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W 000 INITIAL COMMENTS [ wooo
On.March 10, 2011, an employee of the State Y B I
Surveying Agency (SSA) was in the facilfly to take : o -
photographs of various forms of adaptive ! ' / ‘ P
equipment used by the cfients. During his brief | Depariment of Heatth ,’
; visit, he nated a number of potential deficiencies | Health Regulation & Licensing Administration  * '
i relative to clients' wheelchairs, which he reported ; Intermediate Care Feciities Divigion
. upon return to the office later that aftemoon. ' . 899 North Capitol 8t NE.
' Due to the nature of his observations, the Heaith i Washington, D.C. 20002
Regulation and Lirensing Administration (HRLA) ; ;
initiated an on-site investigation on March 11, , f
2011, ‘ . | ;
The findings of this investigation were based on | ! |
, Observations of clients’ wheelchairs in the home | : - '
- and at two day programs, interviews with dicect | ) '
support slaff, nurses and administrative staffin @ ] , R
the home and at two day programs, and a review : - -
of clients’ physical therapy and other habilitation [
records, A review of incident reports from the | ! _
preceding 11 months was also conducted. i ) ‘ |
W 159, 483.430(a) QUALIFIED MENTAL W 159 w159 o
; RETARDATION PROFESSIONAL | :
+ Eaoh clisnts active treatment pragram must be L m:jmﬁ;%fﬁ e [N
: integrated, coordinated and monitored by a : S
" qualified mental retardation professionai i Morse Hall, PT facilitated an in-
‘ ) service training for staff on mobility
. . and transfers on 2/02/11. Trainfng
This STANDARD Is not met as evidenced by: : wnll be conducted on a semi-sanually
Based on observation, staff interview and necorg = and annually basis per PT
review, the facilty's quaiified intetiechual f recommendation. QDDP will ensure.
disabilities professional (QIDP) failed to ensure all | . thatthe training materials are filed in
staff received adequate tralning and clients were ' l "7 the home training book availabile for |
1 afforded the proper and necessary adaptive ' review. - ‘
 equipment for, three of the six cllents residing In 2. Cross réfer to Wa36 H ‘;wn |
the facility. (Clients #1, #2 and #3) ! , S
6 DATE

ovifte sufficlent protection

ys fallowing the date thase
ygram parficipation.

unybeemsedfromcomdingpmﬂingiisdefemimdmat

& n

1o the patients. (See instructions,) Except for nutsing homes, the findings stated above are disciosable S0 days

ywt\eﬂmmnot:phnofwonispmvﬂed. Fﬂmmingmms.mmﬁﬂlngsa\dphnsofwmamdbdosgue 14
documents are made aveilable to the faciity, ¥ deficlencies are cited, an approved plan of comectian is requisite 1 continved

—— e . e iee w
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W 169 Continued From page 1 D wise! | 1
' The findings include:; : i :
.R'-'f.l iy . R L. -, o : i !
.71, Crods-refer to W189. The faclity's QITJP falled i |
 to ensure that ali taff were provided ongoing - :
training in the area of client mobllity and transfers, °
2. Cross-refer to W436. The facillty's OMRP
failed be ensure that Clients #1, #2 and #3 were i
: providet the proper and necessary adaptive : i
. equiptnent as needed and in a imely manner. '
- W 1891 483.430(e)(1) STAFF TRAINING PROGRAM | W 189 W 189 : .‘
. . i :
The facility must provide each ermployee with There was no indication that client #1 H[m" '“
. initial and continuing training that enables the i sustaired an injury as a resoit of staff : -
employee to perform his or her duties effectively, : attempting to lift the client remthe | ']
: efficienty, and competently. 5 tub w/o utilizing the 2 persor’ |
’ transferring techmique. The QDDP
This STANDARD is not met as evidenced by: indicated to an employse bIHRLA |
e - that client #1 was lylng onthe flat” .
- Based on staff iriterview and record review, the bed swrface of the shower bed as it |
: facility failed to ensure all staff was sffectively being lifted froln tha tab? ¢ |
- trained in the area of client mobifity and transfers ! oo ol themsitt ol fucilitats |
i o ensure client heaith and satety, for one of three | The physical therapist will facilitate |
clients in the sample, (Client#1) : an in-setvice training om nidbiliy snd |
transfers on 04/26/11 in responsé fo |
The findings include: : an incident that took place on ™' |
i 03/01/11. QDDP will schedule in- |
* On March 11, 2010, at 1:58 p.m., review of _ ! services in a timely fashion. !
incident reports in the facifity revealed that Client i ;
: #1 sustained an injury on March 1, 2011 while his | |
| attending staff was trying to ift him out of a ] :
i bathtub. According o the incidentreport, the | :
- ¢lient hit his face on the side of the tub and t
sustained a cut over his left eye, Further review
of the incidort report revealed that the staff took .
Client#1 fo the nurse on duty for treatment angd
. I
: Continued review of incident reports, at 2:09 p.fn. :
. ! i L.
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| wise

