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INITIAL COMMENTS

A licensure survey was conducted from

November 26, 2007 through November 28, 2007.
The survey was inttiated using the full survey

process. A random sample of two residents were |

selected from a population of four females wnh
various degrees of disabllities.

The findings of the survey were based on
obsarvaticns at the home, interviews with dlients
and staff, and the review of regords, including
incident reports. The outcome of the survey
revealed that the facility failed to be in compliance

. With the Condition of Participation in Active

Treatment.

35714.2 RESIDENT RECORDS

Each record shall be kept current, dated, and
signed by each individual who makes an entry.

This Statute is not met as evidenced by:

Based on interview and record review, the facility
failed to ensure that all persennel making entries
into the clients' records wera signed, for five of
the five clients residing in the facility. (Clients #1,
#2, #3, #4 and #5)

The findings include:

1. On January 8, 2008, at approximately 846
AM, interview with the Qualified Mental
Retardation Professional (QMRP) revealed that
she had raviswed all five of the clients' recards to
ensure inat assessments and other documents
had heen signed and dated in accordance with
state and federal regulations. Later that morning,
at 11:05 AM, tha QMRP and Supervisary RN
indicated that there were two clients assessed as
being "at risk” of aspiration. A minute later, the
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Continued From page 1

QMRP presented a "menu book” in which there
were mealtime protocols/guidelines for all five
ladies. They further explained that the typed
protocol/guidelines were developed to ensure
thelr mealtime safety. Further review of the
protocolguidelines, however, revealed that they
had not been signed or dated,

2. In addition, there were hand written changes
made to Client #2's protocol/guidelines ("may not
drink with meals... use of napkin with hand over
hand..."). The individual who made those
alterations had not signed/initialed or dated the
entries.

[Nots: The psychalogy assessment cited in the

i November 28, 2007 deficiency report had been

signed, as a corrective action.)

| This is a repeat deficiency.

Previously, the November 29, 2007 monitaring

! visit report included the following:

During the entrance conference on November 26,
2007 at 4:10 PM, the direct care staff indicated
that Client #1 has one to one support services.
Review of the client's psychology assessment
dated July 1, 2007 revealed thal the assessment
was nat signed by the person completing the
assessmertt. :

3514.3 RESIDENT RECORDS

Each record shall include, but not be fimited to,

-the requirements of D.C. Law 2-137, D.C. Code §

6-1972 (1989 Repl. Vol.).

{1291}

292

2. Secresponse 10 #] above.

The QMRP will revain &l staffon

documentation of visits and contacts with and

Trom residents’ family members and
guardians/decision-makers,

Y/ Y
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" This Statute is not met as evidenced by:

! (Residents #1, #2, #3, #4 and #5)

. "Complete records for each customer shall be

: scheduling a team meeting. She did not,

Based on interview and record review, the
GHMRP failed to maintain resident records to
include summaries of family centacts and visits,
for five of the five residents of the facility.

D.C. Law 2-137, Seclion 7-1305.12 (formerly
6-1972)

maintained and shall be readily available {c
professional persons and to the staff workers
who are directly involved... These records shall
include: '

{14) A summary of family visits and contacts" .

The findings include:

On January 8, 2008, at approximately 3:50 PM, a
direct support staff person said that all five
residents had received telephone calls and/or
visits with their family members during the recent
holiday season. Other staff on duty at that time
joined in the discussion, describing who had gone
to whose home and whose family members had
come by the facility to visit. Resident #4's
records were reviewed on January 9, 2008,
between 9:15 AM - 11:.00 AM. At approximately
10:20 AM, the "Visitation and Communicaticn
Record” sheets observed in Residant #4's
program book were all blank. It was explained
that these forms were the means by which staff
were to decument family contacts.

On January 9, 2008, at approximately 10:26 AM,
the Supervisory RN indicated that Rasident #4's
mother had been called in December regarding

however, Know who had actually spoken with the
mcther. At 10:30 AM, the Qualified Mentai
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Retardation Professional (QMRP) stated that she
had spoken with Resident #4's mother by
telephone and that the mother had come to visit
afterwards.

At 10:35 AM, review of the daily staff progress
notes (written on each snift) in Resident #4's
program book also failed to show documentation
of any telephane contacts cr visits during the
period December 17, 2007 - January 8, 2008.

