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W 000 1 INITIAL COMMENTS W 000
A recertif cation survey was conducted from
January 5, 2012 through January 8, 2012, A ‘ ] y
sample of three clients was selected from e & 1
population of six men with varying degrees of \
intollectus| disabiiiies. This survey was initiated ' riment of Health
utilizing the fundamental process. Health Reguiation & Licansing Administration
! . Intermediate Care Facikties Division
'Thaﬂndln;sqftlmswveywerebasedun 899 North Capitol 8t., N.E.
observati ns in the home and st two day Washington, D.C. 20002
, programs, interview with one client's guardian,
interviews with staff at the hore and at the two
day progriims, as well as a review of client and
administrétive records, including incident reports,
W 120 | 483.410(d (3) SERVICES PROVIDED WITH W 120
OUTSIDE SOURCES
The facllity must assure that outside services Q1.D.P contacted the case manager of
meat the reeds of each client, client # 2's Day Program who stated that  |01/09/12
per the protocol, every individual must
' This STANDARD is not met as avidenced by: ash or sanitize hands 5 minutes before  02/07/12

Based on cbsarvation, interview and record
review, the facility failed to ensure that outside
services meet the needs of each client, for ane of
the three clients in the sample. {Client #2)

The finding’ includes:

On Januar/ 5, 2011, at 11:41 a.m., Client #2 was
observed iilentifying coins, At 11:48 p.m., Client
#2 walked 1 the bookshelf and retrieved a book.
At 12,01 p.m., Client #2 walked into the cafeteria
with the day program staff. One minute tater, the
chent bega to eat a turkey sandwich without
washing or sanitizing his hands first. Intarview
with the da 7 program individual program plan

/ coordinatol, at approximately 12:45 p.rn.,

nd after meals. The universal precautions i
policy includes washing after using the
Fest room. This was shared with the Day
rogram case manager via phone on 01/09/1
I.D.P met with Day Program
n 02/07/12 and discussed the finding and
ongoing implementation of protoco!.
1.D.P will complete random monthly
isits to Day Program to ensure completion)
d continued implementation.

DER/SUPPLIER REPRESENTATIVE'S SIGNATURE
~

wr DIRECTOR'S (
M_/\)N—J‘ o

Any deficiency staternent anding with an asterisk () danotas a deficlency
other safeguards provide s ficient protection 1o the patients. (Sea ingtructions.) Except
following tha date of survay vhather or not a plan of comection is provided. For nursing
days following the date thes) documents are made avallable to the facifity, If
program particioation.

which the Institution may ba excused from correciing
for nursing homes, the findings stated
homes,

(See Attachment #1)
TITLE "7 DATE
foa?am NSNS o™ 9}10/13\

providing i is determinad thot
above are disciosable 50 days
the above findings and piane of cormction are disciosabla 14
deficiencies are clted, an approvad pian of correction ia raquisite to continued
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W 120 | Continuer] From page 1 W120

. fevealed ' hat Client #2°s activity schedule
includes vvashing his hands five minutes befare
lunch,

There was no evidence that proper infection .
control pricedures were implemented at the dsy
program,
W 124 ;83.42%(1 X2) PROTECTION OF CLIENTS W 124
IGH

The facilit/ must ensure tha rights of all clients.
Therefors the facflity must inform each client,
parent (if the client is a minor), or lega] guardian,
of the client's medical condition, developmental
and behavioral status, attendant risks of

| treatment, and of the right to refusa freatment. ‘ :

This STAMNDARD is not met as evidanced by
Based on interview and record review, the faciliy
failed to ersura the rights of each client and their
legal guaniian to be informed of the client's
m%diml o ndition, attendant risks of treatment,
and the right to refuss treatment, for one of the . . .
three clleig:s in the sampie. [Cliznt #3) n-Service training was completed by
Program Manager with Q.1.D.P on 02/01/12
the importance and requirement of

' [Cross-refor to W322] Client #3 was edentujous otifying guardians of recommendations
and his diet orders included pureed foods and the :

use of Thi k-t for Bquis. On January B, 2012, tatus changes, ctc and documenting
beginning it 10:00 a.m., review of the client's ngoing communication in QIDP progress
medical revords revealed he had besn ' -
uncoopera ive during & Modified Barium Study otes. Program Manager will monitor QLD

02-01-12

The finding| includes;

o

(MBS) on tieptember 21, 2011, The facility's monthly for 3 months to ensurc ongoing
consulting speachiianguage pathologist (SLP) c';ompliance
had recom nended the MBS back or: November .

[See Attachment #2)
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' dysphagia.”
Or Janusiry 6, 2012, beginning at 10:26 a.m.,

*informed in September 2011 that the MBS

i had not spoken with Client #3's guardian since he

8, 2009 "o determine his risk of aspiration” after
she detaimined the client showed “moderate

interview with the facility's qualified ntollectual
disabiiitias professional (QIDP) and the Program |
Manager (PM), coupled with review of Client #3's
records, |evealed the client's guardian was

procedun: had not baen compieted due to the

client’s refusal to coaperate. The QIDP and PM
then indicated that Client #3's primary care
physician (PCP) had decided against pursuing
another hIBS partly because the potential risks
outwsighid the potential banefits. In addition, the
hospital's radiologlst reportedty sdvised against
using pre sedation and the hospital SLP said she
did net think another MBS was possible {dus to
the cliant's behavior).

Further interview revealed that the QIDP was
responsilils for communicating with clients’
guardians. When asked about the decision not to
attempt atother MBS, the QIDP stated that he

first infornied her that the September 21, 2011
procedure: had been unsuccessful. He and the
PM furthar acknowledged that, to date, the facility
had not informed tha guardian of the PCP's and
other me¢ ical professionals’ opinions and/or
recommendations regarding pursuing anather
MBS in th3 future.

On Janua y 6, 2012, at 4:00 p.m., Client #3's
guardian rsturned a talaphone message left

earller thal day. She confirmed that, to date, the
tacility hatl not Informed her of the PCP's and
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other medical professionals' opinions and/or
i recommemndations regarding pursuing ancther
MES in the future,
W 125 | 483.420(3)(3) PROTECTION OF CLIENTS w125
RIGHTS
The facility must ansure the rights of all clients.
" Therefor, the facility must allow and encourage
individual clients to exercise their rights as clients
. of the facility, and as citizens of the United States,
including the right to file complaints, and tha right
ta due phicess,
This STANDARD s not met as evidenced by:
Based oy observation, Interview and record
review, tre facility failed to allow and encourage
clients and their legal guardlans 1o exercise their
rights regarding ingividua! finances, for six of the
| Six residents in the facility. {Clients #1, €2, #3,
#4, 45 an1#6)
) Cable was cancelled on 01/12/12. Credit
The findirgs include:
for converter boxes and late fees $113.15 to 116/12
Review o' Client # 1's financial records on be refunded from comcast and deposited
| January €, 2011, beginning at 12:49 p.m., e .
revealed 11everal withdrawals were noted to come equally to individual's accounts. New dtgm1!
from his ¢ ersonal account. Review of the TV was purchased by DHCH for the fivin
facility’s comesponding financial tracking record purchiassd By 8
that docuinanted e breakdown of how the clisnts room on 01/10/12. Q.1.D.P and 1DT's are
funds were spant revealed that a portion of a determining ¢able and TV needs on an
cable billwas paid by the client between the y ae e N . o s
months of February 2011 through Decernber - individual basis with guardian notification
2011, Closer review of Client #1's financial and involvement in determining expenses
record revealed the following information . . .
regarding how eabie bills had been paid by the six and details. Program Manager will monitor
clients [ivig in the facility: to ensure compliance,
‘ . (See Attachment #3a, #3b)
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W 125

!

- Decembur 13, 2011- Cable bill $87.77, Client#5
paid $14.B2 and the remaining five clients paid

Continucd From page 4

February 4, 2011- Cable bill $203.82. The bill was -
equally civided; each of the clients paid $33.97
from the r parsonal account.

March 11}, 2011« Csble bifl $40.04. Cllents #1,
#2, #4, and #5 each paid $6.67, while Clients #3
and #8 paid $6.68.

Aprit 7, 2011- Cable bill $50.56. Clients #1, #3,
#4 and #5 each paid $8,43, while Clients #2 and
#6 paid 18 42,

June 23, 2011- Cable bill $50,00. Clients ¥2,
#4, #5, 3nd #6 paid $8,30, while Clients #1 and
#3 paid 18.40.

July 28, [}011- Cable bill $50.51. Clients #3, #5
and #6 paid $12.63, whiles Client #1 paid $12.62.
August 11, 2011- Cable bill $90.00. The bill was
equally divided by six (each paid $15.00).
September 22, 2011- Cable bill $50.00. Clisnts
#1, #2, #1 and #5 paid $8.33, while Clients #3
and #6 p sid $8.34,

October 13, 2011- Cable bill $60.00. The bill was
equally divided by six (each paid $10.00).
Novembar 16, 2011- Cable bill $80.00. The bill
was aquillly divided by six (each paid $10.00)
from thei* personal account.

