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| :

. A recetification survey was conducted from April ;
4, 2011 through April 8, 2011. A sampie of four

: clients was selecled from a population of seven

¢ men with various cognitive and Inteliectual

i dissbliities. This survey was Initiated utiizing the

i fundamental process; hawever, due 1o concams

| in the areas of health care services, the process :
was extended on Agril 7, 2011 to raview the !
facility'’s level of compliance In the Condition of

| Participation (CoP) for Health Care Servicas.

} The findings of the survey were based on . :
i observations and Interviews with staff in the home :

and at two day progrems, as well as a review of

client and edministrative records, Inciuding i

i Incident reports. H

W 158 l 483.430(a) QUALIFIED MENTAL w158
: RETARDATION PROFESSIONAL

Each client's active treatment program must be . ' !
Inteprated, coordinated and monitored by a i e
. ualified mentel retardation professional. : .-
: r~

1 /

; This STANDARD Is not met as evidenced by:

i Based on observation, staff Interview and record

- review, the facility's qualified inteliectual
disabilties professionai (QIDP) falled to ensure
the coordination of sarvices 1o promota the heaith |

; and safety of three of the four clients In the

- sample, [Clients #1, #2, and #3]

; The findings include: . P . l
‘ 1, {Cross-refer to W214] The facllity's QIDP falied ;
. to fully assess each cllent's behavior _ 1. Crogs reference W2i4 e ]
managetnent needs, for one of the four clients in

DAL A A ) J"’/j"//
("} gficiency which the Insiilution may be excused from conecting providing R is detarmined that
other safsguards provide sufficient protaction to the patlents. (Ses instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
ollowing the date of survay whether a7 not a pian of correction is pravided. For nursing homes, the aibeve findings and pians of correction are disciosable 14
days following the date these documants sre made evellabie ic the faciity. If deficencies are cited, an approved plan of cofrection is requishe 1o continusd

program participation.
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* the sample. (Client#2)

2. [Cross-refer to W248] The facility's QIDP faited
to ensure continuous aclive treatment, for thres

- of the four cllents In the sample. {Clients #1, #3

- and #4)

- 3. [Cross-refer to WA436) The facility's QIDP failed
to ensure that clients had recommanded adeptive
equipment fumished imely and available for use, -
for two of the four cllents In the sample, (Clients | !

1 #1 and #2) !

. 4. [Cross-Tefer to W460) The facllity's QIDP failed (
" to ensure cilents received thelr prescribed
modifled diets as ordered by the physician, for ; I
_bne of the four clients in the sample. (Client #3) :
W 214 483.440(c)(3)(1) INDIVIDUAL PROGRAM PLAN & W 214 e e e s pacialet
d the Nutritionist to develop a maaltime

| The comprehensive functional assessment must an ,
! identity the cllent’s specific developmental and Ihs cumapoon and aceture. droup home ard. |
* behavioral manag t needs. .|day program staff will be trafned on this

ilprotocal. Tt ]

. This STANDARD is not met as evidenced by: - :

1 Based on cbsarvation, staff Intervisw and record .
: raview, the facillty felled to fully assess each

I cllent's behavior management needs, for one of

! the four cllents In the sample. (Client#2)

The finding Includes:

During Client #2's lunch at the day program on
+ April 4, 2011, he was observed refusing to hold a
. 8ip cup (o drink his miik, betwaen 1:00 p.m. - 1:14
" p.m. During that same time periad, he aiso
- rapeatedly refused to hold his spoon to continue
feading himseif. He hed fed himself from 12:51
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p.m. until 1:00 p.m. Day program staff suggested
, there'was a behavioral component (i.e. "showing -
!cﬂ") The day program case manager stated *he i
| wants to be fed" (referring to the client). :

Later that day, at 5:63 p.m., Client #2 was

- observed seated at the dinner table. He looked

I down at his piate but was not self-feeding. At
5:58 p.m., a diract support staff placed & coated

" taaspoon in the client's hand and bsgan providing
hand over hand agsistance. She then released .
. his hand and he stopped feeding himself. She ' H
: offered him verbal prompts but he still refused to 1
: feed himself. The house manager (HM) .
" intervened, offering Client#2 verbal '
encouragement to feed himself. After a few ! : '
minutes of coaxing, the HM toid the cllent "I'm not - i

, going to fead you." There was no mealtime i

. protocol cbserved in use at the dinner table or

; earller that day at the day program.

' Whan interviewed on April 4, 2011, at 11:08 a.m., | :
the gualified intellectual disabilities professional
{QIDP) stated that Client #2 could feed himself . i
! therefara he did nol have a mealtime protoco! or '

i training progrem. She then replied "no" when

‘ asked f the facility had assessed his mealtime '

. skllis, )

Client#2's recortds were reviewed on April 8, ;
. 2011, beginning at 10:31 a.m. The review ;
: reveaied no evidence that the faciity had
: assassed the client's meailime skilis (i.e. poshire
. and refusals to feed himself) lo determina

whether estabiishing a training program (formal |

or informal) or protocol might be indicated. =
. Addillonai interview with the QIDP that aftemoon, !
" at 3:35 p.m., revealed that she did not want
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residential staff to feed him, partly because "once
you start to feed him, then he might expect staff

1 to feed him from then on...he knows which staff

! ha can get over on® and those that he cannot. At
2:54 p.m., however, review of the client's
behavicr support plan (BSP) dated September 2,

+ ho evidence that the client's periodic refusal to
" feed his self had beaen assassed.

W 242 483.440{c)(6)(H} INDIVIDUAL PROGRAM PLAN

The individual program plan must include, for
thase cllents who lack them, training.in personal
skllls essential for privacy and independence

_(including, but not limited to, toilet training,

! personal hygiene, dentaf hyglene, self-feeding,

- bathing, dressing, grooming, and communication
of basic needs), uptii It has bean demonstrated
that the client is developmentally incapabie of
acquiring them,

; This STANDARD is not met as evidenced by;
Basad on observation, staff interview and record
" review, the facility failed fo train all cllents in
personal skiils essential for independence, for
one of the four clients in the sample. (Cllent#2)

The finding includes:

Cn April 4, 2011, Client #2 was observed sating
lunch at his day program, beglnning at 12:51 p.m.
Throughout the meal, the client lsaned forward,
bringing his head down to the plate so his mouth

- was even with the edge of the plate. Simliar

' obsarvations were made later that day in the

. home, while he ate a snack and his dinner, at

. 3:27 p.m. and 6:00 p.m., respectively. Steffin

X

2010, and psychological evaluation had revealed !

