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. A recartification survey was conducted from July
15, 2010, through July 16, 2010, A sampling of

three men wis selected from a residential i
population of six men with various degrees of :
; infeliectual ard developmental disabliities,

The findings ) the survey were based on q&’.e,u:te_@ Ql lo,{ T

obsetvaltions, interviews with clisnts and staff in

the home ari! at three day programs, as wellas a ; GOVERNMENT OF l
| review of clie 1t and administrative records, DERART‘L%%?(S);?*’CT OF COLumMSIA
Including inciijent reports. &gsEALTH REGULATION ADMElﬁLTH :
W 159 | 483.430(a) QUALIFIED MENTAL W 158 NORTH CAMTOL ST g ISTRATION
RETARDAT| )N PROFESSIONAL WASHINGTON, 5,0 ébm"’?’f FLOOR

Each client's active treatment program must be
integrated, o ordinated and monitored by a
quaiified mental retardation professional.

This STANDARD is not met as evidenced by
Based on obiervation, Interview, and record
review, the facliity failed 1o ensure the Qualified
Menta! Retaniation Professional (QMRP)

: coordinated servicas, for one of three clients in
 the sample. (Jllent#2)

The finding includes:

The facllity ta led to finate sarvices tb ensure Client # 2 uses a custam made wheclchair that can { 07-19-10

Client #2's mealtime protocol addressed his ba adjiisted to 90 degree angle to enable him to sit ‘
current positioning needs, as /dentified by staffas upright at the dining tabie. Staff was retrained on
evidenced be ow; 07-19-10 how to adjust the wheelchair to 90
degrec angle during mieal times. QMRP will
: On July 15,2)10 at 3:57 p.m. and 7:18 pm, closely monitor all clients at the dinning table on
raspectively, [Slient #2 was observed slightly @ daily basis for two weeks and then monthly to

reclined in his wheelchair, as he was fed his
snack and his dinner, During this time, the client
did not appear to experisnce any disiress.

ensure that staff implements all meal time protocols
in the right way

|_(See Attachment "A" )

ABDRATORY DIRECTOR'S OR SROVIDER/SUPPLIER REPRESENTATIVES SIGNATLRE TITLE {¥8) DATE '
Mo s m%%mhw AD.C vy 215110
\ny daficiancy statament encir g with an sateriak (") dangtes & deficiency which the ion may be wxcused Ffom commacting providing & is determined thet

ther safeguarda provide suffic ant pretection to the patients. (Sma Instructions.) Except far nursing homas, the findings stated above are disciosahie 90 days
iowing the date of survey whsther or nét a plan of comection is provided. For nursing homes, the above fndings and plans of coraction are disciossble 14
2y fuaouﬂ;%' th;h Jata these documents am mage wvailable 1o the faciity. If deficlanclies are clied, an approved pian of correction is requisite to continued
rogram participetion.
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On July 18, 210, at 12:10 p.m., interview with the
staff and the AMRP revealed that due to Client
#2's physical disability, he was unable to sit
upright, at a £0 degres angle, as recommended
in his mesltirr e protocot,

On July 18, 2)10, at 12:17 p.m., review of the
chent's speech and language assessment
revealed clier t "presents with mild oral
dysphagia.” The subsequent review of the
Mealtime proiocol dated November 1, 2009
revealed, “Positioning upright B0 degree angle.”
At the time of the survey, however, there was no
evidence the Mient had been referred to the
speech and k nguate pathclogist for further
evaluation of his tolerated positioning when
saated In his vheelchair and eating food,
483.480(c) NURSING SERVICES

The facility must provide dlients with nursing
services In acordance with their needs.

This STANDARD is not met as evidenced by:
Based on obsarvation, intarview and record

- review, the fav:ility falled! to ensure the pravision of
nursing services in accordance with the needs of
one of three ciients in the sample (Client #1)

The finding injlutes;

The facility's rursing services failed to imely

document the effectiveness of sedation

administered Io Client #1, prior to appuiniments,
| #s evidenced jelow:

. 1. Interview with the qualified mental retardation
I’ professional (IAMRP) during the entrance

W 158

W 331 | The nursing staif was retrained on 07-22-10 on 07-22-10
how to document the effectivoness of all sedation
medications. The RN will monitor the documentatio n,
administration and effectiveness of all sedation
medication immediately after the appointment or at
the earliest. PMD will be notified as needad Alse
during monthly note abovg will be checked and

teferencad.