revealed that previously, on September 18, 2010,

Client #1 had sustained an injury to his right great i
toe. According to the incident report, dried blood !
was observed on both sides of the ioenall. The :
ensuing investigation report, dated September 24, |

; 2010, included a recommendation that all staff be |

provided additional tralning in the area of mobility
and transfers, |

- On March 11, 2011, at 2:38 p.m., Interview with
. Staff A (one of the facility's senior staff} reveated |
* that client transfers should always be performed |

" with at least two staff, Staff A further added that

location/seating to another. -

there should hever be an instance where only ons
staff takes part in transfering a client romone |
Interview withthe qualified intellectual disabilites
professional {QIDP) on the same day, at'4:10

_P.m., confirmed that it takes two staff o physically :

 transfer a client ffom one setting to another, The
! QIDP also confirmed that additional staff tralning
. had been recommended in the September 24,

; 2010 Incident investigation report,

: substantiate that staff had received training on
: client maobility and transfers since the September
" 24, 2010 incident, as recommended. In addition,

The faciiity's staff in-service training recrods wera
reviewed on March 11, 2011, beginning at 2:27
p.m. There was no documented evidence to

' there was no documented training provided after ;

; The facility failed to ensure that there was

- ongolng iraining for staff in the area of mobility

- Bnd iransfers to ensure the health and safety of
' its clients.

W 436

the March 1, 2011 injury.

483.470(3)2) SPACE AND EQUIPMENT

- ..: 1“’.

W 438,

:
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W 436 Continued From page 3 | wa3s] '
<The faxility must furnish, maintain in goad reparr, . : Lok
"gnd tench clients to use and to make Informed ;
choice:s about the use of dentures, eyeglasses, :
hearing and other communications aids, braces, ;
- and other devices identified by the ' ;
interdisciplinary team as needed by the client |
' i
This STANDARD is not met as evidenced by: | ; "
* Based nn observation, staff interview and record ] !
 Teview, the facllity falied to ensure that adaptive | !
" equipment was furmished and maintained in good '
condition as prescribed, for three of tha six clients ’
who utilized wheelchairs for mobility. (Clients #1, i
. | : . i .
. The findings inciude: i ' ' + “
1. Interviews and review of Client #1's record W 436 I
revealed that the facifity failed to address timely T Wi ipleted by th
_the physiosl therapists recommendation that he | L. ggéﬂ,ﬁ;ﬁmf:ﬁglm " w';z “I LIETH
evidenosd by the ohowing: || vendor. M. Morse s, PRgssitied)
: y ng: : the w/c of client #1 on;03/1 nél'd gﬁ[r !
On March 11, 2011, at approximately 7:05 a.m,, | I-Ia]l § assessTeNt recors 3 )
Client#1 was observed seated in his wheelchair. ! installation of'a qhﬁﬁt,i}amesﬁ.., tessand..
There was no chest harness visible. When head rest as “optiopal, additional
asked, the two direct support staff who were with safety measures” a§ evidehiced jn the
Client#1 at the time (Staff A and B) stated that he PT progress note. The QDREwill
had a chest harness and had wom it to his day i follow the established pro 14 ,
.program on the day before. Staff B indicated that | ensure timely acquisition :ptyxe !
, the harness had been washed ovemight and she | equiprhent. e Nk
: left the lving room fo retrieve it A few moments | A
later, the ovemight licensed practical nurse (LPN) !
and two direct support staff (Staff 8 and C) were -
interviewad in the dining room. They ali stated :
that chest hamesses should be fastened while 1 ]
) : { ‘
IRM CMS-2507(02-99) Previous Versions Obsolat Event ID;WNGJ1 Facitty iD: 09G203 if continuaticn sheet Page 4 of9
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W 436 Continuzd From page 4 - waze! |
 traveling In the van, to ensure safety, After ; ! !
» .., breakfast, Staff B drapey a chest hamess loosely | S

