06/24/2010 14:15 FAX 13012708778

DEPARTMENT OF HEALTH AND HUMAN SERVICES
ENTERS FOR MEDISARE ICAID SERVICES

IPI BR DEPT

ANMENT OF THE DISTRICT OF COLUMBIA
GOVE DEPARTMENT OF HEALTH
HEALTH REGULATION ADMINISTATI "

Bt (TAJ| >

#1004

PRINTED: 06/06/2010
FORM APPROVED
B NO. 0838.0391

W 000! INITIAL COMMENTS

A recertification atnvey was conducted from
§/19/2010 threugh 5/21/2010. The survey was
initiated utilizing the fundamental survey process,

A random sampling of Tour elients was selected
from a residemtial population of six males and ohe
female with varying degrees of disabilities. The
findings of the survey weare based cn
observations and interviews in the horme and at
two day programs. as well as a review of the
client and administrative records, including the

! inctdent reporhs.

W 120 483.410(dX(3):SERVICES PROVIDED WITH
OUTSIDE SOURCES

The facility must assure that outside services
: meet the neecs of each client.

This STANDARD is not met as evidénced by:
Based on obsarvation, staff interview and record
review, the faciiity falled to ensure day program
staff properly implemented the meaitime feeding
i protocols for ane of four sampled clients. [Client
. #4]

The finding ineiudes:

' The facility failed to ensure Client #4 received his
: mesl in the manner prescribed on his meaitime
feading protocol. Obsarvations on 5/20/2010,
beginning at auproximately 11:55 a.m., revealed
the foliowng:

1. Client #4'a staff placed two teaspoons of
thickener into amall spout cup that was filled with
juice and served it to him appreximately 2
minutes later. 'The julce easlly moved around in
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1. The Speech Therapist conducted
- further evaluation and inservice
training on the use of thickner. In
addition, a measuring cup was
purchased and marke¢ to be
used solely for the measuring of
thickner in order to en:ure more
gccurate measuting and proper
consistency. The LPN staff, and
Home Managers will also
monitor meal preparat gn and
tmplementation to further
ensure compliance with this
standard,

W 120

2. The staff assigned to person #4
reported that it was the person’s
preference to eat a few
spoonfuls prior to drinking.
Further evaluation will bhe
completed and reviewet at the
next Feeding Team Meeting.

3. Reference response to #1. The
training conducted addressed the
appropriate amount of thickner
needed to ensure the praper
consistency,

Y
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the cup whenithe staff served & tp the client
during lunch. Interview with the staff at
approximately 11:57 a.m. revealed he agsessed
the consistency of the juice to be "honey thick."
Interviews witn the day program’s cass manager
(CM) and licensed practical nurse (LPN) on the
same day at approximately 12.08 p.m. revealed
there was ho sonsensus between the three of

- them as to the: consistency of the juice. The case
manager lifted up the cup and indicated it was
“nectar thick," the LPN indicated she was not sure
of the consistency, but added Client #4 fluids
should be "haney thick” and the attending staff
reiterated it was “honey thick" after shaking the
container of juice several more times. Upon

! further inspection, the CM confinrmed the fluid in

' the cup was two thin to be *honey thick* and
further stated'she wouid get the Nutritionist in to
conduct an in-sarvice to address the problem.

2. Atapproximately 11:56 a.m., Client #4's staff

served him approximately thrae spoons of food

' before serving him some of his julce from a spout
cup.

3. Atapproximately 12:10 p.m., a container of
Resource 2.0:was chsarved on the table in front
of Client #4. interview with the staff at
approximately 12:11 p.m., revealed he was not
going to add any thickener to the Resource 2.0

! because he had no written documentation that

. stated he should do 50, Further interview with the
attending staff revealed he had never added any
thickener to the Resource. The CM and the LPN
interjected, “all of [Client #4's] fulds should be
served at a Honey Thick consistency.”

Record review on §/20/2010, at 3:32 p.m.,
revealed Reskient #4's 52010 physician's orders
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prescribed that he receive "honey thick” liquids,
Further recond review on 5/21/2010, at 4:54 p.m.
revealed Resident #4's Mealtime Feeding
. Protocol dated 90/16/2009, also recommendead
+ "Honey Thick Liquids®, The consult goes onto
further recommend that staff should “present 2-3
sips of liquid #s often as you can batween each
spoonful of sclid food.” As noted above, the staff
was not obsewed providing his liquids in tha
manner prescribed.
interview with.the facility's qualified mental
retardation prafessional (QMRP) and the facllity
coordmator (FC) on 5/20/2010, 8t 6:33 p.m.,
revealed they were not aware of the feeding WiED "
problems observed at the day program. Both the | W159 ]
: QMRP and this FC agreed to revisit the day i B SR
program and provide the necassary training to 1. Cross ref
ensure the mealtime feeding protoeol was being elerence response to )
implemented as prescribed. W120. The QMRP has been
W 158 | 483.430(a) QUALIFIED MENTAL w158 provided addi | trai
RETARDATICN PROFESSIONAL Honarainingon .
adherence to monitoring and
Each client’s sctive treatment program must ba acti ‘
Integrated, coprdinated and menitored by a 'ons needed to ensure that | NYPIrY
quaiified menial retardation professional. outside services provide meals
in the manner prescribed on
This STANDARD is not met as evidenced by: the mealtime protocols,
: Based onh observation, staff Interview and record 2. C
review, the faulity's qualified mental retardation - Lross reference response to
| professional (QMRP) failed to ensure the W194,
1 eoordination of services to promota the health 3 C
| and safety of four of seven clients residing in the - Cross reference responses to
: facllity. [Cliens #1, #3, #4 and #7] : wa36,
The findings include: 4. Cross reference responses to
w474,
: 1. Cross-referio W120. The QMRP failed to /
Event |D: YS5T41 Facilty ID: 09G203 if continuation sheet Page 3 of 17
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ensure outside services provide meals in the
manner pregaribed on the meattime feeding
protocols. —_— —mm
. wi94 )
- 2. Cross-refer to W194. The QMRP failed to \
ensure staff was effectively trained to implement ) 3
mealime feeding protocols. This Standard will be met as \ .
3. Cross-refer to W&36. The QMRP failed to evidenced by: N
" ensure clienis werg provided the use of their
-adaptive equipment in the manner prescribed on 1. Cross reference respense 1o
'| their habilitaion plans. : Wa74.
4. Crogs-refier to W474. The QMRP failed to 2. Reference resporise to
ensure the rasidential staff provided meals in the W120
form and texture as prescribed. .
W 194} 483.430(e)(1) STAFF TRAINING PROGRAM W 184 3. Mealtime protocols and
 Statf must be able to demonstrate the skifls and expectations have been |
techniques 1eces. forfgc ':Oclif_npﬁgel“::n the i;dividual reviewed and discussed with °
ram plans r whom are A7
gsogonr;:l?:n o e all staff. The QMIRP/Home b17.10
Manager and Nursing staff  [("9 fwn ’l#
This STANDARD is not met as evidenced by: will continue to monitor
' Based on ooservation, staff interview end record : .
review, the faciiity failed to ensure il staff were meal {mplementation, and
competent n implementing & cliem;:r measitime provide feedback and
feeding provocol and repositioning for two of the . .
oavan cllor:s residing in the faciity. [Clients #4 direction as needed to
and #7) ensure that meals are carried
| The findings inciude: out as outlined. Mixing foods
efer to Wa74. On 52022010, betwe Is prohibited unless indicated |
;510%.m. -46:4:r5t:.m.. obéarvago’zns and mbamewg on the meal protocol. Also
with two divect support staff and the evening reference responses to
| icensed practical nurse (LPN) during dinner
'revezied the thres empioyees serving the evening W120.
FORM CMS-2667(02-99) Previous Versiolis Dbsolats Evemt ID; YS6T11 Fachty 1D: 0BG20% i continugtion sheet Page 4 of 17
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W 194 | Continued From page 4