*Sce Attachment "B= 1 42"
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conference o1 July 15, 2010, at 9:05 a.m.,
reveaied Client #1 received several psychoiropic
medications {0 help manage his targeted
meladaptive ehaviors. Further Interview with the
QMRP on Juy 16, 2010 at 10:45 a.m., revealed
Client #1 had been non-compliant for a Dexascan
during severs) attempts, despite the
administration of sedation.

Record review on July 18, 2010, at 10:57 a.m.,
revealed a ptysician's order dated March 1, 2010 |
for, "Ativan 3 mg P.C. x 1, 1-1 12 hour priorto !
Dexascan apaointment on March 10, 2010". The |
review of the medication administration (MAR) |
! record reveal 3d that on March 10, 2010, the client
- received the yrescribed sedation prior to his

" Dexascan appointment. Continued review of the

- MAR reveale] it failed to include dogumentation
of the effectiveness of the medication as required.

i On July 18, 2)10. at 3:03 p.m., review of 3 March
i 17, 2010 phyuiician's order revealed, "Reschedule
Dexascan ani premedicate with Iytic cocktail IM
as follows: Dumerol + Thorazine 25 mg +
Phenergan 2!} mg x 1. 1 hour prior to the

i appaintment.’ The April 2010 MAR documented

» that the madication was sdministered to the client
i oh Aprii 1, 2010 gt 12:50 p.m. Review of the

| MAR, hawever, revesled it failed to include
documentation of the effectiveness of the
medication ar: required.

The record raview oh July 16, 2010, at 3:04 p.m.,,
reveated a manthly nursing summary dated April
12, 2010 whic h documented that sedation
administered lo Cllent#1 on March 10, 2010 and
April 1, 2010 1or the Dexascan, had not been
effective. Atihe time of the survey, however,

. there was no avidence nursing services had

i

W33

1
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 ansured doct Mentstion of the effectiveness of
“sedation on thie MAR, as required.
! 2. Interview with the QMRP on July 18, 2010, at 2. | The nursing staff was retrained on 07-22-10 on 07-22-10
}10:57 a.m., revealed Glient #1's non-compliant how to document the scdation medications, The SRR
- behavior during his eye appointment had will monitor the decumentation administration
“prevented 1he ophthalmplegist from completing a - and effectivencas of all sedation medication .
coMprehensie examination of his vision status, immediately ufter the appaintment o at the

earliest, PMD will b notified 45 needed, Also during
monthly note above wil] be checked and referenced.
See Attachment "Bt @2 "

On July 16, 210, at 3:05 p.m., the review of a
physician's orJer dated March 1, 2010 revealed,
“Alivan 3 mg 2.0, % 1, 1-1 12 hour prior to '
. ophthalmology appointment.” The physician's
medical progtess noted dated March 10, 2010
; revealed the client's vision exam had determined .|
: himto be a glzucoma suspect and that he was to
: return to opht aimology in 6 months.. The March
2010 MAR documenied that the medication was
administered o the client March 4, 2010, at 1:30 |~
- p.m, far his 3:.00 p.m. appointment. Continued
| review of the AR, however, revealed It feited 0 |
include docunientation of the effectiveness of the .
medication a3 required. !
W 436 | 483.470(g)(2) SPACE AND EQUIPMENT ' OW43B 08-02-10

The facility mist furnish, maintain in good repair, |
and teach cllents to use and to make informed
choices aboul the use of dentures, eyeglasses,
hearing and oher communications aigs, braces,
and other dev ces identified by the -
interdisciplina y team as needed by the client.

