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Surveyor: 21583 aﬂh‘&‘:\egxpﬂm-gﬁ c. }g& :
A recertification survey was conducted on 3500 whsﬁaﬁ'foﬂ. 4 o 0
October 25, 2010 through Octaber 28, 2010, Due P2t
to systemic deficient practices identified during )
the 2009 recertification survey, the State Agency
detarrined that the full survey process would be
utilized. A random sample of three dlients was
selected from a residential population of two _
males aind four famales with various degrees of . . -
intelleciual and/or developmental disabilities, w120 13/12/10
‘ ) This Standard will be met
The finrlings of the survey were based on as
observations in the home and two day programs, evidenced by:
interviews with staff in the home and the day 1. Imterview with Day
programs, as well as a review of the clinical, program Case Manager
administrative, and habilitative records; including and gbservation at the
a revritesw of the unusual incident/investigation site showed that Client
reports. #2's adaptive o T
W 120 | 483.41((e)(3) SERVICES PROVIDED WITH W120| . cquipmentis &t the da ;
OUTSIDE SOURCES program placéd inside 8
designated box tobe
The facilify must assure that outside services utilized by staff during
meet ths needs of each client. mealtitme. Additional
training will be
: ided to da
This STANDARD is not met as evidencad by gz;m smﬁ'ryegm-ding
Surveyar: 12301 usc of adaptive .
Based on abservation, interview and record cquipment during - -
review, the facility failed to ensure outside - mealtime, QMRP will .
services mat the needs of one of three clients in * ensuzs routinely Tollow
S . day program to énsure
The finding includes: complianice with cHent .
e . . #2's adaptive
The facilily failed to ensure that Client #2's day il L -
program impieémented tier mealtime protoco! equipment usage during
prescribed to increase her independence in mealtimhe as outlined.”
eating, 75 evidenced below:

ORATORY mnecm'r}s' OR PROVIDER/SUPPLIER REPRESENT, SIGNATURE :
L p
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b2

 deficency statemert ending-with an astirisk (-dendies a deficlency which the Institution may bo excused from comoting providing K &
=r safeguards provids sufficient pratection (o the patients, (See instructions.) Exoept for pureing homes, the findings stated above are di

gmfined that |
is 90 days

wing the date of survey whethar or.net @ plan of comrection is provided. For nuising homes, the above findings and plans of correction gre tisclossble 14
sfollowh_g_llm.dm:hesedowmms sre made available to the facliity. if deficiencias ana cited, an approved plan of comectien is requisiie to'continued .
Jramn participation. , R R .
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On Qctaber 25, 20170 at 5:12 p.m,, staff placed
Client #2's dinner plate on a Dycem mat on a tray
table in frent of her. The client then ate
independently with a built-up handle teaspoon
from a high sided plate to which a plate quard
was attached. During this time, a staff stood
beside her provided verbal prompts, and raked
the food together several times as the client
prepared fo scoop it. After the food on the plate
was finished, staff served the clierit dessertin a
scoop nowl. Staff then provided hand ever hand
(HOH) assistance to the dlient to drink her
beverage from a cup made of hard plastic.
During the meal, the client spilled some of the
pureed food onte the: bib that she was wearing,
howevar was able o feed herself with minimal
HOH assistance.

interview with the group home staff on October

25, 2010, at 5:40 p.m. revealed that Client #2 was |-

able fo feed herself with supervision and required
hand over hand assistance to prevent spillage
when crinking beverages, Staff indicated the
client raceived a large portion diet due to heavy
spitla'ga during her preferred self-feading of
meals.

On Oclober 26, 2010 at 12:22 p.m., Client #2 was |

observed independently eating a pureed diet with
a built-up handle teaspoon from a high sided
plate, using her left hand, A Dycem mat was
observad undemeath the plate on a round table,
which had been permanentty raised
approximately two Inches taller with two pieces of
wood. /is the client ate, the Instructor rotated the
plate to bring the food closer to her, however, the
client continued to spill food onto her bib as she
ate, When the client finished eating the food in

W 120
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the hign sided plate at 12:50 p.m_, the instructor
fed the client applesauce from a four cunce cup,
and heid two 2 four ounce portions of cranbarny
juice sarved in styrofoam cups for the client te
drink.

Interview with the classroom instructor on
October 26, 2010 at 12:55 p.m., indicated that
Client #2 did not use a plate guard, tray table,
scoap bowl, any special cup at the day program,
Staff also indicated that the client was unable ta
.| grasp the cup with applesauce or the styrofoam
cup duz to her limited use of her hands.

