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W 000 ! iNITIAL COMMENTS
o
| A fistsertification survey was conducted from

7/4042010 through 7/23/2010. The survey was
"inidted using the fundamental survey process. A !

| safple of three clients was selected from a

: regident population of six men with various

. degiees of Inteiiectuai and/or developmental

i disP ilities. :
T :
" The findings of the survey were based on :

' Obgervations, interviews with staff in the home
‘ t three day programs, as well as a review of :
and administrative records, including
nt reports.

#10(d)(3) SERVICES PROVIDED WI|TH
! OUT|SIDE SOURCES

cillty must assure that outside services
the needs of each client,

I3{STANDARD is not met as evidenced by:

d on observation, interview and record

. the faciiity failed to assure that the day
ent program provided approptiate active
ent (i.e. Isnguage deveiocpment training)

on assessed needs, for one of three clients
sample, (Client #3)

- The l{inding inciudes;

' The burvey was initiated on 7/20/2010 beginning
| at €48 a.m. Observations in the home that :
| moirfing suggested that Client #3 was biind, This
{ was gonfirmed at approximately 9:15 a.m., ;
« thradgh interview with the qualified mental

, retamation professional (QMRP). She said the

i cliepf was legally biind but had some, limited

. visi

W 120!

Wizo

The QMRP w
language prd
hems by cold
the QMRP w

by the QMRP |
B-30-10

Prograss reports from the day
ves implemented and wilj review
ring her manthly visits. ih the

the day program wit
arder to review § Wit be requesteq

L |l
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and montor active treatment by
(X6) DATE

Deadet  diahe

1y
i

Any deficiency stan
other safeguards p

ent ending with an asterisk (*) denotes g deficlency which
ide sufficient protection 1o the patients. (See instructions.)
foliowing the date df urvey whether or not a pian of cerreetion is provided. For
days follawing the ddte these documents are mad
program partteipatifg.
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W 120 Continued From page 1

- Client #3 was observed at hig day program on

‘, 712172010, At 1:43p.m., a day program direct

| support staff person piaced a small, red wooden
pbject in his hand and said "Red, look at me

<client's name>, red. Can you put your fingers up

to your chin?" She took his hand in hers and she

| provided hand over hand guidance for him to

| make the gesture for “red"” in American Sign

| Language. The client, however, did not respond

| to her prompts. She repeated the same requests

and prompts at least eight times for the word

"red" then made similar attempts to teach him the

gestures for "blue” and "orange;" however, the

client did not respond accordingly. The staff

continued prompting him to make signs/gestures

until she stopped at 1:55 p.m. The staff indicated

| that Client #3 had limited vision. The client

| extended his hand for a hand shake after this

’ surveyor extended his hand.

| On 7/21/2010, beginning at 2:17 p.m., interview
I\ with the day program speech therapist revealed
| that she had assessed Client #3 several years

| earlier. She further indicated that she had not

| worked directly with the client for two years;

| however, she believed that he functioned at the
9-12 month level and teaching him to sign colors
{ would not be appropriate. The client's day
program coordinator also questioned whether

‘l teaching him signs was appropriate.

| Upon return to the home on 7/21/2010, at 3:34
p.m., review of Client #3's records revealed a

| Speech/Language Assessment dated 8/16/2008.

| The assessment did not recommend teaching

i him sign language. Instead, it recommended a

training objective as follows: "<Client's name> will

make choice selections when provided with two

W 120
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W 120 % Continued From page 2

| or more selections. Choices provided can include
| exercises, leisure activities and/or chores." At
| approximately 5:22 p.m., interview with the QMRP
‘ reveaied that the client used to receive sign
language training in the home; however, she had
discontinued that program in 7/2009 after he
failed to make progress. A direct support staff
[ person who was present at the time, confirmed }
| what the QMRP had just stated.

J On 7/22/2010, at 4:50 p.m., review of Client #3's
( day program plan, dated 8/1/2009, revealed that
| the plan included a training objective for him to
| learn the signs for four colors, It did not include [
| the choice-making program that was being
( implemented in the home. At approximately 5:15
I'p.m., the QMRP stated that she had not observed
J the sign language program being implemented at
| the day program and was unfamiliar with it She
| again stated that Client #3 had not shown
| progress from past efforts to teach him sign
" | language.

W 148 | 483.420(c)(6) COMMUNICATION WITH

CLIENTS, PARENTS &

The facility must notify promptly the client's

parents or guardian of any significant incidents, or
| changes in the client's condition including, but not
| iimited to, serious illness, accident, death, abuse,
‘ or unauthorized absence.

This STANDARD is not met as evidenced by:
| Based on interview and record review, the facility
" failed to ensure that clients' involved family r
i Members and/or legal guardians were notified of
significant incidents, for two of the six clients
residing in the facility. (Clients #3 and #5)

!
; !

W 120

|

w148

The responsibility to insure that family and legai guardians are
notified of incidents will be given to the QMRP excluslvely ard will
be monitored by the incident management coordinator on an
Incident-by-Incident basis...8-20-10

Foltow up will be reviewed in weekly management meetings to
routinely audit follow up...8-20-10

|
|
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W T4B.J Continved From page 3
| The finding includes:

On 7/20/2010 beginning at 9:45 a.m., review pf
incident reports revealed that on 1/28/2010, the
facility received an allegation of neglect from an
| @nonymous caller. According to the anonymous
| complainant, the driver and driver's aide who
were transporting Clients #3 and #5 allegedly
| were under the influence of illegal drugs. Review
! of the corresponding internal investigative report,
| dated 1/31/2010, revealed that the allegation had
been "substantiated” after the two employees’
urine tested positive for marijuana. Further
review of the incident report and investigation
failed to show evidence that families and/or legal
guardians were notified of the allegation of
neglect or the findings of the internal
investigation.

! On 7/23/2010, beginning at 10:10 a.m.,
“' concurrent interviews with both the quaiified
mental retardation professional (QMRP) and the
! incident management coordinator (IMC) in the
‘ facility confirmed that the driver and the aide had
| both tested positive for marijuana. Both
employees' employment was terminated due to
- the findings. Further interview revealed that
either the QMRP or the IMC were responsible for
notifying family members and guardians. They
‘ ‘ both acknowledged, however, that Client #3's
' guardian and Client #5's uncle were not notified of
\ the allegation of neglect or the findings of the
t internal investigation.
W 159 | 483.430(a) QUALIFIED MENTAL
I RETARDATION PROFESSIONAL

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

W 148

W 159
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This STANDARD is not met as evidenced by:

« behavior support plan.

Based on observation, staff interview and record
review, the facility's qualified mental retardation
professional (QMRP) failed to coordinate and
monitor active treatment programs, for three of
the three sampled clients. [Clients #1, #2 and #3]

The findings include:

1. Cross-refer to W189. The QMRP failed to
ensure all staff was effectively trained to assist
Clients #1 and #3 with transfers and ambulation.

2. Cross-refer to W194, The QMRP faiied to
ensure all staff was effectively trained to
implement Client #3's meal-time protocol and
Client #2's behavior support plan.

3. Cross-refer to W216. The QMRP failed to
ensure that clients' self-medication skills were
assessed to determine potential training needs.

4. Cross-refer to W220. The QMRP failed to
ensure that Client #3 received an updated speech
assessment to determine his speech and
communication needs,

5. Cross-refer to W252. The QMRP failed to
ensure that staff documented Client #2's
rumination behavior in accordance with his

6. Cross-refer to W255. The QMRP failed to
revise Client #3's communication/choice-making
objective after he successfully achieved the
prescribed performance criteria.

W159

The issves identified under W159 have been addressed as
evidenced by the responses for W189, w194, W216, W220,
W252, W2ss, W356, W36 and W47
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W 159,

W 189

| pral health.

[Clients #1 and #3]

client, leading) while the client held his hands.

Continued From page 5

7. Cross-refer to W356. The QMRP failed to
ensure the effective maintenance of Client #3's

8. Cross-refer to W436. The QMRP failed to
ensure clients received their prescribed adaptive
equipment during meais.

9. Cross-refer to W474. The QMRP failed to
ensure clients received their meals in the form
and texture prescribed to meet their needs.
483.430(e)(1) STAFF TRAINING PROGRAM

The facility must provide each employee with
initial and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and competently.

This STANDARD s not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to ensure staff was
effectiveiy trained to ensure clients received the
proper assistance during transfers and
ambulation, for two of three sampled clients.

The findings include:

1. On 7/20/2010, at 7:17 a.m., a direct support
staff person (S15) came to the living room sofa
where Client #3 was seated. He stood directly in
front of the client, stretched out both of his arms
and asked him to take his hands. The client took
hold of S15's hands as instructed, and $15 pulled
the client towards him. With $15 pulling, the
client stood up. They walked to the dining room
tabie, with S15 walking backwards (ahead of the

W 159

W 189

w189

1. PT wili re-train all staff members on the ambulation assistance
protocol for client #3, The training will occur by...9-7-10.

