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OUTSIDE SOURCES

The facilily must assure that outside services
meet the needs of each client

This STANDARD s not met as evidenced by:
Based on observations, staff interview, and
record review, the facTlity failed to effectively
monitor each client's day program to assure that
the needs were met, for one of four clients in the
sample. (Client#4)

The 1indings include:

On April 24, 2008, Client #4 was observed at his
day program, betwsen 10:42 AM - 12:07 PM. At
the cutset, the client's eyes were shut, hls haad
was Jrooped over to the left side and his maouth
was-open,. Day program stand staff stated that he
had been sleeping since his arrval that moming
at 9:30 AM. He kept his eyes shut for the majority
of the observation periad. The following deficient
practices were cbserved:

1. At 10:42 AM, the headrest to Client#4's
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reczrificalion survey was conauc Tam Apn . . ~.
| 24, 2008 through April 25, 2008. The survey was evidenced by: S 5.2%.08
initiated using the fundamental survey process. A . .. ) AN ongom(/)
randorn sample of four elierits was selected from 1. QMRP in coordination with the;|
a resident population of etght men with profound Physical Therapist will provide :
P?ﬂntal rega;iaﬁon and othelr) disadbilities. The additional training for the day '
indings of the survey were based on . . i
1 chservations, interviews with staff in the home program and re:'ildemlal'staffo,n;
and zt two day programs, as well as a raview of proper positioning of client #4’si
client and administrative records, Tncluding headrest. :
incident reports. . :
W 120 | 483.410(d)(3) SERVICES PROVIDED WITH W 120

QMRP will continue to visit the|
day program, conduct routine
observations and address
concerns as they arise. :
2. QMRP/RN will follow-up with
the day program nursing staff to
-.-address the medical :
interventions/expectations for
client #4. Residential LPN will *
maintain regular contact with the.
day program nurse. Day
program nurses will be
encouraged to contact the !
residential site for direction and
feedback when problems arise.

EPN/RN will continue to conduct
routine visits to the day program,
conduct observations and address
concerns as they arise.
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shghtly back while the headrest was positioned
higher and away from his head. At approximately
10:48 AM, a day program staff tried adjusting the
headrest; however, it came loose. When she
tightened it, the headrest was turned slightly to
the right and the client's head still hung to the left.
Af11:50 AM, the headrest remained tumed
slightly to the right and did not support the clients
head. At no time during the observation period
did staff position the headrest effectwely to
ensure head support.

2, Te day program nurse did not check Client

#4's vitals when he was showing signs/ symptoms.

of hypotension.. At 10:42 AM, the client's eyes
were closed, his mouth was open and his head
hung to the stde as if he wete sleeping, The day
prograin case manager rubbed his face and
another staff person passed scented lotions
urider his nostrils but his eyss remained shut and
he was non-responsive. The rubbing continued
and at 10:44 AM, he groaned, opened his eyes
for approximately 1 second, closed his eyes again
and his head slumped down to his leff. He
remained in this positioh for the next @ minutes.

Al 12:53 AM, the nurse applied a wet paper towel
to Client #4's face. He begame marginally
responsive, making 2 few grimaces on his face;
however, as seon as the nurse removed the
paper towel, his head slumped over, eyes closed
and it appeared as if he had fallen back asleep.
The nurse then left the area. At 11:00 AM, direct
support staff transferred the client from his
wheelchair to a platform mat. The client's eyes
had been closed since the nurse removed the wet
paper towel. ' At 11:04 AM; the nurse.informed tha

WLZ0

3. QMRP will coordinate
and incorporate active tregtment

with those at his residence.
QMRP will continue to monitor

~ client #4’s progress, and address
concerns as they arise.

implementation of similar goals

objectives which are consistent :
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day prograrm case manager that a residential
nurse had suggested the sleepiness might be a
side effect of his medication regimen. The most
likely cause was drowsiness caused by Sudafed,
which was prescribed for hypotension.

After Client #4 was transferred to the mat, he
remained non-respoqnsive for 42 minutes, aven
when staff rubbed his hand, touched his face and
spoke: to him (at11:13 AM). AL 11:42 AM, '
anether staff person rubbed his hands and arms
and spoke to him. He stirred for approximately 1
second, but then closed his eyes again. At 11:52
AM, the nurse took his blood pressure (114/75).

Client #4's medical chart was reviewed ihe next
day, beginning at 8:15 AM. His physician's
orders, dated March 1, 2008 (valid for 120 days),
confirmed that he received Pseudoephedrine
HCL {Sudafed) 30 mg three times daily for
hypotension. For hypotension, the client's Health
Management Care Plan, daied December 20,
2007, prescribed: "monitor blood pressure at least
at every shift and more often as needed; monitor
far hypotension (dizziness, lethargy, perspiration
and low blood pulse rate)."

Client #4 displayed signs and symptomns of
possible hypotension (lethargy) or other medical
concerns for1 hour-and-10 minutes (even langer,
given the staff report that he was asleep when he
arrived at 9:30 AM) before the aay program nurse
chacked his blood pressure;-in addition, the
nurse was not obseived to check the client's
pulse rate.

It'should be-noted that the nurse attempted.fo. .
administer.the client his crushed medications i -
pudding at approximately 11:56 AM. This had to’

W 120
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be deferred until later, as the client was groggy
and noncompliant

It should be further noted that the day program
nurse stated that Client #4 had been sleepy on
the day before, and this was a frequent
occurrence. Interviews in the home, however,
revealed that the Qualified Mental Retardation
Professional and the daytime nurse were
previously unawara of the client's lethargy.

3. Client #4 did not receive eentinuous,
aggressive active treatment during the l:lay On
April 24, 2008, Client #4 did not engage in active
treatrnent during the 85 minute observatlon period
at the day program. At approximately 11:15 AM,
raview of the his daytima IPP revealed 3
objectives, as follows:

(1) orte community integration outing per month,
(2) sensory stimulation and remaining on task,
and

(3) daily recreation/ leisure getivities.

Further review of the record and staff interview .
revealed the following:

a. The day program had. been without:

transportation until Apri'2008; therefore, Chent#t—

hadnet had'the copportunity for-community.
outings...Once a vehicle had been procured, the
client, missed the one oufing scheduled for that
monih, on April 8, 2008 (reportedly due to a nurse
recommendation; he was lethargie that day,
resulting in a late medication pass and lunchy;

b. Accordi ing to Cllent #4's activity schedule,
sensory stimulation/ remaining on task was
scheduled for one hour only, from 10:30 AM -
11:30 AM daily.

W 120
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RIGHTS

The facility must ensure the rights of all clients.
Therefare, the facility must ensure that clients
have the right o retain and use appropriate
personal possessions and clothing.