Review of Client #2's occupational therapy (OT)
assessment dated February 17, 2010 on October
27, 2010 at 11:15 a.m., revealed thet food is
placed on a bedside tray at the level of her mouth
to maks it easier to get the food into her mouth
without leaning forward. Further review of the
assess ment revealed she is able to eat
independently with a built up handle spoon and to
hoid a <up while drinking using her left hand.

On Ociober 26, 20710 at 1:00 p.m., review of
Client #2's mealtime protocol dated May 2010
developed by the speech and language
pathologist revealed "independent with
assistance from staff for eating and drinking.”
Recommendations for adaptive equipment
inciuded: Tray table, plate guard, and scoop bovd.
The review of the dient's day program individual
service plan (iSP) dated Qctober 2010 revealed
that she should be provided the aforemenfioned
equipment at mesitime. At the time of the survey,
there was no evidence that this equipment had
been provided at the day program to ensure
Client #2's mealtime protocol was accurately
implemented.
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RETARDATION PROFESSIONAL This Standard wili be met 11/12/10
Each client's active treatment progrém must be a8 -
integreted, coondinated and monitored by a evidenced by:
qualifind mental retardation professional. 3 The license
‘ Psychologist at home
This STANDARD is not met as evidenced by: aod day program will
coordina: L4

Surveyor: 21583 :

Based observation, interview, and racord review,
he facility failed to ensure the Qualified Mental
Retardation Profaessional (QMRP) coordinated,
integrated, and monitored services, for two of
three clients in the sample. (Clients #1 and #3)

The findings include:

1. The QMRP failed to collaborate with the day

program to ensure strategies identified in Client

5#2'; behavior support plan (BSP), as evidenced
W,

On Oclober 25, 2010, at 7:15 p.m., observation of
the evening medication administration revealed
Client #3 was observed to slap his face at least
five times without interventions from the facility’s
licensed practical nurse (LPN) and registerad
nursed (RN).

On QOclober 27, 2010, at 11:11 a.m., reviewof .~
Client #2's BSP dated December 12, 2009
revealed that the client has targeted behaviors
that inciuded physical aggression (hitting staff)
and seliinjurious behavior (face slapping).
Further review revealed that when the client
exhibits SIB behaviors, staff should tell the client
to stop the behavior.

Interview with the day program case manager

proactive measures
strategies outlined on
Clicnt #3’s behavior
support plan to ensure
similar strategies are
utitized at home and at
the day program.
Additional training will
be provided to all staff’
{(including nurscs) at
both sites to ensure
continuity of care.
QMRP will conduct
routine monitoring to
ensure intervention is
utilized as outlined on
the BSP. ' .
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(CM} on-October 26, 2010, at approximately
11:35 2.m_, revealed Client #3 had 2 8SP to
address his maladaptive behaviors of physical
aggression and self-injurious behavior thead -
siapping) which was completed by the day
program's psychologist

Review of the day program's BSP dsted
Seplember 30, 2010, confirmed the CM interview.
| Further review of the BSP revealed that whan

' Client #3 is engaged in head slapping,” staff
should stand behind him and block his attempts
at slapping his head while radirecting him to an
 activity which he ordinarily will readily do.

Further discussion with the QMRP on October 26,
2010 ai approximately 3:30 p.m., acknowledged
that difierent strategies were being implemented
by the (iay program and the facility to address

-| Glient #1's SIB (head slapping).

2_ [Cross Refer to W193]. The QNIRP failed to
ensure all staff were trained on Client #3's BSP.

3. [Cross refer to W242]. The QMRP failed to
ensure the individual program plan (JPP} included
} fraining in activiies of dental hygiene, forthent
#1.

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

Staff must be able to demonstrate the skills and
techniques necessary to administer interventions
fo manage the inappropriate behavior of clients.

This STANDARD is not met as evidenced by:
Surveyor: 21583

Based on obsetvation, interview, and record
review, the facility failed to ensure staff were

M CIS-2587(02-89) Previous Versions Cbaglale Evunt 10: KS4Y11 Facility I0; 09G119 Hf continuation sheet Page 5 of 16
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adequately trained to appropriately implement This. Standard wi ' -
interventions outlined in Client #3's Behavior as " Wl be met
Support Plan (BSP). | evidenced by:
The finding includes: g:f;ﬂ;ggwo?sﬁd
.y \ . . received frzini i
The facility falled to ensure interventions outlined T Aot oG on chiemt
in Client #3's BSP were correclly implemented, as OMRP wil mp?v;de .
evidenceo below: refresher- mzse to all staff
On Octobar 25, 2010, at 5:03 p.m., cbservation of 20 ensure sm?f:eﬁmmm?
the evening medication administration revealed @m:swﬁ?ﬁ d;ld;em °

the Registered Nurse (RN) gently placed her
hands on top of Client #3's hands for
approximately 5 to 10 seconds prior to giving him
his medication. The licensed practical nurse
{LPN) was observed to immediately redirect the
RN to remove her hands from Client #3's hand
while she (LPN) attempted to administar the
medicatior.

