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| A recentification survey was conducted from ' ! ! OF GOLMMBIRY
| November 3, 2010 to November 5, 2010 utiizing | : e DETRCT T
{ the fundamental survey process. A random : ; wENT OF Tmem F HEA‘;S-( RATION
| sampling of three residents was selected froma | | GOVEM pEPRART N ADMIN ND FLOOR
. current residential population of two males and | i ALTH REG'U'!-'TOL 51‘1‘3-&‘0@2 :
| four females with various levels of menta ' ; HE WOWTH gp:-r\ GTON, 0e.2 0
, retardation and disabilities. The findings of the ] | (5L pgGTY \- 7 ' ‘.
| Stirvey were based on observations at the group | f | |
' home and two day programs, interviews with | ' i '
| clients and staff, and the review of clinicat and =~ i 1 P
- dministrative records, including incident reports, | : ‘
W 149 483.420(d)(1) STAFF TREATMENT OF - W 149! 1y mcident Management Coordinato} (IMC)
i CLIENTS | will review and retrain the QMRP on asejv:uﬁ' Il
_ o . ; : Incident Management Policy. The IMEC |wi
+ The facility must deveiop and Implement written | ! provide refresher training to the QMRP and l
i policies and procedures that prahibit . '  staff at 90-day intervals for six months tb -
| Mistreatment, neglect or abuse of the client. ! | ensure compliance, l |
! .i |' VA
| This STANDARD is not met as evidenced by: | | |
_I Based on interview and record review, the facility | ! ‘
f failed to consistently implement policies and : i } i
 procedures that protect the clients' heaith, ! | ‘ !
| and welfare, for one of three clients in the ; : | |
| Sample. (Client #2) : | l
| The finding includes: : | f
) i ; ;
| On November 4, 2010, at 12:55 p.m., review of | ! |
| @n unusual incident report dated August 4, 2010 | 1 .
: {7:30 p.m.) revealed that an outside individual | : |
| alleged that she abserved a direct support staff | |
- verbally abusing Client #2 while on appointment. | i '
; . !
: | ; !
iOn November 4, 2010, at 1:17 p.m., review of the | i
, Corresponding investigative report revealed that | a :
| the staff against whom the allegation was made 3 |
| was placed on administrative on August 6, 2010. ! i |
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W 149? Continued From page 1 i

: A discussion with the qualified mental retardation I

” professional (QMRP) on November 5, 2010, at

' 4:40 p.m. revealed that on August 4, 2010, at :

| 7:30 p.m., she received a telephone call from !
Client #2's family. The famiy member reportedly

. had been informad by an outside individual that

 the Incident occurred on the afternoon of August

4, 2010. According to the QMRP., the slaff

returned to work on August 5, 2010 and was

placed on administrative ieave, beginning on

; August 6, 2010. Interview with the QMRP ,
reveaied that it was the agency policy lo place |
staff an administrative leave immediately upon

- learning of a possible involvement in any

i allegation of abuse. According to the QMRF, the

! failure to place the staff on administrative leave

| immediately upon leaming of the incident was an

| oversight.

i

, Although the outcome of the investigation
revealed that the allegation was unsubstantiated, |

the written agency policy required that staif :

involved in an aliegation of abuse should be i

. placed on administrative leave immediately, |

. pending the gutcome of the investigation. At the

| time of the survey, there was no evidence the

facility had implemented its policy.

W 159 | 483.430(a) QUALIFIED MENTAL

RETARDATION PROFESSIONAL

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

| This STANDARD is not met as evidenced by:
Based on interview, and record review, the facility ;
| failed to ensure that the Qualified Mental :

