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W 000 INITIAL COMMENTS W 000. c “WE
A recertif cation survey was initiated on ' ]
December 21, 2010 through December 23, 2610, S R
A sample of thres clients was selected foma - . S Adminigtration
populatiol of six men with various cognitive and : Haith Reg E::?gi?ﬂﬂ Division
' intaflectus il disabilties. This survey was ‘ ! |% Capttol St., N.E.
_conducteil utlizing the fundamental process. i - Weshington, .o <962 }
The findings of the survey wene based on | .
observations and interviews with staff in the home g
and at twe: day program, as well as a review of | :
cllent and administrative records, including ) i ‘
incident reporis. ! !
W 120 483.410(d)(3) SERVICES PROVIDED WITH bW 120, '
- QUTSIDE SQURCES l '
The faclity must assure that outside servioes | ‘
. Meet the 1 eeds of each client, [
o '
" This STAMDARD |2 not met as evidenced by: '
Based on abservation, interview and record i !
reviaw, the facility failed to ensure that outside
services met the needs, for one of the three | . ;
: clients inclided in the sample. (Client #3) | QMR contaeted the Program Coordinato, 122310
. The finding s include: NCC., on 12-23-2010 by phone to follow up on dict 01-06-11
ordet to ensurc that Client # 3 was being scrved Bi‘:e-.
* The day p ogram failed to ensure that Client #3 }siro food s per physician ordor, QMRF made 8 follew
. ;ﬁm? z?e'lt:; f:;g'd:og:' :tvelgémn ce dhb'selo\llr | up visit te NCC on 01-06-11 for a mecting fin-service
' ' } training to cnsure that NCC Staff will continue to
On Decem ser 21, 2010, at approximately 6:52 | follow the Physician orders for the correct dist.
p.m., Client #:h:vas served a bite slzew‘;‘gwataal that | Durtng the visit the QMRP cbserved that
Included spaghetti and meat sauce, bread | . Inp served bite sized food
and a bowl of salad for dinner. On December 22, - , Clart 3 e belog mevmd BT 00
2010, at 12 12 p.m,, observations conducted at + during unch time, QMR will conduct montiy
" the day projram revealed, Cilent #3 was served a ¢ visits during lunch time for the next 3 montha.
. reguiar fext ired diet for lunch that consisted of | ' (See Artachment A) |
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W 120 Continued From page 1
meatball, noodles, broceoli, peaches, and a
beverage. The client consumed all of his food in
its whole form (not bite size) independently with a .
. couple wirbal prompts from the day program staff
to slow hs eating pace, r'
Interview with the day program's staff on the
. s3me day’ at approximately 12:26 p.m. revealed
* Client #3's eats oo fast, Further interview
revealed he client was prescribed a chopped
diet, but i was changed to a reguiar diet.

Interview with the qualified mental retardation
professional (QMRP) on December 22, 2010, at !
approxim:ytely 2:00 p.m., revealed that Client#3's '
meals shinldd be served bite size at all times
because |'e eats too fast. Further interview with !
the QMRI' revealed that this puts Client #3 at r!sk
for aspiralion ,

Review ol Client #3's current physician's orders
dated Degember 2010, on December 22, 2010, at!
- 3:47 p.m., confirmed the client was prescribed an
1800 low calorie, bite sized high fiber diet.
Review of Client #3's esfing protocol updated July
20, 2010, >n the same day at 3:50 p.m., revealed .
the client. texture should be bite size. !
483.420(d)(3) STAFF TREATMENT OF
CLIENTS

W154°

The facillty must have evidence that all alleged
. violations :1re thoroughly investigated.

* This STANDARD is not met as evidenced by
Based on interview and record review, the facility
failed to provide evidence of a thorough
investigation of an Injury of unknown ofigin, for

" pne of the six clients residing in the facilty.