This STANDARD is nat met as evidenced by:
Based on obs ervation, siaff interview, and record {
review, the facility failed to ensure the -
maintenance of a mobllity device as

' recommendex| by the interdisciplinary team, for -

DRM CMS-2567(02-0%) Pravious \ srsions Qbsglete Evant 1D: GNJD1 Fadity ID; 00G 172 If continuation sheet Page 4 of 7
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one of three «fients in the sample. [Client#5} ! :

The finding ircludes:

On July 15, 2010, at 12:40 p.m., Chient #5's Cllt.'l'.lt # 5's Wheelchair nrm- n?l?le and Tight were 08-02-10

wheelchair was observed to have both arm rests | retrained on 03-02-10. The initiel repair request

covered with black tape, while at his day program:, - was submitted to the vendor by the QMRP in

: June 2010,
Interview with the day program instructor at that I QMRP and House Manager will check all adaptive

time {July 15. 2010, 12:40 p.m.) indicated that the

tape had been appliad becausa the vinyl covering | cquipment on weekly basis to ensure they are in

on the armre ;ts was tom. Continued discussion + good ropair,
with the staff revealed also that the right footrest - QMRP will cnsurc that al! repairs are completed in &
of the wheeichair did not lock securely in placs. ! timely manner in the future.

Observation »f the right foot rest confirmed
mobility Bt thi location on the wheelchair, where
! the footrest was attachead,

On July 18, 2010, at 3:37 p.m., the qualified
mental retarcation professional (QMRP) provided
a requigition 'or wheelchair repairs. Hestated
that the repairs had been delayed due to the !
vendor's repcirted large volume of work, Record |
review at tha' time confirmed that a requisition

had been cornpleted, however, the client
continued to await the needed repairs to his ;
wheelchair, !

At the time of the survey, there was no evidence
that the facilily had maintained Client #5's - ;
wheelchair in good repair.
WV 460 ' 483.480(a){1: FOOD AND NUTRITION W 460
SERVICES

Each client it ust recaive a nourishing,
well-balance«! diet including modified and
specially-presicribed diets,

‘ORM CMS-2507(02-00) Previous /eryions Obsciete Event iD: GNJD11 Facilty I 00G 172 if continuation lh‘;t Page S5of 7
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' This STANDARD s not met as evidenced by:

- milk, and 2 se:rvmgs of f'nely chopped salad.

. The record review on July 16, 2010 at 2:29 p.m.,
revealed Client #3 wes hosp:talrzed from Apn! 21

‘osteomyslitis and that surgical procedures had

: diet with saladl for lunch and dinner, Review of the
" Meal plan revealed the nutritionist requested the .
; staff to Toliow the 1500 keal, low chol, low salt,

Continued Frym page 5

Based on cbuervation, interview and record
review, the facility falled to ensure that |
modified/and specially-prescribed diets was

-1 provided as ¢rdered for one of three clients.in.the -
‘sample.{Clier t #3)

The ﬁnding‘ in dudes:

The facility's iutritionist falled to coordinte Client

#3's modified’and specially-prescribed diet, to

|- ensure thal h s meal plan addressed his spedfic ';

health care nizeds, as evidenced below:
On July 15,2310 at 8:42 a.m., Client#3was .. .

observed we:iring an una boot. Interview with the |
qualified mental retardation professional (QMRP) |

W 460

at 8:48 a.m., ‘eveaied that the client had a history |

of leg uicers «lue to celluiitis: ‘Later that day.on~
July 15, 2010 at 7:10 p.m., Cllent #3 was

observed 10 eat 3 ounces of chicken, carrets, a
slice of whole wheat bread, 8 ounces of low fat

2010 to April .27, 2010 due to chronic

included skin grafting.
On July 16, 210 at 2:.45 p.m., Client #3's annual

nutritional ass essment dated July 2,2010
revealed a recommendation for a 1500 calorie

high fiber mesit plan. According to the clienit's

meal plan, he was 10 recelve 7 ounces of protein
equivalent and 2 cups of milk daily. The review of

* Staff were retrained by the Nutritionist on 07-19-10

+ on Client # 3 spccially prescribed diet. QMRP will |

monitor all individuals dicts on daily basis for two
weeks and then monthly, Also meal times

07-19-10

manitoring will be.dane by nutritionist at feast ...

once & month, -
(See Attachment C1-C3)
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the meal pattem on the menu, however, failed b
evidence a plan for @ high protein diet, as
recomimended by the nutritionist for the client and
prescribed by the primary care physician.
;
]
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A licensure sirvey was conductad from July 15,

2010, througt: July 16, 2010. A sampling of three
men was selected from a residential population of
six men with 'rarious degrees of intellectual !
i andfor develcpmenta] disabllities, ‘

The findings of the survey were based on

* observations, interviews with residents and staff
; in the home and at three day programs, as well
as areview o' resident and administrative
records, including incident reports.

