation, including identification of

| developmental levels and needs, treatment

I services, and services designed to prevent

[ 401
| 401

deterioration or further loss of function by the
resident. '

. This Statute is not met as evidenced by:

i Based on interview and record review, the

i GHMRP failed to ensure medical and nursing

| services were provided in accordance with the

| needs of Resident #2 after his eye injury of
unknown origin.

i The findings include:

" 1. The GHMRP failed to ensure a prompt medical
evaluation was provided for Resident #2 after his
right eye injury of unknown origin.

Interview with the the Qualifled Mental
. Retardation Professional (QMRP) on April 14,
| 2009 at 9:20 AM revealed that Resident #2's
' direct support staff discovered him to have an
. eye injury of unknown origin upon his arrival on
| duty on March 30, 2009. According to the
' unusual incident report dated March 30, 2009, at
| 7:10 AM, Resident #2's 1:1 direct care staff (7.C0
 AM - 3:0¢ PM) discovered him to have

1. See response to federal deficiend
W323, and W331,

sies W322,

e

" "plackness of his right eye". Interview with the
: designated Licensed Practical Nurse (LPNjon |
: April 14, 2008 revealed that the blackness [
" undemeath Resident #2's right eye was resolving |

after about 5 days. i

The review of the incident report revealed on
March 30, 2009 at 8:10 AM, the morning

Health Regulation Administration
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|401" Continued From page 22

medication nurse documented that he assessed
and treated the, "Observed blackness coloration

| underneath the right eye and redness on right

' corner of the eye and applied Neosporin ointment
applied on the blackness coloration." The review
of nursing progress notes revealed that the

pain.

The review of a Medical consultation form dated

- March 31, 2009, revealed "Patient refused
treatment. Patient with right eye redness without
discharge. Black and blue under eye x 2
days....FU with ophthalmology if no improvement.
Tobradex Opth Sclution was prescribed......"

[Note: On April 17, 2000 at approximately 1:00
. PM, pictures of Resident #2 taken by the
- Residential Director (RD)on March 30, 2009,
. were observed. There was a red spot on the
right sclera (eyeball), a dark area ("blackness”)
underneath the the right eye, and facial swelling
on right side of the resident's nose.]

At the time of the survey, there was no evidence
that Resident #2 had received a prompt medical
evaluation, after possible trauma to his right
ayefface, to determine the extent of his injury.

. received nursing services for an eye injury in
accordance with his needs.

a. Interview with direct care staff on April 14,
2009 at 2:47 PM revealed that on March 30,

' 2009, Resident #2 was observed o have a right
touch his cneek,

b. Interview with the designated nurse on April

: 2. The GHMRP failed to ensure that Resident #2 |

1401

medication nurse also administered |buprofen for

‘

i
.

black eye and that he would not aliow the staff to -

2. See response to federal deficie

ngy W331,

5T22/07
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" 14, 2009 at approximately 11:00 AM revealed
that Resident #2 was evaluated by the medication
nurse upocn his arrival at the group home on
March 30, 2009 at 8:10 AM. Further interview
with the designated nurse and the record review
revezled no evidence that the resident was
referred for medical evaluation of his injury until
March 31, 2009,

| . Interview with the morning medication nurse
on April 15, 2009 at approximately 8:30 AM
revealed that he cbserved Resident #2 to have a
" blackish area underneath his eye and a reddish
area on the white of his right eye. Further
+interview with the medication nurse revealed that
the resident did not appear to be in acute distress
and allowed him to apply Neosporin to the area.
The nurse revealed that Resident #2 was
; non-verbal and thai he administered Ibuprofen for
" pain that may oceur as a result of the resident’'s
injury. According to the nurse, he then wrote a
progress note, after assessing and treating the:
resident

The review of the nursing progress note dated

: March 30, 3009 revealed at 8:10 AM, the morning

medication nurse "Observed redness on right

- side of the right eye. Black discoloration
underneath the right eye. Neosporin Gintment
applied on black coloration of right eye, Ibuprofen

