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A ra-carﬁﬂcatbn suwey was conduchd from
4/4/2012 through 4/8/2012. The survey was : \1-
completed utlllzlng the fundamantal survey : : : : 6\'5

A random sampling of four cllants was selected

| #rom & residential papulation of seven rnales with 1 Ty o 8 UGS P deion |
varying degrees of disabliities, The findings of the ' Mmmcgmf"ag“a EER
survey wers based on cbservations and . o - Mcﬂ” a’w. )
interviews in the home and at two day pmgrams | ' _ - W. DL &7

as well as a reviaw of the client and .
administrative records, Includlrlg the unusual
lncldent reports. .

Cualfled Mantal Hatmdaﬁon Profassional will be
referred to as Quallfled Inteliectual DIsablIlﬁas
Professional within this repon. S .
w120 |483.430{d)({3) SERVICES. PROVIDED WkTH w 120 QIDP will ensure that mstructors at

OUTSIDE SOUHCES . R Individual #3's day program will be’

The facllly must assura that outskde servicss . rained on the implementation of
meet the needs of each client. . : SR progr#mrning objectives as written.

: QIDP will visit day program quarteﬂy _
: » : - Y AR (¢ ensure lmplementatlon of .
_ Basedonobservaﬁon stafflmsrviawand leeord o ‘ B
review revealed Cliant #3 ' s day program falled
o Implement prugrammlng objectives as written
for one of fuur samplad clients. [Client #3)

Ob__s.srv_aﬁon DI'I 4/5/2011 at 1:_10 p.m. revealed
Client #3 was assigned to ba In the compiner
room after lunch. Interview with the instructor in
the computer room beginning at approximately
1:13 p.m. revealed Client #3 takesp  riin pulling
togsther a 48 place large block puzzle at least
thras times a waak. The lnstmctor indicated
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using the puzae allows Cllent #3 to fnnus ona
task. The instrdctor also indicated that Client #3
doas not use me computers that are in'the -
classroom for any activities. He stated that all
Chent #3' s activities are completed with items he
can physlcaily manlpulata

' HAecord raviaw on 4/6/2012 at appmadmalely 1: 00

p.m., revealed Cllent #3 ' s day tréatment
assessment (3m Quarter 7—9!2011) outiined the
following objective which read, * Qiven verbal
prompts and physical asslstance when
necessary, [Client #3)] will use a computar to
assemble a s[mple 4,6,8,12 plece puzzle each

jday. * . .
linterview with the qualified inteliectual disability

professional {QIDP) and the Houss Manager .
(HM) an 4/6/201 2 at approximately 5:30 p.m,
ravealed they were not aware the day program
slaﬂwasnutaildmlng Client#3 1o take patInany
computer refated activities, The QIDP indicated
she planned to visit the day program to address .
ihe ove rslght

The facillty falied to ensure all outside servlcas
were lmplemenlad as written, .
483. 420(b}(1}(l) CLIENT FINANCES

The faclllty must ostablish and rnalntaln a ayatem.
that assures g hill and complete actounting of -
clients’ personal funds entrusted to tha fncmly on
bahalf of clients.

This STANDAHD is not metas evldenced by
Based on racord review - nd staff interview, the

facility failed to ansure.a ful_! and accura_te

-

w120

_ w140 |
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accounting of dlient * s funds for four of seven

clisnts rasldlng in the laeimy (Cllants #1, #5, 48,
‘and #71 -

Record revisw on 4!5/2012 beglnning at 10: 1 5
am. revealad the following financlal
dlsumpancias’

1. Cllent #5 100k part In a thres day vacation wih
threa of his housemates which began:on

reconds listed that $226.00 was allocated for food
during this three day cuting.- Review of the
recsipts on 4/6/2012 at 11:11 a.m. revealed only
$684.44 was acmunted for.

2 Cilant #7 tonk part in-a threa day vacﬂlon with
three of his housemates which began on-
8/7/2011 and snded on 8/10/2011. The financial
records listed that $225,00 was allocated for food
during this three day outing. Review of the .
recelpls on 4/6/2012 at 11:28 a.m. tavealad only
$105.87 was accountad for.

thres of his housemates which began on
B/7/2014 and ended on B/10/2011. The ifnancial
records listed that $225.00 was.allocated for food
during this three day-outing. Review of the
recelpisonmmz at 11:44 a.m. revaaied only
$60.99' was aocountsd for. '

{4 Ctlant #6 took pattina three day vacation with
three of his housemates which began on
- {8r7/2011 and ended on 8/10/2011, The financial

{ records listed thét $225.00 was sllocated for food
duﬂng this thrae day. ouilnl FReview of the -
recelpls on. 415I2012 at 11.56 a.m. revealed only