*over the client's left shoulder but did not fasten it. A
, ' Pt
. The qualified intellectust disabilites professional
: (QIDP) was interviewed by {elephene oh March '
11, 2011, atapproximately 8:20 a.m. She stated I
that to her knowledge, Client #1's wheelchair was .
"ok." ;
| AL8:29 .m., Client#1 was observed in the facility |
van. Staff A and D were securing the four y :
tie-down straps and a lang, biack lap belt to Client | i
. #1's wheelchair. Once he was secured, they : ' ;
began loading another client onto the van. S e

(At approximately 8:34 a.m., the daytime LPN : [
came ouiside and asked the staff whether any of ! i ‘ )
: the clienis’ wheelchairs were “not fixed propery,” | ! o
* fo which Staff A reptied "no.” The LPN then o o
" asked if Client #1 had a chest hamess. Staff A .
; and D ingpected Client #1's wheelchair and ! |
: replied "no,” informing her that they could not i -
‘ locate one of the straps needed to secure the | :
chest hamess. The LPN instructed the staff to
remove Client #1 from the van, stating that this : :
was to ensure the client's safety. He would stay
. home from day program that day. i I :

- Later that morning, beginning at 10:41 a.m,,
review of Client#1's record revealted that his most,
recent physical therapy assessment, dated i

' Auglst 15, 2010, included a wheelchair !

. evaluation form (same date). The physical |
therapist's recommendations included: “repalr
hydrauics...install chest hamess.” There was no
evidence that the PT's recommendations to install ;

i a chest hamess or repair the hydraulics had been |

. 8ddressed. :

RM CME-256T(02-99) Previous Versions Obsalete Event ID: WNGH 1 Faciity ID; 09G203 If continuation sheet Pagu 50f 9 .
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W 436 Coritinued From page 5

It should be noted that on March 14, 2011,
beginning at 10:04 a.m., Cient #1 was observed |
at his cay program.  There was no chest hamess
on his wheelchalr. His longtime (two years) day |
program activities coordinator and the Instructor |

- who had worked with the client for approximately ;
four menths both stated that they had never.
cbserved him with a chest harness on the

; wheelchair. Neither staff could recall any

. discussions regarding the need for a chest

2, The tacliity failed to implernent a system to
ensure fimely maintepance and repair of clients'

wheelchairs, as evidenced by the following:

On March 11, 2011, at 8:07 a.m., inspegtion of |
i

the back side of Client #1's wheelchair revealed
" that there was no anti-iipper device on-the right
side. The left anti-tipper device was pointed
uvpwards. ‘At 8:08 a.m., the daytime LPN and
Staff A iooked at the rear of his wheelchair,

confirmed the surveyor's observations and stated

that they had not been previously awara that the
anti-{ippers were missing and/or nol positioned

properiy.

- Interview with the QIDP, at 8:20 a,m., revealed
that she was unaware of any problems with Client *

oo #1's whaeichair, Atapproximately 8:34 a.m.,
: interview with Staff A revealed that sisff were
- expected to report any wheeichair malntanance |
~concems to the house manager who, In turn
" should notify the QIDP. Later that moming,
beginnirg at 10:41 a,m., review of Client #1's
record revealed no indication that the cllent's
wheelchair anti-tippers had been inspected.

2. A719A form bas been subrmitted for
the repair of Client #1 anti-tippers.

: Staff will receive trainirig fom the

| PT on 4/26/11 and continuc to i
"_ documpent and verbally report any

* - coffcemns with adaptive.oquipment.

. QDDP has resubmitted a 719A form ;

for Client #2 wheelchait.. = .. ..

- lasae . .

‘”MH\
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W 436 Continued From page 6 '

. 3, Interviews and review of Client #2's record

revealed that the facillty Talled 1 address timely |

: the physical therapist's recommendation that he '
receive a citstom wheelchair, as evidenced by the

following: .

