A1/p2/2011 22:27 30165654541 CARECO Ce. PAGE B2/19
Q@“”ﬁ&; A
' / PRINTED: 12/21/201
DEPARTMENT OF HEALTH AND HUMAN SERVICES \ FORM APPROVEI
ES OMB NO 8-039
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPUERICLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
| AMD PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A, BUILDING
' c
086174 B wine 12/03/2010
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODE
1701 24TH STREET, NE
CGARECO 11 - WASHINGTON, DG 20002
L SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ‘ TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
; | i DEFICIENCY) -
W 000 INTTIAL COMMENTS | wooo
| i
A monitoring survey was conducted on December
-3, 2010, to review the adequacy of adaptive
_equipment being used by the clients residing in
 the faclity. The faciilty has a residential
. population of four females with varipus levels of
i mental retardation,
The findings of the survey were based on .
_observation, interviews and record review, as well
: as a review of ciient and administrative racords, .
} including incldent reports. _ !
W 104 483.410(a)(1) GOVERNING BODY W 104 |
The governing body must exercise generel policy,
budget, and operating direction over the facility.
; . W14 | |
: ) . . This STANDARD will be met a8
' This STANDARD is not met as evidenced by: follows:
Based on observation, inferview and record C fi to W46
. revisw, the governing body failed to maintain ‘ : ross reference response 1o .
- general operating direction over the facility, as : i
- evidenced by the deficlencies clted throughout Cotooo hoe e
: this report for four of four clients residing in the pive tqup
facillty (Cliarlt #1 , #2' #3‘ #‘) ensure each client has .sa.fe and
: _ operable adaptive equipment.
The findings Include: , QMRP’s, Nurses and RD’s have
been/will be trained on its b
) : implementation. The protocol b
i [Cross refer to 436]. The goveming body falled to includes tracking adaptive :
* ansure the monitoring of, and timely provision of equipment. Quality Assurance will |
adaptive equipment, in accordance with its monitor the tracking of adaptive
established policies, as evidenced below: equipment at least quarterly or as
. ' necded. :
: ‘ 1/3/11 |
. interviews conducted with the house manager :
(HM) and the qualified mental retardation ! I
professional (QMRP) via telephone on December ,
AB RATOYD!RE;U 3 PROYIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTLE (%8) DATE
AL s L Ll & 2 ’“0
Any T idhufdy statemant ending with an asteriak (*) denotes a deficlency which the instfiution may be excusad fru;t corracting providing it Is determinod that

other safeglinrds provide sufficlent protection to the patients. (See instructions.) Except for nutsing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of corraction is provided. For nursing homes, the above findings and pians of corraction ars disciosable 14
days fellowing the date these documents are made avallable to the facflity. 1f deficienclea are cited, an approved plan of corection is requisite to continued

program participation.
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W 104 Continued From page 1

3, 2010, at 7:30 a.m. and 8:00 a.m. respectively,
' revealed that the facility has a tracking form to be
- completed by the direct care staff weekly, to
. ensure cleanliness and repairs for all adaptive

; equipment. The form should then be submitted to
| the QMRP for foliow-up.

Review of the agency's 2007 adaptive equipment
poficy on December 3, 2010, at 8:30 a.m, verified !
that the QMRP is the primary responsible person |
for managing adaptive equipment needs. The
i agency created an Adaptive Equipment,
| Acquisition, Maintenance, or Repair Request and
 Tracking Form to be completed by the QMRP to
track the timeliness of acquisition and repairs. At
: the time of the survey, however, there was no
! avidence that the governing body exercised
-’ over-site and/or assistance to the QMRP to
ensure this practice was implemented. Interview
: with the QMRP during the exit conference at
i approximatety 4:30 p.m. verified that the facility
' had the forms, however, they were not being
: completed as required.
W 158 483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

_Each client's active treatment prograrm must be
. i integrated, coordinated and monitored by a

| qualified mental retardation professional.

i This STANDARD is not met as evidenced by:

' Based on observation, interview, and record
review, the faciiity's qualified mental retardation
professional (QMRP) failed to ensure each

