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|
A recertification survey was conducted on
December 14, 2010, through December 16, 2010| i
Due to systemic deficlent practices identified [}
during the August 2010 investigation, the State | .
Agency determined that the full survey process l ; oi\-\eﬁ““ ki ta‘i"“
would be utilized. A random sample of four o NG
clients was selected from a residential population J , Da@on& ¢ !
of seven females with various degrees of | i WR@“WG co® oS-I
inteliectual disabilities. | e

L.
=

The findings of the survey were based on ! i We® z. |\
observations in the home and one day program, | : e
interviews with staff in the home and one day I Z .
program, as well as a review of the clinicai, TS : i |
administrative, and habilitative recards, including ‘ : .
a review of the unusual incident reports. ! i
W 159 483.430(a) QUALIFIED MENTAL w158,
- RETARDATION PROFESSIONAL . '

Each client's active treatment program must be
integrated, coordinated and monitcred by a
gualified mental retardation professional. (|

. This STANDARD is not met as evidenced by:
Based on observation, interview, and record
review, the facility's qualified mental retardation
professional (QMRP) failed {o ensure each
chient's active treatment program was integrated, ||
coordinated and monitored by a gualified mental | .
retardation professional for five of seven clients i
resjiding in the facility. (Clients #1, 3, #4, #6, and i i
#7 it

The finding includes:

1. Cross Refer to W436. The QMRP falledto | L. Seerespanse to WA36, - Js/,
ensure that clients’ prescribed adaptive eI

ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {x6) DATE
e ; : o o :
//%,,49-4-,:_ A %’f’?j{%ﬁﬂ_ | t%,/gf 5%4‘?7’.&{?’;)3;2- ya f Fozo— //f//)

i 1 o = :
\ny deficiency statement ending with an aslerisk ()} denotes a deficiency which the institution may be excused from corredting providing, i is determined that
ther safeguards provide sufficient protaction to the palients. (See instructions.) Excapt for nursing homes, the findings stated abo\.reQE?e disciosabia SO days
ollowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of coneglign are disciosable 14
lays following the date these documents are made avaitable to the facility. If deficiencles are cited, an approved plan of correction is equisite to coatinued
srogram participation. |
|
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equipment (i.e. wheelchairs, chest harness, lap
trays, etc...) were maintained in good condition,
for Clients #1, #4, #6, and #7.

2. Cross refer to W252. The QMRP failed to
ensure that data was consistently and accurately

raintained to monitor Client #3's tolerance of her i

wrist splints.
483.440(e)(1) PROGRAM DOCUMENTATION

" Data relative {o accomplishment of the criteria

specified in client individuz! pregram plan
objectives must be documented in measurable
terms.

This STANDARD is not met as evidenced by:
Based on observaticn, interview, and record
review, the facility failed to ensure consistent
documentation of progress on the Individual

. Program Pian (IPP} objective, for ane of four

clients in the sample. (Client #3)
The finding includes:
The facifity failed to ensure that data required to

monitor Client #3's tolerance of her wrist splints
was consistenty and accurately maintained.

|

Qbservation in Client #3's bedroom on December I
i

14, 2010, at 3.30 p.m. revealed bilateral wrist
splints. Later that day, interview with staff at 4.57
p.m. revealed that the client wore them at night
while she was sieeping.

on December 15, 2010, at 2:05 p.m. revealed the

client had a treatment order to "wear resting hand

Interview with the Licensed Practical Nurse (LPN) :
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W 252 ‘ _
: The QMRP will retrain all staff, inclyding
i LPN staff, on use of the sphnrs and
" documentation of usage. The QMRP jwill |
provide data and reports to the clinicihd to ’
| ensure that ke has the information ne¢ded to
i make appropriate clinical decisions. J“h
Director of Residential Services (DRS) Wil
: meoenitor for three months 1o ensure )
compliance, = A L J/f//
s i
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* Further review of the active treatment

W 252 Continued From page 2 K

splints to both hands from 9:00 p.m. to 5:00 am."” |
The nurse indicated that the client was to
gradually increase the amount of time she
tolerated the splints up io B hours. Continued
discussion with the LPN at approximately 2:50 |
p.m. indicated staff should monitor the client's |
tolerance of the wrist splints and document iton |
the data collection form. Dunng this discussion, |
the qualified mental retardation professional I
{(QMRP) stated that staff reporied that the client
hollered at times and did not want to wear the
wrist splints.