|

W 120,

W 154
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W 154 Continued From page 2 w154'
(Client #)
The finding includes: : _‘ : :
' , | The incident was investigated by the IMC ) 12-23-10
On Deceinber 22, 2010, at approximately 130 and determined to be a self inflicred sersteh ‘
p.m., review of the facility's incidents reports was * whith requircd 13t aid only. However, the report
conducte 1, An incident report dated August €, had not been filed. Program Manager provided '
2010, revealed that when staff amived to the day _ in-gorvice traintng on 12-29-10 with
program 1o pick up Client #, an open skin area " IMC to ensure that reports arc copied , forwarded
- was observed on his forehead without bleeding. " to the home and filed in the incident report book in a
Thee clien| came home and was assessed by the * imely manner. Program Manager will et with
mt?ﬁscl: uﬂ:hm Who said the injury was . IMC monthly to ensure timely filing of tncidents
and reports
. Interview 'nith the qualified mental retardation , (AnachmentB1. B2)
professional (QMRP) on December 23, 2010, at |
approxinuitely 1:00 p.m,, revealed that he ‘
believed tha incident was investigated. Interview
with the re sidantial director (RD) on the same day
at approxi nately1:40C p.m,, revealed that she
believed that there had been follow up to this
Incident. ““he RD stated that it may be in some
paper wori« at the office. However, al the time of -
the survey, there was no documented evidence
that the cause of the incident had been
investigated. :
W 159 483.430{a, QUALIFIED MENTAL t W158 :
" RETARDATION PROFESSIONAL . i
Each clien's active freatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional.
This STANDARD s not met as evidenced by. ;
Based on ¢ hservation, interview, and record '
. review, the facility's qualified mental retardation
profession: i (QMRP) fafled to ensure each :
- ¢llent's acti re fresiment program was integrated, ! ‘
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W 189 Continued From page 3 "y 159 QURP contacied the Program Coordinator, 122310

coordinaied and monitored by a qualified mental '

retardatic n professional for five of seven clients
residing in the facliity. (Clients #2 and #3)

The findir.gs include:

1. Cross Referio W120. The QMRPfalledto -
monior sixvices to ensure the day program
implemented Client #3's prescribed diet as
recomme ed during meal ime,

- 2. Cross Refer to W438. The QMRP falled to
ensure thiit Client #2's prescribed eye glasses
- wes maintained in good condition.
W 247 433.440(c)(6)vi) INDIVIDUAL PROGRAM PLAN :
The Indivitiual program plan must include
opportunites for client choice and
salf-manaiyement,

This STANDARD Is not met as evidenced by:;
Based on observation and interview, facility staff
failed to er sure client choice during meals, for Six |
of six samyvied clients. (Clients #1, #2, #3, #4_#5,
and #6) |

The finding Includes:

On Decemer 21, 2010, at 6:37 p.m.,
observatiors of the dinner meal revealed Staff
were cbserved to place Client #1, #2, #3, #4, #5,
and #4's fod on tha table algng with their bow of »
salad, Five out of six clients salads were
observed with salad dressing already placedon |
their salad. Client #4 was given light ftalian salad
dressing foi his salad. [Nbte: During snack time
at 5:15 p.m., Staff#1 provided the clients' with |

NCC, on 12-23-2010 by phone to follow up o diet
. order ta ensure that Client # 3 was being served Bite-sizl!
food as per physician order. QMRP madc & follow
. up visit to NCC on 01-06-11 for s meeting /in-setvice
training to cnsure that NCC Staff will continuc to
follow the Physiclan orders for the correet diet.
Duting th visit the QMRP observed that
- Cliont# 3 was being scrved bite sized food
during lunch time, QMRP will eonduct monthly
. visits during lunch time for the next 3 montha,
(Sec Avachment A)

2, Client ¥ 2 had o new set of eyo glasses athishame . 01-07-1]

The cycglasses were replaced on 12-24-10. QMRP

in-scrviced the Direct Support Staff on 01-07-11

to ensure that Client # 2's eye glassed arc ingood

condition at all times. A case conference /

In-Service was held at Client #2 '5 Day Program on.:

01.06-1], The Day Program was .

requested to report immediately to the QMRE

" any defect /concem abont the eyc glasses. QMRP/
Housc Manager wili monitor DSP's to complete

. daily check of glasscs and document.