! client’s adaptive equipment was integrated,

| coordinated and monitored, for three of four

| clients residing in the faciiity. (Clients #1, #2 and

W 104

W 159
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W 159 Continued From page 2 W58’ i
#3) ’
The findings include: w159 ’
This STANDARD wili be met as
1. [Cross-refer to W210] The QMRP failed to L Rl rerence
' ensure the physical therapist (PT) reassessed wote oneeresponseto !
Client #3's use of a walker.
2. Cross reference response to | |
‘ ;! w189 ‘
' 2. [Cross-refer to W188] The QMRP failed to 3. Cross reference response to |
ensure that each smployee was provided with W436 _ ;
" effective initial and continuing training that 4. - Cross reference response to |
enabled the employee to perform his or her duties | w436
effectively and competently. ; 5. Anew QMRP has been
| assigned to Client #2. The
QMRP will follow-up with
| 3. [Cross refer to W438[ The QMRP falled to the SLP on the discrepancy
coordinate services to ensure that assistive with Client #2's cup.
devices recommended by the physicai therapist 1611
for Ciient #1 and #2 were continuous!y available 6. C
. for their use, as evidenced below: | “;:;‘I‘Smfere"“ response to
a. Interview with the QMRP on December 3, 2010 i
"at3:35 p.m,, revealed that the repositioning !
wedges for both Ciients #1 and #2, and the knee :
braces for Cilent#1 had been defivered tothe : ;
- facility. The QMRP further revealed that the .
"items were observed in the nurse's office, : !
According to the QMRP, shortly after the adaptive ;
equipment arrived, the PT came to the faciiity to ;
. instruct the direct support staff on how to use it. .
At the time of the survay, however, the positioning : ?
-wadges and the night time ieg braces couid not ; :
be iocated. Additionally, the record of the training : |
provided by the PT on how to use the : !
aforementioned assistive devices was not ! ;
avaiiable for review, i
; ] i
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W 158 ' Continued From page 3

" b. The QMRP falled ta coordinate with the

- physical therapist (PT) regarding the
recommendation for bean bags fo repasition
Client #2, as evidenced below:

! Review of Client #2's annual PT assessmeant

i dated June 23, 2010 on Decamber 3, 2010 at

" 1:30 p.m. reveaied a recommendation to consider

i purchasing two bean bags to reposition har.

" interview with the QMRP af 1:45 p.m. reveaied
that the recommendation to purchase the bean
bags had not been addressed,

4, [Crass refer to W436), The QMRP failed to
I coordinate services to ensure bed rail pads were
| obtained as recommended for Clients #1 and #2.

* 5. The QMRP failed to ensure the discrepancy of
Client #2's drinking cups was addressed with the |
SLP as evidenced below:

- On December 3, 2010, at 8:27 a.m., meaitime
observations revealed Client #2 being given
small drops of baverage from a nossy cup.

i On the same day at 2:45 p.m., interview with the

| direct support staff and the QMRP revealed that

' thera wera several npsey cups available for Client
#2. Continued discussion with the QMRP
raveaied that on April 5, 2010, the SLP trained the:
direct care staff on the client's mealtime protocol.

. Reportedly, on that date, the SLP instructed the

| staff to provide all liquids to the client from the

! nosey cup.

On December 3, 2010, at 2:42 p.m., the review of |
Cilent #2's SLP assessment and the
corresponding mealtime protocoi, both dated

|
|
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W 158 Continued From page 4
. February 13, 2010, revealed that a spout cup was |
recommended for drinking. At the time of the
survey, there was no evidence that the QMRP
had addressed the discrepancy ragarding the
different type of drinking cups Identified by the
SLP for Client #2.

| 6. {Cross refer to W436] The QMRP failed to
‘ coordinate sarvices to ensure Client #3's hogpital
. bed was maintained in gond repair.

W 189 483.430(e)(1) STAFF TRAINING PROGRAM

The facility must provida each employee with
- initiai and continuing training that enables the
“amployee to perform his or her duties effectively,
efficiently, and competently.

. This STANDARD is not met as evidenced hy:

! Basad on observation, interview and record

» review, the facility failed to ensure effective

: training of each staff on the use of adaptive
equipment, for two of four clients residing in the
facility. (Cllents #1 and #2)

“ The finding includes: i

The facility failed to ensure that the rurse
administering the moming medication used
adaptive equipment, in accordance with the

1 clients' feeding protocols, as evidenced helow:

- Observation on December 3, 2010, beginning at
approximately 8:05 a.m., revealed the nurse
administering medications to Clients #1 and #2
from a regular teaspoon. Observations of the
morning meaitime, at 8:10 am. and 8:15 a.m.

