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A recertification survey was conducted from
January 27, 2014 through January 28, 2013, A
samplz of three clients was selected from a
population of five men with varying degrees of
intellestual disabilities. This survey ‘was
conducted utilizing the fundamental survey
process.

The findings of the survey were based on \
observations, Interviews and review of client and ¥ e
admiristrative records. 3

Note: The below are abbreviations that may
appear throughout the body of this report.

Hand aver Hand Agsistance - HOHA
Primary Care Physician - PCP

Housa Manager - HM

Day Program Staff - DPS

Group Home for Individuals with Intellectual
Disatilities - GHIID

Physician's Orders - POS

Day Program Case Manager - DPCM
Speech and Language Pathologist - SLP
Individual Program Plan - IPP

Individual Support Plan - ISP

Qualified intellectual Disabilities Ptofessional -
i QIDP

W 120 | 483.410(d)(3) SERVICES PROVIDED WITH
QUTSIDE SOURCES

W 120

| The facility must assure that outsice services
meel the needs of each ¢lient.

1

This STANDARD is not met as evidenced by:
Basad on cbservation, interview and racord
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review, the facility failed to ensure that outside
services implemented each client's foot protocol,

for one: of three clients in the sample. (Client #3) 02/03/14
The finding includes: An in-service training was completed for all the

. ] Direct Support Professionals at the day program
On January 28, 2014, beginning at _'2-24 p.m., on 02/03/14. Reviewed the recommendations,
obsenvations conducted at the day program instructions, and the responsibilitics of the DSP

ravealed Client #3 sitting in a wheelchair near a
round table with both legs placed on the floor.
Contiriued observations from 12:25 p.m. to 1:05
p.m. revealed the client remained seated in his

to follow the foot stool protocel and the proper
use of foot stool for the client #3 on datly basis.
DCHC QIDP and HM will ensure that day

wheelshair with hls feet on the floor while staff program follows all the required protocols
engaged the client in different activities (i.e. ensure safety for Client#3. DCHC QMRP/HM
identilying colors, counting up to ten, tossing will make monthly and quarterly visits to ensure
objecis, etc.). the same.

iPlease see Attachment [C].

On January 27, 2014, at 3:25 p.m., avening
observations revealed DSP #1 placed Client #3's
feet on a tan foot sfool while the client sat in his
wheelchair watching television. Continued
observations throughout the evenir g revealed the
client's fest remained elevated off and on while
seated in his wheelchair for long periods of time.
At approximately 7:10 p.m., interview with DSP
#1 revealed Client #3's feet were o remain
glevated while sitting due to his lower leg edema.

On January 28, 2014, 3:08 p.m., an ini@rview was
conducted with DPS #2 via telephone to ascertain
why Cllent#3's feet were not elevaled at the day
program when seated in the wheelchair for long
periods of time. DPS #2 responded by saying.

! "hold on" and never returned to the: telephone,
Approximately three minutes later, the DPCM
answered the telephone and stated that DPS #2
was aware that Client #3 had a foot protocol, but
failed to elevate the client's feet while. DPCM did
state however, that DSP #2 would be retrained on
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Client #3's foot protocol.

A second review of Client #3's medizal records Please see the answer on page 2 of 6.

on January 28, 2014, at 3:15 p.m., revealed
current POS dated January 2014. The PCS
revealad the client had a diagnosis of pedal
edema. Further review of the POS -evealed that
staff ghould keep Client #3's legs elavatad while
seated during the day time. It should be noted
that Client #3's order to keep his feet elevated
during the day was prescribed on April 17, 2012,
by the PCP,

Interview with the HM on January 23, 2014, at
2:08 p.m., revealed that the facility provided the
day program with a foot stool to ensure his feet
were elevated. Further interview ravealed that
the dzy program had a copy of the 208 and a
copy of the foot stool protocol dated January 26,
2013,

At the time of the survey, the day program staff
fajled to ensura that Clients #3's fact were
elevated during the day, as prescribed

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

Ag soon as the interdiscipiinary team has
formulated a client’s individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and servicas in suffic:ent number
and frequency to support the achieverent of the
objectives identified in the individual program
plan,

This STANDARD is not met as evidenced by:
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Based on observation, interview, and record
review, the facility staff failed to ensure each
client's commuinication training program was
implemented consistently in all environments, for
one of the three clients In the sampls. (Clients
#3)

The finding includes:

On January 27, 2014, between 3:12 p.m. and An In-Setvice training was completed for 01/31/14
7:10 p.m., observations revealed Client #3 did not | Direct Support Professionals at group home

use a {actile communication board curing active on 01/31/14 by the QIDP on the

treatment, At4:22 p.m,, DSP #2 as«ed Client #3 implementation of the communicstion goal

what snack did he want during snack time, but and provided the new skill data sheet to

the client did not rezpond. When asked, DSP #1 document. The purpesc of the implementation

stated that the Client #3 was non-verbal. At4.28
p.m., Client #3 was observed drinking juice and
eating Jeil-O with HOHA. At 4:35 p.m,, Client #3
was assisted to his bedroom by DSP #3 for a
short snap. Continued abservations at 6:55 p.m.,
revealed Client #3 was cbserved sitting at the
dining table eating dinner.

of the communication goal and use of the tactile
board on regular basis was discussed, The
QIDP and HM will ensure that the DSP will
implement the communication goal daily or as
scheduled consistently

Plcasc sce attachment [A, Bl

Review of Client #3's ISP regords on January 28,
2014, at 10:02 a.m., revealed an [PP dated April
8, 2013, The IPP revealed [client name] will
touch a tactile communication board to make a
choice: with 10% independence. Further review
of the IPP revealed the following training steps:

- Staft will place the tactile commurication board

with symbols in [client's name] reach and explain

@ach aymbol to the client (i.e. eat d-ink, bathroom
and bad).