- 400 mg administered for pain. Will assess until

" healed.” Further record review revealed no other

i documentation of eye care by the morning

: medication nurse cr the designated nurse.

d. On the afternoon of April 15, 2009 at
approximately 1:30 PM, the designated nurse

notes dated April 1, 3. and §, 2009, which were
- written by the evening medication nurse,

presented the surveyors with additional progress |
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~According to the April 5, 2009, progress note, the

| red spot on the resident's right eye was clearing

! well, and no discharge or drainage was noted. At
the time of the survey, however the record failed

o document when the dark area and redness on

: the sclera of the resident's was complet
resolved. '

3. The GHMRP failed to ensure Resident #2
received a nutritional assessment to determine
the adequacy of his diet and feeding skills.

On April 15, 2008 at §:30 PM, Resident #2 was

observed to appear drowsy as he ate his dinner.
: The QMRP revealed that it was unusual for the
i resident to be sleepy at the table. Further
interview with the AMRP regarding the resident's
i nutritional status revealed he had not received a
. nutritional assessment since his admission to the
1 group home on May 28, 2008, Staff revealed that
i the resident was on a regular diet, with chopped
food.

The review of the list of prescribed diets in the
I kitchen revealed that it was dated April 19, 2008
. and that it did not include Resident #2's name or
diet order.

The review of the Annual Medical Assessment
dated May 29. 2008 revealed "Awaiting consult to
determine ideal body weight Will fallow :
prescribed diet per the PCP pending nutritional
consuit. Further review Resident #2's records
revealed he had no nutritional assessment since
he was admitted to the GHMRP on May 28, 2008.

The review of the resident's individual support
" plan {ISP) dated June 30, 2008 revealed
~“Nutritional assessment by dietitian annually with

- quarterly reviews of dietary needs and

; 3. See response 1o federa) deficiency W217.

;fﬁ’—/"?
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compliance”. Atthe time of the survey, there was
no evidence the resident had received any
nutriional assessment.

3521.3 HABILITATION AND TRAINING [

Each GHMRP shall provide habilitation, training
and assistance to residents in accordance with
the resident ' s [ndividual Habilitation Plan.

This Statute is not met as evidenced hy:

Based on observation, interview, and record
review, the GHMRP failed to ensure continuous
active was implemented in accordance with the
interdiscipiinary team recommendations for two of
the three residents in the sample. (Residents #1
and #3)

The finding includes:

1. The GHMRP failed to ensure that Resident #3
was provided staff support in accordance with his :
individual support plan and his behavior support !
plan. '

On April 15, 2009, at approximately 8:30 AM,
Resident #3 was observed walking in his
coemmunity with his 1:1 staff.

Review of the behavior support plan dated
September 2008, on April 15, 2008, at 3:30 PM
revealed that Resident #3 requires 2:1 staff
supervision when out in the community to prevent
. him from approaching children. Review of the i
. social work assessment dated October 2, 2008, !
. on April 15, 2009, at 3:40 PM, confirmed that
i Resident #3 requires 2:1 staff supervision when

! out in the community .

i Interview with the Qualified Mental Retardation

401

422

and W249 #2.

1. See responses to federal deficie)

hcey W1B6
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2. The GHMRP failed to ensure that Resident #1

 Interview with the Direct Care aid at 6:24 PM

" (AMRP) revealed that Resident #1 is blind and

: stimulators. Interview with Resident #1's 1:1 staff
: on April 15, 2009, at 4:30 PM revealed that the

' staff teaches activities of daily living skills, choice !
- and decision making skills. Further interview

| Review of the IPP dated January 14, 2009, at

Professional (QMRP) on April 15, 2008 at
approximately 7:00 PM indicated that Resident #3

' only has a 2:1 on the weekends. :

| At the time of survey, there was no evidence that

Resident #3 was consistently provided with a 2:1
staff while in the community.

individual program plan (IPP) objectives were
implemented.