.Thig STANDARD is not met as evidenced by:

Based oh ebservation and staff interview, the
facility failed {o ensure that two of three clients

were provided adequate clothing for the weather.
(Clients #3 and #7)

' |'The finding includes:

Observation on April 25, 2008, at 4:26 PM,
revealed Clients #3 and #7 wearing heavy
Swealers while being transported off the van,
Staff was overheard asking the clients jf they
ware happy to be indoors from the aftemoon
heat. Weather reports for the day indleated the

all times. QMRP/Home
Manager will also conduct
additional training on client
rights and sensitivity.

It should also be noted that the
weather has been consistently |
changing and some winter |
clothing items have remained in |
client #4°s closet to meet hisi
needs. All winter items have
been removed/stored and |
replaced with Spring/Summer
clothing to further ensure

- compliance with this standard.

and use appropriate clothing for
the weather are implemented at |
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¢. The remainder of the day was spent with
leisure activities, repositioning or meals (Note:
none of which Involved objectives for the
acquisition of skills).
Upon return to the home, interview with the 5408
Qualified Mental Retardation Professional chponid]
(QMRP), followed {ater by record review, revealed S - =
that staff in the home were implementing other w137
goals, such as hand washing and tolerating tooth N . .
brushing. Further interview did not reveal why the This Standard will be met as’,
client's daytime programming did not incorporate evidenced by:
hand washing, toath brushing or similar goais, to '
provide-a'mare aggressive active treatiment QMRP/Home Manager will :
regimen:and-to reinforce what he was engaged in conduct additional training to
at hore. . . .
W 137 | 483.420(a)(12) PROTECTION OF CLIENTS w1a7|  ensure that clients right to retain
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Contirued From page 5.

high temperature to be 82°F.  Two of the other
staff in the home were also observed / heard
making comments ghout the client's clothing
peing too warm and inappropriate for the weather.

Interview with the facility's Qualified Menta!
Retardation Professional (QMRP) on April 25,
2008, at 4:49 PM, revealed he did not tske into
consideration the fluctuating weather
temparatures and would do-a better job at
ensuring the clients were dressad far the day
according to the forecasted weather conditions.
There was no evidence prasented or on file at the
time of survey to substantiate that the facility had
taken the measures to ensure clients be properly
dressed according fo the weather conditions.
483.420(d)(3) STAFF TREATMENT OF

. | CLIENTS

The facility must have evidence that all alleged
violations are thoroughly investigated.

This 3TANDARD is not met as evidenced by:

| Based on staff interview and record review, the

facility failed to ensure the investigation of a efient
' s injury as required by this section for one (1) of
four (4) randomly sempled clients. (Client #1)

The Tfindings include:

1. Fecord review an April 25, 2008 revealed
Client #1 sustained an Injury where he fell out of
his wheelchair and injured his lip. He was taken
to the Emergency Room (ER) far traatment and
discharged accordingly. Observations on April
25, 2008 and on April 25, 2008 revealed Client #1
was totally dependent on staff for mability and his
wheelchair was equipped with a chest strap to

W 137

W 154

“Wis4 i
This Standard will be met as .
evidenced by:

An investigation was initiated
and completed. QMRP will ,
cnsure that all investigations are
filed and faxed to in accordance °
to policy. Incident Manager will .
also follow-up to ensure that all
incidents are investigated and
every measure is taken to protect
the safety of the individuals. '

¢ 27
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keep nim in his wheelchair. It was not clear how
he was able to fall out of his chait and sustain an
injury to his face. There was also no evidence on
file to substantiate that an investigation was
initiated to ascertaln the nature and reason for the
fall fo ensure that the health and safsty of the
client could be protected.

2. Record review on April 25, 2008, at 2:06 PM,
tevealed that Client #1 amived to the day program
on January 14, 2608 with an "abrasion to his face
near the left comer of his mouth.* Theday
program documented that they did not receive
any communication from the bome explaining
how that injury took place and that they submitted
an "Interagency Communication” detailing their
observation of the injury. Record raview at Client
#1' s home on 4/25/2008 at 4.01pm revealed
there was no incident on file addressing this
injury. Interview with the facility's Nurse on April
25, 2008, at 4:06 PM, revealed she was not
awars of the injuty to Glient #1's face. She was

also not aware of the interagency Communication |

detalling the injury. There was no evidence on file

 at the: time of survey to substantigte that an

investigation was initiated to ascertain the nature
and reason for the fall to ensure that the heatth
and safety of the client could be protected.
483.£30(2) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

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

This STANDARD is not met as evidenced by,
Based on staff interview and record review, the
facility's Qualified Mehta! Retardation

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EAGH CORRECTIVE ACTICN SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
W 154
“W159 AN
This Standard will be met as \
Evidenced by: \\
W 158 1. .':
2. Cross-reference response to W249,
and W252. :
3. Cross reference response to W43 6.
4. Cross references response to: W120. |
5. Cross reference response to W192. .

g‘t 23 ¢ 08
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Professional (QMRP) faiied to ensure the

coordination of services as required by this
section.

The findings include:

1. Interview with the Nurse at Client#1's day
program on April 25, 2008, at 1:55 PM, revealed
Client #1 had experienced three seizures since
the start of the year. He had one seizure in
February (2008) and:two seizures in March
(2008) at his day program. Record review at

| Client #1's home revesled only one aof the

seizues was documenied in his personal
records. [nterview with the Nurse at Client #1's
home revealed she was only aware of the one
seizure he sustained in March (March 3, 2008) at
his déy program. She was not aware of any
others, It was not clear from the records if Client
#1's ueizures were being accurately documented
and that information was being communicated to

-the medical team responsible for his care. Theme

was no evidence on file at the time of survey to
substantiate that the Qualified Mental Retardation
Professional (QMRP) maintained the proper and
necessaly coordination of services batweet-the

z,Clay prrogram-and the home to ensure that Client

#1's seizures be aecurately documented and
communlcated as such.

2. Crossrefer to W248 and W252, The QMRP
failed to ensure the oversight, implementation and
documentation of clienf's habilitative
programiming,

3. Cross-refer to W436. The QMRP failed fo

ensure the oversight and repair of clients'
adaptive equipment.

W 158
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4, Cross-referto W120. The QMRF failed to
ensura that Client #4'a day program met his
active treatment and health needs,

5. Cross—eferto W192. The QMRP failed to
ensura that each employee was provided with
continuing tralning that enabled the employee to
perform his or her duties effectively, efficiently,
and competently.

B. Cross-refer toa W252, The QMRP failed fo
ensure that data relative {o the clients'
performance was documented in accordance with
prescribed programs. in addition, the QMRP
acknowledged that he had not followed up with
the speech pathologist after Client #4's Second
Quarterly Review meeting, April 11, 2008,
regarding establishing a new social wark
cbjective,

W 192 | 483,430(€)(2) STAFF TRAINING PROGRAM

For ernployees who werk with clients, training
must focus on skills and competencies directed
toward clients' health needs.