8/7/2011 and endad an 8/10/2011, The financlal

3. Gllent #1 tock part In a three day vacation with

W 140
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W 140 | Continued From page 3 W 140 issing food receipts for the 3-day
$80.91 was accounted for. _ rip to Atlantic City for Individuals #1,
i s s ety L BT e o
profassional ((IDP) and the house manager . P :
(HM) on 4/5/2012 at approximatsly 12:00 p.m. ndividuals Finance records. In the
revealed the HM also took an accounting of the. - future any purchases not having a
mceipts 0; hand and calu:latecc:'that t:e tcta!;s . gceipt at the time of purchase wIII -
found by the survey jeam for Clients-#1, #6, #5 c
e e T G i, e documerted by ueng 2 recele
would meet with the HM and the managemsnt P P o,
team at thelr main ofifce to see if she-could eimbursement will be made for all |
seoure the missing. recelpts. - unds unaccounted for this trip.- 5/21/12
There was no evldenee pmsanted or on fils at the
time of survey to substantiate that the faciiity
ensured an aceurate accounting of all cllents‘
expenditures. . _
W 158 [483.430(s) QUALIFIED MENTAL w150
FIETAFIDATIGN PHOFESSIONAL
Each cilent’s activa reatment program must ba
Iniegrated, coordinated and moniored by a
quaﬂﬂed mamll ratardatlon prnfesalunal
Thls STANDAF!D is not met as evldanced by
Based on obaewatlon. staff Intarview and recard
raview, the facility's quaiified intsllactual
disabliities professional (QIDP) failed to ensure
the coordination of services to promote the health
and safety of thrae of four samplad cllents. -
_ [Gllants#z #3 and #4)
The ﬂndhgs.lnclude. . K ]
1. Cllent #3 was assigned to take part in a 1. Cross Reference W120 - BTNz
cognitive skills program which requirad him take . . _ . o
part In assambllng a puzzle by using a computer
Fachy| 0GOS T Weontinustion sheet Page 4 of 14

JAM CMS-2567(02-60) Previous Versions Obcolab :  Eventil;BHOP11




BBB-555-5555

DEPARTMENT OF HEALTH AND HUMAN SERVlCES
CENTERS FOR MEDICARE & MEDICAID SEFIVICES

" 03:29:09 p.m.

05 03 2012 6/24
FHIN I B UI2aeN2

FORM APPROVED

TATEMENT OF DEFIGIENGIER | 34} PROVIDERSUPPLIERICUA
NG PLAN OF CORRECTION . _ IDENTIFICATION NUMBER:

| Aunome

X2) MULTIPLE GONSTRUGTION -

BWHO .

_OMR NO, 0936-0301
- {(=) DATE BURVEY
COMPLETED -

04/06/2012

NAME oF PAOVIDER DR EUPPLIEH

COMMUNITY lIUL'I'I SEHVIGES. ING

!

mzrmuness GITY, STATE,
3142 13TH STREET MA, -

- WASHINGTON, DC znmq o

ZIPCODE

)
PREFIX
TAG

BU il ETATEMENT OF DEFICIENGIES
(EACH D ACIENCY MUSY BE PRECEDED BY FULL
ORLSC IDENTIFYING INFORMATION)

| eReERix - (EACH CORR|

TAQ CROSS-REFER
. . D

' PROVIDERE PLAN OF GORAEGTION 1. em

VE ACTION SHOULD BE- COMPLETON
ED TO THE APPROPRIATE | ™=

FICIENCY)

w 159

conﬂnued Frorn page 4

puzzie program, The program was requlred tobe
performed dalfly. Observation on 4/5/2011 at 1:10
p.m; at Client #3' s day program and Interview
with his primary classroom staff revealad, Client.
#3 was never allowed to Interact with any of the
gomputers In his computsr class, Intarview with
the qualifled intelieciual disabillty professlonal
(QIDP) on'4/6/2012 at spproximately 6:30 p.m.
revealed she were not aware the day pragram

 staff was not allowing Cllent #3 to use the

computer. The QIDP indicated she planrled to'
viglt the day-program to address the oversight.
{Reference W120 and W248)

2. Record review on 4/5/2012 baginning at 10:186
am. revealed Clients #1, #5, #6, and #7 wanton
vacation betwesn the dates of &7/2011 and
8A10/2011. The: facllity aliocated $225.00 for.
each client to cover meals over the four days.
Review of all four clients’ financlal records on
4/5/2012 beginning at 10:15 a.m. revealed over
$100.00 worth of raceipts was missing from each

"] of these cllents records. The QIDP indicated shie

would mest with the house manager and
managamem qtaﬂ at thelr main office to get
copies of tha missing racalptsandtoaddressthe :

|oversight: {Hsferanpa w14o)

3. Dhsewailon on 4/4!2012 ravealed Staff #6 and
Staff #9 failed to pnsure that Client #4' 5 gait beit
was securely fastened 1o his waist and failed to -
ansura that the. ‘proper technique to support him
when he walked around his environment was -
utillzed as preseribed. A review of Cllent #4's
Moblllty Tralnlng dated 4/6/2012 revealed both .
staff falled to agcurately implement Cllent #4's

| ambulatior: prafocol, interview with the faclity's -

qualiﬂed lnm|lec1ual dlsahllfly professional (QIUP)

w158 ;

3. Cross Reference W1 94 #1 67112

2. Cross Reference W140 -F/2_1I12-
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w194

revealad training on ambulation pmtocols were
completed on 4/8/2012 for all staff, but as
cbserved on 4/4/2012, the training was riot”
effective 10 address Cllent #4 ' s neads.
{Refarence W184 and W436) :

