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e (Clients #1, #2 and #§2 1 by the b
3 The findings include; ", 4 ]
) 1. The QMRP failed té'ﬁﬁ ‘ o |
: trained on proper Use'0 , & Pu Wt s eontucted and asked - 312/09
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i... difficulty eating in that mannar, _ )
! she raised spoanfuls of food to her mouth.--' L

B

behind the scoap. With the slient lhowlng
physical guidancs and suppit tdFi

that day, at approximately 1:45 AM, Client #2
was observed using a similar oufl‘ while aatlng har
lunch at day program. The sfiog % .
been inserted between the guﬂ
The client's hand, therefore|%i

and she was observed.aﬂg

i |independently. u’",,m;-

AL Fadea L Ll 1 e

On February 6, 2009, ‘at®:
#2's Ociupational Therlpy N ‘
December 1, 2008, ravealectn rgt
to continue using the hand gyfl' wtp
already prescribed,
in-service training on Cli
the QMRRP presentsd a Q o
Guidelines," dated April ZI ]
Speach Pathologist hax ‘w

| spoon.” - Tha QMRP:sal
documnent to train he spfl'on he?
avening. The dooumt £
the use of a hand cuff sdapive
QMRP lurther indleltgd hat
presentad the hand
or otherwise descrl

#3'smnalti o0y S (e
PG TENacET T
were tha least-rutri v
safety, ns followr

a, Client#2s moalﬂmt
program was reviawad‘
observations on Febriat
.| approximately 11: 56 AM il

o T s TR T e T T . SR S

ORM Ve 207009 E i Y

. SRNQ'Moeﬂngonzmm and 3/13/09.

——

| by staffs on

Tive ACTE

All mﬂ%ﬂmﬂnmofthehandcuff
o'2/11/09 and review at the Monthly

«The Staﬂ!l wm truned previously on the use of the
| mthe use of the hand cuffs, | 3/13/09
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mealtime protocol revealed clist orders’ss fo
_h 1500 calorie ADA (disbetic), low sodium &,
| B mechanica! soft (ground). However, review of the.|: . :

1 .- client's Fabruary 2009 physizian's orders (POs) |~
eariier that day, at approximitely 9:00 AM, ..
revealed that she was to receive a 1500 calorie -
diabetic mechanical soft, low sodium g
fiber diet. Interviews with
2009, af 4:10 PM) and abgg

b0l

Ly rrs | 810558 e memlp el

e

S et
TRY L

‘chopped Toods/inthe NI OMB MO |0g38-0391
were in agraement with tha'l\
Decemtier 3, 2008 dietary”recomym e e i o
i Back in the residential facllity, at¥:3Q. e :
QMRP stated that she was raspoggibie i
reviewirg the mealtime protocol Used
prograrm, and ensuring that it scguratg
the cliert's dietary orders; SHe i
was previously unawarm AR08

. ‘?’T-:QK, OLoC0l. [RgR Do rpentinl.E .i?ﬁéﬁ by
TP | that It caillad Tor the USSR RETE > mATE
a mechanical soft diet woukl perm
less-restrictive food texturewticips -
s She further acknowledged having g
o discrepancies in diet ardes:beg o
Cliant #2's day program play ip[N
identical issue was addr oW
) 2008 federal deficlancy rapotian )
R . RURNT(Y) CH ¥ ’ p Tty
mplement the comactive scticSothaties . PR Yt ik AR
outlinad in the facllity's PlanytCarmactiasiii ony th the I?ay Program | 3/9/09
- July 10, 2008, regardingR T T . e Ple'#2‘D1et did not
orders. Ciient #3 was recel Lo § o LT :71€ Medical Director of
: Loods :;tgaetrhdfg pl'r:)grz MY PN ' to reflect the
u peech Pathologist and thas$ M
: she was safe recelving fop Spoech Pathologist and

f

chopped. #ngund texture was D/C at
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e review of the draft Individua! ;Suppg
December 4, 2008 that was
QMRP and submitted to thed
coordinator, revealed that it d
: of the prescribad hand-cyffc:
| NIRRT Indioated-.ﬂut*Clhn: PR
spoon.”

b. Cross-refer to paragraph 7

#2's day program meal profixio
order far high fiber foods, Fyrih
#2's dreft ISP (DecembaPaigio
did not reflact the physiciania.oe
receive a high fiber diet’ ',"3

b | following diet “1600.cale
e 'low sodium;, mechanical

4. The QMRP failed.to develop,
program as recommendeddi: Gl
| SpeechfLanguage Assessmant

- balow: A
i R

The Jurie 11, 2008, recagificaitio
ravealod that Client #1. wagay

,recommended.onmmunic
facility's July 1192008

|
L .-

the Speach Pathologist e
has a communication pragren

reny
February 6, 2009, at apargiig!
interview with tha QMRHfM.ua

time, Client #1's communicglian bros
been disicontinued. How '

O s 8 g bl

| 3. The QMRP falled to coordinate the. 4,
§ devalopment of Client #2's upniy LT
accuracy, asfollows; =~ & %

:__ a. Cross-refer to paragrapt (lbavo).-.--_olh =
e February 8, 2009, st approxirnataly 2:00

PM,: . hglsrv‘vu:tmen'dodmreﬂect the

e , #ZIul been amended to
23 order by the Medica] 3/13/09

m:hebl bas been submitted
piered by the Medicalz | rvzy '

incjuded the following: !St Eﬁ"vf% .

ROlgy

#T"communicatio

punicated and requested an
el Fathologist with regards
g fetommendation. The
jo’has been revised and
tho nqqd of Sample #1.

gy patal SU UME
testrmadefor re-
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#1's Inclvidual Program Plan (IPP) and?ﬁmnt SRR
. data collection sheets on Fetruary 6, 2009, at i
1 approximately 3:00 PM, rwmllod no docum :
i evidence that a communication program had o "
v been developed and/or impls nanted since the Pl R
g June 11, 2008 racertificatior survey.- Note: ' .
o interview with the SpeectyLang sl Lo
(SP) on February §,- bt
PM, confirmed that he W e B
N communication program b3
P ‘ tlu Belmrtor Support :
5. Cross-rafer to " he! »- b
ensure ,mff;t, dﬁ%’, O e Pyyshologist trained the stafts ox the | 3/13/09
- with Client #1's behavior lup;p Dl A s 3 h'Shut and -
6." The QMRP failed to HgFs T 2 beeu wpdated to include
.| consistently received & JikDay Program has N
ST JOM|Himiag duityN] _ ; for the skim 2/6/09
orders, as follows: i : covars the
“m ENT = TR
- On February 6, 2009 ot ﬂ it ™
review of Client #2's phy 'S o 9 # iGN
the period July 2008 througr e e B
revealed an ongoing ordér k) T
o three times daily.” Thera.wss o 135K
e howevel that Cliant#2 reca vod, ; r -
o E1 mi!k durpg - . - m
T ruary 5+2 09”4- _ ' e
: 4 00 PM. ot e .
! NSk 1 : -
; a. Client #2 was not 2/6/09
| her February 5, 2009 M’%‘:‘ M has bees I
dinner meal. No milk mple #2.
breakfast the next momlng s
_ befora she left for day prograry; S ,
' Lateron FebruaryB 2009y L RO
mealtfmtl support i )
received milk that morning., (X .
. ~
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) breakfast It should be

