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W 000 INITIAL CIMMENTS W 000
This recer ification survey was conducted from .
May 20, 2008 thraugh May 23, 2008, The survey |. ,2
was initiatid using the fundamental survey Ly 1/0 :
process; however, the survey was extended to T OF COLUMBIA
examine the Condition of Active Treatment, The GOVERNMENT OF THE DIST JEALTH |
pravider was advised of the extension on May 22, DEPARTMENT O:DMINBTR ATIO
2008 at ap proximately 11:00 a.m. Four clients HEALTH REGULATIO;!T \LE. 2ND FLOGR
were rand>mly selected fram a client population 825 NORTH CAP\T(_)rléN R.C. 20002
of seven males with varying degrees of mental WASHINGTON, ©-
retardatior.

The survey findings of the survey was based on
observation at the group home and day
pragrams, interviews with staff at both locations
and review of medical, habifitation and
administrative records including incident reports.
W 1581 483.430(a) QUALIFIED MENTAL W 159
RETARDATION PROFESSIONAL

Each client's active treatment program must be
integrated soordinated and monitored by a
qualified mental retardation professional. i

This STAMDARD is not met as evidenced by:.
Based on absarvation, interview and record
review the facility ' s Qualified Mental Retardation
Professior sl (QMRP) failed to coordinate the care
of the clierits in the facility.

The findinigs include:

1. Based ¢ n obsarvation, interview and record
review the QMRP failed to ensure the day
programs Jlilized recommended adaptive
equipmeni for one of the four clients in the
sample (Cliant #4)

LABORATORY DIRECTOR'E OR PROVIDER/SUPPLIER REPRESENTATIVE'S ffGNATURE TITLE (X&) DATE
-

Ma)wk\ﬁ\ WO~ \SL‘\?L\)‘U\mfu}o\f Do (!17-{08

Any deflclancy statement anding with an asterisk () denotes a deficiency which the Institution may be excusad from corracting praviding It is determined that
other safeguards provide $ sficient protection to the patients. (See instructions.) Except for nutsing homes, the findings stated above are disclosabla 80 days
following the data of survey whather or net a plan of comection Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date the i documents are made available to the facility. If deficienciez are cited, an approved plan of correction is requisite to continuad
progrem participation.
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W 159 | Continued From page 1 W 169
The findinj includes:
a. Atthe ulient's residence on May 21, 2008,
during the snack observation at approximately
4:10 p.m., he ate cookies from a small plate that
was placed on a plate elevator that had mesh
looking mizterial on top of it. Interview with the
Qualified 11antal Retardation Professional
(QMRP) ¢n May 23, 2008, at approximately 11:00
a.m. and vérified by record review revealed that
the plate elavator is a recommended piece of
adaptive ¢ quipment and should have been
~ | utilized at the day program during meal time as
prescribecl.
b. During the review of Client #4 ' s record on 1- Plate elevator and a set of Dycem mat | 5/27/08
May 20, 2108 at approximately 2:22 p.m,, it (O &b | was supplied to the day program on
e cbarae i piate whe eing. 05/27/08 and the day program staff was
During the: day program funch observation on May D od by tile QTN;RP ‘;&II:;W to use the
20, 2008 i1t 11:48 a.mi. there was no dycem mat yeem mat.  The QMRP will make
undernea H his piate. Interview with the Qualified monthly visits to the day program to
Mental Retardation Professional on May 23, ensure that the protocol is being
2008, at spproximately11.00 a.m, and verified by followed.
record review revealed that thedycem mat was a2 See attachment A 1 - &
recomme 1ied piece of adaptive equipment and
should' have been utilized at the day program as 5 .| Please sec the answer to w189
prescribed].
. ‘ IPP meeti .
2. The QVIRP failed to ensure staff are trained to 2 Individuals tgfﬁﬂg:;:s. ?ilxgmﬁd fgr -06/6/08
ensure clients adaptive equipment is used at and t ha meiivicual’s needs
each mezl. (See W189). and to ensure that all objectives meet the
individual’s needs. Consuitants will
3. The QVIRP failed to ensure that clients were revise the program and will be amend if
provided 'vith assessments to determine their skill needed to accommodate the needs of
levels and subsequent needs. (See W214) Individuals.
|
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4. The QVIRP failed to ensure that Client #3's
fluid intak 2 was monitored as ordered by the
physician {See W322.7)

W 188 | 483.430(¢:)(1) STAFF TRAINING PROGRAM W 189

The facilily must provide each empioyee with
initial and continuing training that enables the
employee o perform his or her duties effectively,
efficiently, and competently.

