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W 000 { INITIAL COMMENTS W 000 Symbral's governing body receivad deficiency 6/16/10
feport and have implemented the necessary and ongoing
A recertification survey was conducted from interventions to ensure compliance,
6/1110 through 6/2/10, The survey was
f completed utilizing the fundamental survay QA Team, QMRP, DON, LPN Case Managers and
| process. House Manger wilt monitor to ensure compliance.
Recewed |27 o
A sampiing of one client was sslected from a GOVERNMENT OF THE DISTRICT OF COLUMBI
residential population of one male with several DEPARTMENT OF HEALTH

degrees of disability. The findings of the survey
mbasedonobuwaﬂnmandhhm{nme
home and at one day program, as well as a
review of the client and administrative records,

' including the Incident reports,

W 159 | 483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each client's active treatment program must be
integrated, coordinated and monifored by a
qualified mental retardation professional,

: This STANDARD is not met as evidenced by:
Based on observaltion, interview, and record
review, the facility falied to ensure the Qualified

: Mental Retardation Professional (QMRP)

| coordinated, integrated, and monitored services,
for one of one client In the sampie. (Clisnt #1)

' The finding includes:

Cross refer to W460 and W464, The facifty's
i QMRP failed to coordinate services with the
nutritionist to ensure staff were effectively trained

on Client #1’s weight reducbon diet, and its

HEALTH REGULATION ADMINISTRATION
825 NORTH CAPTOL ST., N.E., 2ND FLOOR
WASHINGTON, D.C. 20002 |

W 169

Consulting Nutritionist, QMRP and House Manager |6/30/10
provided staff with severai in services in referenced and ongoing
to individual #1 meat time protocoi, adherence to
prescribing menu and portion control as per dietary
order in an attempt address weight loss.

The necessary adjustment will be made as
specified. All staff will be inserviced on dietary
order as adjusted,

Consulting Nutritionist received letter on 6/ 16/10
asking her to clarify order to specificity of “snacks-
fresh fruits and vegetabies *

6/30/10
and ongoing
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W 169 | Continued From page 1 W 159 |
Upon nutritionist clarification, PQF, meal time protocol 7/1/10
::ﬁﬁ m‘r‘:dfm an 8 ounce container a‘,‘d {Home and Day Program) Behavior Support Plan as per | ang ongoing
nxing a colored beverage from an eight Psychologist will be amended cleerly spelling out dietary
ounce glass. As he ate fhﬁ spack, hQ was order as per Nutritfonist in reference to edible
Obsesved seated at the dining table with the snacks/treats.
qualified mental retardation professional (QMRP),

- crackers and cranberry juice

| Record review on 6/2/10, at 2:37 p.m., revealed a

. (frash fruits and

. raining on nutrition and health (batanced diet, low

the primary licensed practical nurse (PLPN) . and
the house manager (HM).

interview with Client #1 on 6/2/10, at 3:43 p.m,
revealed that he had received yogurt, graham

for his snack.
Interview with the HM 6/2/10, at 3:48 pm.,
indicated that the client was permitted to have
snacks of fruits and vegetables and that the dient
had selected the snack himself from a variety of
allowed foods. Discussion with the QMRP 6/2/1 0,

at 3:51 p.m,, indicated that Cllent #1's physician‘s

order of 1800 calorie regular diet permitted him to
have snacks of fresh fruits and vegetables.

cuirent physician's order dated 6/1/10 that
documented an “1800 kcal diet with shacks,
vegetables), to promote weight
loss. The review of the training records on 67210, |
at2:43 p.m., reveated on 9/16/09, staff received

fat, low calorie and high fiber diets). Continued
review of tralning records reflacted that on
2/18/10, all staff had been provided training on
maaltime protocols.

On 6/2/10, at 1:50 p.m., the review of Ciient #1°s
behavior support plan (BSP) dated 8/3/2009,
reveaied he was allowed edible treats {small
amounts of nutriious snack foods), as
reinforcers. On 6/2/10 at 4:30 pm., the review of
Client #1's most recent nutritionai assessment

dated 4/30/10 revealed the client continued to be ]

Staff will also re-inserviced on clarity of Nutritional
order.

Consuiting Nutritionist has been requested to observe
two (2) served meals per month for the next 6 months.

QMBAP, House Manager and LPN Charge Nurse wifl
monitor meal time 3 times par weak for the next 90
days.

Nutritionist, QA Team, DON, QMRP, House Manager
and LPN Charge Nurse will continue te monitor to
ensure compliance.

i

IRM CMS-2587(02.09) Previous Versions Obediste

Event (D: N4O41Y
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W 159 Continued From page 2 W 158,
I obese (33 pounds above his desirable weight). it
| shouid be noted that at the time of the survey,
| there was no evidence that sither the nutritional
assessment of the current menu included edibie
| treats or between meal snacks.

W 322 483‘460“) (3) PHYSICIAN SERVICES Wwa22 Letters dated 2/16/10 was sent to individual #1 6/16/10
The facility must ide or o raventi consulting Nutritionist, PCP and Psychiatrist to and ongoing
general medical Vlde btain tve and query the effect of Psychotropic Medication

Thorazine as a contributing factor to individual's
i weight gain.
! This STANDARD is not met as evide i by: Nutritionist addressed the Issue In her assessment
. Based on observation, interview and record ) summary dated 4/30/10 where she cited Thorazine
m' the faeility failed to pl’O\fﬁB preventive as being a contributing factor, given that she had
! heaith services for one of one client in the perlodically observed meai time and noted strict
sampie. (Client #1) adherence to dlet prescribed.
i H . ) 6/16/10
The finding includes: Asecond letter asking Individual's #1 PCP and and ongolng

Cross refer to W4B0. The faciiity falled to

| address the the use of medication as a possible
i contributor to Client #1°'s weight gain, as
evidenced below.