Continued From page 12 {W 159}
observations that day that she had not bean
offered milk with her lunch meal. The client
arrived home with her peers ater that day at 5:30
PM.

b. On February 6, 2009, at 10:04 AM, intervlew " b, Staffs wers trained on the diet of Sample #2

with Direct Support Staff #1 resulied in.,. ocse 30 MINdle the three serving of skim milk the
contradictory statements, ‘At first; the §um ud the Nlltrlﬁoniat.
confirmed observations that | 5 oA,

given pineapple juice a8 RENEIY
her breakfast that morning -Mh T 7 o
further, she stated that sh l'i' thilclié
water with the moming modiu wid
asked if there had been any ther ﬂulds offered - |.
that moming, she replied "no." Afterieing asked | |*
about milk, she recalled haviv; oﬂ'erod ttm_cﬂeut.
milk after the moming modhgp ! .
further stated thet tha GIi3ntt : ?
therefore, she did not

support staff person {DS
preparing foods, pouring the pl )
serving the breaktast tabla'“*

/

c. On Fabruary 6, 2008, gt.1Q: 1MM;&| ‘-
it the OMRE rey s A 4 M bOQmsmmwo:ht:f:e;ggof

the dist order foeskion pallied y ﬁ.ﬂ!‘.
did acknowledge that she tf .,, ght Iilnt nle for three serving of

should receive milk every day; however- M‘heludod on Sample #2 chart.
acknowladged that she hud Tétagyeds . ai Ui ke

frequency, or establish W o

receive milk. She further wad, LA
provided staff with trainin

the previous evening; howava
acknowladged that skim- rqlm
been discussed and g0
cﬂentl‘»F‘O.-dl-lﬂn

d. On February 8, 29994
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- PM, interview with Client #2's Jay program— o :

o mealtime support staff revea ed that she dld not d‘ _ ',"" Dit order for Satrpie #2 has been 3/12/09

routinely receive milk while at day prosrant:. He Tl '!Mw the Day Program to include
stated that she usually recelved jUice or W ordar’for ikim'milk. The home has
beverags with her morning s vacks and lunch ineluded on the Charts » schedule for the
meals. HHe reported having veen her recaive - skim milk three ﬁmes A day.

bread moistened with milk “ence or twicedul
the past several months, He ‘hd potH
observed her receive A vigs
N Concurrant review of the clleritg.oa
; mealtime protocol, datadAu

revesaled no mention of
| three se:vings of siim, gy
among her diet orders on he-

e. On Fabruary 8, 2009 "i!‘ l\‘.p
PM, revealed that thes LPN

stated that she thoughtm ! - -
every maal. She confinped} il t  fanddiiinic
stated, that there was na.y B :
#2 to regeive skim milk,

f. On February 8, 2009,
o most rec:ent monthly QMR
y revealec the following: "4
1500 cuiorie diabetic, -
- was no avidence that thocﬂML
8 the status of the physiciagiay

;- {or high ﬁber)diet. fs v D

9 ”;—”Jﬂ”
Pis niaonrt

Apma
"f"'l

4 LI WG """'uuted“""ﬁi‘incliidé he
frequency that Client #2i e {F \ lkimm
equency nu b - grisy ',-'

outhly note therestter 11/0
b B o e 1/09

ilk on the 3/12/09

CRr Cf,:::-h .

.....

o "" Ata 2/6/ﬁ9
. |8..0n Fabruary 8, 2008, Atacted and 2
tnetacnmenuv. : i ks milk te e |~
| receiving 1200 calori sy RPISN2'S Mm Was made,
ir nutritionist had recomme 0 Vs made aware of the
2 | skim) at breakfast. For luml K tlme times day and »
| menu reflected “day Pw

. were to lnclude“B OZ.:hanarig ey
: menus called for 8 oz. 1%‘mi

Bigring to reflect the
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Continued From page 14
lunch, with "8 oz. beverage/iwiter at dinner.
Review of the cilent's Decemtier 3, 2008 annual
nutrition evaluation revealed the following
recommendation: "continue ‘with skim milk 3 x per
day for extra protein. There ‘was no evidencs,
howaver, that the nhutritionist tad determined
whether or not the physicians order for sk.im milk
had been implementad dally

h. On February 8, 2008 q(, >
Client #2's draft ISP (Dmmhnr
that it diid not reflect the physialay
receive-3 servings of skim ik das
indicated the following diet: "1500
low calarie, low Ium, mwha

The ﬁndlngs in plragrlphs &, ]
repeat deficiencles, !C*S,INCT

- > e NT O)
vusrngﬂu.

Previously, the June 19, 2008 F § Fao
report included tha follawlng - =

2. Obsarvation angd g
revealed the:faciiity's QUERASNIGS
accurately documantadylwq‘ml’s :
recommended. [Retnnmi' b
e
3. Observation and: staff inlatvigy
reve;ilecl 3118 QMRP, falinddn paag
receivec the proper and N
requiremants as spaclﬁoﬁ‘lg th;m it
plans. [Reference W40t - : 54
it e o Helil u? .
4, *Observations
revaale the QMRF‘ flllld)b
recéived their meas ip Mk MR
as outlined in thelr dieta {CeRCO

{W 159}

|

 JSB for Sampie #1 bas been amended 3/13/09

rron;oc z00rs

Raing 3 serving of

STATE, ZIP o e

L ROMBERS [ L, O

" @ACH CORRECTIVE /G
CROS} LRENLE. aRE
R DEF!L .~N’
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T [Refererice W322 & W474]
5. Record revi 8!1?)2?38%4 20'PM; T

. reveal‘:rrcu:::;* :gm ‘m.sn.;mtw . Tlle SM and Llngulge Pathologist was| 2/6/0%
4/17/2007 states, "resident afends  day program _--contacted snd a request made for re-
at United Cerebral Palsy anci most functiona evalaation of Sample #1 communication,
commurication needs were ret by st The QW communicated and requested
However, given resicdents atiity pfrom § ﬁpmh Pathologist with
her recent efforts, as reporjer sommunication
. oommuﬂloatawlm newes " The Communication
e benoﬂtfromspnch-l -‘ SiasVa i .z LEevide
s irorie | desvalop confrontationil RIS - ¥ ' _lnud fSamg]p,U,!?Y
self-expression of simpie 2’-’ PRSI0 it W1 Vel UYL
enable her to communica_tg.‘lvlor
commuricate with new resla ant
maximized. Improvement . §4p
may als reduce the lncldon!  of § : ‘
" agitatior since she would be¥ ‘ L
i standsind socially acceptable taz
‘ express her needs.” Ine; E" Sty i IS S LB e
— manggir Alnet PR o A PRE i i .
- ime..| managing. safl on tip aUSUEES i | SN

wasnotemptoylngﬂ\amommn o ST T ot :
speach pathologist as recarriny i 8, . - N
the QMRP Indicated that-SJiant i s WA, &
screams as a means of commrinig --';
was no avidence preseniad.goag)
substantiate that Client #idchiitg
. services of or an opportunltyl %
type of communication prqg( : BRI S ple #1 ¢
ol | 3biltydo coquugient Rl | R ey |
- blind;-== "~k e RN PRI i i fi™ |~
" W 189 483.430(e)(1) STAFF TRAINNG PRISS Ay SO .1