The OGMRP will train staff by...8-17-10.

2. BRA will insure that ail staff who missed the previous training
by PT attends the next training and that all staff that were trained
in the previous session receive refresher training,..9-7-10

FORM CMS-2567(02-99) Previous Versions Obsolete
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Moments later, they left the dining room and
walked up the stairs into the hailway leading to
the clients’ bedrooms. They walked together in
the same manner observed moments earlier,
hand in hand, with $15 in front (walking
backwards), and Client #3 following him (walking
forwards).

Later that morning (7/20/2010), at 10:38 a.m.,

; another staff person {(S31) approached Client #3
as he sat on the sofa. She stood directly in front
of the client, stretched out both of her arms and
instructed him to stand up. The client took hold of
S$31's hands and she pulled. He stood up.
Together, they went upstairs for the client to use
the restroom. This staff (S31) walked to the
client's left side, rather than walking backwards in
front of him, as S15 was observed doing earlier.

2. Client #1 was observed at his day program on
7/21/2010. At11:21 a.m., the client and his 1:1
staff person (S19) were seated nextto one
another on a leather sofa. They remained seated
for approximately 14 minutes. At 11:35a.m., the
1:1 staff stood up, moved directly in front of the
client, stretched out both of his arms and

. instructed him to take his hands. Client#1 took
hold of $19's hands. With considerable effort,
519 pulled the client towards him and the client
stood up. Together, they walked slowly to the
nurse's office.

On 7/21/2010, at 4:30 p.m., review of Client #1's
physical therapy (PT) evaluation, dated
10/28/2009, revealed the following: "...requires

; moderate to maximum assistance of one person

{ to stand from a low surface. He loses his balance
i backwards initially... He continues to lose his

' balance backward when trying to stand from a

FDRM CMS-2567{02-99) Previous Versions Obsolete Event ID: JeWX 11 Facility $D: 09G071 if continuation sheet Page 7 of 24
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W 189

w194f

. low surface.” The PT's recommendations

i approximately 5:20 p.m., the QMRP, FC and staff

: competent physical assistance.

Continued From page 7

included "Do not allow <client's name> to sit on
the couch.” At 4:32 p.m., interview with the
qualified mental retardation professional (QMRP)
and the facilities coordinator {(FC) revealed that
they were previously unaware that Client #3 sat
on a sofa at day program. They confirmed that
the client was prone to lose his balance while
standing. However, they both described how
Client #1 might fall forwards (not backwards) and
because he lacked the reflex to protect his face
when falling, he was at risk of injury. That was
the primary reason for assigning 1:1 staff support,
24 hours/7 days a week. Further interview
revealed that the physical therapist had
conducted a staff in-service training on 7/8/2010.

On 7/21/2010, at 4.49 p.m_, review of the
71812010 fraining materials revealed no evidence
that staff should assist Clients #1 and #3 to stand
up from a sitting position by standing in front of
them and pulling on their arms. in addition,
review of the 7/8/2010 signature sheets revealed
that $19 and S31 had not attended the PT
training. Further review of the 7/8/2010 signature
sheets revealed that 4 of the 9 staff who were
designated to provide 1:1 support for Client #1
had not attended the in-service training. At

529 were asked whether staff should stand in
front of the client, hold the client's hands and pull
him up from a seated position; in unison, they all
replied "no."

There was no evidence that all staff working with
Clients #1 and #3 had received the training
necessary to provide them with effective,

483.430(e)(4) STAFF TRAINING PROGRAM

W 189

W 194
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Staff must be able to demonstrate the skills and
techniques necessary to implement the individual
program plans for each client for whom they are
responsible. ‘

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the faciiity failed to ensure all staff were
competent in implementing clients’ mealtime
feeding protocols and behavior support plans, for
two of the three sampled clients. [Clients #2 and
L #3]

The findings include:

1. Observation on 7/22/2010, at 1:52 p.m.
revealed Client #3 was observed eating a meal of
French fries and chicken nuggets from a local
fast food restaurant for lunch. The meal
appeared consistent with being served a medium
. order of French fries and six (8} chicken nuggets.
. Client #3 was also served a small cup of diet
cranberry juice and water as part of his lunch.
The attending staff was interviewed at the time of
the observation and confirmed the contents of the
meal and that the meal was from a local fast food
restaurant.

Record review on 7/23/2010, at 10:47 a.m.,
revealed Client #3's 7/2010 Physician's Order
Sheet prescribed a "1500 calorie - chopped; low
cholestero! - low sodium - high fiber - low fat diet."
The order had been in effect since 5/2/2008.

Interview with the facility's nursing staff and
qualified mental retardation professional (QMRP)
on 7/23/21010, at approximately 1:45 p.m.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN DF CORRECTION (X5}
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W 194 ' Continued From page 8 W 194

w194

1. The QMRP will re-train staff on the diet regimen of client #3
by...8-19-10.

Nutrition services will foifow up with more formai training by...9-
7-10.

The QOMRP (weekly at minimum each shift} and shift leaders will
monltor compliance on an ongoing and daily (shift leaders)
basis...8-20-10

2. See responses for W249 and W252
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Continued From page 9

! confirmed Client #3 should not have been served
a meal of chicken nuggets and French fries for
lunch based on his dietary restrictions. The
QMRP indicated she would ensure staff was

retrained on Client #3's dietary regimen.

The facility failed to ensure the accurate and
consistent implementation of Client #3's
prescribed diet as written.

2. Cross-refer to W249 and W252. Facility staff
failed to demonstrate competence in
implementing Client #2's behavior support plan.
W 216 | 483.440(c){3)(v) INDIVIDUAL PROGRAM PLAN W 216
The comprehensive functional assessment must

inctude physical development and health.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to ensure that each client

W216

was assessed for skills associated with
administering their own medical treatment, to
include current skills and potential self-medication
training needs, for cne of the three clients in the
sampie. (Client#1)

The finding includes:

On 7/20/2010, at approximately 2:45 p.m., the
facility's Registered Nurse (RN) was asked
whether the clients had programs designed to
develop or strengthen their self-medication skills.
The RN replied "yes, the medication nurses do
those."

| The evening medication pass was observed on
} 7/20/2010, beginning at approximately 5:45 p.m.

Each individual supported will be reassessed for self-medication
skills using a standard tool. Subsequently, the QMRP and RN will
collaborate in developing self-medication programs for each
persan that reflects their existing skill levels and potentfai for
growth.

Assessments completed hy...8-20-10

New Programs developed by...8-30-10

Staff (LPNs and DSPs) trained by and programs implemented
by..9-15-10
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| The licensed practical nurse (LPN) poured and/or
prepared the medications for all six clients while
in the nurse's office, located on the lower level of
the facility. None of the six clients participated in
preparing the medications.

At 6:16 p.m., the LPN carried the tray of poured
medications upstairs to the kitchen, where she
proceeded to administer medications to five of the
six clients. At 6:24 p.m., the LPN spoon-fed
Client #1's medications mixed with apple sauce.
For each of the six clients, either a direct support
staff person or the LPN herself obtained water for
i the medication pass. The LPN performed all

| aspects of the medication pass, except when she
!asked Client #6 to discard his empty cup.

The medication pass was verified the next day
(7/21/2010), beginning at 9:02 a.m. None of the
six clients' medical records, including the
medication administration records (MARs),
reflected any programs designed to teach them
self-medication skills. On 7/21/2010, at 12:30
p.m., Client #1 was observed feeding himself
independently with a spoon while at his day
program. The client, however, had not been
asked by the LPN to spoon his own apple
sauce-medication mixture during the observed
medication pass.

On 7/23/2010, review of Client #1's Annual
Nursing Assessment dated 11/1/2009, and other
1 medical and habilitation records failed to show
evidence that his self-medication skills had been
assessed within the last eight years.