Observation of Client #1 on 6/1/10, at 11:17 am.,
revealed that he appeared to be overweight for
his height,

On 6/1/10, at 5:07 p.m,, the QMRP revealed that
Client #1's prescribed 1800 calorie dief penmitted
him to have fruits and vegetable as snacks.
Further discussion with the home manager and
the QMRP at this time revealed the cllent's weight
' management regimen had been designed by the
consulting nutritionists who recommended an
1800 calorie diet with fresh fruits and vagetables

' as a snack. ack that a nutritionist

They nowledged
had periodically monitored the ciient at meaitime, i

Psychlatrist to address Thorazine as being a
contributing factor to his weight gain was delivered
on 6/16/10.

ORM CMS-2507 (02-99) Previous Varsions Obsciele

Event iD: N40411

Faciilty /0. 09G087 i continuation sheet Page 3 of 11
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W 322]

_ gain of 13 pounds during the past 12 months.

+ 7709 and 225 pounds in 5/10,

. prescribed on /30/2009 for weight ioss.

! obgervations and the meals

- mg twice daily since 7/9/09,

i "Thorazine -200 mg by mouth twice daily - Anti-

Continued From page 3
however, the client had experienced a net weight

The review of heaith records on 8/2/10 at 2:37
p-m., revealed the client weighed 210 pounds in

Record review on 6/2/10 at 4:19 p.m., confimned
Client #1 had a current physician's order (dated
8/1/10) for an 1800 calorie diet with snacks of
fresh fruits and vegetables, which was initially

According to the annuat nutritional assessment
dated 7/10/2008, the client was 71 inches tall and
had a desirable body weight (DBW) range of 150
© 182 pounds, and he was at 100% of his DBW.

On 672/10, at 4:30 p.m., the review of Client#1’s
quantsrly nutrition assessment dated 4/30/10
revealed, the client was obese. The assessment
notad that the nutritionist had conducted meal
adhered m the
menus and the client's calorie restriction. The
4/30/10 nutrition assessment summary
mentioned that Thorazine (200 mg BID,) had a
potential drug nutrient interaction of causing
increased appetite and weight gain. Continued
record review ravealed that the clisnt had besn
receiving Thorazine (Chlorpromazine HCI) 200

Review of the psychiatric assessment dated
7727109 on 67/2/10, at 3:35 p.m. revealed,

aggression/Mood stabilizer (range: 75 -300
mg/day). The 5/7/10 psychotropic medication
team review revealed the client was receiving the
medication to address his diagnosis of
intermittent explosive disorder. During the review,
which was signed by the psychiatrist, the primary

Wz

Both consultants, Pharmacy document (side of
effect of medication) have cited weight gain as a
side effect of Psychotropic Medication Thorazine.

In addition Psychiatrist has reiterated that
Thorazine cannot be iowered given the individual
Axis 1 diagnosis of intermittent explosive disorder

[ and any jowering of medication will likely cause an

exacerbation of behavior in an individual who is
atready difficult to manage.

Nutritionist, Psychiatrist, PCP, QMRP, DON, LPN

Case Manager and House Manager will continue to ;

maonitor to ensure compiiance,

6/18/10
and ongoing

DRM CMS-2567(02-08) Previous Vensions Obsolele

Event 10: N4041{ 1
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W 322 Continued From page 4 w322
licensed practical nurse (LPNC), the qualified
mental retardation professional (QMRPF), and the
txnnernanager'H&ﬂ,ﬂunpsychunﬁstnouuiﬂuﬂ
the Thorazine could not be lowered because of
“likely exacerbation of behavior in an individual
who can be difficult to manage.”
At the time of the survay, however, thers was no
- @vidence that the medical team had coordinated
services to rule out the prescribed Thorazine
| (Chlorpromazine HCI) as a possible contributor to
i the client's weight gain. .
W 356 483.480(9)% COMPREHENSIVE DENTAL W 356
‘ TREATME A-C: The Nursing Team is currently exploring another 6/30/10
Dental Provider. DON, will review and identify any and ongoing
The lhcility must ensure comprehensive dental delayed procedure due to lack of prior authorization
. reatment services that inckide dental care approvai or practitioner rescheduling.
needed for relief of pain and infections, DON wil-document delay and afforts for sarfiest
restoration of teeth, and maintenance of dental : ling for recommended services
! heatth. rescheduling for recomme 5
All future consultations will have a copy of the previous .
visit attached to the current appointment consultstions
This STANDARD Is not met as evidenced by: to avoid practitioner not addressing previously
Based on interview and record review, the facility recommend treatments,
failed to ensure one of one client in the sample
- - DON will ttor quarterly to ensure compllance. DDS
received um*y Mﬂlﬁﬂl seivicas for the Servi:: C:o(::;n:::r willereu:n n:tri;catlun of
maintenance of his dental health. (Clent #1) outstanding dental procedures which are 60 days past
The finding includes due a5 a result of lack of prior authorization approval.
; g includes:
Interview with staff on 6/1/10, at 4:02 p.m.,
revealed that Client #1 was mostly indepandent
for toothbrushing. Continued discussion with the
staff revealed that the client had a new dental
bridge. ‘
Record review on 8/1/10 at 4:08 p.m., revealed a
| 7/24/09 individual support plan (ISP)
| recommendation that Client #1 have a dental
ORM CMS-2607(02-99) Pravious Varsions Obsolets Event iD: N40414 Facilly (D: 00GOSY #f continuation ahest Page 5 of 11
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w 3561! Continued From page 5

scaling every six months. Continued record
review reveaied the foliowing information
I concemning the client's dental health;

- a. 5/27/09 Oral examination - Heavy calculus;
| patient needs scaling every 4 months. Revisit
scheduied for 9/21/09.

b. 8/21/09 - Client went to dental office for recsll
visit to have scaling. He was not seen due to the
dentist having an emergency. He was, however,
. was given an appointment for 10/7/09.