$14.€3,

1. Intetviiww with the qualified intellectual
disabilities professional (WDP) on January 8,
2012, beyjinning at 1:10 p.m., and review of an
actual cajie bill dated October 1, 2011, revealed
the facilitr's cable account was in Client #5's
name. When further quaried, the QIDP revealed
that Client #5 had a legal guardian and the
guardian was unaware that the sccount was in his

name. Rpview of Client #5's psychological

, assessmint dated January 3, 2011, at 3:40 pm.,

]

W 125
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* 5. On Jarwary 6, 2012, further review of the

Continue<) From page §

revealed the client "...does not display the
capacity to rake decigione on his own bahalf
regardiny ...financial matters.”

2. The Qctober 1, 2011 bill reflected a $5.95 late
fen and 11 53.95 reactivation fee had basn
assesse fa the account. The QIDP and the
program manager hoth stated that the facility
managei| the six cllents' funds, and the QIDP
handied Jlll-paying responsibililes. Review of
Client #1's records indicated that the six clients
(none of whom were deamed to have the
capacity lo make financial decisions) had pald for
the penaty fees.

3. Duriny] the survay, the cable bill dated Qctober
1, 2011 vsas the only billing statemant made
avajiable for review. However, on January 12,
2011 (post-survey), the facility submitted to the
State agoncy, via email, three additional cable
bills (March 1, 2011, December 1, 2011 and
January '|, 2012), Review of tha three cable bills
revealed that sach month, the account had
incurred .3 $5.95 late fee, As with the October 1, ;
2011 billiag, Cliant #1's records showed that the
six client routinely paid for these penaitins, even
though tte facility managed the aczount.

4, Client {H's records reflected that on July 29,
2011, he and Clients #3, #5 and #8 pald the bill,
Chients ¥ and #4 did not contribute.

October ‘|, 2011 cable bill, at approndmately 1:10 |
P-m., revialad that the clients were charged for 7
digital cottverter boxes, at a cogt of $2.95 each.

Post-survey review of another bill {dated March 1,
2011) revealed that the clients had been charged

W 126
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1 boxes. {owever, during an environmental

: televigion was broken. Clients #3, #5 and #5 all
. When tumed on, the telavisiona shawed a screen

Continuerd From page &
tha sami: fee that rnanth for 7 digial converter

inspecticn of the facility on January 6, 2012, none
of the cliants' individual televisions had digital
oonverter boxes altached, The sole television
with a ot nverter box was situated in the facillty's
living rocm.

It should be noted that during the January 8, 2012
envirenmental Inspection, at 1:56 p.m., it was
observed that Clients #1 and #¥2 did not have
televisiong in their bedrooms. Client #4's

had telerislons; howaver, none of them worked.

messagi indicating that a digital converter was
needed 10 recelve a gignal, When the QIDF was
asked ahout the aforementioned finding, he
acknowlixged that the teiavisions required digital
converters to operats. He further indicated that
the clien's did not have the converter boxes
becausa they were very axpansive,

[Note: The susvey team was unable to determine
whether digital converter fees {and/or penalty
charges) had been charged the othar eight
months in 2011 becausa the appilcable cabile bills
were not available for review.]

At the tine of the survey, the facility falled to
provide rwvidence that Client #5's guardian was
aware that the cable bllifaccount was in his name.
Addition: ly, the facllity falled fo ensure sach
client an.{/or their legal guardians were fully
aware ol how their personal finances were being
remitted for payment of the cable bill, including
digital cenvarter box charges, late feas and

reactivat on feas,

W 125
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! This STANDARD is not met as evidenced by:
' Based ¢n interview and record review, the facliity

 Client #2 reportedly denied the accusstion when

4B3.420 <)(3) STAFF TREATMENT OF
ENT:3

The faciiity must have evidence that i alleged
viclations are thoroughly investigated.

falled to thoroughly investigate an allegation, for
one of tr e three clients in the sample. (Client #2)

The finding includes:

On Janumy 6, 2012, at 10:14 am., reviewof &
day program progress note, dated November 15,
201, re:realed that the qualified intellectual
disabilitis professional (QIDP) went to the day
pragram to meet with the day program’s incident
manager' {o discuss an incident that was alleged
to have occurred on Octobaer 20, 2011.

The QIDP was interviewed for clarification, on
January 3, 2012, beginning at 1:40 p.m. He
stated that he inadvertently leamed of the alleged
incident Inappropriate touching) from another
source It Novamber 2011, after the fact. The
QIDP sa d he received a copy of the day program
incident eport during his visit on November 15,
2011. Al 1:41 p.m., review of the actual incident
report re realed that on October 20, 2011, another
individual at the day program aleged that Client
#2 “touched me” while pointing to his genital area,

asked at out it by day program case manager and
sccial we rker,

On Janu:ary §, 2012, at 2:03 p.m., continued
interview with the QIDP revesled that upon

—

ii

" monthly/quarterly tracking.

Q.I.D.P received in-service on 02-06-12 | 02-06-12
from Incident Management Coordinator
to ensure that all incidents are to be
investigated thoroughly and brought to

conclusion. IMC to monitor during

(See Attachment #4 )

A case conference was held on 02-08-12 | @ -7}
attended by Day Program Staff, Q.I.D.P
and Service Coordinator. The incident
was an isolated event that did not require
intervention. Ongoing supports will be
provided to monitor for any further
incidents.

(See Attachment #5)
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W 154 Continued From page 8

leamning of the allegation, he went to the day
program on November 15, 2011 % discuss the
incident ‘with the day program incidant
manage|nent coordinator (fMGC). The IMC,
however was not on duty. The QiDP
acknowlxdged that since November 15, 2011, no
- meeting had been hekd and no further actions had
been taken.

Record review on January 6, 2012, st 2:18 p.m,,
confirmed that the aflegation of Client #2's

. inappropriate touching of another individual at his
day progam had not been thoroughly
investigated by the facility.

W 1921 483.430(e)(2) STAFF TRAINING PROGRAM

For employaes who work with clients, training
must foc ss on skills and competencies directed
toward cllents' health needs.

This STANDARD is not met as avidenced by:
Based on abservation, Interview and record
review, the facllily failed to ensure that all staff
were effe ctively trained (i.2. damonstrated the
skills an¢ compatencies neaded) on diet textures,
g}one of the three cllents in tha sample. {Client

The finding includes:;

On Januiry 5, 2012, at 7:41 am., Client #3 was
observea camying his piate from the breakfast
table towards the kitchen. There was uneaten,
ground mest on the plate. When asked if his
foods ware always prapared o a ground texture,
the housiy manager replied "his foods are

puresd,” A moment later, the qualified Intellectual

W 154

W 192

The Q.1.D.P and the Program Manager
in-serviced staff on 02-09-12 by 02-09-12
emphasizing the importance of implementing
11 recommendations made for all clients,
lient # 3's eating protocol and diet texture .
was reviewed. Q.L.D.P and House Manager
will moniter on a daily basis that Client #3
receives hig food in pureed form, and that
staff implement at all times.

( See Attachment #6 )
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W 192

W 183

. The QIDP retriaved the menu snd stated that the
meat seived that morning was turkey. The direct '

" client's physician's order sheets for January 2012

. Octobsr 15, 2011, Observations on January 5,

- This STANDARD is net met as avidenced by:

Continued From page 9

disabliities professional (QIDP) looked at the
meat lefl onh the plate, stated that it was of a
"ground” texture and continued, saying it Is
supposed to be pureed... should be more fiquid.”

support :taff who prepared breakfast (Staff #2)
confirmed this.

On January §, 2012, at approximately 4:15 p.m.,
review o’ Client #3's speech-language records
revealed an Eating Protocol, dated February 9,
2011, thist prescribed a pureed food textura. On
January 3, 2012, at 9:24 a.m., review of the

also conwmed a diet arder for pureed foods, as
the clierr; was edentulous.

On January 6, 2012, at approximately 12:00 p.m.,
review o' the staff in-service training records
revealed that all staff had received fraining for
Client #2's Eating Protocol and Diet Textures an

2012, however, indicated that the training had net .
been effectiva.

483.430(e)(3) STAFF TRAINING PROGRAM

Staff mu st be abie to demonsirate the skills and
techniqu 2s necessary to administer interventions
to manayje the inappropriate behavior of chients.

Based on observations, staff interview and
record virification, the facllity's staff falled to
demonsiate the skills and techniques necessary
to implet 1ent each cliant's bahavior support pkan
(BSP), fcr one of the three clients in the sample.

W 192

W 163

FORW CMS-2567(02-08) P vious Viemiona Obaajate Event ID:65TH1N

Facdifty ID: 0053220 If continuation sheat Page 10 of 25



DEPARTMENT CF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 0173172012
FORM APPROVED

OMB NO. 0938-0391

: 5:33 porr.

been effxctive.
W 247 ;

. failed to snsure cllent cholce during snack, for six

1. [Crogs-refer to W249.2) On January 5, 2012, -
facility siaff falled 1o Implement intervention
strategies that were outlined in Chent #3's
behavio! support plan (BSP), at 7:25 a.m. and at

2. [Crosti-refer to W252] On January 6, 2012,
beginning at 8:32 a.m., review of Client #3's
behavio! data sheets revealed that facility staff
failed to document absarved incidents of
self-hitting on the day before (at 7:25 a.m. and
5:33 p.ar.). Staff also failed to document when
the clien: left the table during his dinner on
January 5, 2012 {at 6:15 p.m.), in accordsnce
with his [3SP,

On January B, 2012, at 7:46 a.m., review of the
staff in-a#rvice training records revealed that all
staff had recelved training for Client #3's 8SP on |
October 15, 2011. Observations on January 5,
2012, hewever, Indicated that the training had not .