- Using hand over hand assistance. allow [client
name] to touch each symbol as staff explains the
meaning to the client.
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- Staff will falk about each symbol,
- Staff will ask [client name], "What do you want
or what do you want to do?"
- [Client name] will touch to express sheice.
- Staff will respand to choice,
- Staff will mark the data sheet according to the
client's responsea.
Interview with the HM on January 2€, 2014, at Plaase see the answer on page 2 of 3.

2:28 p.m., revealed that Client #3 hed a tactile
communication board that was to be used daily
and documentation of its use should be done four
times & week. At approximately 4:50 p.m.,
interview with DSP #2 confirmed that Client #3
had a tactile communication board that should be
presented while the client was eating, drinking,
going to the bathroom and going to ded.
Continued interview with DSP #2 revealed that
there were several opportunities on Jaruary 27,
2014 znd January 28, 2014, where the
communication board should have been
preserted to the client. For examplz: DSP#2
stated that he should have presented the
communigation board to Client during
shack/dinner time, when the client wen: to the
bathroom room and when the client tock a short
nap on January 27, 2014.

Intervizw with the QIDP on January 28, 2014, at
approximately 5:00 p.m., revealed that Client #3
had a tactle communication board that was used
as an alternative means of expressing himself.
The QIDP stated that the communication board
was part of Client #3's daily goals ad objectives.
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At the time of the survey, the facility {siled to
implement Client #3's communication training
prograrn, as recommended by the SLP.
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A Jicersure survey was conducted from January
27, 2014 through January 28, 2013, A sample of
three residents was selected from = population of

1

000

digabilities.

and administrative records.

Hand over Hand Asgistance - HOHA
Primary Care Physician - PCP

House Manager - HM

Day Frogram Staff - DPS

Disatilities - GHIID

Physician's Crders - POS

Day Program Cage Manager - DPGM

Individual Program Plan - iPP
Individual Support Plan - ISP

QIDF

| 422| 3521.3 HABILITATION AND TRAINING

one aof the threa residents in the sample.

five men with varying degrees of intellectual

The findings of the survey were based on
ohsenvations, interviews and review of resident

Note: THe below are abbreviations that may
appeer throughout the body of this eport.

Group Home for Individuals with thisllectual

Speech and Language Pathologist - SLP

Qualified Inteliectual Disabilities Professional -

Esch GHMRP shall provide habilitation, training
and assistance to residents in accardance with
the rosident ' s Individual Habilitation Plan.

This Statute is not met as evidenced by.

Based on cbservation, interview, and record
review, the GHIID staff failed to ensure each
resident's communication training program was
implemented consistently in all environments, for

1422
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On January 27, 2014, between 3:12 p.m. and
7:10 p.m., ohservations revesled Resident #3 did
not use a tactile communication beard during
active treatment. At 4:22 p.m., DSP #2 asked
Resicent #3 what snack did he want during snack
time, but the resident did not respond. When
asket!, DSP #1 stated that the Resident #3 was
non-verbal, At4:28 p.m., Residen: #3 was
observed drinking juice and eating Jel-O with
HOHA. At 4:35 p.m., Resident #3 was assisted
to his bedroom by DSP #3 for a shart snap,
Continued observations at 6:55 p.m., “evealed
Resident #3 was observed sitting af the dining
table eating dinner.

Review of Resident #3's ISP recor:ds on January
28, 2014, at 10:02 a.m., reveaied un IPP dated
April 8, 2013. The IPP revealed [resident name]
will touch a tactile communication board to make
a choice with 10% independence. Further review
of the: IPP revealed the following train:ng steps:

- Staff will place the tactile communication board
with symbols in [resident's name] reach and
explain each symbol to the resident (i e. eat drink,
bathroom and bed),

- Using hand over hand assistanc:, allow
[resldent name] to touch each symbo: as staff
explaing the meaning to the resident,

- Staff will talk about each symbol

- Staff will ask [rasident name], "What do you
want ar what do you want to do?"

Direct Support Professionals at group hame

on 01/31/14 by the QIDP on the
implementation of the communication goal

and provided the new skill data sheet to
document. The purpose of the implernentation
of the communication goal and use of the tactile
board on regular basis was discussed. The
QIDP and HM will ensurc that the DSP will
implement the communication goal daily or as
scheduled conszistently

[Please sce attachment [A, B].
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(Residents #3)
The finding includes:
An In-Service training was completed for 01/31/14
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. Please see the an n 20f 3.
- [Resident name] will tauch to exprass choice. ase R SR eR

- Staff will respoend to choice,

- Staff will mark the data sheet according to the
resident's response.

Interview with the HM on January 23, 2014, at
2:28 pum., revealed that Resident #3 had a tactile
commiunication board thal was to he used daily
and dacumentation of its use should be done four
times a week. At approximately 4:50 p.m.,
interview with DSP #2 confirmed that Resident #3
had a tactile communication beard that should be
presented while the resident was eating, drinking,
going to the bathroom and going tc bed.
Contlued interview with DSP #2 rovealed that
there were several opportunities or January 27,
2014 and January 28, 2014, where the
communication board should have been
presented to the resident. For example; DSF# 2
stated that he should have presented the
comraunication board to Resident durng
snaclvdinner time, when the resident went to the
hathraom room and when the resident took a
short nap on January 27, 2014,

Intenview with the QIDP on January 28, 2014, at
approximately 5:00 p.m., revealed that Resident
#3 had a tactile communication beard that was
used as an alternative means of expressing
himself. The QIDP stated that the
comimunication board was part of Resident #3's
daily goals and objectives.

At the time of the survey, the GHIID failed to
implement Resident #3's commuricasion training
program, as recommended by the SLP.
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