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; admitted to the

' client who was
anomaly. This

The findings of

review of client

W 000 ' INITIAL COMMENTS

- A recertification survey was conducted from May
5, 2010 through May 6, 2010. A sample of three
. clients was selected from a population of five men |
- and women with varying degrees of intellectual

- disabilities. One of the three sampled clients was ‘

facility on April 23, 2010 (less than

-2 weeks prior to the survey). in addition, a
- focused review was conducted of the medical
. care and follow-up received by another (fourth)

being treated for a breast
survey was initiated utilizing the

fundamental process.

the survey were based on

- observations, interviews with staff and clients in
' the home and at three day programs, as well as a

and administrative records,

- including incident reports.
W 120 483.410(d)(3) SERVICES PROVIDED WITH
: OUTSIDE SOURCES

‘The facility must assure that outside services
. meet the needs of each client.

- This STANDARD is not met as evidenced by:
. Based on observation, interview and record

' review, the facility failed to ensure outside

| services met the needs of ohe of the three

- sampled clients. [Client #2]

The findings include:

Day Program staff did not notify the home when
Client #2 did not consume most of his meal, as

. previously agreed upon, as follows:

. On May 5, 2010, at 5:08 p.m., the Residential
Fal

r
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W 120

: In the future the

| QMRP will ensure
w120 - that the day program

3 will regularly

i communicate food

: related concerns at
least on a weekly
basis. The QMRP
visited the Day
Program and in
serviced the staff on
! the diet, mealtime
protocol and Weekly
dietary record.
! Weekly dietary
\ Record will now be
sent to the home
every Friday.
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W 120 Continued From page 1

: Coordinator {(RC) stated that in the past, Client

' #2's day program had notified the home iffwhen

- he refused to eat his lunch. He and the QMRP

visited the day program routinely and it was

agreed that the day program would inform them if -

. there were any concerns with Client #2's food
intake. The RC further indicted that there had

- been no recent reports of poor food intake.

:10:27 a.m. She shared the same information as
the RC the night before, stating that the day

. LPN, who was in the same room at the time,

- corroborated the QMRP's information. This was
verified moments later, at approximately 10:40

. a.m., through review of the client's day program
correspondence. On March 2, 2010, and on

notes home reporting Client #2's poor food and
liquid intake. Attached were "Weekly Dietary
- Record"” forms for the periods February 22 - 26,
2010 and March 3 - 12, 2010 that provided
: supportive data. There was no evidence of any
' correspondence received by the home from the

and the LPN stated that the facility had not
. received any communications recently of
- food-related concerns. Neither was aware that
the client had been refusing to eat his lunches
' that week.

. [Note: Review of Client #2's weight chart
- confirmed that he had gained weight beginning in
late 2009 and as of April 2010, he remained
| | within his "desirable weight range."]
W 249 ' 483.440(d)(1) PROGRAM IMPLEMENTATION

- As soon as the interdisciplinary team has

- program "will call or send something home." The

- March 12, 2010, the day program nurse had sent ‘

The QMRP was interviewed the next morning, at

- day program since March 2010. Both the QMRP

W 120

W 24g!

|
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- below:

| active treatment was implemented in accordance
- with the interdisciplinary team (IDT)

recommendations for three of five clients in the
- sample. (Client #2, #4 and #5)

" The finding includes:

The facility failed to implement Client #2, #4 and
. #5's self medication programs as evidenced

1. Observation of medication administration on
. May 5, 2010, at 7:25 a.m., revealed TME #1
* (Trained Medication Employee) placed all
medications in a cup of chocolate pudding and
. spoon-fed the medications to Client #2. Further
- observation revealed TME #1 held a cup of water
to Client #2's mouth in order for the client to
' consume the water with one (1) physical prompt.

Face-to-face interview with the Supervisory LPN
 #1 on May 5, 2010, at approximately 8:25 a.m.,
‘revealed Client #2 had a self-medication program .
. which was to be implemented daily. Further ‘
- interview revealed data was to be the
~documented on the self-medication program

Supervisor will ensure
she completes the
TME observation
record after
monitoring the TME
at least on a monthly
basis. The RN
Supervisor will
conduct in services on
Medication P/P,
documentation and
changes made on the
IPP at least annually
or when needed.