. | The faci tty must providees
e initial and centinuing tralnjn
g
I
I

. employee to perform his g
- efficiently, and compehnﬂy
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This STANDARD s not met 2s evidenced by:

Based on observation, staff i~tarview and record

review, the facility falled to enpure that ssch

oot employee had been provided 'with adequate

training that enables the empinyse to perform his
or her duties effectively, eﬂimemly and -

competently. -

The findings include: SR

1. Cross-refer to W159. 10013
ensure that all staff weref?ulm 0
Client #2's hand cuff during rmeaitimes.
gectee - L
2, Cross-refer to W168.6 Tha fabﬂty‘fam
ensure that staff were tnimd on prov ing'¢
"~ - .| #2 a serving of skim mitk 1
. . | accordance with her phyllmr
) +aNT OF l‘“'F .
3. Crosus refer to W249. Jiha S
S ensure that staff ware trainad on Cyeg
i | maalime protocol. Specifically;
- alternate liquids between and !olkh d

"'ﬁc cufls for sam

; “‘fbw’l‘hmpht was contacted and
; a H m s wd“bl' m __

g "‘:’..?_"""‘Y‘*"T wn Sample #2’s diet to
f-ﬁ.l A * 1 Mﬂh Th :

2/6/09.

- :‘{.,'Lll 1[_| -,' . pla #1’8
_ lﬂmal’rotoeolon 2/6109 and 2I11109 2/6/09

E‘,Z meal. et i - Pm W l"-trlined on Is.u-olmr eolleetwn
'- 4, Crosu-refer wzsz,.,m,. clliow, faliaichac: ook .. 9f ke Bet Sllgport atz. The

i- o onsuma:::ufat:p LG ~ iriaicaln wxd g!mmhm
with Cliant #1's beh N ' '

{W 248} | 483.4407d)(1) PROGRAM:!NIE _

. I ' o S y ] e, A
As s00n as the Inibndllciplhlbl'v e
farmulated a client's individual p 0g ARt [ 3 cogbe ST
each client must recelve s cortinug g NT2 4F 28

— 6/23/08

treatmert program consisting; 73! {

interventions and services intsufli i

and frequanoytolup Chistash s Soa the ¢
objectives:identfiediny L R
plan. Qe . | T Y L gt was Jo,, .~

oAl
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| PREFIX (EACH DEFICIENCY MUST BE PHECEDED BY FULI,
TAG REGLLATORY OR LG |ozuﬂrwﬂomromaom

il {W 249} | Continuasd From page 17
1

I

This STANDARD is not mei (L] M

Based on observation, inteniow and record-
review, the facility falled to ensure each dbn_t
received continuous active tatgent
including needed intervention ’I"L"
clients in tha sampia..(

o f
i |

The finding Includes;, p
| DENTISERON
{8 On February &, 2008, atsaaP
| observed eating a pure v
, tima from a high sided diwdo:
' riser. The staff placed Client:#1'
beside the plate riser after gidng. _
the client's water, Thej_ Mg
cough two times while
sandwich. At6:00 PM,s ot _ ‘ N
spout cup for the first imeTai it Rthe W e T P Chp ERCAO.TO Towe
majorityofherfnod At 8:48 PiClant i wealitLL i B RO

FHT o dinnar nual Bih o stady B RS
| R et Purec % 1, MmasheT PN : . - ! T
and sweet paes from a high' alded'd , .

on a plate riser. At7:10 PM-ihagl
eating and was not o :
in betwtien bites. © Algg'd
approximately 4:03 PM:Ank
Registered Nurse (an’ TE n
was prescribed a regularBi
S portion. Further intervigy'te) i
v~ - i~ | was'at riskfor-asplratiol

1 ‘\gj

L]
13
4

I

On February 8, 2009, at & jpn ;

raview of Client #1's cu |¥
dated Frabruary 2009 co ‘f“
prescribed a pureed die} 'wi
approximately 10: 33 “
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(W 249}

L |

w252

NE s
i

| Data.reliatiye to accomplREREER

ANEY PR ey s

Continued From page 18 Sy
Speech/Language Assessmint rwalld s
Swallowing Evaluation (SE) dai
2008. According to the SE, “Sta W
encouraged to bagin and enid each meal with
liquids and to alternate ﬂquldllmlldl thraughout -
the meal to faciiitate swallow." Obumﬂops the
previous day, however, reveajed ib li SllchBo
encourage Cliant #1 to dtgrrgltl

andsolldsaspmscri ' DAL i X ly
433440(9)(1)PROGRM§ viﬁ &' L02) i '

the - mesl—-to facilitate swallow,

spacified ?nxpcﬁcnt Indiivid
objectives must be documentﬂd
terms.

This STANDARD s not
Based on interview and

client's progress on anigg
for ona of the two cliants
#1) e

The finding includu'u \ ;

On February 5, 2009 lt‘S!O! o .
returned home from. day ' )
She was vocalizing Ioudl)hl
facility. Throughout

$tocel fo.

the June 11 2008 annus
screaming was one of | hi
maladagtive behaviors,
f“ﬂ‘ [ '*
On February 8, 2009, ;246
#1's behavior data colieqtin
sama deficient pracﬂcos

L'ORM GMS&S!?(O&-BD) Provious Vorslcn Ob
-y -_%.w‘ﬂé oy )

R R s S

Hotogist conducted and re-traim the | 2/11/09
$i:00-the mealtime protocol for Sample #1 to 3/13/09
include the slternation of liquids/solids throughout

_ ldgllnq_‘ were agaln review during the staff
ikenducted ¢ the. monthty SRNQ Meeting

failed to ensure accuratexdocils A T mme}i”mon

gagePathologist way
W5t made for re.

The feeding

| 32109
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{W 252} | Continued From page 19
srn - | the June 11, 2008 federal deiancy. roportsmr ke e
had not been documanting har behaviorson 3. |° R
every shift, as prescribad in F ¢r Saptemben1 S 14 [ e R
2008 behavior support plan (35P)." Steff had & L
documentad behaviors on one shift anly for every
i day in January 2008 and thus far in Fob
' 2008. in addition, staff stil haad
documenting the frequaDCE s s
being exhibited; they hs -:?7;3 PINTED: | 22/25/12000
without providing additiong
. several days, staff had notinial
sheet, to reflect who hm )
e At approximatsiy 2:53 PM, 1 wrv : er data collection of o
. Qualified Mental Retardation Fre 3/13/09
i ' (QMRP) revealed that the riain
o psychologist (aulgned 2:3 oty - —
; A sunn surveyyhad hobprovidg IR :

I

ciients' ESPs, Concurrents
in-service training recordg
staff had received frilAin 3
2008. In addition, the Q
sighature sheet that documﬂ

BSPs on February 5, 2009 (m »—J;

survay team left the
collection sheats,
trajning provj,dod InAUgUSE

MW)‘M@ DI ."" .
behavior date sheets, the QU
have dotumentation la; B

Thisisa repeat deﬂde

‘Previously, the June 11.