H i

W 149/ |

I
i
!
i

W 159
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W 159 | Continued From page 2 "1 Wass! \ '
| Retardation Professional (QMRP) coordinated - - ?
 services for four of six clients residing in the _ i L
: facility. (Clients #2, #3, #5, and #5) | 1
! The findings include: |
1. The faciity's QMRP failed to énsure each | ] ta W 242, yrypy [z;, -
| client's individual program plan (IPP) included | - Seeresponse to . ! o
{: training in activities of dental hygiene. [See W242]|
i ) .
- 2. The facility's QMRP failed to ensure clients i 2 . C e f
| were provided with opportunities for choice and + See response to W 247_' | fr}f%t
! sel-management. [See Wa47)) l , | :
| . ]
. 3. The facility's QMRP failed to ensure consistent | | 3. Se Pra ¥, Aa
| documentation of pragress on the Individual I‘ | 3+ Secresponse to W s2. f
i Program Pian (IPP) objective. [See W252) | | |
H i q 4 }
| 4. The facility's QMRP failed 1o ensure continucus ! fii 7 fy ot
I 249, ’
 active treatment in accordance with the | i +. See response to W 249, |
| interdisciplinary team (IDT) recommendations, ‘ |
[See W249) ) | |
W 242 I 483.440(c)B)iil)) INDIVIDUAL PROGRAM PLAN ;| W 242! ) |
i { I The QMRP will develop an jIPP to assist the |
| The individua! program plan must include, for + client to leam and implement dental hy%‘re '
j those clients who lack them, training In personat I skills. The QMRP will participate in grpnd !
I skills essential for privacy and independence | rounds on the pericdic schednle to ensute(that
. {including, but not fimited to, toilet training, 21 medical, clinical, and denta) I
: personal hygiene, dental hygiene, self-feeding, J  recommendations are incorporated into kagh I _
i bathing, dressing, grooming, and communication , client’s IPPs. Quality Assurance will mipd itor | = /H/ﬁ
l of basic needs), until it has been demonstrated for compliance each quarter, i
I‘ that the client is developmentally incapable of ; '
| acquiring them. _ : | !
! | . ‘.
| S |
| This STANDARD is not met as evidenced by: | ' .
: Based on observatian, staff interview and record l |
review, the facility failed to ensure each dlient's | | !
|~ individual program pian (IPP) inciuded training in | _ |
eo—— ] H
A CMS-2567(02-99) Pravious Versicns Obsolete Event ID: 00911 Facility 10, 006225 It continuation| sheet Page 3 of 10
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W 242 ' Continued From page 3 |
| activities of dental hygiene, for one of the threa |

! clients in the sample. (Client #2)
i

i. The finding includes:

i

- Observation of Client #2 an November 3, 2010, at

| 6:32 p.m. revealed she independently ate her |
dinner, as staff provided direct supervision and

. verbal prompts, Interview with staff orn November |

; 4, 2010 at 11:10 a.m. revealed that the client f

' required verbal prompts and physical assistance !
to meet his daily needs in toothbrushing, :

, 9rooming, dressing, and bathing.

| On November 4, 2010, at 3:18 p.m. the licensed

» practical nurse (LPN) indicated that the ciient had

! a recent dental visit and that the consultation

| report would be located.

r Review of Client #2's medical record on

. November 5, 2010, at 12:35 p.m. revealed a
| history of poor oral hygiene and heavy cakulus
| deposits. On March 23, 2010, the dentist noted,

" "heavy calculus deposits.”

Interview with qualified mental retardation
! professional (QMRP) on November 5, 2019, at
' 1:17 p.m. revealed that Client 2 did not have a
: training program to increase her independence in I
 toothbrushing. Subsequent record review at that X
. time confirmed that Client #2's IPP did not include i
i training in activities of dentat hygiene, to the ,'
i extent of her capability. )
W 247 483.440{(c)6)(vi} INDIVIDUAL PROGRAM PLAN l
| The individua! program plan must include !
| opportunities for client choice and
' self-rmanagement.

W 242
|

w 247! The QMRP will train the staff on provi
. Support for clients at meal times insteaq

Hing

i fully serving them to provide clients wi

management.

greater opportunities for independence
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W 247 ' Continued From page 4 ‘

| [
This STANDARD is not met as evidenced by: :
Based on observation and interview, the facility
| failed to ensure clients were provided with |
! opportunities for choice and self-management, forl
|

!

four of six dients residing in the facility. (Clients
- #2, #3, #5 and #6)

H
| The finding includes:

! The facility failed to ensure Clients, #2, #3, #4,

| and #6 were afforded opportunities for choice and
| for self-management during dinner, as evidenced ;
: below:

: On November 3, 2010, at 5:40 p.m., abservations
| of the dinner mea! revealed that direct care staff

1 {DCS} #2 was abserved to prepare a family style

- dinner, DCS #2 placed a bowl of BBQ turkey

| cutlets, a bow! of polata salad, and a bowl of

| green beans on the table. At6:07 p.m., DCS#2
; was observed to measure each client's portion on
; o their piates. Although the dining table was set
- for family style dining, Clients #2, #J, #4, and #5

. Were not observed to participate in the service of
i their food, :