W 220 | 483.440(c)(3){(v) INDIVIDUAL PROGRAM PLAN W 220

The comprehensive functional assessment must
| include speech and language development.
|
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W 220 | Cdrftinued From page 11 | w220 ;
| : . |
| i 1
o | |
' THI$ STANDARD s not met as evidenced by: ! 5
' Baged on observation, interview and record | ‘
retikw, the facility failed to reassess speech and 1
! landuage needs, to determine If a cllent might
! behlefit from new training objectives for ane of
1 tha khree clients in the sample. {Client #3) .
' THd finding includes: !
o s
: Crpes-refer to W120, Observations in the home |
| on|§/20/2010 followed by interview with the : |
i quplified mental retardation professional (QMRP)
' reygaled that Client #3 was legally biind but had -
| sofite, limited vision. The ¢lient was observed at - " W22
" hig day program the next day (7/21/2010). :
B o nning at 1.43 p.m., a day program direct _ The speech pathologist hes been notified and has begun warking
. support staff person was observad trying (o teach on 8 new Roeech and language assessment for cllent 42, (n the
: hirh|how to sign the words "red,” "blue" and ; future the QMRP will ensure that annual assessments are
i "ongnge." The client, however, did not respond to i completed as indicated In the recommendatiens of the current
| het br Oﬁ,‘ pts i ! assessment and 3l recommended geals and objectives are
: - . measurable, It will e completed by...B-30-10.
i If & new sprech and fanguage program s recommended, staff will
Ugdn return to the home on 7/21/2010, at 3:34 be trainuc?n its mandates. The QMRP will ensure in the future
- p.il, review of Client #3's records revealed a . thet annual assessment are received a5 outlined with measurable
| 8 ch/Language Assessment dated 8/16/2008. ohjectives prd it will be rrnpllernemed by..9:15.10 _
' Thielassessment did not recommend teaching ':;L’j:fn':ﬁ: :i'::fhseh?l:fjrm*;t& c:‘apv pﬂ?gr::;:; :l;:m serv:.e
o ; : . wili m progra
hirfilsign language. InStead_' I'F reqommeHUEd a . on 8n at ledst monthly basls. This wiil ocour by...9-15+10
| trajning objective as follows: "<Client's name> wil
méle choice selections when provided with two . The QMRP wili track and montter the implementation of ali
+ or mMore selections. Choices provided can include recommendiations accepted and will review progress In her
exiicises, leisure activities and/or chores" At t"‘h:':;:'*'p':: ;5:-'“’“ ‘J}‘;’“‘“’F af acuve "‘e“}tff‘ﬂ";:'“:‘e 'g;ﬂ"e and
apploximately 4:20 p.m., the QMRP stated that Ao v e reviswed and monltorec by the QMRP
sht IitnesﬁEd the} sgeech therapi tst ptT'!ﬁO I_rlm a - ::‘Dnt:; ifﬁ;?;:; ;?’1’3'“ will be reviewed and requested an
- patlal swallow safety assessment in the home on .
TI‘m‘ 2010. According to the QMRP, the ‘ :
_asgessment did not inciude language skills. ‘ ;
| Fufther interview with the QMRP, at5:22 pm, ;
revialed that the client used to receive sign _ |
L . |
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W 220 | Cdntinued From page 12 L w220 i
E lafjguage training in the home; however, she had | !
| diddontinued that program in July 2009 after he |
. fajldd to make progress. A direct support staff |
. parson who was present at the time, confirmed !
| wiidt the QMRP had just stated. The QMRP also ' i
| adnowledged that Client #3's speech and : !
; munication skills had not been assessed in ! 5
! years ! ;
bt ;
It $§ould be noted that Client #3's ;
: Syqech/Language Assessment dated 8/16/2008, { :
: hgi recommended "annual evaluation of | I
: egmmunication skills." i ; |
W 249 481440(d)(1) PROGRAM IMPLEMENTATION w 2491 !
H i ! i :
i Ag soon as the interdisciplinary team has i i
| fofrhulated a client's individual prograrm plan, | :
e client must receive a continuous active
| treiiment program consisting of needed
- intelventions and services in sufficient number w2ss
2 frequency to support the achievement of the Whiie stalf acknowledge that client #2 exhilited the rumination
g i 3 H H HYH now|eqge at chie rurm
Dl ctives identified in the individual program behavior 9n the day indicated by the surveyor, staff also are
P b steadfast that the behavior had not been exhibited fot an
il extended [period of time before the survey date, Psychology
) services hive begun a new baseline data sheet to re-examine the

livi

d on observation, interview and record

iew, facility staff falled to eonsistently

ement client behavlor support plans, for ona

. of fte three clients in the sample. {Client#2)

T ia!finding includes:

!

and Intensity of the rumination behavior. Staff was
collecting the basefine data on.,8-11-10. In the future
the QMRR wiil ensure that there are baselinc data sheets for all
the Individuals in the home and the Informatien reported to the
Psychologist. The Psycholopist wilt provide training on a quarterly
basis for taff so that new staff in the home (5 also propetly
trainad by the Psychologlst.

Staff was plso reinforced to engage cllent #2 as per his protocol
stratepies|in the am after the braakfast meal and to otherwise
follow the preventative strategles outlined..8-13-10

. , il ividuals BSP
| okjrzofzm. Cllent #2 was observed having oromarty owad with outing kol and roeafime |
braakfast at 7:02 a.m. Afterwards, he sat on the observatigns as needed, The QMRP will also ensure that routing
room sofa. He was not engaged in a monltaring follow up during weekly active treatment obsarvations
- maaningful activity while seated on the sofa. At is completed in a timely manner,..8-12-10.
" appfoximately 7:05 a.m., the client started making
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a guttural sound in his throat. He stopped briefly
but then resumed making the grunt/snorting
spunds at 7:11 a.m. His legs were crossed, his
head faced downward, his mputh was maving,
and he had his right hand up to his mouth. A
direct support staff person was seated next to
Client #2 at the time. The client made more of
those sounds while moving his mouth at 7:14
a.m. Later that day, at 1:10 p.m., a day program
staff person indicated that in the past, Client #2
had a behavior support plan (BSP) that was
discontinued on 2/27/2009. The BSP had
addressed "rumination." The day program staff
stated that the behavior had improved since the
client's diet was changed to a liquid diet and he
was not observing the behavior.

The gualified mental retardation professional
{QMRP) and facilities coordinator (FC) were
interviewed later that afternoon (7/20/2010) in the
home. At approximately 2:30 p.m., they
confirmed that Client #2's ruminating behavior
had improved since the change in diet. The
QMRP referred to it as "an old behavior...<he>
has not done it" in a while. The FC affirmed this
but then added "they <staff> still should document
it." When provided a verbal description of the
morning observations, they confirmed that this
was consistent with Client #2's "rumination”
behavior.

' On 7/23/2010, at approximately 10:55 a.m.,
review of Client #2's behavior support plan (BSP)
dated 2/1/2010, revealed "rumination" was one of
five challenging maladaptive behaviors currently

- being addressed. The BSP outlined pro-active

: strategies for staff to implement, including the

i following: "After <client's name> washes up after
breakfast, he should be engaged in an activity
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W 249 Cqritinued From page 14 W 249+
- unil It 1s time to leave for the day program.
I'E ples of activities may include assisting in a
! hejisehold chore, manipulating an object of ! :
vatibus other multl-sensory activities." Staff were ; :
i noj pbserved implementing Client #2's BSP on i i
- the moming of 7/20/2010. _ ; i
W 252 483(440(e)(1) PROGRAM DOCUMENTATION @ W 252i !
! | _
J’ Dega relative to accomplishment of the critefia | |
sphtified in client individual program plan i g
 obrgctives must be documented in measurable was2
5,
The QMRP will ensure that all su s
behavioral speclaiist as welf ag o:-l;?;:\;tfgl::;i::;::g z :::
: ] QMRP on alllindividuals behavior Implementation, The QMRP wil
- Thid STANDARD is not met as evidenced by: :,':::t’ ‘; ;’m he day program staff are documenting each time
d on observation. interview and record | e hnmedclssf l::sdl.;.:e!beh:vlor of‘rumlnatian as welf as informing
regiew, the facility failed to ensure consistent [ sent to the hpme, Ting:ihi;ﬁTnme manthiy report that is
' dogmentation of progress on the Individual ! SUPROTt plan pedcesses the target bahavior o e r e C"
ram Plan (IPF) objectives, for one of the future baselife behavier data sheets will e placezni:aalm; " e
clients in the sample. (Client #2) Individvals’ plagram books 5o support staff ic able to docu:\ent
E . old behaviors and sny new behaviors. The QMRP will alse ensure
. findings include: ! ;:';é :‘;?:‘:I:z-*:ff Is tralned on behaviors! documentation and the
: : training on thi berl"':‘ﬁ;crm'entatmn is an on-going process with
. Oross-refer to W249, Observation on i . quanerfy...oa--aom 81 support plans for 2ft individuals at feast
2010, between 7:04 - 7:14 a.m,, revealad
izht #2 ruminating while seated on the living
h sofa, A direct support staff person was i
d next to him and failed to intervene, 3
t #2's behavior support plan (BSP) dated ;
2{12010, was reviewed on 7/23/2010, beglnning : ]’
:66 a.m. "Rumination” was one of five ; | I
| ehallenging maladaptive behaviors identified in ; _ |
| the| BSP. According to the BSP, staffshould | . ’
- dogument each episode of a targeted behavior , :
i thelt was observed. Review of the client's ' !
" beRgvior data on 7/23/2010, at 11:16 a.m, ;
- revienled that staff had not documented the ' :
| i
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440()(1)(i)) PROGRAM MONITORING &
| CHANGE

7}
' leist by the qualified mental retardation

 pldfessional and revised as necessary, including,
| bl not limited to situations in which the client has

individual program plan must be reviewed at

BEHAVI WASHINGTON, DC 20019
ENT OF DEFICIENCIES 1D ; FROVIDER'S PLAN OF CORRECTION ‘ (%8)
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W 252 | Cdrltinued From page 18 - Wa252, 1
. eplgode of rumination. i | \
i . | |
L5 liine 7/23/2010 review of Client #2's behavior : g
| daka sheets revealed that while there were data ;
! c% ction sheets for the first four targeted : !
| muladaptive behaviors (agitation; picking up : ‘ i
cidarette butts; seeking food during nighttime 5
| hdyrs; and, masturbating in public), there were no i
' sifflar data collection sheets in his program book | !:
! fol Hocumenting the fifth targeted behavior, i !
| rgfmination. ! |
! It should be noted that on 7/20/21010, at :
approximately 2:30 p.m., the qualified mental
| rerdation professional referred to hls rumination ! !
| behavior as "an old behavior,..<he> has notdone |
g it‘Li awhlle. :
W 255 4 W 255!