Record review on December 15, 2010, at2:05
p.m. revealed a physicai therapy (PT) goal dated |
September 2010 which documented that Client |
#3 will tolerate wearing wrist resting splints. |
According to the objective, the client "will wear the

resting splints from 9:00 p.m. to 5:00 a.m.” I
documentation form revealed that daity staff i
should "document the number of hours the client |

_wore the brace," or if there was "no response.” |

On December 15, 2010, at 3:10 p.m., the data
coliection revealed the client wore the braces
eight days in August 2014, five days in

- September 2010, and five days in October 2010.

At the time of the survey, the facility failed to
provide evidence that y ensured data was N
collected in a manner {o acourately monitor the |
client’s tolerance of her splints, :
483.460(g)(2) COMPREHENSIVE DENTAL |
TREATMENT |

The facility must ensure comprehensive dental
treatment services that include dental care
needed for relief of pain and infeclions,

" restoration of teeth, and maintenance of dentat

W 252"
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This STANDARD is not met as evidenced by:
Based on abservation, interview, and record
review, the facility failed to ensure timely
comprehensive treatment services for the
maintenance of dental health, for one of the four
clients in the sample. (Client #1)

The finding includes:

On December 14, 2010, at 12:05 p.m.,
observalions conducted at the day program
revealed Chent#1's was observed to have a
heavy build up plaque and discoloration
{yellowish) around her teeth. Review of Client
#1's medical record on December 15, 2010, at
approximately 11:10 a.m., revealed a dental
consuttation dated March 2, 2010. The dentist
noted "moderate calculus deposit, Patient needs
scaling, will submit Pre-guthorization far
approval..." Please call if we have nct contacted
you in two months. Further record review
revealed the client went back to the dentist on
July 19, 2010. The dental consultation noted,
"Patient has very poor oral hygiene. Large
deposits of plaque and calculus present on all
teeth surfaces. Diagnoses: Halitosis/Periodontitis.
Full mouth scaling is indicated. Preauthonzation
reguest will be submitted...”

Interview with the qualified mental retardation
professional (QMRP) on December 16, 2010, at
approximatety 1:20 p.m., revealed thal the client
had not returned back to the dental office since
July 19, 2010. Further interview with the QMRP
revealed that Chient #1 had not received any
dental treatment since May 11, 2009, over 9

. The QMRP and RN will ensure that o
" dental consult recommends a treatment
requires pre-authorization,| the Nurse will
: coordinate with the dental office to ensure that
* the pre-authorization request is submiltdd dt
_ the time the reconunendation is made|
_ an appointment is secured to coincide
expected date of the approval so thai the
approval does not expire before the
appointment occurs. The Director of
" {DN) and the DRS will track all such
submissions and appointments at week
, staffing meetings to ensure compliancy

th@

withithe :

NUrsing

Iy
,and to .
ineeded. R

l;_l.hat

1d ithat
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months [ater. The QMRP stated that the client
had a dental appointment scheduled for January
24, 2011, preauthorization pending. At the time

of the survey, the facility failled to ensure Client #1 } i

received timely dental services follow-up.
483.460(m)(2){ii) DRUG LABELING

" The facility must remove from use drug

containers with worn, illegible, or missing labels,

This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
facility failed to remeve medications that had
missing labels from it's use, for two of the four
clients in the sample. (Clients #2 and #4)

The findings include:

1. On December 15. 2010, at approximately 8:02 :

a.m., the Licensed Practical Nurse (LPN) was
observed to place a botile of Oxcambazepine
Oral Suspension 300 mg/5ml with a torn/missing
label on the kitchen ecunter. During 2 face fo
face interview with the LPN on Dacember 15,
2010 at approximately 7:50 a.m. it was
acknowledged that the botile of Oxcambazepine
Qral Suspension 300 mg/5ml had a torn/missing
fabel and belonged to Client #4. Further interview
revealed the phamacist would be nciified and the
bottle of Oxcambazepine Oral Suspension 300
mg/5Smi would be replaced.