On April 14, 2009, at 6:15 PM, Resident #1 was
observed holding a pillow. At approximately 6:20
PM, the Direct Care Aid placed the pillow on his
shouider. :

revealed that the pillow was to vibrate however,
was not equipped with the batteries, The resident
was therefore only able to squeeze the pitlow,
without feeling the vibration. Interview with the
Qualified Mental Retardation Professional

deaf, therefore he benefits from tactile sensory
revealed tactile stimulation is also provided with
assistance.

approximately 5:30 PM, revealed the following
goals:

a. Will tolerate lotion applied to his arms fora |

minimum of § minutes, three times a week for
three consecutive months.

#4 and W249 43,

Xa)ID SUMMARY STATEMENT OF DEFICIENGIES "D PROVIDER'S PLAN OF CORREETION 05}
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- (lotion, deodorant, etc) after showering, 75% of
| the time, three times a week for six consecutive
! months.

|

. Will tolerate textured mitts for a minimurm of 10
minutes, twice a week for three consecutive
months.

d. Will choose ands participate in at least two
activities daily for 12 consecutive menths,

Further interview with Resident #1's 1:1 staff on
April 15, 2008, at 4:30 PM and subsequent
interview with the QMRP, followed by record

: review, revealed no evidence that the above IPP

: objectives had been implemented since January

' 2009,

|

1 500 3523.1 RESIDENT'S RIGHTS

' Each GHMRP residence director shall ensure
. that the rights of residents are observed and
! protected in accordance with D.C. Law 2-137, this

; laws,

' This Statute is not met as evidenced by:

. Based on observations, interviews and record .

: review, the GHMRP failed to observe and protect
residents’ rights in accordance with Title 7,
Chapter 13 of the D.C. Code (formerly cailed
D.C. Law 2-137, D.C. Code, Title 6, Chapter 19)

; that governs the care and rights of persons with

. mental retardation.

- The finding includes:

The GHMRP failed to ensure policies and

b. Will identify {by touching) personal care items

| chapter, and other applicable District and federal :

| 422

{ 500
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- prescribed in Resident #2's Individual Support
Plan {1SP} and Behavior support Pian (BSP) to
ensure his safety and weli being.

The review of an unusual incident on April 14,
| 2009 at 9:20 AM revealed the following
* information regarding an injury sustained by
: Resident #2 as evidenced below;

i

| On March 30, 2009 at approximately 7:10 AM,
Resident #2's one on one staff (7.00 AM fo 3:00

i PM) discovered a blackness (discoloration)

; underneath the resident's right eye as soon he

» arrived at the GHMRP. The incident reported
revealed that the staff immediately telephoned
the designated Licensed practical nurse at 7.12
AM. then telephoned the Qualified Mental
Retardation Professional (QMRP) at 7:15 AM. to

i inform them of Resident #2's injury.

!

. Interview with the Qualified Mental Retardation

i Professional (QMRP) an April 14, 2009 at 9:20
AM, revealed Resident #2 was prescribed to have

' one on one staff supervision, 24 hours a day.

' The review of Resident #2's ISP dated June 28,

- 2008 and a BSP support plan dated October 8,
2008, on April 14, 2009 at 12:05 PM, revealed the
resident should be provided one on cne
supervision, 24 hours a day, seven days a week
to ensure his safety and to address his target
behaviors of aggression, self-injurious

122, and 158.
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! procedures were implemented to protect the
" health and safety of Resident #2.
A . The GHMRP failed to implement timely i
I measures 1o address Resident #2's injury of |
! unknown origin.
‘ 1. The GHMRP failed to provide supervision as 1. See response to federal CONDITIONS 102, -
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| behavior/biting, pica and Bolting behaviors. At

; the time of the survey, there was no evidence the
resident had been provided the recommended

| level of supervision, as evidenced the his injury of

. unkngwn origin. :

| [See aiso 3508.1]