' sliccassfully completed an objective or objectives -

igggintified in the individual program plan,

s STANDARD is not met as evidenced by
ad on obsarvation, Interview and record
lew, the facility's qualified mental retardation
-bfessional (QMRP) failed to revise the
ividual plan after the client successfully
binpletad an objective, for one of the three
iknts in the sample. (Client #3)

He finding includes:
' Qrbss-refer to W120 and w220, Observations at

|

w255
The cordmunications program for client #3 will be modifted
subseqyent to the speech pathology assessment...8-30-10
Atminimum guarterly, the QMRP will reviaw pregress on all
objectives Implemented per the ISP and Insure that program
implemantatian strategies are modified based on the Individual's
progresg or the lack thereof. In the future the GMRP wiil ensure ¢
that ali #ssessments are completed by each cliniclan as specified

in the apnual assessment recommentdatian and modification te
programs are compieted as needed....5+1-10

In the ajsessment process, the speech pathotoglst will determine
if cltant i3 would benefit from the use of adaptive equipment to
support|expressive langusge and recommend the approgriate
device rleaded, The QMRP will 2ise request that all individuals in
the hame be assessed for the yse of a communication device
where rleeded....05-01. 10
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W 255 | Continued From page 16 W 255

Client #3's day program revealed that he did not
respond to prompts from staff when she
attempted to implement a communication (sign
ianguage) program. The QMRP stated that the
client's faiflure to learn sign language in the home
led her to drop that program a year earlier, in
7/2009. On 7/21/2010, beginning at 3:45 p.m.,
review of the Client #3's program book revealed
that the QMRP had been monitoring the
implementation (in the home) of the following
program:"<Client's name> will make choice
selections when provided with two or more
selections. Choices provided can include
exercises, leisure activities andfor chores.” At
3:50 p.m., review of QMRP Monthly Progress
Notes for the period August 2009 - June 2010,
revealed that each month, the QMRP wrote
"<Client #3's name> has met the criteria for the
above objective. <Client's name> will continue
current objective as outlined.” On 7/22/2010, at
approximately 5:30 p.m., the QMRP
acknowledged that the program had not been
revised since the client met the performance
criteria eleven months earlier.

It should be noted that the QMRP stated that she
witnessed the speech therapist perform a partial
swallow safety assessment in the home on

| 7/11/2010. However, the QMRP indicated that
the observed assessment process had not
addressed language/communication skills. She
further stated that to her knowledge, the client
had not been assessed to determine potential
benefit from the use of adaptive communication
devices.

W 356 | 483.460(g)(2) COMPREHENSIVE DENTAL W 356
TREATMENT

| The facility must ensure comprehensive dental
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W 356 | Continued From page 18 W 356

inflammation. Tooth #6 root tip needs extraction.”
The dentist recommended: "Scaling of remaining
teeth indicated.”

Further record review on 7/23/2010, at 1:10 p.m.

i revealed Client #3's individual program plan (IPP)
dated 8/3/2009, outiined "Objective: 2.B - [Client
#3] will brush his teeth with verbal and physical
assistance from staff twice daily {morning and l
evening) 75% of the time for six consecutive
months." Despite the evidence of a written plan
and the implementation of said plan, Client #3's
oral health had declined between his 11/9/2009
"and 5/10/2010 appointments.

( Interview with the facility's nursing staff and
qualified mental retardation professional (QMRP)
on 7/23/2010, at approximately 2:00 p.m.
confirmed, Client #3's oral health had declined
between 11/2008 and 5/2010. in addition, the
QMRP and the facility's nurse indicated Client
#3's oral health needs would be reassessed and
adjusted to meet his declined status.

The facility failed to ensure that Client #3's oral
heaith did not worsen after his 11/2009
assessment.

W 368 | 483.460(k)(1) DRUG ADMINISTRATION W 368

. The system for drug administration must assure
| that all drugs are administered in compliance with
| the physician's orders.

| This STANDARD is not met as evidenced by:

: Based on observation, staff interview and record
| review, the facility failed to ensure that all drugs

- were administered in compliance with the

1 physician's orders, for two of the six clients
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i 3. Dental assessment on 5/10/2010, revealed

. of sub-g calculus that cause gingival

. procedures please sedate the patient one hour
! prior to the next dentat appt.”

treatment services that include dental care
needed for relief of pain and infections,
restoration of teeth, and maintenance of dental
heaith.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to effectively maintain the
oral health of one of three sampled clients.

[Client #3]

The finding inciudes:

Observation during the evening of 7/22/2010,
revealed Client #3 was missing some of his front

teeth. Record review on 7/23/2010, at 10:55 a.m. |

revealed the following dental history:

1. Dental assessment dated 7/22/2009, detailed:
"Patient presents to this office for routine dental
care but refused treatment ... Next appointment:
10/27/2009, at 11:15 am."

2. Dental assessment dated 11/9/2008, inciuded
the following findings: "Annual oral examination.
Plague and calculus deposits are present on all
remaining teeth surfaces. Full mouth scaling is
recommended." The consult also indicated:
"patient is uncooperative during dental

the following: "Clinical examination reveals heavy
deposits of plaque and calculus present on all
remaining teeth surfaces ... Oral hygiene very
poor. Periodontal examination reveals presence
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W 356 | Continued From page 17 W 356

W356

There have been prablems with denials of dental services for
client #3 and others, BRA will seek alternatives to the incumbent
dentist and will work with the service coordinator and

Georgetown support RN to insure that the needed deep scaling is
completed...9-15-10
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residing in the facility. (Clients #5 and #6)
The findings include:

The evening medication pass was observed on
7/20/2010, beginning at approximately 5:45 p.m.

1. Cross-refer to W369.1. Client #6 was
administered Hydroxyzine HCL (Atarax) 10 mg at
approximately 6:26 p.m. However, review of his

w368

1. The medication re

| physician’s prders and medication administration reflect the time the rﬁgg:]as been changed for client #6 to
record (MAR) on 7/21/2010, at 9:10 am,, Care Physician has COnﬁrme::lD:h:tat;wa:y glven and the Primary
revealed an order: "Hydroxyzine HCL 10 mg take effectiveness of the reglmen...8-13-1;° ange witl not affect the
1 tablet daily at bedtime.” Further review of Client
#6's 7/2010 MAR revealed that he consistently 2. The RN has provided feedback to the medication administration

received the Hydroxyzine HCL with his 6:00 p.m. rfgﬁ'g;‘l_’;"n’dgi ‘2"%’“

: medications, 3-4 hours prior to bedtime. The RN will nar]

Subsequent interview with the RN revealed that complianc'efgfgl:;_“v observe med passes to Insure
the medical team had not identified the ongoing
timing error prior o the survey.

portance of accurately measuring liquid

1 2. Cross-refer to W369, Client #5's July 2010
POs reflected 30 ml Lactulose to be administered
at 6:00 p.m. every evening. During the 7/20/2010
evening medication administration, the
medication nurse was observed fo prepare 29 -
29 1/2 ml of Lactulose instead. After she poured
the stool softener, she placed it on the medication
tray and began preparing another medication.
After she was informed that the Lactulose was

' not 30 ml, she examined i, acknowledged that it
was low, then added more Lactulose, to the 30 ml :
mark on the medication cup.
W 369 | 483.460(k)(2) DRUG ADMINISTRATION W 369

The system for drug administration must assure
that all drugs, including those that are
self-administered, are administered without error.
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' This STANDARD is not met as evidenced by:

| Based on observation, staff interview and record

- review, the facility failed to ensure that all drugs

| were administered without error, for two of the six
« clients residing in the facility. (Clients #5 and #6)

| The findings include:

. 1. The evening medication pass was ohserved bn
i 712012010, beginning at approximately 5:45 p.m.

| Client #6 was administered Hydroxyzine HCL

- (Atarax) 10 mg at approximately 6:26 p.m.

