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A recertification survey was conducted on May
| 21, 2008 through May 22 2009. The BUIVey was
J initiated asamusurveyduomradlity'shistoryaf
condition level deficiencies during the previous
 survey period. A random sampling of two clients
from the residential population of four females
was solected for the survey. The resulis ofthe
survey were based on observations in the home
and at two day programs, staff interviews, as well
as a review of the client and administrative
reconds, including a review of the unugual incident
reports,
W 104 .410(a){1) G RNING BODY w104/ ; " ‘ -
483.410(a)1) GOVE - It is the Policy of St. John’s Community 4114/09
The governing body must exercise general poiicy, Services to provide quality services to its
budget, and aperating direction over the facitity. residents, exercise general policy, budget and
. Operating direction over the facility, The
_ request for the Clinicat Laboratory
- Ymprovement Act CLIA Certificate of Waiver
g:ﬂ?mﬁaﬂ?? met ag 2‘:5‘""“ by: - was submitted twice to the Department of
review. lhem ing Ibod“hly favleil ed"‘ o Imrad Health,.on 3/16/2009 and 4/14/2009
operating direohgmgm" over the facility a :’ U jenced respectively. A copy of the completed forms
beiow: which were submitted to DOH along with a
copy of the fax confirmation sheet is attached
The findings include; for your review.
|
1. [Cross refer to W383). The facility failed t0 ‘
ensure it met the requirements for performing '
glucose monitoring testing, for clients in the |
faciity whose blood giucose was being tested by
facillty staff, for Client #2.
Interview with the Qualified Mental Retardation
Professicnal (QMRP) on May 22, 2009 st
approximately 4:00 PM revealsd that the Program
Director had submitted an application form for
obtaining a Clinica! Laboratory Im | i

S
Corecting providing is detarmined that

- Aolancy wig my b excugedfrm
safeguaka the {Sea Instructions, ) Except for nursing homes, the find siaind above ciosab
Alowing the 4z mnmnplmofmhpmldod. Fornwﬁmmhnbmwm:n?MHWn;:nd:udbd:mw
?oy;r:‘o“lmmmmmm mnm-drmuhmmomky. | mcihd.anwpmaplmufmdonhmquhhlnmunued
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A recertification survey was conducted on May
21, 2009 through May 22, 2009, The Survey weas
initiated as a full survey dus to faclity's history of
condition level deficiencies during the Rrevious
Survey periad. A random sampiing of two clients
from the residential population of four females
was selested for the survey. The results of the
Survey were based on obsesvations in the home
and at two day programs, staff interviews, as wall
as a review of the cllent and administrative
records, Including a review of the unusual incident
reports.
W 104 | 483.410(a)(1 GOVERNING BODY W 104 - o
Oex1) - Itis the Policy of St. John’s Community  4;y4/09
The governing body must exercise general policy, Services to provide quality services to jts
budget, and operating direction over the facility, residents, exercise general policy, budget and
operating direction over the facility, The
' request for the Clinical Laboratory
This STANDARD Iz not met as evidenced by. Imwo;en!ent Act CLLA Certificate of Waiver
Based on observation, interview and record Hoarh itted twice to the Department of
review, the goveming body faflat o oy Health, on 3/16/2009 and 4/14/2009
oparating direction over the fac; idi _ respectively. A copy of the completed forma
Do 8 directio Wy &8 evidenced which were submitted to DOH along with 8
copy of the fax confirmation sheet is attached
The findings include: for your review,

1. [Cross refer to W393]. The facility failed 1o
ensure it met the requirements for performing
glucose monltoring testing, faor clients in the
facility whose blood glucose was being tested by
facliity staff, for Client £2.

interview with the Quakfied Mental Retardation
Professiongl (QMRP) on May 22, 2009 at
approximately 4:00 PM

Director had submitted gn application form for

obtaining a Clinicat Laboratory Improvement Act
LABORATORY DIREGCTOR'S OR, PROVIDER/SDPPLIER REPRESENTATIVES SIGIATG RE

Any deficiency stafement &nding with an

;hi::vlng ufegm:udr:l': pmvldeof sufficient protaction 1o the patients. {Seq
whather of not a plan of

days folowing the date thege race svalanm ms

program participation.

mmdtnmladoﬁoulcymbh
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(CLIA) certificate of waiver. She did not,
however, know the status of the application. She
further indicatad that she faxed an appiication to
the appropriate office but falled to provide
evidence. No additional information was made
available for review before the survey endad.
There was no eviderice that the governing body
had established a policy regarding CLIA
certficates of waiver,

2. [Cross refer to W426]. The facility fafled to

effectively implement its policy 1o ensure water

temperatures did not to exceed 110 degrees N
. |

Measurement of the hot water temperature on . , )

May 22, 2008 beginning at 4:17 PM, ineachof | LItis the policy of St John’s Community

the three bathrooms in the facility, and also inthe | Services to ensure the safety and protection of all of
kitchen, revealed that the temperature excaeded | the Iodividuals in its care, The Magnolia

110 degrees at ali tested faucets. Further Company was hired and all repairs pertaining to
observation revealed & gauge installed on the hot | the temperatures were made. Please see the
water heater that showed that the hot water attached completed work orders, The log for

temperature was se! ai 110 degrees Fahrenheit. |  gocumentation for taking water temperature was
Interview with the QMRP on May 22, 2009 at 500

by led staff should test the wmter revised on 6/10/09 and staff in-serviced on 6/1 1/09.
| temperatures duting each shift.

The review of the hot water temperature log on
May 22, 2009 at 5:00 PM revealed instructions for
g:nihﬁng water temperatures as evidenced

oW

"The water temperature log shouid be completed .
at the beginning of every shift (6:00 AM -10:00 ]
AM, 7:00 AM - 2:00 PM. if applicable, 8:00 AM -
4:00 PM, 10:00 PM -8:00 AM, 11:00 PM - 7:00
AM, 12:00 AM - 10:00 AM). Weekend staff
should follow the same routine in callecting the
data for each shift. Prior to AM and PM hygiene,

FORM CMS-250702-8d) Previous Varsione Obsolete Evant ID: 37P711 Faciltly 1; 00142 If continuation sheet Page 2 of 20
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W 104

|- May 21, 22, 2008 (no temperatures

Continued From page 2

+ OF whenever hygiene care is deemed
th: temperature of the water must always be
laken.” '

The review of tarnperatures on the same watter
temperature log revealed staff had not collected
the required data as evidenced below:

. ~May 12, 2006 (6:30 AM and 5:00 PM)
- May 13, 2009 (4:30 PM)

- May 14, 15, 16, 2009 (no temperatures
| documented)

- May 17, 2009 (6:30 AM and 3:00 PM)
- May 18, 2009 (6:30 AM and 5:00 PM)
- May 19, 2008 (4:30 PM)

- May 20, 2008 (5:30 PM)

documented)

» Additional instructions on the water temperature

i log revealed that the residential team leader

should initial the form on a daily basis and the

QMﬁE should monitor the water temperatures
weekly,

The review of water termperatures documanied on
the aforementioned days revesied a range of 89
to 103 degrees Fahrenheit. At the time of the
survey, howevaer, thara was no svidence that the
- governing body had established an internal
Quality Assurance system to ensure it policy on
monitoring of water temperatures at the beginning
of sach shift was implementead.

3. During obsersvations of the environment on May
22, 2000 at 4:30 PM, Client 4’s mattress was
obsarved to be too small for the frame for the
bed, with exira space being cbserved at the side
and foot of the bed frame. Interviaw with the

QMRP reveaied that the matiress had besn

W 104

i
'

3. The bed for Sample # 4 was replaced on 6/12/09.

FORM CM5-2567102-98) Previous Versiona Qbscimg : Event [D: 37P711

Fackily ID: 009G 48
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This STANDARD is not met as evidenced by:
Based on observation, interviews, and record
review, the facifity failed to ensure thet outside
services met the needs of each client, for ane of -
two cliants in tha sample, (Client#1)

The finding includes:

The facility failed to ensure that the day program
pravideg Client #1's therapeutic diet as prescribed
as qvidenced below;

On May 21, 2009 al 11:52 AM, Client #1 was
obsarved at her day program eating a chopped
hamburger, mix vegetables, rice water, and kool
aid. Interview with the day program counselor at
approximately 11:55 AM, indicated that Client #1
was eating a 15800 caiorie diet

Review of the day program meal time protocol

- dated October 2008 at approximately 12:00 PM,
revaaled the client was prescribed a 1500 calarie,
mechanical soft, fow sodium diet with thin liquids.
Review of the group home meal time protoco! at
1:10 PM revealed that Cllent #1 was prescribed a
1200 calorie reducing, chopped diet. Review of
the physician's order dated May 5, 2009 ot 1:30
PM, ¢onfirmed that Cliant #1 was prescribed a
1200 calorie reducing, chopped diet. Further

sample # 1 on 6718
I
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W 104 | Continued From pege 2 W 104
purchased too smal for the bed. There was no
evidence that the facility had provided Cliant #4
| with & properly fitting rattress for her beg,
W 120 | 483.410(d)(3) SERVICES PROVIDED WTTH W 120
‘  OUTSIDE SOURCES
The fadility must assure that outside sefvices
! maet the needs of sach client,

FORM CMS-2587(02-90) Previcus Versions Obéniets Evert ID:a7PT14
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record review revealed that Client #1 weighed
126 1bs and exceeded her desirable weight range
of 86-104 Iba. The meal time protocol noted
nutrition concerns that Client #1 was overweight
and had the potentia! for weight gain.

Interview with the Quaiified Mental Retardation

' Professional (QMRP) on May 114, 2009, at
approximately 2:30 PM indicated that the group
home had informad the day program of Client
#1's mealtime protocol and prescribed diet order.

At the time of the survey, there wag no evidence
that Client #1's day program was providing the
therapeutic diet ag prescribed.

W124| 48%4208@)(2) PROTECTION OF CLIENTS W 124
RIGHT .