| meal could not discern if the fluids being served
- during dinner 'were of nectar or honey-thickened
' sonsistency. lients #4 and #7, both of whom
were at risk of aspiration due to dysphasia, were
offered water hickened to a nectar consistency
instead of homay-thickened, as ordered,

. On §/21/2010' beginning at 2:44 p.m., review of
the faciiity's skaff in-service training records
revealed no evidence of training on Client #4's
and #7's Meakime Protogcols. The facility had,
however, docwmented a 3/23/2010, training by
the RN on Dysphasia and Client #5's Mealtime
Protocol. Observations on 5/20/2010, indicated |
the training had not been effective. In addition,
review of the :#/23/2010, signature sheets
_reveaied no irdication that the nurse that

' observed dinner on 5/20/2010, had been in
attendance for the training.

{Note: The mwst recent documented training by
the nutritionis; Was more than a year earlier
(3/5/2009 anc 3/7/2009). The QMRP indicated
that the nutritionist had provided training shortly
before the suvey. There was no documantation,
however, made available to verify said training.]

2. The faciliny failed to ensure Clent #4 received
his dinner in $he mannar prescribed on his
mealtime feeding protocol as evidenced 'below: .

' Dinner observations on 5/20/2010, at6:10 p.m.,

' and record review on 5/21/2010, at 3:32 p.m.,
revealed Client #4's mealtime faeding protocol
wes not Implemented as prescribed. Evidence of
the deficient practices is presented below:

a. Cllent#4:s 10/16/2009 Mealtime Feeding

Protocol and 5/2010 physician’s orders prescribed

w14
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. behind his tcngue s cleaved from his mouth.

. themn together for each spoonful of foad.

- him a sip of water on one occasion and

- Feeding Protoeof  prescribed the faliowing

Continved Fram page 5

he receive "hwoney thick tiquids." However, during
dinner, the water in Client #4's spout cup easily
maoved around as the staff swirled the cup before
sefving it fo hvm. The water appeared vary thin,
slightly thinner than nectar consistency. The staff
feeding Clien:: #4 his meal, the two other staff at
the table feeciing the other clients and the
attending nurse allindicated the fluid In the cup
being served o Client #4 was at a "honey thick"
consistency. initially the nurse observing the
dinner indicaled he was not sure what the
cansistency of the water wes in Client #4's cup.
Upon fusther inspection, he concluded i was
"honey thick.”

b. Clienl #4:5 10/16/2009 Mealtime Feeding
Protocel prescribed that staff should "not mix food
items together." During dinner, Client #4's staff
took smnall séctions of each food item and mixed

¢. The giafl also fed Client #4 at a steady pace.
Each spaon of food was placed Into the client's
mouth even #hough there were still residuals left
from the previous spoon of food. Client#4's staff
alsa fed him five spoons of food before serving

approximately another 4-6 spoons of food before
serving him some water on another occasion.

Review of Clent #4's 10/16/2000 Mealtime
interventions.

1) Look fora swallow as indicated by the raising
then lowaring of his Adam's Appie located In the
center front meck. Allow multiple swallows with
each spoonfhl untii 2li of the pocketed food -

W 184
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" revealed Client #4 was rapositionad from his

Continued Frem page 6
2) Be certain he swallowed all of the food before
' presenting ancther spoonful.

3) Present 2-3 sips of liquid as often as you can
between eack spoonful of solid food. -

Interview with the facliity’s qualified mental
retardation prafessional (QMRP) and the facility
coordinator (FC) on 5/20/2010, at 6:33 p.m,
revealed theywere not aware the facility's staft
was feeding Client #4 Incomrectly. Both the

* QMRP and the FC agreed that additional training
was necessary to ensure the meaitime feeding
protocol was Jeing implemented as prescribed.

3. The facility Failed to ensure Client #4 was
; provided the proper support when repositioned to
a supine posiiion as evidenced below: _

Evening observations on 5/20/2010, at 5:27 p.m,,

wheelchalr amd onto the couch facing the patio.
He was placex in a supine position with his
buttocks against the left arm of the couch and his
feetw{sre allowed to hang over the left arm rest

: as well.

' Record review on 5/21/2010, at 12:49 pm
revealed Cliamt #4's 10/1/2009 Physical Therapy
(PT) assessment recommenced thet staff "use a
boister unden his knees in Supine.” Interview with
the PT on 551/2010, &t 4:18 p.m., revealed he

. would rather he staff not place Client#4In a
supine position by using the couch and the

i armrest. This was not a stitable "bolster”
especially regarding the number of cushioned
wedges available In the home of various angles,
sizog and shupes that could be used.