report im..ludad tha ollowina
The finding mcluda ;"‘?’“

Ftacted and 3 request
;_hﬁl’let-lnd the --

frabuing was

b i s 0 t"gﬁ n¥
b ‘\411“(‘
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1. Record review on 8/11/2008 at 3:38pm

revealed| Client #1's Behmvicr Support Plan (BSP)

dated 6/19/2007 targets the maladaptive 1. The Staffs were trained by the Consulting

e The bangmg was defined as "hitting hands on w

walls." The BSP presented Juta that was trackocL ] % Ao mlml.
and recorded between tha micnths of 6/2 :
5/2007. The BSP ouﬂlnm Rlowing

“The attached form hu"b:o'fr-' Valop

support reliable data colidety iu—r, e,

wers instructed to make entrios only oncd

2 | shift (toward the and of the shift) by astl u
how many times each behavior "

. ; behaviors of "spitting, screaming and banging.” Psychelogist on 3/13/09, The Bek avior Dats Sheet

i Wi v |

throtighodt the' e shl!t."‘l'nTWghl *' S =

"spitting " was intended to refor only to thaly 3 PIg LA THEMIEET NE

N projection of saliva, not to.spﬁ inG OF. . i: © s

o through the lips, Thota b ok ify, L — AL
has been removed be MG S PLan O

multiple behaviors. The, W;;&gg',‘gf el

has been added for rocordlna

8, CITY, STATE 217 ©

U DERICIONGTY.

behavio-s, such ag when My ~William:
head, Also, the antecedent snd copsi
ccolumns were opan-endad in sl
provide descriptions,-iretheiptosm T .
circumstances surroundlugq chyahd
behaviors." - -—w

Record raview of the dltl:ﬂll ctig
targeted behaviors reveaiag sty
documanting differently. overit
past § months. The recatdas ¢
collected as "all," or by nu;nl:m
noimqunnwu G
example on 8/4/2008 thEksta AR
indicate frequency; om.’ol(ﬂ(ﬂ
staff didn * t record anything: g
staff rechrded the frequag

. “.r“ .
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DEFICIENCY)

{W 252} | Continued From page 21 B »
‘ with the facility’s Qualified Muinta) Retardatio
Professional (QMRP) on 6/1.1,2008: at %22
revealec she was not aware the staff was
recording the data so differantly. The facllily -
, failed to ensure the accurate clocumentation of &
- client's habilitation program., ‘ :

2. Record review on 8/11/200p
revealec Client #2's Bshayip
. dated 8/19/2007 targats'
. behaviors of "head P}
STATEFN ThG'BSF”I‘if‘iOI‘l d da NIREA
-recordec! betwaen the monthis of &
- 5/2007. The BSP outlines.tha follow

"Please use the data colléctiii SHeg
, reverse side to count how mapy tig
e Client] engages in SlB‘ﬁﬂoﬂiggm
' concern during sample 1S-nicut
note hov/ the staff respoiidsd

1 The rectirded data s CeR TR
by numters or in some casesrnio frequgg
being recorded at all.- Intervisiygith th
- Qualifieci Mental Retardation Sirol SN
i (QMRF) on 6/11/2008 8t 323)mq '
was not aware the staffus Jcosdiapd
differently for this client'as wislly;
to ensura the accurate docurnwdpl
habiiitation program, Natma§
... the records o from algihintariel
behaviors of "head slapp
were the same actions.ig
and reccrded, - - - ~mgr-

483.460(a)(3) PHYSIC|
e

The facillty must provide:
general medical care.,

—— - —— e

B PLAN OF C ch.

peulting Psychologist revised the 3/13/09
bian and data collection Sheets
 #1, The Psycheloglst

o 'l(xmbA'rEsmv_Ev T

RS AT N s Jule o i
SESGETIE ARPROMRIATE .. | . . LATE
", uuw P e

W trevt g0l 131709
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This STANDARD s not met us evidenced by:
Based cn obsarvation, staff interview and record
raview, the facility failed to p¢wvide preventive and
general medical care, for twa of the four cllanb
residing in the faciiity. (Cliert; #Z.and ﬁ)‘f Q

The findings include:;

Cross-refer to W127 and: \MW eIn
record raview during th:m»g&; r? ‘ﬁ"“

follow-up survey rev
had potintial risk for aspiration, o
036149

1. As described in the Jurs 11‘2 08
deficiency report, Client #3's° %lp '
Language assessmaent, dated April 14 290 ' 8
the Swallow Feed!ng.sl-ddnlln hatt
client should have a m

thin liquids. Chent #3'y, T"’W T
dated July 24, 2008, ruoomnm dnd .
chopped diet." The Ftbruarrz 009

Orders (POs) prescribad a finaly, mmdm for |+

meals s2rved in the home anil a "gro:
diet for foods servad at tha cay graar:
time of the survey, thers Weh RO
the facility's madical teamhect add
discrepaincy in Client #3'sodinl iy
foods wizre served in the formusniid
appropriate to meet he[’dndltt

2., The follow-up survey aimj
issues wiith Client #2's meals; se
program. She rocolqu,chom

lelti BY G
day program. -

i.'
E.
‘p
I
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FORM APPROVED
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ST JOHN'S COMMUNITY SERVICES, 11}
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’ IP cobe
ET, NE% o

""" PROVIDER'S PLAN OF CORRECTION )
{EABH OORREC'I'IVE ACTION SHOULD BE oovﬁi-nou
CEBD TO THE APPROPRIATE DATE
DEPICIENCY)
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ey

.

.

P4,

ET T AT

dinner,
Racord e
Cllent¥s S

Continued From page 23
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and the SFG mdicatad
"mechanically soft dist wiﬂa"m
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Based on oburvaﬁon, staff mtc W
review, the facility ' 3 medios
ensure =lisnts received
and texture as presori

samplet] r:!lcnts o

AN} P AN

The fincling includes

. #2's Nutrition assess

F o however, recommanded i m
The current physician's ord
E chopped diet for home m
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Previously, the June 11, 20(&. ﬁdonl dcﬂehncy i
repart included the following -

i |.\.r~1~'

During the evening observationgg
staff cut saveral pieces of "FEJ N
(cockies) into thirds and qu
them In a small bowl foElig
was obsierved to alternat
and drirking the water, <
Client #2 was cbse
throat o1 three separata’ne
maneged Client #2's"cotghey
the Swallowing and Foealng
outiined in her Individual Pre
should be noted that durin
served [asagna and a bo
peaches, pears, elc.) for g
observed {o have no dl e

l'ln.