This STANDARD is not met as evidenced by:
Based or pbservation interview and record

- | review, tre facility failed to ensure staff are
trained tc ensure clients adaptive equipment is
used at each meal for one of four clients in the
sample (Zlient #4)

The findigs include:

The faci ity's staff failed to use Client#4 °s

Dycem miat appropriately as recommended by the | 129 QMR.P,‘swffwere trained on 06/02/08 on 6/02/08
interdisciplinary team as evidenced below: ‘ use of appropriate adaptive equipment

for client #4. QMRP/HM will supervise

During the meal observations on May 21 and 22,

2008 at approximately 4:10 p.m. and 5:22 the table setting before all meals.
p.m. respactively revealed a green mat was ‘
placed on the table in front of Client #4. The plate Please sce attachment: /3 L < Z-

elevator was placed on top of the mat. Interview
with the CIMRP on May 23, 2008 at approximately
1:30 p.i. and review of the clients record
revealec that his Indavidual Support Plan (1SP)
recommeanded that the client have a2 Dycem mat
under his piate to stabalize it while he is eating
and that the grean mat observed unader the
plate ele vator was considered a Dycem mat. The
staff acknowledged that the mat should have
been placed on top of the plate elevator to
stabaliz:? the plate as recommened by the dlient's
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Continuec From page 3

ISP,
483 430(¢)(4) STAFF TRAINING PROGRAM

Staff mus; be able to demonstrate the skills and
techniquas necessary to implement the individual
program plans for each client for whom they are
responsible.

This STANDARD is not met as evidenced by:
Based on observation, interview and the record
raview, the facility staff failed to ensure effective
training tc its staff to implement the individual
program ian, for one of four clients {Client #3)
included in the sample.

The findirig includes:

On May 22, 2008 at approximately 5:22 p.m.
Client #3 was abserved with the Qualified Mental
Retardati sn Professicnal (QMRP) using a
learning ¢levice ("Read and Write Leap Frog").
The devic:e would pronounce words in a story
book when a wand was placed over words. The
client was; observed to placed the wand over
wards.

Review cf the client's record revealed an
individua program plan (IPP) goal developed by
the Speech pathologist to increase his receptive
exprassitte language skilis. According to the
objectives, the client was to choase a story to use
with the l.eap Frog learning device and read
along with the story. He was also to play the
game assnciated with the story. It was noted that
during tha ohseryation, the QMRP did not direct
the clier! {o read along with the story as directed
in the IPI? objective. Interview with the QMRP on
May 23, 2008 at approximately 11:30 a.m,

W 189

W 194

‘speech

-QMRP will

An in service training was given by the
pathologist on accurate
implementation of client #3. TPP goal.
supervise¢ proper
implementation of the goal on weekly
bagis. '

'An in-service training was done by the

QMRP on 06/02/08 to ensure proper
implementation of IPP goals.

Please see attachment ~C

6/02/08
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revealed tha need for training on how to
implemen! the pragram.

483.460(a)(3) PHYSICIAN SERVICES

The facility must provide or obtain preventive and
general madical care. ,

This STAHNDARD s not met as evidenced by:
Based on irterview and record review, the facility
failed to envsure general and preventative care
services, 1or one of the three clients (Clients # 1
#2, #3) included in the sample.