483,440:c)(6)(vi) INDIVIDUAL PROGRAM PLAN
The indiidual program plan must inciude

opportur ities for client choice and
self-maragement.

This STANDARD is not met as evidenced by
Based ¢ n observation and interview, facility staff

of the sp; clients residing at the facility. (Clients
#1,#2, 43, #4, #5, and #6)

W 247

1. |Staff received in-gervice training on

02-09-12 from Q.LD.P and Program
Manager on 02/09/12 on the implementatio
and documenting of the BSP.

Detailed training and discussion included
the importance of implementing the BSP
as written at all times when a behavior is
«exhibited by Client #3.5taff should
'document as required and

implement the BSP, Q.1.D.P will monitor
the BSP implementation and

documentation weekly to ensure that
BSP and data is being implemented and

to monitor monthly.
(See Attachment #7)

=]

documented consistently, Program Managep

STATEMENT OF DEFICHINCIES pt1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECT1ON IDENTIFIGATION NUMBER: COMPLETED
A, BUILDNG
B. WING
09G230 01/0672012
NAME OF PROVIDER Q3 SUPPUER STREET ADDRESS, CITY, STATE, ZIF CODE
25 MADISON STREET NE
DC HEALTH CARE
WASHINGTON, DC 20011
x4 I SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EAG 4 DEFIGIENGY NUST BE PRECEDED BY FULL ;  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGU ATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFICIENCY)
W 133 | Continue:d Frem page 10 w183
(Cllent #3) |
The find ngs inciude:

, 02-09-12
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W 247" Continued From page 11 w 247!
The finding Inchides: Program Manager in-serviced staff on 02-09-12
ensuring that Clients have the opportunity
On January 5, 2012, at 5,03 p.m., cbservations :
during siack revealed a direct support staff to make choices throughout the day.
verbally :3ssisting Client #2 to pour water for Discussed verbal and non-verbal
himself iind Client #1, #3, #4, #5, and #8. Atno et
ime during enack, did the Staff offer different communication and use of gestures. Snack
beverags to drink. and activities were focused on for training.
Interview with the qualified intellectual dissbilites Q.I.D-P, Program Manager will monitor
professional {QIDP) on January 8, 2012 at on daily basis/weekly basis.
approxiniately 4:30 p.m., revealed that the chents
should have been offered a choice for baverage. A(See Aftachment 48)
- At the tine of the survey, the facility's staff failed \
. lo consistently allow clients to exercisa their
indepentlence and allow options of choice,
W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 249
As soon 33 the interdisciplinary team has
formulatind a client's individual program plan,
each cliant must receive a continuous active
{reatmert program consisting of needed
intervent ons and services in sufficient number
and freqency to support the achievernent of the
objectivas idantified in the Individual program
plan. i
This ST/ANDARD is nct met as evidenced by:
Based an observation, interview and record
review, the facliity failed to ensure continuous
active tre stment, for one of the three clients in the
sample. {Cllent #3)
The findl ws include:
"FORM CMS-2567(02-52) Pre vious Versions Obaciets Event ID:86TH1¢ Facily 1D: 093220 If continuation sheet Paga 12 of 25
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1. Fachits staff falled to implement Client #3's 1. | Anin-service training was held on 02-07-12
"Communication” program when presented the 07. : femtt
opportur iy, as evidenced by the following: 02-07-12 to discuss the communication :
needs of Client#3 and use of the "Go Talk;
On January 5, 2012, at 4:51 p.m., Client #3 ice " implement th
entered he faciity and went to his bedroom. He Device ™ Staff to implement the
. : left his badroom at 5:00 p.m,, waiked to the living . program daily as stated during natural
i m::;m:%?r;ch&ﬁm;;?m he event timing. QIDP, Houtqe Mar.wager and
interacting with Client #4, At the sames time, Program Manager to monitor daily and
. Client #2 was observed pouring water into six monthly for ongoing implementation
beverage glasses at the dining room table, At
5:04 p.m,, Client #3 left the kilchen, sat at the (See Attachment #91)
dining roam table and began eating 2 snack :
{pudding).

Client #2 was observed seated on the living room
gofa fromy 5:40 p.m. untll 6:11 p.m. His dinner
plate Br¢| baverage glass (water) were chserved
on the table &t 6:10 p.m. At€:11 p.m., he and hig X
peers came to the dining room for dinner.

i On Janutry 6, 2012, at 10:00 a.m., review of a
sumrnar raport for the pericd Sept./Oct./Nov,
2011 (dabed December 9, 2011), written by the
qualified intallactual disabilities professional
(QIDP), revealed Client #3 had the following

: formad "Cormmunication® training program:
"<cliant'y name> will touch Go Talk button to
access te speech a need or desira (sic) with
50% indispendence by the and of the..." year.
The prog ram instructed staff to show him the
buttans (in the Go Talk davica, place his hands
on it, ant! agk him "which ene do you need or

;want” ARer the client pushed a button, staif

* should "18peat to enforce hie message then

| respond o his request.”

FORM CMS-2567(02-08) Pri wics Versions Otrolars Event I0: 80TH11 Faelity Ix, 09G228 it continugtion sheat Page 13 of 25
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“manage - (HM) demonstrated how to use the Go

' hand-oviar-hand assistance, were to push the

- Interacting with Client #3 at or near the Go Talk

Continund From page 13

On Janusry 6, 2012, at 12:13 p.m., the house

Talk device (located in the kitchen/ dining room
area), The device had two buttons: one with a
picture cf a tollet and another with a picture of a
beverag glass. She stated that staff using

button with the picture of a giass, when the client
wants scmething to drink, Staff would then say
"drink” a1d assist him with getting a drink.
Further interview with the HM revealed that &
direct support staff person told her Client #3 had
refused ‘o participate with her on the previous
day. Staff, however, had not besn observad

device d yring the afternoon/ evening
observalions.

Staff wai not observad implementing Client #3's
"Communication” program when presented with
the opperunity, at 5:04 p.m. and 6:11 p.m, on
January 5, 2012.

2, Facilty staff falled to implement behavior
intervention methods prescribed in Client #3's
behavior support plan {BSP), as evidenced by the
fallawing:

a. On Jatary 5, 2011, at 7:25 a.m., Staff #1
assisted Client #3 into the nurse area to receive
medicatiins. Immediataly upon sitting in a chair,
the clien: hit himself on the head, using moderate
foree with his right hand. The client repeated the
gesture iwery 5 - 10 seconds, for aimost two
minutes, He alse hit his right thigh with his fist a
faw time:;. Each time he hit his head, a dull
'clunk’ scund was audible to this surveyor,

o waag

b toiredirect the client whenever head/chin

In{sewice training conducted on 02-09-12  02-09-12

to Ereview Client#3's BSP. Staff must ensure

hifting is observed and to follow the
stiategies spelled out in the BSP. The
Qi.D.P will continually monitor for targeteg
.evlbnts, implementation and documentation
dafly.

(See Attachment #7)
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W 246 | Continued From page 14 W 248
standing approximately two feet away. Nsither
the medication nurse nor Staff #1 intervenad
during the two minutes of self-hitting.

b. On Jawary 5, 2011, at 5:33 p.m., Staff #2

| assisted Client #3 inte the nurse area 1o recaive

. medicati ang, Immediately upon sitting in a chair,

' the clien: hit himself three times on the chin,
lightly. §1aff #2, who was standing nearby and
witnessad his chin-hitting bahavior, did not

 fespond,

On January 5, 2012, beginning at 1:52 p.m.,
review o Client #3's BSP, datsd November 14,
2011, re'realed the following: "<clienf's name>
frequently hits his head and chin... the self-hitting
is Jight and does not appear to hurt..." At 2:11
p.m., cofinuad review of the BSP revealed the
following intervention strategy; "Whenaver
- <client's name> hits his head say 'No <client's
nama>, ifo not hit your head (or chin).' |f he
_continue s to hit his head or chin lightly ignore him.
Do not tzilk about his behavior. If he hits his head
or chin with force, say '<client's name>, do not hit
your head (or chin).' Guide <client's name> .
hands to his iap where they should remain for two
minutes. ."

Staff did not respond to Client #3's haad/ chin
hitting b¢ havior in the manner prescribed in his
BSP, whan the behavior was observed on
January 5, 2012, at 7:25 a.m. and 5:33 p.m.

