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=W 000 | INITIAL COMMENTS W 000
On November 8, 2009, the provider notified the
State Agency (SA) of an allegation of neglect , ) i .
ro based on an October 31, 2009 “monitoring visit" oot A A W e o red Aeda010 and
! by a nurse consullant with the Universal Legal University Legal Services Monig:fr 10/31/09 and itemns a-f cited
rs Services (ULS). Individuals' lunches that were by Departinert of Health on 12/8/09.
served in the facility that day (Saturday) _ Proactive measures will be developed and saiT re-training
reportedly had not bean served in the form and *Wlm and monitored by QMRP, DON and QA to ensure
texture prescribed in their meaitime protocols. in compliance.
.. addition to the allegation, the facility submitted
. four client-specific memoranda dated November
6. 2009 in which they outlined corrective
measures taken lo address the aliegations,
including iImmediate in-service training of ail staff, GOVERNMENT OF THENI%_IgII;?_:g; tfDTI:_ICOLUMBUﬁl
as weli as “QA monitoring at mealtimes at least HEALTF?EFE’g?Jm% ON ADMINISTRATION
three times per week or as needed for the next 50
days.” pe 3 825 NOIRTH CAPITOL ST., N.E., 2ND FLOOR
B WASHINGTON, D.C. 20002
2 . On November 24, 2009, the SA received a copy ;
i of the ULS nurse consultants report (dated 2 I {0
November 4, 2009} via e-maif fromy Department / / :
on Disability Services (DDS). In the repart, the
nurse alleged having observed the following
significant deficiencies:
(1) Clients' meaitime protocols were not being
implemented as ordered,
(2} Staff were not adequately familiar with clients'
significant heaith risks.
(3) Documentation in the ciients' medical records
did not adequataly address clinical issues.
{4) Staff were not familiar with and/or

implementing clients’ behavior support plans. |

{5) Staff had minimal meaningful interactions with f
clients during the 4-hour pbservation period. i

A REPRE SERTATIVE'S SIGRATURE TITEE ;x ATE
&
/o, ek

Foe
LY
hny deficias statement :ediﬁ u:"}:/;l‘um {“} denotes a deficiancy which tha institution may ba excused from correcting providing it i; det&minad that
fficiant/prot

i
-~

bther safeguitds provids lon to the patients. (See instructions.) Except for nursing homes, the findings steled above are disclosable 90 days
Ollowing the date of survey whath net a plan of correction is provided  For nursing homes, the above findings and plans ef correction are disclosable 14
;ays following the date these documents are made available to the faciiity. If deficlencies are citad, an approved plan of correction is requisite to continued
rogram participation.
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N (6) Clients were not receiving needed dental
m treatment.
i JAN 12 2010
[ -+ The SA initiated an onsite investigation on
o December 7, 2009. The findings of the
e, investigation were based on observations in the
. group home, interviews with the facllity staff, and
review of facility's records, including unusual
incident reports, clinical, and administrative
records. Five of the six allegations were
substantiated and the remaining allegation was
partially substantiated, as follows:
S
(a) The faci{ity failed to ensure_ that staff Su!fr?c.eivedu'ainingoanillTime'Protocol Diet Texture for 14/10
moxatlgt:‘g compete?chJZ |mple:;etnt:l;[\g Client 15105, 114108, 11115108 Syge, Y
i ', to a honey consistency).
(b} The facility documented having provided staff
in-service training regarding clients’ heaith
management care plans on November 3, 2009,
which was 3 days after the nurse consuitant's
visit,
(c) Facility nurses failed to establish a Fail Additional rziing taf rining on dict texture wes
| Precautions protocol or guidefines to address : mplemented by LaSumdre, SLF from DCHRP on 1/11/10.
Client #3's osteopenia, and the primary care Walking Protocol was established by physical therapist on
physician failed to address Client #1's most implematct by 7T om 32008, eiconto walking rotocol | 1/14/10 and
recent cardiovascular medical consultation establish ather guidelines to ensure prevention of fall. All staff | *"8°iN8
findings (uncontrolied hypertension). were trained on the same.
Symbral's QMRP, DON, Speech and Language Therapist, LPN
(d) Facility staff failed to demonstrate the skills Casc Manager md Hlouse Manmges will e tht sl
and techniques necessary to implement Client traiting on dict exture/ meal time protocols are done quartecly
#1's and Client #4's behavior support plans.
v (e} Staff failed to implement proactive behavior
support strategies to ensure that Clients #1 and
#4 received continuous active treatment,
kénu éus-zunuz-w) Previous Vertions Obsolels Event ID: TIOG11 Facilty |D: 09G174 If continuation sheet Page 2 of 26




i PRINTED: 12/26/2009
$

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
- _CENTERS FOR MEDICARE & MEDICAID OMB NO 91
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
o A BUILDING c
00G174 B. WING 12/08/2009
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
RAL 4422 20TH STREET, NE
Syms FOUNDATION WASHINGTON, DC 20011
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o15)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FulL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERE{;ECE'%I ‘E%%E APPROPRIATE DATE

W 000 | Continued From page 2 W 000

(f) The facility failed to ensure timely
comprehensive dental services for Clients #1 and

T |8
=¥ | Based on the findings, the facilty was found not
A to be in compliance with the Condition of
_ Participation in Active Treatment.
W 100 | 440.150(c) ICF SERVICES OTHER THAN IN W 100

. INSTITUTIONS

"Intermediate care facility services” may include
services in an institution for the m‘entaﬁy retarded
- (hereafter referred to as intermediate care Crossed referenced and adopted with W195, W196 and W249.

facilities for persons with mental retardation) or oy
persons with related conditions if:
- (1) The primary purpose of the institution is to

provide heaith or rehabilitative services for
mentally retarded individuals or persons with :
related conditions; !
(2) The institution meets the standards in Subpart
o E of Part 442 of this Chapter; and
AT (3) The mentaily retarded recipient for whom

: payment is requested is receiving active
treatment as specified in §483.440.

This STANDARD is not met as evidenced by:
Based on observations, interviews, and record
review, the facillty failed to meet the Condition of
Participation in Active Treatment for two of the
five clients residing in the facility.

The finding includes:
The facility failed to ensure that Clients #1 and

Client #4 received continuous, aggressive active
treatment programming and services. [See
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W195, W196 and W249]
W 114 | 483.410(c)(4) CLIENT RECORDS W 114
i Any individual who makes an entry in a client's
el record must make it bgibly, date it, and sign it. A leiter was forwarded to PCP conceming proper
e documentation and dating of the records reviewed and orders
el given. The Nursing staff received training on medical record
R . documentation on 1/05/2010. Additional training is acheduled
This STANDARD is not met as evidenced by: for 1/20/10 to be given by Kim Chavis, RN from DCHRP. DON} 1/20/10
Based on interview and record review, the facility o e quartrty and random iouioriog o enure
... failed to ensure that all entries in clients' records
r ware signed and/or dated, for two of the five Random morritoring of individual records will be performed by
clients in the sampie. (Clients #1 and #3) b U A tetn 10 conhart SeBsaty o e
remedying interventions.
The findings include:
1. On December 7, 2009 beginning at 11:25 a.m.,
review of Client #1's medical records revealed the
client had several telephone orders that had been
signed but not dated by the facility's Primary Care
) Physician (PCP) as documented below:
¥
On June 25, 2009, the PCP ordered via
telephone Xanax 1 mg for audiological
B appointment scheduled for June 30, 2009, one
- hour prior to appointment;
)
On June 25, 2009, the PCP ordered via
telephone Xanax 1 myg by mouth one time dose
for dental appointment scheduled for July 14,
2009,
On May 4, 2009, the PCP ordered via telephone
Debrox drops, five drops to each ear once a day
for seven days, beginning of each month;
8 On May 13, 2009, the PCP ordered via telephone
to discontinue previous order of Cogentin 2 mg,
twice a day and begin Cogentin 2 mg once daily
(every morning);
FORM CMS-25687{02-99) Previous Versions Obsolete Event ID: T99G11 Faciity ID. 09G174 If continuation sheet Page 4 of 26
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On Aprit 30, 2009, the PCP ordered via telephone
_ Xanax 1 mg one dose for ENT appointment
o scheduled for May 4, 2009; and
' On April 30, 2009, the PCP ordered via telephone A trwasorveded o PCP on /0972010 concering roper
Xanax 1 mg one dose for dental appointment given. The Nursing staff received training on medical med :,’;“;,‘fm
documentation on 1/05/2010. Additional training is schedul
scheduled for May 13, 2009, for 1/20/10to! b?givmbyK':;ddn:t;n RNﬁmnII;CHRP
DON will monitoring to ensure
Interview with the faciity's nurse (LPN #1) on complince T ey s
b December 7, 2009, at approximately 12:10 p.m. tocine of indivicasal ill e wecformed
‘ failed to provide an explanation as to why the the QA team. Smn-alofhas included aidigenal mﬁmﬁﬁ
physician had not dated the orders. 10 the QA Leam to conduct deficiency monitor and provide
remedying interventions.

2. On December 7, 2009, at 11:08 a.m., review of
Client #3's medical chart revealed that a
medication nurse (L.PN #2) who administered
Lorazepam 2 mg for sedation prior t0 a June 16,
2009 dentat appointment failed to place her '
signature on the Contralied Medication Utilization
Record (CMUR) form. The name of the
medication, date, time and dosage had ail been
documented; only the signature was missing.
[Note: LPN #2's initials were on the client's June
2009 Medication Administration Record (MAR),
documenting administration of the Lorazepam at
8:30am.)

3. On December 7, 2009 at approximately 10:45
a.m., review of a consent form in Client #3's
record revealed that the date had been changed
from May 7, 2009 to May 20, 2009. instead of
drawing a line through the date (a strike-through),
someone had written 20 over the 7. Whoever
changed the document failed to provide their
initials/signature or note the date on which they
made the aleration. Similarly, at 11:07 a.m.,
review of a CMUR form dated May 20, 2009
revealed that whoever changed the 7:30 a.m.
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administration time (Lorazepam 1 mg for
sedation) to 9:30 a.m. for Client #3 had not
initialed/signed or dated this alteration.

(i 4. At approximately t1:35 a.m., further review of
. Client #3's Medication Administration Record
AN (MAR) for May 2009 revealed that the medication
nurse (LPN#2) who administered the Lorazepam
1 mg on May 20, 2009 did not document the time
. that she administered it. On the back of the same
i form, however, there was handwriting using a
different style and with a different pen that had
documented the 9:30 a.m. administration of
Lorazepam on May 20, 2009,

5[. Al approximately 12:00 p.m., the facility nurse
(LPN #1) was interviewed rding the MARs indivi with updates

and CMURs, She stated that she, not LPN 42, care RO on 13114109, (Copy tacney o |10
had written the information on the June 16, 2009
CMUR. Upon review of the blank signature
space, she acknowledged that LPN #2 should
have signed it after administering the 2 mg
Lorazepam that day. She acknowiedged that

o she, not LPN #2, had written the 9:30 am.

ST documentation on the back of Client #3's May

£a o 2009 MAR. She did not, however, volunteer the

] name of whoever had changed the administration
time (7:30 a.m. became 9:30 a.m.) on his May 20,
! 2009 CMUR.

6. Review of Client #1's medical record on
December 7, 2009 at approximately 11:45 a.m,,
revealed a Health Management Care Plan dated
August 7, 2009. Further review of the HMCP
revealed no signature of who had developed/
2 compieted the HMCP.