]’ Interview with the DCS #2 and DCS #4 on the
|

I

same day at approximately 6:17 p.m., revealed

: that the aforementioned ciients were very capable ’
 of assisting direct care staff in serving their food |
| with minimal assistance. DCS #2 further
i revealed that Client #3 could serve herself
| independenty. :

W 240 ' 483.440(d){1) PROGRAM IMPLEMENTATION
I

4
. |
. As soon as the interdisciplinary team has |
i formulated a client’s individual program pian,
, each client must receive a continuous active _!

w 247"

W 249 implemented. The Residence Director

1

| ;
’ !
]

The QMRP will retrain the staff on da
collection when goals are altempted an

| monitor the data weekly to ensure staff ar
_recording it in accordance with train ingja
! IPP standards, Quality Assurance wiil td

E for compliance each quarter.

1
y
nitor .
| f ISR e

——
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W 249! Continued From page 5
| treatment program consisting of neaded
| iInterventions and services in sufficient numbear

| objectives identifiet m the indioh.L) program
[ plan,

|

| This STANDARD is not met as evidenced by:
' Based on observation, interview, and record

| review, the facility failed to ensure continuous

i with the interdisciplinary team (1DT)

i sample. (Client #2)

; The finding includes:

|

: On November 3, 2010, at 7:26 p.m., Client #2

! was observed sealed at the dining table with her

i 1:1 staff who was engaging her in a variety of

and frequency to support the achievement of the

i active treatment was implemented in accordance

! recommendations, for one of three clients in the

|
|

|
|
|
|
|
|
|
|

| activities. During this time, the client was asked to
' $ign donut, bacon and cereal with hand over handl

| assistance from the 1:1 staff, however, failed to

' cooperate with instructions. The staff then offersd

| the client a choice and stated, "Let's do
| Something alse then.”
{

|
] Record review on November 4, 2010, at 3:37 p.m. ’

revealed Client #2 had a goal {dated August

’ 2010) to improve her communication skills. The

objective required that "Given verbal cues, [Ciient]|

.

] on 75% of trials per month for 12 consecutive

: months (3 x a week). Although staff was

| observed to attempt to implement the objective
. on November 3, 2010, no data was available.

f Interview with the QMRF on November 5, 201 0,

| will sign 5 healthy food Hterns fram colared photos

|
}

2
|
|

i
|
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|

! This STANDARD is not met as evidenced by:
i Based on observation, interview, and record

: review, the facllity failed to ensure consistent

i documentation of ress on the Individual

: Program Plan (IPP) objective, for one of three
| clients in the sample. (Client ¥2)

. The finding includes: |

| !

I The tacilty failed to ensure that dats identifying i
the consequences of Client #2's behavior support

| Plan was measurable, as evidenced below: I

|

| Observation of Client #2 on November 3, 2010 at

! 3:30 p.m., revesled her walking around witha |

i staff who provided direct supervision and verbaily
prompted her to discontinue attemptex |

| maladaptive behavior. According to the staff, the |

: chient required 1:1 supervision due o her targeted |

{ behaviors, which included physical aggression !

* r————
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W 249 | Continued From page 6 ] w 249; ] '
' at 4:07 p.m. acknowledged that the IDT hag ; - : !
| recommended the aforementioned |PP ' . i {
| Communication objective for Client #2. According ° | !
| to the QMRP, the cbjective was being , :'
I implemented, however, the program data was not ' i
' available. At the time of the survey, the record | | :
| falled to provide evidence that the program b I : l
. Objective identified to improve the cllent's [ i ; '
| communication had been implemented, as l ; !
| recommended by the IDT, l |
W 252 483.440(e}(1) PROGRAM DOCUMENTATION , w 252[ The Q will retrain stsff on |
' | Data refative to accomplishment of the criteria | l collepting/recording Me and c,omp‘lete i
l‘ specified in client individual program plan ’ - data in accord’a;:; with the person’s BSP. See ‘ o
objectives must be documented in measurable | fosponseto W249. | 2 fr
S. ] | ! -
! !

|
|
|
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W 252 | Continued From page 7

|
| Continued interview with staff on November 4, |

2010, at 11:05 a.m. revealed if Client # 2's |
exhibited a targeted behavior, staff was required !
! to document the antecedent and consequence of
| tha behavior on the antecedent - bahavior - I

consequences (ABC} data collection form. t
According to staff, the frequency of the dlients l
. behaviors had decreased.