¢. 10/7/09 - Dental axamination revealsd
moderate caicuius deposits; needs scaling. aduit
prophylaxis, polishing. The dentist also noted that
the client had lost his “partiai fiipper* and that it
needed to be replaced.

Although the record reflected that the client
retumed to the dentist on 3/8/10, 4/20/10, and
4/2810 for services related to the replacement of
his dental bridge, he did not receive the dental
scaling recommended on 5/27/09 or 10/7/08. On
4/28/10, the dentist again noted “Patient needs
scaling, will submit for prior approval and wili call
to schedule once approval for services retums.

interview with the designated licensad practical
nurse (DLPN) on 6/2/10, at 3:05 p.m. revealed,
that Client #1's last dental scaling was performed
on 1/7/09. The DLPN stated that when she
telephoned the dentist's office on 6/2/10, the
client was then scheduled for an appointment for
a dental scaling on 6/30/10.

] At the time of the survey, there was no evidence
that the facility ensured that the Cient #1 received
dental treatment services in accordance with the |

W 3568

See page S.

ORM CHIS-2587(02-8%) Previous Varsions Obsolete Event |D:N40411
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W 358 Continued From page 6
IDT recommendation for his dental health.

W 480 | 483.480(a)(1) FOOD AND NUTRITION
SERVICES

| Each client must receive a nourishing,
weil-balanced diet including modified and
speacially-prescribed diets.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facillty failed to ensure that one of one
client in the sample received his modified diet as
prescribed. (Clent #1)

The finding includes:

The facllity failed to ensure that Client#1's
therapeutic diet was monitored and incorporated
the use of snacks and edible treats as reinforcers,
as evidenced below:

Obsaervation of Client #1 on 6/1/10 at 11:17 a.m.,
revealed that he appeared to be overweight for
his height. On 6/2/10 at 3:30 p.m., the client was
observed snacking on yogurt and cranberry juice,
. and stated that he had also eaten graham
crackers with his snack.

| Interview with Client #1's day program

| was prescribed an 1800 calorie diel to encourage
weight ioss. On 8/1/10 at 5:07 p.m., the QMRP
revealed that Client #1's prescribed 1800 calorie
diet permitted him to have fruits and vegetable as
. snacks. On 6/2/10 st 3:50 p.m., the homs

| manger indicated that the clent was able to have |

yogurt, fresh fruits, and vegetables as snacks.

administrator on 6/1/10 at 10:40 a.m. revealed he|

i Further discussion with the home manager and

W 356,

W g0 Crossed referenced and adapted with W159. 6/30/10

and ongoing

IRM CMS-2567 (0200} Previous Versions Obsolets Event 1D: N4D411
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I
W 460 Continued me.page 7 | . W480|, additton weight record covering period identified 6/16/10
the QMRP at this time revealed the client's weight was sent to Nutritionist for review and the and ongoing
management regimen had been designed by the discrepancy in weight wiil be addressed and the
consulting nutritionist who recommended an 1800 necessary amendment reflected on Nutriticnal
calorie diet with fresh fruits and mb“ asa Assessment as amended. An accompanying letier was
snack. Th__ey acknowledged that the nmt I also sent requesting Nutritionist to carefully evaluate
had periodnea!!y menitored the client at l'l'Bﬂlh!‘ﬂe. waight records and dietary recommendations and
howaver. the client had exparienced a net mht ensure accurate weights are reflected in Nutritional
gain of 13 pounds during the past 12 months. Assessments
They aiso stated that as a result of the client's ‘ )
 failure to lose weight, two consultations were held DON, LPN Charge Nurss, QMRP and House Manager
with a different nutritionist at a local hospitai, to | have been re-Inserviced by CEO to check ail details as
obtain @ second opinion. Accopding to the QMRP, . provided in each individuai reports as written by all
_ the two nutritionists' findings and consultants for error and ensure corrections to the |
recommendations were similar. same before filing documents in the individual
records,
Record review on 6/2/10 at 4:19 p.m., confirmed '
Client #1 had a current physician’'s order {dated " OA Team, DON, LPN Charge Nurse, QMRP and Houss
6/1/10) for an 1800 calorie diet with snacks of Manager will continue to monitor to ensure
. fresh fruits and vegetabiles, which was initially complianca.
prescribed on 3/3072009 for weight loss.
According to the annuaf nutritional assessment
dated 7/10/09, the client was 71 inches tall and

. had a desirable body weight {DBW) range of 150
to 192 pounds, and he was at 100% of his DBW.
This 7/10/09 nutritional assessment noted the

i client's current weight as 187 pounds. The

nutriionist questionad the accuracy of the 187

pounds. it shouid be noted, however, that cient's

medical record weight chart revealed an entry of

| 210 pounds as the 7/2009 weight, which reflected

a 23.5 difference from the weight documented on

the nutriional assessment.

| Continued review of the 7/10/09 annual nutritional

| assessment at the 4:35 p.m., revealed it noted

i the client’s cumment diet order as a “regular diet”,

| and failed to address the client's 1800 calorie diet

- for weight reduction which was actuaily the

[ourrantly prescribed at that time. The weight [
1

IRM CMS-2567(02-08) Previous Versions Obs ciete Event iD: N40411 Facily iD: 00C087 tf continuation sheet Pape 8 of 11
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W 480 | Continued From page 8 W 480
| recond revealed aithough the client had been j>e¢ page 8.
prescribed the calorie restricted diet since 20089,
he had experienced the following net weight gain:
6/2009 - 211
712009 - 210
8/2009 - 211
10/2008 - 212
112008 - 213
12/2008 - 218
140 - 228
2/10-228
3/10 - 228
4/10 -225
5M0-2253/4

On 6/2/10 at 4:30 p.m., the review of Client #1's
Quarterly nutrition assessment dated 4/30/10

. Fevealed the client was obese. This assessment
documented the client's 10/2008 weight as 186
pounds, which was 26 pounds below the 212
pounds documented on the medical record

. weight chart for that sama month. The
assessment noted that the nutritionist had
conducted meai obsarvations and that the meals
! strictly adhered to the menus and the client's

i calorie restriction. in the client's quarterly
assessment dated 4/30/10, the nutrition summary
mentioned that Thorazine (200 mg BID,} had a
potantial drug nutrient intaraction by causing
increased appetite and weight gain. Accurate
weight monitoring was recommended by the
nutritionist.