" respéctively, revealed direct support staff feeding
Clients #1 and Client #2 with a Teflon coated

W 159

W 188

|

W189
This STANDARD will be met as
follows:

QMRP/RN will train the nurses in
the home on the appropriate
adaptive equipment in the home. In i
the future the QMRP will be !
responsible to notifying the nurse of
any chanpes to adaptive equipment.
1/8/11
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W 189 | Continued From page 5

teaspoon. Staff interview during breakfast
revealed that the Teflon coated teaspoons were

. bite down on the spoon when it is presented.

. Review of the mealtime protocols at

i approximately 3:30 p.m. verified that both Cllent

“#1 and #2 are to be fed with a Teflon coated i
teaspoon.

| Interview with the qualified mental retardation

: professional (QMRP) on Decembsr 3, 2010 at

: 4:16 p.m. reveaied that all personnel who engage
with the clients are to use the prescribed adaptive
aquipment.

Review of the training record and interview with
the QMRP on December 3, 2010, at 2:10 p.m.,
i verified there was no evidence tha nurse had
: received effective tralning on the use of required
: adaptive equipment.
W 210 483.440(c)(3) INDIVIDUAL PROGRAM PLAN

Within 30 days after admission, the
interdisciplinary team must perform accurate
. assessmants or reassessments as needed to
_suppiement the preliminary evaluation conducted
" priof to admlssion.

recommended because of the clients' tendency to |

* This STANDARD (s not met as evidenced by:
Based on cbservation, interview and record ‘
review, the facility failed to ensure the physical

“therapy (PT) assessment addressed ambulation

. using a waiker for one of the four cllents residing

' The finding includes:

W 189!

E
|
|

w210

|

QMRP will have the PT for Client

w210

This STANDARD will be met as
follows:

#3 reassesses the need for a walker.
QMRP will continue to be
responsihle for following up on

adaptive equipment needs. :
1/8/11 I

i
. in the facllity. (Client #3.) l
1
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W 210 Continued From page 6

On December 3, 2010 at 8:45 a.m. and at 12:21
. PM, a one to one staff was observed to assist
Cltent #3 a9 she ambulated from the living room
' to her bedroom, using her rolling walker.

On the same day at approximately 12:25 p.m.,
staff revealed that in the past, the client had a

' rolling walker with a seat, however refused to use

i

“ On December 3, 2010 at 1:25 p.m., review of 1
Client #3's annual PT assessment dated July 12,
2008 reveaied, “She can ambulate with aroliing
walker with a seat” According to the client's

i annual PT assessment dated June 3, 2010, at

! 1:42 p.m. the client required assistance with

. transfers and ambulation, however "She would

i not ambulate this day, and she has a custom
molded wheelchair." Continued review of the
2010 PT assessment, however, revealed it failed

. to ldentify a walker as adaptive equipment

; recommended or used by the client. Atthe time

: of the survey, there was no evidence that the

" client's ability to use a walker during ambulation
had been re-assassed by the PT.

W 436 483.470(g)(2) SPACE AND EQUIPMENT

| The facility must fumish, maintain in good repair,

, and taach clients to use and {0 make informed

' shoices about the use of denturas, eyeglasses,
hearing and other communications aids, braces,
and ather devices identified by the
interdisciplinary team as needad by the client. {