This STANDARD is not met as evideneed by:
Basecl on intarview and record review, the facllity
failed to ensure that all staff were trained and
competent to provide assistance in accordance
with the Individual Suppart Plan (ISP), for one of
the four residents in the sample. (Client #1)

The findings include:

1. During the April 24, 2008 enfrance conference,
at approximately 9:40 AM, the Qualifled Mental

W 159

W 192
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| this was necassary to ensure resident safety.

Contirued From page 9

Retardation Professional (AMRP) stated that he
was nat aware of any instance when a resident
did not receive services as prescribed in his ISP.

Incident reports were reviewed in the facility later
that day, beginning at 3:17 PM. One incident
report decurnented that on March 8, 2008, Client
#1 was taken to a hospital emergency room (ER)
after sustaining an injury due to a fall. Beginning
at appraximately 5:00 PM, the QMRP said that a
staff person who had been working directly with
the cliant that day admitted to having left him
alone in his bed, unsupervised and with the
protective bed rail in the "down" position, When
she returned {o the bedroom, she found him on
the floor. According to the QMRP, the bed rails
were (@ remain in the "up" position whenaver the
resident was in bed. This was later canfirmed
through record verification.

On April 25, 2008, at 4:03 PM, review of the
investigation report, dated March 14, 2008,
reveaied that on the day before the incident, the
Facility Coordinator (aka House Manager) had .
observed this same staff parson leaving bed rails
down. He had discussed this issue with her and
she reportedly stated that she understood that

The report also indicated that "despite previous
trainings about two person lifts at all times,” the
staff person lifted the resldent fram the floor and
placed him back in his bed without assistance-
from others. In the process, tha resident
reportedly "bit her on her right thumb,*

a. There was no evidence that in-service training
on utizing a fwo-person lift at all imes, prior to
the March 9, 2008 incident, had been effactive.

W 182

.| Determination was made to provide ‘"\

- femployee who would benefit from

wig2 T
This Standard will be met as .
Evidenced by: -

kY

The incident was reviewed by the \\\
Humman Rights Commitree.

further training on safety, transfér
techniques, bedrail safety, cﬁcbt rights,
etc... As stated the individual is a new

additional training. |

In addition, to prevent accidents of this |

nature from reoccurring DI has j
implemented a shadowing proé,ram
which would require that all etiployees:
successfully complete the desiénated
days of shadowing as evidenced by a
competency review and test. Any
employee who does not meet the
standards will not be aliowed to work
directly with the clients.

S ZOOR
0”50”’5
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Continued From page 10

b. There was no evidence that in-service training
on the proper use of bed rails, prior to the Mareh
9, 2008 incident, had been effective.

2_ Review of incident reports also revealed an
incidert an March 28, 2008 at which fime staff
discovered a bruise of upknown origin under
Client #1's left arm pit. The QMRP investigation '
report, dated Aprit 3, 2008, indicated that the
injury most likely occurmed while staff were ifting
and transferring the client from his wheelchair.
The QMRP included a recommendation for
additional staff training on lifting and fransfers,
On April 24, 2008, at appreximately 4:57 PM, the
QMRF stated that they had provided such
training; however, he could not be certain that it
had been conducted since the March 29, 2008
bruising incident. On Aprll 25, 2008, beginning at
3:00 PM, review of staff in-service training
records revealed no evidence that siaff received
additional training on [ifting and transfer
tachnigues since a March 12, 2008 session.

3. Interviews with administrative staff regarding
the March 9, 2008 incident whereby Client #1 fell
from his bed, sustained injuries and was taken to
the EF revealed an across-the-baard failure of
the facillty to recognize and report negleet. The
staff person whe was working with the client that
day acimitted her negligence by [eaving his
protective bed rail in the down position. However,
both the QMRP (interviewed at 4:58 PM on April
24, 2008) and the Assistant Director of
Residential Services (interviewed at 11:46 AM on
April 25, 2008) stated that because the staff was
new and it had been an accident, it did not
constitute neglect. In addition, they both indicated

| that the Director of Residentizl Services had

reviewed the investigative findings. Both the

W 192
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.| A= soon as the interdisciplinary team has

formulated & client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient numbar
and frequency. to support the achievement of the.
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by;
Based on staff interview and record review, the
facility failed to ensure the implementation of a
clieni's approved habilitation plan, far one (1) of
Tour (4) randornly sampled clients. (Client #1)

The finding ineludes:

Record review on Apiil 25, 2008, at 4:16 PM,
revealad Client#1's Speech Assessment dated
March 24, 2008 recommended the foliowing
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W 192 | Continued From page 11 w 1492
investigation report and initial incident report cited '
the incident as a "physical injury” due to a fall. ;
On Ap-l 25, 2008, at 6:22 PM, review of the |
facility's Abuse and Neglect Policy revealed a |
definitien for "Neglect” that included the fallowing: :
"Any allegation of neglect will be treated as a =
serious reportable ingident This means failure to
provide zufficient, ... services, treatment, or care
" | that harms or jeopardizes the customer's health, !
safety, or welfare, such as... (d) Failure to provide i
services or supports as indicated by the o
individual's plat of care, or (€) Failure to provide '!
proper supervision to the customer as required 'w249 e )
within a plan...”
W 249 | 483,440(d)(1) PROGRAM IMPLEMENTATION W 249 This Standard will be met as N

Evidenced by: N\

“J' N | 5250]
QMRP will follow-up to obtai "\ G‘N&@UKO
necessary adaptive equipment reeded to'
'implement the program plan as outlined.' ‘

'QMRP will train staff as needed and |
provide ongoing oversight and
supervision to ensure that the program 13
bemg implemented.

|

In the future, QMRP will review all '
recommendations as soon as thi
interdisciplinary team has formulated the
program plans. Additionally, if for some
reason a delay is anticipated due to

[ordering of equipment, QMRP will

discuss with the team and coordinate a
statt date consistent with the
recommendations made by the team.
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interventions: B 5—"%-6@
, " oLy
1. Provide exposure to cause-effect activities w252 . .
through switch-activated objects and items (radio, . . s
CD player, cassette player, blender, ete) This Standard will be met as N
evidenced by: \,
2, lmplement the fallowing speech & language NS
f;:gzr::;n, Lhritcelnl should start at the beginning of QMRP wﬂl review and revise program \.,
3 - goals as needed to ensure that the criteria
a, Goak Increase functional pre-language skills are measurable. QMRP will continue to
Involving switch use. document client #1s progress ona
o i monthly basis.
b. Objeclive: [Client#1] will be able to access ]
switch~operated devices/voice output in order to . . :
make chaiees and for stimulation purposes given QMRP will review program goals/
physical assistance on 3 out of 5 trials, objectives on an ongoing and consistent
Int h the facility's Quaiified basis for client #4. QMRP will
nterview with the facility's Qualified Mental tively address and document
Retardation Professional (QMRP) on April 25, goftf;:w_ yacﬁons takon o resolve |
2008, &t 4:20 PM, revealed the spesch/ language HoW-up en 1o
pragram was not being implemented. Instead, concerns when they arise.
Client #1 had been provided a "Go Talk" device
and o was what vias being used. There was o QMRP/Home Manager will consult with'
evidence on file or presented at the time of survey . ionals o
o sukstantiate that the facility ensured the varmu_s p mfcs.m? aniclis i;ided :
implementation of this habilitative prograr as coordinate training and other
recommended. mterventions.
W 252 | 483.440(e)(1) PROGRAM DOCUMENTATION W 252
Data relative to 4 fishment of the eriter QMRP will be responsible for
ata ralative ccomplishment of tha eriteria tshlights
specified in client individual program plan PlgtiIIEMg _the:_ dates ol p rogrz;m %o
objectives must ba documented in measurable Implementation 1o serve as guide for
terms. staff to follow monthly. !
QA audits will be continue to be
This STANDARD Is not met as evidenced by: conducted on a consistent basis to
Based on staff interview and record review, the further ensure compliance in this area..
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facility failed to ensure the aceurate
docurnentation of a clients's progress on an
approved habilitation plan, for two of the four
samplad clients. (Clients #1 and #4)