Interview wit: the QMRP, the licensed practical

W 194
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W 194 : Continued From page 7 w14} — .
nurse (LPN} and the FC on 5121/2010, at 12:52 w249 T el ‘
pm confirmed the couch should not ha\glaon baenl ———
to Cliend #4 in a@ supk . In , .
:ds?jgum?‘aﬁml?of the managﬁ'n“;t;";fn agreed This Standard will be met as evidenced
staff would lse provided additional training o by:
| @nsure the proper measures to address the PT's
recommenaatons. -
W 249 | 483.440(d){1) PROGRAM IMPLEMENTATION W2dg| Cross reference response to w26e.
| As soon asithe interdisciplinary team has All of the staff have received
formulated 3 client's individual program plan, .
each client must receive a continuous active further training on

- d - -
treatient program consisting of neede communication,

interventiors and servicaui‘n sucf:dent numb?&, b‘ ” 0

and frequency to support the achievement of the . . d /
! objectives kentlfied in the individual program communication devices, ongpin q
* plan. 7 respect and promoting

' independence and

This STANDARD is not met as e\:genwd by: | development of the people

Based on cibservation, interview and record ) .

review, the fadliity failed to ensure implamantation served. Corrective actions, to

of prescribad training programs, for one of four include additional training,

;sampbd clients. (Client #3)
' -and competency review has

The finding includes: ,
been implemented with the

Cross-refer to W268. On 5/20/2010, Client #3

was obseryef:nmepaﬂowmsevafalgtaffand QMRP. QMRP will monitor
. peers, from 4:32 p.m. - 4:50 p.m. The jent was .

100% refamt on staff for maoﬁlizing m:mﬁ wheealmd staff implementaticn of

chair. Atspproximately 438 p.m, a pl

a Go Talk 9+ eomnwmcgon devioearto i ap programs and provide
Beginning at approximately 4:42 p.m., the cilent additional inin

pushed a autton to piay the statement *1 would training and
“ like to go *or a stroll please.” Staff acknowledged supports as needed to ensure
; hearing repeated requests for a stroll during the 8 .

| minutes that followed. However, at 4:50 p.m., compiiance,

FORM CMS.Z557(02-65) Pravious Vaisions Qbmoike Event (D: YS6T14 - Fachity ID: 00G203 If continuatioh sheet Page 8 of 17
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: Client #3 was wheeled back into the facility
without being taken for a stroll.

On 5/21/2010, beginning at 10;38 a.m,, review of

Client #3's ladividual Support Plan (ISP) deted

August 26, 2009, revealed that he had a formal

prograrm to ‘'eamn how to make four °| want..."

statements Jsing his voice putput (Go Talk)
device.

Observations on 5/20/2010 revealed that staff
failed to implement activities to support
accomplishment of Client #3's functional
i communication objective.

W 268  483.450(a)1)(i) CONDUCT TOWARD CLIENT

These poticies and procedures must promote the
growth, devslopment and independence of the
' client.

This STANDARD Is not met as avidenced by:
Based on cbservation and record review, facility
staff failed © consistently promote client
independewce and development, for one of four
- sampled chents. (Client #3) ‘

i The finding includes:

On 5/20/2¢10, at 4:32 p.m., a direct support staff
person pushed Client #3, who wes seated ina
wheelchain, out to the facilty's patio. The staff

. went back indoors, leaving Client #3 outside with
three other direct support staff, three other clients
and the qualified mental retardation professional
(QMRP). At approximately 4:38 p.m., another
(male) staif placed a Go Talk &+ communication

. davice onto Cllent #3's lap and began prompting
him to push the button that offered a greeting and

W 249

—— ™

W26

W288| This Standard will be met as

evidenced by:

) 1910
Unréom(q

Cross reference response to
w249,

QMRP and Home Manager have
received additional training on
expectations of program
implementation, communication
devices, prorhoting respect and
dignity amongst the people
served, as well as indzpendence -
toward accomplishing outcomes.

FORM CMS-25a7(02-29) Provious Versions Cbaglote Event [D:Y35T11

Fachty ID: 00G203

if continuation sheet Page 9 of 17



06/24/2010 14:17 FAX 13012708779

ENT OF HEALTH AND HUMAN SERVICES
el RMEDIZ D SERVICES

IDI HR DEPT

013
PRINTED: 05/09/2010
FORM APPROVED
OMB NO. 09 1

ATEMENT OF DEFIGIENCIESR
ﬂm PLAN OF CORRECTION

B. WING

0G) MULTIPLE CONSTRUCTION
A BUILDING

((3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER
INDIVIDUAL DEVELOPWENT, INC

STREET ADDRESS, CITY, STATE, ZIP COUE
8010 DIX STREET, NE
WASHINGTON, BC 20019

SUMMIARY STATEMENT OF DEFICIENCIES
(EACH DEHICIENGY MUST BE PRECEDED BY FULL
. REGULATORY OR L5C IDENTIFYING INFORMATION)

(x4 1D
PREFIX
TAG

D
PREFX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION EHOULD BE
CROSS-REFERENCED TO THE F?PPROPRIA‘I‘E
DEFIGIENCY)

W 268 | Continued F-om page ¢

the client's mame. He pushed the button aﬂ:e.r

 raceiving a isw prompts. At approximately 4:42

- p.m., the client pushed another butten triggering

' the recording *I would like to go fora stroll

! please.” Same of the staff chuckied when they

| heard the recording, with one stating aloud that
the cllent wais "already outside.” The client
pushed the dutton again, then paused. He
pughed the same button ancther four or five imes

| during the riext two minutes, receiving no

| response. ,

| At 4:46 p.m. a female staff said "He really wants

| to go..." in rasponse 1o Client #3's requests on the
| communication device. Another female staff with
i them on the: patio concurred. The QMRP asked

| who was galng to take him; however, thera was
no responsa. The facility coordinater, who had
come outsie a few minutes eartier, went back
inside. At«:50 p.m., a male staff came out to the
patio and greeted everyone. There was no
mention of Client #3's requests to go for a stroll.
The staff parson wheeled Client #3 into the
facility. Forthe next 35 minutes, the staff
provided the cilent hand over hand assistance
with playing video games in his bedroom.

| On 5721/2010, beginning at 10:36 a.m., review of
. Client #3's.Indlvidual Support Pian (ISP) dated

| B/28/2009, revealed that he had a formal program
! 1o learn how to make four | want...* statements

} using his woice output (Go Talk) device.

. Observations on 520/2010 revealed that staff
; falled to respond appropriately when Client #3
| made requasts using his augmentative

communication device.