At the time of the survey, howevaer, there was no
avidance the consumption of snacks and edible

i behavioral reinforcers had been addressed, or the
effectiveness of Cliant #1 weight reduction had

, been closely monitored.
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W 484

483.480(a)(4) FOOD AND NUTRITION
SERVICES

The client's interdiscipiinary team, including a
qualified dietiian and physician must prescribe all
modified and special diets including those used
as a part of a program to manage inappropriate
ciient behavior.

This STANDARD s not met as evidenced by:
Based on interview and record review, the faciiity
failed to ensure that the interdisciplinary team,
including a qualified dietitian and physician

. determinad how the use of food would be
monitored as integral a part of a program to
manage inappropriate behavior, for one of one
ctient in the sample.(Client #1)

| The finding Inciudes:

Interview with the QMRP on 6/4/10 at 5:07 p.m.,
revealed that Client #1's prescribed 1800 calorie
diet parmitted him to have fruits and vegetable as
snacks. On 6/2/10 at 3:50 p.m., the home
indicated that the ciient was able  have yogurt,
fresh fruits, and vegetables as snacks. Further

- discussion with QMRP and the HM on 6/2/10 at
| approximately 3:54 p.m., ravealed the
interdisciplinary team (IDT) had recommended
fraining for the cient on how {o select healthy
snacks. According fo staff, the client was given

1 Snacks, however it had not been required to
document them, because it was in his dietary
plan,

On 6/2/10, at 1:50 p.m., review of Client #1's

behavior support plan (BSP) dated 8/3/09

i reveaied it included differential reinforcement
procedures {0 address targeted behaviors, The

W 454 Crossed referenced and adopted with W159, 6/30/10
and ongoing

I
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W464i Continued From page 10

' BSP further stated there shouid be a variable

' interval schedule for reinforcement and to provide
| a concrete reinforcer coupled with specific verbal
; praise every 30 (+/- 10 minutes) for engaging in

| appropriate target behaviors.

These "Concrete relnforcers include:

- Edible treats: small amounts of itams which
(Chent #1) enjoys, consisting of nutritious snack
foads.

- Vary the concrete reinforcers, e.g. change the

. reinforcer from nutritious drinks or water to fruit to
a variety of activities to keep him focused on
appropriate behavior.”

Record review on 8/2/10 at 1:32 p.m. revealed a
6/1/10 physician's order for an 1800 calorie
reguiar diet (with fresh fruits and vegetables),
which was initially prescribad for weight loss on
3/30/09. On 6/2110 at 2:39 p.m,, the review of the
faciity's menus currently being implement for
Client #1 revealed the edible treats (small
amounts of nutritious snack foods),
recommended 1o be used as reinforcers, had not
been included in the client's 1800 calorie diet
pian. Cantinued record review at that time also
revealed a net weight gain of 13 pounds after the
diet was prascribed in 09. Review of the BSP on
672110, at 1:50 p.m. revealad on 8/3/00 the IDT
had approved the use of foad as a reinforcer for
positive behavior as a component of the BSP,

At the time of the survey, however, there was no
evidence a specific plan had been developed to
integrate and monitor foods provided as
reinforcers into the client’s weight reduction diet

wm See page 10.
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l @’ INTTIAL COMMENTS 1000 symbral's governing body has increased its 6/16/10
. . Maintenance Team. Team is expected to work and ongoing
A relicensure survey was conducted from 6/1/10 coliaboratively with QMRP, House Managers and |
. through 6/2/10. A sampling of one resident was direct care staff to ensure diagnostic, preventative
i selacted from a residential mhm" of one and corrective measures are enforced to maintain
male with several degrees of disability. The compliance to the regulatory codes governing
' findings of the Survey were based on environmental care and upkeep.
’ Observations and interviews in the home and at '
| one day program, as well as a review of the
. nesident and administrative recorgs, including the
’ incident reports.
i 09‘1 3504.1 HOUSEKEEPING 19090 1, A letter dated 6/18/10 with return receipt / 6/27/10
! . deli firmati fi ded to th
| The interior and extarior of each GHMRP shal be roperty owner i regares to e vooion. [ E®
maintained in a safe, clean, orderly, attractive, P
and sanitary manner and be free of A deadline of 6/27/10 was given to remedy the
i accumulations of dirt, rubbish, and objectionable situation. -

! odors,
i CFO, Maintenance Engineer, QMRP and House
Manager will continue to monitor to ensure
This Statute is not met as evidenced by: compliance.

