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A recentification survey was conducted from
March 23, 2011 through March 25, 2011. A
sample of three clients was selected from a
population of one man and four women with

varying degrees of intellectual disebilities. This
survey was initiated utilizing the fundamentat &j q \\
rocess.
P Departrent of Health
: -Administration
The findings of the survey were based on - tieelth Reguiation & Licensing >
cbservations, interviews with stalf and cients in ' Intermediate Care Fa‘;“gi“ﬂa'&_"'m
the home and at two day programs, as well as a8 S 800 North Ceplto m
review of client and administrative records, : : Washington, D.C.
including incident reports.
W 120 483.410(d)(3) SERVICES PROVIDED WITH w120
OUTSIDE SOURCES

The facility must assure that outside services
meet the needs of each client.

This STANDARD s not met as evidenced by:
Based on observaiion. interview and record
review, the facility failed {0 ensure that clients’ day
programs implemented clients' mesltime
protocols, to include prescribed adaptive eating
equipment, for one of the three clients in the
sample. (Client #1)

The findings inciude:

1. On March 23, 2011, at 6:49 a.m,, a direct
suppart ataff was observed feading Client #1 his
breakfast. The warm foods (cream of wheat and
bolled egg) had been pureed and were served in
a divided plate. Later that day. at 12:05 p.m., &
day program direct aupport staff was observed

Fa

I S S Nl e M SN

e

Any deficiensy stetement ending with 2n agterisk {) denctes a deficiency which the inatitution may be excused from comacting providing it is determined that other
safeguards provide sufficient protection o the patierts. (See Instructions.) Except for nursing homes, the finciings stated ebovix are discloaabla 80 days following the
date of survey wheliver or not a plan of comection is provided. For rasing homes, the above findings and plans of comection are dlaciossble 14 days ollowing the
oate these socuments are made avallable to the fadlity. I daficiencies are cited, an spproved plan of comaetion is requisia 1o cominued program participation.
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- |
W 120 | Continued. =ron, page 1 w 120]
opening ar alul linum tray (divided) of warm
foods. The. lunih consisted of pureed turkey, ‘ |
macaroni : nd ¢ 1eese, and yweet potatoes. The |
| staff remo- ad 1 e food items from the aliuminum |
| tray and p 309¢ them into a scoop plate that was | _ L
| not divides : Th 2 pureed foods were observed :| w - oo -
spreading 3cro 35 the bottom of the plate, mixing l i 120
, into ohe a.-n_u'lm r. The client's _ﬁrst name was : t The QIDP will meet with the day program staff of Client
observed yrite n in black magic marker on the 1 . i . .
_ | ! #1 o insure that the program has the prescribed scctionul
 side of the 8¢op plate baing used. [ plate and 1o insurc that it is used consistently. Additionaily,
I _ . ! the QLDP will reinforce the importance of encouraging
On March 22, {011, beginning at 3:15 p.m., | Client #1 to cat with as littlc stafT support as possible. The
review of Slien:#1's Individual Support Plan | QIDP will document the follow up in the monthly
(1SP), datrd July 22, 2010, revealed that he was : notes,,. 3-22-11
prescribet 2 "¢ ectional, divided plate." \ The FIDP provided the day program with a new plate.....
5-2-11
| On Marct 25, 1011, at approximately 10:15 a.m. | g‘w QIDP and other support stafl' will monitor compliance
: PN N : ’ I uring routine visits to the program (minimum monthly).
3 I : o .
the qualifi1d in slisctual d|sa_1b4 mes professional i Faiture W use the prescribed sectional plate or provide
: (QIDP) we.s a% xed about Clent #1's meals atthe i support during the mcal as per the prescribed protocol wilf
day progr m. She stated ﬂ?al she had observed i be reportcd to the management ievels of the day program
* him racel ing lunch approximataly two months { | for follow up...5-22~11
i prior to th ) suivey. She also confirmed that he f The QLDP und other members of the residentiul
i was pres ribe | a divided plate, When asked managcment team will visit the day program of each
about the whity sccop plate with his name on i, _ individwal supportcd In the home to Insure thut no other
the QIDP reca led having seen the scoop plate such deficicnt practices exist, if any are uncovered. the
being use 3, i , QIDP will inform the managenent steff of the program and

plan follow up in coordinated (ashion...6-1-11

‘The sbove-mentioned process will conducted on at
minimum a monthly basis. The QIDP will document the
viglt findings in the monthly notes...6~1-11

2, Cross~ afar to W194, Observation of Client !
#1's lUnC - ser red at the daty program revealed
that the ¢ aff fled to implement instructions as
prescribe 1 in 1 is Mealtime Protocol (MP). The
MP, datei Jul r 2010, included the following:
"Encours e < dient's names to eal without
| physical upport of staff, If he will not eat after
| 4.8 miny be ¢’ encouragement, provide hand
ovar har | suj-port with faciing to promote
indepencenc: ” Staff wau observed, however, ‘
providing han 1 over hand suppart immediately ;
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i from the :tart if the meal, without first providing
| encourag e it |
W 194 | 483.430( {4 STAFF TRAINING PROGRAM W 194
Staff mu: ¢ be able o demonstrate the skills and

fechniqu = ne cessary to irnplement the individual
program an i for each client for whom they are
responst e,

| This ST, NO:.RD ig not miet as avidenced by:

! gasad c 1 ob:ervations, irtendaws and record
verificat 3. b facility failed 10 ensure staff

] damons rete | competency in implementing

| clients’ 1 yeall ime protocols, for one of the three

| clients i the sample. (Client¥#1)

|

i The fir ings include:

E

| Client # | was obsarved at breakfast on March 23,
| 2011, Exginling at 6:50 a.m. After prasanting

| the clie t's ¢ late. a direct support staff informed

| him wh 1t he was about to eat. AL5:52, the staff

| placed 2 =picialized, angled spoon inta the

| elients fight hand, held the clients hand with his
| own ar 1 Lie 3an feeding #im with hand over hand
suppot . The client, however, was lesistive and

| food st illed onto his chin and bib. The staff

| asked Yim * you wartt mé to feed you?" After a

| 10-se¢ 3nd rause, the siaff answered for him

| "yeah. Aft ¥ another 1(-second pause, the staff
| said " #'s ty one tore ime." He resumed hand

| over h ind 1 ssistance and the client again

j refuse 110 ooperste. Ely 6:54 am., the staff was
| spoon fencing the clien: his breakfast. Staff

| spoor fed im throughcut the rest of his meal,
!

|
|
|
!
l
;
i

i
|
i
l
1

!

I —
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Client #1 vas jbserved at his day program on
March 23 :2011. At 12:050m,, 8 day program
staff oper #d @1 aluminum tray of warm foods
(pureed t irkey, macaroni and cheese, and sweet
potatoes, He trancfemed he foods imo a scoop
plate anc plac >d a specialized, sngled spoon on
the side « f the plate. At spproximately 12:07
p.m., ancither Jay program staff placed the spoon
| into the cient 3 right hand, held the clients hand
using bo 3 of rer hands and began feading him.
Even the agh Client #1 resistad her hand over
hand stj pent she persisted and he participated
to that & tent (hand over hand) throughout the
remaind. £ of 1ls meal. Staff atthe day program
were ab: ervé 3 referring t a Mealtime Protoco!
| (MP), dead .. uly 2010, which resembied the
same or.3 thi t had been gbserved in the kitchen
| earlier tr-at dity in the home.