The findings include:

1. Rezord review on April 25, 2008, at 4:16 PM,
revealed Client#1's.Speaeh Aasessment dated
March 24, 2008 recommended the foliowing goal
and the expected frequency of decumentation:

" Goal: Given 3 pictures of objects / manipulate
placed on his low tech device, <Client #1's name>
will be exposed to the notion of making a choice
with regards to an activity that he may wish to
engage it each evening Monday thru Friday as
measired by Active Treatment Documentation in
3 of 5 trials with physical assistance.”

Further record review revealed the facility's staff
was doctimenting the trials by initialing their
names; oh the data collection sheets whenever
the pragram was lmplemented There was no__
way to ascertain in “measureable” 1&ims the level
of progress this client may have’ had With regards
fo the implermentation of the program. Intarview
with the facility's Qualified Mental Retardation
Professional (QMRP) on April 25, 2008, at 4:22
PM, revealed that Client #1 was currently using a
"Go. Talk' deviee and‘staff hadidocurmented the
use pritactordingly: There was no evidence
presentad or on file at the time of survey to
substantiate that the facility's staff ensured that
Client #1's progress was documented in
measureable terms.

2. On April 258, 2008, baginning at 11:18 AM,
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Continued From page 14

review of Client #4's Second Quartery Review
documents revealed a Social Work update, dated
April 11, 2008, The client's program included an
ohjeclive to send a greeting card to his family
once st month. OR April 11, 2008, the social
worker wrote: "There was no data recarded for
January - March 2008... This consultant wil|
recommend & new social work program for the
next six (6) months." Review of the client's
progrem book revealed that the Qualified Mental
Retardation Professional (QMRP) had used a
highlighter to mark the dates on which staff were
to document performance data for each pragram.’
Further review of the program book reveaied the
following:

a. The Aprll 2008 data sheet in the tabbed
gection for the greeting card objective was blank,
and there was no evidence that an altemate
social program had been established.

b. The April 2008 data sheet for Client #4's hand
washing oblective indicated that staff were to
implement it on April 21 and 23, 2008. There was
no data, however, recorded for thoze dates.

¢. The April 2008 data sheet for Client #4's
passive range of motion exercises objective

| Indicaied that staff were fo Implement it on April

21 ang 23, 2008. There was no data, however,

N recorded for those dates.

d. The April 2008 data sheet for Client #4's "wear
camfy splints for 2 hours per day” objective
indicated that staff were to implement it on April
19, 20 and 23, 2008. There was no data,
however, recarded for those dates.

e. Thz April 2008 data sheet for Client #4's "low

W 252
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The facility must provide clients with nursing
sefrvices in accordance with their needs.

This STANDARD is not met as evidenced by:
Basec) on observation, interview and record
review, the facility failed to ensure nursing
services [N accordance with client neads, for one
of the four clients in the sample. (Cllent #4)

The findings include:

1. The facility's nursing staff failed to
update/revise Cllent #4's Health Mapagement
Care Plan (HMCP) to reflect changes in his dental
care needs, as follows: '

Review of Client #4's dental records on April 25,
2008, at approximately 10;15 AM, revealed that
on February 13, 2008, his dentist recormmended

adjustments to the HMCP. In addition,
the QMRP has made changes to client '
#4’s activity schedule to reflect the
frequency of oral hygiene care.

LPN staff have received ongoing

DI 1230 CONGRESS STREET, SE
WASHINGTON, DC 20020
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
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DEFICIENCY)
W 232 | Continued From page 15 W 262
tech augmentative communication device™
objective indicated that staff were to implement it
on April 24, 2008 (the day before). There was no
data, however, recorded for this objective on the
previols day.
AL 12:02 PM, the QMRP was askad about the
program data. He steted that he thought staff
had assisted Client#4 with sending a greeting
card to his family every month; however, staff had 5.9 @
failed ‘o document the activity In the client’s 9nopwA
program book. He further stated that there was —_
no new soc:)aé work program established dsince the w331
April 11, 2008 review. He also acknowiedged that . ‘ . SN -
staff had not recarded program data for the Th.l s Standard will be met as N\
client's oother objectives during the immediate Evidenced by: ‘ N
past 7 days. ‘ ' , \
W 331 | 483.460(c) NURSING SERVICES W 331| 1.RN has made the necessary changes/ |

training on HMCP and the importance of ‘5’ 77-0§

updating the informatjon as changes
and/or recommendation occur. RN will
continue to monitor and provide
oversight to ensure that the HMCP is
updated as needed and in a timely
manner,

2. Cross reference response to W120.2

3.Cross reference response to W120.2°

onpig
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Continued From page 16

Increasing the number of times he brushed his
teeth to "after every meal and befare bedtime.”

| At 10:22 AM, review of his HMCP, dated March 4,

2008, revealed that it continued the previous
recommendation of "Assist with oral hygiene
twice daily.” The client's "Typical Weekly Activity
Schedule,” dated October 2007 and incorporated
into the Individual Support Plan of the same date,

had reflected twice daily oral ¢are, at 6:00 AM and
at 8:00 PM. : '

2. Cross-referto W120.2 The facility's nursing
staff failed {0 document an April 24, 2008
telephone call recgived from Client #4's day
program, as follows:

At approximately 11:00 AM, the day program
nurse reported having telephoned the home to
discuss Client #4's lethargy and inzbility to stay
awake:. He said that the residential nurse thought
this might be due {o the side effects of one
(Swdafed) or mere of his medication regimen. On
Apiil 25, 2008, beginning at 10:52 AM, review of
the' Nurse Progress Notes revealed no evidence
of the call received from day program on the
previous day. The residential day nurse was
interviewed in the facliity, beginning at 12:07 PM.
She confinned that the day program nurse had
telephoned and that they had discussed the

| client's sleepiness. She reportedly instructed the

day program to “monitor” him, She further
indicated that any nurse "should eheck vital signs
if <an Individual> is unresponsive,” She
acknaowledged that she did not know whether the
client's vitals had been taken, She also
acknowledged not having recorded the phone call
in the client’s chart,