Based on observation and interview, the Group
Home for the Mentally Retarded Persons
(GHMRP) failed 1o ensure the exterior of the
GHMRP were maintained in a safe and attractive
manner for one of one resident (Resident #1)

The findings include:

During the Inspection of the environment on i
| 6/2/10, beginning at 3:15 p.m., the following i
concems wara identified:

f Exterior
. 1. An area of cracked and raised pavement was :

’ cbserved directly across from the basement exit
Stalrs, which were located at the rear entrance to

' the facillly. The crack was no be
i approximately 2 Jn%y%mp\ﬂn ;
salth Regulation Adwinistrato :
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1080 | Continued From page 1 ) 080
pavement raised approximately 2 inches higher
. on one side of the crack than on the other side of
the crack. This created a potential safety hazard.
2. An mulation of lent was in the 2. Dryar vant was cleaned by Maintenance Team on 6/2/10
dryer vent, which exited through the rear wall of s/2/10. Hneongein
" the second level of the facility. House Manager snd staff were inserviced on same date
on keeping dryer vent clean in refation to an
3 Oneof four trash cans used for gam accumulation of lint in vent being a fira hazard, reporting
collaction was observed 1o have a |atge hale in same for corrective action by Maintenance Team.
the lid. 3. Trash can was discarded on 6/2/10. fi 2’::”_“
I
4. The light fixture located at the right side of the 4, A new light fixture with protective cover was { 6/3/10
| front entrance door lacked a protective cover for purchased and instailed on 6/3/10. aﬁdlongoing
the ﬁght bulb. Maintenance Engineer, QA team, QMRP and House
i Manager will continue to monitor to ensure compliance
The aforementioned cbservations were to regulatory codes governing environmental care.
acknowiedged by the home manager, who :
i accompanied the surveyor during the inspection
of the environment.
1 180 3508.1 ADMINISTRATIVE SUPPORT 1 180
. Each GHMRP shalil provide adequate
administrative suppart to efficiently meet the
needs of the residents as required by their
i Habilitation plans,

This Statute is not met es avidenced by:

Based on observation, interview, and record
review, the GHMRP failed to ensure the Qualified
Mental Retardation Professional (QMRP)
coordinated, integrated, and monitored services,
for one of one resident in the sample. (Resident
#1)

] The findings inciude:

'Cross refer to W460 and W484. The GHMRP's
| QMRP failed to coordinate services with the
ealih Regulation Admnstration
TATE FORM “ee N4O411 ¥ continuation sheet 2 of 13
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;
Continued From page 2 1180 |
. Consulting Nutritionist, QMRP and House Manage
+ nutritionist to ensure staff were effectively trained provided staff withnseveral in services I:e ~ fﬁoﬁ . 1
DN Residant #1's weight reduction diet, and its ’ . eone
! mﬂom'p 10 the provision of f j as an integral referenced to lndivlc‘iuai #1 meal time protocol,
apartofa program to manage in pri ate adheren.ce to prescrl.blng menu and portion control
i behavior, as evidenced below: P as per dietary order in an attempt address weight
; loss.
! ool;'smwe?:;u?\gggg& f?oe;g?;gnw;s However, dietary orders as per Physicians orders
' container and dn'nklng a red colored bevera and Nutritionist orders and meal time protocol did
, from an eight cunce glass. As he ate the sng:;:k not specify if 1800 Kcal diet {snacks fresh fruit and
| he was observed seated at the dining table wi(h' vegetables) was included in 1800 Keal or was in
l the qualified mental retardation professional addition to order of 1800 Kcal dietary order.
' (QMRP), the primary licensed practical nurse ani
iting Nutritionist received letter asking ber to
(PLPN) . and the house manager (HM), consu
ciarify arder to specificity of "snacks-fresh fruits
Interview with Resident #1 on 6/2/10 at 3:43 p.m,, and vegetabies.”
ravealed that he had received yogurt, graham Upon nutritionist clarification, POF, meal time
crackers and cranberry juice for his snack. protocol {Home and Day Program) Behavior Suppart
Interview with the HM 8/2/10 at 3:46 p.m., Plan as per Psychologist wiil be amended ciearly
indicated that the resident was permitted to have spefiing out dietary order as per Nutritionist in
Sl'llf-*:t o;afr;its ande\éem and that the raference to edible snacks/treats.
reside selected the snack himself from a
. varniety of allowed foods. Discussion with the Staff wiil also be re-inserviced on clarity of Nutritionai | 7/1/10
QMRP 6/2/10 at 3:51 p.m., indicated that order. and ongoing
Resident #1's physidan's order of 1800 calorie Consulting Nutritionist has been requested to
i m;ﬁrn?mm him to have shacks of fresh observe two (2) served mesis per month for the next
. y & months.
| Record review on 8/2/10 at 2:37 p-m., revealed a QMRP, House Manager and LPN Charge Nurse will
| cument physician's order dated 6/1/10 that monitor meal time 3 times per week for the next 90
documented an "1800 kcal diet with snacks, days.
fresh fruits an
e s s vegetaies o romte gt T ——
" at 243 p.m., revealed on 9:'13:'09, staff received ::;uu mm:l;ix:nc:!rse will continue to monitor to
j g;lnlng on nutrition and heaith (balanced diat, low ' )
low calorie and high fiber diets). Continued ’
' review of training records reflected that on |
| 2/18/10, al! staff had been provided training on _
i mealtime protocols. ’
i
alth Faguiation Adminksiration ‘
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Continued From page 3

On 6/2/10 at 1:50 p.m., the review of Resident

#1's behavior support plan (BSF) dated

8/3/2009, revealed he was aliowed edible treats

(smalf amounts of nutritious snack foods), as

; reinforcers. On 6/2/10 at 4:30 p.m., the review of

| Resident #1's most recent nutritional assessment

i dated 4/30/10 revealed the resident continued to

; be obese (33 pounds above his desirable weight).
it should be noted that at the time of the survey,
there was no evidence that either the nutritional

; assessment of the curent menu included edible

| treats or between meai snacks.

1206, 3509.6 PERSONNEL POLICIES

! Each employee, prior to employment and

_ annually thereafter, shall provide a physician ' s

| certification that a health inventory has been

performed and that the employee ' 8 health status

: would allow him or her to perform the required
duties.