Record review on November 5, 2010 at1:15a.m., ‘

confimmed that Client #2 had a behavior support |

plan (BSP) dated August 10, 2010. The BSP

' addressed targeted behaviors of inappropriate

affect, disruptive behavior, screaming,

| @ggression, wetting, and resistive behavior,

] Further record review revealed that staff was

. fequired to document the consequences of alt
incidents of the targeted behaviors. The data

: collection form definad the consequences as

f "Anything and everything that followed the

: incident; what was said and done by staff in

| response to the situation, whether the behavior

. Was resolved, and if so, how long it toak.”

: On November 5, 2010 at 11:29 a.m., review of !
Client #2's ABC data collection form for
Septernber 21, 2010 to October 4, 2010, revealed I
she exhibited nine incidents of hitting staffand |
her peers. Staff noted the consequences of ‘
these behaviors as, " BSP applied ." Atthough the '

to document "Anything and everything that ‘
| followed the incident and what was said and done
( by staff in response to the Situation.., " :

]‘ On November 5, 2010 at 12:17 p.m., the qualified |
mental retardation professional (QMRP)
i acknowledged that staff had not documented how]

form noted what time the incidents ended, it failed l .

wasz)

i
i
H
i
!
i
{

]
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W 252 Continued From page 8 | oW 2521 |
| the BSP was applied, as required by the ABC :
| data collection instructions. I , t
f At the time of the survey, there was no evidence I "
j that the facility ensured Client #2's BSP data was | !
i accurately maintained for effective monitoring of ‘
i’ her progress in the objective.
W 378 . 483.460(1)(1) DRUG STORAGE AND W 378, The RN supervisor will reyiew medicht

I[ RECORDKEEPING

1 The facility must store drugs under proper
i conditions of temperature.

-| This STANDARD is not met as evidenced by

) Based on observation, the facility failed to store
| all drugs under proper conditions of tlemperature
i for one of the six clients residing in the facility.

! (Client #8)

[
| The finding includes:

During the evening medication administration
observation on November 4, 2010, at
approximately 5:14 p.m., the Licensed Practica!

i Nurse (LPN) was observed removing Client #6's
| bottie of Xalatan 0.005% eye drops from the

i medication cabinet Further observation of the
blue pharmacy Iabel attached to the container
revealed Xalatan 0.005% eye drops should be
refrigerated. During a face 1o face interview with
- the LPN on November 4, 2010, at approximately
| 5:15p.m., the LPN acknowledged Client #8's
i Xalatan 0.005% eye drops shouid be refrigerated

| Review of the November 2010 physician's orders

| (POS) on November 4, 2010, at approximately
! 7:35 p.m., revealed Client #8 was prescribed

i Xalatan 0.005% one (1) eye drop in each eye
every evening for glaucoma.

|
|
|
i

|
1
|

on

{ Storage protocols with the |I.PN Coordigator to :
ensure that medications are checked IT‘ |
storage requirements when they are delifered |

Ior picked up from g pharmacy. Qualigy |

'Assurance will monitor for three months

! ensurepg_m_gl_igrlce.

to

‘/-f-f u—f"/ s

|
|
|
|
|

]

I

M CMS-2567(02-98) Provious Versions Qbsclets

Event ID: O0591

|
|
|
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There was no evidence an effective system to 1 | |
! store all drugs under proper conditions of l : |
{ temperature was implemented. . |
. : |
| | |
| ]
| | ?
|
._, ! :
| | |
: .
.5 | |
| S
| ]
| | |
! ! '
| i | |
| | | _!
| |
| |
|
| | |
| | |
! | O
_ s | |
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: A licensure survey was conducted from |
, Navember 3, 2010 to November 5, 2010. A ‘
random sampling of three residents was selected _
from a current residential population of two males :
and four females with various levels of mental
retardation: and disabilities, ' '
| The findings of the survey were based on : ‘
observations at the group home and one day
| Programs, interviews with residants and staff, and i )
the review of clinical and administrative records, ; ;
including incident reports. ; | ‘
1180 3508.1 ADMINISTRATIVE POR 1180 :
M Sup T See response to federal deficiency W|1359.

Each GHMRP shall provide adequate 4 /yf/p
administrative support to efficiently meet the ' ‘

needs of the residents as required by their
Habilitation plans,

- This Statute is not met as evidenced by:

Based observation, interview, and record review,
the Group Home for Mentally Retarded Parsons
(GHMRP) failed to ensure the Qualified Mental

; Retardation Professional (QMRP) coordinated,
integrated, and monitored services, for four of the
six residents in the GHMRP. {Residents #2, #3,
#5, and #6)

; The findings include:

1. The GHMRP's QMRP failed to ensure each

! residents individual program plan (IPP) included
training in activities of dentai hygiane. [See

{ 10420.1)

’ 2. The GHMRP's QMRP failed to ensure
| residents were provided with opportunities for
- cholce and self-management. [See 10420.2]

h——‘—‘*i
jitt Requiation Administration

. (%) DATE
7;‘»5!.'4:_. f/ %’?ﬁ' I ] - -T—LE el -
ORATORY DIRECTOR'S OR PROVIDER/GUFFLIER REPRESENTATNESSISNATURE Lo oy . or s ot B .