W 193 | 483.430{e)(3) STAFF TRAINING PROGRAM W 193

Staff must be able to demonstrate the skills and
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Continued From page 6

techniques necessary to administer interventions
to manage the inappropriate behavior of clients.

This STANDARD is not met as evidenced by:
Based on observations, staff interview and record
verification, the facility's staff failed to
demonsirate the skills and techniques necessary
to implement each client's behavior support plan
(BSP), for two of the five clients in the sample.
(Clients #1 and #4)

The findings include:

1. Cross-refer to W196.1. During evening
observations on December 7, 2009, from 5:20
p.m. until 5:55 p.m., and from 6:15 p.m. until 6:40
p.m., Client #1 was observed pacing throughout
the facility. Atthough his 1:1 support staff was
observed within close proximity of the client at all
times, the staff failed to implement the proactive
treatment strategies that were outlined in the
client's BSP.

Review of the staff training records on December
8, 2009, at approximately 10:30 a.m., revealed
that all staff had received training for Client #1's
BSP on November 5, 2009. Observations on
December 7, 2009, however, indicated that the
training had not been effective.

2. Cross-refer to W196.2 and W252, Similarly,
observations of the direct support staff working
with Client #4 revealed that they had not received
effective training regarding the proactive
strategies outlined in his BSP, as follows:

Observations on December 7, 2009, revealed
Client #4 was not presented with a variable

w193

All staff{s) were re<rained on 1/08/10 BSP implementation
with focus on appropriate intervention strategies when a
behavior occurs and the proper use of reinforcers using a
variable interval schedule for individuals with BSP's. 1/08/10 and
ongoing

A BSP implementation / best practices guide was developed.
This tool will be use a8 a quick reference for staff'to inlarvene
and re-direct the individuals challenging behaviors. (see
asttached)
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schedule of structured activities between the time
he finished breakfast (7:25 a.m.) and when he
prepared to leave for day program (8:43 a.m.).
The BSP called for there to be a variable
schedule, to keep him actively engaged. Staff did
: not stay close to Client #4 to prevent maladaptive
L behaviors such as pica and touching his private
parts. Contrary to the BSP instructions, staff told
Client #4 to stop doing a maladaptive behavior
(touching himself) without subsequent instruction
to place his hands in his lap or by his sides. Staff
did not ask or instruct him to perform any tasks or
otherwise engage him in meaningful activities.
While seated, the client repeatedly put his left
hand down his pants and kept it there while
fondling his private parts when staff were not
present. When staff did observe him touching his
privates, they sometimes failed to ask him to
move his hands to an appropriate activity. Later,
review of his behavior data sheets revealed that
staff failed fo document the maladaptive
behaviors they had observed, as required in the
8spP.

483.430(e)(4) STAFF TRAINING PROGRAM

W 194

Staff must be able to demonstrate the skills and
techniques necessary to implement the individual
program plans for each client for whom they are
R responsible,

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
verification, the facility failed to ensure staff
demonstrated competency in implementing
clients’ mealtime protocols, for one of the five
chents in the sampie. (Client #1)

The findings include:

W 193

W14

Staff will use the BSP implementation / best practices guide to
provide variable schedule as outlined in BSP during gaps in
scheduled activities to hetp minimize frequency of target
behaviors.

1/14/10 and
ongoing
Psychologist will do random monitoring at least once per month
or the next 6 months, QMRP, QA and or House Mmager will
itor daily for the next 30 days weekly for mother 30 days
randomly and on going to ensure compliance,

L
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During breakfast observations on December 7,
2009, at approximately 7:20 a.m., a direct care
staff was observed adding two tablespoons of
Thick & Easy thickener to Client #1's glass of
orange juice. The staff stirred in the thickening
powder and immediately handed the glass of
juice to the client. He used the same procedure
when adding thickener to Client #1's glass of milk.
Neither beverage had begun to thicken before the
client guiped it down quickly. Client #1's
physician's orders dated September 1, 2009, and
Individual Support Plan dated August 7, 2009,
revealed that all beverages offered to him should
have a nectar consistency.

Later that day, at approximately 3:30 p.m., the
facility nurse (LPN #1) and the house manager
(HM) were interviewed in the kitchen. LPN #1
stated that staff should stir In the Thick & Easy
and then wait at least 3 minutes before giving the
beverage to the client. She further indicated that
it might take a fittie longer than 3 minutes if
beverage is cold. They acknowiedged that Client
#1 often drinks quickly. The HM said she found
that combining a verbal directive for him to "slow
down” while touching his hand and glass to
physically slow his pace was effective for her.
[Note: This was not reflected on his Meaitime
Protocol dated November 18, 2008.]

Subsequent review of the staff in-service training
records, on December 8, 2009, at 2:00 p.m.
revealed that the staff person observed that
morning had received training on November 5,
2009. Observations, however, revealed that the
training had not been effactive.

483.440 ACTIVE TREATMENT SERVICES

W 194

and drinking of liquid by indtvidual.

12/31/09.

ill be implemented.

W 185

Time protocol was updated on 12/31/09 giving specific
directions as to titme span between mixing of thicketwer by staff

Speech and Language Therapist, QMRP, QA, LPN Case

and or House Manager will monitor for the next 90
days, 30 days daily and weekly and random monitoring for the
60 days to ensure compliance. If any inconsistency is noted
at ary monitoring, instant re-training and or disciplinary action

12/31/09 and

Staff (s) were retrained on updated meal time protocol on ongoing

FORM CMS-2587(02-09) Previous Versions Obsolete Event ID: T99G11
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The facility must ensure that specific active
freatment services requirements are met.

P This CONDITION is not met as evidenced by:
iy Based on observations, staff interviews, and
record review, the facility failed to provide
continuous and aggressive active treatment
services, including 1:1 staff supervision and

" support, as prescribed to manage client
behaviors [See W196]; failed to implement client
training programs as recommended by their

= interdisciplinary teams [See W249); failed to

o ensure that staff were adequately trained [See -
' W193 and W194]; and failed to ensure accurate
and consistent program data for each clients'
formal programs [See W252).

The effects of these systemic practices results in
the failure of the facility to provide active
treatment services.

‘W 196 | 483.440{a)(1) ACTIVE TREATMENT

Each client must receive a continuous active
treatment program, which includes aggressive,
consistent implementation of a program of

services and related services described in this
subpart, that is directed toward:

the client to function with as much self
determination and independence as possible;
and

(i) The prevention or deceleration of regression
or loss of current optimal functional status.

This STANDARD is not met as evidenced by:

specialized and generic training, treatment, health

(i) The acquisition of the behaviors necessary for

W 195

W194 and W252.

W 198

Crossed referenced and adopted with W196, W249, W193, 1/14/10 and

ongoing
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through the kitchen and into the dining room,
repeatedly. At 5:58 p.m., the dlient was observed
eating dinner. After the client completed his
dinner at 6:15 p.m., he continued to pace
throughout the facility for the next 25 minutes.
The one to one support staff was observed within
close proximity of the client at all times.

interview with the 1:1 staff on December 7, 2009,
at approximately 6:25 p.m. revealed that Client #1
had a BSP to address his pacing behaviors.
Record review on December 8, 2008, at
approximately 9:30 a.m., revealed Client #1's
BSP dated May 19, 2009. The BSP
recommended the following proactive treatment
strategies:

- Provide a variabie interval schedule of
reinforcement of target behaviors (following
directions, sensitivity to others around him;
appropriate task performance and good posture);

- Provide specific praise every 15 minutes:

- Provide the client with regular scheduled
structured activities; and

Feychelogist will monitor monthly, QMRP, House Manzger and
IOA Team will monitor daily for the next 30 days, weekly and
Fandomily for the next 60 days to provide oversight
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Based on observation, interview and record
review, facility staff failed to implement clients’
behavior support plans (BSPs) as written, to
1a include proactive strategies, thereby failing to
0 provide continuous active treatment, for two of the
L five clients in the facility. (Clients #1 and #4)
" | The findings include:
. 1. During evening observations on December 7, . . .
: 2009 from 5:20 p.m. until 5:55 p.m., Client #1 Dt e BEP Trphomerimtion Guigs, TP cTtsion®d 10 and
was observed pacing from the living room, ongoing
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- Engage the client in a minimum of one activity
every 15 minutes.
The aforementioned interventions were not
. implemented when Client #1 was cbserved
repeatedly pacing throughout the facility from 5:20
i p.m. until 5:55 p.m and from 6:15 p.m. until 6:40
p.m.
3 2. Client #4 was observed in his home on Tt g i o akitional safle,
" December 7, 2009 between 7:18 a.m. - 8:45 am. mwmmgﬁmsﬁmgm&
He finished his breakfast at approximately 7:25 working to update ! o to
a.m., walked intp the living room and sal on the funding sppraval for an ssigned cne on one saffiog
- love seat, Client #4 sat on the love seat from gmm:ofmmmtzuﬁmm 1/14/10 and
;- 7:25 am. - 845 am. At7.56 a.m., interview with ire for i Sy M’*’"‘ ) cngoing
two maie direct support staff in the living room el e o
revealed that one of them was Client #4's Srnml‘_viﬂlﬂmﬂ_w :;smmﬂfﬂ receive training in
i designated 1:1 staff. He had been employed in program implementation and inerveation.
the facility approximateity 3 months. During this m;:‘ w}i;;ge dn;e:elol?ed that m g:\:a ux one onoae
- 85-minute observation period, facility staff failed aff to have B collection ve
to implement proactive/ preventive as well as rimits afler iterverdion (ee atached)
intervention strategies as outlined in the client's
behavior support plan (BSP), as follows:
a. At approximately 7.35 a.m., Client #4 was
observed smiling while he leaned against his
designated 1:1 staff (both were seated on the
love seat). The client’s hand was down his pants
and he was touching his private parts. The 1:1
staff, however, did not intervene.
b. Later on, at approximately 8:00 a.m., Client
#4's 1.1 left the living room for approximately one
v minute. When he retumed, he sat down next to
the client again. At that moment, the client
removed his left hand from down his pants,
began vocalizing and bit down onto his right hand.
He asked the client to stop and he complied. The
staff, however, did not make any other requests
EORM CMS-2567(02-00) Previous Varsions Obsofete Event ID: T99G11 Fadilty ID: 086G 174 If continuation sheet Page 12 of 26
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or suggest a meaningful activity involving his
hands. For the 36 minutes between 7:25 a.m.
and 8:01 a.m., the client remained seated on the
love seat with no scheduled activity.

-, ,-) b

e c. At approximately 8:05 a.m., Client #4's 1:1 staff
left the living room. The client immediately left his
seat, walked quickly to the dining room, reached
under the table and then returned to the love seat
while chewing on something briefly, it had
appeared as if he had picked up something white
from the floor underneath the table where Client
#3 had been eating his breakfast earlier. Within
less than a minute, the client stopped chewing
and then swallowed before any staff returned to
the room. Client #5 and this surveyor were the
only parsons in the area to witness the behavior,
[ [Note: Later that day, Cllent #5 was observed with
a balied-up white paper napkin at his place
setting at dinner.]

d. The 1:1 returned to the living room at

s | approximately 8:10 a.m.. Client #4 had his hands
"L down his pants stimulating himself white seated

T on the love seat The 1:1, however, left the living

room again without intervening.