This Statute is not met as evidenced by:

Based on interview and record, the group home
for mentaliy retarded person's (GHMRP) falled to
. obtain an annual health screening as required by
this section for one of seven consultants
providing services to Resident #1. (C1)

The finding incldes:
On 6/1/10, at approximately 8:50 a.m., the

qualified mental retardation professional (QMRP)
was requested to obtain the files of all GHMRP

, staff and consultants for review on 6/1/10. The

QMRP stated the files would be brought to the
: group homa from the main office for review.

} 180

| 206

Current health certificate was received for {C1) and |6/14/10

have been placed in her personal file.

Symbral's governing body has increased its core of |
Office Personne| delegating job responsibility of
checking and updating consultants' file to the new -
office manager, {P.F.}

A monitoring tool to ensure updated racords are
present in personnel files { Consultants, Nurses and
Direct Care Staff) was deveioped and implemented.

QA Team, QMRP and House Manager will monitor
to ensure compllance_.

ealth Regulation Administration
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1 t
1206 | Centinued From page 4 § 208 i
' !
i The review of all records that had been provided E
by 6/2/1Q, at 2:45 p.m., reveaied the heaith ;
. Cartificate of G1 had expired an 4/22/10. Although |
I a tuberculin screening was provided for G1, there '
was no evidence that Ct had a current health
certificate pn file.
1 401 3520.3 PROFESSION SERVICES: GENERAL | 401 Letters dated 2/16/10 was sent to individual #1 '6 /16/10
| PROVISIONS consulting Nutritionist, PCP and Psychiatrist to query the and ongolng
sffect of Psychotropic Medication Thorazine as 8
Professional services shall include both diagnosis contributing factor to Individual's weight gain.
and evaluation, inclyding identification of
developmental levels and needs, treatment Nutritionist addressed the issue in her assessment
services, and services designed to prevent summary dated 4/30/10 where she cited Thorazine as
deterioration or furthar loss of function by the being a contributing factor, given that, she had
! resilent. periodically observed meal time and noted strict
' _ ) adherence to diet prescribed.
! m t:b;:':::’g‘:ti:;mm a;?;’ rgyo:ord A second letter asking individual's #1 PCP and
' Psychiatrist t¢ address Thorezine as being a contributing
m’”’ the GHMRP fa"?d to ansure pl'DfQSSiOﬂﬂi factor ta his weight gain was delivered on 6/16/10.
services were provided in accordance with the
. needs of ane of one resident in the GHMRP., Both consultants, Pharmacy documant (side of effect of
i (R.s;dant #1) medication) have cited weight gain as a side effect of
: Psychotropic Madication Thorazine,
The finding includes: In addition Psychiatrist has reiterated that Thorazine
cannot be lowered given the individual Axis 1 diagnosis
I. The GHMRP failed to address the the use of of Intarmittent explosive disorder and any lowering of
. medication as a possible contributor to Resident medication will likoly cause an exacerbation of bahavior
#1's weight gain, as evidenced below. In an individual who is aiready difficult to manage.
Obsarvation of Resident#1 on 6/1/10 at 11:17
a.m., revealed that he appeared %o be overweight
for his height.
On 6/1/10 at 5:07 p.m., the QMRP revsaled that
Resident #1's prescribed 1800 calorie diet
permitted him to have fruits and vegetable as
snacks. Further discussion with the home
manager and the QMRP at this ime revealed the
satth Regulation Administration
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1401| Continued From page 5 1401 [g pages. |
resident's weight management regimen had been J

| designed by the consulting nutritionists who
» recommaended an 1800 calore diet with fresh

fruits and vegetabies as a snack. They |
1 acknowledged that a nutritionist had periodically
. onitored the resident at maaltime, however, the |
’ residant had experienced a net weight gain of 13 !
! pounds during the past 12 months. The review of
| heaith records on 6/2/10 at 2:37 p.m., revesled l
| the resident weighed 210 pounds in 7109 aud 225
" pounds in 5/10.

| Record review on 6/2/10 at 4:19 p.m., confirmed

; Resident#1 had a cument physician's order

[ {dated 6/1/10) for an 1800 calorie diet with

. Snacks of fresh fruits and vegetables, which was

! initially prescribed on 3/30/2009 for weight loss.

] According to the annual nutritional assessment
dated 7/10/2009, the rasident was 71 inches tall

‘ | and had a desirable body weight (DBW) range of I

| | 150 to 192 pounds, and he was at 100% of Lo

J . DBW.

I On 6/2/10 at 4:30 p.m., the review of Resident :

_ #1's quartady nutrition assessment dated 4/30710

| revealed the resident was obese. The

‘ assassment noted that the nutritionist had

- conducted meal obgervations and the meais

l strictly adhered to the menus and the resident's l

calorie restriction. The 4/30/10 nutrition
' asssssment surmary mentioned that Thorazine
» (200 mg BID,) had a potential drug nutrient :
i interaction of causing increased appelite and ‘
- weight gain. Continued record review revealed
gmatmaresldenthadbeenmcaim'ngmomzine !
! (Chlorpromazine HCI) 200 mg twice daily since l
C TR0,

l Review of the psychiatric assesement dated (
: 7/27/09 on 6/2/10 at 3:35 p.m, revealed

ealth Regulation Adminmtration
TATE FORM _O N4G41 4 ¥ continuation sheet 8 of 13
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1 401; Continued From page 6 1 401
H See page 5.

' "Thorazine -200 mg by mouth twice daily - Anti-

i aggression/Mood stabilizer (range: 75 -300

| mg/day). The 5/7/10 psychotropic medication
team review revealed the resident was receiving

| the medication to address his diagnosis of

I intermittent explosive disorder. During the review,

" which was signad by the psychiatrist, the primary

’ Koensed practical nurse (LPNC), the quaiified

| mental retardation professional (QMRP), and the

' home manager *HM), the psychiatrist noted that

the Thorazine could not be lowered because of

"likely exacerbation of behavior in an individuai

who can be difficult to manage." !