The facility must ensure the rights of ail chents.
Therefore the facility must inform each client,
parent (if the client is a minor), or legal guardian,
of the client's medical condition, developmental
and behavioral status, attandant risks of
treatment, and of the right lo refuse treatment,

* This STANDARD i3 not met as avidenced by;
Based on observation, interview and record
review, the facillty failed %o ensure the rights of
each client and/or their legal guardian to be
Informed of the ¢lient's behavioral status,
attendant risks of treatment, and the right to ’
refuse troatment, for one of the four clients
included in the sample. (Client #1)

The finding includes:
: The facility failed fo ensure that informed consent

FORM CMS-2857(02-00) Pravious Varsions Obsolale Event I 37P711 Eaclitty ID: 09G149 If continuation sheet Page 5 of 20
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W 124 Continued From page 5

was obtained from Client #1 and/or her legal
| guardian prior to the impiemantation of her
Behavior Support Plan {BSP),

Intsrview with the Qualifed Mental Retardation
Professional (QMRP) during the entrance
conference on May 21, 2009 at 9:15 AM, revealad
that Client #1 had a Behavior Support Plan (BSP),
and did not hgve the to give Informed
consent for the use of medications and
habRitation services.

The QMRP's statement was verified on May 21,
2008 at 3:50 PM through review of Cliant #1's
psychological assessment dated August 21,

: 2008. According to the assessment, Client #1
"does not evidence the capacity to make
independent decisions in the areas of habilitation,

W 124'_'

| s )
It is the policy of St. John’s Community Services to 6/11/09
inform each individual’s parent or legal gnardian
of the medical condition, developmental and
behavioral status, attendant risks of treatment, and
of the right to refuse treatmenf. The informed

. | consent for Sample #1 has been requested for the

use of the BSP,

residential placement, medicaj decisicns,
finances, and Ifa planning. Continued intarview
with the QMRP, revealed that Client #1's sister
acted as her guardian.

At the time of the
failed fo provide

survey, however, the facility
evidence that the potential risks

! invoived in use
client’s right to

of restrictive interventicns, or the
réfuse treatment had been

explained to the client and/or her legally
sanclioned representative. (See W263)
483.430(2) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

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

W 158

Thig STANDARD I8 not met as evidenced by
} Basad on observation, interview and record

W 159

FORM CMS-2587(02-05) Previous Veralons Obsciete Event ID:37P747

Faciky ID: 09Q149 ¥ eantinustion sheat Page &of 2n
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review, the facility falled to ensure that each
client's active treatment program was integrated,
coordinated and monitored by the Qualifisd

| Mental Retardation Professional (QMRP) for four
. of the four cliants residing in the facility. (Clients

| #1, #2, #3, and #4)

‘ The findings include:

1. The QMRP failed o coordinate with the
physical therapist to determine how Client #2's
objective to "roll right to laft for 25 consecutive
minutes three days a week” was to be
implemented.

1 On May 21, 2009 at 2:40 PM, the review of Client
| #2's Individual Program Plan revealed a goal to
improve the the client's transferring skills. The
objectives stated "Givan physical assistance, ..
will roll right 1o left for 25 consecutiveminutes, 3
days & week for twelve (12) consecutive months.
Data refiected that the client accomplished the
criteria on 100% of the triais during the month of

l April 2009,

Interview with the QMRP and the Resitential
Director (RD) indicated that the client was turned
to various positions during her personal care
while it bed, which may be included within the 25
minute period. Interview with staf? revealed that
with physical assistance, tha client was abie to roif
from one side to the other. At the time of the
survay, however, there was no evidence thst it
had besn detanmined if the client was to be
provided physical assistance to rolt from right to
left 28 times or for 25 minutes.

| 2. The QMRP failed to coordinate services with
| Client #1's day program fo ensure that she

l
|

Event (0:37PT9

FORM GMS-2587(02-05) Préevious Verslors Cbsciets

It is the policy of St. John’s Community Services to
ensure that the active treatment program is
integrated, coordinated and monitored by the
Qualify Mental Retardation Professional (QMRF).
The Physical Therapist was contacted and the
programs for Sample #2 was revised and staffs in-
serviced on 6/11/09 ) '

6/11/09

It is the Policy of SJCS to cunsure that outside | 6/15/09
services meet the needs of all the individuals in its

care. The Day Program Stafl was in-serviced on |

the mealtime time protocol and diet order for

sample # 1 on 6/15/09. l
]
2. The Day Program staff was in-serviced 6/15/09, |

Facity ID; 00G140 If continuation sheat Page 7 of 20
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W120]
3. The QMRP falled to coordingte with nursing

were implemanted as written for Clients #1, 82,
#3 and #4. [See W248)

4. The QMRP failed v coordingte services to
ensure that Client #1°s wheelchair was
] maintained in good repair. [See W438)

I 5. The QMRP falled to coordinate sarvices to
ansure monitoring of the water temperature log
for completion ag fequired, at the beginning of

| @ach shift. [See W104)

W 249 483.440(d){ 1) PROGRAM IMPLEMENTATION

As so0n as the interdisciplinary team has
formulated 2 cllent’s individual program plan,

treatment program consisting of needad
Interventions and services in Sufficient number

l cbjectivas identified in the individual program
! plan.

the interdisciplinary team formulated a cllent's
Individual program plan (IPP), ®ach client

received her therapeutic diet as prescribed. [See

sarvices to ensure that seif medicstions programs

and frequency to support the achievement of the

received continuous active treatment sarvices, in

Individual Program Plan (IPP), for four of the four
clients residing in the facility. (Ciients #1, #2,#3,

W 159

3. Sﬁﬂ’a irere in-serviced by the Nurse and QMRP
on the Self Medication Program o1 6/10/09,
!

1

4, The Wheelchair was repair on 5/25/09.

|
|

S. The Staffs were in-serviced on
temperature log on 6/10/09

W 240

the revised water

R)MCIB-EBKOMJMVMM Event ID: 37P711

Focltly ID: 005140

If continuation shest Page 8ef20
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and #4) ’

The findings include:

t 1. The facility failod to ensure that the cents

| participated in their activities of daily living skills
Ipmgriarllm p{galf Medication Program) as spacified
n their 'y

During medication cbservation on May 21, 2009
at 7:08 PM, the Trained Medication Employea

| (TME) removed Client #2's medications from her
blister pack. Tha TME spoon fed Client #2 her
medications and handed her a cup of water to
drink independentty.

At 7:25 PM the TME was observed removing
Client #3's madications from her blister pack.
Client #3 was spoon fed her medications by the
TME, Further observation revealed Client #3
drinking water as the TME held the cup.

At 7:35 PM the TME was observed removing
| Chent#4's medications from her blister pack.
Client #4 was spoon fed her medications and
drank her water as tha TME held the cup,

Al 7:43 PM TME was observed ramoving Client
#1's medications from her bister pack. The TME
spoon fed Client #1 har medications and handad
her a cup of water to drink Independently.

Interview with the TME at approximately 8:00 PM,
revealad that the clients participeted in a self
medication program.

! data collection for Chents #1, 22, #and ¥
;‘datod May 1, 2009 on May 22, 2009 at 8:00 PM,

Review of the medication administration program

It is the Policy of St. John's Community Services to|

ensure that each individual receives continuous
active (reatment as soon as the Interdisciplinary
Team formulates the individual’s IPP,

1. Al staffs were trained on the self Medication
program on 6/10/09.

FORM CMS-25687{02-00) Pravicus Varsions Obwoisis
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W 249, Continued From pege g - W 249|
reveaied the following steps to impiement !
program objectives:

8. [dentify ime of medication i
b. Obtain water or julce

{ ¢, Obtaln medicine cup

d. Remove medicine from blister pack,
©. Throw cup in trash,

At the time of the observation, thare was no
avidence that the TME

implementad the clients’ medication
administration programs,

|2 The facility faded to ensure that Client #1 2. The PT revised the programs to improve the
received training o improve her sitting balance as sitting balance for Sample #1 and staffs were in-
recommeanded by the physical therapist, serviced on 6/11/09.

: On May 21, 2009 at 7:25 AM, Client #1 was
observed sitting in her wheelchair with her laft
arm bent upward, Fyrthar cdservation confirmed
that Cliant #1 did not use her left arm.

| Review of the cllent's Physicians order datod May | i
2008 on May 21, 2008, at1:1OPMrwaabdlhal !
Ciient #1 has a history of a stroke and a diagnosis

3
é
:
:
5
b |
z
5
g

! Interview with the Quaiified Mental Retandation | ;
Professional on May 22 2009 at approximately ‘
1:30 PM. confimed that the phyaical therapy geal :
was not included In the into Client #1's Individua

! Program Pian,

mmﬂm}m\fmm Rvert i0:37F711 Fachity 1D: 09G:140 i continuation sheut Page 70 of 20
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W 249 | Continued From page 10 W 249 o —
‘ pag 1. The QMRP had contacted the Physical
| The review of program data later that day atso Therapist. The program was revised and staffs
revealed no evidence that the aforementioned were in-serviced on 6/11/09.
objective was implementad.
W 263

W 263 | 483.440(N(3)(ii)) PROGRAM MONITORING &
CHANGE

are conducied only with the written informed
consent of the cllant, parants (if the clientis a

minor) or [egal guardian.

This STANDARD is not met as evidenced by;
Based on observation, interview and record
review, the facility's specially-constituted
committes failed to ensure that restrictive
programs were used only after written consents
had been obtained, for ona of the two clients
included in the sample. (Client #1)

The firding includes:

medication administration on May 21, 2009 at
7:43 PM revealed Client #1 was administered
Clonazepam 1 mg. Interview with the Licensed
Practical Nurse (LPN), revesled the

the client's aggression,

Interview with the Qualified Mental Retardation
Professional {QMRP) during the entrance

The committes should insure that thesa programs

[Cross refer to W124] Obsarvation of the evening

aforementioned medication were used to address

The Informed Consent for Sample #1 was

conference on May 21, 2000 at 9;15 AM, revezlad
that Client #1 had a Behavior Support Plan (BSP),
and did not have the capacity fo give informed
consant for the use of medications and .
hablitation services. Continued interview with the
QMRP, roves'ed thet Client #1 sister acted as her

requested from the Sister of Sample #1 /11705 '
(See W124) |
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. |
1 1
W 263 | Continued Fram page 11 w 283] |
. , ‘
The review of Client #1's | on May 21, 2009, It is the policy of St John’s Community Services to 6/11/09

taking psy madicationa,
Behavior Sc:woph pport Plan (BSP) dated
15, 2008 to addness her behavior

the facility failed to evidence that

i was obiained from a
representative for the

| medication and the

i behaviors,

w a2z |

gensral medical care,
This STANDARD

. (Client #1)
The finding includes:
The facility failed to engure

recommended. [See W331)
483.460(c) NUREING SERVICES

The facility must provide clients

W 331

This STANDARD s not
Basad on obeervation,

at 3:58 PM confirmed that the client, in addition to
aiso had »

ber

of physical
aggression. At the time of the survey howevaer,
written congent
legaily sanctioned

use of the psychotropic
BSP fo reduce Ciient #1's

483.480(a)(3) PHYSICIAN SERVICES
The facility must provide or obtain preventive and

is not met as evidenced by:
Based on obsarvation, staff interview, and record
: reviaw, the facility falled to provide prevantive and
general care, for one of two clients In the sample,

that Client #1 received
an evaluation of her abdominal distention gg

with nursing
services in accordance with their needs.

