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1229 3510.5(f) STAFF TRAINING

Esch training program shell include, but not be
Umited to, the following:

() Specialty areas relatod to the GHMRP and the
| residents to be served including, but not imited
1o, behavior management, sexualily, nutrition,

tachnologies;

This Siafute s not met as evidensed by:

[ rovimw, the grocp horme for ity ool
v, B group pwsons

retadation (GHMRP) felied to snsure all staff

receied on Mting and reneferring for ane

of the three 1 {Resident #2) included in

the sample. :

| The findings Include:

During
2010, bqhna st spproximeiely 838 a.m.,
revested the hed twe Nuvsing Assistanis

from a local Home Care ansignad
mbo;n-umm and%?mm

Observation on November 18, 2010, ‘V?

Tag i229: Additional PT in-service training
provided on 11/18/10 which included

an agency staff mentioned in survey.
Copy Attached. Review of the transfer

: Technique and evacuation plan covered
¥ As a part of training.
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approximately 10:45 a.m. revealed two staff, one
of the nursing assistants and one of the
GHMRP's direct care staff, assisting Resident #2
for toileting. The facility's staff was observed to
use g galt beit around the walst of the resident.
Further observation revealed fhe nursing
assistant had some difficulty in assisting with the
transferring of Reskiant #2 from her wheelchair to
the toilet. The GHMRP's direct care staff was
observed to place one hand on the back of the
gait belt and her other hand on the front,
however, the nursing assistant was cbserved to
place her arm under the resident's arm to attemnpt
to lift the resident. It shouid be noted that the
bathroom was equipped with a grab bar iocated
to the lsft of the Wilet. Observation revealed the
resitdent was abie to assist, but neededtobe -
verbally prompted. To prevent an incident, the
surveyor verbally prompled the staff to prompt
Resident #2 to grab a hold of the grab bar on the
wall which did help the staff to successfully
transfer the resident to the toilet,

Review of the training records on November 15,
2010 at approximately 3:10 p.m., revealed
"“Transfer Training/Back Safety was scheduled bn
November 4, 2010 and again on November 11,
2010. Further review of tha sign-in sheets for the
aforementioned training revealed the GHMRP's
direct care siaff did not participate in either of the
training dates offered. Additionally, it shouid be

, notad that the nursing assistant did not start
i working at the GHMRP until November 12, 2010.

At the time of the survey, the GHMRP failed to
ensure both the diract care staff and the HCA's
nursing assistant was trained to Iift and transfer
Resident #2.
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{378, 3519.10 EMERGENCIES

In addition to the reporting requirement in 3519.5,
each GHMRP shaii notify the Department of
! Health, Health Fagiiities Divisian of any other
. unusual incident or event which substantially
1 interferes with a resident ' s health, welfars, iiving
- arrangemant, weli being or in any other way
. places the resident at nsk. Such notification shall
| be made by ielephone immediatsly and shall be
| followed up by written notification within
- twenty-four (24) hours or the next work day.

This Statute is not met as evidenced by:
Based on interview and review of the incident
reports, the Group Hame for Mentaily Retarded
Peraons {(GHMRP) failed to ensure that all

or safety were reported immediately to the
Department of Heaith (DOH), Health Regulation
Administration, for two of the three residents
(Residents #1 and #2) inclsded in the sampie.

The finding includes:

' 1. Review of the GHMRP's incident reports on
November 12, 2010 beginning at 9:21 a.m.,
revealed Resident #1 was experiencing difficully
with walking on September 17, 2010. According
to the report, the staff contacted the Director of
Nursing (DON) who called 811.

Review of the resident's medical record on
Navember 12, 2010 at 3:53 p.m. revealed a

t document entitiad "Nursing Health Weilness

| Assessment end Review of Deiegated Care
Event" The aforementioned document was dated
September 17, 2010, and it revealad Rasident #1

incidents that presented a risk to residents’ health |

i379
1378

Tag 1379: The Quaiity Assurance Department
Will notify DOH on health and safety incidents
- That pose a health risk to all residents
Located at 4419 19% Street within 24 hours.
The QA department has updated the fax
Number to reflect reporting practices as
Required, Date of Completion 12/13/10.
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was admitted to the hospital on the CCU on the
same date diagnosed with Myocardia Infarctiqn.