W 214

TAG :  CROSS-HEFERENCED 7O THEAPPROPRIATE | DATE
DEFICIENCY) |
!

[ 81111 ]

W 242 [Gross reference W214
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both settings wene not observed to offer him any
. guidance or direction regarding his body posture . -
! andfor sltting up. There was no mealtime !
: protocol abserved In use at the dinner table or '
: earller that day at the day program. ;

When Intarviewed on April 4, 2011, at 11:08 a.m.,
1 the qualified intellectusl disabillties professional |

; (QIDP) statad that Client#2 could feed himself

: therefore he did not have a mealtime protocoi or

" training program. She then replied "no" when

asked If the facility had essessed his mealtime

skills.

1 Client#2's records were reviewed on April 8,

i 2011, beginning at 10:31 a.m, The review
revealed no evidence thaet the faciiity had
addressed the cllent's mealtime skills, including
posture during meais. [Also see W214] .

W 240 . 483,440(d){1) PROGRAM IMPLEMENTATION W 249 ‘

. As soon as the interdisciplinary team has

; formulated a client's Individual program plan,

: each client must recsive a conlinuous active

" treatment program consisting of needed i
interventions and services in sufficient number
and frequency to support the achievement of the |

. objectives identified in the Individual program i

. plan,

i
This STANDARD ie not met as evidenced by:
Based on staff interview and record raview, the -
i

facility falled to ensure continuous active
: * treatment, for three of the four clients in the .
| - gsample. {Clients #1, #3 and #4) ;

. |
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The findings include;

1. Facliity staff failed to consistently implement
Client #1's training program for seif-feeding skills,
a5 evidenced by the foilowing:

- On April 4, 2011, Client #1°s assigned one-to-one

. staff was observed providing hand over hand

- support while asslsting the cliant with his snack
and dinner, at 4:12 p.m. and 5:58 p.m.,
respectively. On April 5, 2011, at8:15a.m., a

: trained medication employea (TME} was

: observed spoon-feeding Client #1 his
medications that ware mixed In with apple sauce,
At 5:10 a.m., the TME was asked about the
client's built-up handied spoon. She stated that it

+ was her understanding that he received hand
over hand assistance with meails butit was not
expected during medicaflon administration,

| On April 5, 2011, at 2:37 p.m,, review of Cllent |

. #1's Individual Support Plan (1SP), dated June 29,

+ 2010, revealed the following training program:
“"<glient's name> will use a spoon with minimum

_ physical assistanice on 80% of opporiunities.” '

» The facility failed io ensure that ataff provided

' Cllent #1 the opportunily to practice his

; spoon-feeding skiils consistently, and when
activities would support the achlevement of his
training program goai,

2. Faciiity staff failed to implement Client #3's
- Behavior Support Plan for Medical Appointments
" (BSPMA), as evidenced by the following:

Record review on Aprii 7, 2011 at .15 p.m.

L

: ravaa!ad Cllent #3 failed to maintain his .

|

|1. Client#1 will be provided tha opportunity to
i|practice his spoon-feeding skilis and activities
||that would support the achievement of his

i tralning goals. All TME staff will be trained on
j|program goal during medication -
‘jadministration. The QDIP and Rasidential
‘IManager wili cbserve 2x's weekly Cllent #1's
| salf-feading program during meattimea to

l ansure appropriate implementation. QA will
jmontior quarterly for impravement in Cllent
J#1's feeding program.

| 611111 I

‘ 2. The facility staff will ba trained to
‘limpiement Client #3's Behavior Suppart Plan
.Jfor medical appolntments. In the future, BSP's
ifwill be Implemented for all madical
appolntments. Rasidential Manager will
accompany Cllent #3 and staff on madical
appointments querterly to make cbsarvation

I and document results of Cllant #3's BSPMA
.|for Improvement in behavior,

|

i
& ]
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November 10, 2010Dental appointment The -
assessment detalled "Patient was uncooperative
- and we were not able to perform complete oral
| examination.”

Furthar record review on April 8, 2011 at 1243
p.m. revealed Client#3's Behavior Support Plan
- for Medical Appaintments (BSPMA) dated
,- November 26, 2007 racommended several
! proactive strategles to manage his nen-campilant
behavior at medical appointments.

A few of the interventions are [dentified below:

A, " Appropriate (nursing) staff should request

that [Cllent#3 ' s] physiclan (either the PCP or tha

- treating medicai professlonal) evaluate [Glient #3]
and determine If he is going o naed sedation ta
ba given prior to each appolniment. *

. B. " Arrangements should be made ahead of

i time for an appropriate area to be avalisble

; iImmediately when {Cllent #3 ' 5] arrives at the

_clinlc so any disruptive behavior can be

' contained, if necessary, without exposing [Ciient
#3 ' s] to unnecessary public attention or
embarrassment should he become agitated. If at
all possible, a room away from other medical

- activity and away from where he can directly view
the upcoming needles, dental equipment, ete,
and/or overhead discussions of medieal

« procedures shouid be used while he waits. "

“C. "[Cilent#3 ' s] favorite reinforcers should be
available during the eppointment. *

D, " Staff should complete the data shests
provided with this plan for EACH medical or

P

T

W 249

F
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W 248 . Continued From page 7
dental appointment and blood draw, noting who
accompanied him; what sedation was given by
i whom, and the ime of administration; the time
' the appointment tock place; the exact
clreumnstances; and his exact behaviors, "

i time of survey io substantiate this plan was being
. implemanted to ensure Client #3 couid complete
- his medical appointmaents.

- interview with qualified intellectual disability

1 professionai (QIDP), house manager (HM) and

 ficensed practical nurse (LPN) on April 8, 2011 at
12:48 p.m. confirmed the 2007 BSPMA was the

. current plan in place. in addition, the QDIP

* confirmed that the BSPMA was nol cumently

» being implemented nor were thers any data
coliection measures in place for any of his
medical/dental appointments as recommended
by tha BSPMA,

' The facility falled to ensure the continuous
implementation of Client #3 ' s BSPMA 1o ensure
compilance with all medical appointments as a
means of maintalning his heaith and safety.

the mpming medication administration pass on
April 4, 2011, the trained medication empipyee
- falled {0 give Cllent #4 the opportunity 10 punch
- his own medications, In accordance with his
! gelf-medication training program.
W 331 483.460(c) NURSING SERVICES

The faclllty' must provide clients with nursing

! sarvices In accordance with their needs.

'
i
H

. There was no evidence presented or on file at the |

| 3, [Cross-refer to W371] During observations of |

f

3. Cross reference W3T71

fenm |

W 331
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. This STANDARD s not met as evidenced by; .