‘comeLelren

Mh%l ,Dlnetor of SJCS .
0 !ho recommendations of 312199
sy @the Nutritionist. The

VAT the Day Program,
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e texture® diet while at her day program.
interview with the facility's managing staff
revealed they ware not aware of the texture
requirement discrepancias between what the o
v Nutritiorist, the Speech Patralogist and Prima Staffs were retrained by the Speech Patholopist |
f Cara, There was no evidency on fils, gbasrvag (uipitionist ;. on . aspiration. precaution, | :
presented at the ime of survey to'sub : anjical soft diets; swallow safety, appropriste 2/6/09
tmhat thi::‘:g'g:::g‘g;ﬁ”@ $oods  for mechanical soft foods and measuring of |7 .
in the form consistent } 30 lnglude the correct potion and size. 2711109
level, i I CONSTRUCTION
W 325 | 482.460(a)(3)(ili) PH ‘ ; : - i
The facility must provide or {nfitlﬁaﬁf’ﬁdﬂﬂal'; ysical | 1% _
examintions of each client thiat at s mingpum, . | . A 2P
o inciudes routine scre R " e S.,GIT:'!_STA;&.;[P -
ne | examinetions' as tdete Vecegssry: i NETON 1o A
1¥ Phys‘(:ian. {;‘qﬂw 4 g ,:i ; ., i bl DC 200130;
e ; m fors e PROWIBERS AN OF & — -
_ " "&'i : : o | “%m?‘ vt
. 2t NEIF EING TN ol Y %ﬂss ENCi,. TC
This STANDARD Is not met sis exig LA f" TaNT DEFICIEHC
. Based cn interview and reconi review; LU RER Sy 5 Pt g rpam——rnn —
N facility's nursing staff falled b ensyre Himply- - -¥:|] R | ‘
. refarrals for sarum lab tasts, §ortharons.gient e LT T
! diagnosed with diabetes of th f; i | b aod el | VFRA Y 01 <
reaiding invthe faci L adad
The finding includes::nias-treween ol W A oo g
On February 5, 2009, atatn ‘ e oA ;,,‘nhto'l ws,"thmg e 2109
. BLapE 2 Labvor San
interviev/ with a dinect suppo Sec b o DD #2 was
.. o usen) by-the PCP)Jn.the future the
was preparing snacks: : beRolpletod timely and
Client #! had diabetes.-She jtx ebrursae L ted timely
client's kiood sugar was tasby] INiNehg Y. v ugordered,.
i finger stcks, On Feb ory 8. oy Y
“W 3oe ] 8266 AMY Tavi _ o e
: revealec! that in addition to teg . T o
| the physician had order ¥ > HE )
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" PROVIDER'S PLAN OF CORRECTION

_ DEFICIENCY)

"W 325

. W 393

Labol

If a facility chooses to
the labo-atory must mest,
specified in part 463 of e

Based an intarview' nnd
failed to ensure it met the.gay;
performing glucose mon {
individual of four dlenta hal

. | whoss tiood glucose was buing
—=— | staff.- (Client #¥2) gl

FT ey mem)]

The ﬁndlng includes: ; ,ts"ﬁ W“ﬁ o

Continued From page 256 L
blood sugar (FBS) testing by & clinicll Ilborlhry
“gvery 3 months." At 9:30 AV, review of the

client's Iab records revealed FBS pet Iy :
dated Diacember 20, 20077 Marci¥2;200
December 2, 2008. There was no evidence that*
the facilty had scheduled her FBS hctlmry 3_ ‘
months as ordered. [Note: - A oordl
reports available for reviewy
had been within horma
483.480{n){1) LABORAT:

S IR,

On February 8, 2009, atapp#
interviev/ with a directsuppd
was preparing snacks:intt
Client #2 had diabetes.-She;
client's blood sugar wuhuui
finger sticks.. The RN-wa/|d he
timeanchaher '
Employses were .
Client #2. The RN further.
seen an applicstion formgage
ratory Improvemant's
waiver, She did not, howc .
application form had bu £ T

e
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NAME OF PROVIDER OR SUPPLIER ‘ STREI m CITY, STATE, 2IP CODE
< VICES. i UOISTHATREET, NE =
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. ST JOHN'S COMMUNITY SERVICES, IHI. Aﬂl‘lﬂm DG 20018
SUMMARY STATEMENT OF CEFICIENCIES ' o PROVIDER'S PLAN OF CORRECTION 8
’ F?,?E’F'ﬂ (EACH DEPFICIENCY MUST BE PRECEDED BY FUI.I. ; (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYTHG INFORNA B8.RE DAtz

D TO THE APPROPRIATE
*DEFICIENCY)

' " W 393 Continved From page 26

certificats of waiver had beer : seoured 0 e | -~
the Qualified Mental Retardaion Professional; - & | e
who was present at the ime, sigreed to ask
- corporate office about the sttus of the CLIA
. certificaba of waivar. On Fabruary 8, 2009, -
- beginning at B:55 AM, review of Client #2's
i physician's orders (POs) for 1he pariod

' through [~ebruary 20083
order for in-home ﬁng %
daily AM PM every two d P‘"‘
information was made-avalk

T peinteED A2/25/2000

‘the survely ended that ey AN
; had obtained a certificate’of W.aivee A Aa e, o {8 S
-{W 474} | 483.480(b)(2)(iif) MEAL SER._\%IC =S £l P . . 6/23/08

Food must ba servad in & for
. developrnental level of thg.ollai
"B Jumw|s GQ&&.»-JJ'Y SEAV

This STANDARD Is ot ;ﬁw
Based on interview and G ;
falled to ensure each dhmn vt :ﬁ .

the prescribed and/or leastritrig . .
3 consistency, for two of the io ] Bt, ‘W""' Commnnity 2/6109 &
- feciity. (Ciients #2 and £3)z aality seryices to its 2/23/09
= Pathologist was
S The findinga lnolude. S0 . MRSl jing of Sample #2
2~ ACE S ‘ N peview of "
The prev ious recartificatidppumey lnd lll foods which are
11, 2008, cutiined systenig : %’I’hel‘e was alsoc a
the group home 'and the day ff traintug by the
. pratect Client #3's healthaags menitime protocol
i At the time, Client #3's Sp m& X Mm«w on 2/23/09
mﬁﬁ"t dated AF” 7. SRNQ Meeting whick has
: ng and Fud ing.G fysure Quality Assurance,
o she should have a “"mechs b trained on diets
.| thin lquids.'s Cliant A3 mie e piyiduals during | ;e e
AR =T d.t.dtﬂuwon 0 ROt - o o ey i ln " n‘ ef?sm -
- | chopped dist" Her Physiclarii'OrdengREta " e B8 Gt iy for review
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S T —— 42/06/2009
NAME OF PROVIDER Oft SUPPLIER T e o STRETADDRESQ. GITY, BTATE, ZIP CODE
ST JOHN'S COMMUNITY SERVICES, INC: SHNGTON DGl 20018 .
S1IMMARY STATIMINT OF DEFICIENGIES mcmnm PLAN OF CORRECTION XE)
L1 {EACH DEFICIENGY MUST BE PRICEDED BY (EAGH CORRECTIVE ACTION SHOULD BE counat.&mu
TAG REGULATORY OR LSC IDENTIFYING 1N NFOR) CROBS-REFERENCED TO THE APPROPRIATE
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{W 474} | Continued From page 27

prescribed a finely chopped clhat for m_ea umd,
in the home and a "ground nxtuu‘dlot f%foOdG :
served at the day program.