] Client # :wai- observed receiving snack in his

nome Iz-&r it at aftermoon, at 428 p.m, After

affering 3im .1 choice of snack items, 8 direct

support staff was observed using the same

| techniqye ue2g by the day program staff at lunch

i (using t 5th t ands to provide hand over hand

! support whi e feeding the client a serving of
yoguit

I 1. Ontlarchi 24, 2011, at 9:37 a.m., review of
l Client # i's AP, dated July 2010, rovaaled the
i followir: 7 ins Tuctions: "Encourage <client’s
| name> © o4t withaut physical support of staff, If
he will - ot @ it after 3-5 minutes of
encour gen ent, provida hand over hand support
I with fac ing {7 promote independence.” The three
differer  sta f observed in the home and at day
| prograr1 wa 8 all observxd to give the client hand
| over h: nd ¢ spport immediately, without first

|
|

" w194

|
|
5
{
!
‘;
|
l
!
{
l
| 3.24-14
|

1. The QIDP provided additional training for the
home staff to reinforce the importance of
following the meal protogol for Client #1...

The QIDF will monitor megls al minimum once weekly for
all shifts to insurc (hat the meal protoco! is consistently
followed. The fecility manager wiil abserve meals for all

shifts ot minimum twice weekly (scparate from the QIDP
observations) to insure routine compliancs., Any failures 10
foltow the protocols during observations will result in
appropriate fotlow up action fon-the-spot training,
counscling. disclplinary follow up. etc.),,. 5-22-11

The QIDP wili schedulc a formal training by the OT to
reinforve the proper use of the scctional plate and
implementation of the meal protocol...5-30-11

The QIDP and facility manager will moniter the

implementation of active treatment ps
| shifts on & rouline weekly basls at min
' insure that ail protocols and programs
| consistently as preseribed...6-1-11
i 2. Seer W120 response
l 3. See:#]above

imaplemented on all
imum (scparately} to
arc implemented
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| offering hi 1 en ouragement to feed himself (for a
{ period of 1 5 1 imutes), in accordance with the

!_L MP.

i 2 During tha 1 lay program visit, st 12:24 p.m.,

\ interview vitn | ha direct support staff assisting
gCﬁent#‘i it 'uf ch revealed that she had been

| empioyes they» “for 3 yaar * When asked if she
| had recet red | aining on his MP, sha replied

| "yeah, | ¢ 3 had over hanel with him." Interview
| with the < ualif ed imeflectu disabiities

| profassica: { WDP) on March 23, 2011,

| beginnin: at ¢:50 a.m., revealed that she had

| ob=arver a fuch at day program approximately
i two mon 18 P jof to tha survey. When asked at
i 1039 a.r 1., if staff at the day program had

| received Irsin ng on Client #1's MP, the QIDP

! gtated t 3t ar LPN had provided training in the

| past "bu not his one” refering to the July 2010
l revision: . ‘Tt ore was no avidencs that seaff at

| Client #' ‘s di y program had recsived effective

| training n it plementing his MP.
l 3. n-se vice training records for residential staff
| ware reiewd d on March 24, 201 1, beginning at
i 2:51 por. The facility had dqcumented an
! Octabet 12, 1010 training by the Qcoupational
| Therapi  ref arding clien!s’ mealiime protocols,
Review 1f th ) 5taff signature sheets revealed that
| nine (&) stafl including the man observed
| aswistin | Clint #1 at brenkfast (6:50 a.m.) on the
| day befire had been in attandance. There was
i po sign ture however, of the staff that was
| observe d aa sisting the client with his yogurt at
. 4:28 ps1, T ere was no evidence that staff in
| Clierit # 1's F:ome had received effective training
| on impl e iting his MP.
|

|
|
|
i
|
i
|
|
[
|

!
|
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W194|continuedFam;-age5 w194% |
i This is a rep &t d sficiency. l |!
| 'l |
| — 1
.‘ |
| in a daficier 3y report dated December 18, 2009, E'
| the facility w 85 c:ted for staff fallure to implement
another dlieit's r ieatime protocol. !
W227 | 483.440(C)( 3} INJIVIDUAL PROGRAM PLAN W 227 l
!
|
i

!- required by par: graph {c){3) of this section.

| This STANDARD s not mel, as evidenced by:

| Based on « bsei vation, staff interview and record
| review, the faci ty failed to develop training

| programs - 3 ad fress sssessied needs, for one of
|} the three ¢ lent. in the samgie. (Client #1)

l‘ The findin s 1y lude:

l‘i Client #1 1 iore a bib during his breakfast an

| March 23, 2014, peginning at 6:50 a.m. Thore

| was spilia je o food and droot onto the bib., A

| direct sup yort satf used a rapkin to wipe his

| mouth the ugh out the meal. Similar observations
!I were ma & lat ar that day, at 12:17 p.m., while 2
direct sup porn staff fod him lunch at the day

li program. ‘The onty difference noted was that staff
Lin the hot 16 3 won fed the dlient, whereas the

!| staff atd: y program praviced hand over hand

'i suppost tirou thout the meal.

I
| 1. On Msich 123, 2011, beginning at 316 p.m,,
|

——
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W 227 | Continued F-rom >age _
% review of Cl sntitl's record revealed an tndividual
| Support Pie 2 (1€ P), dated Juy 22, 2010, The
| |SP include 3 zn interdisciplinary team (IDT) .
| recomment atol: for ihe Tolipwing training goal ast
‘ neclints n mae: - will feed hirnsatf and eat at“Ie
| 50% of his ‘oud with the approprate device.
Steff in the horr @ and at day‘program wa.s A
'. idemtified & 3 T8¢ pongidle far implementatio ed N
| 3:43 p.m., "evie w of monthiy reports prepared by
by i isabilities professional
| the qualifie-d sllectusl dis: e
I] (QIDP) shwel no gvidence that thv_z facility
| developet ‘and implemersted a training program
} in accordz nce with the IDT'S recommendation.
!

\ Interview with ne QIDP on March 25, 2011, »

i| beginning al 8 50 a.m., corfirmed that C:ﬁm:t

| did not v ve 2 training program for feeding .

‘1 pimself. 3he ndicated that the client r.wf-:mcu‘:1 :m
| had a tra ning prograrm. This, however, m.};h

| be vefifie 4 tht sugh further record reviaw. di:nt's
| QIDP stz ted { 18t the 10T had adapted the

| Meattim: :Prc ocol, updateid July 2910 by mabd .
| Occupat bral Theraplst {OT), and incorpora

| n the 1S >

| .