Met as evidenced by:
staff interview and record

( consent for Sample #1 has been requested for the

|
|

inform each individual’s Parent or legal guardian
of the medical condition, developmental and
behavioral status, attendant riska of treatment, and
of the right to refase treatment, The informed

use of the Psychotropic Medication,

W 322

|
|
|
| .

|
I
|

It is the Policy of St John®s Community Services to
provide or obtain preventative and general medical
care. Sample #1 received an evaluation for
abdominsl distention on 6/4/09, A copy of the .
consaltation form is attached for your review. '

W331"

Fommsmm-mmmm

EUII'Il 13 377711

Facky It 09G140
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W 331 | Continued From page 12 W 331

verification, the facility failed to ensure nursing
services in accordance with clients needs, for two
of the four clients residing in the facility, (Client
#1 and #2)

The findings include:

1. The facliity's nursing'services failed to ensure
that clients recelved all prescribed medications
without error.

a. Observation of the medication administration
on May 21, 2009 2t 7:09 PM, revealed the TME
administering Metformin 500 mg to Client #2.

Review of the madication [abel at approxi

7.20 PM, indicatad to take it with meals. At 7:48
FM Client #2 was observad eating a 1500 calorie
chopped dmnar.,

Interview with the Licensad Practical Nurse (LPN)
on May 22, 2009 at approximately 2:40 PM,
confirmed that Client #2 did not take her
Matformin with a meal,

b. Observations of the medication administration
on May 21, 2008 at approximataly 7:15 PM,
revealed the TME administering one drop of
Travatan 0.004% in both eyes. Less than a
Mminute later, the TME administered Cosopt opth
drops in the Client #2's right eye.

' Review of the medication administration.

. Instructions on May 22, 2009 at 10:45 AM,
revealed tha following directions "If you are using
mare than one eye drop maedicine, esch medicine

should be given at lesst ten minutes apart"

!
1

Interview with the LPN at approximatsly 2:30 PM

a. Medication with labels gives with food means do
not give on an empty stomach. The Metformin 500
mg was administered to Sample #2 after she had
consumed her PM snack. The review of the
administration of the Metformin 500mg was made
with the TME and that it should be given after
breakfast and after dinner. In the future, the
Meiformin 500mg will be administered after
breakfast and after the dinner. A check with the
Consulting Pharmacist confirmed that Metformin
can be given 1 to 2 hours after a meal.

|

|
n |

b. The TMEs were in-serviced on the proper
adminisiration of the eye drops for Sample #2. In i
the future all eye drops will be spaced accordingly, !

6/10/09

The TME’s were in-serviced on 6/10/09 for the 6/10/09
proper duration of time between two eye drops
when administering more than one eye drop. In the
futare, staffs will wait for the specified period of
time befm;e administering more than one eye drop. :

FORM CMS-2587(012.09) Previous Virsions Checlote Evant ID; 37PT11
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W 331 | Continued From page 13 W 331 ' |
confirmed that the TME did not wait ten minutes . |
between administaring two different eye drops. |

2. The facility's nursing services failed 1o ensure
that Client #1's salt intake was moniored.

On Mgy 21, 2009 &t approxirnatety 1:10 PM,

i review of Client #1's physiclan's orders (POs) for

the pericd from July 2008 through May 2009

indicated that the client had a history of strokes.

Review of the pharmacy review dated May 5,

l 2009 at 2:20 PM revealed the pharmacist's
recommendation to monitor Cliant #1's salt

intake,

 Interview with the LPN on May 22, 2005 at

| approximately 3:00 PM revaaled that she was
unaware of the recommendation by the

! pharmacist.

There was no evidence that the pharmacigt's

6/10/09

recommendation to monitor Client #1's salt intake
had been addressed. .

3. The facifity's nursing services failed o ensure -
a refarral for follow-up on Client #1's abdominal
distention as recommended.

Review of the primary care physician's medical
consyitation form dated January 22, 2008 on May
22, 2009 at approximately 4:30 PM revealed
Client #1 had nonpainful abdominal distention.
The primary care physician recommended a fiat

and erect abdominal |
x-ray and thereafter, a foliow-up evalution in one |

Intarview with the LPN st approximatsly 4:45 PM,
indicated that she sttempted to schedule an

2. The Diet Order for Sample #1 was changed to
inctude no added salt by the Medical Director. A
copy of the PMOF is attached for your review, In _
the fature the diet order will be written as ordered

by the Pharmacist, . .
;tam were in-serviced on the new diet order on

abdominal distention on 6/4/09, In the future, ait
consultation will be completed timely.

|

l

|

3, Sample#1 completed consultstion for ;
II l|

i
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- W 331/ Continusd From page 14 w331
; @Ppaintment, but wes unsuccessful, E
| At the time of the survey, there was no evidsnce
that the fokow-up on Client #1's abdominai See W104
distention had been compieted. )
W 393 | 483.460(n)(1) LABORATORY SERVICES W 303
' f
Iif a facility choosas to provida laboratery services, !
the laboratory must meet the requirements
Spacified in part 493 of this chapter.

. This STANDARD Is not met as evidenced by:

: Based on Interview and record review, the facility
falied to ensure it met the requirements for
performing glucose monitoring testing, for clients
in the facility whose blood glucose was being
tested by facllity staff, for one of the four chents f
residing in the faciiity. (Client #2) :

The finding includes:

On May 21, 2009 at approximately 1:10 PM,
review of Client #2's physician's orders (PQg) for
the period from July 2008 threugh May 2009
1i';'nclk:slltacl mmnt had an order for in-home
nger sticks ) “twice daily AM/PM every
two days.” Interview with the Licensed Practica)
Nurse (LPN) confimed that Cliant #2 receives
finger sticks every two days at the group home.

Interview with the Qualified Manta Retardation
Professional (QMRP) on May 22, 2009 at
approximately 4:00 PM revealed that the Program
Director had submitted an application to obtain a

FORM CMS-2667(02-09) Previous Varsions Obwcinty « Bvont 1D: 87P71 1 Facliyy I 05G149 If continuation sheat Pege 156f20
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W 383 | Continued From page 15 W 303

appropriate office, but falled to provide evidsnce.
No additional information was made available
prior to the survey axit to provide as evidence that
the the CLIA certificate of waiver had baen
obtained, |

W 426 483.470(d)(3) CLIENT BATHROOMS

The facility must, in areas of the facility whers
clients who have not been trained to regulate
water temperature are gxposed to hot water, |
ensure that the temperature of the water does not
exceed 110 degrees Fahrenheit.

W 426

This STANDARD is not met as evidenced by:
1 Based cn observations, interview and record
raview, the facility fafled to ensure water
temperatures did not exceed 110 degrees
Fahrenheit. |

The findings include:

|
|
|
|
|
|
|
|
|
|
|
|

[Cross refer to W104.2], Observation of the It is the policy of St John’s Community

masu;;d b:m&m #r: ;:r m iﬂ’.ﬁﬂ&‘l Q.to %5; ﬁf | Services to eusure the safety and protection of all of

m'.:“hot tsmperatures, O ion of ‘the Individaals in its care. The Magnolia

Master ba“thbr' coms #1 and #2 ohnstaymzzu 2009 at ‘Company was hired and all repairs pertaining to

4:17 PM and 4:19 PM respectively, revesied the the teiperaiures were made, Please see the

same type of tharmometers were available o attached compieted work orders. The log for 6/10/09

manitor the water temperature in these aress. documentation for taking water temperatare was
revised on 6/10/09 and staff in-serviced on 6/11/09,

Assessment of the water temperatures on May  Also See (W104)

22, 2008, beginning at 4:17 PM revealed that tha

temperatures in &l bathroom and the kiichen

::::eeded 110 degrees Fahrenheit as eviderniced

oW,

- Master bathroom #1 (Cients #1 and #2); 120
| degrees Fahrenheit

FORM CMS-2667(02-09) Previous Versions Obsolate Evenl ID:37P711 Faciiy I0: 00G140 if continustion shost Page 18 of 20
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W 428 | Continued From page 16 ' Powdze
= Master bathroom #2 (Clients w3 and #4). 126 I ‘
| degrees Fahrenhett . [
|- Master bathroom #3( Adjacent to office): 119
| degrees Fahranheit

~ Kitchen - 118 degrees Fahrenheit

Observation of the thermometer Installed on the -
| hot water heater to monitor the temperature
‘ revealed it registered a water temperature of 110
, dagrees Fahrenhelt,

| Interview with the QMRP on May 22, 2009 at 419
'PM revealedmathotwatertauwerameshad
been maintsined at less than 110 degress
Fahrenheit The QMRP then summoned the
&gancy’s angineer to the facility by telephone to
comect the hot water temperature,

The review of the hotwatortemperahmlogon
May 22, 2003;:5:00 PM ruv:aled it shouid be
comploted at beginning of every shif,
According to the log, no water temperstures were
. fecorded after May 20, 2009 at 5:30 PM.

! At appraximately 5:00 PM, the engineer reduced
the lemperaturg setting on the hot water heater
and, thereafter remained onsite o monitor the
water temperatures. The Surveyor measured the |
water temperatures again Soveral imes, and 'It is the policy of St John’s Community
finally at 6:10 PM the water temperaturs in each Services to ensure the safety and protection of all of
of the four aforementioned areas was between 85 the Individuals in its care. The Magnolia
[ and 103 degrees Fahrenheit. ‘Company was hired and all repairs pertaining to
' the temperatures were made, Please see the

! :‘t, 'g:; geme th:"he sulm wver- :::? WoS N0 attached completed work orders. The log for

water tampﬂgn?r:pdld not 'm';'m dhatlhe documentation for taking water temperature was |
, Sxceed 110 degrees | Fevised on 6/10/09 and staff in-serviced on 6/11/09, !
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W 426

W 428

§

Continusd From page 17

Fahrenheit in areas of the facility used by
individuals who had nat been trained to regulate
water temperature.

483 .470(g)(2) SPACE AND EQUIPMENT

The facikty must fumish, maintain in good repair,
and teach ¢lients to use and to make informed
choices about the use of dentures, eyegiasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.