1058 3502.14 MEAL SERVICE / DINING AREAS | 058

Each GHMRF' shall train staff in the storage,

preparation aiwd serving of food, the cieaning and

care of equipinent, and food preparation in order
to maintain a2 nitary conditions at ail timea.

This Statute |5 not met as svidenced by:
Based on obsarvations, interview and review of
staff training r 2c0rds, the GHMRP failed to
ensure s3nita y food handiing and storage
practices,

. The findings Include: ,
; 1. On July 15, 2010, 2t 3:57 p.m., Resident #2 1. |Stafl was retrained on 07-19-10 by the nutritionist  [07-19-10
ga;h‘;gls;rr:: i:i,;.u.zta t?‘l; ?IT:‘ ; aah:‘:;:::z due on fopd han..dling and sanimu'c‘an. QMBPI House
observed feec ing picking up potsto chips from a _Mamger will ensure all staff 1rnp!cmcrlt the
saucer with his hand and feeding them the instructions regarding food handling by
resident and giving him juice from a spout cup, manitoring on daily basis for 2 weeks then

- The siaff contnued this process until the client maonthly to maintain the above.

» had finished his snack, (See Artachment "C 1%)

On Juiy 15, 2(10, at 6:25 p.m., a staffwas
! observed holding down the chicken fingers on the

aaith Regulabion AJMmimeiaBo 2
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Continued From page 1

. clients’ plates with her hands, as she chopped
- them to the tuxture required by their meaitime
protocoly.

Interview with the qualified menta! retardation
professional on July 18, 2010, st 3:30 p.m.,
revealed that & staff certified in food handling was
in the facility -Juring this time. Further discussion
with the QMR P indiicated that although not other
staff were ceitified in food handling and
sanitation, the: hutritionist provided geneml
training to steff in this area.

The review o lraining records on July 18, 2010,
at approxima ely 1:40 p.m. revealed that the staff
had been provided general training on how to
handle foed. Actording to the literature provided
during the tra ning on faad handfing, the written in
- revealed "Do not touch ready to eat fonds with
your bare har ds.” At the time of the survey, there
was no evideice the general training provided to
staff on food vandling had been effective to
ensure food vias handling as recommended to
prevent the pitential transmission of food bome
organisms.,

i 2. The group ome for mentally retarded persans
: (GHMRP) fall 2d to ensure staff who prepared
meals received their food handier's certification
for twelve of te thirteen staff records reviewed,
(Staff #1, #2, 83, 8485, #7, #8, 40, #0, #11,
#12, and #13 ), 85 evidenced below:

Interview with the Qualified Mental Retardation

Profeasional |QMRP) and raview of thirteen

- personne! file:s on July 15, 2010 at approximately
10.30 a.m., revealed that twelve of the thirtaen

: staff who was assigned to prepare food for the

| home did not nave valid food handiers

certifications on file. (Staff 21, #2, #3, #4.#5, #7,

0585

A Food Handlers Cerification was completed on
07-22:10 for thore staff who arc directly i
involved with food preparation for individuals.
This Agency trains onc staff in every shift on food
Handler cortification including House Manager .
QMRP and House Manager will monitot meal
preparation and serving on a daily basis for twe
weeks and then monthly unannounced oversight '
to ensure staff adhere to food safety, handling and |
scevings,

(See Attachment D1&D2& C1-C3)
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| #8, #9, #10, 1111, #12, and #13)
The Qualifie¢ Mental Retardtion Professional
confirmed th. findings on July 16, 2010, a
approximately 3:55 p.m.
1020 3504, 1 HOUBEKEEPING 1 080
The interior and extarior of each GHMRP shail be
maintsined ir a safe, clean, orderly, attractive,
and sanitary nanner and be free of
accumuiatior s of dirt, rubbish, and objectionabie
odors,

: This Statute is not met as evidenced by:

| Based on obuervation and interview, the Group
| Homa for the Mentally Retarded Persons
| (GHMRP) fai ed to ensure the exterior of the

l GHMRP was maintained in a Safe, orderly, and !