‘ ch 23, 2011, beginning at 3:15pm.,
': f;fm-?'cu \nt #1's ISP, dated July 22,2010

| rgvaale an DT recommendation for the following
| training goal "ecllent's name> \fnll obtain a

[ indeper den @ skills by amnplgnng a househol

| enora. <Cli:nts name> will wipe the table after

| megls" The: client had rot been observed wWiping

| the tats & aftor braakfast in the home of after

|: junch = i the day progran earlier that day. At "

| 3:43 p .. r aview of monthly reports prepared _Iy

| the Il 1P s towed o evidenca that the the facity

| had de velo sed and implemented a raining

; progrs 1 n accordance with the [DT's

|
i \
W 227 \Il \

o — - ——

w227

The two goals for feeding himself and wiping the table
have been developed along with data collection Systems for
each and staff instructions. Staff has been trained on
implementation and implementation kas begun...3-25-11

—

E—

It should be noted that these two objectives have been run

in the past and it had been determined that Client #1 had
reached his maximum potential in these arcas. The QLDP
asked the DY Service Coordinator to exclude them from
the most recent ISP but they got included. The QIDP did
not catch that in her edit review. The poais will be run
again for the remainder of this ISP year (i.e. through June
2011). It will be determined thereafter, based on his
progress or lack thereof, whether either should be
continucd into the new ISP year...7/11

The Director of Residential Programs will review ail
componenls of the ISP developed by the QIDP to insure
that they are complete and accuratc. The Assistant to the
Dircctor will review finalized 1SPs as a second ¢ross check
to the QIDP review Lo insure that the document is accurate
and ¢complele. MTS management staff will provide ISP
edits to the Service Coordinator when issues are found in
the review process...5-1-11

‘ |
'\ |

|

——
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W 227 ; Continued Frim page 7
i recommends ton,

| beginning at ::50 a.m., confirmed that Clisnt #1

| gid net have 1 tra ning program for wiping the
| table. At 10: 5 a. M., the QIDF' stated tne client
 could "benef : fror 1 such a goel.”

w242 | 483 .440(c){E (i) ‘NDIVIDUAL PROGRAM FLAN

| The individu: | pre gram plan rrust include, for

those clients who lack them, tiaining in personal

skills essent il o privacy and indepandance |

(including, b 1t no. limited to, wilet training, !

personal hyg lene  dental hygiene, seif-feeding, |

pathing, drex sing grooming, and comm unication ;
1
|
{
|

!
1

l

3

k

|
Interview witt the QIDP on March 25, 2011, ]
|

§

|

|

|

of basic nee Is}, 1 ntil it has been gomonsirated
that the cliet Lis ¢ evelopmentally incapable of
aoquiring the m

This STANC ARL is not met as evidenced by:

| Based on ok-saru ation, staff interview and record \
review, tha 1 icilit ¢ falled to document the

* proviglen of ran ng in parsconal gkills essential for |
independen = (s jecifically, using a napkin) unti f
it was demc 151 tod that the client was incapable

* of acquiring: ha : kilts, for ane of the three clients *
inthe samp 3. (¢ lient#1) i

I The finding ncw les:

|

| Glient#1 we.re a bib during his breakfast on

| March 23, 2311, beginning at.6:50 a.m. There

! was spillage of .0d and he drocled onta the bib.
A direct sup sort staff used a napkin to wipe his

! mouth throL ghot t the meal.  Similar abservations
| ware made G that day, at 12:17 p.m., while a

FORM CMS-2867(0250) Pravious versi: s Obiclew Evert ID: ZOZF 11 Faclliy 10: ODG183 if continuation sheet Page 8 of 18
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w242 | Continued F om age 8
| direct suppe 1 ste ff fed him junch at the day
program. S aff ir both setting were observad with
3 Mealtime rote sol, dated Jufy 2010, and

'i signed by a - Oc upational Therapist

I On March 24, 2011, at 1:28 p-m., review of Client
| #1°s Occup: tion: il Therapy (OT) assessment,

| dated June 3, 2¢ 10, revealec: that the client did

l not use & n. pkir independently, Thera was no

{ evidance t at th : client had « training program

I for & napkir | me Jth wiping program.

| \wWhen inter iews d on March 25, 2011, beginning
| at9:50 a.m , toe QIDP confirmed that Ciiant #1
i did not hav @ 3 b aining program for wiping his
mouth with & na skin. She stated that he had

| received tr inni| o using a napkin in the past,
l “probably t1e yiar before lant.” This, hiowaver,
| could notk 2 ve ified through further record
1 review. T & QLIP stated thit the IDT had
| adopted th  ¢lit nt's Mealtime Protocol, updated
L July 2010 wihe Occupational Therapist, and
 incorporat d it nthe ISP. She acknowledged
! that the M aitir 1@ Protocol clid not reflact whether
| or not staf war: 1o provide assistance with wiping
! his mouth '

W 249 | 4583.440{(d (1} 'ROGRAM IMPLEMENTATION

Ac soon @ 3 the interdisciplinary team has
" formutater . 2 ¢ onts Individuat program plan,
| aach clier : mu 3t receive a continuous active
| treatment prog ram consisting of needed
! imerventi ms & hd services in sufficient number
| and frequ incy to support the achievement of the
I objective: ‘ide tified in the individuat program
| plan,
i
I

w242

|
'%
|
|
|
«

s
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i

i This STAY DAFD is not met as evidenced by:

| passd on sbse rvation, staff interview and recorg
review, th  fac lity failed to ahsum clients received

| continuou ; act ve treatment, for ane of the three

clients in " 16 s Imple. {Client #3)

The findir 3 includes:

During sr 3ck | bservations on March 23, 2011, at

| 415 p.m, -the diract care staff offored Client #3 2
variety ot snas ks, After shs complated her

snack, st Iff piesented a ecummunication device.

The devi: @ nzd pictures of @ persan eating,

| waving h ilo ¢ nd good-bye, and strofiing in @

| wheelchz ir {mee a pictursa was pushed the word

| was said St ff was observed pushing the picture

j of a pergon o ting, 0 which ane could hear a

} recerde met sage "l am ungry.” nterview with

1 the direc . car: staff, at 420 p.m.. revealed that
the dlien iusa 1 the davice to express her wants.

|
}
|

On Mar 1 25 2011, begirming at 9:25 a.m.,

| review ¢ | Clie nt#3's IPP dated May 24, 2010,

|| revealed 8 plogram objective which stated, "fthe

-l client] w i ha able 1o use 2 voice output/picture
commut icati :n symbols in order 10 express some

| of het f ndai 1ental peeds, wants and dasires

l given g stur )l cues on 3 out of 4 trials.”

|

| On Mar:h 2+, 201 1, at 11:56 a.m., review of

| Clent # 3's 8 »eech assessment, dated July 23,
2010, nvea ad that she had severa spoech and

'I ianguar-e de ficits. The assessment

| recomr end ¥d that the client receive exposure to

| cause . na ¢ ffect activities 1o increase her overall

w249

communications devise...4=15-11
The Q1
session by the speech
by...5-30-11

The Specch P
protoco) for statf to follow in supporting

The QIDP will observe the im

|

will provide on-the-spul tralning to s1aff

communications device 1o EXpTeEss

equipment {s used as prescribed...6-1-1 1
‘The QIDP will coordin
and will document both the findings
activitics,,.6«1-11