Thig STANDARD is not met as evidsncad by:
Based on observation, staff interview and record
review, the facility failed to maintain adaptive
equipment, far one of the two clients included in
the sample. (Client #1)

The finding includes;

) It is the Policy of St, Joh;n's Community S
on 21,2000 ot 8:30 AM, At is the ty Services to | 5/25/09
May 21 ot 8:30 AM, the armirests on maintain the adaptive equipment for all ity
residents. The Armnrest of

Client #1's wheel chair were cbserved to be very
wom, with the fabric visible through the viny!
Covering on both sides.

Review of the 719 form dated January 4, 2000 at
S:00 PM, confirmed the order o repair the
armrest. Further review revealed a 719 form
dated March 12, 2008. The 719 form stated
"Present wheelchair has parts which coatinue to
need rapair. In spite of various repairs, the
wheelchair is wobbling and really poses some
concems.” .

Interview with the Qualified Mental Retardation
Professionai on May 22, 2009 at approximately
3:00 PM indicated that the foot rest was the only

W 426

W 438

repair on $/25/09,

the wheelchair was

f
i

mmm)mmvmm Event ID:379711
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repair made to Client #1's wheeichair. 1

| At tha time of the survay, there was no evidence

Client #1's whaelchalr had been maintained in

good repakr.
W 480 W 460

483,480(a)(1) FOOD AND NUTRITION
SERVICES

Each cllent must receive a nourishing,
welk-balanced diat including modified and
| specially-prescribed diets. '

This STANDARD s not met as evidenced by:
Based on observation, interview, and record
review, the facllity failed to ensure the therapautic
diet was provided as prescribed to meet the
nutritional needs of one of two clients in the
sample. (Client #1)

The finding includes:

Cross refer to W120. The faciity failed to ensure
that the day program providad Client #1's
therapeutic diet as prescribed,

a. Interview with the day program counselor on

‘=& It is the Policy of SICS to ensure that outside | 6/15/09

May 21, 2009 at approximately 11:55 AM,
indicated that Client #1 wae eating a meal
prépared in accordance with the1500 caforieiday
meal plan, Review of the day program meal time
protocol dated October 2008 at approximately
12:00 PM, revealed the client was prescribed a
1500 calorie, mechanical soft, kw sodium dist
with thin liquids. Review of the group home meal
time protocol and the physician's orders later that
aftemoon revealed Client #1 was prescribed a
1200 calorie reducing, chopped diet. The waight
record reflacted that Client #1 waighed 126 Ibs

services meet the rieeds of all the individuals in its

care. The Day Program Staff was in-serviced on |

the mealtime time protocol and diet order for
sample # 1 on 6/15/09. .
|

|
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and exceaded her desirable weight range of
86-104 Ibs. The meal time protocoi noted
nutritional concems that Client #1 was ove
and had the potential for further weight gain,

At the time of the survey, there was no evidence
thet Client #1's therapeutic diet had been

W 480

ht

implemented as preseribed to promota weight
l088 to within her desirable weight range.

b. On May 21, 2009, at 7:49 PM, Client#1 was

| obsarved eating her dinner megi that consisted of
@ chopped turkey burger, mashed potatoes, salad
and cranberry juice,

b. It is the Policy of SJCS to ensure that outsifle
services meet the nesds of 2ll the individuals ln. its
care. The Staffs was in-serviced on the mealtime

time protocol and diet order for sample #1 on

intarview with the House Manager and the Direct | $/25/09.
Care Aids at 7:55 PM revealed that Clignt #1 .

, recelves a 1500 calorie diet,

Review of Client #1's physician‘s onder dated May
5, 2000 on May 21, 2009 at 1:10 PM, revealsd
that the client was prescribed a 1200 calorie dist
Review of the nutritional assessment dated July
24, 2008 at 1:30 PM also revealed a 1200 calorie i
diet. Interview with the Licsnsed Practical Nurse
{LPN) on May 22 2009, at approximately 4:00
PM, indicated that Chent #1 shouid receive a
1200 calorie dist.

There was no evidence that the facility ensured
that Client #1 received the recommended dally

: calories in accordance with the written prescribed
physician's order.

FORM GMS-2507/02-99) Previous Varaions Dbeciats Evant I0: 37P714 Facilly K; (G148 W continuation sheet Page 20 of 20
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1000] INITIAL COMMENTS
A licensure survey was conducted on May 21,
| 2009 through May 22, 2009. A random sample of
| two residents was selectad from a resicential
. population of four females with mantal retardation
! and other disabiliies. The survey findings were
| based on observations in the group home and
‘ day programs, in addition, the findings were
based on interviews with direct care,
‘ administrative, nursing, and day program staff. A
| review of the facifly's records, including the
‘ | unusual incident reports was aiso conducted.
| 090[ 3504.1 HOUSEKEEPING
| The intarior and exterior of each GHMRP shall be
| maintained in a safe, clean, orderty, attractive,
l and sanitary manner and be free of

acocumulations of dirt, rubbish, and objectionabls
odors,

- Thig Statute is not met as evidenced by:

Basad on abservation and interview the GHMRP
failed to maintain the interior of the GHMRP In s
safe, clean, orderly, and attractive manner .

The findings include:

! |. The GHMRP failed to maintain the Interior

: Bnvironment safe, clean, orderly, and attractive
i as evidenced below:

f A. On May 22, 2009 at beginning at 4:17 PM,

|

|

|

1000 ' ||
|

|

|

L. It is the policy of St John’s Comununity

Services to ensure the safety and protection of all of
the individuals in its care, The Magnolia Company
was hired and all repairs pertaining to the water
tempceratures were made. Please see the attached
completed work orders. The log for documentation

(a;l:ME !REPII.MM‘mh: th“m tempe: ad'.wﬂ:s inthe | orieater temperature was revised on 6/10/09 and
, allowable tem oy excoed stafT in-serviced on 6/11/09.
| perature of 110 degrees Fahrenheit | — = :
| @8 evidenced below:
| [Cross rafer 10 W104.2] Observation of the v O
aafth ﬁegulaﬂnn Administration
) TITLE (X8) DATE

BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

'ATE FORM
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| master bathroom #3 on May 20, 2008 at 9:50 AM

| revagled a thermometer was available.

. Subsequent observations in master bathrooms

#1 and #2 on May 22, 2009 at 4:17 PM and 4:19

. PM respectively, revealed the same type of
thermometers were availabie to monitor the watar

temperatura in these areas. .

Assessment of the water temperatures on May A. It is the policy of St John’s Commu nity

i 42, 2009, beginning at 4:17 PM revealed that the | Services to ensure the safety and protection of all of
temperaturas in alt bathroom and the kitchen the Individuals in ity care. The Magnolia
excaeded 110 dagrees Fahrenhelt as evidenced | Company was hired and all repairs pertaining to

| below: ‘ the temperatures were made. Please sec the
- & : attached completed work orders. The log for 6/10/09
i : 2“3%‘2;;::"}’::2&?"”‘“ 1 ond #2) documentation for taking water temperature was :

revised on 6/10/09 and staff in-serviced on 6/10/09,

- Master bathroom #2 (Residents #3 and #4): |
126 degrees Fahrenheit

- Master bathroom #3( Adjacent to office): 119
degrees Fahrenhsit

- Kitchen - 118 degrees Fahrenheit

The thermomater installed on the hot water
heater to monitor the temperature revealed it
registered a water temperaturas of 110 degreas
; Fahrenheit

intervigw with the QMRP on May 22, 2000 at 4:19
PM revealed that hot water temperatures had
.| beah maintained at less then 110 degyrees
Fahrenhelt. The QMRP then summoned the
agency's engineer by telephone ta the GHMRP

to correct the hat waler temperature.

1 The review of the hot water tempaerature log on
May 22, 2009 at 5:00 PM revealed it shouid be
| completed at the beginning of every shit,

Health Regulation Admirsiaton

STATE FORM ' _ - 7PT1Y ¥ continumtion shet 2 of 17°
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" According 10 the log, no water temperatures were

‘ recorded after May 20, 2009 at 5:30 PM.

At approximately 5:00 PM, the engineer reduced
the temperature setting on the hot water heater
and, theresfter remained onsite to monitor the
water temperatures. The survayor measursd the
water temperatures agaln several imes, and
: finally at 6:10 PM. At that time, the water
| temperatura in each of the four aforementjoned
areas was between 96 and 103 degrees
Fahrenheit.

Al the tima of the survey, however, there was no
evidence the GHMRP had ensured that the water
temperature did not exceed 110 degrees
Fahrenheit in aress of the GHMRP usad by
individuals who had not been trained to regukste

i water temparature,

! B. All knobs were observed to be missing from

; Resident #2's chast of drawers. The knobs wers
necessary to snsure nasy access to the
resident's belanging.

C. Resident #2's bed was cbserved to move on
the hardwood floor when pressure was applied to
the side of the bed. Further observation of the
bed and interview with the direct care staff
reveaied that there were brakes installed on the -
wheais at the top of the bed. There was no

| evidence however, that the GHMRP had

! to prevant movement and to snsure the position
i of the resident's bed remained stable with
pressure, and to prevent the risk of falls,

i D. The lower wall, near the entrance door to the
badroom of Residents #1 snd #2 was heavily
damaged. Interview with QMRP revealed the

A. Tt is the policy of St John’s Community

Services to ensure the safety and protection of all of
the Individuals im its care. The Magnolia
Company was hired and all repairs pertaining to
the temperatures were made. Please sce the
atiached completed work orders. The log for
documentation for taking water temperature was
revised on 6/10/09 and staff in-serviced on 6/10/09,

|

stabllized the two wheels at the bottom of the bed

B. All knobs have been replaced on the Chest of
Drawers for Sample #2 on 5/25/09. In the future,
the knobs will be replaced timely.