The finding includes:

1. The fauility failed to ensure that Client #2
raceived zn audiology assessment:

Review of the medical record on May 21, 2008 at
10:33 a.m. revealed that Client #2 was evaluated
by the Audialogist on July 5, 2002, At that time
the client 13d normal middle ear function.
Although {he audiologist recommended that the
client be evaluated annually; the primary care
physician (PCP) indicated that she wanted the
client to b2 evaluated in five years (2007).
Review of the chart, however |acked evidence
that the client was evaluated by the audiologist as
recomme 1ded by the primary care physician
(FCP). '

2. The fazility failed to ensure Client #2 received
an ENT evaluation:

Review of Client #2's medical record on May 23,
2008 at 11:20 a.m. revealed that an attempt by
the ENT to evaluate the client was made on

W 194

W 322

Client #2 was seen by ENT on 06/26/08
for preparation of audiological
evaluation. Audiology is scheduled for
07/08/08. QMRP will ensure that
appointment ig done as scheduled.

It is very difficult to obtain appointment
for routine exam. However an ENT
appointment for client#2 was done on
June 26,2008

07/08/08

6/26/08
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W 322 Continued From page 5 W 322

February 7, 2005. At that time the client was
uncooperative, however, the ENT specialist
recommer ded Debrox dreps and that the client
return sedaled.

Further review of the the medical record revealed
that Client #2's PCP prescribed Debrox ear draps
on the following dates July 1, 2007, February 8,
2008, and March §, 2008. The PCP's notes
revealed the following:

July 9, 20C7 - wax bilaterally, some remaved
(Debrox) will attempt to remove remaining wax.
Audiology a‘ter wax removal,

February 26, 2008 - positive for wax. Debrox for
2 weeks anliology after remaval.

March 5, 2008 - wax partially removee from the
ears. Clientuncooperative, Will schedule ENT
for removez| after premedication.

Review of {le record failed to show evidence that
the client vras evaluated by an ENT specialist.
Interview vrith the Qualified Mental Retardation
Professional on May 23, 2008 at 11.50 a.m.
revealed that the client had a scheduled ENT
appointment for November 3, 2008 (eight months
after the PCP's recommendation),

3. The facility failed to ensure timely dental care

for 2 of four clients in the sample. (See W356) 2. |  Please see answer to W 356

4. The facility failed to ensure laboratory test

ordered by the physician was obtained: W: | Client #3 HgbA/AIC was done on [ 03/14/08
03/14/08 However the Lab was misfiled

Review of Client #3's medical record on May 21, QMRP will make sure to keep all record

2008 at 2:54 p.m, revealed an order for the in their assigned sections.

collection ni a fasting blood sugar (FBS) and a See attachment ~ D
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hemaglob n A1c (HGB/A1C). The chart reflected
that the FI35 was collected, however did not
reflect a F GB/A1C, The facility's hurse on May
22, 2008 1t approximately 5:00 p.m. revealed that
she would try to locate the aforementioned lab
study, hovrever, at the completion of the survey
the laboratory report was not available for review.

5. The fauiiity failed to ensure that Ciient #3's Client #3's food and fluid intake is be;
e : 5&7 S oeing
L%qus igfn'?# was monitored as ordered by the monitored since 06/02/08. Al staff are 06/02/08
properly trained. QMRP will check this :
Review of Glient #3's record on May 21, 2008 at on a routine basis. Monitoring tool is
« | approximately 3:15 p.m, revealed a physician's being shared with the day program.
order to mionitor the clients food intake at home
and day program. The client was prescribed a See Attachment - &£, 1- 2

1500 kcal low cholesteral, low salt, high fiber with
low calorii: snacks and eight (B) glasses of water
per day. F.gview of the client’s nutritional
assessmenr't revealed his ideal body weight is
between * 74 |bs and 196lbs, Review of the
clients weight documentation revealed that the
client is apyproximately 62 lbs overweight.
Interview with the QMRP revealed that there was
no system in place to document how the
monitoriny of the clients food intake at the home
and the diay program as ordered by the PCP is
conductex],

6. The fazility failed to ensure stoal specimens
were collécted as ordered.

Review of Client #3's medical record on May 22,

2008 at a yproximately 2:30 p.m. revealed a - .
physician s order for a PSA, Hepatitis B profile G+ | Stool Guiac was done on June 15,16 and | 06/17/08
and stool guiac (three specimens) to be collected. 17 and it was negative.