There was no evidence that the facility removed
all medications that had torn labels from use.

2. On December 15, 2010, at approximately
11:10 a.m., the LPN was observed to place a

bottle of Nasoex Spray 100 meg. with a tom label ; |

| wa3ss,

wagt

!- r q

‘-) weekly to ensure quality and accuracy

- DON will train all nursing staff to alert
when medicines have damaged or misg

labels, and she will ensure they are Tep

compliance.

A, ee # i abot:

The DON will observe med pass at Jedst

}\er

i

zﬁcid by
. the pharmacy. The Medical Director anc’ DRS
¢ will spot check for three months to enslire

'll'he

: =My
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on the kitchen counter. During a face to face |
interview with the LPN on December 15, 2010 at | .
approximately 11:12 a.m. it was acknowledged
that the bottle of Nasoex Spray 100 meg. had a |
tarn label and belonged to Client #2. Further k
interview revealed the pharmacist would be
notified and the bottle of Nasoex Spray 100 meg |
would be replaced.

|
There was no evidence that the facility removed
all medications that had torn labels from use.

483.470(g)(2) SPACE AND EQUIPMENT

The facility must fumish, maintain in good repair,
and teach clients fo use and to make informed
choices abaut the use of dentures, eyeglasses,
hearing and other communications aidgs, braces, |
and other devices identified by the '
interdisciplinary team as needed by the client. |

This STANDARD is not met as evidenced by:
Hased on observation, interview and record
review, the facility failed to fumish and maintain in |
good condition wheelchairs, chest hamesses, 2
lap tray, and foot rests as prescribed, for four of
the seven clients in the facility. (Clients #1, #2, |
#6, #7) 'l

The findings include;

1. The facility failed to furmish and maintain in
conditicn Client #1's wheglchair, as evidenced
below:

On December 14, 2010, at 12:08 p.m., N
cobservations conducted at the day program
revealed Client #1 sitting in a wheelchair witha | |

W 391

W 436

‘assessments are completed on time

[
|

1. The QMRP will complete an ad%pﬁv'
equipment assessment for ¢ach indiyitdual
weekly, The QMRP will submit the
assessment to the DRS and the apprpgriate
clinician (if required) and vendor immediately
upon noting that repair is needed. Prdactively,

the QMRP will seek trammr.: and rification
on how to clean various adaptwe uipment
components such as the chest harneks|to-
ensure that they are not damaged d

good working order as well as ¢l

DRS will follow up weekly te ensure that the
#nld that

the vendor has all authorizations and (fhmcal
specifications required to complete repairs in
the carligst possible timeframe, |

2/3 /y
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lap tray awaiting lunch. When asked if there werg .
any issues/concems regarding Client #2°s ‘ '
wheelchair, the classraom coordinator (CC)
Indicated that the left strap for the chest hamess || 5 ;
would not snap into place, the lap fray was 1
broken, and the wheelchair had a worn out cable
which caused the wheelchair to tip backwards if
you pressed down on firmly. This was verified |
through closer observations of the client's '
wheelchalr at approximately 12:14 p.m. In
addition, black duck tape was also observed on |,
the wheelchair foot rest, arm rest, and on the side|
of the seating syslem.

" Interview with the day program’s case manager i i
{CM) on the December 14, 2010, at : ' :
approximately 12: 50 p.m., revealed that he
communicated this concern with the facility [
through the day program'’s "intra-Agency f
Communication” form on May 12, 2010. Further |
interview revealed that the day program’s physical ;
therapist (PT) had assessed Client #2's |
wheelchair on May 10, 2010, at the day program. | t
According to the PT note the "client requires {

- multiple repairs to her wheelchair. Siaff complain |
that the wheelchair tilts spontaneously. Staff
reponrted this poses a safely risk as the i
wheelchair will tilt guring transfers and pushing '
the wheelchair. Please repair the hydraulics.”

