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* A follow-yp survey was oo dustad from Mareh 17, i'l ' .
2009 to Mareh 18, 2008 1o assess the faciity's !
levitl of compiiance With hs condition leye ; ‘ Qpﬂ']
deficiancies ¢itad duting the monitoring survey |
+ compieted on Febnuary s, 2909 A random * L\ m iy 0\
Sampile of three cligntg Witk pelected from 5 (40 NT OF TAE DISTRICT F 181
residential population of ﬁ)r.fl: oliants with mentg) ' VERNMEEPERTMENT OF HEAL%HCOLUMB A
; "etamiation and other disatifites, + HEALTH REGULATION ADMINISTRATION
- H - NORTH CAPITOL ST, N.E, 2ND FLOOR
! i The findings of thig Survey were baged on i ool WASHINGTON, D.C. 20002
1 observations at the greup home ang one day X .

| prog-am, interviews with 815 and a review of
! clinical and administrative records to including the :
[ facility's unusya) incident n Ports, - '

.. | The survey findings dstermined that the faciity
oo was I substantjal Compliatce with the condition
v of Clinnt Protections, howe AN, Siandard jevaj
deficizncies ware

(W 104} | 483.410(a)(1) GovERNING BODY L w109

The gavemning body must Eercise general poliy, : ,-
; budger, ang operating dirertion over the facilty. | ,

| ;
i | !
' This $TANDARD is not met gs evidenced by; ‘ l
| Base on Interviews ang record reviews the '
] governing body failad 0 ensiive that the facility

exercised genara Poliey, and Operating direction

over the faciflty, for three af t+ ¢ four Clients

residing in the facility. (Chants #1, #2, anq #3)

[ Lo {
The findings incluge: f . »

1. Crss Refer o Wisg The Federg) Deficlency ! ’ : o
Report dateq March 13, 2009, includad findings ' '
that the facility's Qualifieg Men st Retargation -
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NAME OF PRCAIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, 21F cope
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' { STJOHN'S cOMMUNITY SERVICSS, INC WASHINGTON, DG 28015 |
o] sumavsmme'.am- OF DEFICIENCIES R CROVIDER'S PLAN OF CORREGTION Ty
| R | & RS ot
e T Prvwoess oyt Conmny
- . Ices to exercise general policy, budget and
(a; client meaitime protccnis were being | Operating direction over the facility, The
; IMplamented as written; 3 - | mealtitne protogo] of all residents wepe review
: I . ; with staff and In-serviced on 3/31/09. In the
-, . HiR d . i . trai It
3 ‘ (b) that behavior data were rgcar ad accurately ; all stafh will be ed on e
) ; The facility submitted a Fyan of C'?re (POC) datey | protocols for individygle continuously and
March 13, 2009, that Incicated all of these , roviewed durin g onthl i
3 ' | deficient practices had bann . Howaver, '; :ﬂ“ be attendeq lf;eszﬁ' N y meetmgsH which
“ the &darch 18, 2008, follow 15p Survey findings i » INurses, House
revixaled that governing b dy faied fo address the Manager and the QMRP.
notd deficiencies as doc| Mented in the Pign of |
Cornaction dated Margh 1%, 2008. (b1t is the Policy of St John’s i
. X i toensureﬂ:esafetyandpmtectionof
B learcas-refor to W393. The governing pady Servioes to ens > 58
failedt provide evidence thei: certifoagior: 1 all of the Individuals in itg cgre, The Staffs
(- onduct glucosa testing b been ablsined. l were in-serviced on the behavior data for aJ}
{W 159} 483.430(a) QUALIFIED MIENTAL {W 158}/ indres s on 3/31 /09. ‘er2amg
RETARDATION PROFES 31ONAL . dividuals on 3/31/09 :
. , v (2) It is the Policy of SICS to apply for ‘
Eact client's activa treatmant ram must be . . e
. | integrated, coordinated an | mp:'ogm by & .‘ certificate ¢ wawFr f?r the facility in which
qualtiad mentsi retardation, professiona. i blood glucase testing is being conduted. A
] form for saiq certificate was completed and
" ; . faxed to the Department of Health on 4/3/09, In, -
This STANDARD S ot m3': as evidenseq ! p .
i Based on abservation, Siatf interview, ang rgycord } the future the Certificate for such laboratory will 4/3/09
- review. the Qualified Ment:| Retardation | be requested timely, , f
Profe:ssionat {QMRP) failey; |0 coordinate . - ; '
sampe for 40 of the fou- :lients Included in the [
Sample. (Clisnis #1 and #3) . |
| The tindinge include; '