W 438 ‘ 483.470(gH2) SPACE AND EQUIPMENT

W 268

]

W 436

“Wase -

This standard wlll be met as
evidenced by:

bN{0
The QMRP wlll coardinate m”w]
additional training with all staff.
The QMRP in coordination with
the medical staff will monitor
the implementation and seek
clarification with the PT
regarding the wearing of the
hand cone,

FORM GMS-Z587 (02-99) Previous lenm_ Ctacigte

Evant 10 Y56Y11
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The faciiity raust fumish, maintain in good repair, T
. and teach ckents to use and to make iformed 2. The QMRP and Coordinator
m; anah..-.tg:} %ﬁm eay:sg‘labsmseal are directly responsible for
and other dewices identified by the monitoring all adaptiva
interdisciplirary feam 3o ed by the client. equipment needs of the persons
: served. A checklist hzs been
This STANDARD is not met as evidenced by: established which requires
Basl,ed °£:':;{Vaﬁ°"- staff interview and TB?ON‘ review and signature of the
review, the ‘acility falled to ensu the sion of . e
adaptive equ.lipmt:nt for three ofﬁur s;",',,";'ed @ QMRP and Coordinator verifying
clients. [Clients #1, #3 and #4) review and actions taken to
| The findings include: secure adaptive equipment. in
4. On §/2072010, at 7:05 p.m.,, Clent #3 was addition, both the QMRP and
sbeerved with a hand cone piaced in his fight Coordinator are expected to
',}2{,‘2,,:?,{3‘:,;‘?,{ mmmvgg“azgﬁgd at document ali interventions and
1 :t:’ 45 a.m., review of Client#3's physician's maintain record of completed
ers (P vealed i o
s o tolrats e e o houts and hove repairs In the adaptive
toff fgd wo hg‘uera' The survey, however, ; equipment book for review. DRS
re i i pl'e"' t .
szznnm. asfgmad ot implemented his i will take actions for the QMRP
: and Coordinator who failed to
i a. Although the orders stated that he should wear .
! the cone four houre on, with two hours off, address the adaptiva equipment
. interview with tha two direct support staff who In an effective and timel
| were with Client #3 on the patio on 5/20/2010, at needsIn 2 . Y
| 7:05 p.m., revealed that they thought he was o manner. DRS will conduct
waar the enne from 8 p.m,, - 12:00a.m,, and frem :
8 a.m,, - 12:00 p.m., daily. However, interview ranc.|om reviews of Fhe ;
with the daytime LPN and the %ualiﬁed mental equipment along with other :
retardstion professional (QMRP) on the following
day (6/21/2:010,) beginning at 1 {:38a.m, assigned staff to ensure
revealed that the four hours on, two hours off compliance with this standard.
FORM CMS-2567(02-08) Pravinus Varsions Obsolate Event i0; Y65T11 Faciity ID: 00G203 ‘
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order was ‘of round-the~-clock support.

b. On 56/21.2010, at approximately 11:50 a.m.,

review of Client #3's May 2010, Medication

Administragion Record (MAR) revealed the

following s:hedule for wearing the cone: 8a.m,, -

12pm. 43m,~6pm,9pm,-12am,and3

a.m., - §a.m., The schedule did not comply with
the POs (fmur hours on, two hours off).

c. On 5/21.2010, at 10:38 a.m., review of Clent
#3's Indivicual Support Plan (ISP) dated”
B8/26/2009, revealed that the client was o “wear
his right hamd cone for four hours, twice daily." : _
| This frequency, however, did not comply with the ;
i POs {four ours on, two hours off).

" d. On 5/2012010, Client #3 was observed in the
facility between 7:30 a.m_, - 8:30 am., Hewas
not wearing the cone at the time and was hot
observed with the cone at his day program later
that day, a. approximately 12.48p.m., The
physical therapist (PT) was in the fagilily the next
day (5/21/2010,). At approximately 3:35p.m.. the
PT stated that he “would prefer” that Client #3 not
. bring the ¢one to his day program, for fear of the
cone "disaspearing.” [Note: Staff had earlier
stated thatithe client wore the cone from 8:00
am.,-12:600 pm,] At3:58 p.m., the PT
indicated that he had just reviewed the dient's
POs, MAR: and other documentation and he
' acknowleded there ware some discrepancies,

i He further stated that “we'll straighten that out.”

it should b noted that Client #3's May 2010,
MAR had a nurse's initials Indicating that he had
wom the cone from 4 p.m., -8 pm., The client,
+ however, Fad not been observed wearing the

| cone during that period. He was only seen

FORIA (MS-2567 (02-95) Pravisus Versione Obsclete Event 1. YS5T11 Faciy I0: 00G203 I' continuation sheet Page 12 of 17
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Continued From page 12
wearing it later that evening, at 7:05 p.m,,

2. On 5720:2010, at approximately 7.40 a.m., all
seven clierts were observed sitting in their
wheelchairs in the living room area. Further
observations revealed the following:

: The coveriing of foot box on Client #3's wheelchair
: was tom, with the metal and Interal cushioning
material exposed. [n addition, the laft arm rest
was missirg a portion of its covering; the tear
measured approximately 1 ¥ Inches x 2 inches,
! When Intewiewed kater that day, at 2:30 p.m,, the
QMRP anc facility coordinator (FC) both indicated
that they were pravigusly unaware of damage to
Client #3's.wheeichair. They stated that direct
support stsff had been instructed to Inform the FC
' of any prokilems with clients’ whesichairs. They
acknowledged that staff had not informed them of
the damags. The FC stated that he inspected
each clients wheelchair on weekly basls. He
then presented two adaptive equipment
checklists, dated 5072010, and 5/16/2010; neither
checklist irdicated damage to the wheelchair.

At 4:35 p.m., interview with a direct support staff
person revealed that damage to the arm rest had
been observed 9 days eariier and the foot box
tears were pbserved approximately 15 days
earligr. Later that day, at 5:32 p.m., a wheelchair
repair technician replaced the tom arm rest and
stabilized the cushion in Cent #3's foot box. The
 front edge of the box, however, remained torn.

It should b noted that the State agency survey
team obsearved identical damage to Client #3's
foot box and left arm rest during the last

! recertificadon survay. [Note: The same individuai
| was |dentified as Client #5 in the last survey.]

W 436
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The June 12, 2010, deficiency report included the
following:

"The covering of foot box on Client #5's
wheseichair was torn, with the metal and intermal
cushioning material exposed. In addition, the left
arm re6t wis misaing a portion of its covering; the
tear measured approximately 1 1/2 inches x 2
inches." The survey reveaied that the tears had
bggg Identiied two months earlier, on April 16,

1 2009,

3. The faciity falled to ensure staff provided Client
#4 with the-proper "bolster” under his khees when
placed in arsupine positon. [See W194]

#4 with a "rolled washcloth™ and ensure he wore it
In four {4) lour Intervals throughout the day ag
evidenced >elow:

During the Jay ram pbservations on
5/20/2010, at 10:30 a.m., the attending staff
revealad Cient #4 did not have his "washcloth" to
; use that day. A quick interview with the staff
revealed Ciient #4 was usually sent to the day
: program wth & washcioth that he was supposed
fo “roil up" and place in his left hand. The staff
further indicated the washcloth was a measure of
keeping Cllent #4's hands clean and dry.