©. During this same period, the second male staff
person was seated at the dining room table,
approximately 15 feet away from Ciient #4. He
had been empioyed for approximately 2 years, At
8:15 a.m., he observed the client fondling himse#.
He instructed him to remove his hands from his
pants, and the client complied. The staff,
however said nothing more to him. The staff then
informed this surveyor that Client #4 "always puts
his hands" down his pants. immediately, Client
#4 made a squealing vocalization and bit down on
his right hand. The staff parson called the client's
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first name, said nothing else and then ieft the
area.

f. At the same time that the other staff left the
area, Ciient #4's 1.1 staff retumned to the iving
- room and saw him fondling himself. He asked
irits: him to remove his hand and he did. The staff
adjusted the client's shirt and as the staff stood
up, the client put his left hand back down his
- pants. The 1:1 staff again told him to stop, and

s then walked to the far end of the dining room
table. He began entering data in Ciient #4's book.
Meanwhile, Client #4, who was now out of view,
was squealing and biting on his right hand. The
1:1 caiied out to him, teliing him to stop. The
_ client continued making the squealing sound and
began stapping the back of his head 4 or 5 times
in succession. He stopped for a few seconds
then resumed vocalizing and siapping the back of
his head. Thers was no staff present in the living
room and his behaviors went without intervention.

g. The facility's house manager (HM) had arrived
at about the same time that Client #4 was
vocalizing and slapping the back of his head.
During an introductory interview, the 1.1 staff left
the iiving room. Client #4 remained seated on
the love seat, fondiing his private parts and not
engaged in a meaningfui activity. At
approximately 8:22 a.m., the HM observed that
he was touching himself and she cailed the
client's name. She did not, however, suggest that
he do anything eise with his hands.

h. At 6:27 a.m, the HM went to kitchen. Client
#4 immediately put his left hand down his pants
and resumed fondiing himself. There was no
staff present. The 1:1, who had not been with
Ciient #4 for the past 4 -5 minutes, was observed
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carrying a biue mop bucket out of the kitchen and
down the hall. Meanwhile, Client #2 and this
surveyor were the only persons in the area to
witness the fondling behavior.

i. At 8:29 am., staff could be heard talking in the
kitchen. There were no staff present in the living
room. Meanwhile, Client #4 continued fondling
himself on the love seat and Client #5 came into
the living room and sat down.

j- At 8:34 a.m., Client #4's 1:1 returned to the
living room. This was 7 minutes after the client
had been left alone. He observed the client's
hand down his pants. The 1:1 touched the client
gently on his am. There was a brief, momentary
interaction between the two, then the 1:1 staff left
the living room. The client immediately resumed
touching his private parts.

k. At 8:36 a.m., a female staff person from the
overnight shift entered the living room. She
asked Client #4 to sit up. He sat up and stopped
fondling himself. He also squeaied loudly and bit
his right hand. The staff person observed his
behavior and left the living room without
suggesting that he do anything else with his
hands.

|. At 8:38 a.m., the qualified mental retardation
professional (QMRP) arrived in the facility. She
greeted Client #4 and his peers, and instructed
Client #4 to remove his hand from his pants. The
client squealed and bit his right hand.

m. At 8:41 a.m., Client #4 put his left hand back
down his pants and a second later, the ovemight
female staff returned to the living room. She
observed him fondling himself but she did not

W 186

FORM CMS-2567(02-99) Previous Versions Obsoiele Event ID: T98G11

Facility ID: 08G174 If continustion sheet Page 15 of 26




PRINTED: 12/26/2000
! DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

i _CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPUIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: COMPLETED
j A BUILDING o
096174 B NG 12/08/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

4422 20TH STREET, NE

SYMBRAL FOUNDATION WASHINGTON, DC 20011
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY)
"W 196 | Continued From page 15 W 196
intervene. She shook her head slightly and then
left the room,
I n. At approximately 8:43 a.m., a driver who had
I been in the facility since 7:00 a.m. assisting staff
— with the moming routine, walked into the living
ar room, He took Ciient #4 by the left hand and

asked him to come with him. The client stood up,
began biting on his own right and squealing loudly
as they left to refrieve the clients coat. They
would soon be departing for day programs.

Later that day, beginning at 3:58 p.m., review of

- Client #4's annual psychological assessment
dated July 3, 2009 and his BSP dated August 10,
2008 confirmed that his targeted maladaptive
behaviors included self-injurious behaviors (hand
biting, skin picking), pica of cigarette butts and
touching his private parts in public. In addition, he
was assigned 1:1 steffing to address
"elopement/absconding.” Further review reveaied
"Proactive Procedures: provide a variable intervai
schedule for reinforcement... <client's name> will
be provided with staff who will stay close enough
to him to prevent possible pica behavior... a full
schedule of structured activities which invoives
gross motor strength... appropriate hand position
(i.e. no hands in pants), hands on task, at his
side, on the table, etc.... <clienf's name> wiii be
given specific praise every 10 - 20 minutes for
engaging in appropriate behavior. Communicate
to <client's name> in positive terms only. For

3 instance, sign/gesture 'put your hands to your
side’ or sit back’ rather than telling him to 'stop'
undesired behaviors... if <client's name> attempts
to... hand biting... touching private parts in
public... verbalgestural prompts to stop and... put
his hands to his lap - extend your hand if
necessary... Say thank you. Redirect him to the
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- scheduled activity... A critical component to the
- success of the above response is to provide
environmental errichment approaches that
provide appropriate engagement behaviors in the
home environment."
T W 249 483.440(d){1) PROGRAM |MPLEMENTATION W 249
' As s00n as the interdisciplinary team has
formulated a client's individual program pian,
- each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
- objectives identifiad in the individual program
plan.
Y This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, facility staff failed to implement training
programs as recommended by their
interdisciplinary teams and failed to consistently
implement client behavior support plans at the Program was started but discontinued after | day due to staffing
needed frequency, for two of the five clients in the concern of heavy drooting which was addressed informally by
sample. (Chents #1 and #4) o L Tow. I Tomn o 4 e et
his parsiey from the refrigerator as indicated as a part of IPP
The findings include: mvmn;;?mlgﬁ mﬂm
r.gpmonﬁble for grounding parstey with meal given current food
1. On December 7, 2009, at approximately 3:30 teure (Ground). Teatt rcommended that ISP be amendedto | e
] gr?gr:r:\len‘::; ;g;m‘:g‘: from his datying the amended o forwwcded 1o DDS on 1110y foreoing
surveyor and had bad breath odor. During dinner hwm«mwmm;mm :ibuinm'tr
observations, on December 7, 2009, at 5:52 p.m., i et e e e e Frounded diettescure
parsley was observed on Client #1's plate.
Interview with the direct care staff during dinner Recommendatiots ace a part of mirautes recorded at case
preparations indicated that the client received o aerence comvened s scrved =3 gt of indfviduat's records
parsley to help with his breathe odor.
Qmp,gl:;ls_euwwriumwill continue to monitor to
oane jance,

- = ..
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Review of Client #1's medicai record on
consultation dated July 14, 2009. The client
_ calculus deposits were noted. It was

- recommended that the client receive fresh

ey parsley {0 control hig halitosis. Raview of the
client's data sheet, dated August 7, 2009,
revealed a

e out of two times for three consecutive months

qualified mentai retardation professional's
(QMRP) quarterty review revealed no program

at approximately 10.30 a.m., the QMRP

consistently implement Client #1's BSP.

. consistently implement Client #4's BSP.
- W 252 | 483.440(e)(1) PROGRAM DOCUMENTATION
Data relative to accomplishment of the criteria
specified in client individual program plan
objectives must be documented in measurable
terms.

This STANDARD is not met as evidenced by:
staff failed to document all behavior data in

for one of the five clients in the sample. (Client

December 7, 2009 at 2:31 p.m., revealed a dental

4 | received a full mouth examination and moderate
program objective which stated "[the
client] will get his parsley from the refrigerator one

Review of the data sheets reflected no IPP for the
aforementioned program. Further review of the

status. When interviewed on December 8, 2009,
acknowledged that the program had not started.
2. Cross-refer to W196.1, Facility staff failed to

| : 3. Cross-refer to W186.2. Faciiity staff failed to

Based on observation and record review, facility
accordance with the behavior suppart plan (BSP),

W 249

W 252

StafY (5) were re-trained on BSP Implementation by Symbral's /8/10 and
annogiu on 1/8/10. Behavior Support Plan Implementation [1/8/10
Guide was developed, implemented and staff training effected,  [ONBOINE
This teol will be used in collaboration with BSP to ensure quick
reference For staff in providing and adhering to strategies
outlined in BSP,

Psychologist, QMRP, House Manager and newly developed QA
Team will continue to monitor to ensure compliance.

Crossed referenced and adopted with W196.2, W193,1 and
(W193.2.

1/14/10 and
ongoing
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The findings include:

Cross-refer to W249.2. On December 7, 2009,
Client #4 was observed repeatedly engaged in
two of his targeted maladaptive behaviors during
an 85-minute period, between 7:25 a.m. - 8:43
a.m. Staff were not always present to witness the
behaviors. At times, however, there was a staff
with him who observed his behaviors, as follows:

The client’s designated 1:1 staff observed him
touching his private parts and/or biting on his
hand (targeted maladaptive behaviors) at 8.01
am, 8:10am. 817 am, and 8:34 am.

Other staff observed him fondting himseif in
public and/or biting his hand at 8:15 a.m., 8:36
a.m. and 8:41 a.m.; as did the house manager at
822 a.m. and a driver/ support staff at 8:43 a.m.

Later that day, beginning at 3:58 p.m., review of
Client #4's BSP dated August 10, 2009, and
Psychological Assessment dated July 3, 2009,
confirmed that touching his private parts in public
were among the list of targeted maladaptive
behaviors being addressed. Staff were instructed
to document each incident of a maladaptive
behavior on the designated data collection
sheets. “Time block data” would also be
collected every 30 minules.

At4:29 p.m., review of Client #4's behavioral data
sheets revealed inconsistent data collection. The
sheet for December 2009 showed no data
recorded for December 1, 2009 (left blank) for
seif-injurious behaviors and touching his privates
in public. Staff were to write "0" if there were no

W 252

Crossed reference and adopted with W249.2 and W196.2.

1/14/10 and

In addition staff wijl be trained on 30 minutes block time from ;
ongoing

first occurrence of behavior a8 opposed to time block data

collected every 30 minutes, and 0 if behavior does not occur as
psychologist recommendation for data collection procedures
ich will be updated in individuals® BIP and the necessary

amendment made to ISP upon receipt.
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behaviors observed. Review of the December 7,
i 2009 data revealed that the qualified mental
retardation professional was the only staff that
documented a behavioral episode that morning
(the only episcde that she had observed, at 8:38
a.m.). None of the 9 incidents referenced above
had been documented by the other staff before
they completed their shift, as required.
483.460(a)(3) PHYSICIAN SERVICES

The facility must provide or obtain preventive and
general medical care,

This STANDARD is not met as evidenced by:
Based on record review, the facility's primary care
physician (PCP) failed to ensure medical
oversight, for two of the five clients in the sample.
{Clients #1 and #3)

The findings include:

1. The facility's PCP failed to address Client #1's
uncontrolled hypertension, as follows:

Review of Client#1's medical record on
Dacember 7, 2009 at 11:30 am., revealed a
diagnosis of uncontrofied hypertension. Further
record review reveaied a cardiology consult dated
October 13, 2009. The cardiology consuit
revealed that the client's blood pressure read,
"137/80, continue present medications and retyrn
in six months.” Further review of the consult
sheet as well as the PCP's progress notes failed
to show evidence that the PCP was aware of the
findings.

l 2. Record review of Client #1 medical records on

W 252

w322

[PCPs quarterly note on 12/4/08 and 3/31/09 shows L/14/10 and
documentation increated blood pressure and follow up by longoing
Cardiologist. Purther documentation on 11/9/G9 revealed note

PCP “pt stable seen by Cardiologist™. (Copy attached)

iology consults snd BP finding will be reported to PCP,
m::h-gwill immediately ensure that PCP is informed of

ialty consuit findings. Ongoing monitoring will be
iperformed by facility's DON.
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.

p.m., review of Client #3's orthopedic evaluation,
dated October 9, 2009, revealed that he was at
risk of fragility fractures due to osteopenia if he
were to pursue general exercise. Instead, the
orthopedic recommended limiting the client to
“general walking” for safety. The qualified mental
retardation professional (QMRP) stated that she
had since instructed staff to limit him to walking or
tossing a toy basketball through a hoop in the
facility besement. Review of the client’s exercise
programs data sheet for November 2009,
confirmed the limitation had been implemented.