3. Facilitr staff failed to implement Client £3's 3. |In-service training was conducted 02-09-12f 02-09-12

“Eating F'rotocol” when presented the oppoertunity, . . .
. a8 evidenced by the following: to re-emphasize and review the importance

of following the clients eating protocol
On January 5, 2012, beginning at 6:11 p.m., l during all meals /snacks. The pratocol |

FQRM CMS.-258{0Z-00) P vicis Verslons Obeokle Evert ID;89TH11 Focity 1D: 086229 I continuation shost Page 15 of 25
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W 249 | Continued From page 15 |

Client # was observed eating dinner, He
indepenciently ate approximataty six or seven
spoonful 3 of pursed roast beef sandwich. He
then tool; two spoonfuls of pureed peaches, He
retumed to the main course, eating several more
spoonful s before he stoed up at 8:15 p.m. and left
the dinin ) table. Client #3 subsequently ignored
several uttempts to coax him back to the table, A
6:23 p.m., a direct support staff covered tha
dinner plate, stating that # woulkd be offerad to
Client #2 |ater.

' On January 5, 2012, at approximately 4:15 p.m.,
" review ¢ Cliant #3's speach-language records
| revealed an Eating Protocol, dated Fabruary 9,
2011, tivit included the following: "Staff should
_provide verbal prompts to alternate liquids/solids.”
: Staff waii not observed providing varbal prompts
" for him t) atternate batween liquids and pureed

faods wt en presented the opportunity at dinner

. o Januiry 5, 2012,

VW 252 ' 483.440(#){1) PROGRAM DOCUMENTATION

Data relitive to accomplishment of the criteria
specifiec in chent individual program plan
objectives must be documented in measurable
terms.

This STANDARD is not met as evidenced by:
Based ¢n observation, interview and racord
review, facility staff failed to documant behavior

: data In ascordance with the behavior support plan
{BSP), fur one of the three clients in the sample.
(Client #3)

The findings include:;

W 249! must be followed and implemented. The
Q.1.D.P and/ot House Manager will
vbsetrve and monitor at least one meal
daily for 3 months to ensure ongoing
implementation of eating protocol.

(See Attachment #6 )

W 252

1/6/12
and

2/912
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W 252 | Continurd From page 18 w252
1. [Crosii-refer to W249.2] On January 5, 2011, 1. Staff received in-service training on 02-07-12

at 7:25 z.m,, Clisnt #3 hit himself on the head,
using miderate force with his right hand,
repeateclly for aimost two minutes. The morning

medication nurse and Staff #1 were with him at
"the ime Later that day, at 5:33 p.m., the client
hit himsulf three times on the chin, lightly, while
the evering nurse prepared his medications and |
; Staff #2 locked on.

On January 5, 2012, baginning at 1:52 p.m.,
raview ¢f Client #3's BSP, dated November 14,
2011, re/ealed that hiting himself on the head or
chin is 01e of his targeted maladaptive behaviors.
On January 6, 2012, beginning at 8:32 a.m.,
review af the client's behavior data sheets,

- reveaied that neither Staff #1 nor Staff #2 had |
documaittad the incidents of saif-hitling observed
on Januiry 5, 2012,

When in:efviewed on January 6, 2012, at 7:35
a.m., Skff #1 indicsted that ha had recelved
training un Chent #3's BSP, When asked about
his target behaviors, Staff #1 said he "hits his

i chast.” 'Ahen asked if he sometimes hit other

. body paits, tha staff replied "no, just the chest.”
" When a:iked if Client #3 had hit himsalf on the
day before, Staff #1 replied "no, yesterday was a
good da'r." Further interview revealed that each
ppisode should be docurmented on a behavior
tata sheet,

2. OnJonuary 5, 2012, beginning at §:11 p.m.,
Client #: was observed eating dinner. At8:15

. p.m_, he stood up and left the dining table. Much
" of his mual rernained uneaten on the plate. He

| ignored several attempts by staff to coax him

2. 02/07/12 from Q.L.D.P and Program
E/lanager on implementing and documenting
BSP. Detaited training and discussion was |
made. Staff were teminded on the importanle
of implementing the BSP strategies as
written and that when a behavior is
exhibited by Client #3. Staff should

document as required. Q.1.D.P will monitor

he BSP implementation and documentation
eekly to ensure that BSP and data is being
implemented and documented consistently.
(See Attachment #7)
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W 252 , Continued From page 17

back to the table during the eight minutes that

! followed. At 6:23 p.m., a direct support staff
covered the dinner plate, stating that his meal
would be. offered to him again later.

On January 5, 2012, beginning at 1:.52 p.m.,,
_review o' Clienl #3's BSP, dated November 14,
- 2011, re'caled that "Leaving tha Table During
Mesltime" was a targeted maladaptive behavior.
Staff were instructed to document each episode
of tha behavicr on the designated behavior data
sheel On January 6, 2012, at approximately
8:45 a.m,, review of the client's behavior data
sheats, ravealed that the incident of his leaving
the dinnur table en the pravious evening had not
! been doi:umented in accordance with the BSP.

It should be noted that review of Client #3's

behavior data sheets for the period December 1,
- 2011 thrugh January 5, 2012 revealed the only
i information that was documented had been

ghift.
W 262 | 433.440/N{3)({) PROGRAM MONITORING &
CHANGIE

The commitiee should review, approve, and

monitor individual programs designed to manage

inappropnate behavior and other programs that,

in the opinion of the committee, involve risks to
client pretection and righls.

This STANDARD is not met as evidenced by:

i Based cn interview and record review, the facility

failed to ansure that resirictive measures had
been raviewed and/or approved by the Human
Rights C>mmities (HRC), for one of the thres

racordec by staff assigned to work on the evaning

W 252

W 262
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| Clients in the sample. (Client #3)

. reveale Cliant #3 was taken to the emargency

' measurus that inckide, but are not limited to
training :lients and staff as needed in appropriate

Continusd From page 18

| The finding includes:

On January 5, 2012, at 10:15 a.m., review of f
Client #1's incident report daled June 2, 2011, |

room one hour after being sedated fora
Dexa-Scan appointment. Review of Client #3's
medicat on administration record on January 6,
2012, at approximataly 8:00 a.m., confirmed that
the dlient raceived a Lytic cocktail on June 2,
2011, at 10:00 a.m. The cocktail consisted of
zD:mm §0 mg, Thorazing 25 mg and Phenergan |
mg.

Intervievr with the qualified intellectual disabilities
professiynal (QIDP) on January 6, 2012, at 1200
p.m,, incicated that the HRC discussed the
client's f edation during their Auguat 2011
mesting Howaver, there was no evidence that
the HRC approved Client #3's sedation prior to
the June- 2, 2011 administration of the Iytic
cocktail.

| The faci ity failed to evidence that the HRC
approvej Client #3's sedation prior to his Dexa
Scan appeintment.

483.480 c)(5X) NURSING SERVICES

Nursing services must include implementing with

other mumbers of the interdisciplinary team,
appropriate protective and preventive heslith

health and hyglene methods,

w 282

In-service training was completed by

the Program Manager on 02-08-12. Q.1.D.P
must ensure that all consent for sedation and
approval from H.R.C be noted in the HRC
minutes, [f date falls between HRC meeting
|dates, the "Consent for pre-sedation” form
:must be completed and filed. Program
Manager witl monitor manthly.

(Sce Att #10a and Att #10b)

W 340
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This ST/\NDARD is not met as evidenced by:
" Basad ¢n interview and record reviaw, the
faciiity’s nursing staff failed to show evidence thal
medicatian nurses had baen tralned on
proteduies for administering crushed
medications, to ensura clients' heaith and safety, |
for three of the six clients residing in the facility. !
{Cliants :#1, #3 and #8) '
. The finding Includes: An In-service was conducted by D.O.N | §].09-)2
On January §, 2012, at 7:15 a.m., the medication ' nurses on 01/09/12 to ensure that the
nurse iniormed this survayor that she would crush TP
. Client #1's medications, as she was reaching for  procedure for administering crushed
a ceramic mortar and pestle. A white powdery ! medication is followed. Nursing standards
substante was observed on the inside of the - . . .
martar a7d pestle, The nurse placeda25mg | n::newed to utilize the metal pill-crushing device
tablet of Hydroxyzine HCL into the mortar and with paper souffle cups or if pestle is used
pestle, fulowad by a Calcium with Vitamin D ; ;
supplement tablet and a Multi-Vitamin it must be wiped thoroughly before |
supplement taklet. After crushing these together, crushing the next set of pills. Review of
she stim ! the powdered mixture into three smail ; ; inictar
plastic v edication cups and administered Client dispensing and administering meds
' #1's medlications. " discussed. The RN will conduct
AL7:20 2.m., the nurse began preparing Client supervision during med administration
#6's meciications. She placed an OsCal tablet monthly to ensure that all procedures
(500mg Saloium with 600mg Vitamin D) into the
maortar a1d pestie without first wiping it clean. are properly followed.
She ther added a 200 myq tablet of (See Attachment #11)
Carbamizepine, crushed the two tablets and
slired the crushed medications into appla sauce
in two srall plastic medication cups. At 7:23
i &.m., Clisnt #& took his medications and then left
the roomr,
At 7,26 3.m., the nurse began preparing Cllent
#3's meclications. She placed a 1/2 tabiet of ;
FORM CMS-2507(02-09) Pr1 vious Versions Qbad!eie Event [[:80TH1 Faclity \D: 09G228 1f continuation sheet Page 20 of 25
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|

, The Nursing Director {ND) was interviewsd by

- madicati an resldue remaining after each use. At

Continued From page 20

Metoclopramide HCL (25 mg) into the mortar and
pastie w thout first wiping it clean. She then
added Calcium with Vilamin D supplement tablat

and a Multi-vitamin with Iron supplement tablet
and crushed the thraa tablsts. The nurse was
then observed to stir the crushed medications into
apple aauce in three small plastic medication
cups. A moment fater, she refrigved
Phenobirbital from a locked box, ¢rushed a 60
my tablet and stirred It into apple sauce in
another medication cup. She administered his
medicati»ns in apple sauce at 7:31 a.m.

telephone on Janusry 8, 2012, beginning at 10:05
a.m. When informed that the medication nurse
had not viped the mortar and pestie before each
use, the ND expressed surprisa that the nurse
had not i1itllized a metal pill-crushing device, with
paper scuffle cups, to ensure there was no

11:11 a.n,, the facility's program manager stated
that the ND typically would obsarva the .
medicat/ 3n nurses during administration passes.