On March 11, 2011, &t 7:29 a.m., Client #2 was |
. observed seated in his wheelchair in the dining !
room. Staff were feeding him breakfast.
Interview with the ovemight LPN and Staff ¢
revealed that a technician had taken i
~measurements and Client #2 was due to receive |
-a replacement wheelchair. Observation of the
cument wheelchair reveaied that both footrests
were torn and frayed, the plastic knob handles
. were missing from both of the manual brakes !
. {wheel stops), and the right Bf trigger (used o~ |
“adjust the angling of his wheelchair) was joossr ;‘
than the one on the left,

The QIDP was interviewed in the facility,
* beginning at 10:10 a.m. She stated that she was !
aware that some parts on Cllent #2's wheelchair
needed repair. She further indicated that the
factlity was seeking an entirely new wheelchair,
given thet 5 years had passed since he received ;
@ new one, :

Client #2's physical therapy and adaptive
equipment reconds were reviewed on March 11,
2011, beginning at 1:14 p.m. On-April 30, 2008, |
the PT wrote a progress note In which he
recommended 2 "new custom molded seating
systam and wheelchair with needed accessories
The FCF Initialed the progress note But did not
date it and there was no documentation of a :
. correspanding 719A form. Client #2's record i
included = letter dated July 20 2010, in which the
wheeichair vendor informed the facility that they

W438

submitted another 719A request for 2
new wheelchair for Clicrt #2; The

"1 3. The QDDP for the home has ;;3,”“[

QDDP will review all assessments !
i submitted by each discipline to i
ensure all recommendations, to
include repairs and acquisition, are
addressed in a timely meanner,

RM CMS-2567(02-09) Provious Versions Cbsolete Event ID: WNGJ11
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were having "financlal problems... we have

: completed the work of sizing and custom .- ...
molding...we cafinot order the completed system
at this time.*

Client #2's records reflected that on August 9,
- 2010, the PCP wrote a prescription for
“wheelc 1air with custom molded seating
"system. ™ A 719A form was generated by the
nurse practiioner on next next day (August 10,
2010); however, the form did not comespond with
the prescribed seating system. Instead, the 718A
farm was to "repair left and right brake handles, |
, stabiiize right reclining lever, and stabillze rear |
-wheels." According to a QIDP progress note, :
« dated August 26, 2010, the facility identified a
new vendar. On QOctober 26, 2010, the PCR
- rwrote another prescription that was identical ta
* ‘the one he had written onAugust 9, 2010. Client :
_#2's record reflected a 718A form for s 'new |
- custom molded wheelchair” that was signed (but s
not dated) by the nurse practitioner. Continued
review of the record failed to provide clarity as to
why Cllent #2 remained without a custom molded
wheelchair in March 2011,

4. On March 11, 2011, at 7:23 a.m., Client #3 was |
observed seated in his wheelchair in the living i

1 oo The right anti-fipper device was pointing :

- inwards, towards the left rear wheel, Similary, i

 the left anti-tipper device was painting towards thef
right wheel. Staff B stated that someone had
been in the facility approximaiely one month
earlier and that the anti-tippers needed to be
replaced. A form 719A repartedly had been
campleted and an onder placed. Moments later,

, Staff B stated that the anti-tippers "need to be

! adjusted.” The avemight LPN stated that Client |
#3 had a meeting scheduled for 10a.m.inthe !

W 435

?

The QDDP will review all
assessmerits submitted by each
discipline to ensure all

recommendations, to include: repairs
and acquisition, are addressed ina

' timely imanner.

4, A 719A form has been submitted for
the repair of Client#3 anti-tippers.

e

31!
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facility; therefore, he would not go to day program -
that moming. - - - ' - ' i h ; 7
l : !
" The QIDP was interviewed shortly after her ! 5
. arrival, seginning at 10:10 am. She indicated that '
" the wheelchair used by Client #3 was in good \
cI repair. She further indicated that staff had not i i
S informed her of any problems with the clients | ! !
- ‘whesichair. Later that day, beginning at 3:25 i ! ; ‘
: p.m., review of Client #3's record revealed no : ’ =
- - indication that the client's wheelchair anti-tippers
had been inspected and/or found deficient. :
- | E [
: ' !
: T
i a .
. . l
% . !
! |- [
: |
. y . 1 . .
ORM CMS-25687(02-99) Previous Versions Otsceiete Event [D:WNGJ11 Faciity \D: 000203 If continustion sheet Page 9of 9
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- Due to the nature of his cbservations, HRLA

- abservations of residents’ wheelchairs in the

. conducted.