At the time of the survey, however, there was no

| evidence that the medical team had coordinated

" services to rule out the prescribed Thorazine
(Chiorpromazine HCI) as a passible contributor to
the resident's weight gain.

11, The GHMRP filed to ensure that Residant
#1's therapeutic diet was monitored and
Incorporated the use of snacks and edible treats
as reinforcers, as evidanced balow:

- Observation of Resident #1 on 6/1/10 at $1:17
a.m., revealed that he appeared to be overweight
for his height. On 6/2/10 at 3:30 p.m., the resident
was observed shacking on yogurt and cranberry

. juice, and stated that he had also eaten graham
crackers with his snack.

Interview with Resident #1's day program
administrator on 6/1/10 at 10:40 am. revealed
he was prescribed an 1800 calorie diet to
! encourage weight loss. On 6/1/10 at 5:07 p.m.,
the QMRP revealed that Resident #1's prescribed
: 1800 calorie diet permitted him to have fruits and
vegetabie as snacks. On 6/2/10 at 3:50 p.m., the
home manger indicated that the resident was

saith Regulation Administration
FATE FORM "o N40411 ¥ continuation sheet 7 of 13
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" able to have yogurt, fresh fruits, and vegetables

. @s snacks. Further discussion with the home
manager and the QMRP at this time revealed the
resident's waight management regimen had been
designed by the consulting nutritionist who
recommended an 1800 calorie diet with fresh
fruits and vegetables as a snack. They
acknowiedged that the nutritionist had periodically
. monitored the resident at mealtime, however, the
resident had experienced a net weight gain of 13
pounds during the past 12 months. They also
siated that as a result of the resident's failure to
lose weight, two consultations were heid with a
different nutritionist at a local hospital, to obtain a
second opinion. According to the QMRP, tha two
nutritionists' findings and recommendations wera
similar,

Record review on 6/2/10 at 4:19 p.m., confimned
Resident #1 had a current physician's order

* (dated 6/1/10}) for an 1800 calorie diet with

. Snacks of fresh fruits and vegetables, which was
iniially prescribed on 3/30/2009 for weight loss.
According to the annua! nutritional assassment

- dated 7/10/09, the resident was 71 inches tali and
had a desirable body weight (DBW) range of 150
to 182 pounds, and he was at 100% of his DBW.
This 7/10/09 nutritional assessment noted the
resident’s current weight as 187 pounds. The
nutritionist questioned the accuracy of the 187
pounds. It should be noted, howsver, that
resident's medical record weight chart revealed
an enry of 210 pounds as the 7/2009 weight,
which reflected a 23.5 difference from the weight
documented on the nutritional assessment.

’ Continued review of the 7/10/09 annual nutritional
; assessment at the 4:35 p.m., revealed it noted

_ the resident's current diet order as a “regular

| diet”, and failed to address the resident's 1800

1 401

See page 5.
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actually the currently prescribed at that time. The
| weight record reveaied aithough the resident had
' beenpmscﬂbedmacaloriemstﬂctaddietsmce
i 2008, he had experienced the following net
: weight gain:

6/2009 - 211
7/2008 - 210
B/2009 - 211
- 1072009 - 212
| 1172009 - 213
' 12/2009 - 218
| 2110 - 228
3/10-228
. 4110 225
; 5/10 - 225 ¥/4

| On 672110 at 4:30 p.m., the review of Resicent
' #1's quarterly nutrition assessment dated 4/30/10
revesled the rasident was obese. This
| assessment documented the resident's 10/2009
weight as 186 pounds, which was 26 pounds
below the 212 pounds documented on the
medical record welght chart for that same month.
: The assessment noted that the nutritionlst had
conducted meal observations and that the meals
strictly adhered to the menus and the resident's
calorie restriction. In the resident's quarterly
assessment dated 4/30/10, the nutrition summary
mentioned that Thorazine (200 mg BID,) had a
" patential drug nutrent interaction by causing
increased appatite and weight gain. Accurate
weight moniloring was recommended by the
nutritiontst. :

. At the time of the survey, however. there was no
evidence the consumption of snacks and edibie
behavioral reinforcers had been addressed, or

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA MULTI ONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: x2) PLEC TRU COMPLETED
A. BUILDING
B. WING
HFD03-0005 06/02/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
SYMBRAL FOUNDATION WASHING TON. Be 50002
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES iD ! PROVIDER'S PLAN OF CORRECTION :
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE OOI%?ETE
TAG REGULATORY OR LSC IDENTFYING INFORMATION) TAG i CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1
1401 ,! Continued From page 8§ 1 401 in addition welght record covering period identified was 6/18/10
! calorie diat for weight reduction which was sent to Nutritionist for review and the discrepancy in and ongoing

welght was addressed and the necessary amendmerit
reflacted on Nutritional Assessment as amended, An
accompanying letter was also sent requesting
Nutritionist to carefully evaluate weight records and
distary recommendations and ensure accurate weights
are reffected in Nutritional Assessments,

DON, LPN Charge Nurse, QMRP and House Manager
have baen re-inserviced by CEO to check all details a5
pravided in sach individual reports ss written by all
consuitants for acror and ensure corrections to the same
before filing documents In the individuai recards.