l '1. The oMRE failed 1o enei ra Client gy was fed X ' | '
. In aceordance with hey feeting protoco;, . | ! ’
S OnMarch 17, 2009 ot 8:45 s, statr was | /
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NAME OF PROVIDER OR SUPPLIGR- STREET ADDRERS, CITY, STATE, 2P bope
ST.JOHN'S COMMUNITY SERVICES, iNC ;’;;::;’L’T oulmn"cmmu
5 - E l y
FREFX | A ORI By . OEFICENGEES PREFIX (A SRR e eTioN conpLErion
TAG REGULATORY OR LSC IDEN TIYING INFORMATION) TAG :  CROSB-REFERENCED TO THE APPROPRIATE f Date
DEFIGIENCY) :
1 W 158} ' Conlinued From page 2 } w 159}‘ . i
] °b57 rvad gsms ?'ienf*; 1' h:r ':‘f:amk;a;t; T*!; 1. It is the Policy of St. John’s Community
j meal cons, of corn flal¢s a in ik, . f .
] The :staff physically assistix| the cliant o eat her Serwc_es m.”‘“?‘” general po 111103’, budget and
by . meal. At 9:05 AM, Client#'1 complatad her meal, opera:*.mg du:ect:lon over the f“ ity. The staffs
¢ | The ataff provided the cliert with g BiPpy cup of  were in-serviced on the feeding protocol of
[, |Enaure d";;*pm: r;"r:f'g;:gg ;:'ﬁg:frﬁms;e;w resident #1 on 3/31/09. In the firture the staffs
e uring ro ! n \ . . \
2009 at 12:30 PM, Ctient#1 was observed to’ ~ Will be trained on the feeding protocol for
recejve & double portion purised diet. Stafr was residents continuously and reviewed during the
observed to provide hartlh q] _:ilquids prioriathe  monthly meetings which will be attended by
“meal and during the meal. The alient requirad staff, Nurses Manager the OMRP.,
hand over hand assigtance: to complate her meal, » N House and Q
. Reviniw of Client #1's phys sian order dated
March 2008 on March 17, ;0108 at 2:00 P , _
confirmed that the client w5 prescribed a regular : : John’s Com munity | 3/31/09
puread diet with doublé po tisns, Review of the g !t 18 t'h:opo licy of St. John S demon: te
the dient Speech ALanguaye Assessment - .9ervices tnsure  staffs onsira
fevaz.ed a Swallowing Evalustion (SE) dated .competency on the proper usage of the
September 27, ZUOGI:;.Mif!Ifﬂﬁ éﬂ the BE, Slhff -Tesident’s adaptive equipment. The Staffs were
was tincouraged to-begin 211 end each mea "’”‘ﬁu—serviced on the proper usage of the hand cuff
liquide) and to alternats liquis/solids throughout .
the meal to facilitate swallowving. e and spoon of resident #2 on 3/31/09, The
‘ proper use of the cuff and spoon.
e Observations at the day phogram, however,
- reveziad that siaff dig encourage Client #1 1o
 alternarte between liquids a* sclide @s prescribed
In her SE guidefines. |
: i 2. Tre feclity's QMRP falled to damonstrate 3. Rk licy of St Jobn’s Community | 3/18/
] ensure staff demonstrated sompelency on the !t Is the po ey of § ohz.a S . 3/18/09
| | pre ; : Services to ensure the residents IPP is
1 PrOREr Usage of a client's an.aptive maattime . .
| equiptment (cuff). [See W 1] . implegnmﬂed m a timely manner after the
| : interdisciplinary team meeting. The QMRP has
1 3. The facility's Qll‘:gP fallec o ensure that as implemented the IPP for resident #4 has been
~ soon a8 the interd plinary eam ' . : :
(IDTlihnnulated clients Indh iual ngmm Plans lmplemmtul and m& h.umd’ on 3/18/09- . In
(IPP), each client received mntnyous active all programs will be implemented in a
{ treatment services, in sufficieys aumber and timely manper.
ORM CME.2887 (0295, Firavious Varsions Obagisia Eveni 1D:Pecaty _ Faesty 10 060G T4g IF continamton she;t -y 9-