! facillty, maner for six of six residents in the 1. The wood railing wete teplaced on 07-16.10, This | 07-16-10

fcﬁeie-ncy was eorrected before the end of the
The findings nclude; urvey,

: The inspecticn of‘the environment was conducted 2. [The metal railing was also repaired on 07-16-10 .07-16-10

' on July 18, 210, beginning at approximately ;

- 11:00 a.m. D.ring the inspection, the surveyor 3, | The gutters surrounding the facility wete cleancd  ;07-16-10
was accompiinied by the qualified mentgl "{on 07-16-10 '
retardation piofessional (QMRP) and the building '
enginear, Thi foliowing concerns were identified: 4.] The floor covering on the van was repaired on 07-16-10

Exterior: 07-16-10 and.the upholstery on the arm of the
sofa was tepaired same day (07-16-10)
1, The wood railings in front of the GHMRP were The QMRP will ensurc that a daily walk through
loose and ha{ nalls protruding cutwards cresting of the interior and exterior of the facility will be
the potential »f injury of hands.(This deficiency done by the staff, House Manager and QMRP.
was comecte by the end the day) All needful repairs will be done by the maintenance
. i . department immediataly when a problem is I
2. A metal ra ling, directly in front of the upper liscovered ’
Health HegUIABon ATINESITRE on
STATE FORM o GNJD11 W contirviation shest 3¢9
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1080 Continued From page 3 1000 .

: landing of the GMMRP, had cross support rails
i Missing, which created & potential safety hazard. i
+ {This deficien iy waa ¢omecied by the end of the ,

day)

. 8. The gutters surrounding the GHMRP were full
i of leaves and twigs. (This deficlensy was
cofracted by the end of the day)

4. The floor ccvering on the van was obsarved to
have a bare & '9a on the floor, which was
approximately 2 inehes in diameter, This area
was [pcated bahing the front passenger seat, and
wag In from of the sliding door where the clients
boarder the.vi n. Additionally, the vinyl in the
$amé aréa was hoted io be rofied upward,
creating a pobential trip hazard,

Interior:

The upholster: (vinylfleather) covering on the
arms of the livng room couch was observed to be
heavily cracked.

The Qualified Viental Retardation Professional
confirmed the findings on July 16, 2010 at 4:00
p.m. '

1180] 3508.1 ADMINISTRATIVE SUPPORT 1180

- Each GHMRP shall provide adequate
administrative support to efficlently meet the
needs of the rsidents as required by their
Habilitation plans.

This Statute is not met as evidenced by:
- Based on observation, interview, and record
review, the fac lity failed to ensure the Qualified

[ Mental Retardtition Professional (QMRP)
coordinated services, for one of three residents in
the sample. (Rasident #2 )

pith Regu Agministrator
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The finding in ludes;

The facility failed 10 coordinate services to ensure
Resident #2's meatime protocol addressed his
current pasiticning needs, as identified by staff as
evidenced below;

: On July 15, 2010 at 3.57 p.m. and 7:15 p.m.,

; respectively, llesident #2 was observed siightly
: reclined In his wheelchair, as he was fed his

» shack and his dinner. During this time, the

! resident did nt appasr to experience any
distress.

! On July 16, 2010 at 12:10 p-m., interview with the "

staff and the (IMRP revealed that due tp

Resident #2s physical disability, ha was unable to|

sit upright, at 1 S0 degree angle, as
recommendec| In his mealtime protocol.

; On July 16, 2010 at 12:17 p.m,, review of the
resident's spe 3ch and ianguage assessment
revealed resident "prasents with miid oral
dysphagia.” T)ie subsequent review of the
mealtime probicol dated November 1, 2009
revealed, "Pot iticning upright 90 degree angle.”
At the time of "he survey, howsver, therg was no
evidence the rssident had been referred to the
speech and la 1guate pathologist for further
evaluation of t is tolerated positioning when
seated In his vheelchalr and eating food.