. This STANDARD js not met as evidenced by:
_ Based on observation, staff interview and record

w210

w438

i
|
i
i
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W 436 Continued From page 7 W 438 ;
. review, the facility failed to furnish and maintain in i
i good condition wheslchairs, bed pads, knee i
| braces and pasitioning wedges, as prescribed, ; '
: for three of the four clients in the facility. (Clients :
; #1.#2, and #3) ;
: ! i
The findings include: , W436 :
i This STANDARD will be met as :
; ! i follows: |
: On December 3, 2010, observations, interviews [ !
" and record reviews ravealed the following L |
 concerns were identified: 1. There was no evidence that
| 1. Tha facility failed to ensure assistive devices | Client 41’ ke braces oF
‘ recommendad by the physical tharapist (PT) for ! ofi gt #lahas '
1 Clienf's #1 and #2 were avaiiable for their use, as i e ar |
Qvliﬁnced below: . | appmntment at NRH to be i
refitted. Wedges have been
. interview with the QUIRP on December 3, 2010 at ordered for Client #1 and
: 3:35 p.m., revealed that the repositioning wedges Client #2. QMRP will be
' for both Clients #1 and #2, and the knee braces responsible for tracking the
for Client #1 had besn deilverad to the facility. status according to the
- The QMRP further ravealed that the items were Adaptive Equipment Policy
observed in the nurse's office. According to the and Protocol 5
QMRP, shortly after the adaptive equipment 1/10/11
r arrived, the PT came to the facility fo instruct the
: direct support staff on how to use it. 2. QMRP will be expected
| btain all tiv
| At the time of the survey, however, the positioning 2 aim all adaptive 1
. quipment in a timely :
wedgas and the night time lag braces could not ; fashion. Client #1 and
be located. Client #2's bed rails have '
. been ordered. The vendor
2. The facility failed to ensure recommended bed | | is expecting deliveryon
rails pads for Clients #1 and #2 were provided as ! 1/3/10 and will deliver the
; avidenced below: ; pads once they are H
i . . received. :
- Observation of the hospital beds in the facility on ; 177711 | ]
1
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W 436 Continued From page 8
December 3, 2010 at 9:05 a.m. revealed no rall
pads were attached. Interview with direct support '
. staff during this time revealed the hospital beds .
: belonged to Clients #1 and #2, and that no bed
 raii pads were available.

' On December 3, 2010, at 9:45 a.m. and 11:37
a.m. respactively review of QMRP monthly
summaries (May 2010-November 2010} revealed

i that the adaptive equipment for Clients # 1 and #2

! included bed rafl pads. It was verified by review

‘ of the PT asseasments datad June 3, 2010 and
June 23, 2010 respectively.

Interview with the QMRP at 3:37 p.m. ,
. acknowledged that bed rail pads were not
- available for the clients.

' 3. The facility failed to ensure Client #3's haspital
bed was maintained in good repair.

: On Dacember 3, 2010 at 8:12 a.m., observation

* of Ciient #3's hospital bed revealed it made a
"humming-like" sound when the remote control
device was activated {o raise or lower the bed,
The height of the bed remained unchanged.

! Interview with the QMRP an the same day at 2:05 |
" p.m. revealed that she was notaware that the
remote control could not raise or lower Client #£3's

bed.

. On Dacember 3, 201D at 11:40 a.m., revisw of

| Client#3's annual PT assessment dated June 3,
2010 revealed , *The frame helght does not
adjust.” At the time of the survey, there was no
avidence the client's bed was monitored t0

. ensure imely repalrs.

DEFICIENCY)

W 436

3. Client #3's hospital bed has
been repaired. Staff will be
expected to document all
needed repairs. QMRP has
been trained on the timely
acquisition of adaptive
equipment,