However, review of Client #3's health
management care pian (HMCP), dated
September 9, 2009, revealed that Fall
Precautions was an intervention prescribed to
address his osteopenia. At approximately 2:53
p.m., interview with the facility nurse revealed that
she was unaware of any training to staff on fall
precautions. She was unaware of any fall
protocol or guidelines and she then directed this
surveyor to the QMRP. When asked about faii

DON/QMRP/Nurse will do oversight monitoring. Staff
trainings on fall precaution and monitoring guidelines were
done on 1/11/10.
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December 7, 2009, at approximately 10:00 a.m., ' g .
' " . Individual #1's medical record reveals that he 111/10
revealed a diagnosis of onychomycosis. The Podiatist on 11/18109. Follow up with Orycherryeosiswd |
R client had been seen by a podiatrist on August 18, received treatment of debridement of nails. (copy of ongoing
;' 12009. it was recommended that the client return ocumentation sttachicd)
- in three months, There was no evidence that the
: facility had scheduled a podiatry follow up
e appointment, to date. Interview with the licensed
practical nurse on the same day confirmed that
the client had not been seen by the podiatrist nor
had an appointment been scheduled.
.
3. Facility nurses and/or the PCP failed to
establish a Fali Precautions protocol or guidelines
i ¥ . ical ist has evatuated and established fall precauti
- to address Client #3's osteopenia, as follows: ‘lewdm as cvabuatod and catablished “Qmm vt
. thave developed other monitoring guidelines to address potential
On December 8, 2009, at approximately 2:30 for flls given dingnotis of Osteopenia. Cogy attached. e
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precautions or protocols, the QMRP deferred
back to the nurse.

Further review of the HMCP revealed that staff
training was "required” and that the nurse, PCP,
and QMRP were all to provide quarterly oversight
The client's record, however, showed no evidence
that the nurse, PCP and/or the QMRP had
established fall precautions guidelines (or
protocot), provided instruction to staff regarding
fall precautions, or provided quarterly oversight, in
accordance with the HMCP.

483.480(c) NURSING SERVICES

The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to ensure all nursing
sefvices as needed to meet client needs, for one
of the five clients in the sample. (Client #1)

The findings include:

The facility's registered nurse failed to review
and/or clarify Client#1's Health Management
Care Plan (HMCP), related to intervention to

address his diagnosis of gastritis.

Observation during breakfast on December 7,
2009, at 7:20 am., revealed Client #1 drinking a
cup of milk and orange juice. Observations
during dinner at 5:52 p.m., revealed the client
receiving milk and tomato based pot roast.
Review of the client's Health Management Care
Plan (HMCP), dated August 7, 2009, and updated
on November 9, 2009, revealed a diagnosis of

W 322

W 331

QMRP will monitor quarterly as a part of Quarterly reports
done which referenced monitoring of HCMP.

|lndivici.|al #1's diet regtrictions in reference to Gastritis will be
larified by GI doctor on scheduled hospitalization on 1/10/10
HMCP will be re-devetoped and comrected base on GI
recommendation.

1/14/10

114/10
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gastritis. Further review revealed the client's diet
should limit acid producing foods {i.e., omatoes
and milk) in his diet. Interview with the licensed
practical nurse (LPN) and qualified mental
retardation professional (QMRP) on December 8,
2009, at approximately 10:00 a.m., indicated "no
knowledge of such limitations,” and confirmed
that the client received milk, orange juice and
tomato based products.

483.460(c)(3)(iii) NURSING SERVICES

Nursing services must incliude, for thase clients
certified as nol needing a medical care plan, a
review of their health status which must be on a
quarterly or more frequent basis depending on
client need.

This STANDARD is not met as evidenced by:
Based on interview and record review, the
facility’s registered nurse {RN) falled to ensure
direct physical examinations were conducted
quarterly or on a more frequent basis, for two of
the five clients residing in the facility. (Clients #4
and #5)

The findings include:

1. On December 7, 2009, at 2:09 p.m.,, review of
Client #4's medical chart revealed that the most
recent quarterly nursing assessment had been
documented on July 23, 2009. The next
assessment had been due in October 2009.
According to the qualified mental retardation

W 331

W 336

Current RN was hired on October 15, 2009 and has beet: on
orientation process during month of October, However cument
RN has performed direct physical initial assessment on
11/10/09 as docmented.

1/14/10

Quarterly assessment form was completed as requested on DOH
monitoring visit. Current RN will strive to perform quarterly

professional (who was present at that moment), #ssessment on timely manner.
the facility's director of nursing had served as the
RN from July 2009 until a new RN was hired,
effective October 2009,
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2. On December 8, 2009, at 11:15 a.m., review
of Client #5's medical chart revealed that an RN
had documentad performing an annual nursing
assessment on February 6, 2009. There was no
evidence, however, that an RN had performed a
quarterly assessment in the 10 months that had
since passed. According to the assessment
form, quarierties had been projected for May
2008, August 2009 and November 2009,
483.460(g}(2) COMPREHENSIVE DENTAL
TREATMENT

The facility must ensure comprehensive dental
treatment services that include dental care
needed for relief of pain and infections,
restoration of teeth, and maintenance of dental
heaith.

This STANDARD is not met as evidenced by: |
Based on interview and record review, the facility
failed to ensure timely comprehensive treatment
services for the maintenance of dental health, for
two of the five clients in the sampie. (Clients #1
and #3)

The findings include:

1. Review of Ciient #1's medical record on
December 7, 2009, at 2:34 p.m., revealed a
dental consuitation dated February 25, 2009. The
dentist noted that the client had moderate
calculus deposits and needed scaling. Further
review revealed additional dental consuitation
forms dated July 14, 2009 and October 7, 2009.
Both consultation forms revealed moderate
caiculus deposits and recommended scaling on
the next visits. interview with the Licensed
Practical Nurse {LPN) on December 8, 2009, at

W 336
Due to QA monitoring findings of poor paformance by
previous RN, Symbral has taken appropriate disciplinary action
and the previous RN was replaced by the current RN, The
current RN has performed direct physical assessment on
11/10/09. Quarterly assessment has been completed and
corrected as requested on DOH monitoring visit. Cumrent RN
will strive to perform physical assessments quarterly on timely

W 356

1/14/10 and
ongoing
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approximately 10:00 a.m., revealed that the client
needed preauthorization prior to returning to the
dentist office for scaling. At the time of the
survey, the facility failed to ensure Client #1
received timely dental services (scaling).

2. Similarly, the facility failed to ensure that Client
#3 received timely dental treatment (scaling), as
follows:

On December 7, 2009, beginning at 10:34 a.m.,
review of Client #3's dental records revealed that
on February 23, 2009, the dentist recommended
scaling. The ciient subsequently refused
treatment on April 27, 2009 and May 20, 2009.
After the client again refused treatment on June
16, 2009, even though he had received
Lorazepam 2 mg two hours prior to the
appointment, the dentist recommended deep
conscious sedation. The dentist wrote that
he/she would submit a preauthorization form to
Medicaid.

At 12:07 p.m,, review of nurse progress notes in
Client #3's dental record revealed no evidence of
communications with the dentist's office for
approximately 10 weeks after the June 16, 2009
visit. According to a September 3, 2009 progress
note, LPN #1 telephoned the dentist, who stated
that they would resubmit another preauthorization
form to Medicaid. Interview with LPN #1 revealed
that it normaily took between 4-6 weeks for
preauthorization approval. The next documented
communication was when LPN #1 telephoned the
dentist more than 11 weeks iater, on November
24, 2009. The dentist reportediy referred the
nurse to a local hospital's dental ciinic. A
progress note dated November 30, 2009,
indicated that the dental clinic referred LPN #1 to

W 356

Symbral's Nursing departinent will act on finding ancther 1/15:'_10 and
IDentist for individual #1 to ensure that individual is receiving | ongoing
timely dental services.

Nursing has scheduled on appointment for Individusl #3 on
1/15/10 with the new dental clinic. (Copy of appointment

attached)

Nursing ensure that individual is receiving medical and dental
treatrments in timely manner. Ongoing monitoring will be
performed by DON and QA team.

DCHRP and DDS have been contacted to assist in identifying
and developing additional resources that will be able to provide
titnely dental care to the individual,

lllS{lO and
onging
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their affiliated dental school, which would reopen
December 4, 2009. There was no evidence that
anything had been scheduled yet with the dental
school. Interview with the qualified mental
retardation professional and LPN #1 indicated
that they would contact Client #3's sister to obtain
written consent for deep conscious sedation after
a date was scheduled. To date, there had not
been an appointment scheduled.

On December 8, 2009, at 4:08 p.m., LPN #1
presented another progress note dated
December 3, 2008 indicating that she had
telephoned the school however, they had not yet
reopened. As of December 8, 2009, Client #3
had not received treatment that was
recommended on February 23, 2009.
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On November 8, 2008, the provider notified the
Department of Health, Health Regulation and
Licensing Administration (HRLA) of an sallegation
of neglect based on an October 31, 2009
“monitoring visit' by a nursa consuitant with the
" Universal Legal Services (ULS). Residents'
lunches that were served in the facility that day
{Saturday) raportedly had not been served in the
form and texture prescribed in their meaktime
protocols. In addition to the aliegation, the facility
submitted four resident-specific memoranda
dated November 8, 2008 in which they outlinad
correciive measures taken to address the
allegations, including immediate in-service
! fraining of all staff, as well as "QA monitoring at
' mealtimes at least three times per week or as
needed for the next 90 days." .

| On November 24, 2009, the HRLA received a
copy of the ULS nurse consultant’s report {dated
November 4, 2009) via e-mail from Department
on Disability Services (DDS). in the report, the

i nurse alleged having obsarvead the following

: significant deficiencies:

(1) Residents' mealtime protocols were not being
. implemented as ordered.

| (2) Staff were not adequately famillar with
| residents' significant health risks.

{3) Documentation in the residents’ medical
records did not adequately address clinical
| issues.

| (4) Staff were not famiiier with and/or

| implernenting residents' behavior support plans
| (BSPs).
E
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items a-f cited by Department of Health on 12/8/09. i
Proactive measures will be developed and staff re- i
training itnplemented and monitared by QMRP, DON
and QA to ensure compliance.
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* (5) Staff had minimal meaningful interactions with
residents during the 4-hour observation period.
(6) Residents were not receiving needed dental

' treatment.

The HRLA initiated an onsite investigation on ing body have cstablished QM'_
December 7, 2009. The findings of the bral's goveming ished 2 QA Team
. ! N . Assurance Personnel who will condu
investigation were based on observations in the e e e vt |t14/10 ma
group home, interviews with the facility staff, and curative teasures Lo msinkain complizne refating to onsoine
review of facility's records, including unusual ons af a3 documented.
incident reports, clinical, and administrative A team is representational of Program Implementation and

records. Five of the six allegations were
substantiated and the remaining allegation was
partially substantiated, as follows:

(a) The facility failed to ensure that staff
demonstrated competency in implementing
Resident #1's meaitime protocol (beverages not
thickened to a honey consistency).