C. The bed for Resident #2 has been replaced.
- | !

—~ |

D. A request for Fepair of the lower wall,
near the
entrance door to the bedroom of Resident#1 hay-
been made. The maintenance date for 6/22/09 hag
hee.n scheduled after receipt of a special plexglass | 5/25/09
Which is to be installed to protect the waj) arrives,

l 5/25/09

Heehth Fegula

laBon AdmTisosion
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 damaged had been caused by contact with the
! resident's wheeichairs. :
I

E. There was an accumulation of dust and dirton| E. The dust and dirt accumulated on the floor of | 572509
’ ] the fioor of the utliity closet where the hotwater | the utilty closet where the hot water heater was 1

i heater was installeq. installed has been cleaned. B
i D, Miidew Was observad In the bathrooms in the
! following locations: d. The Mildew in the batbrooms in the Master 5125109

* (1) Caulking (unction of the wall to bathtub) in Bathroom #1 around the floor drain and at the wall

i Master Bathroom #3, (located adjacent to the to floor junction has been removed, _
! office) - R . i

(2) Master bathroom #1 - {around the fioor drain | g, Caulking (Junction of the wall to the bathtub in |
and at the wall to foor function) the Master bathroom #3 has been replaced,

e o lactrioal cutiet cover wes missing from | 5. Renair alse made to the Master Bathrosm #1 | §/28/09
the sockets located behind the head of Resident arqund the floor drain and at the wall to floo

! #2's bed, causing a potential safety hazard.  iunction. —_— .
F. Q ation of Resident #1' 8/25/09

[ revoablzzr:xtr:lmeztmthe sid: mm and E.,The electrical ontlet behing the head of Resident

| that it did not At wel on the frame of the bed, #2’s bed has been covered, |

i I. e — R e . —r—

; causing 8 potential safaty hazar, . F. The bed for Resident #1 has been replaced

: G. Infection control measures for maintenance of M¢luding the mattress. . | 525109

personal kits were not implemented as evidenced
below: G. All personal kits were cleaned and staff in-
[serviced on infection control,

(1) Resident #4's topical muedications were : 5/25/09
obsarved stared In har personal kit with toiletry 1. The personal kit for Resident #4 has been

: ftems. The top was missing from the residents divided into two, all toiletry items waere re laced
| {ooth paste. Spilage of a lquid wan cbeerved cn U topieal med, P

cations stored Properly in the /258/09
the bottom of the persona kit, Separate kit ¥ 512510
: (2) Toothbrushes of Residents #1, 2 and #4
wore stored in personal hygiene kits uncovered. $/25/09
; of the kits. , have been replaced ang covered. ,
alth Regulation Adminietration, l I
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(3) Resident #3's tooth pasta was stored without | 3. Resident #3's toothpaste has been replaced and r
the tap. the replacement does have top. 5/25/0%
(4) . Resident #4's tolietry items (oth paste and ce g
brugh and orant, etc.) wera rved 4. The Personal l'(xt t:or Resi_dent #4 has be.en
tombem stored Mmmtopbal medieation in me“ feparated. All toiletries arein 2 separate kit and 211 | 5/25/09
#4's personal kit topical are in a separate kit.
i H. Master Bathroom #2;
! H. Master Bedroom #2 5/25/09
(1) The shower mr thw“ un:rvmen.ldue to end 1. The Shower Chair has been replaced
covars missing @ Iwo front legs. 2. The towel rack has b
) The towel ook mataiies o the tack of the repain, ¢l rack has been removed and the door
doorh]ad one end missing and aiso the tows! rod
3sing,
was missing J. Lighting: 5/25/09
J. Lighting: " . .
(1) On the May 21, 2009 at 9:30 AM, three of four 1. Al lights in ¢the Kitchen were replaced with new
lights in the kitchen ceiling were observed to be | bulbs.
. inoperabie. ) '
2. The Ceiling light butbs were replaced
(2) During the same time, two of three cailing ight | indeed operable. Iu the futare allpb:'l:ba ::‘lcl‘ ll::e
in the living/dining ares were observed to be replaced timely, ,
 Inoperabl. nterview Wit the QAP reveaied 25009
lighting in the GHMRP was monitored by the : ; ,
maintenance department. The ceiling Iigmzn tSI.leTl"I;llzht bulb in the closet on the right side of
the iving/dining area were repiaced during the room of -Resident #3 and #4 has been 5/28/09
aftemoon of May 21, 2009. The celling lights in | "®Placed. The light is operable.
the kilchen were replaced on May 22, 2008,
(3) On May 22, 2008, the closat on the right side !l 1t is the Policy of St. John's C j
| of the bedroom of Resident #3 and #4 was to maintain the exterior environn::::!l'l :l?; ?::ivhsces 28009
observad to be without an operable light. Tite downspout has been cleaned and repair mad:y.
¢ . p
Il. The GHMRP failed to maintain the exterior | ° SAORNected pipe, -’
| environment a8 evidenced below:
| On May 22, 2009, at approximataly 1:30 PM, the
bottomn of the downspout, leading from the gutter
on the right side of the roof, was was observed to
saith Reguialion Adminsraton
TATE FORM - 37714 if continuation shaet 6 of 17
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l be bent and to contain grags and dabris. Further
| obsarvation of the downspout revasiled it was
disconnocted from the pipe Installed in the
ground to carry from the gutter away from the
GHMRP. This condition craated a potential for
watar excess water accumulgtion at he

- foundation of tha QMRP,

[ zua' 3509.6 PERSONNEL POLICIES 1208 ‘
‘ < 5125109
i Each empioyee, prior to employment and
annually thareafter, shalt provide a physiclan's It iy the Policy of St. John's Community Services
certification that a health inventory has been To provide a physician’s certification that s hexlth

performed and that the smpioyes ’ & hesith staius inventory has been performed and that the

id aliow him or her to rform ired — —
; m.le’.al M &7 hef to pe the requ employee’s heaith status would allow him or her tcbl

perform the required duties. Al personnel records

for S1 and S2 bas been updated. Also updated are 5/25/09
the health certificates for C1,C2,C3,C4, C5, Cs,

C7 and C8. l .

This Statute I8 riot met s evidenced by | ;

8ased on interview and record revigw, the '
GHMRP failed {0 ensure that annual health

| certificates/ inventories were oblained for two (2)
of thirteen (13} staff and eight (8) of eight (8)
gonmlhnts WOIKing with the residents of the

: GHMRP,

The findings inckide:

: Interview with the Qualified Mental Retardation
Professional (QMRP) during the entrance
conference on May 21, 2009 at approximately
9:45 AM, revealod that personne! records were

. Maintained at the administrative office and would

aaih elion Adminiatration
STATE FORM b 5P it continustion sheet 8 of 17
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Review of the provided records on May 22, 2009
| at approximately 2:45 PM, revesied there was no
' health cartificates warg avallable for 81, and S2.
Tha review of tha consuftants files reveajed no
health certificates were provided for C1, C2, 3,

' C4, C5, CB, C7 and C8,

1206

1227) 3510.5(d) STAFF TRAINING
Each training program shall include, but not be
! limited to, the following:

(d) Emergency procedures including first aid,
cardiopulmonary resuscitatian {OPR), the
Heimlich maneuver, disaster plans and fim
avacuation plans;

not met as evidenced by:

Based on staft and record review, the

! GHMRP failed o ensure two (2) of thiteen {(13)

. stalf were trained o implement emeng

. measures for four of four residents residing in the
| GHMRP. (Residents #1, #2, #3, and #4)

The findings include:

interview with the Qualified Mental Retardgtion

- Professional {QMRP) during the entrance

: conference on May 21, 2009 at approximately
9:45 AM, that parsonnel records were
maintained at the administrative office and wouid
be provided for review on the next day. At this
iime, the QMRP was
. CPR certification

This Stalute is

a, Review of the provided records on May 22,
2009 at Approximately 2:45 PM revesied the
GHMRP failed to previde evidanos of certification

208

227

The review of th
determine the
certificatey
stafls hyve

for

been idep

e Pemnn;i R;ord could not
identification of the $2 and ;3 The
2 an;im S:d Will be faxeq once the

J

palth
TATE FORM
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in Cardiopulmonary Resuscitation (CPR) for S2
and 83,

b. Further review of the provided records on May
22, 2009 at approximately 2:45 PM revealed the
GHMRP faited to provide evidence of current
First Ald certificationt for S2 and S3.

3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall inciude both diagnosis
and evaluation, Including identification of
deveiopmental levels and neads, treatment
services, and services designed to prevent
dehi:ricration or further loss of function by the
_resident,

This Statute is not met as evidenced by:

Based on observation, interview and necord
review, the GHMRP falied to ensure professional
servicas were provided in accordance with the
assessed needs of two of the four ragidents in the
sample. (Residents #1 and #2)

! The findings include:

A. The GHMRP failed to ensure nursing services
'in aoc:rdanc. with residents needs for Resident
#1 and #2,

1. The GHMRP's nursing services failed to
ensure that residents received all prescribed
medications without error.

| & Obesrvation of the medication administration
on May 21, 2009 at 7:09 PM, reveaiad the TME
administering Metformin 500 fng 10 Resident #2,

1227

{ 401

5/25/09
L. Itis the Policy of St. John's Community Services

to ensure professional services were provided in

accordance with the nasessed needs of all its

residents. |

| Review of the medication label at approximately
Hoallh lation Asministrabion

STATE FORM
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' B v 087229000 |
NAMEOFPRWDEHORSUPFUER

STREET ADDREES, CrTy. STATE, 21 coDg

2718 13TH STREET, NE
STJOHN'S MMUNITY SERVICES, | ’
co E5, INC WASHINGTON, DC 20013
(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION | pa
F (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL FIX (EACH CORRECTVE ACTION SHOULD 3E CoMpLETON
P?fem REGULATORY OR LSC IDENTIFYING INFORMATION) Pﬁe _ CROSS-R!FERE:DED TO THE APPROPRIATE AT
| ERGIENCY)
]}
W 000 | INITIAL COMMENTS W 000

A recertification survey was conducted on May

i 21, 2009 through May 22, 2009, The survey wes
initiated as a full survey dug to faciiity'’s history of
sondition ieval deficiencies during the previous
Survey period. A random sampling of two clignts
from the residential populetion of four famaies
Was salected for the survey. The rasuits of the
survey were based on observations in the home
and at two day programs, stair intsrviews, as well
as & review of the client snd administrativa
records, including a review of the unugual incident
reports.

w 104_ 483.410(2)(1) GOVERNING BoDY 1 . Ttis the Policy of St. John’s Community 4/14/09

The goveming body must exercise general poiicy, Services to provide quality services to its
budget, and operating direction over the fachity. residents, exercise general policy, budget and

: Operating direction over the facility. The
request for the Clinical Laboratory
Improvement Act CLIA Certificate of Waiver

This STANDARD s not met as evidenced by: - was submitted twice to the De

; partment of
Based one obsewaponm atr;d record Health, on 3/16/2009 and 4/142009
ope, wemwti'ng dm";?m m{ facilty a:"""i l‘l noed respectively. A copy of the compieted forms
beiow: irection Which were submitted tq DOH along with g

copy of the fax confirmation sheet is attacheg
The findings include: ! for your review.