At the time of the survey, the facliity failed to
report this incident that substantially interfered
wilh the resident's health and safety to the
Department of Health (DOH) within 24 hours. It
should noted that the incident was reported on
September 21, 2010, four (4) days after the
incident.

2. Review of the GHMRP's incldent reports on
November 12, 2010 beginning at 9:21 a.m.,
revealsd Resident #2 was fesling weak on

: August 11, 2010. Arrangements was made for

the resident io be taken to the emergency room.
According to the raport, the emergency room
physician recornmended that Resident #2 should
be kept over night for further evalustion with 2
Cargiclogist.

interview with the GHMRP's Quality Assurance
Assistant (QAA) on November 15, 2010, at
approximately 12:49 p.m. revealed that the QA
department was responsible for submitting
incident reports lo the State Agency (Department
of Health, DOH), and usually faxes the raport. At
the time pf the survey, there was no documented

i evidence that the aforementioned incident that

substantially interfered with the resident's health
and safety was reported to the Department of
Health {DOH) within 24 hours,

3520.13 PROFESSION SERVICES: GENERAL
PROVISIONS .

| if a rasident avidences the need for a

professional sarvice for which arrangements do
not exist, the GHMRP shall have fourteen (14)
days to show evidence of arrangements for

1379

1412
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provision of the professional sarvice, except that
in iife threatening situations, amangements must
be made immediately.

This Statute Is not met as evidenced by:

Based on interview and record review, the Group
Home for Mentally Retarded Person's (GHMRP)
failed to ensure the provision of physical therapy
services, for one of the three residents (Resident
#1) included in the sample.

The finding includes:
a. Review of the GHMRP's incident reparts on

November 12, 2010 beginning at 9:21 a.m.,
revealed an incident report dated October 25,

2009 involving Resident #1. According to the
report, Resident
#1 was on her way fo the bathroom, when she

: tripped on her jacket entering the bathroom.
- b. Review of an Incident report dated April 25,

2010, on November 15, 2010, revealed Resident
#1 was taken to the bathroom and plsced on the
toilet. According to the report, the staff left the
resident to use the toilet and when tha staff
returned to the bathroom she found the resident
sitting on the floor. The report aisc indicated that
the resident had attampted to get up from the
toilet and slipped and was found sitting on the
floor.

| €. Another incident report dated July 15, 2010
involving Resident #1. According to the report,
afier Resident #1 compieted her breakfast and
she independently went into the fiving room.
Continued review of the report revealed that
when the staff went to check on the resident, the
staff discovered that the resident was not in the

I living room, but found on tha floor of her
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Tag 1412: Resident #1 has a history of falls

Well documented over a long period of time.
Her history of severe valvualar and ischemic
Heart disease with CHF (Congested Heart
Failure) {not a candidate for surgical intervention)
Has contributed to her propensity for falis.
AR 50 has had a very independent
Nature that caused her to have behavioral issues
If staff hovered over her too close. Balancing
These factors contributed to staff allowing her
Some time to move about the home without
Constant supervision for ne longer than 10
Minutes. The team discussed the approach

Of keeping her safe which include a home
Strengthing and balancing exercise program
Monitored by the PT every 3 months,

At this tim el has died as of
12/16/10 under hospice care.
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bedroom. Further review of the incident report
revealed the resident had a bruise on her
forehead.

c. Another incident involving Resident #1 was
dated August 4, 2010. According to the incident
report, the resident was found sitting on the floor
and when asked by the staff what happened she
reported that she had failen trying to get her
waiker. Further review of the incident reports
révealed on August 9, 2010, five (5) days later,
Resident #1 was again found in the bathroom
sitting on the floor. The report indicated that
resident stated that she was trying to get her
walker. :

Review of each of the aforementioned incidents
revealed a section on the incident report form
entitied "Action Taken" the following actions were

revealed:

' October 25, 2009 incident - Staff assisied
: rasident o her feet and checked for any signs of

injury, then proceeded to contact the Director of

.| Nursing {DON). Staff were instructed to inform

the Medication Nursa to assess tha resident

- | when she/he arrived to the group home.