ST RS S el gy g gy




0372672000 18:19 Pax 202 11z 9430 HEALTH REGULATION ADMIN Roos 017

' P : 0372572
| peparTUENT OF HEALTH AND MUMAN SERVICES O ALLsi2000
{_CENTERS FOR MEDICARE EINCAID SERVICES MB NO. 391
' EFICIE N PPLIBRACL X2) MULTIPLE G .
fﬁs"f&ﬁ”& OF ciERieC NCiES (xX1) Er!;mm PUERICLIA :L ;m ::;1:: DNSTRUCTION (X3 DATE SuRVEY
‘ < R
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| NAME OF PROVILIER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, 2P cong
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ST JOHN'S COMMUNITY SERVICES (e | WASHINGTON, DC 28018
. SUMMARY ST, N ' (JF DEFICIEN '
PRETK | oAk DEm e Y PRECEDED By buL PreEX | (EACH CORREE TS e BTN condi2on
TAQ | HEGULATORY ORLSC IDENNCYING INFORMATION} ™ cROBS-REFERE:gggI ™o # APPROPRIATE OATE
| : : ’
w 159}‘ Coninued From page 3 | w1sgy]
| frequency to support the zchievement of the ’
' Objeclives identified in the )i2p. [See W24g) !
1 4. The facility's QMRP fai ed to ensure that dats ‘ . . 3/18/09
i iwas coflected in the form s - d required frequency, 4. It_ 18 the policy of St. John’s Cmnmmmy
— [See W252] Services to ensyre the data for al programs are
~¥ 194 483.130(e)(4) STAFF TRAINING PROGRAM | w194 collected in the form gnd required frequency
, _ were in-serviced on the Data for
' Staff must be abie to dem nsirate the skils ang : X
- techriques necassary ko ir plement the individua | resident #1 Behavior Support Plftn on 3/18/09,

program plans for each glirnt for whom they are
respinsible. -

" This B5TANDARD s nat M. 88 evidenced by: I ‘
Basead on observation, stali interview and record
verification, the facility failed to ensure staff
[ - demonstrated competency on the proper usspge '
. f hand cuff during meals f:: one of the four :
i clienls in the faclity. (Clier:: #2)
: ; The tinding include:
| on March 18, 2000 at 8.35 AM, a direct care starf |
o * WaB Gaserved piacing e cu on Ciient #2's left
oo hand. Aftar severs| minutes., the staff was
: bbserved placing the cufr or the client's right
hand, and ingerting a regukar, metal tablespoon
betwenn the cuff and she bu:lc of her hang. The
Spooh was not within her hand grasp. The client |
tooped her thumb over the 5pp2on handie; just
I behind the seoop, Tha glien 'was showing
difficuity eating in that mannot, staff was
. observed to plck up the plax and place it under
her mouth. The staff Provickd' hand over hang
; assistance to the client durin3 the entire mea|, A
| Plate rizer wag obsaerved in fie client's plape
’ Seiling, -

]
1
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W 194 | Continued From page 4

Later that day, at 5:30 PN, Client #2 was ,

» obsurved using a simiar o f while eating her
dinner. The spoon, hawe /ir, had been Inserted
belvreen the cuff and her xalm. The client was .
abserved gripping the spe
her lunch independently.