Moments later, the QGMRP presented pages from
ihe visitor's log. Resident #4's mother had signed
the visitor's log on Decembear 9, 2007 and
December 26, 2007. When asked if apyone
documented phone calls made or received the '
QOMRP stated that she documented her telephone i
calls in a composition book that she kept, for
personal record keeping. Telephone contacts
made by other staff and calls received at the
group home from the family were not
documented. She acknowledged that the
GHMRP had not been documenting and/or
summarizing family contacts and vislts in
Resident #4's records (or in the other four
residents’ records).

{1 420} 3521.1 HABILITATION AND TRAINING {1 420}

Each GHMRP shall provide habiiitation and | Resident #4 bas been medically clearef) to romum ,

i tralning o its residents to enable them to acquire i to hor day program. EYAY 4

-and majntain those fe skills needed to cope The Resident’ 4 altemative kchedul

more effectively with the demands of their csident's regular an veschedules | o J g

- 0 - 3 A g

environments and ta achieve their optimum levels will be placed in her record. . ¥

: of physical, mental and social functianing. The QMRE will retrain staff on the active !

T ) i treatment goals in the Resident’™s ISP, and will 5 fom

i This Statute is not met as evidenced by: ] retrain them on implementing and enting 4 3/ o
Based on observation, Interview and record active treatment.

review, the facility failed to provide continucus - ' T

active treatment, including aggressive, consistent

Healtr Regulation Administralion
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" implementation of programs and related services,
for one of the five residents of the facility.

The finding includes:

Resident #4 was observed in the facility on
January 8, 2008, from 2:50 PM until 7;32 PM.”
For the first two hours, she siept in her bed. She
was cbserved holding her glass of water during
the medication pass, which was the extent of her
self-medication training program. She ate

+ independently and axcept for receiving staff

assislanca with bathing and changing into her
night clothes, she did not receive any active
treatment. She was not observed being offered
or encouraged to use a walker, which was

i prescribed In her habilitation plan for short

distance movement within the facility.

Interviews with staff that evening and the

Qualified Mental Retardation Professional on the
following morning revealed that Resident #4 had
net been engaged in meaningful active treatment

! during the past month, since her return and

readmittance from the hospital. Further interview
with the GMRP and the Supervisory RN and
record verification, however, ravealed that there
was no medical or other reason to limit her
activity or prevent her from engaging in routine,
active treatment. (Note: The exception was that
she was awaiting tha results of a follow-up
swallow study befare receiving clearance to
return to her day program.) The resident was
without an alternative activity schedule, to outline
active treatment to be achieved during the
daytime hours. Further review of the resident's

record indicated that staff had been implementing :

communlication, physical fitness and
recreation/leisure programs on Mondays,
Woednesdays and Fridays only.

CARECO 11 WASHINGTON, DC 20002
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There was no evidence of continuous, aggressive
active treatment interventions and services 1o _
support Resident #4 with achieving the objectives |
cutlined in her habilitation plan. ‘
Also see Federal Deficiency Report - Citation
w243
{i 422} 3521.3 HABILITATION AND TRAINING { 422}
: Sex response 1o [ 420. ﬂ)/’iéop
Each GHMRP shall provide habilitation, training

and assistance to residents in accordance with ; ,
the resident’' s Individual Habilitation Plan. ‘ ;

This Statute is not met as evidenced by:

Based cn observation, interview and record
review, the facility faiied to provide continuous
active treatment, Including aggressive, consistent
implementation of programs and related services,
for one of the five residents of tha facility.

The finding includes:

Resident #4 was observed in the facility on
January 8, 2008, from 2:50 PM untll 7:32 PM.
Far the first two hours, she slept in her bed. She :
was ohserved holding her giass of water during
the medication pass, which was the extent of her
self-medication training program. She ate |
independently and except for receiving staff
assistance with bathing and changing inte her
night clothes, sha did not receive any active
treatmant She was not obsaerved being offered
or encouraged to use a walker, which was
prescribed In her habllitation plan for short
distance movement within the facility. .