Approximately 20 seconds (ater, the RN stated
that Client #3 has a behavior of physical
aggression (striking staff) and that was why she
placed her hands gently on top of his. Continued
observations of the evening medication
administration at 7:15 p.m., revealed Client #3
was observed to slap his face at least five times
without interventions from the LPN/RN.

Interview with the facility’s RN again on October
27, 2010, at approximately 4:20 p.m., revealed
that she had bitefly reviewed Client #3's behavior
support plan (BSP), but had not received any
formal training on the BSP. [nterview with the
LPN on the same day at approximately 5:00 p.m.,
revealed that she was aware of Client #3's
maladaptive behaviors, but had not received any
formal training on his BSP.
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Review of Client #3's BSP dated December 12,
2009 reviewed on October 27, 2010 at 11:11
a.m., revealed that the client has targeted
behavinrs that included physical aggression
(hitting staff) and self-injurious behavior (face
slapping). Further review revealed that when the
client exhibits SIB behaviors, staff should tell the
client t» stop the behavior. Further review of the
BSP revealed staff should document on the data
cofiection form each time Client #3 exhibits any
targeted behaviors,

At the lime of the survey, there was no evidence .
that staff demonstrated competengy in
implementation of Client #3's BSP,
483.440(c)(B)(ii}) INDIVIDUAL PROGRAM PLAN

The individual program: plan must include, for
those chients who lack them, training in personal
sKills essentiat for privacy and independence
(including, but not limited to, toilet training,
personal hygiene, dental hygiene, self-feeding,
bathing, dressing, grooming, and communication
of basi: neegs), until it has been demonstrated
that the: client is developmentally incapable
acquiring them. :

This STANDARD is not met as evidenced by:
Surveyar: 12301 ’

Based on observation, staff interview and record
review, the facility failed to ensure each client's
individual program plan (IPP) included training in
activities of dental hyglene, for one of the three
clients in the sample. (Client #1)

The finding includes:

w193

W 242

W242
This Standard will be met

evidenced by:

' QMRP upon review of

medical records for client #1

hag developed a forrmal

program for oral hygiene

- | improvement. The

recommmendation was
esented and approved by

21/12/10
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Observation of Client #1 on Qciober 28, 2010 at
4:01 p.n. revealed that he was wheelchair
dependent. Interview with staff on October 25,
2010 al 5:59 p.m. revealed that the client required
physical assistance o meeét his daily needs in
toathbrushing, grooming, dressing, bathing, and
eating. .

interview with the LPN on Oclober 27, 2010 at -
3:55 p.1n. revealed the had been to the dentist’
several times since his admission to the group
home, however had received no treatment
servioe.:

Review of Cllent #1's medical record on October
27, 2010 at 1:10 p.m. revealed a nursing
recommendation that recommended the client
brush his teeth two to three fimes times & day.
Further discussion with the LPN revealed that the
client had a potential for poor oral hygiene and
should have his teeth brushed three times a day.
Interview with the QMRP on Ocfober 28, 2010 at
approximately 10:30 a.m.; however, oonﬁrmed
that Client #1 did not bave a fraining program to
address his dental hygiene.

There was no evidence the facility ensured the
client's iPP included training in activities of dentat
hygiene. to the extent of his capability.

W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 249

As soon as the interdisciptinary team has
formulated a dlient's individual program plan,
each client must receive a continuous active
treatment program consisting of necded
interventions and services in sufficient number
and freouency to suppoit the achievement of the
og;edwm identified in the individual program
plan
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with the interdisciplinary team (IDT)
| recommendations for one of three clients in the

 The finding includes:

Continuad From page 8

This STANDARD is not met as evidenced by:
Surveyor: 12301 '
Based on observation, interview, and record
review, the facility failed to ensure cantinuous
active treatment was implemented in accordance

sample. (Cfient #3)

[Cross refer to W193] The facility failed to ensure
interventions identified in Client #3's behavior
suppért plan were mns:stently implemented, as
evidenced below:

On Octeber 26, 2010, at 7:15 p.m., during the
medication administration, Client #3 was obsarved
to slap bis face at least five times without
interventions from the LPN/RN. Duringthe .
client's face slapping behavior, nursing staff were
not abserved to redirect the client.