Client#4 atived homa from day program at
approximaliely 3:40 p.m., on 520/2010,. From
that point until after dinner at approximately 5:40
p.m., Clien: #4 was not pbserving with a "rolied

; washcloth" in his left hand.

Record review on 5/20/2010, at approximatety
3:19 p.m., ‘evedled Client #4's 32010, POs listed

4, The facikty failed to ensure staff provided Client!

W 438!
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an order wnich read, "use rolled wash cloth in his
left hand for 4 hours [on] and [4] hours off during
the day." 4. cursory review on the same day and

. time revealed Client #4's PT assessment dated
10/1/2009 also recommended that staff "keep the
skin dry and clesn on his left hand, Consider

| using a rolled washcloth in his hand for 4 hours
on, 4 hours. off during the day."

Interview with the QMRP, FC, and the licensed

_ practical nwurse (LPN) on 5/21/2010, at 12:53
p.m., confismed that Client #4 was not provided
his rolled washcioth when he got home from the
day progran on the day before. In addition, they
all agreed :additional training would be provided to
staff to ensure Client #4 was provided his "rotied
washcioth™ as recommended by the PT. Staffin
attendance was informed of the washcloth not
being provided at the day prograrn and |ater on at
the home cn 520/2010,.

. 5. The faclity failed bo ensure staff provided Client
#1 with a new "foot box" to protect her feet as
avidenced below:

. Review of the uhusual incident reports on
5/21/2010, at 1:59 p.m., reveaied Client #1
complained of pain in her right foot on 3/27/2010..
The incident report indicated the facility's nurse

* assessed the painful area and observad "skght
swelling in the middile of her right foot" Further
record revisw revealed Client #4 fractured the toe
on her righ: foot on 8/6/2009. The incident repon
. detailed Client #4 "hit her right foot on the door
exiting the weighing room"” of the facility.

Review of Client #4's PT assessments on
i 5/21/2010, at 1:18 p.m.. revealed the following:

FORM CMS-2567 (02-99) Previcus Versions Obadlate ~ Evenl 10:YS5T11 Facily ID: 00G202 I continuation sheet Page 15 of 17
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a. PT assessment dated 10/12/2009 ‘ Y ”
recommended that the facllity “contact wheelchair W436 Contmued..
. vendor to explore foot support options, i@ spilt foot
boxes.” 3. Reference response to
" b. PT asssssment dated 11/8/2009 w194,
: recommended that the facility "contact wheelchair
yendar Yo wxplare foot suppott options, le spit foot 4, Additional training has
¢. PT assessment dated 4/8/2010, mmbr;dod been coordinated with the
that the facillity lock to secure "angle adjustable PT onthe w ;
1 footplates” and also to "contact wheslchair vendor " e wearlng of the
. to explore foot support options; ie spiit foot . rolled washcloth. The
boxes." ) .
QMRP, Nurses and Home o' 20
! interview with the facility's FC on 5/21/2010, at . . i
v o T o e, Manager will also monitor Unaom(\
had follewiad up on these recommendations.
According fo the FC, the recommendation for the to ensure ongoling
changes in: the foot box was due to saveral I compliance wi .
incidents ragarding Client #1 injuring her foot p ance with this
while ambulating around the home. standard.
| Interview with the GMRP and the LPN on .
5/21/2010: at appraximatsly 5:30 p.m., revealed 5. Corrective actions taken
had essed .
ggmmeﬁa‘;gdn; " da:,’_’ PTs for QMRP who failad to
W 474 . 483.480(bi(2){ifi) MEAL SERVICES W474| provide appropriate follow-
Food mus: be served in a form consistent with the up on adaptive equipment
developmental level of the client. T
needs of the individuals.
This STANDARD is not met as evidenced by: Also, reference response to
Bazed on pbsefvation, staff interview and record #2
review, the: facllity failed to ensure all chents -
. recaived their maals in the form and consistency
as prescribed, for two of saven dients reaiding in
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f

the facility. (Clients #4 and #7)
The findings include:

1. The facilry failed fo ensure Client #4 was
provided his fluids in a "honey thick" consistency
as prascribed in his current ician's orders
and as prescribed in his 10/2009 mealtime
faading proocoi. [See W184)

2. Similarly, Client #7's Meaitime Protocoi, dated
115/2010, and a physician's order dated
5/412010, reflected an order for "honey thickened
fiquids." Dwring dinner on §/20/2010,at -
approximatzly 6:15 p.m., a direct support staff
person wag observed giving him wster from a

! covered spout cup; the water had been thickened
to a nectar sonsistency. When asked obout the
consistency, both the staff person feeding him as
weil as the nurse who was observing the meai
stated that the water appeared to ba honey thick.
Minutes iater, after surveyors asked tha nurse a
saoond time, the nurse took the cup to the
kitchen, added more thickener and brought it
back to the dining reom. [Note: Approximataly 5
minutes afier his beverage had more thickener
added, Client#7 coughed once. The staff person
stopped immediately. He resumed feeding the
client after the nurse assessed the client and
datermined! that he was not showing signs of
distress.]

w474

This Standard will be met as
evidenced by:

| | (00
1. Ref :
ererénce response to W194. )UN{PIN/]

2. Reference response to W120 i
| and W194,
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! 000! INITIAL COMMENTS

A licensure survey was conducted from
. 5/19/2010 through 5/21/2010. A random
. sampling of four residents was selected from a
residential papulation of six males and one
female with varying degrees of disabilities. The
findings of the survey were based on
observations and interviews in the home and at
' two day programs, 2s well 25 a review of the
! resident an¢ administrative records, including the
incident reports.

3502.6 MEAL SERVICE / DINING AREAS

Each GHMFE.P shail be responsible for ensuring
that meals, which are served away from the
GHMRP, ars suited to ths dietary needs of
residents as indicated in the Individual
Habilitation Plan.

* This Statuté is not met as evidenced by:

Based on obsgervation, staff interview and record
| review, the group hame for the mentally retarded
| pefsons (GHMRP) failed to ensure day program
| staff propery implemented the meattime feeding
1 protocols far one of four sampled residents.

' [Resident #1]

I

: The finding includes;

[Cross Referenca Federal Deficiency Report
' Citation 12¢]

. The GHMRIP failed to ensure Residant #4
' received his. mea! in the manner prescribed on
| his mealtime feeding protocol. Observations on
: 6/20/2010, Yeginning at approximately 11:565
a.m., reveared the following:

000

"3502.5

This Statute will be met as
evidenced by:

Cross reference response to

federal deficiency repo-t citation
Ww120.