Interviews with staff that evening and the )
Qualified Mental Retardation Professional on the |

Health Regulafion Adminisiration
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following morning revealed that Resident #4 had
not been engaged In meaningful active treatment !
during the past month, since her return and
readmittance from the hospital. Further interview
| with the QMRF and the Supervisory RN and
record verification, however, revealed that there

. was no medical ¢r other reasan to limit her
activity or prevent her fram engaging in routine,
active treatment (Mote: The exception was that
she was awaiting the results of a follow-up
swallow study befara recelving clearance to
retum to her day program.) The resident was
without an afternative activity schedule, to outiine
active treatment to be achieved during the
daytime hours. Further review of the resident's
record indicated that staff had heen implementing
communication, physical fitness and
recreation/leisure programs on Mondays,

i Wednesdays and Fridays only,

There was no evidence of continuous, aggrassive
active treatment interventions and services to
support Resident #4 with achieving the objectives
outlined in her habilitation ptan. '

Also see Federal Deficiency Report - Citations
W249 and W252

{1500} 3523.1 RESIDENT'S RIGHTS {1 500}

Each GHMRP residence director shall ensure See responses to Federal Deficiency citations ;= /4

that the rights cof residents are observed and W195, W196, W249, and W262, 2/1e8
protected in accordance with D.C. Law 2-137, this !
chapter, and other applicable District and federal

laws. k

This Statute is not met as evigenced by
Based on observation, interview and racord
_review, the GHMRP failed to ensure the
Health Regulation Administralion
STATE FORM ) séag UKU112 If confinuation sheet 7 of 8
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protections of each client's rights.

The findings include:

See Federal Deficiency Report - Citations W195,

W106, W249 and W262,
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INITIAL COMMENTS

A licensure survey was conducted from

November 26, 2007 through Navember 29, 2007.

The survey was initiated using the full survey

process. A random sample of twe residents were

salected from a population of four females with
various degrees of disabilitics.

The findings of the survey were based on
observations at the home, interviews with clients

. and staff, and the review of records, including
i incident reports. The outcome of the survey

revealed that the facility failed to be in compliance
with the Condition of Participation in Active
Treatment.,
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A follow-up visit was conducted frem January 8, |
2008 through January 9, 2008 to determine the
facility's compliance with previous candition level
deficlencies cites on November 29, 2007. The
client sample was expanded to include all five of
the wormen who were residing in the facility.

The findings of the visit were based on
observations at the home, interviews with clients
and staff, and the review of records, including
incident réports. The survey findings determined
that the facility remained out of compliance with
the Condition of Participation in Active Treatment,

W 100 W 100!

440.150(c) ICF SERVICES OTHER THAN IN
"INSTITUTIONS

"Intermediate care facility services” may include
services in an institution for the mentally retarded
(hereafter referred to as intermediate care
tacilities for persons with mental relardation) or
persons with related conditions if:
(1) The primary purpose of the insfitution is to
provide health or rehabilitative services for
: mentally retarded individuals or persons with
related conditions;
(2) The institution meets the standards in Subpart
E of Part 442 of this Chapter; and
{(3) The mentally retarded recipient for whom
payment is requested is receiving active
treatment as specified in §483.440.

This STANDARD is not met as evidenced by:

. Seeresponses to W195, WI196, and W249.

‘57//.3/{3‘42G

Based on observations, interviews, and recard
review, the facility failed t6 meet the Condition of
Farticipation in Active Treatment for one of the
five clients residing in the facility.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPUER REPRESENTATIVE'S SIGNATURE TITLE

Lttty A Arssn Divzctor of Dink bty S

|
i
!
(X6 DATE

J—/c?/c«f’

Any deficlency statement ending with an asterisk {7} ¢enoes a ceficiency which the institulion may be excused from con/ecting provi
other safeguards provide sufficiant protestion to the patients. (§ee instructions.} Excepl for nursing hemes, the findings stated abov
fallowing the date of survey whether or not a plan of carrection is provided. For nursing hemas, the above fincings and plans of corrg
days foliowing the date these documents are made available to the facilty. if deficiencies are ¢ited. an approved plar: of comrection i)
program. participation. :

ara disclosable 90 days
ian are disclosable 14
requisite to conlinued

i:pg it is delermined that
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Any individual who makes an entry in a client's
record must make {1 legibly, date it, znd sign it.