2. The GHMRP failed to ensure a thorough
investigation of Resident #2's injury of unknown
origin.

Interview with the QMRP on April 14, 2009
. revealed that Resident #2 had a behavior support
. ptan which required that he be provided one on
one staff supervision 24 hours a day, 7 days a
week. Further interview with the QMRP revealed
that the resident was provided one on one
supervision during the shifts, beginning March 29,
2009 at 7:00 AM through the overnight shift
(11:00 PM to 7:00 AM). The QMRP revealed that
: none of the staff had observed or reported an
injury sustained by Resident #2. Through
additional interview with the QMRP, it was
‘determined that the 11:00 PM to 7:00 AM staff
was the [ast one on one staff assigned to the
resident, prior to the shift on which his injury was
; discovered. The QMRP revealed however, that
: this staff had not provided shift notes or provided |
behavioral documentation for Resident #2 during
his shift. The QMRP also canfirmed that the one
on one staff had not been interviewed or provided
awritten statement concerning Resident #2 and
the injury of unknown origin,

On April 17, 2009, further interview with the
QMRP revealed pictures had been taken of the
injury. The surveyors observed several

. telephone camera photographs which the RD

' revealed he had taken on March 30, 2008 of

1500 ’

2. See response to #1 above.
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{ Resident #2's eye injury. The surveyors |

' observed the photos and noted the resident to
have a black discoloration underneath the right
eye, a reddish colored spot on the sclera of the

{ resident right eye, and swelling on the right side
of his nose. Interview with the RD revealed that
the IMC did not have the photographs.

According to the GHMRP's preliminary
investigative report, the etiology was reported as
unknown, though it may be due to one of the
resident behaviors. Staff was encouraged to

i maintain one on one supervision/monitoring via
being in arm's reach of [the Resident] at all

. times. Although the investigation was being |

| continued, at the time of the survey, the origin of j

| the resident's injury remained unknown.

_ 3. The GHMRP failed to implement it's policy 3. See response to #1 above, - A
which prohibited staff potentially invoived in J7 A" ?

: abuse/neglect from having contact with residents
as evidenced below:

: interview with the Residential Director and the |

| QMRP on April 15, 2009 revealed that on March

29, 2009, Staff #1 was assigned to Resident #2 ‘

. on the overnight shift (11:00 PM to 7:00 AM). ' I

| Further interview with the QMRP revealed that he ‘ :
was the last staff assigned to provide one on one |
support to Resident #2 prior to the time his injury
was discovered by Staff #2 on March 30, 2009 at f
710 AM. -‘

- Further interview with the QMIRP and the review,
the investigation, and statements obtained for the ‘ ’
- investligation revealed no evidance that any
information had been obtained from Staff #1.
, Addition interview with the QMRP and the RD
{ revealed that Staff#1, a regular weekend staff,
: had continued to work with Resident #2. It should

Health Regulation Adminstabon
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1500 ; Continued From page 31 1 500 I
. be noted that the GHMRP removed this |
| employee from resident contact on Apri! 17,
2008, ‘
4. The GHMRP failed to ensure that Resident #2 4.5 5
~ received prompt medical attention to address his ‘,{,3;; I:s(';s;;]m federal deficiencies w32z, .
| eye injury as evidenced below: R S B | 5—‘},,%/07

i Interview with the morning medicalion nurse on

| April 15, 2009 at revealed that he received a call

j from the designated nurse on March 30, 2009

i regarding Resident #2's eye injury. The review of

- the medication administration record revealed on

| March 30, 2009 at 8:10 AM, the morning
medication nurse documented, "Observed
blackness coloration underneath the right eye
and redness on right corner of the eye. Neosparin
omtment applied on the blackness coloration.

| Wil continue to assess until healed. Pain

? assessment /medication

- On April 17, 2009, further interview with the
QMRP revealed the surveyors observed several
telephone camera photographs which the RD
revealed he had taken on March 30, 2009 of
Resident #2's eye injury. The surveyors
observed the photos and noted the resident to
have a black discoloration underneath the right

| €ye, a reddish colored spot on the sclera of the

| resident right eye, and sweiling on the right side

’ of his nose.