12/16/10

L
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W 436 Continued From page 9 W 436!
: 4, The facility failed to ensure the wheelchairs of i 4. Client #] has received a
Cliants #1 and #3 were maintained in good repair, loaner chair to use in the
N absence of her wheelchair .
. Upon arrival to the group home on December 3, According to the vendor,
: 2010, at approximately 7:00 AM, Clients #1, #2 Client #2°s new wheelchair
- and #3 were chserved sitting In their wheelchalrs | has been ordered and has a
' in the dining room. According to the staff, Client ' new delivery date of
: #1 and #3 would be remaining home for the day 1 U711 Cli;t 43 brakes
" awaiting acheduled wheslichair repairs. The ! ha b. ed A
house manager (HM) Indicated that Client #1's l o deonrepaired |
new custom molded wheeichair was scheduled to | 719 form was completed |
 be delivered on December 18, 2010. and submitted to the
i vendor on 12/19/10 for a
. A1 7:30 a.m., staff informed the surveyors that ‘ new wheelchair for Client
Client #3's right brake falled to fully engage ! #3. QMRP will follow up
against the right rear tire, which aliowed the wheel; on the timely acquisition of
to move. Staff reported thatthe brakes had been the wheelchair.
repaired severai weeks prior, however due o 12/19/10
; client's behavior of shaking her leg and frequent
‘ movemsnt in and out of chair, she had damaged
the brakss. Therefore, one to one staff remains
within arm's reach of the client at all times.
On December 3, 2010, at 3:30 p.m., record
| review reveated that on October 29, 2010, Client
#3 received a comprehensive evaluation of the
wheelchair, which determined the chair she was
. using at that ime needed repairs. According to !
' the evaluation, the equipment vendor was ,
- investigating the purchase date of the client's :
" current whealchair to determine if she was efigible 5. A 719A form has been
for a new wheelchair. submitted for a new shower
: chair. The QMRP will
- At the time of the survey, the facility failed to continue to follow-up on
“ensure Cllent #3's wheelchair was maintained in ! the status of the shower .
| good repair. ! chair. DSP’s will be trained |
s . on the monitoring of
5. The facility failed to ensure the shower chair adaptive equipment. iI
was maintained in good repair. 1/12/11 ¢]
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. Observation on December 3, 2010 at 9:03 am., |
‘ revealed scaling paint and ruston the frame of .
 the shower chair In the rear bathroom. On !
' December 3, 2010, at 2:43 p.m, the house i
manager presented a 719A dated December 1,
2010 for a new shower chair.
' At the time of the survey, however, the facility
- falled to ensure the shower chair was maintained
. in good repalr.
!
i
!
i
i
|
i
i
;
!
|
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1000 INITIAL COMMENTS

A monitoring survey wds conducted on

, December 3, 2010, to review the adequacy of

. adaptive equipment being used by the cllents

" residing n the facllity. The facility has a

. residential population of four femalas with various
levels of mental retardation,

The findings of the survey were based on
obsetvation, Interviews and record review, as wall
as a review of resident and administrative
records, inciuding Incident reports,

1090 3504.1 HOUSEKEEPING

The Interlor and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of

- accumulations of din, rubbish, and objectionable
odors. .

This Statute is not met as evidenced by:

Based on ochservation and Interview, the GHMRP
failed to ensure that the environment was free
from potential safety hazards.

The finding includes:

On December 3, 2010, at approximately 9:03

. a.m., the surveyors observed that the shower In
the rear bathroom had a threshold that was
several inches tall and did not appear to be
barrier-free. Staff interview at approximately 9:05
a.m. revealed that it was necassary to lift the
shower chalr over the threshold.

} 180, 3508.1 ADMINISTRATIVE SUPPORT
Each GHMRP shall provide adequate

| 000

1 090

1090
Thigs STATUTE will be met as
follows;

Careco will have the PT assess the
gshower and make recommendations
on how the elevated threshold
should be addressed for safety,

precautions.
1/7/11

t 180

12[31{f5

(%8) DATE

Heglfh Regylation Administrat .

Z 4 . S _TITLE
%R TOR'E OR PROVIDE UPPLIE& REP‘RES@NTIQI' f CE] GNfATIJOf-!g D D ey
STA

s TXZP11
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1180

- needs of the rasidents as required by their

- professional (QMRP) failed to ensure each

" residents residing in the facllty. (Residents #1, #2

" ensure that each employee was provided with

3. [Cross refer to W436] The QMRP falled to
. for Residents #1 and #2 were continuously
. available far their use, as evidenced below.

" a. Interview with the QMRP on December 3, 2010

- to the facllity. The QMRP further revealed that

Continued From page 1
administrative support to efficiently meet the

Habilitation plans.

This Statute is not met as evidencad by:
Based on observation, interview, and record
review, the facility's qualified mental retardation

res/dent's adaptive equipment was integrated,
coordinated and monitored, for three of four

and #3)

The findings Include:

1. [Cross-refer to W210] The QMRP faiied to
ensure the physical therapist (PT) reasseased
Resident #3's use of a walker.