G-1010
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1. Residen! #4's staff placed two leaspoons of
thickener irto smat! spout cup that was filled with
" Juice and sierved it {o him approximately 2 -

i minutes later, The Juice easily moved around in
the cup whan the staff served it to the resident
during lunc. Interview with the staff at

: approximately 11:57 a.m. revealed he assessed
the consistancy of the juice to be "honey thick.”
interviews with the day program's case manager
(CM) and lizensed practical nurse (LPN) on the
same day zt approximately 12:08 p.m. revealed
there was no consensus betweean the three of
them as to the consistency of the juice. The case
manager litied up the cup and indicated it was
"nectar thick,” the LPN indicated she was not
sure of the consistency, but added Resident #4

- flulds should be *honey thick™ and the attending
staff reiterated it was "honey thick" after shaking
the container of juice several mom times. Upon
further inspection, the CM confirmed the fluid in
the cup wais too thin to be *honey thick™ and
further statsd she would get the Nutritionist in to
conduct anin-service to address the problem.

2. At approximately 11:56 a.m., Resident#4's
staff served him approximately three spoons of
food befare serving him some of his Juice from a
spout cup.

3. At approxirately 12:10 p.m.. a container of
Resource 2.0 was observed on the table in front
of Residen: #4. interview with the staff at
approximately 12:11 p.m., revealed he was not

! going to add any thickener to the Resource 2.0

. because he: had no written documentation that
stated he should de so. Further interview with the
attending s'aff revealed he had never added any
thickener t» the Resourca, The CM and the LFN
interjected, “all of [Resident #4's] fluids should be
:arved at a Honey Thick consistency.”

Health Reguiation AGmnSeTon .
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I o47i Continued From page 2

| Record review on 5/20/2010, at 3:32 p.m.,
revealed Resident #4's 5/2010 physician's orgers
| prescribed ‘hat he receciva "honey thick” liquids.
. Further record review on 5/21/2010, at 4:54 pm.
| revealed Ressident #4's Meattime Feading
Protocol daied 10/16/2009, also recommended
"Honey Thiek Liquide". The consullgus on o
|' further recommend that staff should "present 2.3
sips of iquid as often as you can between each
spoonful of solid food.” As noted above, the staff
was not observed providing his liquids in tha
manner prescribed.

Interview with the GHMRP's qualified mentai
retardation professional (QMRP) and the facility
coordinator (FC) on §/20/2010, at 8:33 p.m.,
revealed they were not aware of the feeding
problems okserved at the day program. Both the
QMRP and he FC agreed to revisit the day
program and provide the necessary training to
-ensure the mealtime feeding protocol was being
implemented as prescribed, .

! OSﬂ 3502.13 MEAL SERVICE / DINING AREAS

i Each GHMFP shall train the staff in the use of
! proper feeding techniques and monltor their
appropriate Jse to assist residents who require
special feeding procadures or utensils.

This Statute: is not met as evidenced by:

Based on otservation, staff imerview and record
review, the troup home for the mentally retarded
persons (GHMRP) failed to ensure all staff were

coMmpetent [m implementing a resident's mealtime
feeding protwcol and repositioning for two of the

l seven residents residing in the GHMRP.

! [Residents # and #7]

1047

} 085

3502.13

This Statute will be met as |
evidenced by:

bd1.(0

|
Cross reference response {0 MSO N"

Federal Deficiency Raport

Citation W474,
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Continued *rom page 3

The findings include;

[Cross Reference Federal Deficlency Report
Citation W474)

1. On 526/2010, between 6:10 p.m. - 6:43 p.m.,
observatiors and Interviews with two direct
support staf and the evening licensed practical
nurse (LPN) during dinner ravealed the three
employees serving the evening meal could not
discern if the fluids being served during dinner
were of nectar or honey-thickened consistency.
Residents #4 and #7, both of whom were at rigk
of aspiratom due to dysphasia, were offered
water thickened 0 a nectar consistency Instead
of honey-thickened, as ondered. .

On 6/21/20°10. beginning at 2:44 p.m., review of
the GHMRFs staff in-service tralning records
revealed no evidence of training on Resident #4's

- and #7's Mealtime Protocols. The GHMRP had,

however, decumented a 3/23/2010, training by
the RN on Ciysphasia and Resident #6's Mealtime
Protocol. Qbservations ofy 5/20/2010, indicated
the lraining 1ad not been effective. In addition,
review of thw 3/23/2010, signature sheets
revealed novindication that the nurse thai
observed dianer on §20/2010, had been in
attendance “or the training.

[Note: The raost recait documented training by
the nutritionist was more than a year eartier
(3/5/2009 and ¥7/2008). The QMRP indicated
that the nuirtionist had provided training shortly
before the survey. There was no documentation,

{ however, Mmude available to verify said training.]

2. The GHMRP falled to ensure Resident 24

. received hisudinner in the manner prescribed on

055

-—--niq—
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| Dinner observations on 5220/2010, at6:10 p.m.,

; served to Resident #4 was at a "honey thick"

; consistency-of the water was In Resident #4's

! resident's mouth even though there were stil
: residuals lef from the previous spoon of food,

Continued #rom page 4
his mealtime feeding protocol as evidenced
below.

and record eview on 5/21/2010, at 3:32 p.m.,
revealed Resgident #4's mealtime feeding protocol
was nhot impiemented as prescribad. Evidence of
the deficien:: practices is presented below:

a. Resident#4's 10/16/2009 Mcaltime Feeding
Protocol and 5/2010 physician's orders
prescribed ha receive "honey thick liguids."
However, dwring dinner, the water in Resident
#4's spout cup easlly moved around as the staff
swirled the cup before serving it to him. The
water appes&red very thin, slightly thinner than
hectar consistency. The steff feeding Resident
#4 his meal, the two other staff at the table
fegding the ther residents and the attending
nurse all indicated the fluid in the cup being

consistency: Initiaily the nurse observing the
dinner indicuted he was not sure what the

cup. Upon urther Inspaection, he concluded it
was "honsy thick."

b. Resident #4's 10/16/2009 Mealtime Feeding
Protocol prescribed that staff should “not mix
food items twgether." During dinner, Resldent
#4's staff took amali sections of each food item
mmimed them together for each spoonful of

o The staff also fed Resldent #4 at a steady
pace. Each spoon of food was placed into the

Resklent #4's staff also fed him five spoons of
food before :serving him a sip of water on one

1 055
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occasion and approximately another 4-8 spoons
of food before serving him some water on
another oc:asion,

Review of Resident #4's 10/16/2009 Mealtime
Feeding Protocol  prescribed the follawing
intarventions: -

1) Look for a swallow as indicated by the raising
then lowering of his Adam's Apple located in the
center front heck. Allow multiple swallows with
each spoorful until all of the pocketed food
behind his tongue is cleared from his mouth.