4, Observaﬂon on 4/4/2012 beginning at 4:55
p-m. revealad Glient #2 was observed eating his-
meal. He siumped over his plate throughout his
meal and was chesrved taking a few sips froma
small cup at the end of his meal. Record revisw
on 4/8/2012 at approxlmatalya'on p.m. revealed
Client #2' s Feding Protocol dated 3/18!2012
recommendad that he take sips of his beverage -
quughoutrﬂsmaalanthabsseatsdatQD ﬁ
degreas with his head In an upright heutral
position, interview with the QIDP revealed she -
would work with the staif and provide additional
training.on Client #2* s mealtime feeding
protocol. (See W184)

5. Obsarvation on 4/4/2012 at approximately 4:57
p.m. revealed Cilent #3 ' s was observed

}yetting/sereaming and running to the couch on

three separate gceaslons. Review of Client #3's
Psychological Evaluation dated 11/20/2011.
revealed yelllnglscreamlng and rupning was ons
of the: targatad ‘beheaviors that was to be
documented on the data collection shests. None
of the behaviors observed on 4/4/2012 were
documented. The QIDP failed to ensurs that staff
accurately documanted data relative to clients'
behavioral datd, for one of thefoursampled
clients. (Heference W262) -

483, 430(9)(4)TS’TAFF TRAINING PROGRAM

|sta must be abla fo demonstrsta the skitis and

: technlques nacsssary ta lmplamenl lhe individual

f?l. Cro__sé Reference W194 #2

5. Cross Reference was2

w194

i -y

l5[3-1 nz2

RM CMS-2567(02-99) Previous Versions Obsolete

Evedt D:13HOPLL

. Facllity 10 09G03S

If continuation sheet Page 6 of 14



888- 555 5555

DEPARTMENT OF HEALTH AND HUMAN SEHVIOES
CENTERS FOR MEDICAHE & MEDICAID SERVICES

03:29:40 p.m, 05-03-2012

 8/24

-PRINTED: 04/24/2012

FORM APPROVED

STATEMENT OF DEFIGIENGIES.
AND PLAN OF GORRECTION - - -

X1} PROVIDEHBUFPLIEIIGLIA
- IDENTIFICATION NUMBER:

096035

| o MuLTiPLE CONSTRUETION

A BUILDING
B.WING

_ OMB NO. 0938-0391
| oeoppars sumvey
OMPLETED

04/06/2012

NAME OF PROVIDERQR BUPPLIEFI

COMMUNITY MUL"I'I SERVEES. !HC

STREET ADDHEG. CITY, STATE, ZIP CODE

_ 3112 13TH STREET NW .
WASHINGTDN. bc zmo

i

PREFIX
TAQ

FIY STATE_MENT GF DEFICIENCIES
ICIENCY MUST BE PRECEDGED BY FULL

(EAGH D ) 1
AY OR LSC IDENTIFYING INFORMATION)

- TAG

mi T PROVIDER'S FLAN OF CORREGTION
PREFIX | . - (EACH CORRECTIVE ACTION BHOULD BE
CROBS-REFERENCED TO THE APFROFRIATE

DEFICIENCY) -

DATE

W 184

Contlnusd Frorn paga 6

program plana lorsach cilent for wham they are
responsible. . .

This STANDARD Is not met as evidenced by:

- { Based on cbseyvation, staff interview and record

reviaw, the faclllty & staff falled to ensure
accurats implementation of a cllent' s mealtime -

"] teeding protocol and use of a galt belt for two of

four sampled ofients. [Client #2 and #4]

The ﬂrn:llnga Im|ude'

{1 Ohsarvalion on 4!4!2012 beginning at 4:10

p.m. revealed Client #4' s galt belt was very
loose around his waist. The belt moved freely
around his waist when Staff #6 grabbad it to help
him walk around. It was also obearved that Staff
#6 held him by the shoulders, by his arm, and
under his arms at differant times during the .
evening, Staff #8 was also observad later in the
avaning waliing on either side of him and/or from
behind while supponing him while he walked
ground.

Record ravlaw{ on 4!&!2012 at approximataly 2:30
p.m, revealad Cllent #4 ' § Mobilly Training dated -

' 4/512012 muommended the folowing:

a. Fasten the gait ball around the resident's waist
with the buckle placed in I’rnm of the reeident.

b. The' belt should fit snugly, but you should ba
able to siip your fingers between 1ha beftandthe .
rasfdenl‘s walst

e Placa one hand on lhe ponlon of the galt belt at

the front of the resident's walst and place your

W 194 |

care nurse. QIDP and Residential
Manager will ensure accurate
- jmplementation of the gait bett by

" monitoring usage daily.

|1 Staff will be trained on the use of
Client #4's gait belt by the primary

L5/7'/1 2
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hand on the portion oﬂhegaltbeltetlha
rasident's back.

Nons of the s_tatf working with Clisnt #4 was’
observed implgmanting the abova protocols as
recommended. inferview with the facility’ s
qualified Intellectua)l disability professional (QIDF)
and house mariager (HM) conifrmed training on
“{ambulation protocols ware completed on
4/6/2012 for all staff, but the tralning was not
speclifc to Cllent #4's needs.