Although the resident received first aid treatment

. from the medication nurse on March 30, 2009,

| there was no evidence the resident received

i medical observation for his eye injury untii March
31, 2009. A medical consult form dated March
31, 2009 revealed, "Patient refused treatment.
Patient with right eye redness without discharge.
Black and biue under eye right x 2 days....FU

- {
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with ophthalmology, if no improvement.
: Tobradex Opth Solution was prescribed. ...
! The review of nursing progress noted revealed
: that the discoloration was resolving after five
days. There was no evidence that the resident
' had been further medically assessed for his eye

‘ injury.

' B. The surveyor remained onsite until the
GHMRP addressed the serious and immediate
jeapardy. The GHMRP initiated a Corrective
Action Plan, effective April 17, 2009 as evidenced
below:

i 1. Staff Discipline

: The staff who was assigned to provide one on

+ one support and care for Resident #2 during the

| time when the eye injury occurred was

| immediately suspended, pending termination,
regarding failure to report an injury.

2. Staff Training

Retraining of staff on Resident#2 ' s BSP was
initiated by the QMRP for all staff who come on
duty. Training agenda and training sign-in sheet
will be maintained for all staff. Training will be
repeated for ail staff on duty on April 18, 2008.
The QMRP will schadule the behavior

. specialist/psychologist to provide refresher

. training on Resident #2's BSP for all staff,
including the RN Supervisor and Licensed
Practical Nurse Coordinator by April 22, 2009.

3. Documentation
On April 17, 2009 the QMRP will review protocols

and requirements with all staff that come on duty |

on proper completion of documentation for
. shift/staff progress notes and behavioral data
" collection. Starting April 18, 2009, the Residential
. Director (RD} will review the documentation daily

' 1500

izalth Regulation AdminiStaton
TATE FORM

4Fvz11

If continuation sheet 33 of 35




May 23 09 05:14p Marsha H. Thompson

(301)430-7219

p.35

PRINTED: D5/05/2009

FORM APPROVED
Health Regulation Administration
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLISR/CLLA X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION s IDENTIFICATION NUMBER: x2) COMPLETED
A BUILDING
B. WING
HFD03-0230 , 04/17/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6417 KANSAS AVE, NE
CARECO 01 WASHINGTON, DC 20001
{(X4) ID I SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIDER'S PLAN OF CORREZTION (x5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATCORY OR LSC IDENTIFYING INFORMATION) ROPRIATE DATE

i Tag CROSS-REFERENGED TO THE APF]
; DEFICIENGY)

500 Continued From page 33

for staff who fails to complete documentation per
protocol.

4. Incident Management
The Incident Management Coordinator (IMC) will
acquire a written statement from the staff person
who failed to report Resident #2's injury. The IMC
will amend her completed investigation to include
" the statement and any new recommendations
that emerge. The IMC will alsc ensure that the
QMRP and the Human Resources Director
immediately remove staff fram duty (contact with
! persons served) per Careco policy, in cases of

| suspected or confirmed abuse/neglect and failure

! to follow incident reporting policy. The IMC will

i ensure that such actions are documented in the

personnel record and the incident investigation

report.

5. Staff Scheduling for one on one Supports
By April 17, 2009, the QMRP and the Résidential °
Director will ensure that staffing ratios are
! impiemented per the ISP and BSP for Resident
| #2. The QMRP and the RD will bring in staff from
| the on-call roster and other Careco sources, if
i needed to ensure that staffing ratics are met with
| properly trained staff.