1
!

Interview with the facility's qualified mental )
retardation professional (QMRP) on December | ’
14, 2010, at approximately 5:15 p.m., revealed
that she had not received any communication | !
form from the day program regarding Client #2's
recent wheelchair concems. The QMRP

indicated that she was not aware that the clienfs .|
wheelchair would tilt backwards when heavy !
pressure was applied and that the left chest ! |

RM CMS-2567(D2-89) Previous Varsions Obsolete Even! ID: 781Y11 | Fadility ID- 08G124 If ccnlinuafiun sheel Page 7 of 11
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approximately 5:20 p.m.

harmess strap would not snap into place. When
asked to see 2 wheelchair evaluation form, the
QMRP was not able to produce one. At

, the QMRP stated that
she latked with the PT via telephone and he
stated that he would evaluate Clent #1's

wheelchair at the day program on Decembar 15,

2010.

Interview with the residential director (RD) on
December 14, 2010, at approximately 5:30 p.m.,

revealed that Client #1's
wheelchair repairs since

verfied through record verification of the facility's |

has had numerous
May 2010. (This was

adaptive equipment iog book on December 15,
2010, atapproximately 9:30 a.m.). The RD
indicated that the facility's PT assessment dated
September 2010 recommended that Client #1
would benefit from a new wheelchair. However,
the assessment did not state the condition of the
wheelchair at that time. The RD stated that a

719a form was submitted for a new wheeichair for

the client on October 6, 2010. This was also
verified through record review and a telephone
interview with the facility’s office personnel on
December 15, 2010 at approximately 10:00 a.m.

On December 15, 2010, at approximately 12:20
p.m., the OQMRP provided the surveyor with a
copy of the physical therapist evaluation dated
December 15, 2010 of Client #1's wheelchair

which noted the following

wheelchzair conditions:

a. Seating System - Molded system is worn. The
back is superior and does not fit her deformity.

b. Hydraulics - The seat will spontanecusly tilt
back. The hydraulics is darmaged.
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¢. Arm Rest - The left anm rest dees not remove
. because it is pressed against the seat, Thereis
tape over left arm rest cushion.

d. Wheeis/Tires - All four tires are wom.

e. Chest Hamess - The left lower dip does not |
' secure l
i

f. Headresi - Misaligned

g. Lap tray - Lefl anmn rest bracket is broken. :
Right bracket is misaligned. l

~h. Gther parts - no anti-tippers

Recommendations: New wheelchair with custom
moided seating system. Align her back cushion
and headrest. Repair hydraulics, Align left arm
rest. New left arm rest cushion. Replace with
four new tires. The clients needs a new iower
- ¢chest hamess dip. New arm rest bracket on lap
“tray.

- A second interview with the QMRP on December |
15, 2010, al approximately 1:00 p.m., revealed
that the client would remain home effeclive
December 16, 2010 until the ¢old wheekhair was !
repaired or until a new wheelchair was
purchased. The QMRP also stated that the oid

- wheelchair would be repaired by an oulside
service technician. This was also verified through
interview with the service technician an
December 15, 2010, at approximately 1:30 p.m.
The QMRP stated that she would forward the
information to the departrnent of health (DOH)
once services are rendered.

At the time of the survey, there was no evidence

VW 436

|

1
|
|
i
{
i
1
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W 436 Continued From page 8 | W43s |
that Client #1's wheelchair was maintained in i _:'
i good repair. ; i
| ! i ' ,
| 2. The facility failed to ensure Client #7's : 2, See response to #1. ’5)‘/3_/”.

wheelchair was maintained in good repair.

Observations of Client #7's wheelchair on |
- December 16, 2010, at 1:55 p.m., revealed the ||
left wheelchair tire was worn. In addltlon the foot !
' rest was ripped which was covered with black _
"tape. This was acknowledged by the residential {
director (RD) who cbserved the client's !
_ wheelchair with the surveyor on the same day.

EY The facility failed to ensure Client #'s
- wheelchair was maintained in good repair.

December 16, 2010, at 2:20 p.m., revealed the
wheelchair needed covers for the hard breaks. ‘
This was acknowledged by the RD who abserved' !
the wheelchair with the surveyor on the same
day.