This STANDARD is not met as evidenced by

Based on interview and record review, the facility

failed te ensure that all personnel making entries

into the clients’ records were signed, for five of |

the five clients residing in the facility. {Clients #1,
#2, #3, #4 and #5)

The findings include:

On January &, 2008, at approximately 8:46 AM,
Finterview with the Qualified Mental Retardation

* Prafessional {QMRP) revealed that she had
reviewed all five of the clients’ records to ensure
that assessmenis and other documents had been
signed and dated in accordance with state and
federal regulations. Later that morning, at 11:05
AM, the QMRP and Supervisory RN indicated that
there were two clients assessed as being "at risk"
of aspiration. The QMRP then presented a
“manu book” in which there were mealtime
protocals/guidelines for all five ladies. They
further explained that the typed
pretocaliguidelines were developed to ensure
their mealtme safety. Further review of the
protocol/quidelines, howevar, revealed that they
had not been signed or dated. In addition, there

will sign and date the protecols.

The clinicien wha formplates mealtime
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W 100 | Gontinued From page 1 w 100!

The finding includes:

' ] The facility failed to ensure that Client #4 received

continuous, aggressive active treatment

programming and services. [See W195, W195

and W243]

483.410(c}(4) CLIENT RECORDS W 114)

protocals

ey e
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were hand written changes made to Client #2's i
protocol/guidelines ("may not drink with meals...
use of napkin with hand over hand..."). The
individual who made those alterations had not
signed/initialed or dated the entries.

e Sairde & Jod e drsiesie e o I S b ol b et s e s e ol

Previously, the November 28, 2007 monitoring
visit report included the following:

During the entrance conference on November 26,
2007 at 4:10 PM, the direct care staff indicated
that Client #1 has one to one support services,
Review of the client's psychology assessment
dated July 1,2007 revealed that the assessmeant
was not signed by the person completing the !
: assessment.
{W 159} | 483.430(a) QUALIFIED MENTAL {w 159}
RETARDATION PROFESSIONAL i : ;

'Each client's active treatment program must be
integrated, coordinated and menitored by a
qualified mantal retardation professional.

This STANDARD is not metl as evidenced by:
Based on observation, interview and racord
review the facility falled to ensure that each
client’s active treatment program was
coordinated, integrated and monitored by the
Qualified Mental Relardation Professional
(QMRPY), |

The findings include:

continuous active treatment. [See W24 ‘ -

J1 Hepn | P I. See response to W249, i o
1. The facility's QMRP failed to provide PO 5.%3/5{
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treatment program, which includes aggressive,
consistent implementation of a program of
specialized and generic training, treatment, health
services and related services described in this
subpart, that is directed toward:

(i} The acquisition cf the behaviors necessary for
the client to function with as much self
determination and independence as possible;
and

{ii) The prevention or deceleration of regression
or loss of current optimal functional status.

at the facility for 35 days. The client w
bedridden in the hospital for 71 days.
she was being allowed to retum to her ¢pmfort
level with sclf-feeding, selftoilcting, selfa

_ Tepositioning, and becoming more physjeally

| ective. Staff will be rotrained to follow her
regular active treatment schedule. A different
QMRT will be assigned to the home.

home

CARECO 11 WASHINGTON, DG 20002
(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES [0 J PROVIDER'S PLAN OF CORREQTION XS}
PREFIX (EACH DEFICIENGY MUST BE PRECEGED BY FULL PREFIX {EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
, DEFICIENCY)
{W 159} Continued From page 3 {W 159}
2, The facility's QMRP failed i ensure that each 2, See response to W252, | ;—/}_5/53"
client's Individual Program Pian {IPP) objectives
- were documented consistently and accurately.
[See W252]
{W 195} | 483.44D0 ACTIVE TREATMENT SERVICES (W 185}
The QMRP will retrain staffon d?cumauﬁng
The facility must ensure that specific active  Tesidents’ maladaptive behaviors in accprdance
treatment services requirements are met. with current behavior support plans sudiIPPs. The
QMRP wiil contact the Psychologist an
Behavioral Specialist to determine how to
document behaviors thet are too frequent or
: . . intense for staif to doeurncnt the moment that
This CONDITION is nct met as evidenced by: they occur. Other behaviors that are ¢
Based on obsegr_vaton. interview and repord cccurrences or that are expressions of faigue,
review, tha facility failed to ensure continucus Tetief, or frustration thet are within the normal
active treatment services {See W198 and W249), range af behavior for an adult wild not b
and failed to ensure that each client's targeted  documented as maladaptive. The QMR will
' maladaptive behaviors ware documented ensure thet documenitation practices tmegt the
consistently and accurately in accordance with wr‘m“?‘:f 0;?;: L:‘l];“‘f;'l“: P“’@ﬁ“ \i‘:‘s as
. L currently . ill ensure t en
their Individual Program plans (See W252). revised IPPs are developed, new d tation
. . fc d traini ided i ;
. The effects of these systemic practices results in S«:;nts andtraining are provided timely & the oy jj/a &
the failure of the facility to adequately provide -
aclive treatment services. .
{W 196} ; 483.440(a)(1) ACTIVE TREATMENT {W 196}
Each client must receive a continuous active At the time of the survey Client #4 had been back