Thers wils nc evidence that the madication
nurses had received training appropriate to meet
the safely and hyglene needs of clients who were
administared crushed medications.

483,480/ k)(2) DRUG ADMINISTRATION

The gystam for drug administration must assure
that all dags, including those that are
self-administered, are administered without error.

Thig ST/NDARD is not met as evidenced by:
Based ¢n observation and record review, tha

W 340

W 369

|
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The finding in¢ludes:

Continued From page 21
i facility failed to ensure that all drugs were
administarad without error, for one of the six
clients residing in the facliity. (Client #5)

The moring medication administration was
obsarvex| on Jahuary 5, 2012, between 6:49 am.
= 7:40 a.n. At approximately 3:40 a.m., while
verlying the administered medications, it was
reveaied that Client #5 was prescribed "Refresh
P.M. 42, 5-57.3% ointment. Apply to the left eye
twice daily for lubrication.” The eye cintment was
! not administered on the moming of January 5,

2012. Cancurrent revisw of Client #5's January
- 2012 medication administration record (MAR)
revealed the nurse had initialed the MAR,
indicatin|) the medication was given.

Note: This surveyor retumned to the facility at 7:19
a.m. on,lanuary 6, 2012, to interview the
medicati» nurse, The nurse, however, had

; already administered tha clients' medications and
lofi the farciity.

483.470(d)(3) CLIENT BATHROOMS

The facil ty must, in areas of the fadility where
clients w10 have not been trained to regulate
water tersperature are axposed to hot water,
ensure that the temperature of the water does not
exceed 110 degraes Fahrenheit,

This STANDARD s not met as evidenced by:
Based an obgervation and interview, the facility

' fafled to ansure that the temperature of the water

- did not eicceed 110 degrees Fahrenhelt, for six of

six clients residing in the facility. (Clients #1, #2, i

W 368

Wa286

In-service training by DON was conducted ! 1-9-12

ith nurses on 01/09/12 to ensure that

1l medieations/drugs/treatments are
ministered as ordered at all times, RN
ill monitor medication administration

t feast 1x per month.

[Attachment #11)
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#3, #4, #5 and #06)
The finding includes: All staff received in-gervice training by
Son téjda?: :%5. 5&1 2, tat 1;; p.m., E“isf;t‘mf rogram Manager to ensure that the water | [-6-12
it the hot water eratu v .
warm to buch at the hand signks in the twoaw emperature does not exceed 110 at all times
g:g’m ‘:rlgcﬂgd off ﬂ""—‘:;“"t"alayr;h" “‘: " in all locations. Reviewed procedure to |
ternpera uresaﬁf t?l.;nhg't.':ahah ¥he eoking he otify upon any elevated temperature ﬁnd{n;gs.
32?;: y:':l:;l:::hm;sﬂ:;m:mg ﬁ:it corrective action plan was immediately
The adr inlstrative offica was immedistely notified ut into place. The plumber corrected the
of the hat water temperature, roblem on 01-06-12. The water
IMtarview with staff on January 6, 2011, at 1:23 temperatures were brought to normal. D.OH.
" p.m., revealed that the hot water temperatures inspector who visited the facility on
should n 2t exceed 110 degrees Fahrenheit. Staff : : ‘
. further Ir dicated that the hot water temperatures 01-09-12 tested water temp and did
' r':a: not#l?tenoobgewed to exoﬁeda‘ltw degrees mot exceed 110 degrees. Testing of water
a:pg::ln l'ately q:aasn;?g ?1.102 omzi'ntenance temperatures are being completed at all
subzerv: lJr, who wasmp:rs'ent dulgngdghu:t e wat locations of running water and documentcdw'
observation, stated e would a e water .
temperaiure to ensure that it did not exceed 110 on every shift. Q.L.D.P and House Manager
degrees. to monitot daily to ensurc the temperature
On January 6, 2012, at 2:47 p.m. and again at does not exceed 110 degrees. Program
4:45 p.m,..t ﬂ21oa terdn mm wel":e :bsetl;vatd tothe Manager to monitor monthly.
measure an rees Fahrenheit at '
aforementioned bathroom hand sinke. The facility (Attachments #12a, #12b. #120)
was ther requested to develap a plan to ansure
the individuais’ safety when washing their hands .
at the hand sinks. At 5:30 p.m., however, the
water tetnperatures still measured 120 degrees
Fahrenhoit. At8:23 p.m., the facility's program
manage! submitted & written plan, via emaii,
| which idontified measures to ensure the
FORM £MB-2587(02-98) Pri vious Varsions Obaolais Evert 1D;85TH11 Facity 1D: 0G2Z29 It continuation aheet Page 23 of 25
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Continued From page 23
Individusls' safety during hand washing while
using the: bathroom sinks. The plan also revealed
that a piimber was scheduled to ba onsite during
the evening of January §, 2012 to address the
problam with the water temperatures, At the time
of tha survey, however, there was no evidenca
* that the {acility had ensured that the temperature
of the weiter did not exceed 110 degrees
. Fahrenh it at all imes.
483,480/b)2)(iii) MEAL SERVICES

devaiopriental level of the client.

This STANDARD is not met gs avidenced by:
Based ¢n observation, staff interview and record

| review, tie facility failed fo ensure all clients

‘ received their meals in the form and consistency
prescribud, for one of tha three cfients In the
sample, Client #3)

: The finding includes;

Food must be served in a form consistent with the .

On Januwy 5, 2012, at 7:41 am., Client #3 was
observet| carrying his plate from the breakfast
table towards the kilchan, Thera was uneaten,
ground nisat on the plate. When asked if his
foods were always prepared to g ground texture,
the hous» manager raplied "his foods are
pureed.” A moment later, the qualified intellectual
disabllitle & professional (QIDP) looked at the
meat left on the plate, stated that it was of a

' "ground” texture and continued, saying ‘it is
suppose | to be pureed,,. should be more liquid."
The QID > refrieved the menu and stated that the

meat served that morning was turkey. The direct
support 1{aff who prepared breakfast (Staff #2)

W 426

W 474

An In-Service was completed on 02/09/12 1-6-12
py The Q.L.D.P and the Program Manager
o review and discuss the importance 2912
bf implementing all recommendations
at atl times for all clients. Client # 3's

bating protocol and diet texture

taff implement at all times. Program

anager to monitor monthly,
Attachment #6)

as reviewed. Q.1.D.P and House Manager f
pvill monitor on a daily basis that Client #3
receives his food in pureed form, and that

and
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canfirmed this.

On January 5, 2012, at approximately 4:15 p.m.,,

. raview o' Client #3's speach-language records

, revealed an Eating Protocol, dated February 9,
2011, thirt prescribed a purued food texture. On

January §, 2012, at 9:24 a.m., review of the

clisnt's physluan's order sheets for January 2012

aiso con frmed a diet order for pureed foods, as

the clien; was edentulous.

There wiis no evidence the facility ensured that
Client #2 received his food in a pureed texture at
all imes. as prescribed,
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INITIAL COMMENTS

A licensire survey was conducted from January
5, 2012 through January 6, 2012, A sample of
three res\dents was selected from a population of
six men with varying dagrees of intellectual

; disabilftiis,

The findings of the survey were based on
observallons in the home and at two day
program3, interview with one resident’s guardian,
interviews with staff in the hame and at the two
day programs, as well as a raview of resident and
administ slive records, Including incident raports,

It should be noted that an January 6, 2012, at
1:18 p.m., the hot water temperaturs was
measured at 124 and 125 degrees Fahrenhelt in
twe hanc sinks. An immediate adjusiment was
mada o the thermostat of one of the facliity's two
hot wate * heaters. At 5:30 p.m., however, the
water still measured at 120 degrees Fahrenheit.
At6:23 r.m., the facility'’s program manager
submitte ] a written plan, via email, for ensuring
cliant saiety while they awaited the arrval of a
plumber later that evening.

A State  gency surveyor retumed to the facility on

*January '), 2012, at 8:15 a.m. The program

manage! stated that 4 plumbear had come and
made firther adjustments. Readings taken at the
same twi locations showed the hot waler now
measured 110 degrees Fahrenheit,

3504.1 HOUSEKEEPING

: The Interior and exterior of each GHMRP shall be

matntaingd in a safe, clean, orderly, attractive,
and sanilary manner and be free of
accumulitions of din, rubbish, and objectionable
odors.