“On 7/21/2010, at 9:10 a.m., review of Client #6's
7/2010 physician's orders (POs) revealed an
order: "Hydroxyzine HCL 10 mg take 1 tablet daily
at bedtime.” The qualified mental retardation
professional (QMRP) was present at that time.
She stated that clients typically took their showers
between 8:00-8:30 p.m. and went to bed some
time between 9:00-10:00 p.m. At 10:08 a.m.,
review of Client #6's July 2010 medication
administration record (MAR) revealed that he
consistently received the Hydroxyzine HCL with
his 6:00 p.m. medications, three or four hours
pricr to bedtime. At approximately 10:20 a.m.,
the RN replied "no" when asked if Client #6's
medical team had discussed the difference
between how the order was written (“at bedtime™)
versus the ongoing administration time of 6:00
p.m. She examined the MAR, confirmed the
discrepancy and then telephoned the primary
care physician (PCP). A few minutes later, she
reported that based on her conversation with the
PCP Client #6's order would be changed to
reflect an earlier administration time.

! 2. Client #5's July 2010 POs reflected 30 ml

W369

1. The medication regimen has been changed for client #6 to
reflect the time the medication is actually given and the Primary
Care Physician has confirmed that the change will not affect the
effectiveness of the regimen...8-13-10

2. The RN has provided feedback to the medication administration
LPN reinforcing the importance of accurately measuring liguid
medication,..8-12-10.

The RN will periodically observe med passes to insure
compliance...8-30-10.
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. Lactulose to be administered at 6:00 p.m. every

i evening. During the 7/20/2010 evening
medication administration, the medication nurse
was observed to prepare 29 - 29 1/2 ml of

| Lactulpse instead. After she poured the stool

!'softener, she placed it on the medication tray and

' began preparing another medication. After she

| was informed that the Lactulose was not 30 ml,

' she examined it, acknowledged that it was low,

then added more Lactulose, to the 30 mi mark on

the medigation ¢up,

W 436 | 483.470(g)(2) SPACE AND EQUIPMENT W 436

| The facifity must furnish, maintain in good repair,

and teach clients to-use and to make informed

choices 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.

W436

|

. This STANDARD is not met as evidenced by: L. The new RN made in error in indicating a plate guard for client
+ Based on observation, staff interview and record number three in her nursing assessment. The other equipment

' review, the faciiity failed to ensure clients received Indicated is accurate and Is being provided. The RN will correct

. . : A ; her assessment...8-17-10
heir prescribed adaptive equipment durin ‘
7 t p pt quip g The QMRP will review all assessments before they are finalized to

meals, for one of the three sampled clients. audit for such considerations...8-30-10
[Cllent #3] 2.The QMRP re-trained staff on providing the proper eating
: equipment for meals and snacks...8-8-10
{ The findings include:

' 1. Observation on 7/22/2010, at 1:52 p.m.

| revealed Client#3 was provided an elevated tray,
| a divided plate and a built-up handled spoaon for

! him to eat his lunch. Record review on

! 71232010, at 10:33 a.m., however, revealed

| Client #3's 8/25/2009 annual Nursing assessment
| outlined "the use of a plate guard, built up

. handled spoon, sectional plate” as part of his
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adaptive equipment. The facility failed to ensure
he was provided his plate guard for lunch.

Interview with the facility's nursing staff and
gualified mental retardation professiconal on
7/23/2010, at approximately 7:50 p.m. confirmed
Client #3 should have been provided his plate
guard during lunch. The QMRP indicated she
would ensure staff received additional training on
Client #3's adaptive equipment needs.

2. Observation on 7/22/2010, at approximately

: 4:35 p.m. revealed Client #3 was provided his
snack of sliced bananas on a napkin which was
placed on the dining room table. He was not
provided any eating utensils during snack.
Record review on 7/23/2010, at 10:38 a.m.,
however, revealed Client #3's 6/19/2010 Mealtime
Protocol outlined "Sectional divided plate, slightly
built-up handled spoon, plate lifter and regular
cup” as part of his adaptive equipment. The
facility failed to ensure he was provided his
divided plate, the slight built-up spoon and his
plate lifter during snack.

Interview with the facility's nursing staff and
qualified mental retardation professional on
7/23/2010, at approximately 7:55 p.m. confirmed
Client #3 should have been provided his adaptive
equipment during snack. The QMRP indicated
she would ensure staff received additional
training on Client #3's adaptive equipment needs.
W 474 | 483.480(b)(2)(ii)) MEAL SERVICES W 474
Food must be served in a form consistent with the
developmental level of the client.

' This STANDARD is not met as evidenced by:
!
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W 474

i clients. [Client #3]

| The finding includes:

| revealed Client #3's 7/2010 Physician's Order

Interview with the facility's nursing staff and

' The facility failed to ensure the accurate and

Continued From page 23 |

Based on observation, staff interview and record
review, the facility failed to ensure clients received
their meals in the form and texture prescribed to
meet their needs, for one of three sampled

Observation on 7/22/2010, at 1:52 p.m. revealed
Client #3 ate a meal of French fries and chicken
nuggets from a local fast food restaurant for
lunch. The French fries were served whole and
the chicken nuggets were cut into bite sized
chunks. The attending staff was interviewed at
the time of the observation and confirmed the
contents of the meal and that the nuggets were in
hite sized pieces.

Record review on 7/23/2010, at 10:47 am,,

Sheet prescribed a "1500 calorie - chopped; low
cholesterol - low sodium - high fiber - fow fat diet.”
The order had been in effect since 5/2/2008.

qualified mental retardation professional (QMRP)
on 7/23/2010, at appreximately 1:50 p.m.
confirmed, all Client #3's meals should be served
chopped as prescribed on his physician's orders.
The QMRP indicated she would ensure staff was
retrained on Client #3's food texture restrictions.

consistent implementation of Client #3's
prescribed diet as written.

W 474

WATA

The QMRP will re-train staff on the diet regimen of client #3

by...8-19-10.

Nutrition services will follow up with more formal training by...9-

7-10.

The QMRP [waekiy at minimum each shift} and shift leaders will
menitor compliance on an engoing and daily (shift leaders)

basls...8-20-10

i
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1 000 INITIAL COMMENTS 1000

» A licensure survey was conducted from

7/20/2010 through 7/23/2010. A sample of three
residents was selected from a population of six
men with various degrees of cognitive and
intellectual disabilities.

The findings of the survey were based on
observations, interviews with staff in the home
and at three day programs, as well as a review of
resident and administrative records, including
incident reports.

1180| 3508.1 ADMINISTRATIVE SUPPORT | 180

i Each GHMRP shall provide adequate

! administrative support to efficiently meet the
i needs of the residents as required by their
Habilitation plans.

' This Statute is not met as evidenced by:

i Based on observation, staff interview and record
_review, the Group Home for Persons with Mentat
: Retardation (GHMRPY)'s qualified mental !
! retardation professiona! (QGMRP) failed to |
| coordinate and monitor habilitation programs, for ‘,
| three of the three sampled residents. [Residents

P, #2 and #3)

|
I The findings include: }
i , 3508.1
| 1. Cross-refer to 1229.1. The QMRP failed to
| ensure all staff was effectively trained to assist The issues identified under 3508.1 have been addressed as

Residents #1 and #3 with transfers and evidenced by the response for 1229, 1229.2, 1401.1, 1401.2,
ambulation. 1229.3, 1424, W356, W436, and W474,

t 2, Cross-refer {0 1229.2. The QMRP failed to
| ensure all staff was effectively trained to
| implement Resident #3's meal-time protocol and

i Resident #2's behavior support plan. \
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1180/ Continued From page 1 1180

3. Cross-refer to 1401.1. The QMRP failed to
ensure that cleints’ self-medication skills were
assessed to determine potential training needs.

4. Cross-refer to 1401.2. The QMRP failed to
ensure that Resident #3 received an updated
speech assessment to determine his speech and
communication needs. .

5. Cross-refer to 1229.3. The QMRP failed to
ensure that staff documented Resident #2's
rumination behavior in accordance with his
behavior support plan.

8. Cross-refer to 1424. The QMRP failed to revise
Resident #3's communication/choice-making
objective after he successfully achieved the
prescribed performance criteria.

| 7. Cross-refer to Federal Deficiency Report -
Citation W356. The QMRP failed to ensure the
effective maintainance of Resident #3's oral
health.

8. Cross-refer to Federal Deficiency Report -
Citation W436. The QMRP failed to ensure

residents received their prescribed adaptive

equipment during meals.