N
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{W 156} |

. extent of her self-medication training program.
+ She ate independently and except for receiving
 staff assistance with bathing and changing into

Continued From page 4

This STANDARD is not met as evidenced by:
Basad on observatior, interview and record
review, the facility failed ta provide continuous
active treatment, including aggressive. consistent
implementation of programs  and related
services, for one of the five clients residing in the -
facility,

The finding includes:

Cross-refer to W24%, Client#4 was observed in
the facility on January 8, 2008, fram 2:50¢ PM until
7.32 PM. For the first two hours, she slaptin her
bed. She was chserved halding her glass of
water during the medication pass, which was the

her night clathes, she did not receive any active
treatment. She was not observed being offered
or encouraged to use a walker, which was
prescribed for short distance movement within the
facility.

Interviews with staff that evening and the
Qualified Mental Retardation Professlonal on the
following morning revealed that the client had not
been engaged in meaningful active treatment
during the past month, since her retum and
readmission from the hospital. Further interview
and record verification, however, revealed that
there was no medical or other reason tc limit her
activity or prevent her frum engaging in routine,
active treatment. (Nole: The exception was that
she was awaiting the resuits of a follow-up
swallow study before receiving clearance to return
to her day pregram.) The client was without an
altemative activity schadule, to ocutline active

W 196}
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[W 198}

{W 249}

_outlined injher IPP,

| As s00n as the interdisciplinary team has

Continued From page 5

treatment to be achieved during the daytime
hours. Further review of the client's record
indicated that staff had been implementing
communication, physical fitness and
recreation{leisure programs on Mondays,
Wednesdays and Fridays only,

There wasf ne evidence of continuous, aggressive
active treatment interventions and services to
support Cliant #4 with achieving the objectives

483.440(d)(1) PROGRAM IMPLEMENTATION

formulated a client's individual program plan, .
each c:lientI must receive a continuous active
treatment program consisting of needed
interventions and services in sufficiant number
and frequency to support the achisvement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on observaticn, interview and record
reviaw, the facility failed to provide continuous
active treatment, for one of the five cliants
residing inithe facility. (Client #4)

The findings include:

1. On January 8, 2008, at approximately 8:30
AM, Clisnti#4 and her peers were observed being
assisted opto the van. The van departed shortly
thereafter, taking clients to day programs. Later
in the day, pbservations of Client #4 went as
follows: |

W 198)

W 249}

1. a-f. The QMRF will contact the Prithary Care
Physician o determine whether sleapi isone
of the symptoms of any of cliznt #4’s diagnoscs,
and If so, if there is 2 means of addressipg it
medically. If not, and if'the client is tired after
retuming from her program, it is eppropiiate for
her ta rest of hap prior to any evening !
programming. [

AN
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{W 248} | Continued From page 6 {W 249}

a, 2:50 PM - Shortly after clients were cbserved

. returning frem day program, Client #4 was

brought into the living room in her wheelchair and
assisted onto the sofa. She promptly sat at the
end of the sofa, with her back to the rest of the
room, legs crossed and her face buried in her
right elbow. Within a few minutes, a snoring
sound was heard coming from her direction.

b, 3:05 PM - A staff person spoke to Client #4
and touched her on the shouldar. The cllent
ignared the staff and remained In the same

position.

c. 3:10 PM - Another staff person came to Client
#4 and offered to take her "go to sleep?" Twa

- staff placed her into her wheelchair and the client
- was wheeled out of the living room.

d. 4:08 PM - Glient #4 was observed lying in her
bed. motioniess with a blanket covering her face.

e. 4:28 PM - The Residential Director went to
Client #4's bedroom and returmed to the living
room a moment later and informed the Qualified
Mental Retardation Professional (QMRF) that she
had "checked on her and that Client £4 had been
snoring.