Thare was evidence in the record that the
prostate-specific antigen (PSA) and a Hepatitis B
profile; hewrever, there was no evidence that the
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stool spec mens had been collected. Interview
with the fazility's nurse revéaled that she was not
sure if the gpecimens were collected as ordered.
7, The facility failed to ensure that Client #3's fluid
intake was monitored as ordered by the Pl
. a as ! .
physician. e B €ase see answer to W322 on page
Review of Client #3's medical record revealed
that he ha1 a diagnosis of chronic renal disease.
The physitian's orders indicated to limit his fluid
intake to 8 glasses per day. Interview with the
QMRP on May 21, 2008 and the nurse on May
o |22, 2008 ravealed that the facility has no
system/procedure for monitoring the amount of
fluid the ol ent drinks per day at the home and at
his day placement.
8. The facility failed to ensure Client #1 was
evaluated for the use of a gait belt as ordered by
the physic an, ~
, _ €. | On March 17, 2008 PMD requested PT 06/02/08
During the-survey Client #1 was observed with evaluation for the use of Gait belt for
an unstealy gait and staff was observed assisting client # 1 which was done on March 28
him by walking very close to him and holding his ‘ . I .
hands while: he ambulated. Review of the clients 2003 du;ging thct f?l:;"."ttz E;ZRIJS;
records revealed a physician's order dated March (however it was not file mntoe ) A
17, 2008, fur the physical therapist (PT) to that time the IDT discussed his
evaluate the client for the use of a gait belt for ambulation abilities and the PT did not
- ambulatio 1. Review of the Human right recommend a gait belt and the IDT
committee; minutes dated May 13, 2008, revealed agreed to the recommendation.
that the ccrmmittee approved the use of the gait However PT reevaluated him on
ok o o e recordfled o show evidenes 06/02108  reconmendaron s
[= 2 ] .
the QMRF acknowledged that PT had not g}‘?‘ #1 dg"'; n‘;f;gd a Gait B_Zit E’;
evaluated the client. At the time of the survey the Nis time and ihe concurs with the
client had riot been evaluated for the use of a gait PT.
belt as recammended by the PCP, See attachment - &= £ & 2
W 356 | 483.460(g){2) COMPREHENSIVE DENTAL W 356
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| TREATMEINT

Continued From page 8

The facilitr must ensure comprehensive dental
treatment services that include dental care
needed for relief of pain and infections,
restoratian of teeth, and maintenance of dental
health.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensura timely dental services, for three of
the four clients included in the sample, (Clients
#1, #2 ani #3)

The finding includes:

1. During the snack and dinner observations
conducted on May 21, 2008 and May 22, 2008
respectively, Client #1 was observed receiving a
chopped Jiet. Review of the client's medical
record on May 22, 2008 at approximately 4:08
p.m. ravealzd that he was evaluated by a dentist
an Octobir 16, 2007. The dentist recommended
that the cient return to the office in six (6)
months, fowever the chart failed to show
evidence that the client was followed up in six
months (/April 2008) The lack of dental follow-up
was discussed with the fagility's nurse on May 22,
2008. '

2. Review of Client #3's medical record revealed
that he was transperted to the dental office on
Octlober 19, 2007, On that day it was
documented that the client did not have an
appointment that day but had one on November
19, 2007 The chart failed to show evidence that
the client was evaluated by the dentist on
Novembsr 19, 2007, Tha client was taken to the

W 356

7| : Client #1 bas a dental appointment on
07/1/08. The nursing staff and the
QMRP will ensure that al appointments
are executed in timely manner,

Se o adme e nwt - G

Client. #3 dental appointment is
scheduled for 7/10/08. The Nureing staff
and the QMRP will ensure timely
appointments.