|
1. [Cross refer to W383]. The facility failed 0
ensure it met the requirements for performing
lucosa monitoring testing, for elients in the
ility whose biood Qlucose was being tested by
fecility staff, for Client "2,

Interview with the Quaiified Mental Retardation
Professional (QMRP) on May 22, 2009
approximately 4:00 PM revealod that the Program
Director had submitied an application form for
abtaining a Clinica) Laboratory Improvemnent

DIRECTORG B e

AL

ather safeguibc {Boa Inatructons.) Exoapt for nursing homee, b 1o %0
following the ds mymmunm-phofmhm. Fwni%m“ﬂmmmmmﬂmm“?r‘mb bl-c:':
:&n&ﬂﬂﬂmmmmmmmmmmmwmuw Hdmmmdu.nnmwmammhmmhhwm

ORM OMS-2567(02.99) Pravious Variions Otmsess EventID:a7pyyy Fackly 10; 00G149 i continustion sheet Page 1 of 20
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NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZiP CODE
2715 13TH STREET, NE
ST JOHN'S COMMUNITY SERVICES, INC WASHINGTON, DG 'zm 8
oA ID ! SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION I s
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX &' . (EACH CORRECTIVE SHOU COMRL
TAG |  REGULATORY OR LSO DENT i INFORMATION) TAG CRORS REFERENCER O ThE, APPROPRUATE DATE
‘ DERCIENCY) i
1401 Continued From page 8§ 1401 ] ;
| 7:20 PM, indicated to take It with meafs, At 7: 6/15/09
PM Resident #2 was mmng':'gm“ a. I\‘!edlclﬁon with labels gives with food means do
calorie choppad dinner, ot give on an empty stomach. The Metformin 500
_ mg was administered to Sample #2 after she had
 Intarview with the Licansed Practical Nurse {LPN) | consumed her PM snack, The review of the
on May 22, 2009 at upproximately 2:40 PM, administration of the Metformin 500mg was made
confirmed that Resident #2 did not take her with the TME and that it should be given after 6/15/09
| Metformin with & mea. breakfast and after dinner, In the fature, the
: . . - Metformin 500mg will be administered after
i gn aabsazr:ahzgggftm mﬂm;;??gatmﬂon breakfast and after the dinner. A check with the
y <. spproximately 7: ' Consulting Pharmaecist confirmed that Metformin
revesied the TME administering one drop of \
Travatan 0.004% in both eyes. Less than a can be given 1 to 2 hours after 2 meal.
__ ?&ﬁ;ﬂ‘:‘;%#ﬂ‘ﬁ?@: Cosopt opth b, The TMEs were in-serviced on the proper
) administration of the eye drops for Sample #2, In
Review of the medication administration the fature all eye drops will be spaced accordingly.
instructions on May 22, 2009 at 10:45 AM,
revagled the following directions "f you are using | The TME's were in-serviced on 6/10/09 for the
Mmore than one eye drop medicine, aach medicine | proper duration of time between two eye drops 6/10/09
| should be given at least ten minutes apart.* when administering more than one eye drop. In the
: future, staffs will wait for the specified period of
Interview with the LPN at approximatety 2:30 PM | - -
confi { thst the TME did not wait ten Minutes | time befc.ire gdmmisterin_g_fnore t?an one eye drop.l
between adminlistering two different eye drops.
2. The Diet Order for Sample #1 was changed to
2. The GHMRP's nursing services failed to include no added salt by the Medical Director. 4
ensure that Residerit #1's skt intake was copy of the PMOF is attached for your review, In ' .
 monitored, the future the diet order will be written a5 ordered
' @ On May 21, 2000 at approximately 1:10 PM, | bY the Pharmacist.
| review of Resident #1's physician's orders (POs) '
for the psriod from July 2008 through May 2009
indicated that the resident had g histery of
strokes. Review of the pharmacy review dated
May 5, 2009 at 2:20 PM revaaisd the
pharmacist's recommendation to manitor
Resident #1's salt intake.
| interview with the LEN on May 22, 2009 at
Hoalth Reguialion AdmiTTaoelon
BTATE FORM e 37P711

¥ continumtion shast 8 of 17
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
ST JOHN'S COMMUNITY SERVICES, INC RSO T, NE
| iy n
o SUMMARY STATEMENT OF DEFICIENGIES PROVIDER'S PLAN OF CORRECTION
fanidd " g DEFICIENCY MUST BE PRECEDED BY FULL PREFX | (uAw GORRECTIVE ACTION SHOULD BE CONPLETE
TAG REGULATORY OR LSC IDENTIFYING NFORMATION) TAG CROSS-REFERENCED ;%'nne APPROPRIATE bATE
1401) Gontnued From page § | 401

approximataly 3:00 PM revesied that she was
unaware of the recommendation by the
phamacist,

There was no evidence that the pharmacist's
recommendation {0 monitor Resident #1's salt
intake had been addressed.

3. The GHMRP's nursing services failed to
snsure a referral for follow-up on Resident #1's
abdominal distention as recommended.

Review of the primary care physician's medical
consultation form dated January 22, 2009 on May
+ 22, 2009 at approximately 4:30 PM revealed
Resident #1 had nonpainful abdominal distention.
The primary care physician recommended a flat
and erect abdominal

x-ray and thereafter, a follow-up evaluation in one
1 weaek,

Interview with the LPN at approximately 4:45 PM,
indicatad thet she attemptad to schedule an
appointment, but was unsuccesstyl,

At the time of the survey, there was na evidenca
that the follow-up on Resident #1's a@bdominal
distantion had been completed,

B. The GHMRP failed to ensure coordination of
professional services o ensure that Resident #1
received her therapeutic diet as presaribed.

' 1. On May 21, 2000 at 11:52 AM, Resident #1

3. Sample # 1 completed consultation for
abdominal distention on 6/4/09. In the future, all
consultation will be tompleted timely.

[
1. It is the Policy of SICS to ensure that outside

- was observad at her day program esting s services meet the needs of all the individuals ix its
chopped hamburger, mix vegetables, rice water, | care. The 'Day Program Staff was in-serviced on
and kool aid. Interview with the day program the mealtime time protocol ang diet order for
counsaloreata iMately 11:55 AM, sample # 1 on 6/15/09.
that Resident #1 was eating a 1500 calorie diet.

FGatth Negulation Administaton
STATE FORM -y

7P
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WASHINGTON, DC 20018

(X9 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST RE PRECEDED BY FULL
REGULATORTY CR LSC IDENTIFYING INFORMATION)

)
PREFIX
TAG

CROSS-REFERENCED 1O THE APPROPRIATE
DEFICIENCY)

FROVIDER'S PLAN OF GORREGTION o)
{EACH CORMECTIVE ACTION SHOULD ME courLETe

Heakh Ragulation Administration

I 401 j Continued From page 10

! Review of the day program meal time protocol
dated October 2008 at approximately 12:00 PM,
revealed the resident was prescribed a 1500
calorte, mechanical soft, low sodium diet with thin
liquids. Review of the group home mea! tima
protocol at 1:10 PM reveasied that Resident #1
was prescribed a 1200 calorie reducing, chopped
diet. Review of the physician's order dated May 5,
2009 at 1:30 PM, confirmed that Resident #1 was
prescribed a 1200 calorie reducing, chopped diet,
Further record review revealed that Resident #1
weighed 126 ibs and exceaded her desirable
weight range of 88-104 Ibs. The meal ime
protocol noted nutrition concemns that Resident
#1 was overweight and had the potential for
weight gain,

Interview with the Qualified Mental Retardation

| Professional (QMRP) on May 14, 2009, at

| approximately 2:30 PM indicated that the group
home had informed the day program of Resident
#1's mealtime protocol.

Al the time of the survey, there was no evidence
that Resident #1's mealtime protocol was
: implementad while at the day program,

2. On May 21, 2008, at 7:48 PM, Resident #1
was observed eating her dinner meal that
consisted of @ chopped turkey burger, mashsd
potatoes, salad and cranbeny uice.

Interview with the House Manager and the Direct
Care Aids at 7:55 PM revealed that Resident #£1
recalves a 1500 cajorie diet,

Review of Resident #1's physician's order dated
| May 6, 2009 on May 21, 2009 at 1:10 PM,

. revealed that the resident's diatary erder

: consisted of a2 1200 calorie diet. Review of the

| 401

2 I

5/25/09.

is the Policy of SJCS to ensure that outsid

services meet the needs of all the individuals ip it:
care, The Staffs was in-serviced on the mexltime
time protocol and diet

order for sfmple #1 on

STATE FORM

TP

I continuation sheet 11 of 17
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19::);& (EACH DEFICIENCY MUST BE Pngnmenwruu PREFX | (EADH mmnw?eﬂm SHOULD BE v
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1 401/ Cantinued From page 11 | 401
{ nutritional assessment dated July 24, 2008 at
. 1:30 PM also revealed a 1200 calorie diet.

* Interview with the Licanse Practical Nurse (LPN)
" on May 22 20089, at approximataly 4:00 PM,

- indieated that Resident #1 should recelve a 1200
' calorie diet.

There was no evidence that the GHMRP ensured
that Resident #1 received her modified dist in
accordance with tha written prescribed physician
order.