2, [Cross-refer to W188] The QMRP failed to
effective initial and continuing training that

enabled the employee to perform his or her
duties effectively and competently.

coordinate services to ensure that assistive
devices recommended by the physical therapist

at 3:35 p.m., reveaied that the repositioning
wedges for both Residents #1 and #2, and the
knee braces for Resident #1 had been delivered

the items were obsefved In tha nurse's office.
According to the QMRP, shortly afler the adaptive

1180

1180
This STATUTE will be met as
follows:

1. Cross reference response to -
Federal Deficiency W210 .
1/8/11
2. Cross teference response to
Federal Deficiency W189
1/8/11
3. Crossreference responseto
Federal Deficiency W436 i
1/8/11 :

Health Reguiation Administration
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1180 Continued From page 2

equipment amived, the PT came fo the facility to
inatruct the direct support staff on how to use it.

At the time of the survey, however, the
positioning wedges and the night time ieg braces
could not be located. Additionally, the record of
the training provided by the PT on how to use the
aforementionad assistive devices was not
available for review.

b, The QMRP failed to coordinate with the
physical therapist (PT) regarding the
recommendation for bean bags to reposition

" Resident #2, as evidenced beiow:

Review of Resident #2's annual PT assessment
dated June 23, 2010 on December 3, 2010 at
1:30 p.m. revealed a recommendation to
consider purchasing two bean bags to reposition

- her. Interview with the QMRP at 1:45 p.m.
' revealed that the recommendation {o purchase

the bean bags had not been addressed.

4. Cross refer to W436. The QMRP failed to
coondinate services to ensure bed rali pads were
obtained as recommended for Residents #1 and

#2.

5. The QMRP failed to ensure the discrepancy of
Resident #2's drinking cups was addressed with

. the SLP as evidenced below:

On December 3, 2010, et 8:27 a.m,, mealtime
observations revealed Resident #2 being given
small drops of beverage from a nosey cup.

On the same day at 2:45 p.m., interview with the
direct support staff and the GMRP revealed that
there ware severai nosey cups avallable for

. Resident #2. Continued discussion with the

| 1180

4. Cross reference response to !
Federal Deficiency W436

18/11

5. Cross reference response to
Federal Deficiency W159

611 '
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STATE FORM

e 7XZP11

if continuation sheet 3 of



pl/@2/2011 232:27 3815654541

CARECO

PAGE 16/19

PRINTED: 12/21/201(
FORM APPROVEL

STATEMENT OF DEFIC/ENCIES 1) PROVIDER/SUPPLIE
AND PLAN OF GORRECTION o IDENTIFICATION NUI%%%?

HFD{3-0233

{%2) MULTIPLE CONSTRUCTION

A, BUILDING
B. WING

(X3) DATE SURVEY
COMPLETED

12/03/2010

NAME OF PROVIDER OR SUPPLIER

CAREGO 11

STREET ADDRESS, CITY, STATE, ZIP CODE

1701 24TH STREET, NE
WASHINGTON, DC 20002

(x4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

) PROVIDER'S PLAN OF CORRECTION ] )
PREFIX (EACH GORRECTIVE ACTION SHOULD BE | COMPLETE
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)

| 222

1180

Continued From page 3

QMRP revealed that on April 5, 2010, the SLP
trained the direct care staff on the resident’s
mealtime protocol. Reportedly, on that date, the
SLP instructed the staff to provide af ilquids to
the resident from the nosay cup.

On December 3, 2010, at 2:42 p.m,, the review of
Resident #2's SLP asseasment and the
corresponding meattime protocol, both dated

" February 13, 2010, reveaied that a spout cup was
" racommended for drinking. At the time of the

survey, there was no evidence that the QMRP
had addressed the discrepancy regarding the
diffarent type of drinking cups identified by the

: SLP for Resident #2.

8. Cross refer to W436. The QMRP failed to
coordinate services to ensure Resident #3's
hospital bed was maintained in good repair.

3510.3 STAFF TRAINING

There shall be continuous, ongoing in-service
training programs scheduled for all personnel.