Health Regulation & Licei wing Administration

1 000

1080

pr SOt MOrcSyer

(%8) DATE

2flo

Jia

agTH1Y

If comtinuation shee 1 of 19



PRINTED: 01/31/2012

Thig Staxte is not met as evidenced by:

Based o1 obsarvation and interview, the group
home for persons with intellactual disabilities
(GHPID) failed to ensure the intarior of the facllity
was mai1tained in a safe and orderly manner to
meet the needs of six of six residents in the
GHPID, Residents #1, #2, #3, #4, #5 and #6)

The findings inciude:

On January 6, 2012, beginning at 12:45 p.m., the
program manager and the maintenance
supervisor accompanied thie surveyor during

| observations of the environment. The following
concemt: were idantified:

1. The GHPID falled 10 ensyre that the
tsmperaiure of the water did not excead 110
degrees Fahrenheit,

On Janu ¥y 6, 2012, at 1:18 p.m., the surveyor
noted thit tha hot water temperature felt very
warm to ouch at the hand esinks in the two
bathrooms located off the hallway in the bedroom
ares. Upn immediately checking the
tamperatyuras of the hot water in the
aforemeittioned bathrooms during this time, they
measured 124 degrees Fahrenheit and 126
degrees Fahrenheit. Tha administrative office
was immediately notified of the hot water
temperature,

Intarviow with the staff on January 8, 2011, at
1:23 p.m, revealed that the hot water
temperatres should not exceed 110 degrees
Fahrenheit. Steff further indicated that the hot
watar tenwperatures had not been observed to

i exceed 110 degrees Fahrenheit On January &,

FORM APPROVED
___Health Reguiation &
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TAG REGL ATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THEAPPROPRIATE ©  DATE
DEFIGIENCY)
1080 Continued From page 1 1080

All staff received in-service training by 01.06-12
Program Manager to cnsure that the water
temperature does not exceed 110 at all
times in al! locations. Reviewed
procedure to notify upon any elevated
temperaturs findings. A corrective action |
plan was immediately put into place.

The plumber corrected the problem on
01-06-12. The water temperature was
brought to nommal. D.0O.H. inspector

who visited the facility on 01-09-12 tested
water temp and did not exceed 110
degrees. Testing of water temperatures
are being completed at all locations of
running water and documented on every
shift. Q.L.D.P and House Manager to
monitor daily to ensure the temperature
does not exceed 110 degrees, Program
Manager to monitor monthly.
(Attachments #12a, #12b, #12¢)
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2012, at epproximately 1:35 p.m., the
maintenince supervisor, who was present during
the observation, stated that he would adjust the
water tetnparsture o ensure that it did not exceed
110 degies.

On January 6, 2012, at 2:47 p.m. and again at
4.45 p.m,, the tamperatures were observed fo
measure 120 and 122 degrees Fahrenheit at the
aforemae 1tioned bathroom hand sinks. The
GHPID vras then requested to develop a plan to
ensure the individuals' safaty whsn washing their
hands at the hand sinks. At 5:30 p.m., however,
the wate ' tsmperatures 2till measuray 120
degrees Fahrenhelt. At 6:23 p.m., the GHPID's
program manager submitted a written plan, via
email, which identified measures to ensure the
individug e’ safety during hand washing using the
bathrooit1 sinks, The plan also revealed that a
piumber was scheduled to be onsite during the
evaning »f January 6, 2012 to address the
problem with the water temparatures. At the time
of the su vey, however, there was na evidence
that the ¢3HPID had ensurad that the temperature
of the weter did not exceead 110 degrees
Fahrenhuit at all times,

* 2. Obser ration of the hand sink in the basement 2. | The Plumber corrected the problem on 01/06/12
bathroon revealed only & smsll amount of hot 01-06-12
water floved from the faucet when it was tumed ‘
to an "on' position. Interview with the (See Attachment #1{2¢)
maintena nce supervisor indicated that a special
fool was ‘equired to corract the problem.

3. Sheer curtains were observed hung at the 3 i i 2/08/12
windows in the bedrooms of Residents #1 and New heavier curtains were purchased | 0

#4. Further cbservations of the windows for both Client# 1, #4's bedrooms windows
revealed no shades, blinds or other devices were to ensure privacy.

Installed 1t the windows to protact the of + i1z
the indivifuals, PrvaGY ( see. fithachae )

Health Raguiation & Lice1 sing Adminstratran
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- 1o the slacirica)
staff revealed that the talavision was broken.

Continued From page 3

4, Obsanration of Resident #4's television
revesled that it did not come on when connected
power source, [nterview with the

§. Obsen ation of the televisions located In the
badroom:: of Resident's #3, 25 and #6 revealed
they were not aperable. Interview with the
quelified (ntellectual disabilittes professional
(QIDP) revealed the televigions were not operable
bacause ihey required cable converter boxes,
Whan tunied on, the screen on each television
showed a messaga which stated that a converter
box was required to view the television.

6. The lid on the trash can used to store
recycleabe items had @ tom area. The lid was

warped ciiusing it to nat close securely on the
can,

3510.5(f) '3TAFF TRAINING
Each training program shall include, but not be

t limited to, the following:

{f) Specialy areas reiated to the GHMRFP and the
residents (o be served including, but not limited
fo, behavior management, sexuality, nutrition,
recreation, total communications, and assistive

| technologias;

This Statule I not met as evidenced by

Based on ubservation, staff interview and record
review, the group home for parsons with
intelectusl disatiliies (GHPID) failed to ensure
that staff received effective training on residents'

* behavior sppert plans and prescribed distary

1 090

| 228

.| The broken TV was removed on 1-6-12.

A new digital TV was bought for client
#4 on 2-8-12.

.{TV's were removed on 1-6-12. New digital

TV was purchased on 2-8-12 for
chent # 3 (client £ 5, #6 N/A)

.| A new Recycle Bin was requested from

DC Govt,

01-06-12
and
02-08-12

-02-09-12

] textures, fir one of the three residents in the
. sample. {Flesident #3)
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The findings include; Staff received in-service training on
1,2 }
1, [Cross-rafer o 1422] On Janusry 5, 2012, 2-9-12 from Q.LD.P and Program Manager
GHPID slatf failed to implement lntervention on implementing and documenting BSP.
strategies that were outlined in Residant #3's . - . - :
behavio isupport plan (BSP), at 7:25 a.m. and at Det:ailed training a.nd dlSCUSSfon included
£33 p.m. the importance of implementing the BSP
P po
2, [Cross-refer to Federal Deficiency Report - as written at all times whenever a behavior
Citation Vr252] On January 5, 2013, beginning at is exhibited by Client #3. Staff should
gh?etas’:;' 'gémgtiﬁ%mﬁ?a?:d@;br data document as required and implemented the
document cbserved incidents of seif-hitting on the B3P, Q.1.D.P will monitor the BSP ‘
: g?syotf’aem ' tg“;g;ﬁn a‘ﬂ- and 5613223’%)e-ms::ﬂf’ the implementation and documentation weekly
table duri g his dinrer on January 5, 2012 (at to ensure that BSP and data is being
815 p.m.). in accordance with his BSP, implerented and documented consistently.
On Januaiy 6, 2012, at 7:46 a,m., reviow of the (See Attachment #7)
staff in-sa| vice training records revealed that afl
- staff had raceived training for Resident #3's BSP
on Oclober 15, 2011. Observations on January
S, 2012, however, indicatad that the training had
not baen affective.
| 3. On Janiary 5, 2012, at 7:41 am., Resident#3 3 | The QIDP and the Program Manger  |02:09-12
was obserred canying his plate from the in-serviced on 02-09-12 staff by
:m&; a‘ot:.'tendmr::;dti :1:1 lentohen. ;I'vl;:‘e was emphasizing the importance of implementipg
if his foods were always prepared to a ground al] recommendations made for all ¢lients.
;‘Lﬁf"m; ;%mrm;ﬁ?ngfmgshmr:l Client #3's eating protocol and diet texture
disabilities professional (QIDP) looked at the was reviewed, QLD.P and Housc Managgr
.?;f::;f,t gm;%e&ma::%ﬂgﬁ: will monitor on a daily basis that Client#3
supposed (> be pureed... shoul'd be mora liquid." receives his food in pureed form. and that
The QIDP 1etrieved the menu and stated that the : :
meat served that moming was turkay. The direct staff implement at all times.
support sla T who prepared breakfast (Staff #2) (See Attachment #6)
Heakh Raguiation & Licens! i Acmiristration
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Continued From page 5

confirme 1 thie.

| On January 5, 2012, at approximately 4:15 p.m.

review of Resident #3's speech-language records
revealed an Eating Protocol, dated February 9,
2011, thst prescribed a pureed food texture. On
January (i, 2012, at 9:24 a.m., review of the
resident's. physician's order shests for January
212 alst) confirmed a diet order for pureed

- foods, as the resident was edentulous.

On Januz ry 6, 2012, at approximataly 12:00 p.m.,
review of the staff in-service tralning records
revealed “hat all staff had received training for
Resident #3's Eating Protocol and Diet Texures
on Cctobixr 15, 2011. Observations on January

| 5, 2012, t owever, indicated that the training had
_ hot been affective.