' Based on staff inlerview, and record review, the St |
facility failad to ensure nursing servicas were
provided in accordance with the nesds of two of
tha four cilents in the sample. (Clients #1.and #4) |

5 The findings include;

1. [Cross-refer to W368] The facllity’s nursing T

servicas failed to ensure that Clients #1 and #4 1. In the futurs, whanever there Is & lspse

. recaived timely treatment, in accordance with between the date of the physiclan order and

: physician's orders. Specifically, Client #1 did not the start date of treatment the nursing staff will

" bagin receiving treatment with Mupirocin 2% :{be instructed to document reasons end foflow- |.
ointmant untl) seven days after it was prescribed up with the DON and PCF aspecially when
(May 12, 2010) for the treatment of : medieations cannot be obtalned due to

. Methicillin-Resistant Staphylococcus aureus insurance disapproval. A protocol will be

* (MRSA). Client #4 did not begin receiving duveloped to ensure thet madications and

* treatment with Lamisil until seven deys after the . [treatment issues are resolved immediately.
medication was deliverad 1o the facility from the ' :

pharmacy (December 23, 2010} for the treatment |
_of nali fungus.

: 2. The faclity's nursing services failed to |
. document timely treatment and assessment of

Client #1's skin condition, as evidenced by the DON will monitor medicai reconds and
following: ¢ dphamacy medication formuias monthly for

! , conslstency in providing timely treatrnents. , .
On April 4, 2011, at approximately 8:13 a.m, : ' I 5/23/11 I

_interview with a direct support staff parson !
i providing ane-to-one support for Client #1 ) I
. revealad that the cllsnt was being testad Jatar that :
day for MRSA. The house manager (HM)
confirmed this during the Entrance conferance
later that moming, at 8:40 a.m. Client #1's
" madical racords ware reviewed on April 6, 2011,
i beginning at 2:39 p.m. Review of the client's
i medical chart reveaied lab reports with positive
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Continued From page 9 , W3t 2a. The physiclan order was dated 1/10/11
. MRSA results in February 2010, May 2010, and trantmant startad on 1/12/41 howaver: In
. January 2011 and February 2011, Further raview h !
of the medical records that afternoon revealed , |the future if treatment (s not inltiated within 24
the following; } |[hours the reason will be documented by the |
' primary nurse. Univarsal Precautions willbe  |;
" a. According to a nuirse progress note dated t {implemanted immediately. 623011 |
- January 4, 2010, the facility's RN documented 1 -
- that a swab culture was taken from a "wound on
the lower right shin area measuring
approximately 2 cm In diameter.” On January 7, ' .
. 2011, the RN documented in a nursing note that '
" he had spoken by telephone with the primary care
physician (PCP). The PCP reported that the
culture had shown positive results for MRSA. .
The PCP recommanded "“treat him with ! :
Chlorhexedine liquid soap to wash body 2-3 times ;
" a week. will order the liquid scap.” Review of
- Client #1's January 2011 MAR revealed that he !
did not begin treatmant with the body wash untli :
the evening shift of January 12, 2011, five days
iater. [Note: Even though the RN wrote the !
. pragress nots on January 7, 2011, therewas no ’
. avidence of a comresponding telephone order.] l
' b. The next nurse progress nots, entered by a 2, The nursing staff wil recelve sddilionsl |
gﬁf)’s?d ﬁgﬂuﬁ] nflguee (LPN'.)BI:E;”IU;‘“YGW : ltreining on dacumentation and communication |
nciu & roliowing: ra with PCP, DON and Day P .
lesions on lower legs. Each are approximately 1 : and ey Frogram ;l 5241
- em in measurement.,, each area was cleaned |
* with water and covered with 2 x 2 gauze dressing, |
Concemn will be monitored.” There was no !
evidence that the LPN notified his supervisors :
and/ar the PCP that the cliant now had lesions on
both legs {Instead of just the right shin).
: 2c. Nursing staff will document on & dally :
. ¢. The next ress note, entered by the RN,
 was dated January 14, 2011, It efected the two BAGK Uit & pastcusar hoath '*l““zgf;‘jﬁ';ﬂd
: ) e dditional training for the nursing wili be
lesions and the treatment with "bady wash three orovided, |
FDRM CM5-2567(02-89) Previous Verzions Obsclete Event ID:OFSB11 Faclity t0: 00G035 i continuation sheet Page 10 of 18
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i
I
W 331 ‘ Continued From page 10 W 331, ' l
. time per week." Continued review revealed that ' !
seven days passed befora a nurse assessed : I
Client #1's skin lesions. [Note: According tothe |
- cllent’s MAR, employees applied the body wash |
in January 2011. On January 29, 2001, the RN - i
entared a progress pote Indicating that both :
ulcers were scabbed and no longer needad ]
- drassing.]
i

i g' i:hte #f:'cill;y's ‘r::rstng sgrrnvi;esaﬂfaﬂe'g to notify [3a. The primary care nurse of the fadlity will
: ni#1'3 day program y after laboratory |be responsible to communicats with the dey | |
- test results showed active MRSA sKin Infaction, progrem steff of any changes in the Cilents' i
; as evidenced by the following: . . heatth status Including medication changes

and treatment. Additional training will be

:;Dc; ’:a?“p';'t ri' £f1;|{':;;‘;2t:§' Q;ﬁl.i"ﬁf;éﬁdﬁid i pravided to the nursing stsff and day program.

not informed the day program when the client X
contractad MRSA skin infaction in early 2010. '

* She stated that day program staff had raceived '
training on universal precautlons and infection
control practices; however, it would have been
appropriate to alert their staff so peopla could be

. . more vigillant She further stated that she did not

- want clients attending the day program if\when

- they had open skin lesions or had active nasal

: MRSA infection. The day program director

- presented e memorandum, dated February 23,

: 2011, that documentead that the home kept

: sending Clisnt #1 to day program without first
presanting a note fram the PCP certifying that he
was Cleared fo return,

p.m., review of Cllent #1' s residential medical |
, &nd habllitation records revealed that a swab i
. Cuiture was taken from a wound on January 3, .
1 2011. The home learmned that the lab resulis were;
" positive for MRSA. The cllent, howavar, i

] 624111 I

!
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W 331 Continued From page 11 W 331
" continued attending his day progrem through
- January 12, 2071, There was no evidence in the
- record that the facility notified his day program
‘ hefore January 13, 2011 that the client had
developed a skin lesion on January 3, 2011 or
that the resuits hed come back positive on :
January 7, 2011. :
W 388 . 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: i
Based on steff interview and record review, the !
_facility falled to ensure that al prescribed |
medications and/or treatments were administered ‘
timaly after being orderex by the physician, for )
two of the four clients In the sample. (Clients #1
and #4)

: The findings include: ‘ ;

i 1. On April 4, 2011, at approximately 8:13 a.m., :
Interview with Cllent #1's one-to-one direct Cross referance W331 (1) T
support staff person revealed that the cllent would . !