9. Cross-refer to Federal Deficiency Report -
Citation W474. The QMRP failed to ensure

| residents received their meals in the form and
' texture prescribed to meet their needs.

| 192} 3508.8(c) ADMINISTRATIVE SUPPORT 192

i Each GHMRP licensee shall carry or ensure that
| the premise carries the following insurance in at
least the following amounts:

Health Regulation Administration .
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\
(c) Professional Liability

|

- This Statute is not met as evidenced by:

! Based on record review and interview, the Group

. Home for Persons with Mental Retardation

| (GHMRP) failed to have on file for review,

i professional liability insurance for two of
seventeen consultants. (Speech and 1508.8 (c)
Occupational Therapist #3)

The QMRP will ensure the Speech and Language Therapist and the
The finding includes: Occupational Therapist and all of other clinicians turn in their
current Health Certificate, License, and Insurance in a timely

| Revi fth . I manner, The QMRP will ensure all required documents to include
i Review o e personnel records at approx:mate Yy health certificates, licenses, and liability insurance is kept up to

| 9:00 a.m. on 7/23/2010, reveaied the GHMRP date by monitoring the records and sending out reminders letters
| failed to have evidence of professional liability to all clinicians of their up-coming due date.....8-19-10
insurance for the speech and language therapist
and the occupational therapist.

These deficiencies were acknowledged by the
facilities coordinater 7/23/10 at approximately
515 pm.

| 206, 3509.6 PERSONNEL POLICIES i 208

Each employee, pricr to employment and
annually thereafter, shall provide a physician's
certification that a health inventory has been
performed and that the employee ' s health status
would allow him or her to perform the required
duties.

This Statute is not met as evidenced by:
Based on interview and record review, the Group
i Home for Persons with Mental Retardation

Health Regulation Administration
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- (GHMRP) failed to ensure each staff and

- consultant had a current health certificate on file
. far review, for two of thirty-two staff and four of

' seventeen consultants.

i On 7/22/2010, beginning at 3:30 p.m., interview
with the quaiified mental retardation professional
(QMRP) and review of the personnel records
revealed the GHMRP failed to provide evidence
that current health certificates were on file for two
of the thirty-two staff (Staff #9 and #12) and four
of the seventeen consultants (occupational
therapist, podiatrist, cne LPN and the speech and
language therapist).

The finding includes:

These deficiencies were acknowiedged by the
- QMRP and the facilities coordinator on the next
- day (7/23/2010), at approximately 8:45 am.

i This is a repeat deficiency.

|

! Previously, the Licensure Deficiency Report,

| dated 6/19/2009, cited the failure to show
evidence of health certificates for four out of
sixteen direct support staff and four consuitants.

1 2274 3510.5(d) STAFF TRAINING

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

' (d) Emergency procedures including first aid,
¢ cardiopulmonary resuscitation (OPR}), the

; Heimlich maneuver, disaster plans and fire
evacuation plans;

I 206

| 227

3509.6

The QMRP will ensure alt personnel records to include direct care
staff healith certificates are kept current and on file at all times.
The QMRP will also ensure that ail clinicians recerds to include
health certificates, license, and liability insurance is current and
on file at all times. In the future the QMRP will ensure al required
documents to include health certificates, ficenses, and liability
insurance is kept up to date by monitoring the records and
sending out reminders letters to all staff and clinicians of their up-
ceming due date....8-19-10
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Continued From page 4

This Statute is not met as evidenced by:

Based on record review, the Group Home for
Persons with Mental Retardation (GHMRP) failed
to have on file for review, current training in
cardioputmonary resuscitation {CPR), for six of
the thirty-two staff (Staff #17, #20, #21, #25, #27
and #29), and current training in first aid, for five
of the thirty-two staff (Staff #17, #20, #21, #27
and #29).

The finding includes:

- Review of the personnel and training records on

74232010, beginning at 9:30 a.m:, revealed the
GHMRP failed to provide documentation of staff
training in CPR, for six of the thirty-two staff (Staff
#17, #20, #21, #25, #27 and #29) and training in

, first aid, for five of the thirty-two staff (Staff #17,

#20, #21, #27 and #29).

This is a repeat deficiency.

' Previously, the Licensure Deficiency Report,

dated 6/19/2009, cited the failure to show
evidence of CPR and First Aid training for seven
out of sixteen direct support staff.

3510.5(f) STAFF TRAINING

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

' (f) Specialty areas related to the GHMRP and the
| residents to be served including, but not limited
to, behavior management, sexuality, nutrition,

recreation, total communications, and assistive
technologies;

1227

| 229

3510.5 (d)

The QMRP will ensure all direct care staff are certified with
current CPR and First Aid certifications. The QMRP will ensure the
required CPR and First Aid certifications are kept up to date by
monitoring the records and scheduling timely trainings....8-15-10

t
|
i
1
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This Statute is not met as evidenced by:
Based on observation, staff interview and record
review, the Group Home for Persons with Mental
Retardation (GHMRP) failed to ensure staff was
effectively trained tp ensure residents received
the proper assistance during transfers and |
ambulation, implemented mealtime protocols and |
implemented behavior support plans, for three of |
the three sampled residents. [Residents #1, #2 §
and #3] i
|
|

|
1 229! Continued From page 5 1229

The findings include:

1. There was no evidence that ail staff working
with Residents #1 and #3 had received the 1
training necessary to provide them with effective, 3510.5 (1)

competent physical assistance, as follows:
| a, The QMRP will ensure all direct support staff is properly trained

" a.On 7/20/2010, at 7:17 a.m., a direct support :"’the Physical Therapist on providing the correct and appropriate
. evel of assistance when clients #1 and #3 are getting up from a
staff persop (515) came to the living room S_Ofa seated position as well as when ambulating . In the future the
where Resident #3 was seated. He stood directly QMRP will ensure all training is provided and implemented by
in front of the resident, stretched out both of his direct care staff according to the clients assessments and specific
arms and asked him to take his hands. The protocols .... 8-19-10

resident took hold of $15's hands as instructed,
and 315 pulled the resident towards him. With
515 pulling, the resident stood up. They walked
te the dining room table, with $15 walking
backwards (ahead of the resident, leading) while
the resident held his hands. Moments later, they
left the dining room and walked up the stairs into
the haliway leading to the residents’ bedrooms.
They walked together in the same manner
aobserved moments earlier, hand in hand, with
815 in front (walking backwards), and Resident

» #3 following him {walking forwards).

Later that morning (7/20/2010), at 10:38 a.m.,
another staff person {831) approached Resident
#3 as he sat on the sofa. She stood directly in

Heaith Regulation Administration
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| front of the resident, stretched out both of her
arms and instructed him to stand up. The
resident took hold of 331's hands and she pulled.
 He stood up. Together, they went upstairs for the
' resident to use the restroom. This staff (S31)

i walked to the resident's left side, rather than
walking backwards in front of him, as 515 was
pbserved doing earlier,

b. Resident #1 was observed at his day program

' on 7/21/2010. At 11:21 a.m., the resident and his
1:1 staff person {S19) were seated next to one
another on a leather sofa. They remained seated
for approximately 14 minutes. At 11:35 a.m., the
1:1 staff stood up, moved directly in front of the
resident, stretched out both of his arms and

- instructed him to take his hands. Resident #1
took hold of S19's hands. With considerable
effort, $19 pulled the resident towards him and
the resident stood up. Together, they watked
slowly to the nurse's office.

On 7/21/2010, at 4:30 p.m., review of Resident
#1's physical therapy (PT) evaluation, dated
10/28/20089, revealed the following: "...requires

I moderate to maximum assistance of one person

' to stand from a low surface. He loses his
balance backwards initially... He continues to lose
his balance backward when trying to stand from a
low surface." The PT's recommendations
included "Do not allow <resident's name> to sit
on the couch.” At 4:32 p.m., interview with the
qualified mental retardation professional (QMRP)
and the facilities coordinator (FC) revealed that
they were previously unaware that Resident #3
sat on a sofa at day program. They confirmed
that the resident was prone to lose his balance

| while standing. However, they both described

| how Resident #1 might fall forwards (not

'} backwards) and because he lacked the reflex to

x4 ID | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX ! (EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
1229 Continued From page 6 1229

!
b. The GMRP wifl ensure that client #1 is provided with the
appropriate chair to sit in while at the Day Program and is not
sitting on a couch as indicated by the Physical Therapist. The
QMRP will also ensure that the Day Program provider is aware of

clients #1 appropriate seating arrangements to meet client #1
needs........ 8-19-10

Health Reguiation Administration
STATE FORM

6899

JEWX 11 If continuation sheet 7 of 18




PRINTED: 08/09/2010

) o ) FORM APPROVED
Health Regulation Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA X2y MULTIPLE CONSTRUCTIDN {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIDN NUMBER: x2) COMPLETED
A. BUILDING
B. WING
HFD03-0023 0772312010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1034 BURNS ST., SE
BEHAVIOR RESEARC CIATE Y
RCH ASSOCIATES WASHINGTON, DC 20019
(X4) 1D ‘ SUMMARY STATEMENT DF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1229 Continued From page 7 [ 229

protect his face when falling, he was at risk of
injury. That was the primary reason for assighing
1:1 staff support, 24 hours/7 days a week.
Further interview revealed that the physical
therapist had conducted a staff in-service training
on 7/8/2010.