" (See Attachment # C1.C2)

06-11

w247

Staff received In-Service trining on 01-07-11

01-07-11, QMRP and Program Manager
discussed opportunities of giving all individuals
the opportunity to make choices in Daily Routines
which include: the type of salad dressing. QMRP
and Progeam Mnnagcr.will monitor for ongoing

. implementation,
several snack choices {i.e. yogurt, graham ;
d.e yogur, gra = (Se¢ Attschment ¥D) !
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W 247, Continue 3 From page 4 | waer, l
- crackers, vanilla pudding, fruit cockall, etc.) by l |
lputhng tham on the table.] ' | |
' Interview with the residential director (RD) on the | f !
| same day at approximately 6:45 p.m,, revealed i !
. staff shoukl have placed different salad dressings | |
' fram whic the clients’ could choose. : | ‘
i Observathons after dinner at approximately 7:05 | i
| p.m., revealed that there was more than ong I !
; choica of 1iglad dressing located inside the |
. refrigerater. ! '
At the tme. of the survey, the facility's staff failed |
| to consiste ntly allow clents to exercise their |
! mdependa nce and allow oplions of cholce. ‘
w 435 483.470(g,(2) SPACE AND EQUIPMENT w 438!

Tha facility must fumish, maintain in good repair,
| and teach :llents to usa and to make informed |
! choms abaut the use of dentures, eysglassas,

| hearing ani other communicstions aids, braces,

. and other ¢ evices identified by the

interdisciplinary taam as needed by the client.

|
i This STANIDARD is not met as evidenced by:
Based on absarvation, interview, and record

| Teview, the 'acility failed 1o ensure necessary
adapwe aq Jipment was mairdained In good

i repalr, for o1 of threa clients in the sampie.
{Cﬂent #2)

. The finding ncludes:
! The faclltty failed o ensure Client #2's eya

|
|
1
|
|
|
|
|
|
l
|
|
|

|
l
I
i
I
|
|
|
|
|
|
l
1
, glasses wan: maintained in good repair as i
|

{ evidenced halyw:
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W 4361 Continue1 From page &

 conducte 1 from 4:40 p.m. through 7:07 p.m.,
revealed Jlient #2 was not observedto be .

; wearing eye glasses.. An observation conducted

i at the day program on December 22, 2010, at

| glasses. The eye giasses were observed froma
: distance 15 have two small white objects located
| where the nose pads (cushion) rest. At 10:36

 clossly axamine his glasses. At which time, the

j eve glassos and replaced with small pieces of
' band aids

' Intarview vvith the dlassroom coordinator on the
- game day al approximately 10.39 a.m., revealed |
| that the ciiant arrived 1o the day program with the |

: pads on C ient #2's eye glasses were replaced
- with small pleces of band aids. Later that .
. avening, ir teview with the house manager (HM) |

ot informed by staff that Client #2's eye glasses |
| was in need of repairs. l

| Atthe time of the survey, thera was no evidence
' that Client :¥2's aye glasses were maintained in

W 474 | 483.480(b) '2)(if) MEAL SERVICES
| Food must be served in a form consistent with the
! developme 1tal level of the client.

i

, Thig STANIDARD s not met as evidenced by:

| Based on ooservations, interviews and record

. raview, the lacility falled to sarve each food in &

On Deceinber 21, 2010, evening observations |

a.m,, the liert was asked by the surveyor to .
nose pads: were observed to be missing from the ~

o

good repalr, |

i |

W 436 !CIicnt# 2 had a new sct of eye glosses at iz home . i 01-07-11

'The eyeglasses wore replaced on 12-24-10. QMRP
in-serviced the Direct Support Staff on 01-07-11

ito ensure that Client # 2's cye glasses are in good
condition pt et timgs, A case confetence / [
MnServiec was held at Clicnt #2 's Day Frogram on

jrequested to report immediately to the QMRP

any defect /concern about the eye glasses. QMRP/
|Hmrse Manager will monitor DSP's to complcte
' daily check of glasses and decument,

|(See Attachment # C1,C2)
|

‘eye glasses. Sha also confirmed that tha nose l l

! at approxitnately 4:10 p.m. revealed that she was |

| form consistent with the prescribed texture, for
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W 474 | Continue3 From page 8 w474
. one of the: three sampled clients. (Client #3) 5
| : :
' The finding includes: I ‘
|
| Gross : 'QMRP contaeted the Program Coordinator, 12-23-10
! ansurarﬁ'lﬁ:rttglg’n?#% m fl;l‘:g ::: ffglnﬁd b [NCC on 12-23-2010 by phone to follow up on diet i 01-06-11
' congisten! with hie prescribed dietary needs. ‘order to ensurc that Client# 3 was being served Bito-gize
i bed food as per physician order. QMRP made a follow 11
' up visit to NCC on 01-06-11 for a meeting /in-service
f training to ensure that NCC Staff will continue to
1 follow the Physician orders for the correct diet.
During the visit the QMRP observed that
Clicnt # 3 was being served bite sized food
during lunch time. QMRP will conduct monthly
N lvisits during lunch time for the next 3 months.
i (See Attachment A}
| l
' ‘.
H : i
i !
; i '
|
i
i
{
l .
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1000 INITIAL COMMENTS 1000 |