This Statute Is not met as evidenced by:
Based on observation, interview and record
review, the GHMRP failed to ensure effective
training to each staff on the use of adaptive

" aquipment, for two of four residents residing in
" the facility. (Residents #1 and #2)

The finding Includes:

The GHMRP failed to ensure that the nurse

administering the moming medication used
adaptive equipment, In accordance with the
residents' feeding protocols, as evidenced below:

Ohservation on December 3, 2010, beginning at

i 180

1222 1222
This STATUTE will be met as

_follows:

Deficiency W189

Cross reference response to Federal |

!
|
{
I
|
i

1/8/11

Health Regulation Adminisfration

STATE FORM
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1222 Continued From page 4

approximately 8:05 a.m., revealad the nurse

"~ administering medications to Resldents #1 and
- #2 from a regular teaspoon. Observations of the

moming mealtime, at 8:10 a.m. and 8:15a.m.

' respectively, revealed direct support staff feeding
- Residents #1 and Resident #2 with a Teflon

coated teaspocn. Staff interview during breakfast
revealed that the Teflon coated teaspoons were
racommended because of the residents'
tendency to bite down on the spoon when itis
presented.

Revisw of the mealtime protocols at
approximately 3:30 p. m. verified that both
Resident #1 and #2 are to be fed with a Teflon

coated teaspoon.

Interview with the qualified mental retardation

- professional (QMRP) at 4,15 p.m. revealed that
- all parsonnel who engage with the residents are

to use the prescribed adaptive aquipment.

3610.4 STAFF TRAINING

- Each training program agenda and record of staff

particlpation shall be maintained In the GHMRP

“ and available for review by regulatory agencies.

: This Statute |s not met as evidencad by:

Based on interview, and record review, the
GHMRP failed to ensure a program agenda and
a record of staff participation was maintained in
the faciiity and available for review by regulatory
agencies for two of four residents. (Residents #1
and #2)

The finding inciudes:

The GHMRP failed to maintain a record of

|
|

1222

This STATUTE will be met as |
follows:

Training records are expected to be
maintained in the home and should
be available for review.
Management staff will be in-!
serviced on training records a,ndl*
training records and training,

agenda’s.

Health Regufation Administration
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Continued From page 5 '

training provided by the physical therapist (PT) pn
the use of repositioning wedges and knee braces,
as evidenced belpw:

Interview with the QMRP on December 3, 2010 at
3:35 p.m., revealed that the repositioning wedges
for both Resident #1 and #2, and the knee braces

- for Resident #1 had been delivered to the

GHMRP. The QMRP further revealed that the
items wera observed In the nurse's office.

_ According to the QMRP, shortiy after the adaptive

equipment amived, the PT came to the GHMRP
to instruct the direct support staff on how to use
it.

. At the time of the survey, however, the
. positioning wedges and the night time leg braces

could not be located, Additionally, the record of
the training provided by the PT on how fo use the
aforementioned assistive devices was not
avaiiable for review,

3520.3 PROFESSION SERVICES: GENERAL
PROWVISIONS

Professional services shall include both diagnosis
and evaluation, Including identification of
developmeantal levels and needs, treatment
services, and services designed to prevent

- deterioration or further loss of function by the

resident,

This Statute is not met as evidenced by:

' Based on observation, interview and record

raview, the facility falled to ensure the physical
therapy (PT) assessment addressed ambuiation

- using a walker for one of the four residents

residing in the facllity. (Rasident #3.)

L1223

[ 401

1/3/11 i
401

This STATUTE will be met as

follows: n'

Cross reference response to Federal| i
Deficiency W210, ‘

1/8/111
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The finding includes:

On December 3, 2010 at B:45 a.m, and at 12:21
PM, a one to one staff was chservad to assist
Resident #3 as she ambulated from the living
room to her bedroom, using her rolling walker,

On the same day at approximately 12:25 p.m.,
staff revealed that in the past, Resident#3 had a
rolling walker with a seat, however refused to use

- it

On December 3, 2010 at 1:25 p.m., review of
Reasident #3's annual PT assessment dated July
12, 2009 revealed, "She can ambulate with a
rolling walker with a seat.” Accarding to the
resident's annual PT assessment dated June 3,
2010, at 1:42 p.m. the resident required
assistance with transfers and ambulation,
however "She would not ambulate this day, and

. she has a custom molded wheeichair.”
Continued review of the 2010 PT assessment,

. however, reveaied it failed to identify a walker as

" adaptive equipment recommended or used by the
resident. Atthe time of the survey, there was no
evidence that the resident's ability to use a waiker
during ambulation had been re-assessed by the
PT.
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