Reviews will gcour st minimum on 2 rou

basis...6-1-11

and

|
|
|
|
|
i
1
[
|
!.
|
|
|
!
|
!
i.
|
|
|
|

(x4} 1D i © upan RY BTATEMENT OF DEFICIENCIES i w0 | PROVIDER'S PLAN OF CORRECTION [ 03]
PREFIX | (EAC | DEF CIENCY MUST BE PRECEDED 8Y FULL l PREFIX | (EACH CORRECTIVE ACTION SHOWLD BE GGII:ALTEEWN
TAG | REGL LATO Y OR LSG IDENTIFYING INFORMATION) ; TAG : CROSS-REFERENCED TO THE APPROPRIATE
|| i l LEFITIENGY)
! . T |
W 249 | Continuad Fror | page 9 ; w 249\

1N

The QIDP re-trained staff on the proper use of Client #3°s

DP will schedule a formal. follow up training
pathologist. This truining will ocour

athologist will be esked to dovelop a formal

Client #3 in the

use of the communications device, .. 5=30-11
ptementation of this program
during routine monthly sctive treatment obscrvations and

if any is obscrved

fatling to properly support Client #3 in using the

ber needs...5-15-11
The QIDP will review the status of all necded adaptive
equipment for each person supported to insure that cuch
individual supported has all nceds met and that the

ute follow up o any issucs found

the follow up

tine monthly

|
|
|

5 respor fver 88s.
—_—
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W 249 | Continued Frox 1 page 10

tmsrviewv%t:equaiﬁadirrhauemldisahiﬁﬁes
profession il on March 25, 2011, at approximataly
1215 am . rav 3aled that the cllent should use
harmm:rpic&ﬂmdeﬁcetnm her wanis,
neads anc ‘or d isires prior to the selection
praserted: 1o he 1. The staif, however, failed to
implement Clie 1 #3's communication goal a8
written, or: the yevious evening. They did not
present th : voia output/piciure communication
board to C ient #3 prior to (or during) snack time.
w322 | 483 460(2 (3) I 'HYSICIAN SERVICES

Thefadit:';mmtpmidenrubtahplmnﬁvaand
general mdic: | care.

This STANIDAID is not met as evidenced by:
Basad on abae rvation, gtafl interview and record
raview, the: fac ity's primary care physician {PCP)
fafled 1o etsun | gonesal and preventative care
ssndoes,u:rouanfmemmacuemsinme
sample. ¢ 3lier t#2)

The findin 35 in Hude:

The facilit ’ faik 1d to ensure timely medical
follow-up or C jent #2, as evidenced by the
following:

Observati)n ol the evening medication
administry ton b March 22, 2011, beginning at
7:31 a.m._rew aled Client it2 received Ferrous
Sulfate ar d a | ‘olgard tablet. Interview with the
medicatic 1 ms sa during the medication
administr: tion revealed it the medications

W249

w32z

m———
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W 322 | Continued “ron page 11 W 322
were used or b satment of her diagnoses of

anemia an| ost xopenia, resppectively,

1. On Mar h 23 2011, beginming at 210 p.m.,
review of € ient #2's medical racord revealed a
hematolog  cov sutt datred Novesnber 23, 2010.
The hemat dog] i recormunes e laboratony
stxlies (B~ 2 ot ols, sovum filate, T3, T4, TSH,
and a periy herd | blood smesr) asd retumn in four
manths, F urth r record review, however,
revealed i 1 evi lenca that she had returned to
the hemati Il ¢ or had recoived the laboratory
studies, as reot mmendead.

On March 3, 2 )11, at approximatety 3:20 p.m.,
the regisis bd r rse (RN) acknowledged that
Client #2 h »d ni ¢ returned o the hematologisat
since Nove mbe - 23, 2010 nar had the laboratory
shidies b n s¢ yachiled. On March 24, 2011, at
approxima:oly 4 1:00 a.m.. tha director of nursing
stated that the 1 ppointmants would be
schechaed.

2. On March 22 2011, beglrming at 2:10 pm.,
review of C Bent #2°s medical record revealed that
a Dexacen scoy. wae attempaad on January 4,
2011. The cor: ult shoot Indicated that the client
was unNcod rerg ive due to haor Inability to remain
still during .n@n ;; therefore, the scan was not
compieted Tt ne was no documanted evidence
that the PC P he d been mada aware that the
client did n » hz ve the scan and no new order
was reflec xd. ‘

On March '3, 2 11, at approximatety 3:30 pm.,
the RN aci now sdged that Chent #2 did not have
a fotlow-up D acen scan consult nor had one

been ache jle: . On March 24, 2011, at

w322

All of the levels checked were normal with the i
exception of

B 142_ ::-ul the PCP does not believe that to be signiﬁc:m ¢

e A1 '

Clicnt #2 was seen by hematology on...4-5-11

Narmal exam results with a recommendation to foliow up
in six months

No changes were suggested in her treat
PCP has reviewed the resuits, memt reglmen. The

The DON wiil meet with the Assigned RN to insure

the MTS Medical Appointment 'I':'cking form is usa:;m‘
Pmruals:tlvel'{tﬁn an (;ncﬁolng basls © track, scheduie and
implement the nec medical foll 5
Sappone, ow up for cach person
The RN will be required to submit the completed

fun_ns for cach person supported for m\riawpby th;: Llljpg:lmd
_durmg manthly Nursing meetings.

The QIDH* will review the medical records monthly to
nsurc needed follow up is implemented and documented in
a timely manner. The QIDP will report issucs found to the
assigned RN and DON as needed. .. 6-1-7 1

The gslgnud RN. QDIP and facility manager mect monthly
to review che status of medicai foilow up and to proactively
plan upcoming follow up,..6-1-11

1.  The peaded scrum lab work was completad
on. .. 3-29-11

2.  Cilent #2 had the Dexaccn scan completed
on...4=7-11
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W 322 | Continued | rom page 12 w3azz2 _—
approximat iy 1/:00am, maduemrofnmdng
stated that m @) npoinunentwouldbesmedubd.
W 356 483.460(g):2) € DMPREHEMSIVE DENTAL W 356 \
TREATME- (1)
The facllity mus t ensure con\prehensive dental
tregtment Mﬁﬂﬁimdumaaﬂalmre R
neadad fo mﬁ:fofpail'lancnnﬁam e don o because the
The exiractions were done bya back up dentist because ih
restoratior -of ¥ eth, and maintanance dantal primery dentist was on vacation on the schoduled date.