TE FORM oo ooss1r ¥ dontinuation shest 1cf7




Nov 29 10 10:29a Marsha H, Thompson 3014307218 p.13

Prlu TED: 1116/2010
Fl RM APPROVED

Health Regulation Administration

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICUA T (X3} DATE SURVEY
AND PLAN OF CORRECTION T S ERICLL ﬁ::’;ﬂ';m CONSTRUCTION | COMPLETED

B WING

08G225 -11/05/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE :

1776 VERBENA STREET, NW ' ;
CARECO WASHINGTON, DC 20012 *

. }
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ! o PROVIDER'S PLAN OF coﬁnscr;}u ‘

; L @)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE| | compiETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; L TAG cnoss-ner-‘ensgcen TO|'T‘I;!)E APPRORRIATE DATE
EFICIENC
]

1180| Continued From page 1 1 180 f
!

3. The GHMRP's QMRP failed to ensure ‘ :
consistent documentation of progress on the ' i
Individual Program Plan (IPP) objective. [See ;
i0420.3]

4. The GHMRP's QMRP failed to ensure
continuous active treatment as recommended by
. the interdisciplinary team. [See 10420.4]

1420y 3521.1 HABILITATION AND TRAINING 1420

| Each GHMRP shall provide habiitation and

| training to its residenis to enable them to acquire

i and maintain those life skills needed to cope
mare effectively with the demands of their
environments and 1o achieve their optimum ievels

. of physical, menta! and social functioning.

|

| This Statute is not met as evidenced by:

I Based on ohservation and interview, the Group

: Home for Mentally Retarded Persons (GHMRP)
failed to provide habiiitation and training to its

residents to enable them to acquire and maintain :

those life skills needed to cope more effectively i

with the demands of their environments and to

| achieve their optimum levels of physical, mental

; @nd social functioning, for four of the six i

residents. (Residents #2, #3, #5, and #6) ' i

The findings include:

| 1, The GHMRP failed to ensure that Residents Ls N
#2, #3, #5, and #8) were afforded opportunities + See response 1o federal deficiency Wi247.

for choice and/or self-management during dinner,
| as evidenced below: . ./7/-‘?%@

On November 3, 2010, at 5:40 p.m., cbservations
| of the dinner meal revealed that direct care staff

; (DCS) #2 was observed to prepare a family style
fth Regulation Administalion .
TE FORM otow 005911 : If dontinuation sheet 2 of 7
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1420 Continued From page 2 1420

_dinner. DCS #2 placed a bowl of BBQ turkey !

cutlets, a bowl of potato saled, and a bowl of ) : ':
green beans on the table. At 6:07 p.m., DCS#2

| Was observed to measure each resident's portion
on to their plates, Aithough the dining table was
set for family style dining, Residents #2, #3, #4,
and #8 were not obssrved to participate in the
servica of their food.

i Interview with the DCS #2 and OCS #4 on the

| $ame day at approximately 8:17 p.m., revealed
| that the aforementioned residents were very

' capable of assisting direct care staff in serving
their food with minimal assistance. DCS #2
further revealed that Reskient #3 could serve

| herself independently.

2. The GHMRP failed to ensure each resident's !
individual program plan (IPP) included training In 2. See response to federal deficiency|W 342
activities of dental hygiene for Resident #2, as . )
evidenced below:

: Observation of Resident #2 on November 3,
2010, at 8:32 p.m. revealed she independently
ate her dinner, as staff provided direct ;
supervision and verbal prompts, Interview with ‘ |
. staff on November 4, 2010 at 11:10 a.m. revealed ‘

that the resident required verbal prompts and i
physical assistance to meet his daily needs in
- toothbrushing, grooming, dressing, and bathing. ’

On November 4, 2010, at 3:18 p-m. the ficensed
. practical nurse {LPN) indicated that the resident

i had a recent dental visit and that the consultation
report would be located,

Vi

Review of Resident #2's medical record on
November 5, 2010, at 12:36 p-m. revealed a
history of poor oral hygiene and heavy calcuius
deposits. On March 23, 2010, the dentist noled, I _ i

fth Regulation Administratiors '
\TE FORM b ©0S911 ¥ donfinugtion aheat 3cf 7
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"Let's do something else then.”