The faclity falled lo ensure staff was competent o
in Implementing Cllent #4' 8 ambulation protoco! .
with regards to the use of his gait balit. '

2. Observation on 4/4/2012 beginning at 4:56
p.m. ravealed Client #2 was observed sating
dinner. Cllent #2 was observad esting tils meal
and was offared his flulds at the end of the msal.
Client #2 was also observed leaning forward with
his head over his p!ete as he ate with staﬂ
assistance.’

Record raview bn-ﬂblzmz at approximately 3:00

1p.m. revealed Client #2 ;& Feeding Protooa!
dated 3/18/201 2 feeommended the, followlnu.

a, Liguids: allow hlm to tak_e sips of the beverage
throughout the meal.

b. Positioning; position [Cllant #2] in his chair at
‘90 degrees for:all meals; anaure that hla head {s
in an upright, nautra! poaltlnn.

The staff worldng with Client #2 was not observed
implementing the above protocols. Interview with

the facllity’s Q!DP_a_nd HM on 4/6/2012 at

W 194

2. Staff will be trained on the
implementation of the mealtime
protocol for Individual #2. QIDP and | -
House Manager will ensure accurate|
jmplementation by monrtonng durlng
' mealtime ; B2
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oMm STATEMENT OF DERICTINGIES T
orme | - (eacH DeTICIENCY MUST BE PRECEDED BY PULL
e | muﬁmnnm:mmmammmmon} .

D - ' mvmmmosmmou- )
SHOULD BE

. (EACH CORRECTIVE ACTTON ,
TAG CRUSS-REFERENCED TO THE APPROPRIATE . DATE

w194 Continued From page 8

-appraxlmately 3:20 p.m. confirmed the survayor'
|5 obsarvation and Indieated training would be
schedulad to dddress the deficlent practice.

W 249 | 483,440(d)(1) PROGRAM IMPLEMENTATION

As soon as the intardisciplinary team has
formulated a gilent's Individdal program plan,
sach clliont must receive a coritinuous active -
treatment program conaistlng of needed. _
|Interventions and servicas In sufficlent number
and frequency 1o support the achlavement of the
objectives ldenﬂﬂed In tha Individual pragram
plan,

This ST. ANDAFID Is not met as avidenced by
Based on ohservation, staff interview and mcmrd
revisw, the facliity fajled to ensure the . '
In-plamemauort of a'cllant' 8 cognitive program in
accordarice with the approved individual program
plan (IPP) for ane of three sampled clients. [Cﬂsm
#31

Obse_rvaﬁon on 4/5/2011 at 1:10 p.m. revealsd
Client #3 was mssigned to be In the computer -
room afterlunch. Interview with the instructor in
the compuler:oom beginning &t approadmately
1:13 p.m. revesied Cllent #3 tekes partin putting. -
together a 48 plece large block puzzie at ieast
three times a wesk. The instructor indicated
using the puzzle aliows Cllent #3 to focusona =~
task. The instructor also Indicated that Cilent #3
does not use the computers that are In the
classroom for any activities, He stated that all .
Cilant #3 ' s aclivities are complatad with ltems he
can physlcally manlpulata .

w194

Cross Reference W120 - B2

W 249["

M CMS-2587{02-88) Pravious \?mt;uh- Obaalsls . EwantiC: BHOPT1

Fality ID: 096035 It continuat_ion shest Page 9 of 14
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PREFIX
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W 249 | contlnued Frum page 9

Record raviaw on 4]3!2012 at approxdmately 1:00
p.m., revealsd Client #3 ' s day treatment
assessment (3/d Quartar 7-8/2011) outiined the
following objectiva which read, * Given varbal
prompts and physlical assistance whaen
necessary, [Cnant #3] will use a computar to
asaambla a almpla 4,6,8,12 p!aca puzzla eaoh
day. " : .

lntenrlew with thé qualified Inteflectual disabllity
professional (OOP) and the House Manager
(HM) on 4/6/2012 at approximately 5:30 p.m.
revealed they were not aware the day program
staff was notallowing Cllert #3 to take pat In any
computer related activities. The QIDP Indlcated
shs planned fo visit tha day program to addrass
the uvarslght. -

The tac}llty falled to ensure aII IPP'swarme
lmplemsntedag whitten. -

W 252 |483.440(e)(1) PHOGHAM DOCUMENTA‘I‘ION
Data reigtive toacoompﬂshrnanl af tha criteria
spacified in cllant Individual program plan
objectives must'be documented in maasurabla
ten'ns

Thls STANDAFID Is not.mat as evldenced by
[Based on obsarvaﬂon, staff intadaw and racord
raview; the tacility failed to ensure acourate
documentation of a client ' s targeted behaviors
as outlined in the behavioral support plan for one
of four sampled clients. [Client #3] . .

e finding irciudes:

W 240

W 252

IQIDP will schedule trainings on

Staff will be trained on the Behavior [5/31/12
Support Plan and documentation for

Individual #3 by his Psychologist.