' Review of the facility's training records on March S
+ 18, 2009 af 10:00 AM revealed that staff ware
ineerviced on the cuff during mealtime on

The facility falled to provice evidence that ail staff
demonstratad the necess:iry techniques to use -
Client #2's adaptive feedir £ equipment,
483.440(d)(1) PROGRAM IMPLEMENTATION

As gaon as the interdiscip
;, formulated a client's indivi 3ai program plan,
| esch client must receive g continuous active
trealment program consis it 19 of needed
interventiona mnd services i1 suffisient number
and “requency o 8upport ‘he achievement of the
! objertives idantified in the idividua| pragram
' plan, '

,wi?249}, ;

inary teamn has

This STANDARD is not met as evidenced by:
Basud on observation, interview and record
review, the facility falled tc ensura that as $00n ag .
. the interdisciplinary team DT)ormulated client's

i Individual Program Plan (| "), each client -

| recetved contnuous active “reatment servicas, in

; 8uffizient nurnber and frequancy to support the

| achigvement of the objectives identifiad In the

* IPP, for one of the four cliairrs inciuded in the

, sample, (Client #4)

!

on and was able to agt .
It is the

eoq;;:ttmcy on the
Febiuary 11, 2000 as wel ttime protocols, Pesident’s adaptive
- ry s_w &5 meal me pr 5, m—servlcedonthe
and spoon of
proper use of the cuff and Spoon.

W 194

|

policy of St. John'

_ s Community 3/31/09
CIVICES %  ensure  staffy

demonstrate
proper
equipment,

Proper usage
resident #2 on

of the hand cuff
3/31/09. The

|

w249} 6/23/08

;
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
) 2718 13TH STREET, NE
ST Jonﬂ S COMMUNITY SERVICES, |NC | WASHINGTON, 0C 20018
04} I SUMMARY STATEMEN! OF DEFICIENGIES ' w PROVIDER'S PLAN OF CORRECTION x5
PREFIX {SACH DEFICIENCY MUST HE PREGEDED BY PULL i PRBEIX {EAGH CORRECTIVE ACTION SHOULD BE ;
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Contnued From page 5 ’ w 249}I ]

w240}
: The finding includes:

Revew of Client #4's reccvis on March 18, 2008
at 1000 AM revealed the cfent had an Individual

- with the Qualifisd Mental 5 :tardation .

: Professional (QMRP) on likarch 18, 20049 at 10;30
" AM and further review of Clisrt #1's record

" reveellad that at the time cf the ISP maeeting, the
[ Intevtliscipiinary Team (IDT) recommended the
|

following program objectivias:
] 8. [ire client], will wisrate xagsive ranga of
mation 1o bilateral upper &x:remities for 15
| repetitions at the shoulder o 80% of trials far
 three consecutive months:

» b. [the client], wili tolerate pssive range of motion
; o bilsderal upper extremitie:s for 15 repatitions at

/ the elbow on B0% of trials :iyr three consecutive

| manths; )

| .

j ¢ [the client), will tolerate assive range of
motion to bilateral upper e>wremities for 15

l 1apatitions at the wrists or R0% of trials for three
i. consecutive months;

. d. [the client], will tolerate [#)3sive range of

+ motian 1o bilateral upper extremities for 15
repelitions at the digits on &% of trials for three
consecutive ronths;

1
V

e. Given physical assistani:, [the client] will
tolerare sitting on side of her bad 10 repettions
: three: Jays per week for 12 Sunsecutive months. -

"Interview with the QMRP and review of the
client's recorda on. March 14, 2009 at
. approximately 11:00 AM, revaaled there was no

. Supaornt Plan (ISP} dated . uly 25, 2008, Interview in.