3520.7 PROFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall be provided by
programs operated by the GHMRP or personna
employed by the GHMRP or by arrangements
between t1¢ GHMRP and other sarvice providers,
including both public and private agencies and
individuzal practitioners.

This Statute is not met as evidenced by:

Based on observation, interview and record
review, th: group home for persons with
inteliectua disabilities (GHPID) failed to ensure
professional services had been provided in
accordant e with each resident's needs, for one of
the threa rasidents included in the sample.
(Resident £2)

The finding includes:

1229

! 405
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1405 Continued From page 8 1405
On Janury 5, 2011, st 11:41 am., Resident 42 Q.1.D.P contacted the case manager of
?s'gbs:ma#z Ic::::ftymtga cgl::k .:te Ef 1 :43 p.m., client # 2's Day Program who stated that |, 01/09/12
esiden! #2 wal Q sheif an T
refrieved 8 book. At 12:01 p.m., Resident #2 per the protocol, every individual must
walked ifito the cafeteria with the day program wash or sanitize hands S minutes before
staff. Ond minuta later, the resident began to eat : ;
a turkey :sandwich withaut washing or sanitizing and. a.ftf:r meals. The }mwcrsal pr.‘ecautlons
his handis. Interview with the day progran policy includes washing after using the
Individua: program plan coordinator, st rest room. This was shared with the Day
approxin ately 12:45 p.m., revealed that Resident .
#2's acth ity schedule includes washing his hands Program case manager via phone on 01/09/12,
five minutes before lunch, Q.1.D.P met with Day Program
Thers wee no evidence that proper infection on 02/07/12 and discussed the finding and
control procedures ware implemented at the day ongoing implementation of protocol.
program. Q.1.D.P will complete random monthly
1422 3521.3 HABILITATION AND TRAINING lagy  [visitsto Day Program to ensure completion,
and continued implementation,
Each GHMRP shall provide habilitation, tralning ng
and assiitance o residents in accordance with (See Attachment #1)
the residint ' s Individual Habllitation Plan,
This Statite is not met as evidencad by:
Based or observation, interview and record
review, facillty staff failed to impiement training
i programs. and behavior support plans in
acordance with residents’ ndividual Support
Plans, for one of the three residents In the
sample, (Resident #3)
The findings include:
1. Facility staff failed to implement Resident #3's
"Commuiiication” program when presented the
oppartunlly, as evidenced by the follewing:
| On Janusry 5, 2012, at 4:61 p.m., Resident #3
~entered tie facillty and went to his bedroom. He
left his bedroom at 5:00 p.m., walked to the living
e Ragmiaton ¥ oot ing AdmomTevetor
STATE FORM - 69TH11 1 continuation ahaet 7 of 16
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L. | An in-service training was held on 02-07-12

room am{ then went inio the kitchen, where he
stood and watched a direct support staff
interactir g with Residant #4. At the same time,
Residen! #2 was obsarved pouring water into six
beveragi: glasses at the dining room table, At
5:04 p.m,, Residant #3 left the kitchen, sat at the
dining rowm table and bagan eating a shack
{pudding).

Resident #3 was observed seated on the living
room sofa from 5:40 p.m. until 6:11 p.m. Hig
dinnar plite and beverage glass (water) were
observe< on the table at 6:10 p.m. At6:11p.m,,
he and hs peers came to the dining room for
dinner.

On Januwiry 6, 2012, at 10:00 a.m., review of a
summan, report for the period Sept/Qct/Nov.
2011 (da'ed Decamber 9, 2011), written by the
qualified ntellectual disabilities professional
(QIDP), ravealed Resident #3 had the following
formal "G ommunication” training program:
"<rasider I's name> will touch Go Talk button to
accass the speech a need or desima (gic) with
$0% inde pendenca by the end of the...” year.
The program Instructed staff to show him the
buttons an the Go Talk device, place his hands
on it, and ask him "whuchouadoyou need or

want" Ater tha resident pushed a button, staff
should "nipeat to enforce his message then
respond {o his request.”

On Januiry 8, 2012, at 12:13 p.m., the house
manager (HM) demonstrated how to use the Go
Talk devi’e (located in the kitchesy dining room
area). The device had two buttons: one with a
picture of a toflet and another with a picture of a
beverage glass. She stated that staff using
hand-over-hand assistance, were to push the
button with the picture of a glam. when the

02-07-12 to discuss the communication
needs of Client#3 of using a "Go Talk
Device " Staff to implement the
program daily as stated during natural
event timing,

QIDF, House Manager and Program
Manager to monitor daily and monthly
for ongoing implementation,

(See Attachment #9)
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1 422| Continve 4 From page 8 | 422
resident \wanis something to drink. Staff would
then say 'drink" and assist him with getting a
drink. FuLrther Interview with the WM revesled that
- a direct support staff person told her Resident #3
hag refused to participate with her on tha
. previous day, Staff, howeaver, had not been
i observed interacting with Resident #3 at or near
the Go Tialk device during the aftarnoon/ evening
observations.
Staff was not observed implementing Resident
#3's "Corymunication” program when presented
with the ¢pportunity, at 5:04 p.m. and 6:11 p.m.
- on January 5, 2012.
4 2. Facllity staff failed to implement bahavior 2, : s : ik
Interventi>n methods prescribed in Residant #3's Staff received in-service training on 0209-12
behavior support plan {BSP), as evidenced by the 02-09-12 from Q.1.D.P and Program
following: Manager on 02/09/12 on the implementation
- & On January §, 2011, at 7:25 am., Staff #1 led and documenting of the BSP.
Resident #3 into the nurse area to receive Detailed training and discussion included
medicatikns, immediately upon sitting in a chair, . 8 . .
the residunt hit himself on the head, using the importance of implementing the BSP
moderate force with his right hand. The resident as written at all times when a behavior is
repaated the gesture every 5 - 10 seconds, for "N .
! almost two minutes. He also hit his right thigh exhibited by Client #3 Staff should
with his fist a few times. Each time ha hit hig i
head, a dull ‘clunk' sound was audible to this documentas required and
surveyor, standing approximately two feet away. implement the BSP. Q.I.D.P will monitor
Neither # & medication nurse nor Staff #1 the BSP implementation and
intervene ) during the two minutes of self-hitting. .
documentation weekly to ensure that
b. On Jaruary 5, 2011, at 5:33 p.m_, Staff #2 led BSP and data is being imp) ted and
Resident ¥3 into the hurse area o recaive ang cata Is builg mplomen
medicaticns. Immediataly upon sitting tn a chalr, documented consistently. Program Manager
the residént hit himsealf three times on the Chin, to monitor monthty,
lightly. Siaff #2, whe was standing nearby and Y
witnesse| his chin-hitting behavior, did not (See Attachment #7)
| respond.
Health Regulation & Lican Bng Adntinigiration
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On January 6, 2012, beginning at 1:52 p.m.,

. review o Resident #3's BSP, dated Novembar

14, 2011, revealed the following: "<resident's
name> fequently hits his head and chin... the
self-hittir g Is light and does not appear to hurt...”
At 211 p.m., continued review of the BSP
revealed tha following intervention strategy:

" "Whenever <resident's name> hits his head say

"No <res dent's name>, do not hit your head (or
chin).' If he continues to hit hie head or chin
lightly igniore him. Do not taik about his behavior,
If he hits hig head or ¢hin with force, say
‘<resider = name>, do not hit yaur head (or
chin).” Guide <resident’s name> hands to his lap
where th3y should remain for two minutes..."

Staf? did not respond 1o Resident #3's head/ chin
hitting be havior in the manner prescribed in his
ESP, whan the behavior was observed on

. January 3, 2012, at 7:25 a.m. and 5:33 p.m,

3, Facllity staff failad to Implement Resident #3's
"Eating Frotacol when presented the opportunity,
as evidenced by the following:

On Januiry 5, 2012, beginning at6:11 p.m.,
Resident #3 was observad sating dinner, He
indepenc ently ate appreximately six or seven
spoonfulls of pureed roast beef sandwich. He
then took two spoonfuls of pureed peaches, He

| returned b the main course, eating several more

spoonfulit before he stood up at 6:15 p.m. and left
the dininj) table, Resident #3 subsequently
ignored severa! attempts o coax him back to the
table. A 3:23 p.m., a direct support staff coverad
the dinner plate, stating that it would be offerad to
Resident #3 [ater.

On Januury §, 2012, at approximately 4:15 p.m.,

3. [n-service training was conducted 02-09-12. 02-09-12
re-emphasize to the staff the importance

pf following the clients eating protocol
during all meals /snacks. The protocol must
be followed and implemented. The Q.1.D.P
and/or House Manager will observe
monitor at least one meal daily for 3
months to ensure ongoing

implernentation of eating protocol.

(See Attachment #6)
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review o} Resident #3's speech-language records
revealec an Eating Protocol, dated Febrnuary 9,
2011, thatincluded the following: “Staff should
provide 'rarbal prompts to alternate liquidg/solids.”
Staff wa) not observed providing verbal prompis
for him ¢t altemate between iquids and pureed
foods when presented the oppartunity at dinner
on January 5, 2012.