Client #3's Behavior Support Plan to
pnsure accurate documentation for
target behaviors

AM CMS-2567(02-98} Pravicus Varsians Obsolete

. Eventi:BHOPI1

Faciy [D: 094035

If continuation sheet Page 10 of 14
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W 252 | Continued From page 10

Obsarvation ori 4/4/2012 at apprmdmataiy 4:57
p.m. revealed Client #3 ' s was observed '
yeliing/screaming and running to the couch on
three saparate occaslons, Each occasionof
yelling/screaming and running occurred after he
was instructed to arrange Hems on the dinner
tabla.

Review of Gllari #3 s Psycholngbal Evalualion
dated 11/20/2011 on-4/8/2011 at approximately
5:15 p.m. rovealad aghtation was.one of three
targeted behaviors idantifled to be addressed In
his Behavioral Support Plan. The Psychological
assassment gass on 1o describe agitation as,
swishing belt in air, making nolse with belt,

| waving beit around in the alr, pacing around the -
home, up and down the stalrs, back and ferth,
refusing to sit t;own, golng around with no
apparent purpgse running and pushing peopla
who are in his way while unning, and =~ -
yelling/screaming. * The assessment goes on to
further recommend that each incldence of
running and yelling/screaming should be
documentad on the ABC Data Collection shests.

Interview with the qualified Intellactual disability _
professional (QIDP) and the house manager -
(HM) on 4/6/2012 &t 6:10 p.m. rovealed the.
psycholagist: pmvldad training on 1/27/2012 but
did notspecily what " -type * of screaming the
staif should target. The QIDP confirmed that.
screaming In general should be documented.
Observation on 4/4/2012 and 4/5/2012 revealed
approximately 8 instances of screaming {(day
program and home) but no doourmneritation of the
observad svenis wers on record at the ime of
survay, in addnion. both tha MP and the HM:

cunﬂrrnad that' runnlng was alsn a targetad

W 252

M ms-zm(uz-asmmmumu . Event I0: BHOPit

FacBtyl 090035

If continuation sl"loﬂ:_qui 110l 14
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w252

W 438

Continued me paga 11

behavior, but tham was no evidence that the
running chserved on 4/4/2012 was documented
by stalf. '

“The facility falled to ensure that all targeted

behaviors were:documented as racommandedjby
the psychologlsL -
483 470(9}(2} SPACE AND. EQUIPMENT

The facllily munt fumlsh ma}ntaln in good mpalr, a

and feach clients to use and to make Informed
cholces. about the use of dentures, eyeglasses,
hearing and other communications alds, braces,
and other devices Identiited by the
interdisciplinary team as needed by the client,

This STANDARD is niot met as evidanced by:
| Basad on observation, staff interview and record

review, the fadllity falled to ensure that all
adaptive equipment were being utilized in the
manner preseribed to ansure a client’s health .
and safaty during times of ‘ambuiation for one of
four sampled clients4Cllant #4]

Tha ﬁndlng lnc!udes: '

Chservation on 414[2012 beglnning at4:10 p.m.
revealed Client #4' s gait belt was very Ioosely
fastened and moved freely around his waist when
Staff #8 grabbed it to help him walk around. It
was also observed that staff held him by the
shoulders, by His arm, and under his arms. Staff
#0 was also observed later In the avening walking

.| on either side of him and/or from behind while
supportlng hirn whlle he walked around.

w252

w436

Cross Reference W194 # Bl7H2

RM CMS-2567(02-99) Prevmvmmobmun

Event I0:BHOPT!

Facifity ID: 09G035 . if comhl{aliuri sheet Page 12 of 14



888-555-5555

DEPARTMENT OF HEALTH AND HUMAN SEAVICES

03:31:.09p.m.

05-03-2012 - 14724

PRINTED: D4/24/2012
FORM APPROVED
OMB NO, 0838-0391

_CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES - . {x») PROVIDERBUPPLIERICUIA
N PLANOFCORRECTION & : ~ = | IDENTIFICATIONNUMBER. -

{2} MULTIPLE CONSTRUCTION

A. BUILDING
{B. WING

- |oxa) oATE BURVEY
‘GOMPLETED

NAME OF PROVIDER oR supngn

COMMUNITY Ml.lLTl BERVBEB, IHC

BTREET ADDRESS, GITY, STATE, ZIP CODE
" 3112 13TH STREET NW
'WASHINGTON, DC 20010

_ DANE12012

4) I
PREFIX
TAQ

BU RY STATEMENT OF DEFICIENCIES - -
{EACH DBFICIENCY MUST BE PRECEDED BY FULL
REGULATUH‘! ORLSC IDENTIFYING INFDHMATION}

ER'S PLAN OF OOHHEGT‘ON

[ I PROVI [1.00]
PREFIX . (EACH CORRECTIVE ACTION BHOULD BE. - ]| COMPLETION -
TAQ . CROSB-REFERENCED TO THE APPROPRIATE '_?ATE

 DEFICIENGY)
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Continued Fibhi pags i2
Additional record review on 4/6/2012 at

approximately 2:15 p.m. revaaled Client #4' s

Physlcal Therapy Annual Assessment dated -
4/3/2012 recommanded the following: '

Mobillity Assessment: -

*The resident was observad In his home
envirenment. Per caregivar report, the resident is
supervised at all times, secondary to his status as’
a fail isk. [Cllent #4] requires the use of a heimet .