3, Cross-refer to W120.2. The facility's overnight

W 331
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nursing staff failed to consistently document w436 0 T ——
H Yy - \
Client #4's sleep pattem, as follows: This: Standard will be met as
On April 24, 2008, at 10:49 AM, Client #4's day - Evidenced by: 5.2308
program case manager stated that she was going N Rt it
to ask the home whether the client "stayed up late 1. Reference response to W249 and .,
last night." She and the direct support staff were W252. \
unable to rouse him. The case manager did not : \
indicate whether she }ad obtained the infarmation . R
prior to this surveyor's departure from day 2. QMRP will seek another assessment °,
program at 12:07 PM. of client #3°s wheelchair and spe01ﬁcal]y
address the “sliding™. All
On Apnl 25, 2008, at approximately 12:15 PM, the :
Qualified Mental Retardation Professional statad reco endations will be addressed in 2 |
that bacause thete is 24-hour nursing in the timely manner. ‘
faellity, the overnight nurses would document the :
client’s sleep pattern. The day nurse was present Staff are expected to report wheclchaxr !
ﬁt the time. ﬂSRe StatEdlthat nurses VIVOL"d concerns lmmedlate]_y F]][ther staff are .
ocument iFwhen the client did not sleep through wheelchair on the wheelchair monitoring
the night, At 12:31 PM, review of Client #4's : . MRP/Home
"Nurses 24-Hour Report” far April 2008 revealed form on a weekly basis. Q ome
inconsistent data collection, Nurses had Manager must then follow-up to address
documented “rest well," "slept well” or "slept all the. Spf:(:lﬂc issue/concern.
night” on & nights thus far in April (4/4, 6, 8, 9 and
4/19/08), They had not, however, decumented : . vt os
| sleep patterns on the other 19 nights, QMRP /Hon.le Mamg,e,‘ will mam'taln,
W 436 | 483.470(g)(2) SPACE AND EQUIPMENT W 436 ] documentation pertaining 1o repais, |
. request for repairs, ordering supplies, -
The fecility must fumish, maintain in good repair, ete... QMRP will also document the l,
and teach clients to use and to make informed d st divid
choices about the use of dentures, eyeglasses, ng:gf s:;d status ];lﬂlf m t
hearing and other communications aids, braces, monthly quarterly progress no es‘ '
and alher devices identifled by the ‘
interdisciplinary team as neaded by the client. ' 3 Reference response to W436.2. The
bed has been repaired and cun-ently is in,
- good working condition.
This STANDARD is not met as evidenced by:
Based on staff Interview and record review, the ) 4.Reference response to W436.2.
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facility failed to ensure the provision of and
maintzln a client's adaptive equipment, for one (1)
of four (4) randarmnly sampled clients. (Client #1)

The findings include:

1. Record review on April 25, 2008, at 4:16 PM,
revealed Client #1's Speech Assessment dated
March 24, 2008 recommended the following
interventions:

a. Provide exposure to cause-effect activities
through switch-activated objects and items (radio,
CD player, cassette player. blender, etc)

b. Implement the following speech & language
pragram, which should start at the beginning of
the 2nd quarter;

i. Goal: Increase functional pre-language skiils
Invalving switch use.

.. Obijective: <Client #1's name> will be able to

access switch-operated devices/voice output in

order to make choices and for stimulation

g.tixrroses given physica) asslstance on 3 out of 5
als,

Interview with the facility'’s Qualified Mental
Retardation Professional (QMRP) on Aprit 25,
2008, at 4:20 PM, revealed te speech/ langusge
program hadn't been implemented and none of
the "switched" devices have been purchased for
Client #1's use. The facility failed to provide the

proper and necessary communication tools as
recommended. Also see W2449.

2, Observations during dinner on Apri 24, 2008,
at 5:27 PM, revealed Client #3 had to be

W 436
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repositiohed approximately 12 times during dinner
because he kept sliding down his gurney. He
cohsistently slid down his gumey (due to the
angle of 45 degrees) and inte @ position not
optimal for feeding. Staff repeatedly commented
an how poorly the current "chair™ fits Client #3's

| body. At 5:47 PM, the staff faeding Client #3
stated that the previous chalr fit him betler,
because it prevented him from sliding dewn when
she tilted him up (@pproximately 45 - 60 degrees)
for feeding.  On each occasion when Client #3
slid forward, his supporiive chest brace tightened
around his neck. Review of Client #3's Physical
Therapy assessment dated November 2, 2007
revealed the following recommendations:

a. Sisff should monitor wheelchair for repairs

b. Physical therapist will monitor client as
needed.

There was no evidence on file or presentad at the
time of survey to.subsiantiate that the “sliding"
problem with Client #3's gumey had been

'| assessed and/or addressed. There was also no
evidence prasented or on file at the time of survey
to substantiate that the QMRP had monitored this
problem and provided the necessary supporis
and oversight {0 eorrect it.

3. Interview with the facility's QMRP on April 24,
2008, at 5:55 PM, revealed Client #2's haspital
bed was inoperable and dldn% function properly,
Record review on April 25, 2008, at 5:17 PM,
failed to provide any documentation to support
that the QMRP had provided the necessary
oversight and follow-up to ensure that this client's
bed was assessed and/or repaired.
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4. Quservations at the residential facility on both
April 24, 2008 and April 25, 2008 revealed the
footrests on both Client #6's and #8's wheelchalrs
were in paor condition. The outer layer was torn
and the supportive foam was exposed in several
areas on bath footrests. In addition, interview
with the facility's QMRP an Aprit 24, 2008, at 5:57
PM, revealed Client #8's wheelchair had been
recommended to be remalded. This remolding
was necessary because he had gained weight
and the chair no longer properly supported his
frame. Record review on April 25, 2008, at 5:17
PM, fziled to provide any documentation to
suppo:t that the QMRP had pravided the
necessary oversight and follow-up fo ensure that
these clients' wheelchairs were assessed and/or
repaired.

W 436
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The interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of

accumulations of dlrt rubbish, and ob]ecﬂonable
odors.

This Statute is not met as evidenced by: :
Observation and staff interview on April 24, 2008,

at 2:15 PM, revealed the following environmentat
deficiencies:

1. The following problems were observed in
Bathroom #1 near Resldent #3's bedroom:

a.  Running foilet; water continued to flow after
the tank had filled to capacity.

b. Damaged structure’ broken and water
damaged tile abserved along the base of the tub
and along the adjacent walls/support structures.
¢. Broken fixtures; the hot water knob on the
sink leaked when opened 1o allow water to flow.