2) Be certsin he swallowed all of the food before
presanting another spoonful.

3) Presen: 2-3 sips of liquid as often as you can
between each spoonful of solid food.

intarview with the GHMRP's qualified mental
retardation drofessional (QMRP) and the GHMRP
coordinator (FC) on 5/20/2010, at 6:33 p.m.,
ravealed thay were not awara the GHMRP's staff
was feading Resident #4 incomrectly. Both the
QMRP and the FC agreed that additional training
was necesgary to ensure the mealtime feeding
protocol was being implemented as prescribed,

3. The GHMRP failed to ensure Regident #4

was provided the proper support when

| repositioned to a supine position as evidenced
below:

! Evening observations on 52072010, at 5:27 p.m.,
revealed Resident #4 was repositioned from his
wheelchalr nd onto the couch facing the patio.

. He was placed in a supine position with his
buttocks against the left arm of the couch and his

[. faatw?reallwed to hang over the left arm rest
as well,

I et e
Fealth Regulafion Asministration .
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Record review on 5/21/2010, & 12:49 pm
revealed Resident #4's 10/1/2009 Physical S — _
- Therapy (PT) assessment recommended that 3504.1
staff "use a I?Iolste'r;_trmder his neas in supine.”
Interview with the PT on 521/2010, at 4:18 p.m., ‘ : _
revealed he would rather the staff not place This Statute will be met as
Resident #4 in a supine position by using the evidenced by:
couch and the armrest. This was not 2 suitable
"bolster” especialy regarding the number of
cushioned wedges avallabls in the home of 1. The broken cement at the end
various anglas, sizes and shapes that could be of the front walkway has been
used. repaired.
Interview with the QMRP, the licensed practical ?amhn :
rurse (LPN).and the Fc?'u o:o 5/21/2019, at 12:52 2. ﬂahng%n the wood::n privacy
pm confimed the couch shouk! not have been -
used o place Resident#4 in a supine position. In fence has been repainted and ‘0”'0
addition, all three of the managing team agreed peeling removed.
etaff wouid te provided additional training to U“gbih(/]
! reen:;“mmtz:mp:;meawres Yo address the PTs 3. rust stains on the jam of the
door have been repairad.
1090 3504.1 HOUSEKEEPING 1080
. . i orti
The interior snd exterior of each GHMRP shall be 4. paint on the lower portion of
maintained in a safe, clean, orderly, attractive, the to the nurses offic: has been
and sanitery manner and be free of repaired.
accumulations of dirt, rubblsh, and objectionable
oddors.
5. Maintenance went
This Statute is not met as evidenced by: throughout the home to address
Based on pbsarvation and interview, the GHMRP the knicks and scratchas,
failed o rnaiu:in the Interior and exterior of the
facility in a sufe, clsan, orderly, altractive, and '
sanitary manner, for seven of the rosident 6. the drain in the hand sink In
in the facility. (Residents #1, #2, #3, #4_¥5, #6 the bathroom has been .
ad #7) unclogged.
: The findings includa:
Health Reguiation Adminisiration
STATE FORM e Y&55T 11 ¥ oprtinualion sheet 7 of 14
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, | Observation and interview with thve facility's T T
qualified mental retardation professional (QMRP) ) . .
on May 21, 2010, beginning =t 4:33 p.m, revesled _ 7. The grease accumulation has
the following: been addressed.
Exterior: 8. the knobs have been replaced
1. There was a large (3 ft. x 2 ft.) area of broken on the dresser drawer,
cement al the end of the front walkway, where jt
reached the-driveway. The damaged area 9, the front panel a
+ provided an uneven surface, creating a potential . P of the drawer
trip hazard. . in the laundry room has been
2. Paint on the wooden privacy fence around the repaired.
side patio was peeling.
| Interior:
3. Rust stairs were observed on the jam of the T T e
~door leading from-the-fiving-roomrtorthe side patio|- -——— ~1— Home Manager will conduct -
outdoors, . weekly walk through and
4. Paint on the lowsr portion of the door to the document environmental
nurse's offic: was severely damaged. Scrapes CONcerns, N i
covered the 1 in of the door e.rn : e.eded repairs and
surface. bofto submit a maintenance request
5. There wese knicks, and hes on form to have wor!< corm:pleted as
the paint on joor jams throughout the GHMRP, needed. QMRP will 2lso monitor
8. The drain in the hand sink In the bathroom - to ensure that such rerairs and
across from the kitchen was clogged or otherwise envircnmental checks are
did not provide adequate drainage. occurring as outlined.
7. There was an accumulation of grease on the
ventilation fan in the kitchen, )
8. There were knobs missing from bedroom

dresser drawers used by Residents #1, #2, and
Health E.Tlam'—' Admanistration
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23,

9. The froni panel of a drawer in the laundry room
was removed,

The QMRP acknowiedged the above-cited
deficiencieg at the conclusion of the
environmenkal walk-through.

|1aei 3508.5(c) ADMINISTRATIVE SUPPORT e | T L

| Each GHMRP shali have an organization chart :

that shows #he following: This Statute will be met as ™

(c) The categories and numbers of suppartive evidenced by: \
and direct cire staff and... -

This Statute Is not met as evidenced by: ,
Based on review of the organizational chart tha - _
was presented, the Group for Mentally Retarded 1. Number of direct support staff b 1010
- Persons (GHM;Z) failed to emn:ure that thgf employed at the group home has A
organizationzl chart showed the numbers

supportive and direct care staff. been added to the 07“50 ‘/}

The findings: include: .