Observations of Client #6's wheelchair on ‘
|

4. The facility failed to ensure that Ciient #4 chest | '
harness was maintained in good repair. !

Observation on December 14, 2010, at5:35 p.m,

revealaed Client #4's chest hamess on her
 wheelchair was tom on the left side. interview

with the RD at the fime of the observation,

revealed that the client had recently received a

new chest hamess far her wheelchair.

' Record review on December 15, 2010 at 10:47 | ‘
a.m. revealed an adaptive equipment form dated °
October 28 2010 for Client #4 which stated "chest
hameass -replace chest hamess straps, hamess
assembly." At approximately 11:50 a.m., the RD,

3. See response to #].

4.
See esponse to %)

e

—_

FORM CMS-2587(02-99) Previcua Versions Dbsaiete Event iD: TN1Y11

Facility iD: 03G12¢ If continy

allon sheet Page 10 of 11




A3
Fob 03 11 09112p  Marsha H. Thompson ! 3014307219 P
| | \ 1>R NTED: 12/23/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES | | 'FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES l ‘ OMB NOC. 0938-0391
STATEMENT OF DEFICIENGIES K1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CORSTRUCTION ‘ { : 3)1 bATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: o LTS i COMPLETED
B. WING i
09G121 1 | 12/16/2010
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, S‘!’ATEJZIP CORE
4954 ASTOR PLACE, SE
INDIVIDUAL DEVELOPMENT, INC. WASHINGTON, DC 20018
(X4) Iz SUMMARY STATEMENT OF DEFICIENCIES ; 12 | PROVIDERS PLAN OF CORRECTION (53
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL :  PREFIX (EAGH CORRECTIVE ACTION SHOULE BE COMPLETION
TASG REGULATORY OR LSC IDENTIFYiING INFORMATION) I TAG CROSS-REFERENCED TD THE APPRDHARIATE DATE
; | DEFICIENCY) :
. - f 1 I !
W 436 Continued From page 10 W 436 ! :
revealed that the new harness had been _
damaged during laundering and additionzl ;
training to staff was provided to prevent further ¢
damage 1o the chest harmess. At the time of the ’
- survey, however, there was no evidence the ; i
- facility had implemented proactive strategies to |
mamtain the client's chest harness in good repair. ' i i
| 5 |
] L
| i
|
|
|
: I i
'_ :
! i P
| =
.i
1 I
| I
I
!
5 1
| 1
| !
!
| 1
H i
i ! '
! !
?
. E i.
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1000 INITIAL COMMENTS

A licensure survey was conducted on December
14, 2010, through December 16, 2010. Due to
systemic deficient practices identified during the
August 2010 investigation, the State Agency ]
determined that the full survey process would be
ulilized. A random sample of four residents was
selected from a residential population of seven
females with various degrees of inteliectual

disabiiities.

J
I
~ The findings of the survey were based on ‘

observations in the home and one day program, |

interviews with staff in the home and one

program, as well as a review of the clinical, i
administrative, and habifitative records; including
a review of the unusual incident/investigation

reports.

1090 3504.1 HOUSEKEEPING

The interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, atlractive,

and sanitary manner and be free of

" accumulations of dint, rubbish, and objectionable

odors.

" This Statute is not met as evidenced by:

Based on observation and interview, the group
home for mentaily retarded persons (GHMRP)
failed to ensure that the environment was free

from potential safety hazards.