" be lested that day for MRSA (skin). The test that : ’
day was to determine whether he was free of '
Infection. Review of Client #1's medical records

: pn April 8, 2011, beginning at 2:39 p.m., revealed

: a telephone order dated May 12, 2010, when the
primary care physician ordered "Mupirocin 2%

- olntment Apply to both nostrils twice & day for §
days.” Client#1's May 2010 MAR refiected that
the ointment was first edministered on May 18,
2010, seven days after the order.
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W 388 Continued From page 12 ' wa3es
2, The facility failed to ensure that all ciients

received thelr medicafions in the manner
prascribed in thelr physician * s order sheets as Cross referance W331 (1) [sran1 i

evidence below;

" Record raview on April B, 2011 at 1:06 p.m.
. revealed Client #4 ' s Podiatry assessment daled '
' December 9, 2010 revealed the following ) '
. findings: " grossiy elangated nalls x 10 [with] 1
» Significant sub-sangrial (sic) debris and odor ... ) | i
1 hyperkeratotic skin of hallix (sic) VL. " The ) :
. assessment goes on {o further recommand * ' ) :
. Lamisil x12 weeks or mare ... " Further record :
review on the same day at 1:22 p.m. revealed the i
December 2010 medication administration record . | ;
(MAR) reflecled the Lamisli was not Initlated until ;
December 29, 2010, approximateiy nineteen (19) - !
days after It was originally crdered. :

interview with the facility ' s registered nurse (RN)
on the same day at 1:28 p.m. confirmed there
' was a gap between date of the written order and
‘ the date the medication was Inifiated,

| The facliity failed t ensure all medications were
. administered as prescribed,
W 371 4B3.480(k){4) DRUG ADMINISTRATION W e

. The system for drug administration must assure administration program. QIDP and House
. that cilents are taught to administer their own Manager will snsure that Cllents are taught and |
- medications if the interdisciplinary team provided the opportunity to Implemant thelr seit-}
determines that seif-adminisiration of medications medication administration goais. et ]
' is an appropriate objective, and If the physician
! doas not speclfy otherwise.

" This STANDARD is not met as evidenced by:
Based on observatipns, interviews and the !
J .
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W 371 Continued From page 13 . Wsn
raview of records, the facility fafled to impiement !

an effective system to ensure that each client
. participated in a self-medication training program
as recommended by the Interdisciplinary team, :
E’ one of the four clients In the sample (Cilent ! i
) )
]

| The finding Inciudes:

1
The moming madication administration pass was '
" observad on Aprii 5, 2011, beginning at 8:08 a.m.
Clients receivad thelr medications in the office :
shared by the nurses and administrative staff. At
. 8:41 a,m., the tralned medication employes
- (TME) finished punching Cilent #4's medications i
Into a madication cup and she called the client's .
name. The cilant, who had been eisewhere in the
facility, came into the office, The client poured a
" glass of water, swallowed the medicationsand
. drank water, The TME then administered Artifical |
* Tears and documented the adminlstration in the ;
" - client's medication administration record {(MAR). ] i
|

After the medication administration pass was
compieted, review of Client #4's MARs revealed a |
data coilection sheet that was labeled "March :

. 2011." The data sheet reflected a training i
program that invoived a §-step task analysis, !

" including "punch out medication from biister

- packs." Further review of the data sheet revealad
that data was to be coliected three times weekiy
(Mon., Wed. and Fri.}in the evening. Entries
made by the evening nurse in March documented :
that the cilent had consistently performed that

_ task (punch out medications from blister packs)

; with "physlcal assistance.”

" Later that same moming, at 9:14 am., when
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W 371 - Continued From page 14
" asked about Client #4's ability to punch his own
madications, the TME confirmed that he could do
80 with physical assistance. She then
acknowiedged that she had niot pravided him with
the opportunity to punch his own medications
> eariler that day. t
W 438 483.470(g)(2) SPACE AND EQUIPMENT :

" The faciiity must fumish, malntain 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
interdiscipiinary team as needed by the client,

This STANDARD Is not met as evidenced by;
Based on observation, staff Interviews and
record review, the facllity failed to ensure that
* glients had recommended adaptive equlpment
+ fumished timeiy and available for use, for two of
. the four clients in the sample. {Clients #1 and #2)

The findings include:

1. During the Entrance conference on April 4,
2011, beginning at appraximately 8:39 a.m., the
' house manager (HM) indicated that Ciient #1 was
: prescribed a slp cup with lid for use when drinking
beverages. Observations during the aurvey, :
however, revealed that staff did not consistently
- use one, For example, Client#1 was cbserved
i receiving his lunch in the home on April 6, 2011.
i At 12:52 p.m., the one-to-one staff person
- presented apple juice in a amall white plastic
. tumbler. The client tock a quick drink then pulled
his head and upper body away., This was :

W 371i:

W 436

An additional sip cup will be purchased for

- |Cllent #1, Staff will be treined on mealtime

adaptiva equipment. In the future, QIDP end

House Manager will ansure that adaptive

agquipment is furnished timealy snd avallable for
use.

I

|
1

i
iz
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W 438 Continued From page 15 w 436!

. repeated two more times; each time the client
quickly pulled his head back and there was no -

‘ gcoughing obsarved while drinking the apple juice.

" When asked about a slp cup with iid, the

one-fo-one staff said the sip cup was belng used .

for the client's nutritionai supplement {it was on
the table nearby) and there was only one sip cup
available In the facliity.

It should be noted that an April 8, 2011, at 2:39
: p.m., feview of Cllent #1’s medical book revealed
» a Swallowing Evaluation Assessment, dated July
_ {14, 2008, which contained the following: “...miid
: to moderate oral stage dysphasia.., no signs or
symptoms of aspimation..."

1
i
1
I

2, Client #2 was observed at his day program on :

- April 4, 2011. At 12:61 p.m., staff presentsd a
." pureed lunch that congistad ‘of mesiballs, saiad
. and apple sauce. At12:55 p.m., the client was
" observed feeding himsalf indapendently with a
- regular, white plastic disposable teaspoon. Later
; that day, ohservations In the home revaeaied that
| Client #2 used a coated teaspoan at 3:25 p.m. to
* @at vanilia pudding for snack and at 5:68 p.m. to
eat his pureed dinner.