1204 3509.4 PERSONNEL POLICIES

' Each employe» shail be glven a copy of his or her
job descripfion to review and sign at the ‘

beginning of a nployment.
This Statute i¢. not met as evidenced by:

1180

Client # 2 uses a custom made wheelchair that can | 07.19.10
be adjusted to 90 degree angle to enable him 1o sit
upright at 1he dining table, Staff was retraincd on *
07-19-10 how to adjust the wheclchair ta 90

degree angle during meal Himes, QMRP will
closely monitar afl clicnts at the dinning table on

a daily basis for two woeks and then monthly to !
ensure that staff implements all meal time protogols
in the tight way

(See Attachment "A" ) ¢

zalth Regulation Admimetraio))
'ATE FORM

GNJD11 1 confreration shaet 5 of 11




PRINTED: 07/2712010
FORM APPROVED

Health Reguiation Adri tion

STATEMENT OF DEFICIENCI(:E 1) PROVIDER/SUPPUER/GLIA MULTIPLE CONSTRUCTION JOpT—
AND PLAN OF CORREGTION ) ENTIFIGA MW NOVBER rﬁuu.ut;m ons b lib

HFD03-0197 B.WING 07M86/2010

NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, $TATE, ZIP CODE

903 14TH STREET, SE
D C HEALTH CARE WASHINGTON, DC 20019

X4) ID SUMM/ RY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION i {%5)
PREFIX (EACH DEF CIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATOI Y OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO 'r;tE APPROPRIATE . DATE

: OEFICENCY) ,

1204, Continued From page 5 1204

Based on intewview and record review, the Group
Home for Metally Retarded Persons (GHMRP)
failed 10 have on file for review a curment job
description far one of thirteen employees.

(Empioyes #¢i)
Thefinding includes: !

Review of the personnel files on July 15, 2010 at This was an oversight. Job deseriptian for 07-19.10
approximateh 1:00 p.m., revealed the GHMRP employce #6 was kept in anether file in the main
failed to provide a current job description for office. This smplayee works at two different sites
Emplayee #6. within the Agency, A copy of the job descriplion

- filed on 07-19-10 at 903 14th SE foider
On July 18, 2110 at 4:00 p.m., the Quaiified was
Mental Retaration Professional confirmed the (See Attachment B1&E2 )
i finding.

1222 3510,3 STAF.” TRAINING 1222

There shail bt continuous, ongolng in-service
training progriims scheduled for all personne!.

This Statute |5 not mel as evidenced by:

Based on obsarvation, interview and record
review, the gnyup home for mentally retarded
persons (GHMRP) falled to ensure continuing
training progritm for direct care staff on food
preparation far six ¢f six residents in the GHMRP.
{Residents #1 #2, #3, #4, #5 and #5

The findings inciude;

The GHMRP {ailed to ensure staft were trained 1, | Staff was retrained on 07-15-10 by the nurritionist | p7-10.10
on how ta detirmine ihe'.amnunt of raw food to on food handling and sanitation. QMRP/ House
prepare I yield t!‘e required cooked voluma, as Manager will ensure all stff implement the
+ evidenced belw: instructions regerding fond handling by L
On July 15, 2C10 at 6:45 p.m., a staff was monitoring on daily basis for 2 weeks then
observed weighing chicken fingers as she served monthly te maintain the above,
: the residents’ Hlates. As she came o the |ast two {Sce Attachment "C 1)

aaith Regulation Adminmtratiy 1
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: plstes, the st stated she thought that she had
' cooked enoujh chicken, however she needed

. more chicker o provide the number of ounces
" required by the menu, More baked chicken

| 227

on eme$m procedures, for one of the thisteen
ealth Regulation nistraticn
TATE FORM :

| July 18, 2010 |
} Record review bn July 16, 2010, st 1:40 p.m.