July 15, 2010 incident - Supervisor checked
Resident for any signs of injury and contacted the
DON.

April 25, 2010 incident - Staff instructed to call the
nurse to come 1o the group home to assess the
resideni.

. August 4, 2010 incident - The resident's PCP was
: notified.

Aithough the resident was evaiuated by the

1412
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GHMRP's nursing depariment, there was no
evidence that the resident was referred for
evaluation regarding her faifing.
Record review and interview with the the Director
of Nursing (DON) on November 15, 2010 at 9:56
a.m. reveaied Resident #1 had been seen by a
physical theraplst. The resident's record verified
a physical therapy assessment which was dated
Septembaer 5, 2009.
At the time of the survey, the GHMRP failed fo
ensure Resident #1 was reassessed to address
; the resident's falling.
i
1998 FINAL OBSERVATIONS 1989 Tag 1999: Resldent #2 who has had a long standing
P _ History of severe debilitating health problems.
This Provider is serving medically fragile Resident #2 has passed away as of 12/12/10 under
residents. The following observations were made The hespice services and the attendance of the
during the survey process: RN of Kennedy Institute. She was receiving RN
Services 24-hours per day when she died.
Upon entrance to the Group Home for Persons .
m%., Msntat Retardation (gl’ilMRP) on November Resident #2 started Hosplgt? meds on 12/1/10 and
12, 2010, at approximately 8:25 a.m., & was Could not maintain her ability to swaliow and take
observed that a warning sign for the use of Oral meds and focd, which is part of the dying
oxygen was posted on the group home's front Process on 12/5/10.
door. Further observation and interview with the
. House Manager reveaied Residents #1 and #2 “Resident #1 who also has long standing non-
received oxygen. Additionelly, interview with the Reversible medical issues is under Capltal
House MI anager,'revmboth[mnu c Hospice supervision. At this time, MIIINGEES
re 8 Mirses a ma ome L.are Has died as of 12/16/10Q under hospice care.
Agency {(HCA) for tweilve {12) hours per day.
Throughout the observations, Resident #1 was
observed seated in & Geriatric chair in the living
room, while Resident #2 was ocbservad seated in
i har wheeichair, both receiving Individual oxygen
i therapy, and their individual nurse's aides was
observed seated next to them. |t should be noted
jeakh Negulation Administration .
STATE FORM Lo 2DM111 If continuation sheet 7 of 10
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on November 15, 2010 at approximately 3:03
p.m., ancther Geriatric chair was observed to be

! delivered to the home for Resident #2.

. Continued interview with the House Manager at
approximately 8:38 a.m., revesled Resident #1

had experienced a heart attack and Residant #2
had expearienced shoriness of breath.

At approximately 2:25 p.m.,, interview with the
group home's Diractor of Nursing (DON) revealad
Resident #1 was going to the day program up
until she was admitted to the hospital on
September 17, 2010. According to the DON,
both Residents #1 and #2's families had signed
"End of Life” documents. The DON revesled
Resident #1 may have less than six (6) months to
live and Resident #2 may have six.(6) months to
one (1) year to live.

Review of Resident #1's medical record on

. November 12, 2010 at 3:53 p.m. revealed a

document entitled “Nursing Heaith Weliness
Assessment and Review of Delegated Care
Event." The aforementioned document was dated
September 17, 2010, and it revealed Resident #1
was admitted to CCU on the aforementioned date
and diagnosed with a Myocardia Infarction.