 Alicensute survey was inidated on December 21, ’ !
- 2010 thro agh December 23, 2010, A sample of |
! three resillents was selected from a population of
six men with various cognitive and intellectua! ;‘
| disabilies, This survey was conducted utilizing '
! the fundarnental process.

i The findin 38 of the survey were based on
: ohservaticns and interviews with staff in the :
homeandathvoday program, aswellas s
; review of resident and administrative records, ’
includlng Ihcident reports.

1047: 3502.5 MEAL SERVICE / DINING AREAS 47 | |

' Each GHW RP shall be responsible for ensuring

[ that meals. which are served away from the

; GHMRP are sulted to the dietary needs of
resldents 23 indicated in the Individuat

\ Habititatior Plan,

l | :
" This Statut? is not met as evidenced by: i
| Based on cbservation, interview and record ]
| review, the GHMRP failed to ensure that outside
: Services mi the needs, for one of the three
residents included in the sample. (Resident #3) QMRP contacted the Program Coordinator, b 122310
1 ’ ) NCC, on 12-23-2010 by phone to follow upon diet | py.ps11
The finding: include: ! erder 10 ensure that Client # 3 was being served Bite-size
ici 2
ooy o Wttt sty | (et ks v |
143 received food In a form consistent with his . trajning to easurc that NCC Staff will continucte
prescribed lietary needs, as evidencad below: follow the Physician orders for the corroct dict, l

| On Decamter 21, 2010, at approximately 6:52 g:::'t‘i *i‘l‘;i“{,i?:f,f‘,;"fﬁ"::';‘;’; *‘;:m

Lo, R Y ite sized I ;
fhg I'ncled?;: |nstp§:::i ?nm:: lsauce, wh":a? during tunch time. QMR will conduct monthly 'i

! bread and a howl of salad for dinher, On vigits during lunch time for the next 3 months, i
December iz, ?ﬂ)ﬂ at 12:12 w“ observations (See Amachment A)'

Haaith Rngulaﬁon Administrs p/ y ; :
" W’A/ TME DATE
LABORATGRY DIREGTOR'S &t PROVIDER/SUPPLIGR REPRESENTATIVES SIGNATURE @C OSLCny  yNondler~ | Y J ] ]

STATE FORM e KrG511 : ¥ continuelidn aheot 1 of 2
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| 047 | Continuerd From page 1

" vonducted at the day program revealed, Resident

. #3 was surved a regular fextured diet for lunch

| that consisted of meatballs, noodles, broceoli,
peaches, and a beverage. The resident
consumex| ali of his food in its whale form (not

| bite sizay ndependently with a couple verbsl

i prompte tiom the day program staff to slow his

* @ating pat's,

: Interview with the day program’s staff pn the

| same day 2t approximately 12:25 p.m. revealed
" Resident i:3's eats too fast, Furiher interview
revealed 1o resident was prescribed a chopped

: diet, but t was changed toa regular diet.

| 2. Cross Nsference Federal Deficiancy Report
Citation W4T4,

i
!

1047

IQMRP contacted the Program Coordinator,
INCC, on 12-23-2010 by phone to follow up on diet

food as per physician order. QMRP made a follow

training to ensurc that NCC Staff’ will continue to
follow the Physician ordcrs for the corroat diet.
During the visit the QMR observed that

Client # 3 was being scrved bite sized food
during lunch time. QMRF will conduct monthly
visits during lunch time for the nex1 3 months,
{See Attachment A)

12-23-10
01-06-11

ordcr to ensure that Client # 3 was being served Bite-size

up Visit to NCC on 01-06-11 for a meeting /in-servioj

I _ L «
Haglth Regulation Adrninistn ton
STATE FORM ooce KTGS11 I continuation sheet 2 of 2