f. 4:56 PM - Client #4 was observed lying in her
bed, motionless with a blanket cavering her face.
A snoring sound was audible,

g. 4:59 PM - Client #4 was wheeled into the living 1. g. The QMRP will retrain staff on the active
room. She remained in her wheelchair, not treatment gaals in the client’s ISP, and will
engaged, while two staff spoke with one another eetrain them on implementing and documenting YAV
while seated on the nearby safa. active treatment. See response to W196, Ay

——

. h. 5:08 PM - Client #4 was brought to the nurse's 1. h-p. Se¢ responses o 1. g. above. Sde ;9/3/0?

i response to W196,
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office. The nurse told her the name of each
medication she was preparing and the purpose
for each medication. The nurse then informed
the client that she was crushing her medications
and subsequently mixed the medication into
applesauce and spooned the mixture into the
client's mouth. The client held the glass while
she drank her water. {Note: Review of her
seli-medication program on the next day revealed
that this was consistent with her program, as
written.) :

i, '5:1 8 PM - Client #4 was wheeled from nurse's
office to the living room.

j. 5:42 PM - Client #4 observed eating dinner,
independently, at the dining table in the kitchen.

K) 5:48 PM - Upon completion of her dinner, staff

wheeled Client #4 out to the living room. For the
rext 16 minutes, she sat in her wheelchalr not
engaged in any meaningful activity. (Note: music
was playing on a radio in the living room.)

‘| 1. :04 PM - For approximately one minute, a

direct support staff person spoke with Client #4,

! while rubbing her gently on her right hand.

m. §:22 PM - Direct support staff wheeled Client
#4 out of the living room. A few minutes later, the

| staff person said Client #4 was using the toilet.

R, 6:50 PM - Client #4 seated in her wheelchair in

her bedroom, with staff assisting her with her
shirt. A few minutes later, staff wheeled her into

- the living room.

. 7:11 PM - Client #4 sitting in her wheeichair in
the living raam, radio playing but no activity.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIGN NUMBER: COMPLETED
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{W 248} Continued From page 7 {W 249}
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p- 7:23 PM - Client #4 sitting in her wheelchair in
the living room, radio playing but no activity

-2, On January 8, 2008, at approximately 5:55

. PM, interview with a direct support staff person

' revealed that the afternoon/evening cbservations
of Client #4 had been typical. He stated that she
routinely naps upon return from day program,

- gets her medications, then dinner, followed by a
shower and is usually in bed by 7:30 PM. He
further indicated that Client #4 "used to walk
more” and had been "more active” in the past.

3. On January 8, 2008, beginning at
approximately 2:22 AM, interview with the QMRP
revealed that Client #4 had stayed home from day
program for the month since being readmitted
from a hospital on December 5, 2007. When
asked akout the previcus day, the QMRP said the
client had returmned from the morning van run and
had stayed home the remainder of the day.

When not in the [iving room, Client#4 had either
been in the "entertainment room" with her

. one-on-one staff orin bed. {(Note: The daytime
weather on January 8, 2008 was clear and
warm.) Further interview revealed that the client's
one-on-one were not instructed to document the
client's daytime activities in her record: staff
"would write down things if there is an issue or
concern, not regular activities.” At 9:43 AM, the

medical resfrictions or timitations on activities
placed on Client #4 since her return from the
hospital. The Supervisary RN confirmed this
later, at approximately 10:25 AM.

4. On January 9, 2008, beginning at
| appraximately 9:16 AM, review of Clisnt #4's

QMRP replied “no" when asked if there were any .

2, Sexresponses to
| I€Sponse o \_V 1_96

response to W96,

3. See responses to W249 |, a.-p. abov

W249 1. a-p. sboye. See
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) A BUILDING
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WASHINGTON, DC 20002
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{W 249} Continued From page & {w 249}|

e Saee ;Aj'/d’f

4. Sce responses to W249 La.-p. above,
response o W196, The QMRP assigned
home will train staff to implement pro
ths frequency required in the ISP, 0

active treatment takes place, cach day pef
schedule, and to collect data (document
programs) pet instru

ctions in the [PP,

See

to the
with
that

the

5 Jia/bs
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record revealed the following:

a, Client #4's weekday activity scheduie reflected
day program between 8:00 AM - 4.00 PM. At
9:35 AM, the QMRP acknowledged that there
was na alternative schedule developed for days

when she did not attend day pragram; "evarything

remains the same... we use the same routine. ..