2. The following problem was observed in
Bathroom #2 near Resident #5's bedroom:

1DI 1230 CONGRESS STREET, SE
WASHINGTON, D& 20020
a) I SUMMARY STATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE - COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1000| INITIAL COMMENTS 1 000 35_0?4".1 Housekeeping "\
AN
A licensure sutvey was conducted from April 24, Thls Statute will be met as \
2008 tarough Apfil 25, 2008.. A random sample evidenced by: N 50 208
of four resldents was selected from a resident y: \'\\ mqw,w-‘
population of eight men with profound mental - N
retardation and other disabilties, The findings of Repairs have been completed. The,
this survey were based on obsarvations at the running toilet, damaged tile and
group home and at two day programs, interviews . broken fixtures have been
with day program and residential staff as well as
the review of clinical and administrative records, repaired/replaced. In addition, the
including incident reports. old'wheelchairs have been
removed from the home and the
) 0901 3504." HOUSEKEEPING 1 080 kitchen dining room table has been)

“stabilized. .
!

The Home Manager has purchased::
additional pots and pans and
discarded the rusted cooking
equipment.

Also reference response to

W436 in regards to client #3’s .
gurney and hospﬂal bed, as well as
general repairs to the wheelchairs.

QMRP/Home Manager will
continue to complete routine homcv
inspections and document
maintenance request weekly.

QMRP/Home Manager will ,
provide additional staff training omn :
reporting concerns related to '
wheelchair repairs and adaptive

equipment needs of the individuals. |

Hewlth Regulation Administration

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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‘| b, The dining room table wobbled when pushed

Continued From page 1

a.  Several old wheelchairs with various
struchural problems and other adapiive eguipment
were being stored in the bathroom. Interview with
the facility's Qualified Menial Retardation
Professional (QMRP) on April 24, 2008, at 2:30
PM, revealed the adaptive equipment in that
bathroom was not being used by any of the
residents.

3. The following prablem was observed in the
kitchen/dining area;

a, Rusted cooking surfaces observed in several
of the pots and pans being stored in the cabinats.

and did nof appear to be structurally stable.

4. Thne following problems were observed with
the resident's adaptive equipment [Reference
Federal Deficiency Citation W436]:

a. Client#3's gurney did not support his frame
and he slid very easily in his chair when it was
tilted at the recommended angle of 45 degrees
during feeding.

b, Cilient#2's haspital bed was inoperable and
didn't function as it should.

¢.  The footrests on boih Client #6's and #8's
wheelchalrs were in poor condition. The outer
layer was tom and the supportive foam was
exposed In several areas on both footrests.

3504 .15 HOUSEKEEPING

Each GHMRP shall assure that each resident has

at least seven (7) changes of clothing appropriate
to his or her daily activities,

1 080

1108

Health Regulation Admiinistration

This Statute is not met as evidenged by:

_evidenced by: '.

3504.15 ?
This Statute will be met as . 52230}
cy\qam/l

Reference response to W137.

STATE FORM
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Continued From page 2

Based on observation and staff intarview, the
facility failed to ensure that two of three sampled
residents were provided clothing appropriate for
the season/weather. (Residants #3 and #7)

The finding includes: -

Obsetvation on April 25, 2008, at 4:25 PM,
revealed Residents #3 and #7 weating heavy
sweaters while being transported off the van.
Staff was overheard asking the residents if they
were happy te be indoors from the aftemoon
heat. Weather reports for the day indicated the
high temperature to be 82°F. Two of the other
staff in the home were also observed / heard
making comments ahout the residents’ clothing

being too warm and inappropriate for the
weather,

Interview with the facility's Qualified Mentzl
Retardation Professional (QMRP) on April 25,
2008, at 4:49 PM, revealed he did not take itito
consicleration the fuctuating weather
temperatures and would do a better job at
ensuring the residents were dressed for the day
according to the forecasted weather conditions.
Thare was no evidence presented or on file at the
time of sutvey to substantiate that the facility had
taken the measures to ensure residents were

properly dressed according to the weather
conditions.

3507.1 POLICIES AND PROCEDURES

Each SHMRP shall have on site a written manual
describing the policies and pracedures it will
follow which shall be as detsiled zs Is necessary
(o meet the needs of each resident served and

. provide guidance.ta each staff member,

Health Regulation Administration

1103

I 160

This Statute will be met as '
evidenced by:

A copy of the policy and procedure
has been placed in the home. Z
QMRPT will ensure that a written
policy and procedure manual
remains on site at all times,

5=l~08

()N'oﬁllr\ﬂ) .

STATE FORM
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Continued From page 3

This Statute is not met as evidenced by;
Based on interview and recard review, the
GHMRP failed to have a written policies and
procedures manual on site and available for
review by staff on the first day of survey.

The finding includes:

Oon April 24, 2008, at 9:32 AM, the Qualifiad
Menizgi Retardation Professional stated that there
was o pelicies and procedures manual available
far review an site. He brought a manual from the
other facllity in which he worked on the following

-| aay.

3507.2 POLICIES AND PROCEDURES

The manual shali be approved by the governing
body of the GHMRP and shall be reviewed at
least annusilly.

This Statute is not met as evidencad by:
Based on record review, the GHMRP failed to
document an annual review of the policies and
procedures manual.

The finding includes:

Although the QMRP stated on April 25, 2008 that
policies and procedures were reviewed by the
goveming body at least annually, the most recent
review date documented in the GHMRP was
Mareh 15, 2007, No additional information was
presented prior to the end of the survey that
evenirg.

This is a repeat deficiency. See deficiency report
dated April 19, 2007.

1180

1181

This Statute will be met as
evidenced by:

The policy and procedure manual
has been review twice since the
March 2007, The most recent
review occurred in March 2008.

5,1.08
oI

Heglth Regu

ation Adminisiration
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1203 | Continued From page 4 1203
1 203 35093 PERSONNEL POLICIES 1203
Each supervisor shall discuss the contents of job 35093 T
descriptions with each employee at the beginning This Statute will be met as mdenced
employment and at least annually thereafter, by:
This Statute is not met as evidenced by: . . . (.08
Based on review of personnel records that were The annual job descriptions are g\ X0
made available, the GHMRP failed to docurnent maintained on site for each nurse. The \(Y
having discussed the contents of job descriptions RN will ensure that each job description
with every em pll_:ayee at least annuzlly, is reviewed at the time of hire and
The findings Include: annually thereafter. \
On April 26, 2007, beginning at 12:43 PM, review Job descriptions for N1, N2, N3, N4 and
of personnel records reveadled no evidence of , " N5 have been filed.
annhual job description reviews for 5 of the B .
Tacility nurses (N1, N2, N3, N4 and N5).
1227| 3510.5(d) STAFF TRAINING 1227
Each training program shall include, but not be 5, 14, O&
limited to, the following: - '+~ ongown)
{c) Infection control for staff ang residents; 35|10 5(d) 1\
, : This Statute will be met as >
This Statute is not met as ‘evidenced by: ‘evidenced by: '--~.\_\
Based on interview and review of personnel |
records made available, the GHMRP failed to , . . . . '
ensure that all staff had received cerification in All CPR/First ?Jd c?xtlficatlon are up
Cardicpulmoenary resuscitation (CPR), in te for the identified staff. The
accordanse with agency policies. ing Director will continue to
The findings include: monrtor and track certification.
ndings Incluce: Employees who fail to maintain
During the April 24, 2008 entrance conferencs, at compllance will be removed from
9:37 .AM, the Qualified Mental Retardation the work schedule.
Professional stated that it was agency policy that i
all staff maintain cUrrent CPR certification. On
ealth Redulation Admimistration
STATE FORM o Ha1911
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1227 | Continued From page 5 | 227
April 25, 2008, beginning at 12:43 PM, review of
personnel files and staff in-service training
tecords revealed no documented evidence of -
CPR certification for 1 of the 10 direct support
staff (81) and 3 of the 8 facility nurses (N1, N2
and N:3).
1 229 3510.5(f) STAFF TRAINING | 223
Each fraining program shall include, but not be
limited to, the following; .
(N Specialty areas relatad to the GHMRP and the
resldents 1o be served including, but not limited
1o, behavior management, sexuality, nufrition,
recrezfion, total communications, and assistive _ :
fechnulogles; 3510.5(9) T