: On April 8, 2011, at 3:00 p.m., Interview with the
" qualified Intellactuai disabillties professional
(QIDP} ravealed that using a coated teaspoon
' was prescribed due a Swallow Study performed
on September 21, 2010. The QIDP reported
having seen Cllent #2 using a coated teaspoon
during e visit to the day program In January 2011. .
She further stated that she was previously
unaware that he sometimes used a disposable

- plastic teaspoon and piedged to pursue the issue
with the day program.

home and day program.

A coated spoon will be purchased for Client
, #2's day pragram. In the future, Client #2 will

use the costed spoon during mealtimes at 5
' P [erin1
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W 438 Continued From page 18 o

There was no evidence that the facility ensured a
sufficleni number of sip cups and/or coated
. teaspoons were available, and conslstently used,
: with Clients #1 and #2, respectively.

W 480 ' 483.480(a){1) FOOD AND NUTRITION
SERVICES

' Each client must recelve a nourishing,
| well-balanced diet including modified and !
" spacially-prascribed diets. i

- This STANDARD is not met as evidenced by:

. Based on observation, staff interview and record
review, the facliity falled to ensure clients
recelved their prescribad modified diets as

: ordered by the physiclan for one of four sampled
" clients. (Client #3)

The finding includes:

Dinner observations on April 4, 2011, at 5:50

: p.m,, revaaled Client #3 recelved a meal of
ch:cken green beans, hoodles and white bread.
On April 5, 2011, at 12:08 p.m., Client #3 .
received a meai of regular size portions of siiced

. turkey, broccoll and caullfiower, scalloped

! polatoes, wheat bread, milk and fruit cocktafl for
lunch at his day pragram.

Record review on April 8, 2011, at 244 p.m.

revealed Client #3's weight chart reflecled a five

: Ibs weig ht loss between December 2010 and the
: end of January 2011. Further review of Client

* #3's medicai records revealed the quarterly

" physician's assessment dated February 18, 2011

revealed the primary care physician (PCP) :

W 436

W 480

t
i

i The nutritioniat will rain resldentisl staff on
j|special diets. The QIDP and Residential

Manager will ensure that Client #3 recelves '
double porfions as racommended by his PGP, '| 6111 I
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_prescribed that the facility “change diet to regular I
- double portion." A review of Cliant #3's dietary

. records and menu revealed this prescribed diet |
i chanhge was not put into effact. !

. Interview with the house manager (HM) and the

" qualified intellactuai disabllies professional

-{QIDP) on Aprll 7, 2011, at 10:25 a.m., revealed

- Client #3 could have seconds if he desires to .

~ have i, but he was prescribed a reguiar diet. In |
addition, the HM further added that everyonein
the home wae on a reguiar diet with no special |
prescribed diets. |

Additional interview and review of the posted
menus with the HM on the same day at 10:33 '
a.m. confirmed the prescribed "doubie portions" | '
was not being Instituted for Client #3 as :
prescribed on February 18, 2011, The dietary
menu for Client #3 revealed he was presently |
being provided a "Regular, High Fibar” diet, X

The facllity falled to ensure that all clients
received a well-balanced diet as prescribed by
their PCP to ensure their nutritional needs,
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1 Q00 INJTIAL COMMENTS i 000
A llcensure survey was conducted from Aprit 4,
2011 through Aprii 8, 2011. A sample of four .
rasldents was seiected from a popuiation of
seven men with varibus degrees of cognitive and
inteilectual disabiiities. :
The findings of the survey were based on
pbsarvations and Interviews with residents and
staff in the home and at two day programs, as
weil as a reviaw of resident and administrative
racards, Including Incident reports. ‘ "Two nightstands will be placed In the badsaom
. shared by Clients #2 and #3. The QIDP and
1075 3503.3(d) BEDROOMS AND BATHROOMS 1076 Residentis! Manager will ansurs that all
bed b ipped with nightstands, !
Each bedroom shall be equipped with at least the edfooms be squippe na nes

foilowing itemns for each resident:
{d) Night stand.

This Statule is not met as evidenced by:

Based on cbservation and inlerview, tha Group
Home for Persons with intellectual Disablliies
{GHPID} falied to ensure that each bedroom was
equipped with a night stand for each rasident, for
two of the seven residents of the facllity,
{Resident #2 and #3)

The finding includes:;

During the Inspection of the environment on April
5, 2011, beginning at 1:15 p.m., there were no
rilightstands observed in the bedroom beging
shared by Residents #2 and #3. The house
manager (HM), who was present at the time of
the inspection, acknowladgsd that nightstands .
had not been providad for the two residents. On |
April 8, 2011, al 5:53 pm., the HM stated that |
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1076 Continued From page 1

Resldents #2 and #3 remained withoul
nightstands In their hedroom.

f 160 3507.1 POLICIES AND PROCEDURES .
Each GHMRP shall have on slte a written manual
describing the poiiclas and procedures it will
follow which shall be as detalled as is necessary
to meet tha neads of each resident served and
provide guidance to each staff member.

This Statutae is not met as evidenced by:

Based an Interview, the Group Home for Persons
with intellectual Disabilities (GHPID) falled to
have a complete, written policies and proceduras
manual an site snd avallable for review
(specifically, an infection Controi policy), for
seven of the seven reaidants of the facility.
(Residents #1, #2, #3, #4, #5, #8 and #7)

The findings include;

On April 4, 2011, interviaws with e direct support
staff parson and the house manager {(HM), at
approximately 8:13 a.m. and 8:48 a.m., .
respectively, revealed that Resident#1 had been
treated recently for Methlciliin-Resistant )
Staphylococcus aureus (MRSA). Review of the |
resident's medical records on April 6, 2011,
beginning at 2:38 p.m., revealed Iab reports with
positiva MRSA resuits In February 2010, May

raview of the medical records revealed the
following: :

a. According to a nurse progress note dated
January 4, 2010, tha fadifity's RN documented

tha lower right shin area measuring

2010, January 2011 and February 2011. Further -

that a swab culture was taken from a "wound on °

1078

| 160

a. The faciiity will revise Its Infection Control
Policy to specifically address MRSA and develop
a protocol. Steff wili receive additional tralning on
{MRSA.
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1160 Continued From page 2 . 1160 !
approximately 2 cm In diameter." On January 7,
2011, the RN documented in a nursing note thet
he hed spokan by telephone with the primary
care physiclan (FCFP). The PCP reported that the
culture had shown positive results for MRSA.
. The PCP recommended "treat him with
Chiorhexedine liquid soap to wash body 2-3
times a wesk. will order the liquid soap.*
" b. The next nurse progress nbte, entered by a ib_ Cruss referance W331 (2a) | 5/23M11 |

iicensed practical nurse (LPN) on January 12,

2011, Included the following: *Bitateral siin |
leslons on lower lags. Each are approximately 1
cm In measurement... each araa was cisaned
with water and covered with 2 x 2 gauze

dressing. Concermn will be monitored.” Thers was
no evidence that the LPN notified his supervisors
and/or the PCP that the resident now had leslons °
on both legs (instead of just the right shin).