This STA IDA WD is not mat as evidenced by
Based ot jnte) view and record review, the fadlity
folled to e nSW 2 P care tn ensure the
mamtalﬁmawfdianis'damalheslm.foromof
the three clief ts In the sampie. (Client #1)

The findi ig In Sudes:

stnvnrmathisteaﬁwzs.#uandmwsm
mawdﬂ'urtsameday. The diend's
muotdé:shuuedthathe\mseenagainbyme
dentist 3n N avembar 5, :!010and[)ewmbel‘22,
2010. nwrawasmewwmmmasnhnof
M#!ﬁhﬂheenaddlressad- At12-28 pm.,
:evie#quiant#‘l‘sMonﬂ'lw Nurse Notes for the
peniod: June 2010 - March 2011 revealed no
indicat on 1 at the fadilitr's nursing staff had
swgtr‘wdawnnmwhmormmmnadbeen

Client #1 is acheduled to Tetom 1o the dentist
on...Jurg 28,2011
The 1S5uU€ will be

The assigned

s prescribcd

Jdocumented
R'.N...G-l-ll

addrcssed during the
moetings and approprt
ond where possi
Problems with o
manner will be repd
4 other clements of the DDS support

5 NCCCSSHTY- Follow up will be

in the routme monthly notes of the QIDP and

for ussistance an
sysiem it it become

RN will rack denial follow up B8 assisted by
the QDIP to insuré that ail required follow up i gompleted
gnd in a timely mannet. Dentol issues will be
RNIQID\‘II-‘acil‘lty Manager monthly

{ute

addressed al that time. MTS will insure
that dental is provided with the previous order for the
axtraction of #26 and all necdod informalion o the consult
form ond aﬁachmems...G-zs-l 1.

ble implemented at that time...6=1-1}
palning Prior Authorizations in timely
rted to the DDS Service Coordi

follow up sieps will be planned

mator
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W358

W 3g1

Continued From page 13

extracted as originally recommended on June 30,
2010,

The qualified intellectual disabiiittes professional
(QIDP) was interviawed on March 25, 2011, at
11:12 a.m. She stated that she could only
speculate as to whether or not the dentist hed
changed her recommendation to extract tooth
#26. She acknowledged that ta date, the facillty
had not inquired about the tooth, The QIDP
further stated that she would ensure that tooth
#26 was re-asgesaed when Client #1 retumed to
the dentist on June 28, 2011.

483.480(){1) DRUG STORAGE AND
RECORDKEEPING

The facility must stare drugs under proper
conditions of security.

‘This STANDARD is not met as evidenced by
Based on observation, staff intarview and record
varification, the facllity failed to ensute ail
medications were properly secured, for one of the
five dlients reslding in the facllity. {Client #4)

The finding includes:

On March 23, 2011, at 10:12 a.m., an unopened
box of nasal spray was observad being stored In
a refrigerator located in the front offico area
upstairs. The hox's iabel indicated that it was
Client #4's "Calcitonin-Saimon 3.7 ml 200
U/Dose Spray, 1 spray in altemating nostril every
day." Continued raview of the label reveaied that
the prescription had been filled on March 6, 2011
and "refrigerate until openad, Store at room

W 356

v 381
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At 10:56 a,m., the medication nurse who had
administered the clients’ medications earlier that
morning was asked if any medications required
refrigeration. While she stated that Client #4's
nasal spray was stored In a refrigerator bafore
epening, she walked {o the refrigerator, opened
the door and pointed to the box of nasal spray
that was being stored In the door. She closed
the refrigerator. She was then asked If there was
a means of locking the refrigerator, She pausad,
then acknowledged that the nasal spray was not
properly secured. She reopened the refrigerator
and transferred the box of nasal spray to another
refrigerator that was iocated in the adjoining
nurse's office. She explained that the new
location was secure, given that the deor to the
nursa's office was kept locked whenever nursing
staff were not present.

WV 418 | 483.470(b)(4)(i) CLIENT BEDRQOMS

The facility must provide each client with a clean,
comfortable matress.

This STANDARD Is not met as evidenced by:
Based on observation and interview, the faciiity
failed to maintaln a comfortable mattress, for four
of the five clients residing in the facility. (Clients
#1, #2, #3 and #5)

The findings include;

On March 23, 2011, at 8:24 a.m., the medication
nurse was observed applying Derma-Smoocthe oil

w418

{X4) ID SUMMARY STATEMENT QOF DEFICIENCIES } 0] PROVIDER'S PLAN OF CORRECTION x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE mu&ﬂm
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE
DEFICIENCY)
W 381 | Continued From page 14 W 381
temperature after opening...” There was no lock
observad on the refrigerator daor, W38l

Medications that must be refrigerated in the future will be
gtored in lock boxes that arc appropriutely labeled., 5-14-11
The relevant medication passing nurses will he retmained on

" the proper storage of medications by the DON by...5-20-11

Medication storage will be checked at minimum twice
.monthly by thie nursing team... 5«1-11
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W 418 | Continued From page 15 w418
to Client #2's scalp while in the privacy of her w418
bedrocm. Observation of Client #2's bad
revealed a large indentation at the center of the New Mattresscs have been ordered and will be in placc
mattress, Later that day, at 4:23 p.m., the beds by...5-20-11
used by Clients #3 and #5 also were observed The facility manager will monitor the condition of all
with farge indentations in their matiresses. At furaiture during bi-monthly cavironmental andits and will
4:27 p.m., while interviewing Client #1 in his : repott any repair necds for timety follow up..,5-1-11
bedroom, his mattress also was observed to be
sunken,

On March 25, 2011, at 10:42 a.m., the qualified
intsllactual disabilities professional stated that all
five clisnts were to have "standard mattrasses
that come with hospitai beds.” There was no
evidence that the facitity ensured that clients were
provided a comfortable mattress.

W 440 | 483.470())(1) EVACUATION DRILLS W 440

The Facility must hold evacuation drilis at least
quarterly for each shift of personnel.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to hoid evacuation drills quarterty on all
shifts, for five of the five clients residing in the
facility. (Clients #1, #2, #3, #4 and #5) -

The finding includes:

The facility failed to conduct simulatsd fire driils at
least four imes (4} a year for each shift, as
evidenced beiow:

On March 24, 2011, at 4.05 p.m., interview with
the house manager (HM) reveaied that there
wera three deslgnated shifts (8:00 a.m. - 400

FORM CMB-2567(02-99) Previous Verslons Qbsolste Evenl 10: Z0ZF11 Faciity [D: 08G183 if eontinuation shaet Paga 16 of 18
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W 440 | Continued From page 16 W 440
p.m.; 4:00 p.m. - 12:00 a.m.; and, 12:00 am. - W.
8:00 a.m.). Monday through Friday, Further 440
interview revealed that there were two designated .
: e The staff retrai i :
shifts (8:00 a.m. - 8:00 p.m. and 8:00 p.m. - 8:00 fhe firc d&“ﬁemlq ’i‘:;]"“ ﬂ“‘ﬁm"‘ of foliowing
a.m.) on Saturdays and Sundays. prescribed by the schedule and reporting an;y! operly as o
the management tesm. Proper documentation will ajso be
The facllity's fire drill log records for the pericd covered,. . 5-11-11
January 2010 - February 2011 were reviewed on MTS maintains ont annual fire dri)l schedule for each home
the same day, baginning at 4:06 p.m. There that reflocts a minmam one drll per quarter fot cach shift.
were no documented drills held during the 8:00 The QIDP wil} monitor the implementation of the schedule
a.m. - 8:00 p.m, shift on weekends for tha first ilo mwm aj;;‘;?“!“led drills ar implemented and wifl
ten (10) months. Beginning October 30, 2010, w‘“eh““’ 5_23_“{1 missed is made up within one
however, there had been a drill conducted on that .
shift every month.
Similarly, there was no evidence that drills were
conducted during the 8:00 p.m. - 8:00 a.m. shift
on weekends from January 1, 2010 until June
27, 2010. Since then, the weekend overnight
staff dosumented evacuation drilis on June 27,
2010, September 26, 2010 and January 29,
2011.
When interviewed on March 24, 2011, at
approximately 4:45 p.m., the facitity's HM and
qualified intellectual disabilities professional
acknowledged that the weekend shifts had not
conducted drills in earfy-mid 2010. Thay
reportedly addreased the deficient practice in staff
meetings, once it had been identified. Moments’
later, however, they acknowledged that four
months had passed between overnight drills
conducted on September 26, 2010 and January
29, 2011. .
VvV 473 | 483.480(b)}2)(iiy MEAL SERVICES w473
Food must be served at appropriate temperature.
FORM GMS-2567{02-08) Pravitus Versions Obsolate Event ID:Z02F 44 Facility ID: 09G103 it continyation sheet Page 17 of 18
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This STANDARD Is not met as evidencaed by:
Based on abservation and interview, the facitity
failed to ensure that food was served atthe
appropriate temperature, for one of the three
clients ia the sample. (Client #3)