It is the policy of St John’

1
1
!

s Community 3/18/09
:Services t0 ensure its residents received
-CONtiMuOUs active treatment as soon gs the
interdisciplinary  team has
;formulated the resident individyal program

'plan.  The IPP for sample #4 has been
timplemented and staff trained on 3/18/09. In

the future all programs will be implemented

timely.

8. The Program for resident #4
range of motion to bilateral upper extremities
|for 15 repetitions at the shoulder on 80% of the
|trials for three consecutive months was
|implemented on 3/18/09 and staff trained on |
3/18/09. In the future, all programs for resident
#4 will be implemented in a timely manner.

b. The Program for resident #4 for passive 3/18/09
range of motion to bilateral upper extremities

for 15 repetitions at the elbow on 80% of the

trials for three consecutive months  was
implemented on 3/18/09 and staff trained on
3/18/09. In the future, all programs for resident

i#4 will be implemented in a timely manner.

¢. The for resident #4 for passive

range of motion to bilateral upper extremities

for 15 repetitions at the wrist on 80% of the

trials for three oonsecutive months was
implemented on 3/18/09 and stafyf trained on
l3/’18/’09. In the future, all programs for resident

#4 will be implemented in a timely manner.

FLRM CM3-2567(02:88) Pravious Varsions Obrmnjete
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cY)
[
(W 246} | Continued From page 6 W 249) | {
évidance that the aforeme Yioned pragram i
objertives had been deval ed ar implemented, ' '
w 252}1 . . 6/23/08

{W 252} | 483.440(8)(1) PROGRAM LOCUMENTATION ! |
. | 'd. The Program for resident #4 for passive 3/1¢/09

Data relative to accomplistirent of the criterla : . .
- specified in client indmual orogram plan fange of motion to bilateral Upper extremities

objertives must be documaritad in measurable  for 15 Tepetitions at the digits on 80%; of the
terms. trials for three consecutive months wag
X _ . implemented op 3/18/09 and stafr trained on
' ' 3/1 81’_09. In the future, al] programs for residen
, This STANDARD s no't Mt as evidenced by: ' #4 will be implemented in a timely manner,
Basai on cbservation, Inte/view, and record . : . .
| review, the facility failed to ansure that data was | _'Ihe Program for mm_dent #4 for _toleratmg.3/ 18/09
callected in the form and requinad frequency, for | Sitting on side of her bed 10 repetitions three
one of the four clients in th: sample. (Client#1) flays per week for 12 consecutive months was

F o - H

v.  Thefinding Inclucs; _ >/18/09. In the future, all programs for residen
On March 18, 2008 at 8:32 AM, Client#1 was  #4 will be implemented in s timely manner

) obsersed apitting at the bre aidfast table, At 440 - !

AN PM, Clisnt #1 was absarve:| Spitting during snack, | - '

: During the dinner observation from 8:25 PM untit

: 710 M, Client #1 was hear:| screaming

- | throughout the entire meal, interview with direct i
| care staff at 7:20 PM indies nd that the client had

! a Betaavior Suppart Plan (853 to address

| malaclaptive of screaming ¢ tantrumming. - ,
|

' Recard verification of Clien :#1's BSP dateqg . . . .
Septernber 15, 2008 on Merzh 18, 2009, at 10:00 ' It is the policy of §t. John’s Commumity 3/18/00
::;II revealed the plan ldenu;iued Mmaiadaptive Services to ensure the data for all programs are

] ' ViOrs: screamin « 3piting and tantrums, liected 1 form uired f,-eqmn

- Accorcing to the instr?xcﬁons, staff were to record | S0 1 the : and req Y.

behaviors on the Antacedent Behgvir The siaffs were in-serviced on the Data for

Consequence (ABC) chart, Further review of the | resident #1 Behaviar Support Plan on 3/18/09,

data chiart on Margh 18, 2009 gt 11:00 AM, ' In the future the staffs recej
revea«e;dsﬂmt Client #1 had ra behaviors on o will . ve continuous
 Marct 18, 2008, - idenca
arct 1 Thene wai "o evid that m onﬂuym