¢. The next progress note, entered by the RN,
was daled January 14,2011, treflected thetwo || Cross refemca W31 (2b)
lesions and the treatment with "body wash three
time per week." Continued review revealed no
evidence that a nurse assessad Resident #1's
kin lesions before another week had passed,
when the RN entered a progress note dated
January 21, 2011,

d. There ware no nurse progress notes in ' '
Resident #1's medical chart for the months of 2d. Cross refemce W331 (2c) [5r2411 ]

February 2011, March 2011, or thus far In April
2011, His chan did, however, reflect a positive
swab culture for MRSA on Fabruary 25, 2011

and that Hibiclens body wash was again ordered
by the PCP on March 2, 2011, There was no
evidence of acflve monitoring by the facility's ;
nursing staff during the February - March 2011 |

period. H

rieaith Reguiation Administration .
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e, On April 7, 2011, at approximately 2:50 p.m.,
the facllity's RN examinad Resident #1's medical
chart amd MAR and confirmed that there were no
nurse progress notes from beyond January 28,
2011. Whan asked If nursas were expacted to
enter noles, the RN replied "not every day, oniy If
there ls a concern." Tha qualified Inteliectual
disabilities professional (QIDP) was present at
the time and she affirmed what the RN had just
stated. Thare was no evidence, however, that
nursing staff had kept a written record of
additional assessment, treatmant and/or
communications with his PCP after January 28,
2011, even though the record showed ongoing
traatmant for MRSA, with foliow-up laboratory
studles.

When tha facllity's Infaction Control policy (not
dated) was reviewed on Aptll 7, 2011, at 4:28
p-m., there were pages missing (pages 2 and 4)
from tha policy. The HM then presented another
document that he reported heving located In the
poilcies manual. The document, however,
appeared to be an outline used for staff
In-service training (not the actual policies). The
QIDP indicated that sha would check with the
agency's maln office for a compiete, currant
Infection Controi policy. No additional
informetion was presented befora the survay
anded the following eftarncon (April 8, 2011).

3508.1 ADMINISTRATIVE SUPPORT 1180
Each GHMRP shall provida adequate

administrativa support to efficlently meet tha

needs of the residents as required by their

Habllitatipn plans,

This Statute Is not met as evidenced by:

Health Regulation Administration
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DFsa1 Il sordinuation shest 4 of 15



3015889287

STATEMENT OF DEFICIENCIES
AND PLAN OF GORRECTION

05-13-201

PRINTED: 05/06/2011
FORM AFPROVED

11:59:01 a.m. 24 /34

{X1) PROVIDER/EUPPLIER/CLIA
{DENTIFICATIDN NUMBER:

HFD03-0006

B, WING

{X2) MULTIPLE CONSTRUCTION
A, BUILDING

{X3) DATE SURVEY
COMPLETED

04/08/2011

NAME OF PROVIDER OR BUPPLIER
COMMUNITY MULT] SERVICES, INC

$TREET ADORESS, CiTY, STATE, ZIP CODE

3112 13TH STREET NW
WASHINGTON, DC 20010

{(R4}10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATIDN)

3]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROBS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

1180

1208

Continued From page 4

Based 0n observation, staff interview and record
raview, the Group Home for Persons with
Intallectiue) Disablities (GHPID) falled to ensure
adequale administrative staff to affectivaly meat
the needs of three of the four residents in the
sample. (Residents #1, #2 and #3)

The findings include:

1. [Cross-refer to W214] The facility's QIOP failed -
to fully assess each resldent's behavior
management needs, for one of the four resldents
in the sample. {Resident#2)

2. [Cross-rafer to W249] The facility's QIDP falled :
to ensure continuous active treatmant, for three

of the four residents In tha sampls. (Resldents
#1,#3 and #4)

3, [Cross-refer 1o W438] The facllity's QGiDP falied
to ensure that residents had recommended
adaplive equipment fumished imely and
available for use, for two of the four resldents in
the sample. (Residents #1 and #2)

4. [Cross-refar to 1041] Tha facllity’s QIDP falled
to ensure residents recelved their prescribed
madified diets as ordered by the physiclan, for
one of the four residents in the sample. (Resident
L)

3509.6 PERSONNEL PCLICIES

£ach emplayee, prior to employment and
annually thereafter, shall provide a physiclan's
ceriification that a health inventory has been
performad and that the empioyee ' a health
status would allow him or her to perform the
raquired dutles.

{180

| 208

4. Cross refemce W214

lﬁl1l11 '

2. Cross refernce W249

| | 8/1/41 |

3. Cross referenca W4236

| 8111 I

4. Cross referance W460 l |5m1'1 l
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1208 Continued From page 5

This Statute Is not met as evidenced by:

Based an interview and record review, the Group
Homa for Persens with intellectual Disabilities
{GHPID) falled 1o ensure that two of the ten
consultants {pharmacist and podiatist) had
current health certificates.

The findings Include:

1. On April 5, 2011, beginning at 3:15 p.m.,
raview of the personnel records revealed the
GHPID failed to have evidence of a cumrant
health inventory/ cerlificate for the pharmacist.

On Aprit 6, 2011, at appraximately 4:25 p.m., tha
quallfied intellectual disabllities professional
(QIDP) presented a letler, dated February 20,
2011, on which the contracted pharmacy's
Dlractor of Pharmacy Operatlons, wrota "the
empioyee eppears lo be free from infeclicus or
communicable diseases and is able fo work,” The
Ietter did not, howaver, Indicate that & physician
had certified the pharmacist's health status. At
approximately 4:52 p.m., the QIDP examined the
iatter and confirmed that the ietter did not

Indicate whether or not the Director of Operations .
was a llcepsed physklan. She then agreed to
seek further evidence of & health inventory
performed by a physiclan.

2. Cross-refer to 1271. There was no evidence
that the podiatrist providing In-home treatment
services for Residenls #2, #3, #4, #5, #6 and #7 |
had e current health Inventory/ cerificate, -

1206

{Cross refernce 1271

The pharmecist will provide a current health
certificate Indicating that a licensed physiclan
has cerified the heaith status. All consultanis
will provida a physicai cartified by a licansed
physiclan.