On 7/21/2010, at 4:49 p.m., review of the
7/8/2010 training materials revealed no evidence

i that staff should assist Residents #1 and #3 to

stand up from a sitting position by standing in
front of them and pulling on their arms. In
addition, review of the 7/8/2010 signature sheets
revealed that S19 and $31 had not attended the
PT training. Further review of the 7/8/20G10
signature sheets revealed that 4 of the 9 staff

| who were designated to provide 1:1 support for

Resident #1 had not attended the in-service
training. At approximately 5:20 p.m., the QMRP,
FC and staff S29 were asked whether staff
should stand in front of the resident, hold the
resident's hands and puiil him up from a seated
position; in unison, they all replied "no.”

2. The facility failed to ensure the accurate and
consistent implementation of Resident #3's
prescribed diet, as follows:

- Observation on 7/22/2010, at 1:52 p.m. revealed
: Resident #3 was observed eating a meal of

French fries and chicken nuggets from a local
fast food restaurant for [lunch. The meal
appeared consistent with being served a medium
order of French fries and six (6) chicken nuggets.
Resident #3 was also served a small cup of diet
cranberry juice and water as part of his lunch.
The attending staff was interviewed at the time of
the observation and confirmed the contents of the
meal and that the meal was from McDonald's.

The QMRP will ensure all Direct Support Staff are properly trained
on client #3 current diet and caloric intake of 1500 calories —
chopped; low cholesterol, low sodium, high fiber , low fat diet. In
the future the QMRP will monitor and provide on-going training
on all current diets for all clients in the home.....8-19-10
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Record review on 7/23/2010, at 10:47 a.m.,
revealed Resident #3's 7/2010 Physician's Order
Sheet prescribed a "1500 calorie - chopped; low
cholesterol - low sodium - high fiber - low fat diet.”
The order had been in effect since 5/2/2008.

Interview with the facility's nursing staff and
gualified mental retardation professional (QMRP)
on 7/23/21010, at approximately 1:45 p.m.
confirmed Resident #3 should not have been
served a meal of chicken nuggets and French
fries for lunch based on his dietary restrictions.
The QMRP indicated she would ensure staff was
retrained on Resident #3's dietary regimen.

3. Facility staff failed to demonstrate competence
in implementing Resident #2's behavior support
plan, as follows:

a. On 7/20/2010, Resident #2 was observed

" having breakfast at 7:02 a.m. Afterwards, he sat
on the living room sofa. He was not engaged in a
meaningful activity while seated on the sofa. At
approximately 7:05 a.m., the resident started

. making a guttural sound in his throat. He

- stopped briefly but then resumed making the
grunt/snorting sounds at 7:11 a.m. His legs were
crossed, his head faced downward, his mouth

. was moving, and he had his right hand up to his

- mouth. A direct support staff person was seated
- next to Resident #2 at the time. The resident

. made more of those sounds while moving his

‘ mputh at 7:14 a.m. Laterthatday, at 1:10 p.m,, a
. day program staff person indicated that in the

- past, Resident #2 had a behavior support plan

' (BSP) that was discontinued on 2/27/2008. The
BSP had addressed "rumination." The day
program staff stated that the behavior had

| improved since the resident's diet was changed

! to a liquid diet and he was not observing the

a. The QMRP will ensure all staff are properly trained by thé
Behavior Specialist as well as on-going training provided by the
QMRP on client #2 current Behavior Support Plan when
addressing the behavior of rumination, The QMRP will ensure
that the Day Program staff are documenting each time client #2
dispfays the behavior of ruminating as well as informing the home

of the displayed behavior on the monthly report that is sent to the
home...8-19-10,

3
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behavior.

The qualified mental retardation professional

" {(QMRP) and facilities coordinator (FC) were

interviewed later that afternoon (7/20/2010) in the
home. At approximately 2:30 p.m., they
confirmed that Resident #2's ruminating behavior
had improved since the change in diet. The

. QMRP referred to it as "an old behavior...<he>

has not done it" in a while. The FC affirmed this
but then added "they <staff> still should
document it." VWhen provided a verbal

© description of the morning observations, they

confirmed that this was consistent with Resident
#2's "rumination" behavior.

» On 7/23/2010, at approximately 10:55 am.,

review of Resident #2's behavior support plan
(BSP) dated 2/1/2010, revealed "rumination” was
one of five challenging maladaptive behaviors

'~ currently being addressed. The BSP outlined

pro-active strategies for staff to implement,
including the following: "After <resident's name>

~ washes up after breakfast, he should be engaged

in an activity until it is time to leave for the day
program. Examples of activities may include
assisting in a household chore, manipulating an
object or various other multi-sensory activities.”

. Staff were not observed implementing Resident

#2's BSP on the morning of 7/20/2010.

It should be noted that a staff person whose shift
ended at 8:00 a.m. that morning (7/20/2010)
wrote the following progress note in Resident #2's
record: "...ate 100% of his breakfast and now is

| relaxing in the day room."

b. According to Resident #2's behavior support
plan (BSP) dated 2/1/2010, staff should
document each episode of a targeted behavior

Health Regulation Administration
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that was observed. Review of the resident's
behavior data on 7/23/2010, at 11:15 a.m.

' revealed that staff had not documented the
episode of rumination.

1372 3519.3 EMERGENCIES 1372

Each GHMRP shall post by each telephone
emergency numbers, which include at least fire
and rescue squads, the local police department,
each resident ' s physician, and the agency's
on-duty administrator.

This Statute is not met as evidenced by:

Based on observation and interview, the Group
Home for Persons with Mental Retardation
(GHMRP) falied to post by each telephone,

" emergency numbers, which include at least fire
. and rescue squads, the local police department,
each resident’s physician, and the agency's
on-duty administrator.

The finding includes: 3519.3

L On 7/221201 0, at 330 p.m., there was no Iisting The QIV!RP will ensure that the Emergency Contact numbers are
of emergency phone numbers posted in the posted in the home at all times to include Fire and rescue squad,
\ . .. the local police department the clients Primary Care Physician and
facility. This deficiency was acknowledged by the on-duty administrator. In the future the QMRP will ensure that all
quaHﬁEd mental retardation professmnal a short homes have a current posting of all Emergency Contact numbers

. time later, at 3:45 p.m. available to staff....08-19-10

| 401 3520.3 PROFESSION SERVICES: GENERAL 1401
PROVISIONS

Professional services shall include both diagnosis
and evaluation, including idenfification of
developmental levels and needs, treatment
services, and services designed to prevent
deterioration or further toss of function by the

“ resident.
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Continued From page 11

This Statute is not met as evidenced by:

Based on observation, interview and record
review, the Group Home for Persans with Mental
Retardation (GHMRP) failed to ensure that each
resident received professional assessments
(specifically, skills associated with administering
their own medications, and speech and language

' needs), for two of the three sampled residents.
. (Residents #1 and #3)

The findings inciude:

1. On 7/20/2010, at approximately 2:45 p.m,, the
facility's Registered Nurse (RN} was asked
whether the residents had programs designed to
develop or strengthen their self-medication skills.
The RN replied "yes, the medication nurses do

| those."

The evening medication pass was observed on
7/20/2010, beginning at approximately 5:45 p.m.
The licensed practical nurse (LPN) poured and/or
prepared the medications for all six residents
while in the nurse's office, located on the lower
level of the facility. None bf the six residents
participated in preparing the medications.

At 6:16 p.m., the LPN carried the tray of poured
medicatipns upstairs to the kitchen, where she
proceeded to administer medications to five of
the six residents. At 6:24 p.m., the LPN
spoon-fed Resident #1's medications mixed with
apple sauce. For each of the six residents, either
a direct support staff person or the LPN herself
obtained water for the medication pass. The LPN
performed all aspects of the medication pass,

: except when she asked Resident #6 to discard

i his empty cup.