. M?WMB} Firevious Varsiony Olypolet: Evenl ID:Po0B13 - Baclity I 09G14n K continuation shewt Paga 7 org
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(W 262} Continued From page 7 w282}
j . Gata had been eollected ir iccordance with the |
Cliert #1's BSP, I

o ek

| Previously, the February 6. 2008, the federa!
- deflciency report cited the Fecility for not
| accu ately documenting of client's progress on an
approved habilfitation plan, .
{W 393} 483.180(n)(1) LABORATCEY SERVICES - ! [W 393}

' If & fuclity chooses to provile lzboratory services,
the lzboratory must meet t 1w requiremeants
specified in part 483 of thit: shapter.

Thia STANDARD is not mal as evidenced by: . :
Bassd on interview and re:xrd review, the facility '
failed to ensure it met the requirements for
perfcrming glucose monitc -ing testing, for clients
In the facllity whose blood ;lucose was being

* fested by facility staff, for cna of the four cllents in
the fiiclity, (Client #2)

. The finding includes: ]

On March 17, 2009 at app-oximately 2:00 PM, | .
review of Cliant #2's physic lsin's ordars (POs) for It is the P olicy of SICS to apply for certificate:3/30/09
the prirlod from July 2008 twrough Merch 2009 :of waiver for the facility in which blood glucose
indiczted that the client hav! an order for irrhome ftesting is bemg conducted, A .
finger sticks (fasting) “twice: daily AM PM every certificat, form for said
two diays.” Intarview with ti: Trained Madication - was completed and faxed to the -
Empluyee (TME) confirme:: (hat she performed - ‘Department of Health on 3/30/09. In the fiture

" finger sticks on Client #2 every two days. The RN the certificate for such i ill be

 Was in the faclity & the tir of the Interview and requested in g time] testing wi

| she confirmed thet TMEs v,ere performing finger | Y manner, l
sticks on Client #2.

Intery ew with the Qualifiec Mentaf Retardation |
)

Professional (QMRF) on March 18, 2009 at
FORM CMS-2567(02-61)) Previgus Verione Ohsolple Evart 10 Ppoay

e e e e e e e
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ey ib SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
DEFIGIE| ST iy PRECEDED CORRECT COMPLET)
TG | U e MUST s; PREC INFORMATION, g7 cééf.g”aaﬁnéﬁcfﬂf#,},%“.m%ﬁffm DA
] N ! DEFICIENCY,]
{W 393} | Coinued From page 8 | (w asg)
approximately 2:00 PM re maled that the Program |
| Ditentor had submitted an épplication form for - ;
obtaining a Clinical Labor:diry improvement Act '
(CLI3) certificate of waive~. She did not, _
. howrever, know the status of the application, She
i further indicated that she (axed an application to f i
e the zppropriate office but 12 led to provide :
evidince. No additional ir formstion was made I
. @vailable for review befare ihe survey ended, '
J
: |
" ! |
[
!
| .
i
1 :
| .f
l - .:
! 1‘ ‘ I
fORM CMS-2587 (0259, Pravioun Voraluns Obgointe Event 1D: PEO312 Faclity Ip; BG40 If continuation sheel Page Dof9
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TAG

RECTIVE
CROSE-REFERENCED

PLAN OF CORRECTION
ke

F 1
REFICIENCY) e

DaTE

{1000)] INITIAL COMMENTS

{1 000}

1232

| The findings of this survey were based on

A fo fow-up survey was o rducted from March
17, ;2009 to March 18, 20(i¢: | to assess tha
 facikty's level of comphian:s- with the condition |
 leve! deficiencies cited du ing the monitoring
survay compieted on Feb:uary 8, 2009. A
random sample of three nitddents was salectod
from @ residential popuiatis 4 of four residents
with mental retardation and other disabifities.

observations at the group hame and ona day
program, interviews with < ff and & review of
; Clinical and administrative nacords to Including the
i facility's unususl incident reports,

The survey findings determined that the facility

i was in substantial compliznce with the condition
of Client Protactions, hownver, standard leval
deficiencies were cited.