6. Overnight Monitoring

The QMRP and RD will train staff to check on the
. individual in question per the protoco! listed in his
i medical shift log, and to document their
: observations there. The QMRP and the ;
! Residential Director wilt ensure that there is

sufficient staff suppart in the home for persons

who require 24 hour one on one support, without -
- impacting the ability of other staff to check on and
f document their observations on the ather persons
{ living in the home on an hourly basis ovemight.

and provide retraining and/or disciplinary action l

[ 1500
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! On April 17, 2009, at approximataly 545 PM,
i systems were employed by the GHMRP to
alleviate the immediate concern.
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R 000\ INITIAL COMMENTS R 0O0O
- A licensure survey was conducted on April 14, ’
2008 through April 17, 2009. A random sample |
of three residents was selected from a residential
population of five males with mental retardation
and other disabilities. The survey findings were
based on observations in the group home and
day programs. In addition, the findings were
based on interviews with direct care, :
i administrative, nursing, and day program staff. A
i review of the fagility's records, including the !
t unusual incident reports was also conducted.
R 124 4701.4 BACKGROUND CHECK REQUIREMENT | R 124
| The facility shal! obtain a criminal background See responses to state deficiencies 11201 and [

- check from the Metropolitan Police Department,
from the U.S. Department of Justice, or from a
private agency.

This Statute is not met as evidenced by:

| GHMRP failed to provide verification that ali direct
care staff had obtained a criminal background
check from the Metropolitan Police Department,
from the U.S. Department of Justics, or from a
private agency.

; The finding includes:

During the entrance conference on April 14, 2009
at £:30 AM, the Qualified Mental Retardation
Professional {QMRP) was requested to obtain the
criminal background checks for all staff working
in the GHMRP, and who had worked in the

. GHMRP during the weekend of March 28, 2008

i through March 29, 2009. '

Review of the the personnel records on April 17,
1 2009 at approximately 3:45 PM, revealed the

Based on interview and review of the records, the ‘

271,
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R 124; Continued From page 1 R124

administrative office failed to provide the files of .

S§7, 810, $16, 518, S24, and S256. At the time of !

the survey, there was no evidence that the

| GHMRP provided verification that each of the

aforementioned staff had provided a criminal

background check prior to employment. |

4701.5 BACKGROUND CHECK REQUIREMENT | R125 ‘

R 125

The criminal background check shall disclose the
crimina! history of the prospective employee or !
contract worker for the previcus seven (7) years,
in all jurisdictions within which the prospective
employee or contract worker has worked or
resided within the seven (7) years prior to the

- check.

: This Statute is not met as evidenced by:

; Based on interview and record review, the

: GHMRP failed to ensure criminal background
checks disclosed the criminal history of any
praspective employee or contract worker for the
previous seven (7) years, in all jurisdictions within
which the prospective employee or contract :
worker had worked or resided within the seven |
{7) years prior to the check for fifteen (15 )of
wenty-seven {27) employees.

The findings include:

. a. On Aprit 14, 2009 at 9:40 AM, an entrance

" conference was conducted with the Qualified

* Mental Retardation Professional (QMRP) to

' request documents needed during the survey
process. During this time, evidence of ¢riminal

. background checks for staff who worked at the

. group home during the weekend of March 28,
2008 and March 29, 2009 was requested.

‘ ! Additionally, the criminal
. background checks were requested for all staff

See response to R 124,
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'

who work with the residents at the group home,
interview with the QMRP revealed that the
requested decuments would be provided.

' On April 17, 2009, beginning at 3:45 PM, the
raview of the provided personnel records
revealed that the GHMRP failed to provide
evidence that an employee criminal background
check was provided for each jurisdiction where
the employees had lived and/or had worked
during the last seven years for nine staff (S2, §3,
54, 812, 8§13, 814, 821, S22, and §23).

- b. The GHMRP failed to provide evidence that a
» criminal background check was canducted and

| disclosed the required information for an

| additional six staff (S7, S10, S16, $18, S24, and
i 526} for whom no personnel records were

- provided. [See also 4701.4]
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