On July ‘10, 2008, the facility‘su

o Correcticon (POC) that stated l:hat the Speoch
' Pathologist and the Nutritionis!;
and made aware of the digcryjh
textures (by June 23, 2008)AE
included: "All diet ord
reflect the same order ™ on Uhers
addition, the POC |num§g;yy{ i
n-servlc«ad on the diet o ln
all indivicluals, on J|.|n

1. On February 6, 2009"51
PM, interview with the facilit a;
(RN) revealed that Cllant
risk for aspiration, .

a. On Fabruary 6, 20091' ¥
PM, interview with the Qualﬂ‘lo
FEv Retardation Professlonal (Ql
W a4, | the'Speech RathologielZs N
Primary Care Phyalcian AL
“ contacted regarding Client %
; texture arders. "1:16 QMRPs
; had disciussed dllcup%
" textures with the day
queried further, thc QMRﬁM
program could not provide
finely chopped texture diett
| . QMRP furthqrstatod hatdhs
Ei"---.‘*('-r oonm AP Tp e o 1y
: lunches :aerved at the ;.1 Y

HFT sen uhangedlto retlgt, 21‘5499
'Iu-Spoech Pathologistand " ..
edical Director of SICS.

iiitte ted to the Day Program

o0
3

e

On February 6, 2009, at
review o' the QMRR; It
June 2008 to Fcbruary 2 0

Poveceh Lt
Kty i continuation shest Page 28 of 32
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R
‘ i 02/08/2009
NAME OF PROVIDER OR SUPPLIER ) REE ADPREBS any, STATE. 2iP CODE
- 13TH STREET, u:
ST JOHN'S COMMUNITY SERVICES, INC § '
(X4 1D SUMMARY STATEMENT OF IIEFBIEII:I o % " PROVIDER'S PLAN OF CORRECTION X5
PREFIX (RACH DEFICIENCY MUST BE i+ ECEDED BY PULL {EAQH CORRECTIVE AGTION SHOULD BE COMPLETION
REGULATCRY OR LSC IOENTIFHNG INFO R IQENGID TO THE APPROPRIATE DATE

‘#"‘ oy

- {W 474} | Continuad From page 28

regarding the discrepancy in

b. On Rabruary 8, 200§

the day.ocrogram's
 ravealed that Client w2

: diet textiire with tha QM B
ST tosrWhsn ‘queried, ¢ ,
w-aspresscﬁbedas alg

would forward that. m '
caterer. Subsequent revig
Contrac!" agreement, date

c. On Fobruary 8, 2003

recent discussions rega .

ORM CMS—EGT(OZ-OGJ Privious Vvdonl :

documented avidance of phorie” conversations v 3
and/or discussions with the day program#® 'k

textures. There was no evidence that the QMRP -
had contacted the interdiscigfinary team mcmbon '
to address the issue of dlet ta:th.:m L ,

AM, Client #3 was pressniacy
toast chopped bite siza.JLAki |
approxirnately340 PM slephioy

texture” diet. At approximate jy
telephorie intarview with the dayk
revealec! that he had not'¢ dlu:u .

i g.égﬁ?ravealed R |

Cllent #3's d

_ becn_lnbmltted to the Day Program.

Fijerhe=

ﬁ"ﬁ'll; l e .y S i@.l“d

ni ¥ih o : . B '___. ol e ] 4 mlﬂfho

between the catering co Program as in

program revealad the followlm .

prep?rle pre-plated lulnch ; - -

speclal diets as specified m ey ordered \
n - L O[ﬁ’hﬂ!?mtﬁ 'j' ' a .‘ Tk N - ath cwy “m %&%99_

S stated t+attheynow - PO R donfst and: * * -

could, therefore, provideikaiinthef 1 dgModunleal

choppec to ba cons i Chan e had

foods being served in the g, 8

later that day with the.QN 1 g,d:::: who

was previously unawary

longer had Iunches Catered; E IJ  orden will

~t, y PrOgrlun as in

18 fture the QMRP will inciude detall of all
Wu'llﬂon with the Day Program. A copy of the | 2/6/09
order for Sample #3 diet reflecting the change has '

ted and updated on 3/13/09
AR .mph.. bm—"'r ST
change in Sample #3’5 diet o

43 was ordered 2/6/09

ORIy Oeale | e bl

N9
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. DEPARTMENT OF HEALTH AN‘ | " : =07 FORMAPPROVED

CENTERS FOR MEDI OMB NO. 301
: (X3) DATE SURVEY
SR e mabices U RS
R
1% s - 02/06/2009
NAME OF PROVIDER OR SUPPLAIR ., . ATE, Z1P.CODE
ST JOHN'S COMMUMNITY SERVICES, INC -
(Xa) ID SUMMARY STATEMENT OF DEFICHENGIES o P2 mo\gouegc l:-I'_'LGEN or %,f:ﬁgﬂ&"ag ol
P';ng é%&%ﬂ?%:s%ﬁﬁww"% A v i GCIAGH TO THE APPRDPRIATE DATE
i o DEFICIENCY)
{W 474} | Continured From page 29 by :
.. textures with the QMRP and'r the RN, AOI'IOI‘I' S
e, while sarlier, at approximate x.4:00.P acted and updated on Sample 3/13/09
o the client's nursing notes hax modod The ISP has been amended to
evidenca that the medical teymn (RN, p ¢ in Suupls #3's dlet
and QMRP) had discussad Client #3's "
discrepzincy In diet textures e;Inoeth June'l‘l :
2008 survey.
d. On February 8, 2009, g CiEXoNaMIE2OSERT LD ggSample 13 was ordered
PM, telephone interview ,, L . . f T to refloct the
. Pathologist (SP) reveale T SRR dhaiutritionist and | -
s i enion | racommended a "mechiAb ' N Rigde Mwhaulu*‘-“:g;;;;“;fg !
further Indicated that all O ht SR PROGICDed fer e W T hie Change had
receive pureed foods were Ems d 9N (oAl th the Day Program who
mechanically soft diet, [ LRSS & s $N¢ Diet order as
i she was previously unm C thadiet order, will
received finely chopped foocis in ) PI‘OII‘IIII as in
e receiving ground texmm : '
v program, i
I H \ . c.., .
e 2, Q’l "ennual p ) V B p 'I‘E‘A..‘r‘r" 7 h(”l\>r1‘t.“ -~
0 Pt ‘r’vi ' : . PR > - DR e T
; Mental Retardatlon Profusll P ' =~ —
reveale that Client ¥#2'Vvgs ye: 1y _ —
following diet; menhanlcqlm PO T S
calorie diabetic, highflbw oo SN X OO (og and ..
also indicated the client ygs ¢ N O P L
] aspiration. The client wa'o W OO S i #3g dict
chopped food at her aftefg ""*“"‘“ T L -
on February 5, 2009 andm n i _ o
‘..‘.. Mmrnm on n ol .. il ) i T gt L . hv‘w-o' s . o
Sl BssAM "rv, ;, ., . . ‘ . ,"’ R N '..- s
physician's orders (PD;) - .*.'"' S WS Wy vroo
prescribed a mech ool igablaush iR o < Cofiect 4.
February 6, 2009, at appgaxin ' ) b ;
- review cf Client #2's: AL P e e e . S.Mpaci -
; prograrm) revealed dlet o "fw h S B e pa,
‘ calarie ADA (diabetic)..iow §asig . T e ‘.
= soft (grcund). .Back Irlthm el

R i

DA s 1 Lo PN
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“RTEn [ Avpgma-