1 500 3623.1 FIESIDENT'S RIGHTS | 500

£ach GHMRP residence director shall ensure
that the iights of rasidents are obsarved and
protecte:{ in accordance with D.C. Law 2-137, this
;.:hapter, and other applicable District and federal
aws.

This Sizute iz not met as evidenced by:
_ Based 01 observations, inferviews and record
review, tve group home for pergons with
intellsch, al disabillties (GHPID) failed to observe
and protyt residents' rights in accordance with
Titla 7, Chapter 13 of the D.C. Code {(formerly
calied D.C. Law 2-137, D.C, Code, Title 5,
Chapter 18) and federal regulations 42 CFR 483

Sub=Par! 1 (for Intermediate Care Faciities for In-Service training was completed by 02-01-12
Persons with Mental Retardation), for six of the 1. |Program Manager with Q.I.D.P on 02/01/12

six residunts of the facility. (Residents #1, #2, #3, , )

#4, ¥5 aud ¥6) on the importance and requirement of

notifying guardians of recommendations,

The findings include: ;
status changes, etc and documenting

1. [§483.420(a)(2) and 483.460(a)(3)] The ongoing communication in QIDP Progress
GHPID fiiled to ensure the rights of Resident #3 . .
and his Ingal guardian to be informed of the Notes. Program Manager will monitor
regident’s medical condition, attendant risks of Q.1.D.P monthly for 3 months to ensure
treatment, and the right to refuse treatment, as . .
follows: ongoing compliance.

{See Attachment #2)

Health chuiatiun & Lica 1=ing Adminstration
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Citation 'W322)

. Resideni #3 was edentulous and his diet orders

" included pureed foods and the use of Thick-lt for

. fiquids. Jn January 8, 2012, beginning at 10:00

i a.m., raview of the resident’s madical records
revealed he had baen uncooperative during a
Modified Barium Study (MBS} on September 21,
2011, The facility's consulting speech/language
patholog st (SLP) had recommended the MBS
back on Vovember 8, 2008 “to determine his risk

» of asplrajon” after she determined the resident
showed ‘ maderate dysphagia.”

On Janury €, 2012, beginning at 10:26 a.m.,
interview with the facility’s qualified intellectual
disabilitie 5 professional (QIDP) and the Program
Manager {PM), coupled with review of Resgident
#3's recc1ds, revealed the resident's guardian
had beer| informed in September 2011 that the
MBS prozedure had not been completad due to
the rasidant's refusal to cooperate. The QIDP
and PM then indicated that Resident #3's primary
care phyjician (PCP) had decided against
purauing anather MBS partly because the
potential rsks outweighed the patential benefits,
In additicn, the hospital's radiologist reportedty

i advised (igainst using pre-sedation and the
haspital $3LP said she did not think another MBS
, was postible (due to the resident's behavior).

Further iiterview revealed that the QIDP was
responsille for communicating with residents’
guardians. When asked about the decision not to
atternpt :mother MBS, the QIDP stated that he
had not ¢ paken with Resident #3's guardian since
he first informed her that the September 21, 2011
procedurs had been unsuccessful. He and the
PM turthor acknowledged that, to date, the facility
had not informad the guardian of tha PCP’g and
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other meddical professionals’ opinions and/or

recommendations regarding pursuing another
' MBS in the future.

On Januziry 6, 2012, at 4:00 p.m., Resident #3's

guardian retumed a telephone message left

earlier thit day. She confirmed that, to date, the

facility ha1 not Informed her of the PCP's and

' other mesfical professionals’ opinions and/or

. recommandations regarding pursuing another
MBS in tre futurs.

2, [§483.4.20(2)(3)] The GHPID failed to observe
and protact the financial rights of the six
residents, as follows:

Review o Resident # 1's financlal records on
January €, 2011, beginning at 12:49 p.m.,
revealed ieveral withdrawals were noted to come
from his fersonal account. Review of the
facility's carresponding financial tracking record
that docuinented & breakdown of how the
residant’a funds were spent revealad that a
portion of & cabie bill was pald by the resident
between {he months of February 2011 through
Decembar 2011. Closer review of Resident #1's
financial record revealed the following information
regarding how cable bills had been paid by the six
residents living in the facility:

February 4, 2011- Cable bill $203.82. The bill was
equally drrided; each of tha residents paid $33.97
from their personal account.

March 18, 2011- Cable bill $40.04, Residents #1,
#2, ¥4, and #5 each paid $6.67, while Rasidents
#3 and #9 paid $6.68,

April 7, 20C11- Cable bill $50.56. Residents #1,
#3, #4 anul #5 sach paid $8.43, while Residents
#2 and #9 paid $8.42. )
June 23, :1011- Cable bl 550.00, Resilents #2, l
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i from the ¢ personal aceount.

i 1. Intervi w with the qualified intellectual

. program manager both stated that the faciity

#4, #5, :nd #6 paid $8,30, while Residents #1
and #3 paid $8.40.

July 29, 2011- Cable bik $50.51. Residents #3,
:? 2anﬁg 1€ paid $12.63, while Resident 21 paid
August 11, 2011- Cable bill $80.00. The bill was
equally ¢ ivided by six {each paid $15.00).
Saptemler 22, 2011- Cable bill $50.00.
Residens #1, #2, #4 and #5 paid $8.323, while
Residers #3 and #5 paid $8.34.

October B, 2011- Cable bill $60.00. The bill was
equally civided by six (each paid $10.00).
Novembar 18, 2011- Cable bill $80.00. The bill
was equ.ally divided by six (each pald $10.00)

Decembyr 13, 2011- Cable bilt $87.77. Resident
#5 pald 14.62 and the remalning five residents
paid $14 63.

disabilities professional (QIDP) on January 6,
2012, beginning at 1:10 p.m.. and review of an
actuat cable bill dated October 1, 2011, revealed
the facility's cahle account was in Resident #5's
narne. Vihen further queried, the GIDP revealed
that Resident #5 had a legal gquardian and the
guardian was unaware that the account was in his
name. Review of Resident #5's psychological
assessmbnt dated January 3, 2011, at 3:40 p.m,,
revealed the resident "...does not display the
capacity © make decisions on his own behaif
regarding| ... financial matters,”

2. The Otober 1, 2011 bill reflactad g $5.95 lato
fee and ¢ $3.95 reactivation fes had been
assessa:| to the account. Tha QIDP and the

managet the six residents’ funds, and the QIDP
handled lill-paying responsibilities. Review of
Residant #1's records indicated that the six
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resident {none of whom were deemed to have
the capacity to make financial decisions) had paid
for the panaly fees.

3. During the survey, the catile bill dated October
- 1, 2011 vas the only billing statement rhade
available for roview. However, on January 12,
2011 (pcst-survey), the facility submitted to the
State aginzy, via email, three additional cable
bills (Mach 4, 2011, December 1, 2011 and
January 1, 2012), Review of the thres cable bills
revealed that vach month, the account had
incurred s $5.95 late fee. As with the October 1,
2011 billing, Resident #1's records showed that
the six reeidents routinely paid for these
penailieg, even though the facility managed the
aceount.

4, Residont #1's records reflected that on July 29,
2011, he and Residents #3, #5 and #8 paid the
bill. Residents #1 and #4 did not contribute.

5. On January 8, 2012, further review of the
Octobar |, 2011 cable bill, at approximately 1:10

- p-m., revaled that the residents were charged for
_ 7 digital converter boxes, at a cost of $2,95 each,
Post-sunwy review of another bill (dated March 1,
2011) revoaled that the residents had been
charged ‘he same fee that month for 7 digits!
converter boxes. However, during an
environmental inspection of tha facility on January
8, 2012, none of the residents’ individual

. talevisiong had digital convarter boxas attsched,
The sole television with a converter box was
situated i1 the faeility's living room.

It shouid 2e noted that during the January 8, 2012
environmeantal inspection, at 1:56 p.m., it was
observed that Residents #1 and #2 diki not have

televisions in their bedrooms. Resident #4's
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alt had televisions; however, nona of them
worked. When tumed on, the televisions showed
a screen message indicating that a digital
converte was needed to receive a signal. Whan
the QIDF was aeked about the aforementioned
finding, he acknowledged that the televisions
required digital converters to operate, He further
indicated that the regidents did not have the
convertes boxes because they were very
expensin:,

[Nota: The survey team was unable to datermine
whether ligital convertar fees (and/or penaity
charges) had been charged the other eignt
months ir 2011 because the spplicabls cable bills
were not .available for review.]

At the time of the survey, the facility falled to
provide &Aidence thal Reaident #5's guardian was
aware that the cable bilaccount was In his name,
Additionally, the facility failed to ensure each
resident end/or their legal guardians were fully
aware Of llow their personal finances were being
remitted fi>r payment of the cable bill, inchuding
digital cor verter box charges, late fees and
reaclivatic n feas,

with QIDP end staff. Reviewed individual's
egal rights with regards to finances.
Notification, discussion and agreement musf
be completed with legal guardian and
documented. Program Manager to monitor
monthly for ongoing compliance

(Please also refer to POC, W125,

P.4 of 25)

(See Attachment #14)
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television was broken. Residents #3, #5 and #8 In-service training conducted on 01-06-12 01-16-12
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