(X410 SUMMARY STATEMENT OF DEFICIENCIES | (X5)
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W 243 | Continued From page 2 ‘ w 249[
formulated a client's individual program plan, ; 1
. each client must receive a continuous active | W249
' treatment program consisting of needed : 5/29/10
_interventions and services in sufficient number L 2.&3. f
- and frequency fo support the achievement of the All TME staff have '
objectives identified in the individual program been retrained in
| plan. i | Medication Policy
i : and Procedures,
| Documentation,
' This STANDARD is not met as evidenced by: | individuals’ self
Based Ot?\ o?sglrya}iqr, (;ntt:rview. and rte_zcord medication programs.
review, the facility failed to ensure continuous | In the future the RN
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| 1 ,
W 249 Continued From page 3 |

W 249 ;
“three times a week (Monday, Wednesday and ! |
' Friday). | ‘

' Review of Client #2's self-medication program | i

dated May, 2010, on May 5, 2010, at !
. approximately 8:55 a.m., indicated Client #2's : ’
. self-medication program was as follows:

- a. Take medications from TME (Trained : !
Medication Employee)/Nurse; ;

- b.Takes his water and
- €. Put cup in trash. 1

- There was no evidence that the client was given |
i the opportunity to fully participate in the
- self-medication program.

- 2. Observation of medication administration on
May 5, 2010, at 7:15 a.m., revealed TME #1

~ placed all medications in a cup of applesauce and i

- spoon-fed the medications to Client #4. Further

: observation revealed TME #1 held a cup of water

‘ to Client #4's mouth in order for the client to :

: consume the water with one (1) physical prompt.

 Face-to-face interview with the Supervisory LPN

#1 on May 5, 2010, at approximately 8:30 am.,

- revealed Client #4 had a self-medication program |
which was to be implemented daily. Further

- interview revealed data was to be the

- documented on the self-medication program
three times a week (Monday, Wednesday and

: Friday).

| Review of Client #4's self-medication program
. dated May, 2010, on May 5, 2010,, at

|
1 i
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_approximately 8:00 a.m., indicated Client #4's i
. self- medication program was as follows: i

- . |dentify Medication- Lactulose;
b. Identify Purpose - Constipation

' There was no evidence that the client was given
the opportunity to fully participate in the
self-medication program.

3. Observation of medication administration on
May 5, 2010, at 7:00 a.m., revealed TME #1
placed all medications in a cup of applesauce and
- spoon-fed the medications to Client #5. Further

observation revealed TME #1 held a cup of water !
: to Client #5's mouth in order for the client to
' consume the water with one (1) physical prompt.

- Face-to-face interview with the Supervisory LPN

' #1 on May 5, 2010, at approximately 8:35 a.m.,

. revealed Client #5 had a self-medication program
; which was to be implemented daily. Further

- interview revealed data was to be the

- documented on the self-medication program

- three times a week (Monday, Wednesday and

i Friday).

“Review of Client #5's self-medication program
: dated May, 2010, on May 5, 2010,, at
approximately 9:15 a.m., indicated Client #5's 1
- self- medication program was as follows:
. a. Identify Medication- Docusate;
' b. Identify Purpose - Constipation

' There was no evidence that the client was given
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W 249 Continued From page 5 | W 249
 the opportunity to fully participate in the ;
- self-medication program. ‘ f
W 381 . 483.460(1)(1) DRUG STORAGE AND W 381 :
“The facility must store drugs under proper | All TME staff have i
conditions of security. | been retrained in |
j Medication Policy
f - and Procedures,
- This STANDARD is not met as evidenced by: | documentation and
Based on observation and interview, the facility i € n an
' failed to store drugs under proper conditions of ? the S_"flfe .storage of
. security for five of five clients residing in the | medications
“facility. (Clients # 1, #2, #3, # 4 and # 5) ! | In the future the RN
| o ) upervisor wil
! The finding includes: i Sup | ensure
! ! she completes the
- On May 5, 2010, at approximately 7:33 a.m., TME TME observation
- #1 (Trained Medication Employee) was pbserved ' record after
: tohlea\.-t-:1 theddo%r_ t? thz mecéi‘c:tti_on rqor::\ oi('etnh monitoring the TME
when she administered medications in the kitchen
'to Client #2. Further observation revealed the key at le.:ast on a monthly
" was left in the lock of the opened medication : basis. The RN
" cabinet door. Further pbservation revealed 5 Supervisor will
. Clients #1, #3, #4, #5 and direct care staff were i conduct in services on
; sittin_g in the living room next to the opened ! ! Medication P/P
 medication room. \ | documentation and |
In an interview with TME #1 on May 5, 2010, at . | safety principles in
approximately 8:00 a.m., it was acknowledged the i _‘ medication
. door to the medication room was left open when | g administration.
, she administered medications in the kitchen to i
- Client #2. \ i
There was no evidence drugs that all drugs were !
stored under proper conditions of security at all i
- times. ‘
W 455 | 483.470(1)(1) INFECTION CONTROL
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W 455 Continued From page 6 W 455"
. There must be an active program for the ‘ |
: prevention, control, and investigation of infection
' and communicable diseases. | 1455
| All TME staff have ;
| been retrained in - 5/29/10