C. The GHMRP failed to ensure professional C. It is the Policy of St, John's Community
8ervices to maintain Resident #1's whesichairin ~ Services to maintain the adaptive equipment for all
good repair, its residents, The Armrest of the wheelchair was
repair on 5/25/09. |
On May 21, 2000 at 8:30 AM, the armrests on !
Resident #1's wheel chair were chserved o be - !
; very womn, with the fabric visibie through the vinyl .
_ covering on both sides,

Review of the 710 form dated January 4, 2009 at
5:00 PM, confirmed the ordar to repair the
anmmrest. Further review revealed a 719 form
dated March 12, 2008. The 719 form stated
"Present wheaichair has parts which continue to

! need repair. In spite of various repairs, the

: Wheelchair is wobbling end reslly poses some
concerns.”

interview with the Quaiifisd Menta) Retardation
Professional on May 22, 2009 at approximately
3:00 PM indicated that the foot rest was the only
repair made to Resident #1's wheelchair,

Al the time of the Survey, there was no evidence
| Resident #1's whealchair had been maintainad in !
i good repalr, 1

Health ml Bon Administration

STATE FORM , v 3I7PT11 » ¥ contiruation Sheel 12 of 17
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STATEMENT OF DEFICIENCIES N p ER/SUPPL| : DATE SURVEY
AND PLAN OF CORRECTION o) leEN‘rmng:l'r'iUMs RAGLIA ::z') m:z CONSTRUCTION MWED
HFDO2-0124 8 WnG 05/22/2009
NAME OF PROVIDER DR SUPRUER STREET ADDRESS, CITY, 8TATE, 2IP CODE
ST JOHN'S COMMUMTY SERVICES, ING WASHING o o
SUMMARY STATEM T : PROVIDER'S PLAN OF CORREGT! !
.!’é‘e’s’& (EACH nmcairw M%mum mgnx {EACH oon:gcms fgnon Si-lOI.I.%N BE ; m&."m
TAG REGULATORY OR LS¢ IDENTIFYING INFORMATION) TAG mmneg% :'F.D NJVJHE APPROPRIATE ;  DATE
' |
1422| Continued From page 12 ) 422 |
1422 3521.3 HABILITATION AND TRAINING 1422 :
Each GHMRP shall provide habiitation, training i

| and assistance to residents in accordance with

i the resident ' s individual Habilitation Plan,

| This Statute is not met as avidenced by:

| Based on chservation, interview and rerd
revisw, the GHMRP falled 1o provide self
medication training in accordance with the

{ Indlividual Habilitation Pians (IHP) for four of tha

' four rasidents residing in the GHMRP. (Residents

#1, 42, 43, and #4)

: The findings include:

' 1. The GHMRP falled to ensura thet the residents
participated In their activities of dally Nving skills
program as specified in their IPP as evidenced
below: .

During medication observation on May 21, 2009
at 7:09 PM, the Trained Medication Em
(TME) removed Residant #2's madications from

* her blister peck. The TME spoon fed Residant #2

; drink independently.

At 7:25 PM the TME was observed remaoving
Resident #3's medications from her biister pack,
Resident #3 was spoon fed her medications by
the TME. Further observation rgveatad
Resident#d drinking water as the TME held the
oup,

At 7:35 PM the TME was observed removing

: Resident®#4's medications from her blister pack.
" Resident #4 was spoon fed her madications and
- drank her water as the TME held the cup.

- her medications snd handed her & cup of watar to

program on 6/10/09.

1. Tt ia the Policy of St, John's Community Services
to enzure that each individua) receives continnous
active treatment as soop as the Interdisciplinary
Team fornulates the individual's [PP,

1. All staffs were trained on the self Medication

2. Staffs were in-serviced by the Nurse and QMRP
on the Self Medication Program on 6/10/09.

1. It is the policy of St, John’s Community Services

to inform each individual’s parent or legal
_gngrdigg‘._gf__the_ﬂe_d.ipal_condiﬁun developmental | ]
and behavioral status, attendant risks of treatment,

and of the right to refuse trestment. The informed

consent for Sample #1 has been requested for the | 6/15/09

——r e P

use of the BSP.
H-am Rmﬂun Administration , l
STATE FORM L arrrie ¥ continumion sheet 11 of 17
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oAy D SUMMARY STATEMENT OF PROVIDER CORRECTION |
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED @Y FULL pn?m I {EACH CO TR A o
TAG |  REGULATORY OR LSG IDENTIEYING INFORMATION) TAQ l CROSS-REFERENCED rAgT n?g mmafm ot
DEFICIENCY) i
1401} Continued From page 8 101 | ;
7:20 PM, indicated to take it with meals, At 7:43 6/15/09
PM Resident #2 was observed eating a 1500 8. Moedication with labels gives with food means do
calorie chopped dinner, not give om an empty stomach. The Metformin 500
‘ . wg was administered to Sample #2 after she had
. Interview with the Licansed Practical Nurse (LPN) | consumed her PM snack. The review of the
on M:; izngtn: atidlppmmmataly 2:40 PM, administration of the Metformin 500mg was made
conﬁMatfonnln - ;:'e;ntﬂ did not take her with the TME and that it should be given after 6/15/09
, . breakfast and after dinner, In the foture, the
: . . Metformin 500mg will be administered after
b. Observations of the medication administ g nistered 8
on May 21, 2000 at Spprosiaton 11 s PM"’"""“ breakfast and after the dinner. A check with the
revealed the TME administering one drop of Consulting Pharmacist confirmed that Metformin
TW 0.004% in both ayes. Less than a can be gijven 1to 2 hounrs sfter a meal.
minute later, the TME administered Cosopt : ' o !
| drops in the Resident #2's right .r:‘; opth b, The TMES were in-serviced on the proper
' administration of the eye drops for Sample #2. In
Raview of the medication administration the feture all eye drops will be spaced accordingly.
instructions on May 22, 2000 at 10:45 AM,
:;:m r:nf:lmm "If you arr;eg_airg The TME’s were in-serviced va 6/10/09 for the
! e, each iCine duration of time between tw drops 6/10/09
v p propgr ura 0 &ye P
i shouid be given at least ten minutes apart. when administering more than one eyc drop. In the
| Interview with the LPN st . future, staffs will wait for the specified period of
| confirmed that the TME d;mm r?u?lm time before administering more than one eye drop.
betwasn administering two different eye drops. : - h :
; 2. The Diet Order for Sample #1 was changed to
Eng; ws;;::gﬁw failed to inctude no added salt by the Medical Director. A
monitored. intake was copy of the PMOY is attached for your review, In ' .
! the future the diet order will be written as ordered
- ) On May 21, 2000 at approximately 1:10 PM, by the Pharmnacist.
review of Resident #1's physician's orders (POs)
for the period from July 2008 through May 2000
indicated that the resident had g higtary of
strokes. Review of the pharmacy review dated
May 5, 2009 at 2:20 PM revealsd the
pharmacist's recommendation to monior
Residant #1's galt intake.
Intarview with the LPN on May 22, 2009 at
Health @tion Admintstration
STATE FORM : ey

S7TP711 ¥ continustion sheut O of 17
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approximataly 3.00 PM revealed that she was
unaware of the recommendstion by the
phamacist.

There was no avidence that the pharmacist's
recommendation {0 menitor Resident #1's salt
intake had been addressed.

3. The GHMRP's nursing services failed to
ensure a referral for follow-up on Resident #1's
abdominal distention as recommendad.

Raeview of the primary care physician's medical
consultation form dated January 22, 2009 on May
i 22, 2009 at approximately 4:30 PM revealed
| Resident #1 had nonpainful abdominal distention,
i The primary care physician recommended a flat
| and erect ubdominal

x-ray and thereafter, a follow-up evaluation in ona
1 waek,

Interview with the LPN at approximately 4:46 PM,
indicated that she attempted to schedule an
appointment, but wes unsuccessful.

; At the time of the survey, there was no evidenca
| that the follow-up on Resident #1's gbdominal
distention had been completed.

B. The GHMRP failed to ensure coordination of
profassional services 10 snsure that Resident #1
received her tharapeutic diet as presaribed.

1. On May 21, 2000 at 11:52 AM, Resident #1
- was observed at her day program sating a
chopped hamburger, mix vegetables, rice water,
and kool aid. Interview with the day program
counselor at approximately 11:85 AM, indicated
that Resident #1 was eating a 150G calorie dist,

PRINTED: 08/05/2009
FORM APPROVED
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3. Sample# 1 completed consultation i‘br
abdominal distention on 6/4/09, In the future, il
consultation will be completed timely.

!
1. It is the Policy of SICS to emsure that outside
services mect the needs of all the individuals in its
care. The Day Program Staff was in-serviced on
the inealtime time protocol smd diet order for
sample # 1 on 6/15/09.

l

Health Regu Adminigiration

STATE FORM s 37P7T11 ¥ cortinuation sheet 1007 17
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!

| Review of the day program meal time protoco)
. | dated October 2008 #t approximately 12:00 P\,
revealed the resident was prescribed a 1500
cailorie, mechanical soft, low sodium diet with thin
liquids. Review of the group home mea) time
protocol at 1:10 PM reveaied that Resident #1
was prescribed a 1200 caloria reducing, chopped
diet. Review of the physician's order dated May 5,
2009 at 1:30 PM, confirmed that Resident #1 was
preacribed & 1200 calorie reducing, chopped dist.
Further record review revealed that Residant #1
weighed 126 (bs and exceedsd her desirable
; weight range of 86-104 Ibs, The meal tirme
Protocol noted nutrition concams that Resident
#1 was overweight and had the potertial for
weaight gain.

Interview with the Qualified Mental Returdation

Professional (QMRP) on May 14, 2009, at

I appraximately 2:30 PM indicated that the group
home had Informed the day program of Resident

#1's mealtime protocol.

At the time of the survey, there was no evidencs
that Resident #1's mealtime protocol wasg .
. implemantad while st the day program. .

| 2. On May 21, 2009, at 748 PM, Resident#1 | 2. It is the Policy of S5C§ ¢, ensure that outside

was cbeerved sating her dinnes mael that services meet the needs of al] the Individuals jg its

consisted of @ chopped turkey burger, mashed | care, The Staffs wag in-serviced on the mealtime

Potatoes, salad and cranberry juice, | ;ifrzne protocol and gjet order for sample #1 oq
|-8/25/09,

recelvas a 1800 cajorie diet

| Review of Resident #1's physician's order dated
| May &, 2009 on May 21, 2009 at 1:10 PM,

. revesled that the resident's diatary order :
; Gonsisted of a 1200 caloria diet, Review of the
Health Regulation Administration

STATE FORM e AYPT11 It cortinuation shest 11 of 47
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nutritional assessment dated July 24, 2008 at
1:30 PM aleo revealed a 1200 oalotie diet.
Interview with the License Practical Nurse (LPN)
on May 22 2009, et approximataly 4:00 PM,
indleated that Resident #1 should recelve a 1200
calorie diet.

There was no evidencs that the GHMRP ensured '

that Resident #1 recaivad her modified diat in
accordance with the wrilten prescribed physician
order.

C. The GHMRP failed to ensure professional
services t0 maintain Residant #1's wheelchair in
good repair,

On May 21, 2000 at 8:30 AM, the armrests on
Resident #1's wheel chair wera observed 1o be

; very worn, with the fabric visible through the vinyl
* covering on both sides,

Review of the 710 form dated January 4, 2009 at
§:00 PM, confirmed the ordar to repair the
ammrest. Further review reveaied a 719 form
dated March 12, 2008. The 718 form stated
"Presant wheeichair has parts which continue to

' need repair. In spite of various repairs, the
. wheelchair is wobbling snd reslly poses some

concerns.”