: (d) Emergency procedures inctuding first aid,

- Based on inte*view and record review, the Group

Continued From page 8 [

fingers were immediately obtained from the
GHMRP nex| door, and the staff continued to
sefve |he plales,

Discussion wth the qualified mental retardation
professional (QMRP) on July 18, 2010 at 3:15
p.m.,, reveale ] that more raw chicken had been
available and that he did not know why the staff
had not cookid'enough chicken for dinneron -

reveaied that the nutritionist had providad general
fraining to staff on the menus and food
preparation. at the time of the survey, however,
there was no svidence that staff had been
effectively tra ned on how much raw meat to cook |
to yield the artount of cooked product required to
sefved to res|dents during a meal. _

3510.5(d) STAFF TRAINING i
Each lraining program shall include, but not be
limited to, the fallowing:

cardidpulmon iry resuscitation (OPR), the
Heimiich man euver, disaster plans and fire
evacuation plins;

This Statute is not met as evidencad by:

Home for Mer tally Retarded Persons (GHMRP) ..
falled to have on file for review, current training

222

227

A food handlers cortification was completes on
07-22-10 for those staff who are directly i
involved with food preparation for individuals,
This Ageney trains one staff in every shift on food
Handler cerification ineluding House Manager .
QMRP and House Manager will monitor meal
preparation and serving on & daily basis for two
wecks and then monthly unanacunced oversight
to cnsure staff adhére to food safety, handling and
servings, 4 o

(Scc Attachmens D1&D2& C1-C3) '

07-22-10a

QNJD11
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1227 | Continued From page 7 1227
employees. {I:mployee #7)
The finding inxudes:
Review of the personnel and training records on An To-Service training was done in the faciliy | 07:21-10.
July 15, 2010, at approximately 1:15 p.m,, - on 7-21-10 for emergency procedures including
revealed the (GHMRP failed to provide First Aid,CPR, Heimlich Maneuver, disastcr plans
documentatio 1 of staff training on @mergency and fire evacuations for al) staffincluding staff
procedures for Employee #7, #7, QMRF will continue with quarterly training
The Qualified Mental Retardation Professional e e A e wcranted
confirmed the findings on July 16, 2010 at 4:10 5 Attachment
p.m.
1401 3620.3 PROFESSION SERVICES: GENERAL | 401
PROVISIONS
Protessicnal services shall include both diagnosis
and evalvatior, including identification of
developmenta) ievels and neads, {reatment
services, and 3ervices designed to prevent
deterioration ¢r further loss of function by the
' resident.
This Statute s not met as evidenced by: ;
Based on inte view and record review, the group '
home for men ally retarded persons (GHMRP)
failed to ensure professional gservices were
provided in acordance with the needs of two of
six residents in the GHMRP. (Residents #1 and
#3)
i . , The nursing staff was retrained on 07-22-10 on 97-22-10
I The findings ir clude: how to document the sedation medications, The
1. The GHMRI”s nursing services failed to imaly ill monitor the decumentation administration
document the sffectiveness of sedation d effectiveness of all scdation medication
. adniinistered t> Resident #1, prior to immediately after the appointment or at the
| appointments, as svidenced below: carlicst, PMD will be nofified as nceded, Also during
monthly note above will be checked and referenced,/
A. Interview wi h the qualified mental retardation Lo
salth Regulalipn Administralion
'ATE FORM e
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1 401

professional (QMRP) during the entrance
conference ot July 15, 2010, at 9:05 a.m,,
revealed Res dent #1 received several
psychotropic nedications to help manage his
targeted maiz daptive behaviors, Further interview
with the QMRP on July 16, 2010, at 10:45 a.m.,
revealed Res dent#1 had been non-compliant for
a Dexascan curing several attempts, despite the
administratior of sedation.

- Record reviev: on July 16, 2010, at 10:57 am_,

' revealed a physician's order dated March 1, 2010
- for, "Ativan 3 ng P.O, x 1, 1-1 1/2 hour prior to

. Dexascan apjwintment on March 10, 2010*. The
; feview of the redication administration (MAR) -

record ravealid that on March 10, 2010, the
resident recei /ed the prescribed as sedation prior

; to his Dexascan appaintment. Continued review
. of the MAR revealed it failed to include

documentalio 1 of the effectiveness of the
medication as required.