This STANDARD is not met as evidenced by:
| Based on observation and interview, the facility
- failed to provide an active program for the

Infection control
especially related to

prevention and control of infection and | Medication Policy
' communicable diseases, for five of five clients ! and Procedures. :
residing in the facility. (Clients #1, #2, #3, #4 and | In the future the RN i
#5) | f Supervisor will ensure '
The finding includes: , i she completes the
| ? TME observation
- On May 5, 2010, at approximately 6:55 a.m., the | ; record after
TME #1 (Trained Medication Employee) was 1 ! monitoring the TME
_observed to use sanitizer o cleanse her hands f t least thi
' prior to administering medications to Client #1. | : at lcast on a monthly
‘However, TME #1 touched the MAR's, blister 1 basis. The RN
packs and then touched each of Client #1's j Supervisor will
. medications with her bare hands when she | conduct in services on
- placed the medications in a small clear plastic ! ‘ Medication P/P
envelope before placing the envelope into the pill : af L0 d
crusher. ; . s ety_ precautions an
| | infection control
During a face to face interview with TME #1 on | procedures at least on
May 5, 2010, at approximately 7:05 am., itwas an annual basis or

- acknowledged that after using hand sanitizer to i ‘
- cleanse her hands the TME #1 fouched the j ‘

MAR's, blister packs and then touched each } ;
- medication with her bare hands. ' ! |

when needed.

| There was no evidence that the facility's nursing |
staff provided an active program for the _‘ |
prevention and control of infection. ; |
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1000, INITIAL COMMENTS 1 000 !
A licensure survey was conducted from May 5,
+ 2010 through May 6, 2010. A sample of three
i residents was selected from a population of five
men and women with varying degrees of
intellectual disabilities. One of the three sampled :
' residents was admitted to the facility on April 23, i
2010 (less than 2 weeks prior to the survey). In 1226 ?
 addition, a focused review was conducted of the All TME staff h - 5/29/10
- medical care and follow-up received by another . . ave |
(fourth) resident who was being treated for a been I:etralned n ‘
' breast anomaly. Infection control
. especially related to
- The flndi_ngs o_f the survey were based on . Medication Policy
: observations, interviews with staff and residents and Proced
in the home and at three day programs, as well cedures. |
- as a review of resident and administrative In the f.umre the RN !
- records, including incident reports. Supervisor will ensure
i she completes the
1226 3510.5(c) STAFF TRAINING | 226 'TME observation
 Each't aining program shall include, but not be record after
: cn 1T ! in y . .
- limited to, the following: monitoring the TME
: at least on a monthly
(¢} Infection control for staff and residents; basis. The RN
Supervisor will
‘ ‘ _ conduct in services on
: This Statute is not met as gvudepced by: Medication P/P,
. Based on observation and interview, the Group fet .
- Home for the Mentally Retarded (GHMRP) failed Salety precautions and
" to ensure effective training on infection control, infection control
| for five of five residents residing at the home. procedures at least
- (Residents #1, #2, #3, #4 and #5) annually or when
- The finding includes: needed. 5
|
; i
On May 5, 20010, at approximately 6:55 a.m., the '
TME #1 (Trained Medication Employee) was
' observed to use sanitizer to cleanse her hands
prior to administering medications to Resident #1.
Health Regul
(X6) DATE
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SUMMARY STATEMENT OF DEFICIENCIES !