Interview with the Quaiified Mental Retardation
Professional on May 22, 2000 at approxi

3:00 PM indicated that the foot rest was the anly
repair made to Regident #1's wheelchair,

At the ime of the survey, thers was no evidence
Resident #1's wheelchair had been maintained in
good repair,

404

C. It is the Policy of St. John's Community
Services to maintain the adaptive equipment for afl
its residents, The Armrest of the wheelchair was
repair on §/25/09. |

STATE FORM
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14221 3521.3 HABILITATION AND TRAINING 1422 )

Each GHMRP shall provide habilitation, training
and assistance to rasidents in accordance with
the resident ' s Individual Habilitation Plan.

This Statuta is not met as evidenced by;

Based on observation, interview and record
review, the GHMRP falled to provide salf
medication training in accordance with the
Individual Habilitation Plans (IHP) for four of tha
four residents reaiding in the GHMRP. (Residents
“#1, #2, #3, and #4)

j
|
1

: The findings include:

! 1. The GHMRP feiled to ensure that the rasidents
participated In their activities of daily Nving skills
program as spacified in their IPP as evidenced
below: .

During medication obsarvation on May 21, 2009
at 7:09 PM, the Trained Medication Employse
(TME) removed Resident #2's medications from
her blister pack. The TME spoon fed Resident #2
- her medications snd handed her o cup of water to
. drink independently,

| At 7:25 PM the TME was ocbserved rermvlnd

1. It is the Policy of St. John's Community Services
to ensure that each individual receives continnons
active treatment as soon as the Interdisciplinary
Team formulates the individual’s IPP.

1. All staffs were trained on the self Medication
program on 6/10/09.

2. Staffs were in-serviced by the Nurse and QMRP

Resident #3's medications from her biet pack, | P the Self Medication Program on 6/10/09,
Rasident #3 was spoon fad her medications by
the TME. Further observation revesiad
Resident#3 drinking water as the TME heldthe | 1. It is the policy of St. Jehn’s Community Services
cup. | to inform each individusl's parent or Jegal
guardian of the medical condition, developmental |
i At 7:35 PM the TME was observed removing and bebavioral status, attendant risks of treatment, i
; Rasfde:?“? moditlon’:dfrom her blister pack. | 41,3 of fhe right to refuse treatment. The informed
: dl hr;'dnk.her “ﬁ:mm;;';";:':?" and | sonsent for Sample #1 has been requested for the | 6/15/09
use of the BSP,
Heolh Reguation AdmiTsnaion 1 l
STATE FORM - a7PTI1 ¥ continumtion sheet 13 of 17
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At 7.43 PM TM bsea i
Rosidznt 21 nfa:"gt?ons mrﬁm pack, [ & Itis the Policy of St. John's Community
2t hen: spoon fad Residont #1 her medications | Ser¥ices o ensure that each individual receives
and handed her a cup of water i drink continuons active treatment as soon as the
independently, Interdisciplinary Team formulates the individual’s
IPP.
Interview with the TME at approximately 8:00 PM, 6/10/09
rwulld that the residents participated inaself | 1. Al staffs were trained on the self Medication
medicstion pragram, program on 6/10/09,

a. ldentify time of medication

b. Obtain water or juice

¢, Obtain medicine cup

d. Remove medicine from billster pack,
€. Throw cup In trash,

At tha ime of the absarvation, there wez no
evidance that the TME

- implementsd the rasidents’ sei medication
administration program objsctives,

2. The GHMRP failed to ensure that Resident #1
received training to improve her sittng balancs as
recommended by the physical tharapist

On May 21, 2009 at 7:25 AM Resident #1 was
observed sitting in her wheelchair waltching
television. Review of the physical therapy
objective for Resident #1 on May 21, 2009 at
approximately 5:00 PM, revealed it statad, “Given
| stand by aseistance, Resident #1 wij) tolarate

- $itting on the side of her bed for ten repatitions,

: three days per week for twelve consecutive

| months,

Hesith Regulation Adminsiaton
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1422 | Continved From page 14 1422
interview with the Qualified Mertel Retardation
Professional on May 22, 2009 gt approximately
1:30 PM, confirmed that the physical therapist
goal was not included in the intg Resident #1's
Individual Program Pian,
The review of progrem dats Jatar that day also
raveaied no evidence that the aforementioned
objective was implemented.
1500, 3523.4 RESIDENT'S RIGHTS | 500
Each GHMRF residence director shall ensure
that the rights of residents areobservedand
protectad in accordance with D.C. Law 24137, this
chapter, and other spplicable District and federal
laws,

Health RegUlation

Chapter 13 of

revesled
Cionaze

Basad on obseivations, interviews and recand
! reviaw, the GHMRP failed to observe and profect
residents’ rights in accordance with Title 7,
the D.C. Code {formerly called
D.C. Law2-137, D.C. Coda, Title g, Chapter 19)
that governs the care and rights of persons with
mental retardation,

The finding includes:

1. The GHMRP fajled to ensure that restrictive
! programs were
; had been obtained

Obeervation of the evening medication
administration on May 21, 2009 at 7:43 PM
Resident #1 was administered

pam 1 mg. Interview with the Licensed

EThisStatute Is not met as evidenced by:

used only afer written consants
for Resident#1.

Practical Nurse (LPN), revealed the
aon A

invsiration

v

 continuation shewt 15 of 17
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: aforementioned medication were used to address
the resident's aggression.

Intarview with the Qualifisd Mental Retardation
Professional (QMRP) during the entrance
conference on May 21, 2008 at 9:15 AM,
revealed that Resident #1 had a Behavior
Support Plan (BSP), and ¢id not have the
capacily to give informed consant for the use of
medications and habflitation services. The
QMRP's staterent was verified on May 21, 2009
at 3:50 PM through review of Resident #1's
psychological assessmaent dated August 21,
2008. According to the assessment, Resident #1
"does not evidence the capeacity to make
independent decisians in the areas of habilitation
, residential placement, medics! decisions,
finances, and life pianning. Continued Interview
with the QMRP, revealed that Resident #1 sister
acted as her gusrdian,

Tha review of Resident #1's record on May 21,

addition to taking psychotropic medications, siso
had a Behavior Support Pian {BSP) dated
September 15, 2008 to address her behavior of
physical aggression. At the time of the survey
however, the facility failed 1o evidence that
consent was obtained from a legally sanctioned
rapresantative for the use of the

2, The facility failed to demonstrate protection of
residents’ rights to receive tralning and
habilitation to enable residants to acguire and
maintain ke skills and achigve their optimum
functioning, for Residents #1, #2 3, and ¥4

! residing in the GHMRP as follows:

- @. [Cross-refar (o 1422.1 |. On May 21, 2009
| abservation of the medication administration

2009, at 3:58 PM confirmed that the resident, in |

1500

Heglth m:&m Admintsiration
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1500 | Continued From page 16 1 500
beginning at 7:09 PM, revesiad that Residents -
#1, #2, #3, and #4 did not receive recommended
habilitation and support o maximize their
potental to acquire skills in self medication
administration.
b. [Cross-refer to 1422 2 }. Racord review on May | b Th revised
; 21, 2008 and interview with the Qualified Mental :’itﬁn: Iftrlunce fortsh:rgll::?ap#;’:::losti:,f?: :::r:hi:-
Retardation Professional on May 22, 2000 serviced on 6/11/09 y
ravealed that the facility failed to snsure that .
| Resident #1 received training to improve her
siting balance as recommended by the physicat
therapist.
Hoalth Reguistion AGmintston
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R 000! INITIAL COMMENTS R 000

A licensaure Survay was conducted on May 21, !
2009 through May 22, 2009. A random sampile of o
| two residents was sslacted from a residential
poputation of four femaies with mentsl retardation
and other disabiities. The survey findings were
basad on observations In the group home and
day programs. In addition, the findings were
based on Interviews with direct care,
administrative, nursing, and day program staff. A
review of the facility's records, including the )
unusual incident raports was also conducted. _ ;

R 125 4701.5 BACKGROUND CHECK REQUIREMENT | R 125
The criminat background check shall discicse the

contract worker for the previous seven (7) yoars,
in all jurisdictions within which the prospective
empioyee or contract worker has worked or
resided within the seven {7) years prior to the
check.

| This Statute is not met as evidanced by: !
'Basedonlnlewtewandnoomravlew,ME '
GHMRP falled to snsure' criminasl round
chacks disciosed the criminal h any
prospective empiayee or contract worker for the
previous seven (7) years, in all jurisdictiona within
which the prospective employee or contract

The findings include:

On May 21, 2000 at 9:45 AM, an entrance It Is the Poli ’s Com '

. cy of St John’s Community Services to
conference was conducted with the Qualified provide criminal background check of all 6/11/09
Mental Retardation Profsssional (QMRP) 1o

docum seded employees. The criminal background check for S1
request ents n during the survey 83 and S4 has been requested. '
Reguiation tral

TIMLE X% DATE
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TATE FORM [ reTn ¥ conlinuation sheat 1 of 2




PAGE 13/25
96/16/2809 BB:24 2823375459 ST JOHNS DC

PRINTED: 06/05/2000

FORM APPROVED
STATEMENT OF DEFICIENCIES 9 P A
AND PLAN OF CORBEC I xn !mg% PLIER/CL ) {%2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
i A, BUILDING
NFDO3.0124 o o220
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODE
ST JOHN'S CONMUNITY SERVICES, INC WASr LT, NE
(%) 0 SUMMARY ETATEMENT OF DEFICIENGIES ™ PROVIDER'S PLAN OF GOR o)
PREFIX (anmmvwsraammwm PREFIX (EACH ACTION LD &) couey
TAG REGULATORY CR L5C IDENTIPYING INFORMATION) TAG CROSS-REFERENCED TO THE EF%IOFRI:TE D'“'Em
DEFICIENCY)
R 125! Continued From page 1 - R125

process. During this time, svidence of criminal
background checks for staff who worked at the
group horne was requested.

' Interview with the QMRP revealed that the

| requested documents wouid be provided on May
| 22, 2000,

On May 22, 2009, beginning at 2:45 PM, the
review of the provided personnel recorde .
revealed that the GHMRP falled to provide
evidence that an employee criminal background
Check was provided for each jurisdiction whero
the empicyees had lived and/or had worked
duﬁnsg4mo last seven years for three staff (S1, S3
and 54), !

FHeaith Rogulaton ASmmeaton
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