On Qctoder 27, 2010, at approximately 4:22 p.m.
and §:02 p.m, respectively, interview with bath the
RN and the LPN revealed that they had briefly
reviewec Client #3's BSP, however had not been
formally irained on how to implement it.

Review of Client #3's BSP dated December 12,
2009, reviewed on October 27, 2010 at 11:11
a.m., revealed that the client's targeted behaviors
included physical aggression (hitting staff) and
self-injurous behavior (face slapping). Further

review revealed that when the client exhibited SIB |

behaviors, staff should tell the cllent to stop the

W 249 | W249

This Standard will be mzdt
as evidenced by:

Cross Referénce Wi93

11/1210
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behavior.
At the tima of the survey, there was no evidence -
that the nursing staff implemented strategies
identified in Client #3's B5P.
W 252 | 483.440(e)}{1) PROGRAM DOCUMENTATION W 252 | W252 . 1112519
. This Standard wili be met
Data relative to accomplishment of the criteria "af evidenced by!
specified in client individual program plan }
objectives must be documented in measurable Cross Reference W193
ferms. Cross Reference. W249
n addition, training - will be
) ‘ proﬂdedtoallataﬁ'onBSP
This STANDARD is riot met as evidenced by: Active Treatment Program
Surveyar: 21583 implementation/
Based onobservation, staff interview, and record documentation.
review, the fadility failed to ensure that each QMERP will contipne to
client's Individual Program Pian (IPP) objectives provide routine monitoring
was documented consistently and accurately for of program to cnsige staff is
one of three clients included in the sample. (Chiant in.compliance with trainisg
#3) P | agprovided.
The finding includes:
[Cross refer W193). On October 25, 2010, at7:15
p.m., observation of the evening medication
administration revealed Chent #3 siapped his face
at least five times without interventions from the
licensed practical nurse (LPN) and registered
nursa (RN).
-| O October 27, 2010, at approsdmately 4:22 p.m.
and 5:03 p.rn, respectively, interview with bath the
RN and the LPN revealed that they observed
Client #3 slapping his face. Further interview with
the RN and the LPN revealed they did not
document the client's behavior.
, | [
M CMS-2667(02.99) Previotis Verslons Obsotate Event ID:K8aY11 Fasiiity ID: DaG119. If continuation uhoen'Ffage 10ef 16
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On October 27, 2010, approximately .10 p.m., a
telephone interview was conducted with the
qualified mental retardation professional (QMRP).
According fo the QMRP, the facility's nursing staff |.
had nof received fraining on Client #3's BSP.
Further interview revealed that there was no
system to track Client #3's targeted behaviors
exhibited when he was with the nursing staff.

On Qctober 27, 2010 at 11:11 am., review of
Client¥3's BSP dated December 12, 2009,
revealed the following cbjective: ‘

-[Client #3] will decrease episades of SIB (face
- | slapping) to 0 incidents per month for twelve
consecutive months.

Accarding to the BSP, staff should doeument on
the data collection form each time Cllent #3
exhibits any targeted behaviors. Review of the
data collection sheets on the same day at
approximately 11:20 a.m. did notreflect Client
#3's face slapping which was observed on
October 25, 2010,

At the tme of the survey, there was no evidence
that dawa had been collected in accordance with
the BSI.

W'262 | 483.440(f)(3)(i)) PROGRAM MONITORING & W 262
CHANGE

The commitiee should review, approve, and
menitor individual pragrams designed to manage
inappropriate behavior and other programs that,
in the cpinion of the committee, Involve risks to
client proteclion and rights.

This STANDARD is not met as evidenced by

RM CMS-2567(02-99) Frevious Versionz Gbealets Event ID; KB4Y11 Fachty ID: 08G 119 if continuation sheet Page 11 of 16
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Surveyor: 21583 Tigis Standard will be et o
Based on obsertvation, interview and record a5
review the facility failed to provide evidence that evidenced by:
restrictive measures had been reviewed and/or
appraved by the Human Rights Committee Client #1, #2, and #3 is !
{HRC) for three of three clients inciuded in the schedule to be presented for |
samphk:. (Clients #1, #2, and #3) adaptive mealtime

The findings include:

The facility falled to provide evidence thatits HRC
monitcred and approved the use of adaptive
equipment for Clients #1, #2, and #3, as
evidenced below:

a. On Vctober 25, 2010 at 5:43 p.m., Client #1
was observed being fed a pureed diet from a
three section plate with a coated spoon, The
client was observed to receive his beverages
from a spout cup.

b. On ctober 25, 2010 at 5:12 p.m., Client #2
was obsarved to eat a pureed diet from a high
sided plate with a plate guard using a built up
handle spoon. She was also observed to use a
Dyeem vat on a tray table and to eatfroma  *
scoop bowl.