[000 INITIAL COMMENTS

On Marth 1072011, 2n smployee of the Health <!
Regulation and Licensing Administration (HRLA) &
was In the facility to take photographs of various
forms cf adaptive equipment used by the
residenis. During his brief visit, he noted a
number of potential deficiencies relative to ;
residents' wheelchairs, which he reported upon |

‘return to the office later that aftemoon.

initiated an on-site investigation on Mareh 11,
2011

The findings of this investigation were based on

home and at two day programs, interviews with
direct support staff, nurses and administrative :
staff in the home and at two day programs, and a |
review-cf residents’ physical therapy and other
habilitation records. A review of mcident reports
from the preceding 11 months was also

3507.1 POLICIES AND PROCEDURES

Each GHMRP shall have on site & written manual |
describing the policias and procedures it will :
follow which shait be as detailed as is necessary !
to meet he needs of each resident sarved and
provide guidance fo each staff member,

This Statute is not met as evidenced by:
Based on intefview, the Group Home for Persons |
with Intellectual Disabilities (GHPID) failed to

: have a written policies and procedures manual on |

site and available for review by staff on the first
day of the complaint investigation, i

The finding includes: t

1 600

L 1160

1160

el . .
Director of Residential Sexvices will . I , 30' “
- ensure that there is a Policy and .
Procedure Manual ayailable for all ]
homes. The availability of the Policy
Procedure Manual will be monitored |
during YDF's Quality Assiranice |
Department. ST li

TodsiomoDizcdog o€ Ry dadial Saucer™

(%61 ONTE

1[o5]])

WNGJ11
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On Marzh 11 2011, at9:09am. thedayhme '
licensed practwcal nurse (LPN) and direct support
staff agreed o provide the policies and
procedures manual. Specific policies that were
- requested included Adaptive Equipment, :
- Transportation, and Incident Reporting policies.
At 3:22 p.m., the qualified inteliectual disabilities
professional (QIDP) agreed to seek the facility's
policies and proceduras manual. At 3:55 p.m.,
the QIDP stated that she was unable o locate @ |
policies and proceduras manual in the fadility. In
addition to those requested earlier, a request was
made tc see the policies regarding transfers and
mability. A QIDP assigned to another facility ™
operated by the same governing body reportedly
would bring a policies rfranual from the other b
. facility. However, no manuzl was presented for |
1 review before sufveyors left the GHPID at 5:21 !
) p.m. on March 11, 2011, ';

1 162" 3507.3 POLICIES AND PROCEDURES

The manuai shaii be avatiable for review and %
approvs! by District of Columbia personnel who
have licansing, supervisory, monitoring and
certification responsibility.

This Statute is not met as evidenced by: 1
. Based on Interview and record review, the Group |
" Home fcr Persons with Inteflectual Disabilites |

(GHPID:! falled to make availabie for review thair
. policies and procedures manual.

The finding includes:

i ——— 1.,

Cross-refer to 1160, On March 11, 2011, at 9:09
o a.m,, facility staff agreed to provide the policies
F and procedures manual. Additional requests
were made during the course of the day:

1 160

i 1162

<

' ELI\:aon\

1162  See responses to 1160

leaith Regulation Admiristration
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however no manual was presented for review : , .
aﬁrveyors left the GHPID that evening at :
5 21p.rn '
i
i 180 3508.1 ADMINISTRATIVE SUPPORT y 1180 3
' Each GHMRP shall provide adequate . !
" adminisTative support to efficiently meet the 180 _ o 2]
' needs ¢f the residents as required by their 1. Seeresponse to 1229 I
Habilitation plans. 2. Seeresponse1500 '8 {33, W

This Statute s not met as evidenced by:
; Based on observation, staff interview and record
review, the Group Home for Persons with
intellectual Disabilites (GHPID) failed to ensure
adequale administrative staff to effectively meet
- the needs of three of the six residents of the
: facility. (Residents #1, #2 and #3)

The findings include:

1. Cross-refer to 1229. The facility failed to ensure
that all staff were provided ongoing training in the
area of client mobility and transfers, as
recommanded by the GHIDP's incident
management coordinator,

2. Cross-refer to WIS00. The facility failed to
ensure {1at Residents #1, #2 and #3 were
provided the proper and necessary adaptive

=. equipment as needed and in a timely manner.