(b) The facility documented having provided staff
in-service training regarding residents' health
management care pians on November 3, 2009,
which was 3 days after the nurse consultant's
visit.

(¢} Facility nurses failed to establish a Fall
Precautions protocol or guidelines to address
Resident #3's osteopenia, and the primary care
physician failed to address Resident #1's most
recent cardiovascular medical consultation
findings (uncontrolied hypertension).

{d} Faciiity staff failed to demonstrate the skilis
and techniques necessary to impiement Resident
#1's and Resident #4's BSPs.

{e}) Staff failed to implement proactive behavior
support strategies 10 ensure that Residents #1
Peaith Reguiation Adminisiration
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and #4 received continuous active treatment.
(f) The facility failed to ensure timely
comprehensive dental services for Residents #1
and #3.
L.+ 1229 3510.5(f) STAFF TRAINING 1229
Each training program shall inciude, but not be
T limited to, the following:
(f) Speciaity areas related to the GHMRP and the
residents to be served inciuding, but not limited
to, behavior management, sexuality, nutrition,
recreation, total communications, and assistive iste training of Direct Care Staff on dict texture and
technologies; iration precaution will be implemented by LaSandra, SLP
! DCHRP on 1/11/10. Ongoing training and monitoring
) ill be done by QMRP and QA team. 12/31/09 and
| This Statute is not met as evidenced by: on-going
: |. Based on observation, staff interview and i ) v o 02 One b deserin
 record verification, the facility failed to ensure o ?ﬂ" u&:&fﬁ #1 on 12!?1[09.:[119& upd:gl ;ve:“
. staff demonstrated competency in implementing specific instructions relating Lo usage of thickener and inc
resklents feeding protocol, for one of the five e e ot o e
residents in the sample. (Resident #1) trained on amended tools on 12/31/09. In addition a memo
imﬂ&mm%cﬁﬁ%ﬂﬂﬂ%ﬂ%{
responsiole proper ementati
a2 The findings Include: me.mm';oml are adhered to or fiace disciphinary actios.
s (voe ttachac)
b During breakfast observations on December 7,
20089 at approximately 7:20 a.m., a direct care
staff was observed adding two tablespoons of
Thick & Easy thickener to Resident #1's glass of
orange juice. The staff stirred in the thickening
powder and immediately handed the glass of
juice to the resident. He used the same
procedure when adding thickener to Resident
#1's glass of milk. Naither beverage had begun
to thicken before the resident gulped it down
quickly. Resident #1's physician's orders dated
September 1, 2009 and Individual Support Plan
dated August 7, 2009 revealed that all beverages
offered to him shouid have a nectar consistency.
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Later that day, at approximately 3:30 p.m., the
facility nurse (LPN #1) and the house manager
(HM) were interviewed in the kitchen. LPN #1
stated that staff should stir in the Thick & Easy
and then wait at least three minutes before giving
the beverage to the resident. She further
indicated that it might take a little longer than
three minutes if beverage is cold. They
acknowledged that Resident #1 often drinks
quickly. The HM said she found that combining a
verbel directive for him to “slow down” while
touching his hand and glass to physicaily siow his
pace was effective for her. [Note: This was not
refiected on his Mealtime Protocol dated
November 18, 2008.]

: Subsequent review of the staff in-service training
{ records, on December 8, 2009, at 2:00 p.m.
revealed that the staff person observed that
morning had received training on November 5,
2009. Observations, however, revealed that the
training had not been effective.

Il. Based on observations, interviews and record
review, the facility's staff failed to demonstrate the
skills and techniques necessary to implement
each resident ‘s Behavior Support Ptan (8SP), for
two of the five residents in the sample.
(Residents #1 and #4)

The findings include:

A. During evening observations on December 7,
2009, from 5:20 p.m. until 5:55 p.m., Resident #1
was observed pacing from the living room,
through the kitchen and into the dining room,
repeatedly. At5:58 p.m., the resident was
observed eating dinner. After the resident
completed his dinner at 6:15 p.m., he continued

229

Consequently, all staff were re-trained on meal time protocols
for all individuals. Speech Therapist, QMRP, QA Team, DON,
LPN, House Manager and or DDS Service Coordinator have
cxtended previous, 90 days weckly 3 times monitoring to
inctude and other 90 days to ensure compliance.

12/31/09 and
on-going
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to pace throughout the facility for the next 25
minutes. The one to one support staff was
observed within close proximity of the resident at
all imes.
B Interview with the 1:1 staff on December 7, 2009,
at approximately 6:25 p.m. revealed that Resident
#1 had a BSP to address his pacing behaviors. Suﬂ‘willbere-hzinglgwri?le im:r;al sf'p:ifxle. positive LU/160 md
i remforcement idi ific praise) as a8
Record review on December B8, 2009, at In'pm _m@;“ vy .E'?;'wm_mmh ongoing

approximately 9:30 a.m., revealed Resident #1's
BSP dated May 19, 2008. The BSP
recommended the following proactive treatment
strategies:

- Provide a variable interval scheduie of
reinforcement of target behaviors (following
directions, sensitivity to others around him;
appropriate task performance and good posture);

- Provide specific praise every 15 minutes;

- Provide the resident with regular scheduled
structured activities; and

- Engage the resident in @ minimum of one
activity every 15 minutes.

The aforementioned interventions were not
implemented when Resident #1 was observed
repeatedly pacing throughout the facility from
5:20 p.m. until 5:55 p.m and from €:15 p.m. until
640 p.m.

Review of the staff training records on December
8, 2009, at approximately 10:30 a.m., revealed
that all staff had recelved training for Resident
#1's BSP on November 5, 2009. Observations
on December 7, 2009, however, indicated that
the training had not been effective.

as a part of activities of daily living, recreational and Icisure,
QMRP provided training to this effect on 1/11/09.

activity will be the inclusion of individuals #1 special program
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Continued From page 5

B. Similarly, observations of the direct support
staff working with Resident #4 revealed that they
had not received effective training regarding the
proactive strategies outlined in his BSP, as
follows:

Observations on December 7, 2009, revealed
Resident #4 was not presented with a variable
schedule of structured activities between the time
he finished breakfast {7:25 a.m.) and when he
prepared to leave for day program (8:43 a.m.).
The BSP called for there o be a variable
schedule, to keep him actively engaged. Staff did
not stay close fo Resident #4 to prevent
maladaptive behaviors such as pica and touching
his private parts. Contrary to the BSP
instructions, staff told Resident #4 to stop doing a
maladaptive behavior (touching himself) without
subsequent instruction to place his hands in his
lap or by his sides. Staff did not ask or instruct
him to perform any tasks or otherwise engage
him in meaningful activities. While seated, the
resident repeatedly put his left hand down his
pants and kept it there while fondling his private
parts when staff were not present. When staff
did observe him touching his privates, they
sometimes failed to ask him to move his hands to
an appropriate activity. Later, review of his
behavior data sheets revealed that staff failed to
document the maladaptive behaviors they had
observed, as required in the BSP.

3512.1 RECORDKEEPING: GENERAL
PROVISIONS

Each Residence Direclor shall maintain current
and accurate records and reports as required by
this section.

This Statute is not met as evidenced by:

|

229
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Continued From page 6

Based on interview and record review, the group
home for the mentally retarded person (GHMRP)
failed to ensure the resident’s habilitation and
treatment records were current and accurate in
the manner required by this section for three of
five residents residing in the facility. (Residents
#1, #3 and #5)

The findings include:, for one of the five residents
in the sample. {Resident #3)

The finding includes:

1. The facility failed to ensure that consent forms
provided a clear, accurate record of the
medication and/or dosage proposed for Resident
#3.

The facility's nurse failed to specify on a consent
form the name and dosage of a sedative
prescribed for Resident #3. Review of the
resident’s dental records on December 7, 2009 at
10:34 a.m. revealed that his sister had signed a
consent form on June 15, 2009. The form
indicated that he had a dental appointment
scheduled for the next day at 10:30 a.m. Further
review of the form revealed that while it stated

- that "the purpose of this medication and the side

effects have been explained to me fully.. * the
form did not specify what medication he would
receive or how many milligrams would be
administered. When interviewed later that day,
the nurse stated that she had been respansible
for preparing the consent form (document).

2. The facility's nurses failed to ensure physician
orders were correctly transcribed, as follows:

Review of Resident #1's medical record on
December 7, 2008, beginning at 11:25 am.,

1260

[The DON has completed additional training on 1/05/2010 to all
Nurses on "obtaining and transcribing orders, medical records  11/20/2010

ion. and obtaining consent” On 1/20/10 by Kim And ongoing
is, RN from DCHRP will provide follow-on traming on
and other topic. Ongoing training and monitoring will be
by DON.

)
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Continued From page 7

revealed physician orders that read: Loxapine
100 mg by mouth twice (po) a day monthiy,
Depakote Sprinkie 375 mg po twice a day
monthly, Clonazepam 1 mg po in the evening,
monthly and Cogentin 2 mg po once a day,
monthly. The aforementioned physician orders
were dated November 6, 2009, October 2, 2009,
September 3, 2009, and August 6, 2009, and
were signed by the LPN. Further review of the
physician orders could not determine how the
orders were transcribed (by telephone, in person,
elc.).

Interview with LPN on December 7, 2009, at
approximately 1:00 p.m., reveaied that the
psychiatrist conducted his monthly psychiatric
consult and issued verbal orders. There was no
evidence that the LPN transcribed the verbal

orders correctly.

3. The facility's nursing services failed to monitor
Resident #5's dental flossing, in accordance with
his HMCP, as follows:

a. On December 7, 2009, beginning at 1:43 p.m.,
the facility nurse (LPN #1) indicated that none of
the five residents flossed their teeth. She stated
that the dentist “never recommends" flossing for
these men. However, on December 8, 2009
beginning at approximately 9:00 a.m., review of
Resident #5's dentai records revealed that on
April 21, 2009, his dentist had recommended
brushing and flossing. The dentist again
recommended brushing and flossing on October
7,2009. The dentist had documented gingivitis
and 2 teeth with caries on June 22, 2009. During
a December 8, 2009, interview at 10:02 a.m.,
LPN #1 repeated what she had stated the
previous day, that none of the clients flossed and
the dentist had not recommended fiossing.

1260

E:Tiumgwugimml/ﬁmtomonomining
and transcribing physician orders and importance of providing
jcal treatmment according to physician's order and in
accordance lo HMCP. Ongoing monitoring will be done by
[DON and QA team.

/510
and ongoing
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Continued From page 8

b. On December 8, 2009 beginning at
approximately 9:30 a.m., review of Rasident #5's
HMCP dated February 6, 2009 revealed that it
identified "potential for poor oral/dental hygiene”
as aconcem. Direct support staff and nurses
were assigned "daily" manitoring of the resident's
"ability to perform oral care" and to monitor for
“bleeding gums, complaints of oral pain or
decrease in appetite." [Note: The HMCP did not
define the term "oral care.”) The HMCP further
indicated that training for staff was required and
that the RN, dentist and QMRP would provide
quarterly "oversight” At 11:15 a.m., review of
Resident #5's medical chart revealed that an RN
had performed an annual nursing assessment on
February 6, 2008. There was no evidence,
however, that an RN had provided quarterly
oversight of his oral care, as required by the
HMC®P, in the past 10 months.