: According to the resident’s physician's orders

dated October 2010, some of Reskient#1's
diagnasis included interstitial Lung Disease,
Neurogenic Bladder, and Hypertensive
Cardiovascular Disease. Review of the "Client
Plan of Care information" {POC) dated November
5, 2010 revealed Resident #1 was independent
until early in October when she was presented

- with weakness and inability o stand." The POC

for Resident #1 aiso revealed after she suffered
the Myocardial Infarction and developed
Congestive Heart Failure, she was rehabilitaled
at a local nursing faciity. Onca the resident was
discharged from the nursing facility, she needed

Heallh Regulstion Adminlstration
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Review of the GHMRP's incident reports on
November 12, 2010 beginning at &:21 a.m,,
revealed that Resident #2 was involved in an
incident dated October 3, 2010. According to the
raport, the DON assessed the resident, took
vitals and noted O2 saturation @80-82% before
she was transporied to the amergancy room.

| Resident #2 was admitted to the Intensive Care
; Unit of the hospital and discharged on October

19, 2010.

Resident #2's medicai record was reviewsd on
November 15, 2010, beginning at approximately
1:43 p.m. A hospita} discharge reveaied the
resident was “treatad aggressively for congestive
heart failure and bronchospasm”,

Interview with the DON and review of a request
for "increase in- Funding Needs for individuals at

' 19 th Street on November 15, 2010 revealed, the

DON requesting emargency funding to "assist the
dramatic change/need for additionai staff to
delivar intense services at the 19 th Street
Mome." Further review of the aforementioned
document revealed Resident #2 spent
approximately 2 1/2 weeks in the hoapitaj and

: another twenty (20) days at a rehabilitation unit -

where she was recentiy discharged or: November
8, 2010. According to the request, on the day of
discharge, Resident #2 was unable to wak, stand
or fead herself. She is 2-3 persons to assist her
with bathing, transferring to her wheelchair, bed,
or tollet.

. "The medical team and hospice experts have

provided orders for spacial medications as both
residents (Resident#1 and #2) condition
deteriorates that must be administered every
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1998 Conlinued From page 9 19989
hour. Those medicatipns are administered after
an Registerad Nurse (RN) assessment
determines their condition has reached a certain
level.” It should be noted the group home also
requested an RN in the home at all imes.
Continued review of the request revealed that the
plans for Residants #1 and #2 "is ta keap them in
their home until the end arrives.”
Health Regulation Administration
STATE FORM 0 20M111 it continuation sheat 10 of 10
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R OO0 INITIAL COMMENTS /R 000

Surveyor, 16663

A licensure survey was conducted on November

12, 2010 through November 16, 2010. A random

sample of three residents was selected from a

resident population five women with various
disabiiities.

The findings of the survey were based on

. ohservations, interviews with staff and residents

" in the home, as well as a review of resident and
administrative records, including incident reports.

R 125 4701.5 BACKGROUND CHECK REQUIREMENT | R 125

The criminal background check shall disciose the
criminal history of the prospective employee or
contract worker for the previous seven (7) years,
in all jurisdictions within which tha prospective
employee or confract worker has worked or
residad within the seven (7) years prior {o the
check.

ghis smmt’la%i;gm met &8 evidenced by Tag R125: Staff #3 and #8 is not id'entlﬁed in
B:ﬁ gﬁ the review of personnel records and part of the statement of deficiencies. Kenned'y
o institute is unable to ensure compliance in this

interview, the agency failed to ensure criminal
g‘aclrc‘gmund checkscy for ali jurisdictions in which Area and would need to identify the aforementionet

the employees had worked or rasided within the Staff in question. Date of Compietion 1/15/10.
seven (7) yaars prior to the chack, for two of the ‘
eleven {11) staff employed. (Staff £3 and #8)

The findings Inciude:

On November 16, 2010, baginning at

: approximately 2:45 p.m., review of the personnel
| records revealed Diract Cara (Staff #3 and #8)
had no documented evidencs of a
comprehensive criminal background check on file
for review.

Health Reguiation Administration
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The house manager (HM), acknowledged the
aforemention ed findings at appmxlmalety 3:00
p.m. the same day.
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