12295; 3510.5(f) STAFF TRAINING

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

() Speciaity areas related to the GHMRP and the
residents to be served including, but not limited

I 229

1229 Staff had received trammgon ' q,:”’“

mobility transfers on 2/2/11. The,
QDDP will ensure that staff taxnmg
records are filed in the traming; -
record in the home. Additionally the
QDDP will ensure that staff, receive
timely training after an incident

. occurs, PT is scheduled to complete |
a refresher training on raobility and
transfers on 4/26/11 : .

aanth Regulation Adm inistaton
TATE FORM

aate WNGJ11 If continuation shest 3 of 11
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T

!
t
'

'

_to, behavior management, sexudity, nutrition,
recreation, total communicationistand assistive
‘technoiogies; SR

This Statute is not met as evidenced by:

- Baged on staff inderview and record review, the
facility Failed o erisurs all staff was effectively
trained in the area of resident mebility and
transfers fo ensure resident healih and safsty, for
one of three residents in the sample. (Resident
#1)

The findings include:

On March 11, 2010, at 1:58 p.m., review of
incident reparts in the faciiity revealed that
Resident #1 sustained an injury on March 1, 2011
while his attending staff was trying o (ift him ouf
of a bathtub, According to the incident report, the
resident hit his face on the side of the tub and
sustained a cut over his left eye. Further review
of the incident report revealed that the staff took
Residert #1 to the nurse on duty for treatment
and care.

Continued review of incident reports, at 2:09 pm.
reveaied that previously, on September 18, 2010, §
Resident #1 had sustained an injury to his right
great tee, According to the incident report, dried
blood was chserved on both sides of the tosnaii.
The ensuing Investigation report, dated
September 24, 2010, included a recommendation
that all staff be provided additicnal tralning in the
area of mobility and transfers, )

On March 11, 2011, at 2:38 p.m., interview with
Staff A (one of the facility’s senicr staff) revealed
that resident transfers shouki always be
performe with at least two staff, Statt A further
added thet there should never be an instance

1229

alth Regulation Adminkstration
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- where only one staff takes part in trafsferting a PSS TR
resldent from one location/seating to another, ' - . i

" Interview with the qualified intellectual disabilities
. professionai (QIDP) on the same day, at 4:10

-~ { p.m,, confirmed that it takes two staff to physically
- transfer a resident from one setting to another.

' The QEDP alsa confirmed that additional staff

. raining had been recommended in the

_ September 24, 2010 incident investigation report.

The facility's staff in-service fraining recrods were
reviewed on March 11, 2011, beginning at 2,27

p.m There was no documented evidence to
substantiate that staff had received training on -
residert mobility and transfers since the . . i

R September 24, 2010 Incident, as recommended : i
. .- . bythe incident management coordinator. In _ S - _ | -
.+~ addition, there was no documented training : AR
provided after the March 1, 2011 injury.

The faciity failed o ensure that there was : !
ongoing training for staff in the area of mobility

* and transfers o ensure the health and safety of
its residunts,

" 1506 3523,1 RESIDENT'S RIGHTS 500

: Each GHMRP residence director shail ensure

! that the rights of residents are observed and

! protectedd in accordance with D.C. Law 2-137, this
' chapter, and other applicable District and federal

: laws,

. This Statuie is not met as evidenced by:

) Based on observations, staff interviews and
7 recond review, the Group Home fof Persons with
intellectual Disabilities (GHPID) failed fo observe i
ang protect residents' rights in accordance f

2gith Regulation Admmistration .
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Continued From page 5
" Tite 7, Chapter 13 of the D.C. Code (formerly

“icalied D.C. Law 2-137, D.C, Cole, Title 6, .

Chapter 19) and other District and federal laws
that govern the care and rights of persons with
intellectual disabilies, for three of the six

residents who utilized wheelchairs for mobility.

" (Residents #1, #2 and #3)

The findings include:

. The faciiity failed to demonstrate protection of

: residents' rights to receive habilitafion, care or

. bath consistent with the recommendations

" included in the residents individual support plan

" (ISP), for three of the six residents of the GHPID.
. [Vitle 7, Chapter 13, § 7-1305.04(c), formerly §

. 6«1964(c)] as follows:

- 1. Interviews and review of Resident #1's record
" reveated that the facility failed to address timely
- the physicat therapist's recommendation that he

receive ¢ chest hamess for his wheelichair, as
avidenced by the following:

On March 11, 2011, at approximately 7:05 am.,
Resident #1 was abserved seated in hig
wheeichair. There was no chest hamess visible.
When asked, the two direct support staff who
were with Resident #1 at the time (Staff A and B)
stated that he had a chest hamess and had wom
it to his day program on the day before. Staff 8
indicated that the harness had been washed
ovemight and she left the living room fo retrieve
it Afew moments later, the ovemnight licensed
practical nurse (LPN) and two direct support staff
{Staff B and C) wers interviewed in the dining
room. They all stated that chest harnesses
should br: fastened while Imvellng in the van, o
ensure safety.

i 500

1500

According to the PT's latest
assessment Resident #1 chest hammess
is” optional, additiopal safety
measures” The QDDP will review all
assessments subthitted by éach

discipline to ensure all

:3_1'301 I

!
recommendations, to include repams\ ‘

and etc, are addressed in a timely i
MAanner. :

!
!
|
i
i

;
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(QIDP) was intesviewed by teléphane on March
11, 2011, at approximately 8:20 am. She stated

- that to her knowledge, Resident #1's wheelchair

was "ok."

. A1 8:28 a.m.. Resident #1 was observed in the

facility van. Staff A and D were securing the four
tie-dowr: straps and a long, black iap belt to
Residert #1's whesichair. Once he was secured.

 they began ioading another resident onto the van,

- At approximately 8:34 a.m., the daytime LPN
" came outside and asked the staff whether any of

the residents® wheelchalrs were "not fixed

- properly," to which Staff A replied "no.” The LPN

then agked if Resident #1 had a chest hamess,
Staff a'and D inspected Resident#1's wheelchair
and replied "no,” Informing her that they-coutd not
locate one of the straps needed to secure the
chest hamess. The LPN instructed the staffto
remove Resident#1 fram the van, stating that
this was 50 ensure the resident's safety. He
would staly home from day program that day.

Later thar morning, beginning at 10:41 a.m.,
review of Resident #1's record revealed that his
most recent physical therapy assessment, dated
August 15, 2010, included a wheelchair
evawation form (same date). The PT
assessment, which was incorporated in the

, resident's ISP, included the recommendation to;

"repair hydraulics...insta! chest harness.* There

" was no evidenca that the PT's recommendations
 to instail a chest hamess or repair the hydraulics
: had been addressed,

' it should be noted that on March 14, 2011,

beginning at 10:04 a.m., Resident #1 was
observed at his day program. There was no
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chest harness on his wheelchair. His longtime
L. (two years) day pragram gciivities coordingtor
T . and the instructor who had worked with the

- Fesident for approximately four months both

- stated that they had never ocbserved him with a

* chest harness on the wheeichair. Neither staff

! could recall any discussions regarding the need

; for a chest hamess. '

-5,

' 2. The facility failed to implement a system to

- ensure timely maintenance and repair of

' fesidents’ wheelchairs , as evidenced by the
following. .o

On March 11, 2011, at 807 a.m., inspection of
the back side of Resident #1's wheeichair
revealed that there was no anti-tipper device on
the right side. The left anti-tipper device was

' pointed uowards, At 8:08 am,, the daytime LPN

- and Staff A looked at the rear of his wheelchair,

; confirmed the surveyor's observations and stated

. that they had not been previously aware that the

- ant-tippers were missing andfor not pasitioned

: property.

i Interview with the QIDP, at 8:20 am., revealed

| that she was unaware of any problems with

! Resident s#1's wheelchalr. At-gpproximately 8:34
' a.m., interview with Staff A revealed that stz

; were expected to report any wheelchair

| maintenarce concems to the house manager

: who, in turn should notify the QIDP. Later that

; Morning, teginning at 10:41.a.m., review of

: Resident #1's recard revealed no indication that
; the residents wheelchair anti-tippers had been

: inspected,

* 3. Intarviews and review of Rasident #2's record
- revealed that the facility failed to address timely
the physicsl therapist's recommendation that he

1500

2

3.

"

2. A 719A form has been submitted
for the repair of Client #] anti-
Aippers. Staff will receive training |
- from the PT on 4/26/11 and continue

to document and verbally reportany . . ...
concerns with adaptive equipment. i

.

/

submitted another 7194 request fora
new wheelchair for Client#2. The |
QDDP will review all assessments |
submitted by each discipline to '
ensure all recommendations, to
include repairs and acquisition; ke
addressed in a timely miariner.