3514.2 RESIDENT RECORDS

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

This Statute is not met as evidenced by:

Based on interview and record review, the facility
failed to ensure that all entries in residents’
records were signed and/or dated, for two of the
five residents in the sample. (Residents #1 and
#3)

The findings include:

1. On December 7, 2009 beginning at 11:25 a.m.,
review of Resident #1's medical records revealed
the resident had several felephone orders that
had been signed but not dated by the facility's
Primary Care Physician (PCP) as documented

[ 260

LPN will perform monthly dental assessment and RN will
perform quarterly dental asscssnent.

jwven. The Nursing stafl received training on medical record
[documentation on 1/05/2010. Additional training is scheduled
ifor 1/20/10 to be given by Kim Chavis, RN from DCHRP.
DON will perform quarterly and random monitoring to ensure
compliance.

docurnentation and dating of the records reviewed and orders

monitoring of individual records will be performed by
the QA team. Symbral has included additional mursing
personnel to the QA team to conduct deficiency monitor and
ide hving i fons

|A letter was forwarded to PCP on 1/09/201 0 conceming proper

1/14/10

1/20/2010 and
ongoing
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Continued From page 9
below:

On June 25, 2009, the PCP ordered via
telephone Xanax 1 mg for audiological
appeintment scheduled for June 30, 2009, one
hour prior to appointment;

On June 25, 2009, the PCP ordered via
telephone Xanax 1 mg by mouth one time dose
for dental appointment scheduled for July 14,
2009;

On May 4, 2009, the PCP ordered via telephone
Debrox drops, five drops to each ear once a day
for seven days, beginning of each month;

On May 13, 2008, the PCP ordered via telephone
to discontinue previous order of Cogentin 2 mg,
twice a day and begin Cogentin 2 mg once daily
{every morning);

On Aprit 30, 2009, the PCP ordered via telephone
Xanax 1 mg one dose for ENT appointment
scheduled for May 4, 2009; and

Ori April 30, 2009, the PCP ordered via telephone
Xanax 1 mg one dose for dental appointment
scheduled for May 13, 2009.

Interview with the facility's nurse (LPN #1) on
December 7, 2009, at approximately 12:10 p.m.
failed to provide an explanation as to why the
physician had not dated the orders.

2. On December 7, 2009, at 11:09 a.m., review of
Resident #3's medical chart revealed that a
medication nurse (LPN #2) who administered
Lorazepam 2 mg for sedation prior to a June 16,
2009 dental appointment failed to place her
signature on the Controlied Medication Utiiization

1291

A letter was forwarded to PCP on 1/09/2010 concemning proper
documertation and dating of the records reviewed and orders
given. The Nursing staff received training on medical record
documentation on 1/05/2010. Additional training is scheduled
for 1/20/10 to be given by Kimn Chavis, RN from DCHRP.

DON will perform quarterty and random monitoring to ensure
compliance.

'Random monitoring of individual records will be performed by
the QA team. Symbral has included additional rursing personnel
to the QA team to conduct deficiency monitor and provide
remedying interventions.

1/20/2010 and
ougoing
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changed the document failed to provide their
initials/signature or note the date on which they
made the aiteration. Similarty, at 11:07 a.m.,
review of a CMUR form dated May 20, 2009
revealed that whoever changed the 7:30 a.m.

| administration time (Lorazepam 1 mg for

sedation) to 9:30 a.m. for Resident #3 had not
initialed/signed or dated this alteration.

4. At approximately 11:35 a.m., further review of
Resident #3's Medication Administration Record
(MAR) for May 2009 revealed that the medication
nurse (LPN#2) who administered the Lorazepam
1 mg on May 20, 2009 did not document the time
that she administered it. On the back of the
same form, however, there was handwriting using
a different style and with a different pen that had
documented the 9:30 a.m. administration of
Lorazepam on May 20, 2009.

5. At approximataly 12:00 p.m., the facility nurse
(LPN #1) was interviewed regarding the MARs
and CMURs. She stated that she, not LPN #2,
had written the information on the June 16, 2009
CMUR. Upon review of the blank signature
space, she acknowledged that LPN #2 should

Random monitoring of individual records will be performed by
QA team. Symbral has included additional nursing personnel
ta the QA team to conduct deficiency monitor and provide
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Record (CMUR) form. The name of the
medication, date, time and dosage had all been
documented; only the signature was missing.
[Note: LPN #2's initials were on the resident’s
June 2009 Medication Administration Record
(MAR), documenting administration of the
{ Lorazepam at 8:30 a.m.]
3.0n De_cember 7, 2009 at approximately 10:45 A et was forwarded to PCP on 1/09/2010 concesning proper
a.m,, review of a consent form in Resident #3's documentation and dating of the records reviewved md orders
record revealed that the date had been changed given. The Nursing staff received training o medical recocd
from May 7, 2009 to May 20, 2009. Instead of for 1/30/101 b gven by Kin Chevn RN Bore DO | oot
drawing a line through the date (a strike-through), will perform quarterly and randosn monitoring to ensure [y
someone had written 20 over the 7. Whoever complizce. ongoing
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have signed it after administering the 2 mg
Lorazepam that day. She acknowledged that
! she, not LPN #2, had written the 9:30 a.m.
documentation on the back of Resident #3's May A letter was forwarded to PCP on 1/09/2010 conceming proper
2009 MAR. She did not, however, volunteer the m] fon and dating of the records revicwed and orders
name of whoever had changed the administration documnentation bc: msfyo]l(?}n Ammmmm is Mggﬂ 1/20/2010
: ti 7:30 a.m. became 9:30 a.m.) on his Ma for 1/20/10 to be given by Kim Chavis, RN from DCHRP. and on-going
s zglezgog CMUR 30 ) Y will perform quarterty and random monitoring to ensure
! ) compliance.
6. Review of nurse progress notes on December ' mouitoring of idTvLLA) focoe will be performed by
8, 2008 revealed numerous progress notes in b e Ot 6 roroet ddicincy oot md e
which LPN #1 indicated that a dentist or doctor's ‘remedying interventions.
office had placed a cali to the facility. For MG for individual #1 wd
instance, a progress note dated September 3, Eonra B o124/, evelope sl comested by

2009 indicated "<dentist's name> called... |
authorization hasn't been returned from '
Medicaid... will resubmit..." However, interview
with LPN #1 at 4:09 p.m. revealed that she had
intended to document her telephone call to the
dentist. She then acknowledged that this and
ather (similar) progress notes did not accurately
reflect the circumstances of her contact with the
medicai professional/outside provider.

7. Review of Resident #1's medicai record on
December 7, 2009 at approximataly 11:45 a.m.,
revealed a Health Management Care Plan dated
August 7, 2009. Further review of the HMCP
revealed no signature of who had developed/
compieted the HMCP,

1401 3520.3 PROFESSION SERVICES: GENERAL 1401
PROVISIONS

Professional services shail include both diagnosis
and evaluation, including identification of
developmental levels and needs, freatment
services, and services designed to prevent
detericration or further ioss of function by the
resident
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This Statute is not met as evidenced by:
|. Based on observation and record review, the
F facility’s primary care physician (PCP) failed to
A ensure medical oversight, for two of the five
residents in the sample. (Residents #1 and #3)
{ The findings include:
- A. The facility's PCP failed to address Resident
: #1's uncontrolled hypertension, as follows:
Review of Resident #1's medical record on Tatarg Protocol was ctablished by plysical thempist on 41412010
Cecember 7, 2000 at 11:30 a.m., revealed a Lﬁm&?ﬁ%‘mﬁm&mw ! ?“.';m
diagnosis of uncontrolied hypertension. Further establish other guidelines Lo ensure prevention of fall e

record review revealed a cardiology consult dated
October 13, 2009. The cardiology consult
revealed that the resident's blood pressure read,
"137/80, continue present medications and retum
in six months." Further review of the consult
sheet as well as the PCP's progress notes failed
fo show evidence that the PCP had provided
oversight,

B. The facility's medical team (nurses and PCP)
failed to establish a Fall Precautions protocol or
guidelines to address Resident #3's osteopenia,
as follows:

On December 8, 2009, at approximately 2:30
p.m., review of Resident #3's orthopedic
evaluation, dated October 9, 2009, revealed that
he was at risk of fragility fractures due to
osteopenia if he were to pursue general exercise.
Instead, the orthopedic recommended limiting the
resident to "generai walking” for safety. The
qualified mental retardation professional (QMRP)
stated that she had since instructed staff to limit
him to walking or tossing a toy basketball through
a hoop in the facility basement. Review of the

ith Regulation Administration
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resident's exercise programs data sheet for
November 2009, confirmed the limitation had
been implemented.

o However, review of Resident #3's heaith
] management care plan (HMCP), dated
- September 9, 2009, revealed that Fail
1 Precautions was an intervention prescribed to
i address his osteopenia. At approximately 2:53
p.m., interview with the facility nurse revealed that
o she was unaware of any training to staff on fall
precautions. She was unaware of any fal
protocol or guidelines and she then directed this
B surveyor to the QMRP. When asked about fall
precautions or protocols, the QMRP deferred
back to the nurse. !

Further review of the HMCP revealed that staff
training was "required" and that the nurse, PCP, 'Walking Protocol was established by physical therapist on 1114710
and QMRP wers all to provide quarterly oversight 12/29/09 visit of inulividual #3 in addition to walking protocol |o/ oo .
' The resident's record, however, showed no i e Lreind 0] QMR have

. evidence that the nurse, PCP and/or the QMRP . '
had established fall precautions guidelines {or
protocol), provided instruction to staff regarding
fall pracautions, or provided quarterly oversight,
in accordance with the HMCP.

ll. The facility failed to provide nursing services to

meet the residents' needs, as follows: B .
e e | s
: v s Podiatri , Follow up wil ORI .

A. Resident #1 was not referred to a podiatrist at receiwdu:‘wnulofdehidmnutp of nails. (copy of and ongoing

the prescribed frequency, as follows: documentation attached)

Record review of Resident #1 medical records on
December 7, 2009, at approximately 10:00 a.m,,
revealed a diagnosis of onychomycosis. The
resident had been seen by a podiatrist on August
18, 2009. It was recommended that the resident
return in three months. There was no evidence
that the facility had scheduled a podiatry follow up
Health Regulation Admimstration
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appointment, to date. Interview with the licensed
practical nurse on the same day confirmed that
the resident had not been seen by the podiatrist
as recommended.

B. The facility's registered nurse failed to ensure
clear procedures for Resident #1's diagnosis of
gastritis.

Observation during breakfast on December 7,

| 2009, at 7:20 a.m., revealed Resident #1 drinking
a cup of milk and orange juice. Observations
during dinner at 5:52 p.m., revealed the resident
receiving milk and tomato based pot roast,

' Review of the resident's Health Management

, Care Plan (HMCP), dated August 7, 2009, and

| updated on November 9, 2009, revealed a

' diagnosis of gastritis. Further review revealed the
. resident's diet should limit acid producing foods

: (i.e., tomatoes and milk) in his diet. Interview

. with the licensed practical nurse (LPN) and

| qualified mental retardation professional (QMRP)
1 oh December 8, 2009, at approximately 10:00
a.m., indicated "no knowledge of such
limitations,” and confirmed that the resident
received milk, orange juice and tomato based
products.