[ ennt I

1. Al consultants wiil be required to update
cradentials at the time of annual contract
renewal. QA wili monitor credentiala quarterly
for renewel dates end expired physical
certificatss.

l BI1I1-1 ]

EREREN
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1271 3513.1(b) ADMINISTRATIVE RECORDS 12n The podiatrist will provids a current health

Each GHMRP shall maintain for each authorized
agency ' s inspection, at any time, the following
administrative records:

{b) Personnel records for all staff including job
descriptions eithar at the GHMRP or In a central
office and made available upon request;

This Siatute Is not met as evidenced by:

Based on Interview and record review, the Group
Home for Persons with inteilectual Disabillifes
(GHPID) fziled to ensure that all the required
administrative records were avallable for
Inspection, for one of the ten consultants
providing services.

The finding Includes:

at 10:21 a.m., the qualified inteliectual disabllities
professional (QIDP) agreed (o make available for
review tha personnel racords of all employees,
including licensed professional health
consultants. On April 5, 2011, st 10:46 a.m., the
QIDP indicated that a podiatrist came to the
facility to provide assessment and treatmant
sarvices for six of the sevan residents (Resldents
#2, #3,#4, #5, #8 and #7). On Aprit 5, 2011,
beginning at 3:15 p.m., review of the personnel
records for health cara professionals revealed no
avidence of a current administrative record for
the podiatrist. The QIDP sald she would
fallow-up with the agency's main office.

On Aprll 8, 2011, at 11:11 a.m., the QIDP stated
that she had not received a personnel record for
the podiatrist. She said she would ask whether

On April 4, 2011, during the entrance conference

the agency had entered into & written agreement

certificetion: and sign e written agreement with
the agency. The GHPID wili ensure that alt
required administrative records for all
consuitants are avallable,

Haalth Reguiation Adminisimton
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1271 Continued From page 7 " 211 !
with the podiatrist and seek evidenca of a current - '
health certificate. No additional information was |
presented before the survey ended later that
aftemoon.
1274 A 1274
3513.1(e) ADMINISTRATIVE RECORDS _ Cross refarence 1274 | 571111

Each GHMRP shail maintain for each authorized
agency’ s inspection, at any time, the foliowing
administrative records:

{e) Signed agreements or confracts for
professionai services;

This Statule is not met as avidenced by:

Based on Interview and record review, the Group
Home for Persons with Intellactual Disabilities
{GHPID) feiied to have on file for review, written
agreemants or contracts, for one of the tan
licensed consuitants (the podiatrist) that providad
in-home sarvices, for six of the seven resldents
of the facility. (Residents #2, #3, #4, #5, #6 and
#7)

The finding Includes:

Cross-referio i271. On April 5, 2011, beginning
at 3:15 p.m., review of the personnei records for
heaith care professionals revealed no evidence
of a currant administrative record for the
padiatrist. The qualified intellectusi disabilities
professional (QIDP) indicatad that a podiatrist
came to lhe faciity to provide essessment and

(Residents #2, #3, #4, #5, #6 and #7). There
was no evidence presented befora the survey

had entered into a written agreemant or contract
with the podlatrist.

treatment servicas for six of the seven residents

ended (three days later) to verify that the GHPID

' i
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1401 3520.3 PROFESSION SERVICES: GENERAL 1401

PROVISIONS .

Professionai services shall Include hoth
diagnosls and evaluation, Including Identification
of developmental levels and needs, treatment
services, and services designed to prevent
deterioretion or furthar loss of function by the
resident.

This Statute is not met as evidenced by: .
Based on aobservation, staff Interview and racord
review, the Group Homa for Persans with
Intellectual Disabllities (GHPID) falled to ensure
comprahensive avaluation of each resident's

- behaviar management needs, for ane of the four
residents In the sample, (Resident #2)

Ths finding includes;

During Resident #2's lunch at the day program

on April 4, 2011, he was pbserved refusing to
hold & slp cup to drink his mik, between 1:00

p.m. - 1:14 p.m. During that same tims perled,

he also repsatedly refused to hold his spoon to
continue feeding himsell. He had fed himself
from 12:51 p.m. until 1:00 p.m. Day program
staff supgested there was a behavicral .
component (i.e. “showing off"), The day program -
case manager stated "he wants to be fad”
(referring to the resident).

- Later that day, at 5:53 p.m., Resident #2 was
observed seated at the dinner table in the
GHPID. He iooked down at his piate but was not
self-feading. At5:58 p.m., a direct suppornt slaff
placed a coated leaspoon In the resident's hand |
and began providing hand over hand assistance.
She then released his hand and he stopped ,
feeding himeelf, She offered him verbal prompts :
but he still refused to feed himself. The house

Cross rafarsnce W214

|EI1I11 |
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Continued From page 8

" manager (HM) intervened, offering Resident #2
" verbal encouragement ta feed himself. Aftera

few minutes of coaxing, the HM told the resldent
"I'm not going to feed you." There was no
meaitime protocol observed in uge at the dinner
table or earlier that day at the day program.

When interviewed on Aprll 4, 2011, at 11:08 a.m.,
the qualified intellectus| disabllities professional
(QIDP) stated that Resldent #2 couid feed
himself therefore he did not have a mealtime
protocol or training program. She then replied
"no” when asked If the facllity had assessed his
mealtime skills.

Resident #2's records wera reviewed on Aprli 8,
2011, beginning at 10:31 a.m. The review
revealed no evidence that the facility had
assessed the resident's meaitime skills (i.e.
posture and refusals to feed himself) to
determine whether establishing a tralning
program (format or informal) or protocol might ba
indiceted, Additional interviaw with the QIDP that
aftemoon, at 3:35 p.m., revealed that she did not
want residsntiai staff to feed him, parily heceuse

*once you start to faed him, then he might expect

staff to feed him from then on...he knows which
siaff he can get over on™ and those thst he

_cannot. At 2:54 p.m, however, review of the

resident's behavior support plan (BSP) dated
September 2, 2010, and psychologlcal evaluation

‘had revealed no evidence that the residsnt's

periodic refusai to feed his self had been
assessed,

3521.3 HABILITATION AND TRAINING

Each GHMRP shall provide hablilitation, tralning
and assistance to residents in accordence with

" (401

1 422
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the resident ' s Individual Hsbilitation Plan.
This Statute Is not met as evidenced by:
Based on nbservalion, staff interview and record
review, the Group Home for Persons with
intellectual Disabliities (GHPID) fallad to ensure
that residents recelved training, habilitation and
assistance as prescribed in their Individual :
Support Plan, for three of the four residents in the
sample. (Residents #1, #3 and #4)
The findings include: '
1. Faclity staff faied to consistently implement T Cross reference Va3 2 =
Resident #1's training program for self-faading l I m

skills, as evidenced by ihe following:

On Aprll 4, 2011, Resldent #1's assigned
one-to-one staff was observed providing hand
over hand support while assisting the resident
with hie snack and dinner, at 4:12 p.m. and 5:58
p.m., respectively. On April 5, 2011, at 8:15 a.m.,
a trained medication empioyee (TME) was -
ohserved spoon-feeding Resident #1 his

At 9:10 a.m., the TME was asked about the
resident’s bullt-up handied spoon. She stated
that it was her understanding that he received
hand over hand assistance with meals but it was
not expected during medication administration.