The finding includes:

On March 23, 2011, 8t 7:25 2.M., upon entry Into
the facility a covered plate of food was observed
sitting on the dining room table, Interview with a
direct care staff at 8:20 a.m., indicated that the
covered plate was Client #3's. The staff further
indicated that the client eats after she receives
her medications (Reglan). At 8:30 a.m., the
direct care staff was observed removing the
covering from the plate and bagan feading Client
#3 her breakfast,

Interview with the qualified inteflectual disabilifies
professional on March 23, 2011, at approximately
2:30 p.m., revealed that Client #2's food should
have besn heated if it sat on the table for more
than 15 minutes, prior to her eating the meal,

X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN QF CORREGTION )
PREFIX {EACH DEPICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOWLD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
W 473 | Continued From page 17 W473

w473

Staff will be retrained on the importapee of following the
meal protacol for Client 43 by the ruttitionist on.._$-11-11
The facility manager will observe meals implemented on
all shifis at minimum twice weekly to msure that there is
consistent compliance... 5-20-11

FORM CMS-2567(02-88) Pravious Veraions Obeolets
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Each GHMRP shall sarve meals at proper
temperatures,

This Statute is not met as evidenced by:
Based on observation and interview, the facility
falled to ensure that food was served at the
appropriate temperature, for one of the thrae
residents in the sempie. (Resident#3)

The finding includes:

On March 23, 2011, at 7:30 a.m., upon srntry
into the facility a covered plate of food was
observed sitting on the dining room table.
interview with a direct care staff at 8:30 a.m.,
indlcated that the coverad plate was Resident
#3's. The staff further indicated that the resident

eals after sha receives her medications (Reglan).

At 9:00 a.m,, the direct care staff was observed
remoaving the covering from the plate and began
feading Resident #3 her breakfast.

FORM APPROVED
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1000 INITIAL GOMMENTS 1 000
A ficensure survey was initiated on March 23,
2011 and was con¢luded on March 25, 2011. A
sample of three residents was selected from a
population of one man and four wamen with
varying degrees of intellectual disabilities.
The findings of the survey were based on
pbservations and interviews with residents and
staff in the home and at two day programs, as
well as a review of resident and administrative
records, inciuding incident reports.
1049 3502,7 MEAL SERVICE / DINING AREAS 1049

Chapter 35

3502.7

Staff will be retrained on the importance of following the
tneal protocol for Client #3 by the nutritionist on._.S-11-11
The facility manager will abserve meals implemented on
all shifts at minimum twice weekly to insure that there is
consistent compliance...5-20-11

Haalth Reguiation Administration
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Continued From page 1

interview with the qualified intellectual dissbilites
professional on March 23, 2011, at
approximately 2:30 p.m., revealed that Resident
#3's food should have been heated if it sat for
more than 15 minutes, prior to her eafing the
meal.

3504.1 HOUSEKEEPING

The Interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and he free of
eccumulations of dirt, rubbish, and objectionable
odors.

This Statute is not met as evidenced by:

Based on observation and interview, the Group
Home for Persons with Intellectual Disabllities
{GHPID) maintained the interior and exterior of
the facilily in a safe, clean, orderly, attractive, and
sanitary manner, except for the foliowing
obaetvations, for five of the five residents of the
facility. (Residents #1, #2, #3, #4 and #5)

The findings include:

On March 25, 2011, beginning at 3:30 p.m., &
walk-through inspection of the facility revealed
the following:

1. The Interier and exterior of the front door (left
side) was scratched up. it appearad to be from
the wheelchalrs,

2. Walls throughout the facility (downstairs) were
splotchy.

1049

35041

addressed by...5-30-11
2.  Same as#1 above.,.5-30-11

1. The door will be serapped and repainted. MT'S is
oblaining cstimates at present The door will be

Health Regulation Admiisrstion

STATE FORM
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1090 | Continued From 2 | 090
page 3. The nightstands and walls were cleaned..3-25-11
3. Residents #3 and #5's nightetands and S}zﬂ' was letrained on consistcorly cleaning and dusting as
decarations on the wails wers extremely dusty, directed and per the daily chores schedule. .. 3-26-1 1
4, The door to the bedroom shared by Residents g. g:: dmh““]:uw& be rddr&shsg,d by...5-30-11
d in it . carpet replaced. MTS is current]
#3and#5hadaholainit obtaming bids, The ¢ will be replaced b;
] $-30-11
6. The carpet leading to badroom shared by 6 - . X
. Carpet was cut to elimin hazard during
Residents #3 and #5 was stained, , survey...3-24-11 Ble tip d the
7. Ventreplaced,..4-1-1]
8. The carpet leading from the entrance foyer into 8. Hole will be addrossed by...5-30-11
the living room had ragged edges, which ..
presented a potential trip hazard. The facility manager will inspect the cnvironment bi-
monthly and report issues found to management for timely
7. There was a significant amount of grease i‘;_.“ow UP- };‘:h?‘hty manager will check the completion
observed on a ceiling vent in the kitchen, wcck: l; m= ; :i ﬁ%?ﬁﬁm";‘mmasm
ngurc eanin, izing are
. . done consistently...5-1-11 paizg
8. There was a hole in the ceiling of the entrance
foyer.
After the environmentai inspection, the facility's
house manager verified the above-cited
deficiencies by visual inspection.
1135| 3505.5 FIRE SAFETY 1135
Each GHMRP shall conduct simulated fire drills
In order to test the effectiveness of the pian at
least Tour (4} times a year for each shift.
This Statute s not met as ovidenced by
Based on interview and record review, the Group
Home for Persons with intallectual Digabilities
(GHPID) failed to hold evacuation drills quarterly
on all shifts, for five of the ive residents of the
facility. (Rasidents #1, #2, #3, #4 and #5)
The finding includes:
Heslth Regulation Administration .
STATE FORM an