Continued From page 3
"heavy calculus deposits.”

Interview with qualified mental retardation
professional (QMRP) on November 5, 2010, at
1:17 p.m. revealed that Resident #2 did not have
a training program to increase her independence
in toothbrushing. Subsequent record review at

that time confirmed that Resident #2's IPP did not

include training in activities of dentzl hygiene, to
the extent of her capability.

: 3. The GHMRP failed to ensure continuous active

treatment was implemented in accordance with

the interdisciplinary team {IDT) recommendations

for Resident #2, as evidenced below:

On November 3, 2010, at 7.26 p.m., Resident #2
was observed seated at the dining table with her
1:1 staff who was engaging her in a variety of
activities, During this time, the resident was
asked to sign donut, bacon and cereal with hand

, over hand assistance from the 1:1 staff, however,

failed %o cooperate with instructions. The staff
then offered the resident a choice and stated,

Record review on November 4. 2010, at 3:37
p.m. revealed Resident #2 had a goal (dated
August 2010) teo improve her communication
skilis. The objective required that "Given verbal
cues, [Resident] will sign 5 healthy food items

; from colored photos on 75% of trials per month

for 12 consecutive months (3 x a week).
Although staff was observed to attempt to

I implement the objective on November 3, 2010,

No data was available.

Interview with the QMRP on November 5, 201 0,
at 4:07 p.m. acknowledged that the IDT had

| recommended the aforementioned IPP

1420

3. See response to federa! deficiency
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{ communication objective for Resident #2.
According fo the QMRP, the objective was being
implemented, however, the program data was not
available. At the time of the survey, the record
failed to provide evidence that the program
abjective identified to improve the resident's
communication had been implemented, as
recommended by the IDT.

: 4. The GHMRP failed to ensure that data
identifying the consequences of Resident #2's
bahavior support plan was measurable, as
evidenced below:

Observation of Resident #2 on November 3, 2010
at 3:30 p.m., revealed her walking around with a
staff who provided direct supervision and verbally
prompted her to discontinue attempted
maladaptive behavior. According to the staff, the
resiient required 1:1 supervision due to her
targeted behaviors, which included physical

! aggression

Continued interview with staff an November 4,

- 2010, at 11:05 am. revealed if Resident #2's
exhibited a targeted behavior, staff was raquired
to document the antecedent and consequence of

the behavior on the antecedent - behavior -

i consequences (ABC) data coflection form.
According to staff, the frequency of the resident's
behaviors had decreasad.

Record review on November 5, 2010 at 1:15

' a.m., confirmed that Resident #2 had a behavior
support plan (BSP) dated August 10, 2010, The
BSP addressed targeted behaviors of
inappropriate affect, disruptive bahavior,

- Screaming, aggression, welting, and resistive

+ behaviar. Further record review revealed that
staff was required to document the

4. See response to federal deficiency
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i took."

by staff in response to the situation... *

. data collection instructions.

was accurately maintained for effective

1483 352210 MEDICATIONS

on its label,

This Statute is not met as evidenced by:

| Based on observatian, the Group Home for
Mentally Retarded Persons(GHMRP), failed to

store all drugs under proper conditions of

| temperature as indicated on its label for one of

. Cconsequences of all incidents of the targeted
behaviors. The data collection form defined the
consaquences as "Anything and everything that
followed the incident; what was said and done by
¢ staff in responsae to the situation, whether the
behavior was resolved, and if so, how long it

On November 5, 2010 at 11:28 a.m., review of
Resident #2's ABC data callection form for
September 21, 2010 to October 4, 2010, revealed
she exhibited nine incidents of hitting staff and
her peers. Staff noted the consequences of
these behaviors as, " BSP applied " Although
the form noted what time the incidents ended, it
failed to document “"Anything and everything that
followed the incident and what was said and 'done

On Navember §, 2010 at 12:17 p.m., the QMRP
| acknowledged that staff had not documented how
. the BSP was applied, as required by the ABC

At the time of the survey, there was no evidence
that the GHMRP ensured Resident #2's BSP data

monitoring of her progress in the objective.

Each medication shall be stored under proper
conditions of light and lemperature as indicated

1420

See response to federal deficiency 3
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