¢. On Qctober 25, 2010, at 6:20 p.m., Client #3
was observed to receive his dinner meal which
consisted of pureed In a divided plate. He was
also ohserved o be given an tnbreakable
teaspoon and a beverage with a straw.

Interview with the ficensed practical nurse (LPN)
who w:is observing the meal revealed that Client
#3 was blind, edentulous, and was at risk for
chioking and aspiration. Further interview with the
LPN revealed that the client required the above

equipment review at the next
HRC review, QMREP will
ensure apnual presentation
of adaptive fecding

| equipment to HRC to ensure

vompliance with individual
right as set forth.

DRM CMS-2557(02-99) Previous Varsions Obaalete

Event I0: K84Y11

Eacllity ID: 096118
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.| pravide svidence that the HRC had reviewed and

Caontinued From page 12

aforementioned feeding equipment to assist him
with his independence.

Intemew with the facility's Residential Director
and the QMRP on October 28, 2010, at
approximately 12:00 p.m. revealed that the HRC
had reviewed and approved the use of the
adaptive: eguipment for the client, however the
minutes of the meeting were not avaifable.

Review of the facility's HRC minutes from
Qctober 2009 to October 2010 on October 27,
2010, al 3:10 p.m., failed to provide evidence that
the feeding equipment had been reviewed and
approved to ensure Client #3's nghts were
protected.

At the time of the survey, the facilily failed to

approved the use of the adaptive feeding
equipment for the ¢clients.

483.460(g)(2) COMPREHENSIVE DENTAL
TREATMENT ]

The faciity must ensure comprehensive dental
treatment services that include dental care
needed for refief of pain and infections,
restoraton of eeth, and maintenance of dental
health,

This STANDARD is not met as evidenced by:
Surveyor: 12301

Based cn interview and record review, the facility
failed to ensure timely treatment services for the
maintenance of dental healtti for one of three
clients in the sarple. (Client #1)

The finding includes:

W 262

W'356

M CMS-2587(02-99) Provious Verslons Obsolete

Event ID: K8AY11

Facdity ID: 04G119
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On October 26, 2010 at 6:40 p.m., interview with as .
the qualified mental retardation professional evidenced by:
(QMRP! revealed that Client #1 was admitted ta . .
the facility as an interagency transfer on February Clienit #1 received a grose
|1, 2010, ‘ ) debridement formi the dentist
- on 11/8/10, In addition,
On October 25, 2010 at 7:26 p.m., recondiiiation QMRE bas developed oral
of the medication administration with the hygiene program to SSUre
physician's orders revealed that Client #1 was client #1 reccive good oral
prescribed an antiseptic mouth cleanser (Oral bygiene care through .
peroxide) 10 % solution, Glyoxide 10 % twice brushing of {ndividual #1 .
daily. teeth after sach meal to
‘ : ensure good maintenance of
Interview with the LPN on Qctaber 27, 2010 at teeth when there is lapse
3:55 p.m. revealed that the Gly-Oxiie® may be  between dentel visit, In :
used routinely to improve oral hygiene as an aid future, Medical personnel
to regular brushing. Continued interview-with the _will follow up with DDS for |
LPN revealed that prior to the client's transfer to additional assistance when !
the group home, the client had been to the dentist Medicaid approval is
several times, however the medicaid approval delayed. ‘
had not been received,
Record review on October 27, 2010 at at 1:10
p.m. revealed a recommendation by the primary
care physician that the client be provided a dentat
consultation every 6 months. Furtherrecord
- | review revealed Client #1's last dental scaling had
been performed on December 9, 2008, The
client went to the dentist after his admission.to his
present group home, however had received no
treatment. The consuliation reports revealed the
fallowing:
May 4, 2010; Reason for referral: Follow-up visit |
- sealing, Current treatment: perio-evaluation,
. prophylaxis, bleeding index. Finding: Patient -
unable o take Panorex. Patient needs scaling.
Will submit preauthorization for medical approval.
M CMS-2557(02-99) Previous Versions Obsalete Event [D:KBAY11 Faciity 1 05G119 ¥f coninuation sheet Page 14 of 16
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Will eall to reschedule once returned.
At the ime of the survey, there was no avidence
that the Ciient#1 had received dental trealment
services in accordance with his needs.
5999 | FINAL QOBSERVATIONS wWagse9

Surveyer: 12301

The foliowing observation were made during the
survey process. Itis recommended that this area
 be reviewed and a determination be made
regarding appropriate action to prevent potential
non-conipliant practices:

1. On October 25, 2010 at 5:38 p.m., staff
provided hand over hand assistance io Client #2
to drink her beverage from hard plastic type
drinking cup. Interview with the group home staff.
on October 25, 2010 at 5:40 p.m. revealed that
Client #:2 required hand over hand assistance to
prevent spillage when drinking beverages. On
October 26, 2010 at 12:50 p.m., the day program
instructor held two 2 four ounce portions of
cranbeny julce served in styrofoam cups for the
client to drink after her meal. The DP instructor
revealed that the client was not able to grasp a
disposable cup and that the beverage was
presented in this manner to prevent the client
from spilling it

On October 27, 2010 at 4:39 p.m., review of the
mealtime protocol dated May 2010 and the
speech and [anguage assessment dated October
3, 2010 revealed the client should receive liquids
after cornpletion of her meal to prevent
regurgitation. Further review of the clienf's speech
and language assessment dated October 3, 2010
revealed the client had significant spiliage of
beverages during meals, however it falled to

M CMS-2587({02-99) Pravicus Versions Obsolele Event ID; KBaY11 Facility i) 09G110 ) if continuation shest Page 15 of 16
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survey, however, there was no evidence that a
standani protocal had been established for an

same manner in all setlings.

| specify {he most optimum type.of drinking utensii
fo minimize the client's spililage. Atthe time of the

optimum type of drinking utensil(s) for the client,
to ensure beverages were'presented to her in the

I CMS-2567(02-9%9) Praviows Versions Obsoles

Everd ID: KB4Y 11

Fecilty ID; 09G118
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INITIAL COMMENTS

Surveyor: 12301

A ficensure survey was conducted from October
25, 2010 to October 28, 2010. A random
sampliny of three residents was selected from a
current restdential population of two malas and
four females with various levels of mental
retardation and disabilities.

The findings of the survey were based on
abservations at the group home and two day
programs, interviews with residents and staff, and
the review of dinical and administrative records,

ncluding incident reports.

3508.1 ADMINISTRATIVE SUPPORT

Each GHMRP shall provide adequate
administrative support to efficienlly meet the
needs of the residents as required by their
Habilitation plans.

This Stawte is not met as evidenced by:
Surveyo~ 12301

Based avservation, interview, and record review,
the Group Home for Mentally Retarded Persons
(GHMRY) failed to ensure the Qualified Mental
Retardation Professional (QMRP) coordinated,
integrated, and monitored services, for two of
three residents in the sample. (Residents #1 and
#3)

The findings include:

1. The QMRP failed fo colfaborate with the day
program (o ensure strategies identified in .
Resident #3's behavior support plan (BSP), as
evidenced below:

On Qctober 25, 2010, at 7:15 p.m., observation of

1000

{180

3508.1 ' | ‘ 11/12/10
This Stature will be met as )
evidenced by:

Cross reference W159

Cross reference W193
Cross reference W252
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" | slapping).

Continued From page 1

the evening medication administration revealed
Resident #3 was observed to slap his face at
least five imes without interventions from the
GHMRP's licensed practical nurse (LPN) and
registered nursed (RN).

On October 27, 2010, at 11:11 a.m., review of
Resident #2's BSP dated December 12, 2009
revealed that the resident has targeted behaviors
that inc:luded physical aggression (hitting staff)
and self-injurious behavicr {face slapping).
Further review revealed that when the resident
exhibits SIB behaviors, staff should tell the
resident to stop the behavior.

Interview with the day program case manager
(GM) on October 26, 20106, at appraximately
11:35 a.m., revealed Resident #3 had a BSP to
address his maladaptive behaviors of physical
aggression and self-injurious behavior (head
slapping) which was completed by the day
program's psychologist.

Review of the day program's BSP dated
September 30, 2010, confirmed the CM interview,
Further review of the BSP revealed that when
Resident #3 is engaged in head slapping,” staff
should stand behind him and biock his attempts
at slapping his haad while redirecting him to an
activity which he ordinarily will readily do.

Further discussion with the QMRP on Octéber
26, 2010 at approximately 3:30 p.m.,
acknowledged that different stirategies were being
implemented by the day program and the
GHMRP to address Resident #1's SIB (head

2. [Crass Refer 1o 10229). The QGMRP failed to

ensure all staff were trained on Resident #3's

1180

alth Regulation Admmistration
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Continued From page 2 '
BSP.

3. [Cress refer to 10432). The QMRP failed to
ensuro the individual program plan (IPP) included
training In activities of dentat hygiene, for
Resident #1.