. . 5. 1708
This Etatute is not met as evidenced by: This Statute will be met as \ cwaowuf-)

Based on interview and record review, the evidenced by: \\
GHMRP falled to ensure that all staff were {rained \

and competent to provide assistance in
accordance with the Individual Support Plan

(ISP), for one of the faur residents in the sample.
(Resident #1)

The findings include:

1. During the Aprll 24, 2008 entrance
conference, at approximately 9:40 AM, the
Qualifisd Mental Retardation Professional
(QMRP) stated that he was not aware of any
instance when a resident did not receive setvices
as prescribed in his ISP,

Incident reports were reviewed in the facility later
that day, beginning at 3:17 PM. One incident
repart documented that on March 8, 2008,
Resident #1 was taken to a hospital emergency
room (ER) affer sustaining an injury due to a fall.

\,
QMRP/Home Manager will conduct
and coordinate additional training for
all staff in the area of '
lifting/transfers, proper use of bed
rails, incident reporting procedures,
abuse and neglect and client rights.

QA audits will be conducted on a |
regular basis to further ensure |
compliance with this standard. =

Health Ragulatian Admimsistion
STATE FORM
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Beginning at approximately 5:00 PM, the QURP
sald that a staff parson who had been working
directly with the resident that day admitted to
having left him alona in his bed, unsupervised

and with the protective bed rall in the "down”
position. When she returned o the bedroam, she
faund him on the floor. According to the QURFP, |
the bed rails were to remain in the "up” position
whenever the resident was In bed. This was later
confirmed through record verification.

On April 25, 2008, at 4:03 PM, review of the
investigation repert, dated March 14, 2008,
revealed that on the day before the incident, the
Facility Coordinator (aka House Manager) had
obiserved this same staff person leaving bed rails
down. He had discussed this issue with her and
she reportedly stated that she understood that
this was necessary to ensure resident safety.
The report also indicated that "despite previous
trainings about two person lifts at all times," the
staff person lifted the resident from the floor and
- placed him back in his bed without assistance
from others, In the process, the resident
repartedly "bit her on her right thumb.*

a. There was no evidence that in-service training
on utilizing a two-persan lift at all times, prior to -
the March 9, 2008 incident, had been effective.

b. There was no evidence that in-serviee training
on the: praper use of bed rails, prior to the March
9, 2008 incident, had been effective,

2. Review of incident reports also revealed an

| incldent on March 29, 2008 at which time staff

1 discovered a bruise of unknown orlgin under
‘Resident #1's laft arm pit. The QVIRP
investigation report, dated April 3, 2008, indicated
that the injury most likely occurred while staff
Health Regulation Admintsiration
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were lifting 2nd transferring the resident from his
wheelchair. The QMRP included a
recommendation for additional staff training on
lifting and transfers. On April 24, 2008, at
approximately 4:57 PM, the QMRP stated that
they had provided such training; however, he
could not be certain that it had been conducted
since the March 29, 2008 bruising incident. On
April 25, 2008, beginning at 3:00 PM, review of
staff in-service training records revealed no
eviderice that staff receitved additional training on
lifting And {ransfer techniques since March 12,

12008,

3. Interviews with administrative staff regarding
the March 9, 2008 Incident whereby Resident #1
fell irom his bed, sustained injuries and was
taken to the ER revealed an across-the-board
failure of the facility to recognize and report
neglect. The staff person who was working with
the resident that day admitted her nggligence by
leaving his protective bed rail in the down
position, However, both the QMRP (interviewed
at 4:53 PM on April 24, 2008) and the Assistant
Director of Residential Services (intetviewed at
11:40 AM on April 25, 2008) stated that because
the staff was new and it had been an accident, it
did net constitute neglect. In addition, they both

| indicated that the Director of Residential Services.

had reviewed the investigative findings. Both the
investigation repert and initial incident report cited
the incident as a "physical injury" due to a fall.

On Apr| 25, 2008, at 6:22 PM, review of the
facility's Abuse and Neglect Palicy revealed a
dedfinition for "Neglect' that included the following:
"Any allegation of neglect will be treated as a
serious reportable incident. This means failure to
provicie sufficient, ... services, treatment, or care
that harms or jeopardizes the customer's health,

(229
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safety, or welfare, such as... (d) Failure fo provide
:aeryices or supports as indicated by the
individual's plan of care, er (e) Failure to provide
proper supervision to the customer as required
within a plan..." : '
| 274 3513,1(e) ADMINISTRATIVE RECORDS 1274 3536 T T T —
Each GHMRP shall maintain for each authorized This Statate will bemet s~ ° | S-30-98
agency ' s inspection, at any time, the following evidenced by: 30‘7
adminjstrative records: : .
_ GHMRP will ensure that a copy of
(e) Signed agreements or contracts for the written contract agreements for
professional services; I : '
the podiatrist and speech therapist .
This Statute is not met as evidenced by; are on file and available for review,
Based on lr_1terview and record review, the '
GHMRP failed to provide evidence of a signed
agreerment or contract with each consultant
providing professional services.
The findings include; |
Interview with the Qualified Mental Retardation
Professional and review of personnel records on
April 25, 2008 revealed no evidence thatthe
GHMRP had entered into written agreements or
contracts with the consulting:
1. pediafrist, and - l‘;‘x‘ e
2, speach therapist. 'I 3519.6 ~
‘ This Statute will be met as
1375 3519,6 EMERGENCIE - 1
S 1375 evidenced by: L 2105
Each GHMRP shall document each emergency : OMW“?
and enter the follow-up actions into the resident ' Reference response to W154, 189, !
8 pemanent record, which shall be made and W192. '
avallable for review by authorized individuals.
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This Etatute is not met as evidenced by:

Based on staff interview and record review, the
facility failed to ensure the investigation and/or
the follow-up actions.of a resident's injury was
documented as required by this section, for one
(1) of four (4) randomly sampled residents.
(Resiclent #1)

The findings include:

1. Record review on April 25, 2008 revealed that
Resident #1 sustained an injury when he fell out
of his wheelchair and injured his lip. He was
taken to the Emergency Room (ER) for treatment
and discharged accordingly, Qbservations on
April 24, 2008 and on April 28, 2008 revealed
Resident #1 was totally dependent on staff for
mobility and his wheelchair was equipped with a
chest strap to keep him in his wheelchair. It was
not clear how he was able to fall put of his chair
and sustain an injury to his face. There was also
naQ evidence on file to substantiate that an

and reason for the fall to ensure that the health
and safety of the resident could be protected.