Please see Attachment -

07/1/08

07/1.0/08
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dentist ag:tin on May 16, 2008, At thattime it was
documentid as an annual dental exam with
notation of plaque and supragingival calculus.
The dentist recommended a full mouth scaling
and proph /fiaxis treatment. The physician
indicated {1t a pre-authorization request was to
be sent to Medicaid and that the facility would
called to re:-schedule the appointment. On May
22, 2008 g1 5:30 PM the nurse was asked if there
was a denzl appointment for the client. She
indicated t 13t there was no appointmant at this

time. iClient #2 dental appointment on 07/10/08
- | 3. Review >f Client #2's medical record on May 3, %07" 10/08. The Nursing staff and the
21, 2008 at 11:39 a.m, revesled that the client | QMRP will ensure timely appointments.

was evaluated by the dentist on May 30, 2007.
The recorc s indicated moderate calculus deposits
and the client neaded scaling. The records also Please see Attachment ~ 1.
indicated that the dentist would submit '
pre-author zation and a will call to reschedule.
The next documented visit to the dentist was May
14, 2008 (12 months later). The note associated
with the Mifit 14, 2008 visit was identical to the
note associated with the previous visit, Tha lack
of dental saivices was brought to the attention of
the of the (Qualified Menta! Retardation
Professional on May 22, 2008,
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INITIAL COMMENTS

This re-licensure survey was conducted from May
20, 2008 trough May 23, 2008, Four clients
were rand >mly selected from a client population
of seven riales with varying degrees of mental
retardation. On May 22, 2008, questions
surroundirig) the habilitation needs for one of the
four clients arouse based on observations,
interviews #nd records reviews.

The survey findings of the survey was based on
observaticn at the group home and day
programs, interviews with staff at both locations
and reviewr of medical, habilitation and
administrztive records including incident reparts,

3504.1 HOUSEKEEPING

The interion and exterior of each GHMRP shall be
maintained in a safe, ¢clean, orderly, attractive,
and sanitziry manner and be free of
accumulatinns of dirt, rubbish, and objectionable
odors.

This StatLte is not met.as evidenced by:

Based on abservation and interview, the GHMRP
failed to ensure the intericr of the facility was
maintained in a safe, clean, orderly, attractive and
ganitary manner.

The findirgs include:

Observatian and interview with the Facility
Coordinalcr during the environmental inspection
on May 2:3. 2008, revealed the following:

The couc in the living room had cracks in the
leather exposing the foam. padding, Interview with
the faciliy"s maintenance coordinator revealed

) 0600

[ 090

Living room couch seats were replaced
on 05/27/08.

Please see attachment « ¥ 1. £ 2

05/27/08
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that the cliznts were moving from their current
address and will have new fumiture at their new
location.

| 228 3510.5(f) STAFF TRAINING 1229

Each trainng program shall include, but not be
limited to, the following:

{f) Specialty areas related to the GHMRP and the
residents 1o be served including, but not limited
to, behavior management, sexuality, nutrition,
recreation, total communications, and assistive
technologles,

This Statute i3 not met as evidenced by:

Based on interview and review of training
documents, the GHMRP failed to provide
evidence fo validate staff training as indicated by
residents' need. '

The findin 3z include:
The staff wete retrained on 06/02/08 on

The GHM 3P ' s staff failed to use Resident #4 's appropriate use of adaptive equipment 06/02/08
Dycem it appropriately as recommended by for client # 4. QMRP and the HM will
the interdisciplinary team as evidenced below; supervise the table setting before all

meals. .

During the: meal observations on May 21 and 22,
2008 at approximately 4:10 p.m. and 5:22

p.m. respectively revealed a green mat was

1 placed on the table in front of Client #4. The
plate elevialor was placed on top of the mat.
Interview 'vith the QMRP on May 23, 2008 at
approximiitely 1:30 p.m. and review of the clients
record revealed that his Indaviduat Support Plan
(1SP) recc mmended that the client have a Dycem
mat undei his plate to stabalize it while he is.
eating ant| that the green mat observed unader
the plate alavator was considered a Dycemn mat.
The staff acknowledged that the mat should have
Heaith Regulation Adminis tration
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been placed on top of the plate elevator to
stabalize the plate as recommened in the client's
ISP.
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