" she has not been doing much since she came

back from the hospitai." (Note: Review of the
weekend/holiday schedule revealed community

oulingsi recreation leisure activities between 1:00

PM - 4:00 PM.)

b. Client #4's weekday activity schedule reflected |

the follawing:

1) "5:00 PM - Communication Goal #4... is
learning to follow staff directives.” On Tuesday.
January 8, 2008, staff were not observed
implementing her communicaticn goal.

2) "5:30 PM - Get ready for dinner... should use
her walker to ambulate to the table. Staff sheuld
provide assistance as needed.” On Tuesday,

| January 8, 2008, Client #4 ate her dinner while

seated in her wheeichair, Staff were not

. observed encouraging ker to ambulate with a
i walker. Staff ware not observed presenting a

whalker for her to use at any time while the
surveyor was in the facility during the 2-day
follow-up visit.

3) "6:30 PM - Physical Fitness Goal #5.., will nead
assistance to participate in exercise." On January

8, 2008, Client #4 did not participate in exercise
and staff were nat observed encouraging her to

doso.

{wW 248}
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. pragrams were 10 be implemented three times a

' Data relative to accomplishment of the criteria

: objectives must be documented in measurable

! review, the facility falled to ensure that each

Continued From page 10
c. At 9:55 AM, review of Client #4's IPP

Outcomes/Goals, dated July 19, 2007, revealed
that her cormmunication, exercise and ather

week, on Mondays, Wednesdays, and Fridays
only. Further review of the IPP and data
collection sheets revealed that aside from her
behaviar intervention objectives, there were no
active treatment programs or activities scheduled
for Tuesdays or Thursdays.

There was no eviderice of continuous, aggressive
active treatment interventions and servicas to
support Client #4 with achieving the objectives
outlined in her IPP,

483.440{e)(1) PROGRAM DOCUMENTATION

specified in client individual program plan

terms.

This STANDARD is not met as evidenced by
Based on observation, staff interview, and record

client's Individual Program Pian (IPP) tehavioral
objectives were documented, for two clients
residing in the facility. (Clients #1 and #2)

The findings include:

1. Staff did net document the following observed
targeted behaviors on Client #1's behavicr data
sheels, in accordance with her behavior support
plan (BSP), dated February 7, 2007;

a. On January 8, 2008, at 8:25 AM, she forcefully

(W 249}

{W 252}

1. a.-d. See response to W195, Scc r:!sponscm
W249 1.

| 243 /by
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threw her handbag to the floor. On January €,
2008, at approximately 3:10 FM, the Qualified
Mental Retardation Professicnal (QMRP) stated
that this was identified as "physical aggression” (a-
targat behavior) and should therefore be '
dacumented on Client #1's data sheets. Review
of the behaviar data sheets, however, revealed

no evidence that staff had documented the
behavior.

b. Client#1 forcefully threw her handbag to the

-| fleor on January 8, 2008, at 3:57 PM. Staff failed

to document that behaviar as well.

¢. Review of data sheets revealed that staff failed
to document Client #1's attempt to disrobe (a
target behavior) on January 8, 2008, at
approximately 4:00 PM,

d. Review of data sheets also revealed that staff
failed to document Client #1's target behavior
gexhibited on January 8, 2008. At approximately
5:21 PM, the client forcefully threw her easel to
the floor after the nurse called for her to come for
har medications.

2, 3taff did not document the foliowing observed
targeted behaviors on Client #2's behavior data
sheets, in accardance with her BSP, dated March
30, 2007:

a. On January 8, 2008, at 3:43 PM, Cliant#2
screamed loudly and stomped her feet whan this
surveyor arrived at her bedroom and offered a

: greeting. On January 9, 2008, heginning at 2:09

PM, review of the client's BSP, revealed that
screaming was among the targeted behaviors. At
appraximately 3:10 PM, the CMRP said the

client’s scream response was a target behavior,

| (w252}

2. a A different QMRE has becn assign
home. Client#2 |5 able 10 speak one or|
words; she does not uge sign language altl:hls
tme. The client Is ewary of soangers in her home

! orprivate space, and her response could be
interpreted as an appropriale reaction 1o may have
been a form of communication to express
displeasure at a stranger's intrusion on her
privacy. The QMRP will write a request to the

[ Psychalogist 1o asscss the environmentdl canses

ed 1o the

two

Jﬁ%&'
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"she's letting you know she isn't happy.”