The finding includes:

" On December 16, 2010, beginning at 8:15 a.m.,

* the surveyor

. was accompanied by the residential director (RD) :
tc conduct observations of the interior and i

1000

E
|
|
|

!
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1080 Continued From page 1 090 J | |
| ]
exterior of the environrnent of the facility. 5
i
1. The cable cord was noted to be hanging 1. The Maintenance Dep%u'rmenl: will remove,
joosely from the roof and was looped outward, replace, or refasten the cord as needed. i Sl
and approximately 3 feet from the ground, at the -~ e~ 2/
|
rear of the house. 2. The Maintenance Deplarrrnent will 1§ep;air
"y ) : the drain if needed and replace the cover. The
2. Th:_a‘cover was missing from t‘he floor drain in Home Manager will ensure the floor|i ; ‘
* the utility roorn. Claser observation of the drain cleaned. N R
reveal 2 small object inside. There was an . all L7
. accumulation of dirt on the floor of the utility I, s =5
rOoHM. 3. The Home Manager wiil ensure that the
trash is removed from behind the washer and
3. Trash was observed behind the washer and dryer. Y- 2, F
dryer located in the laundry room. S5 )
, . t 4. The Maintenance Department will make 8 Y
4. The caving was observed to be detached from | repairs to the wall. -
the wali behind the head of the bed of Resident
i 5. The Home Manager will ensure {he range
§. The oven of the range in the kitchen was and oven are cleaned, and assign specific staftt  ,  :
observed 1o be soiled on the interior. to maintain its cleanliness. g I
- These findings were acknowledged by the RD
during the inspection of the environment cn
December 16, 2010,
1180 3508.1 ADMINISTRATIVE SUPPORT 1180
Each GHMRP shall provide adequate i
adminisirative support to efficiently meet the ]
needs of the residents as required by their
Habilitation plans.
- This Statute is not mel as evidenced by:
Based on observation, interview, and record
review, the group home for mentzally retarded
persons (GHMRP) failed to ensure that the
* qualified menial retardation professional (QMRP)
integrated, coordinated and monilored the active
Health Regulation Administration
STATE FORM LT INIY11 If continuaton sheat 2 of 7
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1180

1401

- equipment {i.e. wheelchairs, chest hamess, lap

- her wrist splints.

, resident.

" observations conducted at the day program

Continued From page 2

treatment program for five of seven residents
residing in the facility. (Residents #1, #3, #4, #6,
and #7)

The finding includes:

1. Cross Refer o0 W436. The QMRP failed to
ensure that residents’ prescribed adaptive

trays, eltc. were mainfained in good condition, for
Residents #1, #4, #6, and #7.

2. Cross refer to W252. The QMRP failed to
ensure that data was consistently and accurately
maintainad to monitor Resident #3's tolerance of

3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall include both d!agnoms
and evaiuation, including identification of
developmental levels and needs, treatment
senvices, and services designed to prevent
deterioration ar further loss of function by the

This Statute is not met as evidenced by:

Based on obsenvation, staff interview and record
review, the Group Home for Mentally Retarded
Persons (GHMRP) failed to provide professional
services that inciuded treatment services, and
services designed to prevent deterioration or
further loss of function by the resident, for one of
four residents in the sample. (Resident #1)

The finding includes:

On pDecember 14, 2010, at 12:05 p.m.,

| 1401

| 180

2. See response to federal deficiency]

1. See response to fedenil deficienc}

W

See response to federal deficiency W3

Lv:z‘se.

.: y‘*:- }-‘:s;';.f;'

. LI
r fos
. -~ f.? *

eaith Reguiation Administration

TATE FORM

TN1Y11

?oo?'l'dwaﬁon sheet 3 of7




Feb 03 11 09:13p Marsha H. Thompson

Health Regulation Administration

30143072189

P17

| [}
j | RRINTED: 12/23/2010

FORM APPROVED

STATEMENT OF DEFICIENCIES

[X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

HFDO3-0048

B. WING

{X2) MULTIPLE CONSTRUCTION
A, BUILDING

il
I

GOMPLETED

(73) LATE SURYEY

| 41211612010

NAME OF PROVIOER OR SUPPLIER

INDIVIDUAL DEVELOPMERNT, INC.