1. On 52072010, at approximately 4:05 p.m., the 2. The number of LPN ;taff have
former assistant director of residential services been added to the

presented two organizational charts (dated L,

January 2010). Review of the wo charts organizational chart.
revealed that neither one showed the number of
direct support staff employed by the GHMRP, " Human Resource Director will

2. Further review of the ofganizational charts ensure all documents are filed in
fevealed that neither chart indicated the number the books for review.
of LPNs empioyed by the GHMRP, sview

At 4:28 p.m.. the former assistant director of
residential services acknowledged that the
organizational charts did not incicate the numbers

Health Regutation AGminetrarion
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of nursing and direct support staff.
3510.5(f) STAFF TRAINING 12209

-

. This Statuter is not met as evidenced by:

: 2. The facility failed to provide effective staff

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

() Specialty areas related to the GHMRP and the
residents to be served including, but net limited
to, behavior management, sexuality, nutrition,
recreation, tixtal communications, snd assistive
technologies;

Based on ckservation, staff interview and record
review, the tacility failed to ensure all staff were
competent In implementing a client's mealtime
feading protocol and repositioning for two of the
se\éen clients residing in the facliity. [Ciients #4
and #7]

The findings include:

1. [Cross Reference 3502,13) There was no
evidencea thet the staff who was observed feeding
Clients #4 and #7 their dinner on 5/20/2010, and
the LPN whe was monitoring the meal, had
received effective training to ensure
implementaton of their meaitime protocols,

training to ensure Client #4 was provided the

proper suppwrt when repositioned to a supine
position as evidenced below:

Evening obsarvations on 5/20/2010 at 5:27 p.m,
revealad Client #4 was repositioned from his
wheeichair and onto the couch facing the patio,
He was placad In a supine position with his
buttocks against the left arm of the couch and his

This Statute will be m2t as
evidenced by:

1. Cross reference 35(2.13

2. Cross reference responses to
W249 and W268.

b (7-10
(m(jolﬂb)n
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feeI:were alkowed to hang over the left armrest as
well.

Record revisw on 5/21/2010 at 12:49 pm
revealed Client #4's 10/1/2009 Physical Therapy
(PT) assessment recommended that staff "use a
bolster under his knees in Supine.” Interview with
the PT on §21/2010 at 4:18 p.m. revealed he

. Would rather the staff not place Glient #4 in a
supine posliion by using the couch and the arm

rest. This was not a suitable "bolster” especially

! regarding the number of cushioned wedges

available in he hame of various angles, sizes and
shapes that'could be used.

Interview with the QMRP, the licensed

nurse (LPN} and the FC on 5/21/2010 at 12:52
pm confirmed the couch should not hava been
used 1o piace Client #4 in a supine position. In
addition, all ‘hree of the managing team agreed

: staff would be provided additional training to

ensure the proper measures {0 address the PT's
recommendiations,

3512.2 RECORDKEEPING: GENERAL
PROVISIONS

Each recordshall be kept In a centralized file and
made availavie at all times for Inspection and
review by persannel of autharized regulatory
agencias,

This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to ensure records were available
for inspection by personnel of the Departrment of
Heaith, Heakh Regulation and Licensing
Administration,

1229

261

3508.5

This Statute will be met asl
evidenced by: '

1. Number of direct support staff
employed at the group home has
been added to the

organizational chart.

2. The number of LPN staff have
been added to the
organizational chart.

Human Resource Dirertor will

~ ensure all documents are filed in

the books for review,

b-10-)0

ondpr

| The findingsiinclude:
Haalth Regulation
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1. On §/20/2010, at approximately 2:50 p.m., the
quakfied mental retardation professional (QMRP)
and the faciity coordinator (FC) agreed to make
available for:review the records of all ——— e T
fire/lemargericy evacuation drills that were
conducted during the preceding 12 months. On
§/21/2010, teginning at 8:35 a.m., review of the 3512.2
Fire Drill iog book presented revealed that drill )
1 Fecords were available for the pesiod November .
11,2009 - May 21, 2010 enly. At9:17 a.m., the This Statute will be met as
QMRP stated that drills had been conducted evidenced by:
during the puriod June 2008 - October 2009; he Vi
! agreed to lovate drill records for that five-month
period. At 1.53 p.m., and again at 2:40 p.m., the Home Manager and QMRP will
FC stated that he was "looking for” the missing : :
drill reports. No additions! fire drill records were monitor drills on a mon thly
made availahle for review before the survey basis, file information
j ended later that day. accordingly and provide b ¥ 10
[Note: On 5/25/2010 (post-survey), the facility additional staff training as 0"5)‘“'(’[
: Submitted 11 fire drill reports from the period ded
' 6/8/2009 - TW/26/2009. No expianation for the needed.
i delay in locaing the records was offered.]
. Home Manager received
2. On 5/21/2010, at 1:53 p.m., the FC was askerd - - .
about the folowing notation on a Fire Driil record additional training on m onitoring
dated Novesnber 11, 2008, “trouble light on the and address life safety code
alarm box inithe nurse station continues to blink e
onand off." He recalled receiving a telephone hazards and maintaining recelpt ,
call from theicompany that maintains their aiarm of repairs on file. Maint
system. When the peérson asked if the GHMRP P i h:ﬂam ‘enance
was experiencing any trouble, he told them about department aiso will monitor for
the blinking red light. The alarm company li i
reportedly sént & repair bechnician 1o the tacilfy 1o ife safety code violations and
fix the alarmi The FC agreed to kcate tha repair coordinate repairs as needed.
receipt or invoica for verification purposss. At
2:40 p.m., thm FC stated that he had not yet
located the raceipt in the tacility and would make
| an inquiry at the corporate office. No receipt or
Haaith Regulstion Adminietraton .
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other form »f documentation was presented
befere the survey ended later that day. —

It should be noted that on 5/21/2010, at '
approximatsly 5:30 p.m., inspaction of the alsrm 3521.3
box in the nurse station revealed no evidence of

any currentiproblems. This Statute will be met a5 é; £ IO
1422 3521.3 HABILITATION AND TRAINING 1422 evidenced by:
IR

Each GHMRP shall provide habilitation, training Cross reference respcnses to
and assistance to residents in accordance with W26
the residen| * & Individual Habilitation Plan. 8.

This Statute: i not met as avidenced by:
Based on onservation, interviaw and record '
review, the “acility failed to ensure implementation
of prescribed training programs, for one of four
sampied residents. (Resident #3)

. The finding includes:

[Cross Reference Federal Deficiency Report
! Citation W258]

On $/20/20-0, Resldent #3 was observed on the
- patio with several staff and peers, from 4;32 p.m,
-4:50 p.m. The resident was 100% reliant on
staff for mokillizing his whee! chair. At
. approximately 4,38 p.m., a staff placed a Go Talk
9+ communscation device onto his lap. Beginning
atapproximalely 4:42 p.m., the rasident pushed a
butten to piay the staternent "1 wouki like to go for
a stroll please.” Staff acknowledged hearing
repeated resuests for a stroll during the 6
minutes that followed. However, at 4:50 p.m.,
Resident #3 was wheeled back into the facility

without being taken for a strol,
On 672112010, beginning at 10,36 a.m., review of . i
Haalth Raguation ASmnistsion
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Resident #3"s Individual Support Plan {ISP) dated
August 28, :2009, revealed that he had a formal
pragram to ®am how t© make four *} wart.. "
statements sing his voice output (Go Talk)
devics. _
‘ !
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