3
b. On January 8, 2008, at 4:25 PM, Client #2 2b. See response 1o W ol o
began removing her shirt while she was in the Fspanseto WIS end Waep 1'_g,'_ .;‘/i/éf
living room. Staff covered her with a towel and

led her out of the room, in accordance with her ;

BSP (target behavior of disrebing). On January
9, 2008, review of her behavior data shests
revealed no evidence that the behavior had heen
documented.

c. On January 8, 2008, at 4:28 PM, Client #2 ‘ : : : _
pushed an end table in the living room with such ~ 2. Scoresponse to W195 and W249 §.g. ' ‘;,/,3/33—
force that it felf over. Less than one minute later, ‘ '
the QMRP steppad away from the client, saying
that the client had scratched her on the back. On
January 9, 2008, beginning at 2:09 PM, review of
the client's BSP, revealad that physical
aggression (inctuding scratching) and property
_destruction were among the targeted behaviors.
Review of the client's behavior data sheets,
- beginning at 2:22 PM, revealed no evidence that
staff had documented the 4:28 PM behaviors,

| 4. On January 8, 2008, at 4:30 PM, Client #2 R
ramoved har I‘ghirt while she was in the living 2.d. See response to W15 and W249 1.g. a// .j/a ¥
room. Staff covered her with a towel and led her

out of the room. There was no evidence that the
behavior had been documented.

Note: The most recent data sheet observed in
her program book ended with a behavior
documented on January 4, 2008. Even though
this behavior reportedly was observed several
times daily (4 times on January 4, 2008, for
example), there was no documentation available
for review far disrobing behavior during the period
January 5 - 8, 2008,

{W 262} | 483 440(f)(3)(i) PROGRAM MONITORING & {W 262}
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. CHANGLE

: The committee should review, approve, and

| monitor individual pragrams designed to manage

 inappropriate behavior and other programs that,

. in the opinian of the committee, involve risks to
client protection and rights.

This STANDARD is not met as evidenced by:

The January 9, 2008 follow-up visit revealed that

the facility's Human Rights Committee {HRC) was
: scheduled to meet Jater in the month (January 18,
2008).

At e ik e ek TR el R i i e el

Previously, the Novembar 29, 2007 monitcring
visit findings included the foliowing:

Based on observation, staff interview and record
review, the facility's Human Rights Committee
(HRC) failed to review and approve the use of
restrictive measures, for two of the twa clients in
| the sample. (Clients #1 and #2)

"The f nding includes:

On November 28, 2007 at approximately 1:00
PM, review of the HRC minutes and interview with
the Qualified Mental Retardation Prcfessional
{QMRP) revealed the there was no avidence that
the HRC had approved tha use of restrictive
techniques (i.e, behavior support plan and
psychotropic medications) tc manage behaviors
for Clients #1 and #2. [See W124]

{W 483} 483.480(d)(2) DINING AREAS AND SERVICE

The facility must provide table service for all

W 262)

The Human Rights Comunittce is schedled to
meet on January 31, 2008. Restrictive measures
for al} clients will be reviewed and appioved or
disapproved, and documenied in the Committes's
mitnies,

The QMRP will ensuze that people who can and
will cat at the table have adequate comfortable
space 1o do so, even if it requires meals to be
offered in two sessions.

IW 483}

25/08
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clients who can and will eat at a table, including
clients in wheelchairs.

This STANDARD is not met as evidenced by:
Based cn observation, the facility failed to provide
sufficient table space to accommeodate all clients
at meals, including those in wheelchairs.

The finding includes:

On January 8, 2008, the dinner meal was
observed, beginning at approximately 5:42 PM.
Clients #1 and #2 sat at one end of the dining
table. Ciient#1's one-on-one staff sat in a chair
to har left and Client #2's one-on-one stoad
behind her, praviding assistance and support.
Clients #4 and #5, both in wheelchairs, were also
seated at the dining table. There was no ,
additional space available at the table. At the
same time, Cliant #3 was obseérved being fed her
dinner by a staff person In the living reom,  Staff
acknowledged that there was insufficient space at
tha table to accommodate Client #3's wheelchair.

{W 483}
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