C. The facility's nurses failed to ensure physician
orders were correctly transcribed, as follows:

Review of Resident #1's medical record on
December 7, 2009, beginning at 11:25 am.,
revealed physician orders that read: Loxapine
100 mg by mouth twice (po) a day monthly,
Depakote Sprinkle 375 mg po twice a day
monthly, Clonazepam 1 mg po in the evening,
monthly and Cogentin 2 mg po once a day,
monthly. The aforementioned physician orders
were dated November 6, 2009, October 2, 2009,

401

by GI doctor.

Crossed referenced and adopted with 1260 (2).

G1 doctor witl be requested to clarify diet restriction for 1/14/10
Gastritis while in hospital (hospitalization scheduled for and ongoing
1/10/10), HMCP will be updated based on charification of diet

11410
and ongoing

g 3 *
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September 3, 2009, and August 6, 2009, and
were signed by the LPN. Further review of the
physician orders could not determine how the
orders were transcribed (by telephone, in person,
etc.).
Interview with |.PN on Dacember 7, 2009, at
approximately 1.00 p.m., revealad that the
psychiatrist conducted his monthly psychiatric
consult and issued verbal orders. There was no
evidence that the LPN transcribed the verbal
orders correctly.
- D. The facility's nursing services failed to monitor  rossed referenced and adopted with 1260 (b).
Resident #5's dental flossing, in accordance with e h ® },f;’;g‘“'

his HMCP, as follows:

1. On December 7, 2009, beginning at 1:43 p.m.,
the facility nurse (LPN #1) indicated that none of
the five residents flossed their teeth. She stated
that the dentist "never recommends" flogsing for
these men. However, on December 8, 2009
beginning at approximately 9:00 a.m., review of
Resident #5's dental records revealed that on
April 21, 2009, his dentist had recommended
brushing and flossing. The dentist again
recommended brushing and flossing on October
7,2009. The dentist had documented gingivitis
and 2 teeth with caries on June 22, 2009. During
a December 8, 2009, interview at 10:02 am.,
LPN #1 repeated what she had stated the
previous day, that none of the residents flossed
and the dentist had not recommended flossing.

2. On December 8, 2009 beginning at
approximately 9:30 a.m., review of Resident #5's
HMCP dated February 6, 2009 revealed that it
identified "potential for poor oral/dental hygiene"
as a concem. Direct support staff and nurses
were assigried "daily” monitaring of the resident's

|
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“ability to perform oral care” and to monitor for
"bleeding gums, complaints of oral pain or
decrease in appetite.” [Note: The HMCP did not
define the term "orai care.”) The HMCP further
indicated that training for staff was required and
that the RN, dentist and QMRP would provide
quarterly "oversight” At 11:15 a.m., review of
Resident #5's medical chart revealed that an RN
had performed an annual nursing assessment on
February 6, 2009. There was no evidencs,
however, that an RN had provided quarterly
oversight of his oral care, as required by the
HMCP, in the past 10 months.

E. The facility's registered nurse (RN) failed to
ensure direct physical examinations were
conducted quarterly or on a more frequent basis,
as foliows:

1. On December 7, 2008, at 2:09 p.m., review of
Resident #4's medical chart revealed that the
most recent quarterty nursing assessment had
been documented on July 23, 2009. The next
assessmeant had been due in October 2000.
According to the qualified mental retardation
professional (who was present at that moment),
the facility's director of nursing had served as the
RN from July 2009 until a new RN was hired,
effective October 2000

| 2. On December 8, 2009, at 11:15 a.m., review

of Resident #5's medical chart reveaied that an
RN had documented performing an annual
nursing assessment on February 6, 2009. There
was no evidenca, however, that an RN had
performed a quarterly assessment in the 10
months that had since passed. According to the
assessment form, quarteriies had been projected
for May 2008, August 2008 and November 2009,

[ 401

Crossed referenced and adopted with [260 (b).

Current RN was hired an October 15, 2009 and has been on
orientation process during month of October, However current
RN has performed direct physical initial assessoent on 11/10/09
a documented.

Quarterly assessment form was cornpleied as requested on DOH
monitoring visit. Current RN will strive to perform quarterly
asscssment on timely manner

Due to QA monitoring findings of poor performance by
previous RN, Symbral has taken appropriste disciplinary action
and the previous RN was replaced by the current RN. The
current RN has performed direct physical assesamnent on
11/10/09. Quarterly assessment has been completed and
correcied 21 requested on DOH monitoring visit. Current RN
will strive to perform physical ssscssments quarterly on timely
manner.

1/14/10 and
ongoing

1/14/10 and
ongeing

1/14/10 and
ongoing
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lil. Based on interview and record review, the
facility failed to ensure timely comprehensive
treatment services for the maintenance of dental
health, for two of the five residents in the sample.
(Residents #1 and #3)

The findings inciude:

1. Review of Resident #1's medical record on
December 7, 2009, at 2:31 p.m., revealed a
dental consultation dated February 25, 2009.
The dentist noted that the resident had moderate
calculus deposits and needed scaling. Further
review revealed additional dental consultation
forms dated July 14, 2009 and October 7, 2009.
Both consultation forms revealed moderate
calculus deposits and recommended scaling on
the next visits. |nterview with the Licensed
Practical Nurse (LPN) on December 8, 2009, at
approximately 10:00 a.m., ravealed that the
resident needed preautharization prior to
retuming to the dentist office for scaling. At the
time of the survey, the facility failed to ensure
Resident #1 received timaly dental services
(scaling).

2. Similarly, the facility failed to ensure that
Resident #3 received timely dental treatment
{scaling), as follows:

On December 7, 2009, beginning at 10:34 a.m.,
review of Resident #3's dental records revealed
that on February 23, 2009, the dentist
recommended scaling. The resident
subsequently refused treatment on April 27, 2009
and May 20, 2009. After the resident again
refused treatment on June 16, 2009, even though
he had received Lorazepam 2 mg two hours prior
to the appointment, the dentist recommended
deep conscious sedation. The dentist wrote that

1401

Symbrai's Nursing department will act on finding another
Dentist for individual #1 to ensure that individual is receiving
timety dental services.

Nursing has scheduled on appointment for fndividual #3 on
1/15/10 with the dental clinic. Copy of appointment attached.
Nursing will put more effort to follow up and make sure that
individual is receiving medical and dental reatmients on timely
manner. Ongoing monitoring will be performed by DON and
QA team.

1/30/10

1/30/10

galth Regulation AGministration
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Continued From page 18

he/she would submit a preauthorization form to
Medicaid.

Al 12:07 p.m., review of nurse progress notes in
Resident #3's dental record revealed no evidence
of communications with the dentist's office for
approximately 10 weeks after the June 16, 2008
visit. According to a September 3, 2009 progress
note, LPN #1 telephoned the dentist, who stated
that they would resubmit another preauthorization
form to Medicaid. Interview with LPN #1 revealed
that it normally took between 4-6 weeks for
preauthorization approval. The next documented
communication was when LPN #1 telephoned the
dentist more than 11 weeks later, on November
24, 2009. The dentist reportedly referred the
nurse fo a local hospital's dental clinic. A
progress note dated November 30, 2009,
indicated that the dental clinic referred LPN #1 to

| their affiliated dental school, which would recpen

December 4, 2009. There was no evidence that
anything had been scheduled yet with the dental
school. Interview with the qualified mental
retardation professional and LPN #1 indicated
that they would contact Resident #3's sister to
obtain written consent for deep conscious
sedation after a date was scheduled. To date,
there had not been an appointment scheduled.

On December 8, 2009, at 4:08 p.m., LPN #1
presented another progress note dated
December 3, 2009 indicating that she had
telephoned the school however, they had not yet
reopened. As of December 8, 2009, Resident #3
had not received treatment that was
recommended on February 23, 2009.

3521.3 HABILITATION AND TRAINING

Each GHMRP shall provide habilitation, training

1401

MNursing has scheduled on appoiniment for Individual #3 on
11/15/10 with the dental clinic. Copy of appointment attached.
Mursing will put more effort to follow up and make sure that

ividual is receiving medical and dental treatmients on timely

1715110
ad ongoing

1422

. Ongoing monitoring will be performed by DON and QA
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and assistance to residents in accordance with
the resident ' s Individua! Habilitation Plan.

This Statute is not met as evidenced by:

1. Based on observation, interview and record
review, facility staff failed to implement residents’
behavior support plans (BSPs) as written, to
include proactive strategies, thereby failing to
provide habilitation, training and assistance, for
two of the five residents in the facility. (Residents
#1 and #4)

The findings include:

A. During evening observations on December 7,
2009, from 5:20 p.m. until 5:55 p.m., Resident #1
was observed pacing from the living room,
through the kitchen and into the dining room,
repeatedly. At 5:58 p.m., the resident was
pbserved eating dinner. After the resident
compieted his dinner at 6:15 p.m., he continued
to pace throughout the facility for the next 25
minutes. The one o one support staff was
cbserved within close proximity of the resident at
all times.

Interview with the 1:1 staff on December 7, 2009,
at approximately 6:25 p.m. revealed that Resident
#1 had a BSP (o address his pacing behaviors.
Record review on December 8, 2009, at
approximately 9:30 a.m., reveaied Resident #1's
BSP dated May 19, 2009. The BSP
recommended the following proactive treatment
strategies:

- Provide a variable interval schedule of
reinforcement of target behaviors (following
directions, sensitivity to others around him;
appropriate task performance and good posture);

1422

Crossed referenced and adopted with 1229.2A.

1/14/10 and
ongoing
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- Provide specific praise every 15 minutes;

3 - Provide the resident with regular scheduled
structured activities; and

- Engage the resident in a minimum of one
activity every 15 minutes.

The aforementioned interventions were not
implemented when Resident #1 was pbserved

- repeatedly pacing throughout the facility from

$ §:20 p.m. until 5:55 p.m and from 6:15 p.m. until
640 p.m.

B. Resident #4 was observed in his home on
December 7, 2009 between 7:18 a.m. - B:45a.m. (1-14) Crossed referenced and adopted with 1229.2B. 1/14/10 and
He finished his breakfast at approximately 7:25 orgoing
a.m., walked into the living room and sat on the
love seat. Resident #4 sat on tha love seat from
7.25am. - 845a.m At7:56 a.m, interview with
two male direct support staff in the living room
revealed that one of them was Resident #4's
designated 1:1 staff. He had been employsd in
the facility approximately 3 months. During this
85-minute observation period, facility staff failed

_ to implement proactive/ preventive as well as

] intervention strategies as outlined in the
resident's behavior support plan (BSP), as
follows:

1. At approximatety 7:35 a.m., Resident #4 was
observed smiling while he leaned against his
desighated 1:1 staff (both were seated on the
love seat). The resident's hand was down his
pants and he was touching his private parts. The
1:1 staff, however, did not intervene.

1 2. Later on, at approximately B:00 a.m., Resident

#4's 1:1 left the living room for approximatety one

minute. When he retumed, he sat down next to
ith Regulation Adminlistration
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the resident again. At that moment, the resident
removed his left hand from down his pants,
began vocalizing and bit down onto his right
hand. He asked the resident to stop and he
complied. The staff, however, did not make any
other requests or suggest a meaningful activity
involving his hands. For the 36 minute period
between 7:25 a.m. and 8:01 a.m., the resident
remained seated on the love seat with no
scheduled activity.

3. At approximately 8:05 a.m., Resident #4's 1:1
staff left the living room. The resident
immediately left his seat, walked quickly o the
dining room, reached under the table and then
retumed to the kove seat while chewing on
something briefly. It had appeared as if he had
picked up something white from the fioor
underneath the table where Resident #3 had
been eating his breakfast earlier. Within less
than a minute, the resident stopped chewing and
then swallowed before any staff returned to the
room. Resident #5 and this surveyor were the
only persons in the area to witness the behavior.
[Note: Later that day, Resident #5 was observed
with a bailed-up white paper napkin at his place
seffing at dinner.]