On July 16, 2010, at 3:03 p.m., review of a March
17, 2010 physician's prder revealed, "Reschedule
Dexascan ant| premedicate with Iytic cocktail IM
as follows: Demerol + Thorazine 25 mg +
Phenergan 2§ mg x 1, 1 hour prisr fo the
appointment.” The Aptit 2010 MAR documented

. that the medication was adminlstered to the

resident on April 1, 2010, at-12:80 p.m, Review of
the MAR, however, revealed it failed to Include
documentation of the effectiveness of the
medication as required,

The record reriew on July 18, 2010, at 3:04 p.m,,
revealed a mcnthly nursing summary dated April

+ 12, 2010 whica documented that sedation
. administered 1o Resident #1 on March 10, 2010
and April 1, 2( 10 for the Dexascan, had not been

effective. Atthe time of the survey, however,

eelth Reguiation Administratia n
TATE FORM
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1401 Continued From page 9 1 401 ;
there was no aevidence nureing services had
ensured dectimentation of the effectivaness of ;
* sedation on t12 MAR, as required.
b. _|ﬂfeW‘eW 'wvith the QMRP on J?'V 16, 2010, at B. | The nursing staff was retrained on 07-22-10 on 07-22-10
10057 a.m.r, hivbe:.lhed .Reskignt ? S non- how to document the sedation medications, The
::'?’:;m, i_' od pmmﬁe ;:ﬂ)’; Imologist will moniter the documentation administration
from compleling a ‘oomprehanslve examination of and effectivencss of all sedation medication
his vision sta:us. immediately after the appointment or at the
: carliest. PMD wil be notified as necded, Also during
On July 16, 2010, at 3:05 p.m_, the reviewof a monthly notc above will be checked and referenced.
physician's o der dated March 1, 2010 revealed, See Attachment "B"
"Ativan 3 mg P.O. x 1, 1-1 1/2 hour prior to
ophthalmoloyy appointment.” The physicisn’s
medical progress noted dated March 10, 2010
revealed, the resident's vision exam had i
determined Fim fo be a glaucoma suspect and H
that he was ta retum to ophthalmelogy in B
* months, The March 2010 MAR documented that
the medication was administered to the resident
March 4, 2010, at 1:30 p.m. for his 3.00 p.m.
appointment, Continued raview of the MAR,
however, revealed it falled to include
documentation of the effectiveness of the
medication as required.
t 2, The GHMRP's nutriionist falled to coordinate 2 | Staff were rerrained by the Nutritionist on 07-19+10 | 07-19-10
¥ |‘. H -
; ;:f't’:nﬁ;;wﬁ?:ﬁﬂ:f;::'ﬂﬁg:::gﬁ on Client # 3 specially preseribed diet, QMRP will
speaﬁc healih care needs, as evidenced below: moniier all individuals dicts on daily basig for two
weeks and then monthly, Also meal times
On July 15, 2010, at 8:42 a.m., Resident #3 was menitoring will be done by nutritionist at least
observed wearing an upa baot. inteview with the onhce a month, !
qualified mertal retardation professional (QMRP) (See Artachment C1.C3)
| at 8:48 a.m., revealad that the resident had a
history of leg ulcers due to cellulitis, Later that
day, on July 15, 2010 at 7:10 p.m., Resident #3
was observe] to eat 3 ounces of chicken, carots,
a slice of whiYle wheat bread, 8 ounces of low fat .
Haakh Regutation Adminisiret on !
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milk, and 2 servings of finely chopped salad,

j The record raview on July 16, 2010, at 2:29 p.m,,

' revealed Renident #3 was hospitalized from April

" 21, 2010 to /\pril 27, 2010 due t chronic
osteomyeiitis: and that surgical procedures had

. included skir: grafting.

On July 18, 2010, at 2:45 p.m., Resident #3's
annugl nutrit onal assessment dated July 2, 2010
revealed a rmcommendation for & 1500 calorie
diel with sald for lunch and dinner. Review of the
meai plan revealed the nutritionist requested the
staff to follove the 1500 keal, low chol, low salt,
high fiber mu:al plan. According to the resident’s
meal plan, he was o recelve 7 cunces of protsin

- equivalent a1d 2 cups of milk daily. The review of
the maal pailem on the menu, however, failed to
evidence a pian for a high protein diet, as -
recommend d by the nutritionist for the resident
and prescrited by the primary care physician,
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