. |and the assistance of a.gait belt during all. -

functional activities {transfers, standing, and
ambulation) in order to enstre his safety, and to
aliow his carapiver to malntain control during
those acllvlﬂaa

Record. review. on 4/8/2012 at appm)dmmely 2:30

p.m. revealed. Cilent #4' s Mobility Training daied
aser2002- rennmmandad tha fottowing :

1. Fasten the mli belt. amund the resldent‘a waist
with the buclda placed In front of the resident.

2, Tha balt shuuld fit snugly, but you should be
able to slip yourﬁngars between the be!t and the
rasident’s walst. .

| Nane of the statf workdng with Cllent #4 ensured

that the gaft bqlt was fastenad 1o his walst -
properly. __lnter_\fle_w with the facillty' s qualified. -
Intellectual disability. professional (QIDP) and
house: manager (HiM) confirmed training was =
complated on 4/8/2012, but the training was not
speciic to Cliant #4' s needs, In addition, the
HM and 1hé QIDP conlfrmed that the gait belt
should be snug and In propar fit while Cllent #4
walks aruurld :

W 438

AM CMB:2567(02-99) Pravious Varstonis Obsclsle: EventiD:BHOP11

Facilify |D: 00035
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W 436 | Continued Fram pege 13 w43/
The facllity faﬂpd {0 ensure staff waa competant :
in.proparty fitting Cllent #4 ' s gait belt,
?
s
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_ PREFIX

TAG

' (EACH CORRECTIVE ACTION SHOULD BE

PROVIDERS PLAN OF CORRECTION R s)

DRDSB—HEFERENCED TO THE APPROPRIATE ..
DEFICIENTY)

1000 INITIAL GDMMENTS

A Ilceneura auweywusconducted from 4!4!2012
through 4/8/20H2. A random sampling of four
residents wasselectad from a residential. -
population of geven mates with varylng degrees
of disabllities. .

The flndlngs o! the survay were ba__sed on. .
obssrvations and Interviews in the home and at
two day programs, as well as a review of the
residént end administralive records, lncludlng the
unusual lncidsnt rapurls

Qualiﬂad Manial Rela:datlun meesslonal wIll. be -
referred to as’ Qualiﬁe_d Intellectual Disabliities
Professtonal within this report.

1183} 3508.4 ADMINISTHAﬁVE SUPPGFlT

Each GHMFIP shall have a Residence Dirsctor

who mieets the requirements of § 3508.1 and who

shall manags the GHMAP In  coordance with
approved polleles and this chapter, -

This Slalute Is not met as ev|dencad by'

Based on obsstvation, staff interview and record -
raviaw, the facility's qualified intellsctual
disabllities profassional (QIDF) falled to ensure

and safety of three of four sampled resldems
[Fiesldents #2 #3 and #4]

The ﬁndlngs Inulude

1, The QIDFfﬂlbd 10 enstira outslde sendcas
Implamented acﬁva treatmeant programs as .
preseritiad, for one of four sampled residents.
(See 8521.8)

the coordination of services to promote the health

12 Hesldsnta #1 #5, dts and 87 went on vacatlon -

1000

1183

- Cross Reference W140

1. Cross Reference W120

I5/7/12

5721712
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Continued From page 1

beginring on phluh hagan on 8/7/2011 and
ended on B/10/2011. The tacility’ allocatad
$225.00 for rmaaks for each resident to cavar the
four day outing. Reviaw of the financial fecords:
on 4/5/2012 revealed the facility failed 1o ensure
an acourate accounting of the $225.00 for each
resldant as [dentified below:

| . Resident #1 - Review of the recelpts on hand
ravealed only $60.09-was accountad for.

b. Resident #5- Review of the recelpts on. hand -
revealed: only $84,44 was accounted for, :
c. ‘Resldent #8~ Review of the recalpis on hand

reveaied only. $39 91 was accountad for, -
d. Residant #7 - Raview of the receipts on hand
revealad only $105 87 was accounted for,

The QIDP and he touse manager (HM™) fallad to
ansure a full and accurate accounting of -
residents' personal funds, for four of seven

| residents residing in the.facility. (See Federal

Deﬂclancy Fiepon cuaﬂon W140]

3 The QIDP fa,iled to ansura Broutal
Implémentation of a resident
protocol and uge of a gait belt for two of four:

sampled residents. [See 3521.7(a) and 3521 .'f(k}j‘

4, The QIOP falled to ensure that staff_amurately :
documented data relative to residents’ behavioral -
data, for one of the four samplsd residants as.
Identllfed balcnq: '

Ohaanraﬂon on 4I4J2012 at approxlmataly 4 57
p.m. revealed Resident #3"s was obseived
yelling/screaming and rurining to the couchion .
three separate occasions. Each occasion of

yelling/screaming and running occurred after he _

was instructed to arrange ltems on tha dinner
tabla '