FORM APPROVED
CENTERS FOR MEDICARE & M OMB NO. 0938-0391
| STATEMENT OF DEFICIENCIES (%3) DATE SURVEY '
AND PLAN QOF CORRE(CTION COMPLETED
R
02/08/2009
NAME QF PROVIDER DR SUPPLIER e o mm OITY STATE ZIP GODE
ST JOHN'S COMMUNITY SERVICES, INC % , wzm!;'c":m .
SUMMARY STATEMENT (F DEFIGIENCIES ; A PROVIDER'S PLAN OF CORRECTION
PREFIX | (EAGH DEFICIENGY MeT o PREEEONCIES (EACH CORREGTIVE AGTION SHOULD BE | oMby EnoN
TAG REGULATORY OR L3C [DENTIF/ING NFOR ED 7O THE APPROPRIATE DATE
I e {C/ENCY)
{W 474} | Continued From page 30
' 1:30 Piv, the QMRP stated that she-was™ B SR : -
g4-- previously unsware that the maalthg _ s~y N ‘ .
f-.... | called for the use of "grouns” taxti rght. i e, T0e Digt order was submitted to the Day 2/6/09
iy | mechanical soft dist would amltas ' 3 ) 3209
e less-restrictive food texture such as chopped..
T She further acknowledgod Imvhamlsggd !he _ _
o discrgpancies in diet ordery hacr QA o ok
| B Client #2's day prograi 7 _ pux -

f In summary, theF "L 5'«‘.
survey revealed thet Cllant:#:
texture orders had not b "
the same orders, ag Illqgoqj n "y
10, 20C8 POC, As wldeno;d B

| (above), the follow-up s

; 'leentioml deficient practice wih re
*-vf‘STJOH %r‘gun ‘- ; i o‘. .-'. | :

[y

tj vt - - (| Based.on obse

] review, the facllty failgh
‘ their meais in the texm (,
outlined in their die
sampled clients. ICIien

Rl

The fincling includes; -

. -.‘,.'} ! S

g

e
During 1he evening obs
. stalf cul several pis
] them in a small bowl fort '
3 was obgierved to alterna 1

‘u,.ng

EORM CMS-2567(02-00) P
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FORM APPROVED
OMB NO. 09380391

STATEMENT OF DEFICIENGIES (X1) PROVICER/BUPPUER/CUA | (X2) MULTIPLE CONSTRUGTION
AND PLAN OF CORREC™ION IDENTIFICATION NUMBER: A BULDING

csas  |swne

(X3) DATE SURVEY
COMPLETED

R
02/06/2009

NAME OF PROVIDER OR SUPPLIER ’ STREET ADDAESS, CITY, STATE, ZIP CODE

2715 13TH STRENT, NB
ST JOHN'S COMMUNITY SERVICES, ING WASHINGTON, DG 20018

- DEFICIENCY)

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S FLAN OF CORRECTION [xs}
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE CDMDI:LTFE“ON
TAG REGULATORY GR LSC IDENTIF 119G INFORMATION) TAGQ CROSS-REFERENCED TO THE APPROPRIATE

{w 474} | Continuad From page 31 ' {W 474}
and drinking the water. While drinking the water,
o Client #2 was observad to cowigh and clear her
O throat on three separate occasions. The staff
£yt managed Client #2's "coughing” by implementing
. the Swallowing and Feeding Ciuldelines (SFG) as | See W1ky
outlined in her Individual Prog-am Plan (iPF). it _ .
shouid ke noted that during dinner, Client#2was f - - [.- -
served lasagna snd a bowl ci‘ mixod fruk,
peaches, pears, etc.) for desert . r
Mgt

observed to have no
T - 4 #

dinner.

Record review on 6/1 112008 16
Client #2's Speech asassgms
and the SFG indicated that sha
"mechanically soft dist" with™ tATH®

. however, recommendeda ﬂﬁﬁ
v The current physldan:.ordn
chopped diet for home o
texture” dist while at hej a

the Day

umarnotnd:aby
BRREC TIVE ACTIC - &
2 FROTO Fre -

e Intervievr with the faci rm
{¥y 1o | ravealed theywe.

- requirement discrepan

;. Nutritionist, the Spaech -

1 Care. There was no evic : Gl

1 prescntadatmetlmudm s Y e
that the facility took the: pampsangi g

measures to ensure clignted
in the form congistent withghe
lovel. e

_ ) e e ;""’N':‘t."‘:‘ i
et mﬁ},&#,‘oﬁﬁw .

I
|
y.

quide, 2R he. Medissl onSJGS-“hII ordered the 3/12/89
#2's Nulrition assessment; dax l‘l_ oy 1¥e’i¥ the Day Program. The :

Program.
the Day
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FORM APPROVED

} STATEMENT OF DEFICIENCIES (X1) PROVH ERASUPRUER/OLIA g / B!'IW TRUCTS ON - .

(X3) DATE SURVEY
COMPLETED

R
02/08/2009

§ NAME OF PROVIDER CR SUPPLIER R
; ST JOHN'S COMNIUNITY SERVICES} N

IX4) 1D
PREFIX
TAG

HSUMMARY STATEMENT O+ - :enclsucu o m
{EACH DEFICIENCY MUST BE I’RECEDED EYuifU ""‘“‘? i .
REGLILATORY OR LSC IDENTIFYING INF

- DEFICIENGY)

. “PROVIDER'S PLAN OF CORRECTION o
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
OWNCID TO THE APPROPRIATE DATE

{1 000}

INITIAL COMMENTS

A follow-up survey to the Junn 11 2008 ileonsuu
survey was conducted on, "W' DOR 44
February 8, 2008 to determine if acility
maintained compiiance with Cistrict of Co umbia .
regulations, as indicated in thi Plan of Oorrwtion
received July 10, 2008, The rasulls pf the

were based on observationsin {
two day programs, staff intesyi
review cf the resident end airr e g v v
including a review ofthaun HAG EPPOTiES o et el e e

‘| OnFebruary 8, 2 ‘
adminisiratars were !nformu TRasH:
observed mealtime praatlma e
mealtima protocols and/erdiet
#2 was deemed at risk of agy
Immediate Jeopardy mﬂ ‘
Immadiste Jeopardy was:lift

7:32 PM, afterthemmvgl ,'. Ay, T 1 §PLAN OF oo

plan of siction to add

immediate, shortterm and leng Josn Satatihis e A ENCY)

ABORATORY

‘mi’i&(}m‘ g

the facility, (Rg;ldor;'tl!d

Ithﬁ
o) .-.-e.wf'm*@_ W

neads:

Each GHMRP shal| he ibis
that meals, which are st 31» '
GHMRP, are suited to‘tq 'ﬁw
restdentss as indicated in' thefic
Habilitation Plan h

e HV\JG" '3

This Statute is not met
Based on interview-and-n
failed to ensure sach res
in the prascribed ancllo,l‘t '
and consistency, for twg

B | ComelTen

o il

DIRECTOR'S OR PRo\n DER

TATE FORM

i )

= bom oATE - |

if continuation sheat 1 of 22
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IDENTIMICATION NUMBBR:

2/06/2009

NAME OF PROVIDEF. OR SUPPLER a
{ ST JOHN'S COMMUNITY SERVICES, ING .