3510.5(i) STAFF TRAININ G 1232

Each training program sheil include, but not be
limited to, the fallowing:

. (1) Training of the resident: in the Mmaintenance of
oral 'ealth and hygiene. n .

f This Statute is not met as evidencad by:
 Based on record review, Hie: GHMRP fafled to
; @nsure effective training was provida to each

! staff.
]' The linding includes:

» On Niareh 18, 2009 at 8:3¢. AM, a direct care stafy
! wag nbserved placing a eu# on Resident #2's |eft
 hand, After several minut.¢, the staff was

" observed placing the cuff v the residant's fight

‘Proper use of the cuff and

Spoon.

Henalth Regulation Atiminketration

I .
LARBCRATORY DIRECITOR'S OR PROVIDER/BUPHLIER REPRESENTATIVE'S SIGNATURE

STATE FORM-

!
i

1X8) DATE

PB0313

i coniinuation sheet 1qr4
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ASTATEMENT OF DIFFICIENCIES L. 1 (A DATE B .
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. - R
: | __ 1EDodg12e b e 03/18/2000
NAME OF PROVIDIER OR SUPPLIER .| STREET ADDRESS, GITY, STATE, Zif CODE , =1
ST JOHN'S COMMUNITY SERVICES, INC WA O S
ey o | SUMMARY STATEMEMT OF m PROVIDER'S PLAN OF GORRECTION ——
OEFICIENCY MUAT BE HY FULL
e AEGGLATORY oot IOEY THING INFORIA TN e m@cw% 70 THE AP e l' -
f232 Coptinued From page 1 i232 ]
| harie, and inserting & reguiar, metal tablespaon ?

. 3
R

batween the cuff and the Lack of her hand. The
Spcan was not within her hand grasp. The client
loaped her thumb over the spoon handle, just
batind the socop. The nxident was showing

" difficulty eating in that mar ner, staff was
observed to pick up the plite and plece it under
-her rnauth, The staff providad hand over hand
assistance to the rasidenitiuring the entine mag. i
A plete riger was abserves in the resident’s place ,

setling.

Later that day, at 8:30 PM, Residant #2 was
obasrved using a simiar ¢ 1ff while har
dinnir, The spoon, however, had been Insarted
betvaen tha eutf and het roim. The resident was
- observad gripping the tpoon and was able to aqt
her lanch independently.

Reviaw of the facity's training records on March

_ i February 11, 2009 as we | ag meaitime protoceds.
' The "cilly falled to provicks evidence that i staff
dermonsirated the necesssry techniques o use

! Resident #2's adaptive feeding equipment,

3621,3 HABILITATION AN D TRAINING

; Each GHMRP shall providn habiitation, tralning
and assiatance to residents in accardance with
the wsident’ s individual Habilltation Plan.

This Statute is not met as svidenced by:
Beasad on interview and recard rgview, the
" GHMRP fajled to ensure habiRation, training and [
 assidance was provided 1n esidents in - '
accordance with thair Indivicual Habilitation Plan
ants residing in the ’

o
{0
W

L {1422) fl

Services to ensure staffs

. :lB, meanu:OOAMmenledmatghﬁm competency on the proper usage of the
ihaérviced on hand cuff duing mesltime on resident’s adaptive equipment. The Staffs were

in-serviced on the
and
proper use of the cuff and spoon.

s Community 3/31/09
demonstrate

It is the policy of St. John’

Proper usage of the hand cuff
Spoon of resident #2 on 3/31/09. The

422)

I
! (IHF}, for one of the four ramid
Hoalth Asrinistration

STATE FORM

T T WU v

F80313 i contiumtion stel 2 of 4
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NAME OF PROVICER OR SUPPLIER 8TREET ADDRESS, CITY, 5TATE, 21 CODE g
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¥

| N

faciilty. (Resident #4)
i
' The findings include:

" Revitw of Resident #4's recards on March 18,
200¢ at 10:00 AM reveale: ths resident had an
| Individual Support Plan {15:#) dated July 25, 2008,
Interview with the Qualifie: IMental Retardation
Profussional (QMRP) on N arch 18, 2000 at 10:30
AM sind further review of F'ssident #1's record
reveiiled that at the time o i ISP moeting, the
Ineniisciplinary Team (ID") recommended the
foilovring program objectivix:

8. [the resident), will tolers & passive range of

; motitn to bilateral upper e:dremities for 15

' repefitions at the shoulder an 80% of triajs for
three consecutive months;

| b, {the rasident], will toleraie passive range of

maticn to bilatera! upper e::temities for 15

repatitions at the elbow on 80% of trials for threa

consscltive months; -

¢. [the resident], will tolerate passive range of
moticn to bilataral upper extrermities for 15

. rapetitions at the wrists on 80% of trinls for three
- consieutive months;

ld, ftre resident], will tolerate passive range of
moaticn o bilataral uppar e tiermities for 15
repettions at the digits on 13(1% of trials for three
consucutive manths:

| o. Given physical assistan [the cliant] will

: .
o, SUMMARY STATEMEN [ DEFICIENGIES D FROVIDER'S PLAN OF CORRECTION
&’é“ém ! {EACH DEFICENCY MUST I3 PRECEDED By FULL l PREFIX {EACH CORRECTIVE ACTION SHOULD BE uou“p?e-;e
COTAG FEGLLATORY OR L3C IDENTIFYING INFORMATION; TAG CROSS-REFERENOED TD THE APPROPRIATE DATE
. . ‘ DERCIENCY)
{t 422}| Coninued From page 2 (1 422} ]

[
t

|
‘It is the policy of St. John’s Community 3/18/09
‘Services o ensure its residents

received
continnous active
* l [) [ l l ’s -

|

———

trained on 3/18/09. Im
programs will be implemented.

a. The Pro for resident #4 for passive
range of mo%bi_]'aﬁ[ upper extrernities
for 15 repetitions at the shoulder on 80% of the
trials for three consecutive months was -
implemented on 3/18/09 and staff trained on
3/18/09, In the future, all programs for resident
#4willlgeimplemented in a timely manner, _
b. The Program for resident #4 for passive
‘range of motion to bilateral upper extremities
for 15 repetitions at the elbow on 80% of the
trigls for three consecutive months was
implemented on 3/18/09 and staff trained on
3/18/09. In the firture, all programs for resident
#4 will be implemented in a timely manner.
c. The Program for resident #4 for passive
tange of motion to bilateral upper extremities
for 15 repetitions at the wrist on 80% of the

implemented
the future aj]
timely. _

iolerzia sitting on side of hur bed 10 repetitons | trials for three  consecutive months  was
threa days per wesk for 12 consecutive months, implemented on 3/18/09 and staff trained on
' , ' 3/18/09. In the firture, all programs for resident
F Interview with the QMRP arcl review of the . : in & timel er.
FeE AT AT ———— J #4 will be implemented in a timely mann
STATE FORM o

PBOI13
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residient’s records on Marc 1 18, 2008 at

——— .

. @ppriximately 11:00 AM, ryealed there was no
; evidence that the aforemerioned program
» objectives had been develpied or implemented.

d The Program for
,range of motion to bj
for 15 repetitions at

18/09
future, all

‘e. The Program for regi
sitting on side of her
days per week for 12
implemented on 3/18/00
3/18/09. In the future, all
#4 will be implemented in

— ————

|
residmt#4forpassive‘
lateral upper extremities
the digits on 80% of the .
consccutive months wag

#4 will be implemented in timely manner,

dent #4 for tolerating
bed 10 repetitions three
consecutive months was

; PRINTED: 03/25/200%
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and staff trained on
programs for resident

and staff trained on
programs for resident
a timely manner

{
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