‘| t1ea

5 mealﬁma faecllng

3. Cross Reference W194

4. Cross Fl_efere‘nce-wzsz

b/7/12

5/31/12

alth Hegulallnn a Llnan:ing Admhlllt'lllon ™

[ATE FORM*.

s BHOP1 4
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1183

‘Continued Frdrﬁ baﬁe 2

Havlew of Flastiant #3's Paychuloglcal
Evaluation dated 11/20/2011 revealed the
tullowlng targamd bahaviora'

a. Agitatlon daﬂned as swishing baelt in air,
making nolse with belt, waving belt around in the

air, pacing around the home, up and down the -

stalrs, baok and forth, refusing to sit down, golng -
around with no apparent purposa running and

pushing people who are in his way while running,

and yeillng/screaming.:
b. Snatching Food
C. Public Masturbation . -

The assassméin 'goas on to further meommeand
that each incidance of running-and

yelling/screaming shauld ba documented on the

ABC Datn Gollacﬂon sheats:

interview with the qualiiied intellectual disabllity

professlanal (QIDP) and the house manager

{(HM) on 4/5/2012 at 5:10 p.m. revealed the
psychologist plpvidad training on 1/27/2012 but
did not speclfy what * type * of screaming the
staff shauid target. The QIDP confirmed that
screaming i géneral should be documented,
Observation on 4/4/2012 and 4/5/2012 revealed
approximately B instances of screaming (day
prograrm and hama) but no documeniation of the
observed aven_fs were on record at tha ime of
stirvey. In addiion, both the QIDP and the HM
confirmed that running was alsc a targsted.
behavior, but lhera was no evidence that the
running: obsemd on 4!4/2012 was documen:ad
by statf ‘ .

5. The' QIDP falled W ensum umt aft adapuve
etjuipment were being utilized in the manner

afN Haguation
ATE FORM

prescribed to ansure a resldant‘ -] health and

1183

5. Cross Fie'fer_ence W194 #1

Brinz

cansing tion
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Continued Fram page 3

safety.during tlme; ofantulatim for one of four
sampled residents as identiifed below:

Observation 0n-4/4/2012 beginning at 4:10 p.m, |
revealed Resldent #4' s galt belt was.vary loosely
fastened and moved freely around his walst when
staff grabbed i ko help him walk around, It was.
also ohserved that staff held him by the - ~

shoulders, by his arm, and under his arms. Staﬂ‘ .
was also chserved walking on elther side of him -

and/or from' behind whlle suppuﬂng him while he
walks aruund

Additdonal record review on 4/6/2012 at :
approxirnately. 2:15 p.m. revealed Resident #4' s
Physical Therapy Annual Assessment dated -
4/3/2012 recommanded the -foIIuwIng:

Mobllity Assessment:
"The resident was observed In his horne

environment. Per caregiver report, the resident Is
supervised at all times, secondary to his status as
a fall risk. {Raldent {#4] requires the use of a
helmet and the assistance of a galt belt during al
functional activities (transfers, standing, and

| ambulation) in prder to ensure his safety, and to

allow his cz -reqlver to maintain control during .
those acﬁvitla." :

Record review on 4!6/2012 atapprmdmabaly 2-
p-m. revealed Resident #4 ' s Mobility Training
dated 4/6/2012 mm‘nmended ule follawing.

a Fasmn the gait belt around ﬂ'ne rslda'it's waist
with the buckia placed In-front of the resident

k. The belt should fit snugly, but you should be
able to slip your fingers’ betwemmebeltandme
resident's walst. :

None of the stdf working with Resldent #4

1183
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ensured that the gait belt was fastened to his
walst properly. Interview with the facility' s _
qualifisd Intellactual disability professional (QIDP):
and house manager (HM) confirmed training was
complefed on 4/6/2012, but the tralning was not -
'speoific to Resident #4 ' s needs. In addition, the
HM and the QIDP confimed that the galt balt .
should ba-snug and In proper fit while: Flaaldam
#4 walks around :

The facillty failed to ensure staff was oompatsnt
in propseriy: ﬂt_ﬂng He_sldem 4 ' s gait belt.

1422135213 H@'WAHON AND THA'N'_NG - |™ [cross Reference W120 /712
Each GHMRP shall provide habllitation, training ' . ' '
and .assistance to residents In-accordance with
the resident’ s Individual Habllitation Plan.

This Statuts is not met-as evidenced by:
Based on chservation, staff interview and record
raview revealdd, Rasident #3 ' s day program -
falled to implement programming ob|ectives as -
written for onae of four sampled residenis.
[Rasidant #3] .

bsarvatlon on 4{512011 at1 10 P revealed
Fasident #3 was assigned to ba in the computer
room after junch. Interview with the Instructor in -
he computer toom beginning at approximately .
1:13 p.m. revaalad Residant #3 takes part in’
putting together a 48 plece large block puzzle at
least thrée timas a wesk. The Instructor indicated
using the puzzle allows Resident #3 to fogus on a
 task. The Instructor also Indicated that Resident
#3 does not use the computers that are nthe -
lassroom-for any activities. He stated that all
Residant #3 ' 8  activitios’ are compieted wilh nams
he can physlcally manlpulata .
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Record review on 4/6/202 at approximately 1:00
p.m., revealed'Resident #3' s day treatment
assassmant (3rd Quarter 7-8/2011) ravealed the-

following objedtive:

Domain IV Cognitive Skills

Objective 4a; Glvan verbal prompts and physlcal
asslstance when necessary, [Resident #3] will
use a. eomputar to-assemble a simple 4,6, 8 12
pleca puzzle edch day. .