2. Record review on Aptil 25, 2008, at 2:05 PM,
revealed that Resident #1arrived at the day
program on January 14, 2008 with an "abrasion -
to his face hear the left corner of his mouth." The
day pragram documented that they did not
recelve any communication fram the home
explaining how that injury took place and that they
submitted an "Interagency Communication™
detailing their ebsetvation of the injury. Record
review at Resldent #1's home on April 25, 2008,
at 4:01 PM revealed there was no incident on file
addressing this injury. Interview with the facllity's
Nurse on April 25, 2008, at 4:06 PM, revealed

Health Regul
STATE FOR
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that she was not aware of the injury to Resident
#1's face. She was also not aware of the
Interagency Communication defailing the injury.
There was na evidenes on file at the fime of
survey to substantiate that an investigation was
Initiate:d ta ascertain the nature and reason for
the fall to ensure that the health and safety of the
resident could be protected.

| 422) 3521.3 HABILITATION AND TRAINING

Each GHMRP shall provide habilitation, training
and assistance to residents in accordance with

.| the resident ‘ s individual Mabihitation Plan.

This Statute is not met as evidenced by:
Based on staff interview and record review, the
facility failed to ensure the implementation of a
rasident's approved habilitation plan for one of
the four sampled residents. (Resident #1)

The findings include:
1. Record review on April 25, 2008, at 4:16 PM,
revezled Resident #1's Speech Assessment

datec March 24, 2008 recommended the
following Interventions:

a. Provide exposure to cause-effect activities
CD player, cassette playel, blender, etc)

b. - Implement the following speech & language
program, which should start at the beginning of
the 2nd quarter:

a. Goal: Increase functional pr&language skills
involving switch use.

b. Objective: [Rasident #1] will be able to

through switch-activated objects and items (radio,

1 375

o | 35213

evidenced by:

- W192, W249.

Reference response to W89, Wi 54

NP
This Statute will be met as \ . qa 9

'.‘\.

'\ ]
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access switch-operated devices/voice eutput in
order to make choices and for stimulation

purposes given physical assistance on 3 outof 5 -

trials.

Intervisw with the facility's Qualified Mental
Retardation Professional (QMRP) on Apiil 25,
2008, at 4:20 PM, revealed the speech/ language
program was not being implemented. Instead,
Resident #1 had besn provided a “Go Talk”
device and this was what was being used. There
was ho evidence on file or presented at the fime
of survey to substantiate that the facility ensured
the implementation of this habilitative program as
recommended.

2. During the April 24, 2008 entrance
conference, at approximataly 9:40 AM, the
QMRF stated that he was not aware of any
instance when a resident did not recelve servicas
as prescribed in his 1SP,

Incident reports wete reviewed in the faciiity later
that day, beginning at 3;17 PM. Onhe incident
report documented that on March 9, 2008,
Resident #1 was taken to a hospital emergency
room (ER) after sustaining an injury due fo a fall.
Beginning at approximately 5:00 PM, the QMRP
sald he had investigatad the incident. A staff
person who had been working directly with
Resident #1 admitted to having left him alone in
his bed, unsupervised and with the protective bed
rail in the "down" position. When she returned to
the bedroom, she found him on the floer,
According to the QMRP, the bed rails were to

remaln in the "up" position whenever the resident
was in bed.
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On April 25, 2008, at 4:03 PM, review of the
investigation report, dated March 14, 2008,
revealed that on the day before the incident, the
Facility Coordinator (aka House Manager) had
observed this same staff person leaving bed rails
down. He had discussed this issue with her and
she reportedly stated that she understood that
this was necassary to ensure resident safety,
The report also Indicated that "despite previous
tralnings about two person fifts at all times.” the
staif parson lifted the resident from the flaor and
placed him back in his bed without assistance .
from others. In the process, the resident
reportedly "bit her on her right thumb,"

1422
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| 00g| INITIAL COMMENTS | 000 3504.1 Housekeeping \ |
. N\, |
A licensure survey was conducted from April 24, This Statute will be met as "\’ 5
2008 through Aprl 26, 2008. A random sample evidenced by: \ LY
“of four residents was selected from a resident N\, ongp m&\
population of eight men with profound mental . Th N
retardation and other disabilitles. The findings of Repairs have been compl?ted. ne:
this survey wers based on observations at the running toilet, damaged tileand |
group home and at two day programs, intervlilews broken fixtures have been .
with diay program and residential staff as well as . addition, the
the review of clinical and administrative recofds, repatrﬁd/lie%alacei Iub on 1, ’
including Incident reports. ‘old wheelchairs bave be ,
‘ removed from the home and the |
1 090 3504.1 HOUSEKEEPING | 080 kitchen dining room table has been;
' stabilized. ’
The interior and exterior of each GHMRP shall be !
maintained in a safe, clean, orderly, attrachve, ed -
and sanitary manner and be free of The_ljlom Manager has pu.achas :
accumulations of dirt, rubbish, and objectionable . additional pots and pans an ,
odors. discarded the rusted cooking ..
equipment. |
This Statute is not met as evidenced by: .
Observation and staff interview on April 24, 2008, Also rqference response u;# ¥
at 2:16 PM, revealed the following environmental W436 in regards to client #3’s ;. |
deficlencies: gurney and hospital bed, as well as: [
- general repairs to the wheelchairs. -
1. The following problems were observed In Loy
Bathroom #1 near Resident #3's pedmom. QMRP/Home Manager will ?
a. Running toilet; water continued to fiow after continue to complete routine homei |
the tank had filled to capacity. ; inspections and document
b. [Damaged structure; broken ang water maintenance request weekly.
damiaged tile observed glong the base of the tub fenance req Iy
and along the adjacent walls/support structures. .
c. Hroken fixiuras: the hot water khvob on the QMRP/Hon_le_ Manager Wll.l .
sink leaked when opened to allow water to flow. provide additional staff training lon ]
5 The followi bl b di reporting concerns relatedto |
. e following prablam was observed in wheelchair repairs and adaptive '
B I 5‘ : a - a 2 a |
athroom #2 hear Resident #5's bedroom ecquipment needs of the in dividulls. |
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