1. 4D
PALFIX
" TAG

SUMMARY STATEMENT D= DEFIGIENCIES
(ENCH DEFICIENCY MUET Bj2

% (RACH CORRECTIVR ACTION SHOULD BE
REGULATORY OR LEC IDENTIR E

J$S-REFERENCHED TO THE APPROPRIATE
e - DEFICIENCY)

PRECEDED AY FuLL

5

ATE FORM

L L e
1
:
:

1047 | Continued ~rom page 1
The findings include;

The previous recertificatior nu
11, 2008, outlined systemic:
the group home and the das
protect Resident #3's healt1 an
mealtimes. At the time; Res
and Language assessmeni
and her Swaliowing and-Fee,
L indicated that she.g
soft diet with" with'th
% Nutritional assessment; daf
E recommended a "finely che)
S Physiclan's Orders (POs)
 Fiv. chopped diet for m

- na | "grountd Sextureddiet
_ program.

On July 10, 2008, the fg
Correction (POC) that

Patholugist and the Nutritiohl
- | and mede aware of the discs
- textures (by June 23
A included: "All diet o

issUSs, as i related to] -
¥ program's :

Jpcement was serving a  diet
' by, the PCP. The SKCS
Wrots the order to be provided tu
muci-Iellects the same divtary
,by the Nutritionist and ,
e changed order was

) rders havp
- reflect the same ord
] iaddition, the POC indj
in-servived on the diet ¢
all individuals, on June

E“ 1. On Febru 2000pgs. s ;
- M arysnz PG
o PM, intisrview with the facilitwesilan
... (RN) revesied that Re:

g potentizl risk for aap

T | & .0nFeb
1 PMtnte

6,20 o
W.a'y. _"! .'f
Retardation Professiong
the Spesch Pathologisty
Primary Care Physiclan
contactud regarding.Ray
Raith Regulation Adm

iQ_l\.e L 55 N ld- Aﬁ.
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NAME OF PROVIDER OR SUPPLIER -
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: SUUMMARY STATEMENT OF ulmluctu' il * PROVIDER'S PLAN OF CORREGCTION xs)
: %i-!& (EACHI DEFICIENCY MUST BE PUICEDED BY FULL: (EACH CORRECTIVE ACTIDN SHOULD BE COMPLETE
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“ DEFICIENGY)
1047 | Continued From page 2
texture orders. The QMRP. aign.Ataiad 1, dwuﬁo:o W;th thf I::sv
had discisssed the discrepaniy InR SgATvIn W" texture for Saniple
,QMRI.’ was got the communicator. The

diet texdures with the day program's dlmr. -
When queried further, the QMIRP statad that "the 1~
day program could not provice her <Relidont#3>'
with & finely chopped texture dlaf'n Y
The QMRP further stated that.the ¢

had contracted with an ouhg_gg
afl lunches sarved at the day P

previous QMRE had communicated with the Day
regardhg the texture.

Al Mo; of SJCS ordered the diet to 2/6109
QIR #gdations of the Speech

——-|-On Fabruary 6; 2009 stk -
review of the QMRP monthly "
June 2008 to February 200§'f
documenited evidence of pli
and/or discussions with |
, regarding the discrepancy In E -
‘i | textures, There wes ng
: . had contacted the interd D e
membaers to sddress the s
: b erJ

TSRt | b, O Fnbrua o8 200 2
AM, Resident#ﬂwas :
and toast chopped bite size, ig
. approximately 3 50 PM hlljh
the day program directorzgugniogs . :
discussed Ruidont#a', T S g Aﬂf'" =
QMRP within the past yesani % : e : unics. or.
diractomtahdtl‘lltlflmlldu INepiugh e SRR Aupicaics . -
pecialciet, the day progmmq Ol SR ; O L E
anb" Q ie I| ‘_.
revlégv}a&l‘ 3 TICat
dated October 2002 '
companyt anc!thodly.
following: "the caterer shu ) :
lunch meals and pre-pistesdst . T Rk e
- specifiec.” It should ba:ng) , S yen effect ti..
A 2009, the day program dine -: ' .
now prepared meals on gy
provide ioodsthatwemﬂ
L. | ropastagtith baciakdar
mm. e
STATE FORM

..‘\ Mhﬂﬂﬂ‘-tﬂlelﬂﬁn\ TE o vty
Bicts ¥ 7 be

w include dehil of all
I _u' :Im. A copy of the

,‘
£ .
X

REMePTo | 2Ny
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5 caloria diabatic, high.fi
o also Ind-eated the resld.nta

.. | liered shoppad ‘
be dinnoré‘:! February 12
breakfast the next morn| .‘

W e

. ' t“c'lh 3%

P FORM APPROVED
{_Heaith Requlation
Ti 3) DATE SURVEY
g 3:3*5..“1%"35:::&%‘%’&%" * )cDMPLmD
; e R
| lil'Doa-otzcl - 02/08/2008
1 NAME OF PROVIDEF! OR SUPPLIER S O'I'RI!TADDllns. crr\r STATE, 2IP CODE :
ST JOHN'S COMMUNITY SERVICES, IG ,’,’};},’t"ﬂm’"‘m’ T
1 oo SUMMARY STATEMENT CF DEFICIENCIES R 0 PROVIDER'S PLAN OF CORREOTION o9
- w . TION SHOULD B
| | RSeS| e R STASRUE, | ool
1047| Continued From page 3~ =+ 7+ ] oy
' served in the group home, (nterview (ater that
day with the QMRP reveals! that she was
previoissly unaware that the day program no .
longer had lunches catsrec, ;
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!prescﬂbnd‘fgudnan_:_‘ Hw
9:42 AM, review of the POSiiaits ¢ "
Speech-Language recordgrumsisiiiE

chi
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- risk of espiration If pieces are.t mp-re‘iiyew and-stafY training by
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#2's prascribad skim mijlk 3
(Title 7, Chaptar 13, § 7130
8-1985(g)], as follows: x
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AM, review of Reside PG
 (POS8) for the period July: 2008 thee ol
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milk three times daily. . .Thera was'ad

servings of skim milk during 3
period: February 5, 2_009,_4'
2009, 4:00PM, .. :%;_W o

1) Resident #2 was not obsgrve
with her February &, 2000 stnpaiyians
dinner tmeal. No milk was gyiemint

breakfast the next moming /el A
befyes thelnd fordaneasces

Lateron Fe SRS
12:10 PM, interview with*theTesidonty
program mealtime Support-¢ e

had not received milk thakass ot
confirmizd observations;tk
been offered milk with j i

L}

naith Regul
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day at 5:30 PM.

with Direct Support Staff #1 1asulted in
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been given pineapple juice a3 thdBnly
with her breakfast that mormi+;,
watar with the momning mediss :
asked if there had been W

that morning, she replied.Sno

_ resident milk after the mornisg, |
s She further stated that theres
. the milk, therefore, she ¢
... | atbreakfast. I should banae
-

|

direct support staff per 183
observa« preparing foodst potie
jvice anc sarving the: bm ' 4

did acknowledge that she
should raceive milk evary’
acknowlidged that she hed
frequency, ar established’s:"
receive milk. She further
provided staff with tralning?
the previous avening; hc
acknowledged that ski

not been discussed and
the residents' POs duri

iy

....... 4) "On Fabriary's, 2059
PM, interview with R ;
meattime: support staff
routinely receive milk wh

_ stated that she usua Y '
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1 500

had |
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K about milk, she recalied havi~y offered the. - ? Y e AR

ENG
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