Recommendation: This program will be
oominued :

Irmfviaw with the qualified intellectual disabiiity .
professional (QIDP) and the House Manager
{HM) revealed they ware not.aware the day -
program giaff was not.allowing Resident #3 to
1aka part i any:computer relatad activities, The
QIDP Indicated she plannéd to visit the day
program to addmss the overs!ght.

The facility fa!lad to ensure all oulside servlcas
were in\plememsd as written.

3621.7(s) HABILITATION AND TF!_AINING

The habllltatlon and training of residents by the’

GHMRP shall Incliide, when appropriate, but not
be imitad to. !he following areas:

(a) Eating and drinklng {(including table mannars,
use of adaptive equipment, and use of

approprlata utensils);

| is stanite ls ot met as evidenced by:

Based on ocbservation, staff intervisw and record
review, the facliity* s staff falled {c ensure
accurate Implémentation of .8 resident's
mesltime faeding protocot and use of & gait belt
for two of four samplad resldents [Resident #2

1422
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The ﬂndlng Inciudes:'

Observation on 4/4/2012 beginning at 4:65 p.m.
ravealed Resldent #2 was ocbserved eating
dinner. Resident #2 was observed eating his
mesl and was ¢offered his fluids at the end of the
meal. Resident #2 was also observed slumped
uverhls plateas he ate with staifasslstance.

Record review on 4/6/2012 at appmdmately 3:0'
p.m, revealed Resident #2' s Feeding Protocol
dated 3/16/2_0_12 recomimended the following:

1. Liquids: allow hlmtolakeslps ufmebe‘rerage
throughout the meal, :

2. Pnsiﬁ_qn_lng__:” pasition MH In his chalr at 90
degrees for alf meals; ensure that his head Is in
an upright, nesitral position, '

The staff working with Resident #2 wasnot.
cbserved implementing the above protocols:
Interview with the fadlity’ s staff and house _
manager confirmed the surveyor. ' s observation
and indicated training would be scheduled to
address the deficlent practice.

1441 [3521.70 HABILITATION AND TRAINING |14 |Gross Reference W194 #1 5/7/12

The habilitation and. tralning of residenis by the
- |GHMRP shall include, when appropriate, but not
‘the limited 10, the following areas:

{k) Mability (lncludlng ambulatlon, uansponat!on, '_ '
mapping and ariantaiion. and use of mobility
equipment);

This Statuta Is not met as evtdanced by'
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Based on obaervauon, staff interview. and record
review, the facllity falled to ensure that all
adaptive equigment were being utilized in the
mannerprsuibed to ensure a reskient’ s health
and safety during tmes of ambulation for one of
four sampled r'&ddents [Resident #4]

[The finding lnduds

Observation o 4/4/2012 beglmlng at4:10 p.m
mvea!edlhsld@t#{ sgati_:ettwasverylmsely
fastened and moved freely around his waist when
staff grabbed k to help him walk-around. It was

also-observed that sEfF held him by the .
shoulders, by his arm, and under his arms. Staff
was also observed walking on elther side of him’
. |and/or from behind while supporting hlrn while he
walks around. - '

Additional reom'd review on 4/6/2012 at
approodmately 2:15 p.m, revesjed Resident #4's
Physical Therapy Annual Assessment dated -
4/3/20_12_ recommended the following:

Mobiiity Assessment:
. |"The resident was observed in his home :
environment. Per caregiver report, the resident Is
supervised at all imes, secondary to his status as
a fall risk. [Resident #4] requires the use of a
helrnet and the assistance of a gait bet during afl
functional activities (transfers, standing, and .
ambulation) in‘order to ensure his safety,. and to
allow his caregiver to maintain control during
those activitl?&

|Record review ont 4/6/2012 at apprmdmatdy 2:30
p.m. revealed Resldent #4 ' s Mobllity Tralning
dated 4{6/2012 rammmended the folluwlng '

1. Faslan the ga!t belt aruund the rsident's waist

5altl'l Reguiation & Ucensfnn M'nmdraﬂnn S ‘
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ContinuedFrunpageB
w%memddemamdmﬁmtofmemident. .

2. The belt shbuld Iﬂ: snughi, but yau should be
able to sip your fingers between I‘hebdtandﬁle
resldent’s: walsl:.

None of the staff working with Resident #4 .
ensured that the gait belt was fastened to his
waist properly. Interview with the fadility * s
qualified Intellectual disabiiity professional- (QIDP)
and house manager (HM) confirmed tralning was .
completed on 4/612012, but the training was not
spedific to Resident #4 ' s needs. In addition, the
HM and the QIDP confirmed that the gait belt

| should be snup and in proper fit while Resident . .

#4 walks around

The facility falled to ensure staff was mpehent
in properly fitting. Resldenl: #4's galt bek.

1441
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