ZOZF11
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1135 Continued From page 3 1135
The GHPID failed to conduct simulated fire drils 3505.5
at least four times (4) a year for the weekend
shifts, as evidenced below: The staff will be retrained on the importance of following
. . . the ﬁ.rc drill schedule, implementing dritls properly as
On March 24, 2011, at 4:.05 p.m., interview with preseribed by the schedule and reporting any concerns 1o
the house manager (MM} revesied that there the management team. Proper documentation will also be
were three designated shifts (8:00 a.m. - 400 covered...5-11-11 ]
p-m.; 400 p.m. - 12:00 a.m.; and, 12:00 a.m. - mﬂm an annuat fire drill schcdule for cach home
8:00 a.m.), Monday through Friday. Further | The Q]])e;ts ?;lml:ni!mumﬂ,mf: drilf per quarter for cach shift
interview revealed that there were two designated 10 sy o a0 e implementation of the schedule
) ) ] ) we that all scheduled drills are implemented and will
shifts (8:00 a.m. - 8:00 p.m. and 8:00 p.m. - insure that any dritt missod is mad P Within one
8:00 a.m.) on Saturdays and Sundays, week....5-20-11 )

The facility's fire drill log records for the period
January 2010 - February 2011 were reviewed on
the same day, beginning at 4:08 p.m. There
were no documented drills held during the 8:00
am. - 8:00 p.m. shift on waekends for the first
ten (10) months. Beginning October 30, 2010,
however, there had been a drill conductad every
month on that shift,

Similarly, there waz no evidence that drills had
been conducted between January 1, 2010 and
June 27, 2010 during the 8:00 p.m. - B:00 a.m.
shift on weekends. Since then, the ovemight
staff documented evacuation drills on June 27,
2010, September 26, 2010 and January 29,
2011,

When interviawed on March 24, 2011, at
approximately 4:45 p.m., the facifity's MM and
qualified inteliectual disabilities professional
acknowledged that the weokend shifts had
canducted drills in early-mid 2010, They
reportedly addressed i in staff meetings once the
deficient practice was identified. Moments later,

Henlth Regulation Administration
STATE FORM L] ZOZE11 i continuztion shect 4 of 13
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1135

1208

Continted From page 4

hawever, thay acknowledged that four months
had passed betwean overnight drills conducted
on September 26, 2010 and January 29, 2011.

3509.6 PERSONNEL POLICIES

Each employee, prior to employment and
annually thereafter, shall provide a physician ' s
certification that a heaith inventory has been
perfarmed and that the employee ' s health
status would allow him or her to perform tha
required duties.

This Statute is not met as evidenced by:

Based on interview and record review, the Group
Home for Persons with Intellectual Disabilities
(GMPID) failed to ensure that each emplayes had
a cumment heaith certificate, for three of the twelve
staff. {director of nursing (DON), qualified
intellectual disabilities professional (QIDP) and
one of the four nurses (Staff#3))

The finding includes:

On March 24, 2011, beginning at 2:50 p.m_,
review of personnel records revesled no evidence
of eurrent aglth certificates for the DON and
Staff#3. There was no employee record made
svailable for review for the QIDP therefore, the
survey team was unabie to verlfy that the QIDP
had a current health Inventory/ certificate.

Interview with the house manager on March 25,
2011, at approxitataly 12:30 p.m., confirmed
that there was no avidence of current heaith

1135

1206

3509.6
The updam

- discovery

jng 3 auditing
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and follow Up-
HR aod will be funetion
The QIDF o2

d DON have o

.5-30-11
that will inswre proactive
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Continuad From page 5

certificates for the QIDP, DON and Staff #3. No
additionsl infarmation was presented befers the
survey endead later that afternoon.

3510.5(d) STAFF TRAINING

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

{d) Emergency procedures including first ald,
cardiopulmonary rezuscitation (OPR), the
Heimlich maneuver, disaster plans and fire
evacustion plans;

This Statute is not met as evidenced by:

Based on staff interview and record review, the
Group Homa for Persons with Inteliectual
Disabilities (GHPID) failed to show evidence that
the qualified inteliectual dizabilities professional
(QIDP) had currant training to implemant
emergency measures,

Tha finding includes:

There was no empioyee record made avallable
for review on March 24, 2011, beginning at 2:50
p.m. Without a fila to review, the survey f=am
was unable to verify that the QIDP had a current
certification ont Cardiopuimonary Resuscitation
{CPR) and first aid training,

interview with the house manager on March 25,

2011, at approximately 12:30 p.m., confirned
that the QIDP's file was not available for roview.

3510.5(f) STAFF TRAINING

| 206

1227

1220

3310.5(d)

The QIDP has carrent CRP and first aid certification (See
ettacked copies)...5-1-11 ¢
MTS will insure that & copy of the QIDP’s file is

maintained in the home personnel files and that it is
updated a3 required... 5-1-11

GSTATE FORM
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Each training program shall include, but not be
limited to, the following:

(f) Specialty areas related to the GHMRP and the
rasidents to be served including, but not limited
to, behavior management, sexuality, nutrition,
recreation, total communications, and assistive
technologiss;

This Statute is not met as evidenced by:
Based on obsarvation, Interview and record
review, the Group Home for Persons with
Inteliectual Disabilities (GHPID) failed to ensure
that al) staff were effectively trained and
competent to provide assistance in aceordance
with the residents’ prescribad mealtime needs,
for ane of the three residents in the sample.
(Resident #1)

The findings include:

Residont #1 was observed at breakfast on March
23, 2011, beginning st 6:50 a.m. After
presenting the resident's plate, & direct support
staff informed him what he was about fo eat. At
6:52, the staff placed a specialized, angled
spoon into the resident’s right hand, held the
resident's hand with his own and began feeding
him with hand over hand support, The rasident,
however, was reslstive and food spilled onto his
chin and bib. The stalf asked him “you want me
to feed you?” After a 10-second pause, the staff
answered for him "yeah." After another
10-second pause, the staff said “let's try one
more time." He resumed hand over hand
assistance and the resident again refused to
cooperata. By 8:54 a.m., the staff was spoon
feeding the resident his breakfast, Staff spoon
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fed him throughout the rest of his meal, 3510.5()
The QIDP will meet with the day program staff of Clicnt
Resident #1 was observed at his day program on #[ to insure that the program has the prescribed sectional
March 23, 2011. At 12:05 p.m., a day program plate and to insure that it is used consistently. Additionally,
staff opened an aluminum tray of warm foods the QIDP wil reinforce the tmportance of encousaging
(pureed turkey, macaroni and cheese, and sweet Clicot #! to eat with as Jittle s!aﬁ'mppﬂt:rt as p::)hssmlc. The:
potatoes). He transferred the foods into a scoop gt‘g w;nzg‘_’f‘l‘me“m‘c follow up in the monthly
plate and placed 8 specialized, angled spoon on . " :
the side of the plate. At approximately 12:07 ‘21;’?1[01’ provided the day program with 3 ncw plate..
p-m., another day program staff piaced the The QIDP and othcr support staff will monitor compliance
spoon into the resident’s right hand, held the during routine visits o the program {minimum menthiy).
resldent's hand using both of her hands and Failure to use the prescribed sectional plalc or provide
began feeding him. Even though Resident #1 support during the meal as per the prescribed protocol will
resisted her hand over hand support, she be rcported 1o the management levels of the day program
persisted and he participated fo that extent (hand for follow up...5-22-11
over hand) throughout the remainder of his meal. . s . '
Staff at the day program were cbserved refarming ﬁ&g&?g;ﬁg?ﬁummﬁ :nﬂ::lhome su;ﬂf‘om
to a meaitime protoco! (MP), dated July 2010, Client £1...324-11 8 protaco: far
which resembled the same one that haq been The QIDP v!rill monitor meals st minimum once weekly for
observed in the kitchen sarlier that day in the &l shifts to insure that the meal protocol is consistently
home, followed. The facility manager will cbserve meals for all
shifis at minimum twice weekly (scparate from the QIDP
Resident #1 was observed receiving snack in his . g;f“"’g:“’) to insure routine compliance. Any failures to
home later that aftermoon, at 4:28 p.m. After Spp:: mtepz“:;’“'s d“tu'}ﬁ obsur;latmns will resalt in
offering him a choice of snack items, a dirsct wmsz"n W up action {on-the-spot training,
i . discipiinary follow up, etc.)...5-22-11
support staff was observed using the same The QIDP will schedule & formal training by the OT 10
technique used by the day program staff at lunch reinforce the proper use of the sectiona! plate and
(using both hands to provide hand over hand implementation of the meal protocol...5-30-11
support) while feeding the resident & serving of
yogurt.
1. On March 24, 2011, at 8:37 am., review of
Resident #1's MP, dated July 2010, revealed the
following instructions: "Encourage <resident's
name> to eat without physical support of staff. If
he will not eat after 3-5 minutes of ‘
encouragement, provide hand over hand support
with fading to promote independence.” The
Health Regulation Administration . _
STATE FORM L ZOZF11 #f cortinuation shoet B9 13
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three different staff observed in the home and at
day program were all observed to give the
resident hand over hand support immedistely,
without first offering him encouragement o faed
himself (for a period of 3-5 minutes), in
accordance with the MP.