3510.!i(d) STAFF TRAINING

Each training program shall include, but not be
fimited to, the following:

(d) Emergency procadures including first aid,
cardicpulmonaty resuscitation (OPR), the
Heimlich maneuver, disaster plans and fire
evacuafion plans;

This Statute is not met as evidenced by:
Survevar: 12301

Basec on staff interview and record review, the
Group Home for Mentally Retarded Persons
(GHMRP) failed to ensure one of seven nurses:
working in the GHMRP had current training to
implement emergency measures. (Nurse #4)

The findings include:

During the entrance conference on October 25,
2010 at 6:40 p.m,, the Qualified Mental
Retardation Professional (QMRP) was requested
to obtain the training records for staff working in
the GHMRP,

Record review on October 27, 2010 at 4:17 p.m.
revealad the GHMRP failed to provide evidenca
that orie licensed practical nurse (Nurse #4) had
a current certification on Cardiopulmonary
Resuscitation (CPR).

1180

3510.5(d)
1227 ‘ ,
This Stature will be met as
evidenced Cbgi{ ) cartent
Employee 15 oW

a:? hasyiecn placed on file.
Human Resources department
will continue to track moaitor
status of all employees’ CPR 10
ensure annual training in
accordance with policy

1171210
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interview with the residential manager on October
28, 2010 at-10:17 a.m. revealed the CPR
certification for Nurse #4 was not avallable for
feview. 11/12/10
1225 3510.5(1) STAFF TRAINING § 229 3510.5(f)

Each training program shall inciude, but not be
limited to, the following:

() Specialty areas related to the GHMRP and the
residents to be served including, but not limited
0, behavior management, sexuaiity, nutrition,
recreation, total communications, and assistive '
technolngies;

This Statute is not met as evidenced by.
Surveyor; 12301

Based on observation, interview, and record
review, the Group Home for Mentally Retarded
Persons (GHMRP) faited to ensure staff were
adequately trained to appropriately implement
interventions outiined in Resident #3's Behavior
Suppori Plan (BSP).

The finding includes:

The GHMRP failed to ensure the nursing staff
were trained on interventions outfined in Restdent
#3's BSP, as evidenced below.

On October 25, 2010, at 5:03 p.m., observation of
the evening medication administration revealed
the Registered Nurse (RN) gently placed hes
hands on top of Resident #3's hands for
approxXimately 5 to 10 seconds prior to giving him
his medication. The licensed practical nurse
{LPN) was observed to immediately redirect the
RN to remove her hands from the resident's hand

L

' This Stature will be met as
1 evidenced by:
Cross reference W193
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while she (LPN) attempted to administer the
medication.

Approximately 20 seconds later, the RN stated
that the resident has a behavior of physical
aggression (striking staff) and that was why she
placed her hands gently on top of his. Continued

| observations of the evening medication

administration at 7:15 p.m., revesled the resident
was.obsarved to slap his face at least five times
without interventions from the LPN/RN,

Interview with the GHMRP's RN again on
October 27, 2018, at approximately 4:20 p.m.,
revealed that she had briefly reviewed Resident
#3's behavior support plan (BSP), but had not
receiveri any formal training on the BSP.

 Interview with the LPN on the same day at

approximately 5:00 p.m., revealed that she was
aware of the resident's maladaptive behaviors,
but had not received any formal training on his -
BSP.

Review of Resident #3's BSP dated December
12, 2009 reviewed on October 27, 2040 at 11:11
a.m., revealed that the resident has targeted
behaviors that included physical aggression .
(hitting staff} and sel-injurious betavior {face
slapping). Further review revealed that when the
resident exhibits SIB behaviors, staff should telf
the resident to stop the behavior. Further review
of the BSP revealed staff should document on the
data collection form each time the resident
exhibits any targeted hehaviors.

At the tme of the survey, thers was no evidence
that staff demonstrated competency in
implementation of Resident #3's BSP.

3512.2 RECORDKEEPING: GENERAL
PROVISIONS

_1229

261
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. This Stature will be met as :
Each record shalt be keptin a centralized file and evidenced by
made available at all times for inspection and Cross reference W262
review by personnel of authorized regulatory QMRP will maintain a cOpy of
agencies. Human Rights Copymittee
Review minutes on file at the
This Statute is not metas evidenced by: group horne site to ensure timely
Surveyar: 12301 L presentation of record.
Based ¢n interview and recofd review, the Group
Home for Persons with Mental Retardafion
(GHMR=) failed to make available for review
minutes of the specially constitutes comimittee
(Human Righits Committee), for three of three
residenis in the sample (Residents #1, #2, and
#3)
The finding includes:
On Octaber 25, 2010, at 6:40 p.m., the qualified
mental retardation professional agreed to make
available for review the records required to
conduct the licansure survey.
Review of the GHMRFP'S racords on October 27,
2010 dl 4:50 p.m. revealed the minutes of the
specially constituted commiittee approving the
use of adaptive eating equipment were not
availabie for Residents #1, #2, and #3. No
additional information was presented before the
survey =nded on October 28, 2010. .
. 111218
| 405] 3520.7 PROFESSION SERVICES: GENERAL } 405 35207 . :
PROVISIONS This Stature will be met as
< . evidenced by:
Professional services shall be provided by Cross reference W356
programns operated by the GHMRP or personnel
employed by the GHMRP or by arrangements g
petween the GHMRP and other service providers, o' -
| including both public and private agencies and
individual practitioners.
Jealth [Kegulaton Administration .
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This Statute is notmet as evidenced by
Surveyor: 12301