The QDDP for the home has SN

-4 -

ith Regutation Administration
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receive a custoRywheelchair, as evidenced by the |
following: S o N

On March 11, 2014, at 7:29 a.m., Resident #2
. was abserved seated in his wheelchair in the
; dining room. Staff were feeding him breakfast.
+ Interview with the ovemnight LPN and Staff C
| revealed that a technician had taken
! measurements and Resident #2 was due to C
i receive a replacement wheeichair. Observation o
. of the current wheeichair reveaied that both - P
* footrest: were tom and frayed, the plastic knob
: handies were missing from both of the manual
i brakes (wheel stops), and the right tilt trigger
* (Used o adjust the angling of his wheelchain) was .
- looser than the one on the left,

L The QIGP was interviewed in the facility,

: “beginning at 10:10 a.m. She stated that she was
aware that some paris on Resident #2's
whieelchair needed repair. She further indicated
that the tadility was seeking an entirely new
whesichalr, given that 5 years had passed since
he received a new one,

~
‘1

Residen #2's physical therapy and adaptive
equipment records were reviewed on March 11, '
2011, beginning at 1:14 p.m. On April 30, 2009, .
the PT wrote a progress note in which he
recommended a "new custorn molded seating
system and wheelchalr with neaded accessories.”
The PCF initialed the progress note but did not
date jt and there was no documentation of a
" corresponding 719A form. Resident #2's record
included a letter dated July 20, 2010, in which the
" wheelchair vendor Informed the facility that they
| were having “financial problems... we have '
; completed the work of sizing and custom I
: molding...we cannot order the completed system |
| at this time.” b
7aTh Regulalion Admes sration
"ATE FORM eam WNGI1 : Ircantinuation sheed 9 of 11
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i Residant #2's recénds reflectsd that on August g, ' a %
1 2010, the PCP wrote a prescription for , :
I 'wheelchalr with custorm molded seating
' system.." A 719A form was generated by the
| nurse pracﬁhoner on next next day (August 10,
1 2010): however, the form did not correspond with
1 the prescnbed seating syslem. Instead, the 719A
: form was to "repair left and right brake handles,
. stabliize right reclining lever, and stabilize rear
. wheels." According o a QIDP prograss note, 1
' dated August 26, 2019, the facility identified a
i new vendor, On Qctober 28, 2010, the PCP
: wrote another prescriplion that was identical to
i the one ye had written on August 9, 2010.
' Resident#2's record reflected a 719A form for a
.« !"new custom mokied wheelchair that was signed
11 (but not dated) by thé nurse practitioner.
_ Contmue-d review of-the record failed to provide
clanty as to why Resident #2 remained without a
! custom molded wheelchair in March 2041,

i '
14. On March 11, 2011, at 7:23 a.m,, Resident #3 | | *A719Aformlmbmmbnnwadfor% !3,18(\]
' was obsarved seated in his whaelchair in the + the repair of Client#3 anfi-tippers.
; living rocm.  The right anti-tipper device was The QDDP will review all ; '
poinhng imwards, towards the feft rear wheel, assessments submitted by each !
! Sirnitarly, the |eft anti-tipper device was pointing discipline o ensure all L
: towards the right wheel. Staff B stated that recommendations, to inchude repairs '
; someone had been in the faciiity approximately and acquisition, ave addressed ina |
: one month earlier and that the anti-ippers - -timely manner. il
; needed 1o be replaced, A form 719A reportedly - L !
had been completed and an order placed, o , .
Moments later, Staff B stated that the anti-tippers . Lo
"need to be adjusted." The ovemight LPN stated o i
that Resident #3 had a meeting scheduled for 10 : e
a.m, in the facility; therefore, he would not go to
day program that moming.

I
. -
The QIiDP was interviewed shortly afler her 1
arrival, beginning at 10:10 a.m. She indicated that [
1aith Regulation Administration
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the wheelchair used by Resident #3 was in good | . , . ;
repair. She further indicated that staff hadngt | - ' : - L. .
| informec her of aky problems with the resident's I
~ wheelchair. Later that day, beginning at 3:25 |
: p.m., review of Resident #3's record revealed no .
_indication that the resident's wheelchair !
- anti-tippers had been inspected and/or found
- deficient, :
!
!
!
i
!
! i
‘
i
1
i
] |
aailth Reguiation Adminrsiration
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