On Aprit §, 2011, at 2237 p.m., freview of Resldent
#1's Individual Support Pian (ISP), dated Juna
29, 2010, reveeled the following training
program: "<reeident's name> will use a spoon
with minimum physical assistance on 80% of
opporiunities.”

The facility failed to ensure thal staff provided
Resident #1 the opportunity to practice his

medications that were mixed In with apple sauce,
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spoon-feeding skills consistently, and when
activities would support the achievement of his
training program goal,
2, Facility staff failed to implement Residemt #3's 2. Cross reference W249 #2 I [erm1 |

Behavior Suppart Plan for Medical Appoiniments
(BSPMA), as evidenced by the following;

Record review on Aprll 7, 2011 at 116 p.m.
revealed Resldent #3 failed to maintain his
November 10, 2010Dental eppointment, The
assessment detailed "Patient was uncooperative |
and we were not able to petform complste oral
examnination.”

Furthar record review on April 8, 2011 at 12:43
p.m. revealed Residant #3's Behavior Support
Plan for Medical Appoiniments {(BSPMA) dated
November 26, 2007 recommended several
proeciive strategies to manage his non-compllant
behavior at medical appointments. .

A few of the Interventions are identified below:

A. " Appropriate (nursing) staff should request
that [Resident #3 ' s physiclan (either the PCP or:
the treating. medical professional) evaluats
{Resldent #3] and determine If ha is going to

need sedation to be given prior to each
appointment, *

B. " Arangements shouid ba made ahead of
time for an appropriate eraa 1o be avallabie
Immediately when [Resident #3 ' s] arrives at the
dlinic so any disruptive behavlor can be
contained, If necessary, without axposing
[Residant #3 ' 5] to unnecessary public attention
or embarrassment shouid he becoms agitated. If
at all possible, a mom away from other medical -
activity and away from whera he can directly view .
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the upcoming needles, denta! equipment, etc.
and/or overhead discussions of medical
procedures should be used while he walts. "

C. "[Resident #3 ' s} favorite reinforcers shouid
be available during the appointmant. *

D. " Staff should compiete the deta sheets
provided with this plan for EACH medical or
dental appeintment and blood draw, noting wha
accompanied him; what sedation was given by
whom, and the time of admlnistration; the time
the appointment took place; the sxact
circumstances; and his exact behaviors, "

There was no evidencae prasented or on fila at i
the time of survey to substantiate this plan was
being implementad to ensure Resident #3 couid
complete his medical appointments.

Interview with qualified inteliectual disabillty
professional {QIDP), hause manager {HM) and
licensed practical nurse (LPN) on April 8, 2011 at
12:48 p.m. confirmed the 2007 8SPMA was the
current plan in piace. In addition, the QDIP
confirmed that the BSPMA was not currently
being implemented nor ware there any data
collection measures |n place for any of his
medical/dental appointmants as recommended
by the BSPMA,

The facility faiied to ensure the continuous
Implamentation of Resldent #3 ' s BSPMA o
ensure complience with all medical appointments -
as a means of maintaining his health and safety. -

3. [Cross-tefer to Fodere| Deficiency Report - :
Citation W371] During observations of the , 3. Cross raferenca W371

morning medication administration pass on Aprii :
4, 2011, the trained medication employee failed |
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to give Resident #4 tha opppriunity to punch his
own medications, In accordence with hls
solf-medication tralning program.

4. Facility stalf falled 1o ansure that residents’ ' _ 4a. Cross refernce W436

prescribed adaptiva equipment was fumishad EX
timely and avaliable for use, as evidenced by the
following:

4b. Cross reference W438 I_IB” T

a. During the Entrance conference on April 4,
2011, beginning at approximately 8:39 a,m., the
house manager (HM) indicated that Resldant #1
was prescribed a sip cup with lid for use whan
drinking beverages. Observations during the
survey, howaver, reveaiad that steff did not
consistently use one. For axample, Resident #1
was observed racelving his lunch In the home on .
April 8, 201 1. At 12:52 p.m., the one-to-one staff
person prasented apple julca In a small white
plastic tumbler. The resident look a quick drink
then pulied his head and upper body away. This
was repeated twp more times; each time the
resident quickly pulled his head back and there
was no coughing observed while drinking the
apple juice. When asked about a sip cup with lid,
the ons-to-one staff said the sip cup was bsing
used for the resident's nutritional supplement (it
was on the table nearby) and thara was only ona
slp cup avallabla in the faciilty.

it should be notad that on Aprii 6, 2011, at 2:38
p.m., review of Resident #1°s medicai book
ravaalad a Swallowing Evaluation Assessmant,
datad July 14, 2008, which contained the
following: *...miid to moderate oral stage
dysphasla... no signs or symptorns of
aspiration..."

b. Resident #2 was observed al his day program
on April 4, 2011. At 12:51 p.m,, staff presenled a .
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pureed lunch that consisted of meatbails, salad
and apple sauce. At12:55 p.m., the resldent
was observed feeding himself independently with
a reguiar, white plastic disposable teaspoon.
Lataer that day, ohservations in the home
revealed that Resldent #2 used a coated
teaspoon at 3:25 p.m. to eat vanilla pudding for
snack and at 5:58 p.m. to aat his pureed dinner.

qualified inteliectual disabiiities professional
(QIDP) revealad that using a coated teaspoon
was prescribed due a Swailow Study performed
on September 21, 2010, The QIDP repbrtad
having seen Resident #2 using a coated
teaspoon during a visit in the day program in
January 2011. She further stated that she was
proevicusly unaware that he sometimes used a
disposabie plastic teaspoon end pledgad to
pursus the issue with the day program.

There was no evidance that the facllity ensured a
sufficient number of sip cups andfor coeted
taaspoons ware avallable, and consistently used,
with Residants #1 and #2, respactivaly,

On April 8, 2011, 8t 3:00 p.m., interview with the
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