falled to ansure that professional services were
provided in accordance with the needs of one of
three residents in sample. (Resident #1)

The findng includes:

' The faciity failed to ensure that the dental
provider met the necds of Resident #1 as
evidenced below:

the qualified mental retardation professional

1o the facility as an interagency transfer on
Februars 1, 2010,

On October 25, 2010 at 7:25 p.m., reconciliation
of the madication administration with the

prescribed an antiseptic mouth cleanser (Oral
peroxide) 10 % solution, Giyoxide 10 % twice
daily.

Interview with the LPN on Octaber 27, 2010 at
3:55 p.m. revealed that the Gly-Oxide® may be

LPN revealed that priar to the resident's transer
fo the group home, the resident had been to the
dentist several times, however the medicaid
approval had not been received.,

Record review on October 27, 2010 at at 1:10
p.m. revealed a recommendation by the pimary
care physician that the resident be providede a
dental consultation every 6 months. Further

Based on interview and record review, the facility

On October 25, 2010 at 6:40 p.m., inferview with
(QMRP) reveaied that Resident #1 was admitted

physician's orders revealed that Resident #1 was

used routinely to improve aral hygiene as an aid - '
1o regular brushing. Continued interview with the

1405
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record review revealed Resident #1's last dental
scaling had been performed on December 9,
2008. The resident want to the dentist after his's
admission to his present group hame, however
had received no treatment. The consultation
reporis revealed the following:

May 4, 2010: Reason for referral; Follow-up visit
- sealing. Current treatment: peric-evaluation,
prophyiaxis, bieeding index. Finding: Patlent
unable to take Panorex. Patient needs scaling.
Will submit preauthorization for medical approval.
Wil call to reschedule once returned. -

At the tme of the survey, there was no evidence
that the Resident #1 had received dental
treatment services in accordance with his needs,

3521.7|c) HABILITATION AND TRAINING

The habilitation and training of residents by the
GHMRI* shall inciude, when appropfiate, but not
be limited to, the following areas:

(¢) Personal hygiene (including washing, bathing,
shampooing, brushing teeth, and menstrual
care),

This Statute is not met as evidenced by:
Surveyor: 12301

Based on observation, staff interview and record
teview, the Group Home for Persons with Mental
Retardation (GHMRP) failed to ensure the
habilitaton and training of residents included
include, when appropriate, but not be limited to,
the foliowing area for one of the three resldents in
the sample. (Resident #1)

The finding is: -

. 1405

- {432

3521

2

L

(e}

This Stature will be met as
evidenced by:

Reference W252
, reference W369.

SRS LTI |
11/12/19
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(o) Personal hygiene (including......brushing
teeth.... )

The GHMRP to ensure Resident #3's indidual
program plan {IPP) included training in activities
of dental hygiene, as evidgenced below:

Observation of Resident #1 on October 25, 2010
at 4:01 n.m. revealed that he was wheelchair
dependant. Interview with staff an October 25,
2010 at 5:59 p.m. revealed that the resident
required physical assistance to meset his daily
needs i ioothbrushing, grooming, dressing,
bathing. and eating.

Interview with the LPN on QOctober 27, 2010 at
| 3:55 p.m. revealed the had been to the dentist
several imes since his admission to the group
home, however had received no treatment . |
services,

Review of Resident #1's medical record on ' |
October 27, 2010 at 1:10 p.m. revealed a aursing :
recommendation that the resident brush his teeth
two to three times times a day. Further
discussion with the LPN revealed that the
residen! had a potential for poor oral hygiene and
should have his teeth brushed three times a day.
Interview with the QMRP on October 28, 2010 at
approximatety 10:30 a.m_; however, confirmed
that Resident #1 did not have a training program
to address his dental hygiene.

There was no evidence the GHMRP ensured the - |
resideni's IPP included training in activities of
dental hygiene, 1o the extent of his capability
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