STREET ADDRESS, CITY, STATE, 2P CODE

4954 ASTOR PLACE, SE
WASHINGTON, BC 20019

SUMMARY STATEMENT OF DEFICIENCIES i
{(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(%4) 1D
PREFIX
TAG

iD
FPREFIX
TAG

CROSS-REFERENCED TO THE APPR(

PROVIDER'S PLAN OF CORRECT]
{EACH CORRECTIVE ACTICN SHOY

DEFICIENCY)

(X5)
COMPLETE

IATE DATE

i
1401 Continued From page 3 i

revealed Resident #1's was observed to have a
heavy build up plague and discoloration ,
(yellowish) around her teeth. Review of Resident |
#1's medical record on December 15, 2010, at !
approximately 11:10 a.m., revealed a dental’ !
consultation dated March 2, 2010. The dentist
noted "moderate calculus deposit. Patient needs

" scaling, will submit Pre-authorization for
approval..." Please call if we have not contacted

" you in two months. Further record review

. revealed the resident went back to the dentist on

- Juiy 19, 2010. The dental consuilation noted
“Patient has very poor oral hygiene. Large
deposits of plaque and calculus present an all
teeth surfaces. Diagnoses: Halitosis/Periodontitis.
Full mouth scaling is indicated. Preauthorization
request will be submitted...”

lterview with the qualified mental retardation
professional (QMRP) cn December 16, 2010, at |
approximately 1:20 p.m., revealed that the
resident had not returned back fo the dental office
since July 19, 2010. Further interview with the |
QMRP revealed that Resident #1 had not :

' received any dental treatment since May 11,

. 2009, over 19 momhs later. The GMRP stated
that the resident had a dental appointment
scheduled for January 24, 2011, preauthonzation
pending. At the ime of the survey, the GHMRP
failed to ensure Resident #1 received timely
dental services follow-up,

crrrman

1420 3521.1 HABILITATION AND TRAINING
Each GHMRP shail provide habilitation and

. training to its residents to enable them to acquire
and maintain those life skills needed to cope

. more effectively with the demands of their
environments and to achieve their optimum levels
of physical, mental and social functioning.

1401

i 1420

{eath Regulation Administration
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1420 Cantinued From page 4

: resident had a reatment order to "wear resting

" p.m. indicated staff should monitor the resident's

This Stalute is not met as evidenced by:
Based on abservation, interview, and record
review, the group home for mentally retarded
persons (GHMRP) failed to ensure consistent
documentation of progress on the individual
Program Pian {IPP) objective, for one of four
residents in the sample. (Resident #3})

The finding includes: |

The facility failed to ensure that data required to i

- mondor Resident #3's tolerance of her wrist

splints was consistenlly and accurately
maintained.

Observation in Resident #3's bedroom on
December 14, 2010, at 3;30 p.m. revealed
bilateral wrist splints. Later that day, interview
with staff at 4:57 p.m. revealed that the resident
wore them at night white she was sleeping.

Interview with the Licensed Practical Nurse {LPN}
on December 15, 2010, at 2:05 p.m. revealed the |

hand splints to both hands from 9:00 p.m. o 5:00
a.m.” The nurse indicated that the resident was
to gradually increase the amount of time she
tolerated the splints up to 8 hours. Continued
discussion with the LPN at approximately 2:50

tolerance of the wrist splints and document it on
the data coliection form. During this discussion,
the qualified mental retardation professional :
(QMRP) stated that staff reported that the [
resident hollered at times and did net want to
wear the wrist splints.

Record review on December 15, 2010, at 2:05 J
p.m. revealed a physical therapy (PT) goal dated g

See response to federal deficiency

|
See response 1o federal deficiency W32,

WB9j.
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interview revealed the pharmacist would be
notified and the bottle of Oxcambazepine Oral

Suspension 300 mg/5mi would be replaced.

There was no'evidence that the facility removed
all medications that had tomn labels from use.

2. On December 15, 2010, at approximately
11:10 a.m., the LPN was observed to place a
bottle of Nasaoex Spray 100 meg. with a tarn iabel
on the kitchen counter. During a face to face
interview with the LPN on December 15, 2010 at
approximately 11:12 a.m. it was acknowledged

e m—

that the bottle of Nasoex Spray 100 meg. had a
torn label and belonged to Resident #2. Further

interview revealed the pharmacist would be
notified and the bottle of Nasoex Spray 100 meg. |

would be repiaced.

There was no evidence that the facility removed |
all medications that had torn labels from use. i
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1484 . Continued From page 6 1484 .’
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