QA Team, DON, LPN Charge Nurse, QMRP and House
Manager wiil continua to monitor to ensure compliance,

azith Reguiation Administration
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1401 Continued From page 9 1 401 3. Clarification of diet by Nutritionist in addressing 7/1/10
* the effectiveness of Resident #1 welght reduction Psychologist's recommendation as per BSP will be and ongoing
had been closely monitored, forwarded to Psychologist.
It The GHMRP failed to ensure that the B5P will be amended to reflect dietary orders and
- interdisciplinary team, including a qualified specificity as per Nutritionist in reference to
| diatitian and physician determined how the use of providing edible snacks/treats for good behavior
food would ba monitored as integral a part of a and provide reinforcers. ,
ar:sgia:nnttz‘lm::agei Immlm behavior for 1DT to convene Pre-ISP meeting on 6/23/10 dietary
' ’ restriction will be discussed in reiation to BSP
Interviaw with the QMRP on 671710 at 5:07 p.m. recommendation, QMRP will recommend thata
| revealed that Resident #1's prescribed 1800 ' checklist be developed to monitor individual #1
. Calorie diet permitted him o have fruits and seiectlon of healthy snacks.
mgh;:n;;?dmnmsglt;g mmp ::;; the QA Team, QMRF, DON, LPN Case Manager, House
* able to have yogurt, fresh fruits, and tables Manager and direct care staff will monitor to
as snacks. Further discussion with QMRP and ensure compliance.
! the HM on 6/2/10 at approximately 3:54 p.m.,
i revealed the intardisciplinary team (1DT) had
. fecommended training for the resident on how to
select healthy snacks. According to staff, the
i resident was given snacks, however it had not
been required to document them, because it was
in his dietary plan,
On 6/2/10, at 1:50 p.m., review of Resident #1's
. behavior support plan (BSP) dated 8/3/09
raveaied it included differential reinforcement
procedures to address targeted behaviors. The
BSP further stated there should be a variable
interval schedule for reinforcement and to provide
a concrete reinforcer coupled with specific verbal
praise every 30 (+/- 10 minutes) for engaging in
. appropriate target behaviors,
These "Concrete reinforcers include:
- Edible treats: small amounts of items which
. (Resident #1) enjoys, consisting of nutritious
l snack foods.
ealth Regulation Adminmtration
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amounts of nutritious snack foods),

: recommendad to be used as reinforcers, had not

been included in the resident's 1800 calorie diet

pian. Continued record review at that time also

revealed a net weight gain of 13 pounds after the

! dietwas prescribed in 08. Review of the BSP on
6/2/10, at 1:50 p.m. revealed on 8/3/08 the iDT

- had approved the use of food as a reinforcer for

| positive behavior as a component of the BSP.

At the time of the survey, however, there was no
evidence a specific plan had been developed to
integrate and monitor foods provided as
reinforcers into the resident's weight reduction
diet.

IV. The GHMRP failed to ensure one of one
resident in the sample receivad timely treatment
services for the maintenance of Resident #1.

. Interview with staff on 6/1/10 at 4:02 p.m.,

| revealed that Resident #1 was mostly

' independent for tocthbrushing. Continued

| discussion with the staff revealed that the
resident had a new dental bridge.

I

{ Record review on 6/1/10 at 4:08 p.m., revealed a

SYMBRAL FOUNDATION WASHINGTON, DC 20002
o | SUMMARY STATEMENT OF DEFICIENCIES " PROVIDER'S PLAN OF CORRECTION L s
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATIDN) YAG CROSS-REFERENCED TO THE APPROPRIATE ‘ DATE
i DEFICIENCY)
1401 ' Continued From page 10 1 401 4. Meaitime protocol will be reviewed and updated i7/1/10
. Vary the concrete reinforcers, a.g. change the to reflect diet modifications as ordered by PCP, |an d ongoing
I reinforcer from nutritious drinks or water to fruit fo Nutritionist, Nursing Team, House Managers and
{ variety of ac‘tiviﬂgs to keep him focused on QMRP wiil continue to provide oversight on ;
. approprlate behavior." impiementation. Weekiy weights maondtoring are '
{ R | ; on 6/2/10 at 1:32 p.m. revealed a being done to assess the effectiveness of Nutritional I
6/1/10 physician's order for an 1800 calorie Management.
- Tegular diet (with fresh fruits and vegetables),
which was initially prescribed for weight loss on
I 3/30/09, On 87210 at 2:39 p.m., the review of the 1401, AC:
. GHMRP's menus cuiently being implement for Symbral Service Coordination Team (Nurses, House
Resident #1 revealed the edible treats {smali Manager and QMRP} wili follow up on the :ﬁ :50/ :going

scheduled upcoming dental appointment on
6/30/10 with a back-up plan to use another denta! )
provider for continuity of medical dental services, If
current provider cannot compiete care as
scheduled.
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~ 7/24/09 individual support plan (ISP)
recommendation that Resident #1 have a dental
scaling every six months, Continued record

~ review revealed the following information

j concemning the resident's dental health:

1

- a. 5/27/08 Oral examination - Heavy cakaulus;
patient needs scaling svery 4 months. Revisit
schaduled for §/24/08.

b. 8/21/09 - Resident went to dental office for
racafl visit to have scaling. He was not seen due
to the dentist having an emergency. He was,

| however, was given an appointment for 10/7/08.

i ¢. 10/7/09 - Dental examination revealed
moderate calculus deposits; needs scaling. adult
prophytaxis, polishing. The dentist also noted that
the resident had lost his "partial flipper” and that it
| needed to be replaced.

| Although the record reflected that the resident

~retumed to the dentist on 3/8/10, 4/20/10, and

428/10 for services related to the replacement of

his dental bridge, he did not receive the dental

scaling recommended on 5/27/09 or 10/7/08. On

| 4/28/10, the dentist again noted "Patient needs
scafing; will submit for prior approval and will call

: to schedule once approval for services retumns.

i

E Interview with the designated licensed practical

' nurse (DLPN) on 6/2/10 at 3.05 p.m. revealed

. that Resident #1's last dental scaling was

performed on 1/7/09. The DLPN stated that when

she telephoned the dentists office on 6/2/10, the

+ resident was then scheduled for an appointment

for a dental scaling on 6/30/10.

Al the time of the survey, there was ho evidence
that the GHMRP snsured that the Resident #1

I 401

See page 11.
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| received dental treatment services in accordance
' with the IDT recommendation for his dental
_ health.
i
[
] 1
i
i
F
|
|
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