1 401

35203

The QMRP and RN will ensure that each client receive
professional assessments and individually developed self-
medication programs ta erthance their skills. In the future the
QMRP and RN will ensure all programs are appropriate,
individualized to meet each client’s needs and each client is given
the opportunity to perform the tasks indicated on the seif
medication program.....8-19-10
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The medication pass was verified the next day

| (7/121/2010), beginning at 9:02 a.m. None of the
six residents’ medical records, including the
medication administration records (MARS),
reflected any programs designed to teach them
self-medication skills. Cn 7/21/2010, at 12:30
p.m., Resident #1 was pbserved feeding himself
independently with a spoon while at his day
program. The resident, however, had not been
asked by the LPN to SpoDh his own apple The QMRP and RN will ensure that each self-medication program

. . . is reviewed and revised annually or as each skill is accomplished
sauc_e-medncatmn mixture during the observed to the client’s fullest potential...8-19-10
| medication pass.

On 7/23/2010, review of Resident #1’s Annual
Nursing Assessment dated 11/1/2009, and other
: medical and habilitation records failed to show
evidence that his self-medication skills had been
assessed within the last eight years.

2. Observations in the hame on 7/20/2010
 followed by interview with the qualified mertal e casarale and Comperent fo chone 3t s curet o

- H e rri
retardatlon professsona! (C.!MRP) revealed that Program. In the futufe the QMRP will monitor the curren: goals,
RESIdeﬂF #3 was 'ega")’ blind but had sbme, ) objectives and progress made on a routine basis at the Day
limited visibn. The resident was observed at his Program....8-19-10
: day program the next day (7/21/2010). Beginning
" at 1:43 p.m., a day program direct support staff
person was observed trying to teach him how to
sign the words "red," "blue" and "orange." The
resident, however, did not respond to her

prompts.

: Upon return to the home pn 7/21/2010, at 3:34
p.m., review of Resident #3's records revealed a
Speech/Language Assessment dated 8/16/2008.
The assessment did not recommend teaching

© him sign language. Instead, it recommended a
training objective as follows: "<Resident's name>
will make choice selections when provided with
two or more selections. Choices provided can

| include exercises, leisure activities and/or

Health Regulation Administration
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chores." At approximately 4.20 p.m., the QMRP

stated that she witnessed the speech therapist

+ perform a partia! swallow safety _assessment in The QMRP will ensure client #3 receives a current Speech and
the home on 7/11/2010. According to the QMRP, Language assessment and is provided a program that will also be
the assessment did not include language skills. implemented in the Day Program. In the future the QMRP will
Further interview with the QMRP, at 522 p.m., ensure client #3 is provided with an annual assessment or as

indicated in the recommendations.on the current assessment

revealed that the resident used to receive sign report....8.19-10

language training in the home; however, she had
discontinued that program in July 2009 after he

: failed to make progress. A direct support staff
person who was present at the time, confirmed
what the QMRP had just stated. The QMRP also
acknowledged that Resident #3's speech and
communication skills had not been assessed in
two years.

It shauld be noted that Resident #3's

. Speech/Language Assessment dated 8/16/2008,
. had recommended "annual evaluation of

i communication skills.”

1 422| 3521.3 HABILITATION AND TRAINING 1422

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

This Statute is not met as evidenced by:
Based on observation, interview and record
review, facility staff failed to consistently
implement resident behavior support plans, for
one of the three residents in the sample.
{Resident #2)

The finding includes:

Cross-refer to 1229.3. Staff were not observed
implementing Resident #2's behavior support
plan (BSP) on the morning of 7/20/2010. Minutes
after finishing his breakfast, the resident began

Health Regulation Administration
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ruminating (a targeted malada ptive behavior) ;I:;Ei:ngg'l:P \.;iiiBensurg that aI.I Qirect Support Staff‘a re properly
while seated on the living room sofa nextto a provided \:nt: tie?:fqzﬁroip(??ﬂfﬁs ree atsao nr;gomgst e
Y : current Behavior Suppert Plan
: f:ﬂrect support stgff person. The staff d|<;l not when addressing the behavior of rumination. In the future the
. intervene and failed to document tr?e episode of QMRP will ensure that the Direct Care Staff are implementing the
rumination behavior in the resident's record, as current Behavior Support Plan as well as documenting each time
prescribed in the BSP. cll_ent #2 displays the behavior of ruminating. This information
will be monitored on a routine basis.....8-19-10
| 424 | 424

3521.5(a) HABILITATION AND TRAINING

Each GHMRP shall make modifications to the
resident ' s program at least every six (6) months
or when the client:

{a) Has successfully completed an objective or

i objectives identified in the Individual Habilitation

Plan;

This Statute is not met as evidenced by:

Based on observation, interview and record
review, the Group Home for Persons with Mental
Retardation (GHMRPY)'s qualified mental
retardation professional (QMRP} failed to revise
the individual plan after the resident successfully
completed an objective, for one of the three
residents in the sample. (Resident #3)

. The finding includes:

Cross-refer ta the Federal Deficiency Report -
. Citations W120 and W220. Observations at
. Resident #3's day program revealed that he did

not respond to prompts from staff when she
attempted te implement a communication (sign
language} program. The QMRP stated that the
resident's failure to learn sign language in the
home led her to drop that program a year earlier,
in 7/2009. On 7/21/2010, beginning at 3:45 p.m.,
review of the Resident #3's program book

" revealed that the QMRP had been monitoring the
. implementation (in the home) of the following

3521.5 {a)

The GMRP will ensure all programs are modified every six months
or when the clients have successfully completed the goal and
objectives identified in the Individual Support Plan. In the future
the QMRP will ensure that ali programs are measurahle and
appropriate for client #3 and all other clients....8-19-310
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i program:"<Resident's name> will make choice
selections when provided with two or more

. selections. Choices provided can include
© exercises, leisure activities andfor chores." At
. 3:50 p.m., review of QMRP Monthly Progress

Notes for the period August 2009 - June 2010,
revealed that each month, the QMRP wrote

' "<Resident #3's name> has met the criteria for
: the above objective. <Resident’s name> will
i continue current objective as outlined.” On

712212010, at approximately 5:30 p.m., the QMRP
acknowledged that the program had not been
revised since the resident met the performance
criteria eleven months earlier.

It should be noted that the QMRP stated that she
witnessed the speech therapist perform a partial
swallow safety assessment in the home on
7/11/2010. However, the QMRP indicated that
the observed assessment process had not
addressed language/communication skills.

3523.1 RESIDENT'S RIGHTS

. Each GHMRP residence director shall ensure
that the rights of residents are observed and

protected in accordance with D.C. Law 2-137, this
chapter, and other applicable District and federal
laws.

This Statute is not met as evidenced by:

. Based on observations, interviews and record

review, the Group Home for Persons with Mental
Retardation (GHMRP) failed to observe and
protect residents’ rights in accordance with Title
7, Chapter 13 of the D.C. Code (formerly calied

| D.C. Law 2-137, D.C. Code, Title 6, Chapter 19)

. that governs the care and rights of persons with
mental retardation.

1424
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‘

. The finding includes:

| The facility failed to demonstrate protection of
residents' rights to have their parent or guardian
notified in writing whenever an instance of neglect
i occurred. [Title 7, Chapter 13, § 7-1305.10(),

| formerly § 6-1970(f)] as follows:

On 7/20/2010 beginning at 9:45 a.m., review of
incident reports revealed that on 1/28/2010, the
facility received an allegation of neglect from an
anonymous caller. According to the anonymous
complainant, the driver and driver's aide who
were transporting Clients #3 and #5 allegedly
were under the influence of illegal drugs. Review
of the corresponding internal investigative report,
dated 1/31/2010, revealed that the allegation had
been "substantiated" after the two employees'
urine tested positive for marijjuana. Further
review of the incident report and investigation
failed to show evidence that families and/or legal
guardians were notified of the allegation of
neglect or the findings of the internal
investigation.

Cn 7/23/2010, beginning at 10:10 a.m.,

. concurrent interviews with both the qualified

. mental retardation professional (QMRP) and the
incident management coordinator {IMC) in the
facility confirmed that the driver and the aide had
both tested positive for marijuana. Both
employees' employment was terminated due to
the findings. Further interview revealed that
either the QMRP or the IMC were responsible for
notifying family members and guardians. They
both acknowledged, however, that Client #3's
guardian and Client #5's uncle were not notified
of the allegation of neglect or the findings of the
internal investigation.

(X4) 1D ‘ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ' (X5)
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35231

The QMRP will ensure the protection of residents rights by
informing each clients parents, family or guardians of all incidents
te include neglect, abuse and the outcome of the incident each
time an incident eccurs, In the Future the QMRP will ensure that
all parents, family or guardians are informed of all incidents to
include but not limited to neglect and abuse....8-19-10
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‘ This is a repeat deficiency.

Previously, the Federal Deficiency Report dated
' 6/19/2009, included the following:

' "There was no documented evidence that" Client
#1's guardian had been notified of the client's
swollen ankle on 2/13/2009, or that Client #2's
guardian was notified that the client was taken to
a hospital emergency room on 4/8/2009.
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