1

' The habilitation and training of residents by the
 be limited to, the following areas:

~ (f} Health care (including skills related to nutrition,
~ use and self-administration of medication, first

| aid, care and use of prosthetic and orthotic

. This Statute is not met as evidenced by:

~of records, the facility failed to implement an
- effective system to ensure that each resident

. for three of the three residents in the facility on a

GHMRP shall include, when appropriate, but not

devices, preventive health care, and safety);

Based on observations, interviews and the review

participated in a self-medicaticn training program,

self-medication program. (Resident # 2, #4 and
#5)

The findings include:

ID PROVIDER'S PLAN OF CORRECTION (x5)
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1226 Continued From page 1 1226

. However, TME #1 touched the MAR's, blister
: packs and then touched each of Resident #1's
. medications with her bare hands when she
' placed the medications in a small clear plastic

envelope before placing the envelope into the pill
. crusher.
" During a face to face interview with TME #1 on

May 5, 2010, at approximately 7:05 a.m., it was 1436
| acknowledged after using hand sanitizer to v :

cleanse her hands, TME #1 touched the MAR's, All TME staf:i ha € i
. blister packs and then touched each of Resident been.ren:ame in 5/29/10
' #1's medications with her bare hands. Medication Policy

and Procedures,

There was no evidence that the facility's nursing documentation,

staff provided an active program for the :ndividuals’ IPPs and
_prevention and control of infection. Indrvidua
j the safe storage of

1436 3521.7(f) HABILITATION AND TRAINING | 436 medications
In the future the RN

Supervisor will ensure
she completes the
TME observation
record after
monitoring the TME
at least on a monthly
basis. The RN
Supervisor will
conduct in services on
Medication P/P,
documentation,
infection control, IPP
changes and safety
principles in
medication
administration.
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1436 Continued From page 2

1. Observation of medication administration on

' May 5, 2010, at 7:25 a.m., revealed TME #1
- (Trained Medication Employee) placed all

medications in a cup of chocolate pudding and

. spoon-fed the medications to Resident #2.

Further observation revealed TME #1 held a cup

. of water to Resident #2's mouth in order for the
 client to consume the water with one (1) physical
prompt.

- Face-to-face interview with the Supervisory LPN
- #1 on May 5, 2010, at approximately 8:25 a.m.,

" revealed Resident #2 had a self-medication

* program which was to be implemented daily.

- Further interview revealed data was to be the

- documented on the self-medication program

" three times a week (Monday, Wednesday and

- Friday).

Review of Resident #2's self-medication program
dated May, 2010, on May 5, 2010, at
approximately 8:55 a.m., indicated Resident #2's

- self- medication program was as follows:
a. Take medications from TME /Nurse:
b.Takes his water and

. ¢. Put cup in trash.

. There was no evidence that the resident was
' given the opportunity to fully participate in the

self- medication program.

- 2. Observation of medication administration on

May 5, 2010, at 7:15 a.m., revealed TME #1

. placed all medications in a cup of applesauce
' and spoon-fed the medications o Resident #4.
* Further observation revealed the TME #1 held a
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- cup of water to Resident #4's mouth in order for
" the client to consume the water with one (1)
physical prompt.

Face-to-face interview with the Supervisory LPN
; #1 on May 5, 2010, at approximately 8:30 a.m.,
. revealed Resident #4 had a self-medication
. program which was to be implemented daily.
. Further inferview revealed data was to be the

documented on the self-medication program

- three times a week (Monday, Wednesday and
* Friday).

- Review of Resident #4's self-medication program

dated May, 2010, on May 5, 2010,, at

- approximately 9:00 a.m., indicated Resident #4's
- self- medication program was as follows:

a. Identify Medication- Lactulose:

. b. Identify Purpose - Constipation

There was no evidence that the resident was
given the opportunity to fully participate in the

. self- medication program.

3. Observation of medication administration on
- May 5, 2010, at 7:00 a.m., revealed TME #1
- placed all medications in a cup of applesauce
" and spoon-fed the medications to Resident #5.

Further observation revealed TME #1 held a cup
of water to Resident #5's mouth in order for the
client to consume the water with one (1) physical
prompt.

; Face-to-face interview with the Supervisory LPN
1 #1 on May 5, 2010, at approximately 8:35 a.m.,

revealed Resident #5 had a self-medication

- program which was fo be implemented daily.
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* Further interview revealed data was to be the
documented on the self-medication program
three times a week (Monday, Wednesday and
Friday).

Review of Resident #5's self-medication program
. dated May, 2010, on May 5, 2010, at
- approximately 9:15 a.m., indicated Resident #5's
self- medication program was as follows:

a. ldentify Medication- Docusate;
" b. Identify Purpose - Constipation
There was no evidence that the resident was

given the opportunity to fully participate in the
self- medication program.
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