4. The 1:1 retumed to the living room at
approximately 8:10 a.m.. Resident #4 had his
hands down his pants stimulating himself white
seated on the love seat. The 1:1, however, left
the living room again without intervening.

5. During this same period, the second male staff
person was seated at the dining room table,
approximately 15 feet away from Resident #4.

He had been employed for approximately 2
years. Al 8:15a.m., he observed the resident
fondling himself. He instructed him to remove his

1422
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hands from his pants, and the resident complied.
The staff, however said nothing more to him.
The staff then informed this surveyor that
Resident #4 “always puts his hands" down his
pants. Immediately, Resident #4 made a
squealing vocalization and bit down on his right
hand. The staff person called the resident's first
name, saki nothing else and then left the area.

6. At the same time that the other staff left the
area, Resident #4's 1:1 staff retumed to the living
room and saw him fondling himself. He asked
him to remove his hand and he did. The staff
adjusted the resident's shirt and as the staff stood
up, the resident put his left hand back down his
pants. The 1:1 staff again told him to stop, and
then walked to the far end of the dining room
table. He began entering data in Resident #4's
book. Meanwhile, Resident #4, who was now out
of view, was squealing and biting on his right
hand. The 1:1 called out to him, telling him to
stop. The resident continued making the
squealing sound and began slapping the back of
his head 4 or 5 times in succession. He stopped
for a few seconds then resumed vocalizing and
slapping the back of his head. There was no
staff present in the living room and his behaviors
went without intervention.

7. The facility's house manager (HM) had amived
at about the same time that Resident #4 was
vocalizing and slapping the back of his head.
During an introductory interview, the 1:1 staff left
the living room. Resident #4 remained seated
on the love seat, fondling his private parts and not
engaged in a meaningful activity. At
approximately 8:22 a.m., the HM observed that
he was touching himself and she called the
resident's name. She did not, however, suggest
that he do anything else with his hands,

1422
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8. At 8:27 am., the HM went to kitchen.
Resident #4 immediately put his left hand down
his pants and resumed fondling himself. There
was no staff present. The 1:1, who had not been
with Resident #4 for the past 4 -5 minutes, was
observed carrying a blue mop bucket out of the
kitchen and down the hall. Meanwhile, Resident
#2 and this surveyor were the only persons in the
area to witness the fondling behavior.

9. At8:28 a.m., staff could be heard talking in the
kitchen. There were no staff present in the living
room. Meanwhile, Resident #4 continued
fondling himself on the love seat and Resident #5
came into the living room and sat down.

10. At 8:34 a.m., Resident #4's 1:1 retumed to
the living room. This was 7 minutes after the
resident had been lsft alone. He observed the
resident's hand gown his pants. The 1.1 touched
the resident gently on his arm. There was a brief,
momentary interaction between the two, then the
1:1 staff left the living room. The resident
immediately resumed touching his private parts.

11. At 8:36 a.m., a female staff person from the
overnight shift entered the living room. She
asked Resident #4 to sit up. He sat up and
stopped fondling himself. He also squealed
loudly and bit his right hand. The staff person
observed his behavior and left the living room
without suggesting that he do anything else with
his hands.

12. At 8:38 a.m., the qualified mental retardation
professional (QMRP) arrived in the facility. She
greeted Resident #4 and his peers, and
instructed Resident #4 to remave his hand from
his pants. The resident squealed and bit his right
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hand.

13. At 8:41 a.m., Resident #4 put his left hand
back down his pants and a second later, the
overnight female staff returned to the living room.
She observed him fondling himself but she did
not intervene. She shook her head slightly and
then ieft the room.

- 14. At approximately 8:43 a.m., a driver who had
¢ been in the facility since 7:00 a.m. assisting staff
with the morning routine, walked into the living
room. He took Resident #4 by the left hand and
asked him to come with him. The resident stood
up, began biting on his own right and squealing
loudly as they left to retrieve the residenfs coat.
They would soon be departing for day programs.

Later that day, beginning at 3.58 p.m., review of
Resident #4's annual psychological assessment
dated July 3, 2009 and his BSP dated August 10,
2008 confirmed that his targeted maladaptive
behaviors included self-injurious behaviors (hand
biting, skin picking), pica of cigarette butts and
touching his private parts in public. In addition,
he was assigned 1:1 staffing to address
"slopement/absconding.” Further review
] revealed "Proactive Procedures: provide a

. variable interval schedule for reinforcement...
<resident's name> will be provided with staff who
3 will stay close enough to him to prevent possible
pica behavior... a full schedule of structured
activities which involves gross motor strength. ..
appropriate hand position (i.e. no hands in pants),
hands on task, at his side, on the table, eic....
<resident's name> will be given specific praise
every 10 - 20 minutes for engaging in appropriate
behavior. Communicate to <resident’'s name> in
positive terms onty. For instance, sign/gesture
"put your hands to your side’ or 'sit back’ rather

i
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i than telling him to "stop’ undesired behaviors... if

‘ <resident's name> attempts fo... hand biting...

touching private parts in public... verbalgestural

' prompts to stop and... put his hands to his lap -

1 extend your hand if necessary... Say thank you.

- Redirect him to the scheduled activity... A critical
component to the success of the above response

is to provide environmental enrichment

approaches that provide appropriate engagement

- behaviors in the home environment.”

5 il. Based on observation, interview and record Pmswm;uumdbq:dimmamm dnyhgmmnlt;g;m
H . ape . . . concern of heavy drook was addressed informal
- review, fac:hty staff failed to mplemgnt tralmng some metmbers of his IS“!"STurL ISP Team at a case conference orgnmyi:; md
programs as recommended by Resident #1's convened on 1/11/10 readdressed the issue of individual getting
inherdisciplinary team. ’ his parsley from the refrigerator as indicated a5 a part of IPP

i recommended by said team on 8/7/09, Concems were once
. The finding includes: responsible for grounding parsley with meal given current food
I texture (Ground). Team recomimended that ISP be amended to

On December 7, 2009, at approximately 3.30 reflecta cancelation of aid cbjective from his IPP.

! p.m., Resident #1 arrived home from his day

. program. The resident was observed greeting

| the surveyor and had bad breath odor. During

; dinner observations, on December 7, 2009, at

. 5:52 p.m., parsley was observed on Resident

' #1's plate. Interview with the direct care staff

| during dinner preparations indicated that the
resident received parsley to help with his breathe
odor.

Review of Resident #1's medical record on
December 7, 2009 at 2:31 p.m., revealed a dental
consultation dated July 14, 2009. The resident
received a full mouth examination and moderate
calculus deposits were noted. It was
recommended that the resident receive fresh
parsley o control his haiitosis. Review of the
resident's data sheet, dated August 7, 2009,
revealed a program objective which stated "fthe
resident] will get his parsley from the refrigerator
one out of two times for three consecutive
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Review of the data sheets reflected no IPP for the
aforementioned program. Further review of the
qualified mental retardation professional's
(QMRP)} quarterly review revealed no program
status. When interviewed on December 8, 2009,
at approximately 10:30 a.m., the QMRP
acknopwiedged that the program had not started.

3523.1 RESIDENT'S RIGHTS

Each GHMRP residence director shall ensure
that the righis of residents are observed and
protected in accordance with D.C. Law 2-137, this
chapter, and ¢ther applicable District and federal
laws.

This Statute is not met as evidenced by:

Based on observations, interviews and record
review, the GHMRP failed to observe and protect
residents’ rights in accordance with Title 7,
Chapter 13 of the D.C. Code (formerly calied

D.C. Law 2-137, D.C. Code, Title 6, Chapter 19)
and other District and federal laws that govern the
care and rights of persons with mental
retardation, for five of the six residents of the
facility. (Residents #1, #2, #3, #4 and #6)

The findings include:

t. Based on interview and record review, the
facility's nurses and prmary care physician failed
to establish a Fall Precautions protocol or
guidelines to address Resident #3's osteopenia,
as follows:

Cross-refer to 1401.(1.B.) Resident #3's health
management care plan (HMCP), dated

1422
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September 9, 2009, reveated that Fall Walking protocol was %uuhy Physcal Therdpy o0 __1/15/2010
1 Precautions was an intervention prescribed to 12/29/09. In addition to walk protocol QMRP and Nursing havely, oqg0ing
f address his osteopenia. The facility nurse was e e e oy TG
[ unaware of any training to staff on fall established by DON and QMRP was done on 1/11/10, by
! precautions. She was unaware of any fall QMRP.
protocol or guidelines and she then directed this
surveyor 1o the QUMRP. When asked about fall
precautions or protocols, the QMRP deferred
back fo the nurse.
Further review of the HMCP revealed that staff
N training was "required” and that the nurse, PCP,
and QMRP were all to provide quarterly oversight
F The resident's record, however, showed no
) evidence that the nurse, PCP and/or the QMRP
had established fall precautions guidelines (or
protocol), provided instruction to staff regarding
| fall precautions, or provided quarterly oversight,
. in accordance with the HMCP.
| 2. Based on interview and record review, the Symbral's Nursiog department will act on finding another
facility failed o ensure timely comprehensive Denta for indiviua) #1 to ensure thatodividual s eesiving 111512010
treatment services for the maintenance of dental s et for v 5 and ongoing
. Nm'mg on
heaith, as follows: L7L 5710 with the derdal cHiie. Copy of appoimment atached
INursing will put more effort to follow up and make sure that
Cross-refer to 1401(lll). The fecility failed to individual is eceiving medical and dental trestrments on timely
ensure that Residents #1 and #3 received timely o e T g monitorie will be performed by DON and
] dental services (scaling).
; 3. Based on observation, staff interview and
[ : record verification, the facility failed to ensure that
' Resident #1 oniy received beverages that were st . oo be el w |1srzoto
thickened t0 a nectar consistency, in accordance trairing on diet texture scheduled to be implemented by | 1/13/201
i with his Individual Support Plan and Health willbepufm%%ﬁm Oreoine d ongoing
Management Care Plan; as follows:
Cross-refer to 1229(1). On December 7, 2009 at
| approximately 7:20 a.m., a direct care staff added
| two tablespoons of Thick & Easy thickener to
Resident #1's glass of orange juice, stirred and
Heaith Regulation Administration
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immediately handed the glass of juice to the
resident. He used the same procedure when
adding thickener to Resident #1's glass of milk.
Neither beverage had begun to thicken before the
resident guiped it down quickly. Resident #1's
physician’s orders dated September 1, 2009 and
Individual Support Pian dated August 7, 2009
revealed that all beverages offered to him should
have a nectar consistency.

4. Based on observation, interview and record
review, facility staff failed to implement Resident
#1's and #4's behavior support plans (BSPs) as
written, to include proactive strategies, thereby
failing to provide habilitation, training and
assistance in accordance with their Individual
Support Plans, as foliows:

Cross-refer to 1229(11) and 1422. Duning evening
abservations on December 7, 2009, from 5:20
p-m. until 5:55 p.m_, and from 6:15 p.m. until 6:40
p.m., Resident #1 was observed pacing
throughout the facility. Although his 1.1 support
staff was observed within close proximity of the
resident at all times, the staff failed to implement
the proactive treatment strategies that were
outiined in the resident's BSP. Similarly,
observations of the direct support staff working
with Resident #4 revealed that they had not
received effective training regarding the proactive
strategies outlined in his BSP.
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