2. During tha day program visit, at 12:24 p.m.,
interview with the direct aupport staff assisting
Resident #1.at lunch revealed that she had besn
employed there "for a year.” When asked if she
had received training on his MP, she raplied
"yeah, | do hand over hand with him." Interview
with the qualified intelisctual disabliities
professional (GIDP) on March 25, 2011,
beginning at 9:50 a.m., revealed that she had
observed a lunch at day program approximately
two months prior to the survey. When asked at
10:39 a.m., If staff at the day program had
received training on Resident #1's MP, the QIDP
stated that an LPN had provided training in the
past "but not this one,” referring to the July 2010
tevigions. There was no evidence that staff at
Resident #1's day program had received effective
training on implementing his MP.

3. In-service training records for residential staff
were reviewed on March 24, 2011, beginning at
2:51 p.m. The fadility had dooumentad a
October 12, 2010 training by the Occupetional
Therapist regarding residents’ mealtime
protocols, Review of the staff signature shests
revealed that nine (8) staff, inciuding the man
cbserved assisting Resident #1 at breakfast
{6:50 a.m.) on the day before had been in
attendance. There was no signature, however, of
the staff that was observed assisting the resident
with his yogurt at 4:28 p.m. There was no
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evidence that ataff in Resident #1's home had
recaived effective training on implementing his
MP,

This is a repeat deficiency,

In a licensure deficiency report dated Dacember
18, 2008, the GHPID was cited for failing to
ensure that staff demonstrated competency in
implementing another resident's mealtime
protocol,

1422) 3521.3 HABILITATION AND TRAINING 1422

Each GHMRP shall provide habilitation, training
and assistance to résidents in accordance with
the resident ' s Individual Habilitation Plan.

This Statute is not met as evidencad by:

Based on observation, interview and record
review, the Group Home for Persons with
Intellectual Disabilities {GHPID) failed to ensure
that residents received habilitationand
assistance as prescribed in their individual.
Support Plan, for one of the three residents in
the sample. (Resident #3) ' Co

The finding [neludes:;

During snack chservations on March 23, 2011,
at4:15 p.m., the direct care staff offered
Resident #3 a varisty of spacks, Aftershe
completed her snack, staff presented a
communication device. The device had pictures
of a person eating, waving helfo and good-bye,
and strolling in a whesichair. Once a picture was

Health Regulation Administration
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pushed the word was said. Staff was observed
pushing the picture of a parson eating, to which
one could hear a recorded message "t am
hungry.” Interview with the direct care staff, at
4:50 p.m., revesaled that the resident used the
devica to express her wants, 35213
On March 25, 2011, beginning at 925 a.m., The QIDP re-trajn
review of Resident #3's IPP dated May 24, 2010, communications di:;nﬂ‘:::;h ; I]Jmper 1150 of Client #3's
revealed a program objective which stated, “fthe The QIDP will schedule  formal, follow ,
resident] will be able to use a voice eutput/picture session by the spesch pathologist, This wuzf:ﬂ ing
communication symbols in order to express l’:f---55~3(2’-11 8 will ocour
some of har furidamental needs, wants and < Specch Pathologist will be asked to dev
2 elopa
desires given gestural cues on 3 out of 4 trials.” protacol for staff to follow in supporting Clic.ut];s ﬁﬁ: !
i‘;‘:ﬂg Htl;;copmmucaﬁans device.., 5-30-11
On March 24, 2011, at 11:55 a.m., review of uring ro m‘.’:;’:‘n'zgm the implementation of this program
Resident #3's speech assessment, dated July will provide on-thossr, “:'m‘;: Treatment obscrvations and
23, 2010, revealed that she had severe speech failing to my“'mmpm Cli'gﬁ t:sstaﬂxfany is observed
and language deficits. The assesament communications device to cxpress h ;r:‘:zz the
recommended that the resident receive exposure 8. 5-15-41
10 cause and effect activities o increase her
overall esponsiveness.
interview with the qualified inteflectuat disabilities
professional on March 25, 2011, at :
approximately 12:15 a.m., revealed that the
resldent should use her communleation device to
express her wants, needs and/or desires prior to
the selection presented to her. The staff.
howaever, failed to implement Resident #3's
communication goal as writter, on the previous
evening. They did not present the voice
output/picture communication board to Resident
#3 prior to (or during) snack time. '
1480| 3522.7 MEDICATIONS 1480
Medication, requiring refrigeration shall be
Heaith Regulation Administmation
STATE FORM oo 202F11 ¥ continyation sheat 11 of 13
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maintained either in @ separate and gscure
medication refrigsrator or, if in a refrigerator with
foeds, shall be In a secure and closed
compartment or contalner 3o as to prevent cross
contamination, ‘

This Statute is not met as evidenced by;

Based on observation, staff interview and record
verification, the Group Home for Persons with
Intellectual Disabilities (GHPID) failed to ensure
that medications requiring refrigeration were
property sacured, for one of the five rasidents of
the facility, (Resident #4)

The finding includes:

On March 23, 2011, at 10:12 a.m., an unopened
box of nasal spray was observed being stored in
a refrigerator [ocated In the front office area
upstairs. The box's label indicated that it was
Resident #4's "Calcitonin-Sajmon 3.7 ml 200
U/Mose Spray, 1 spray in alternating nostrlt every

day." Continued review pf the label revealed that .

the prescription had been filled on March 8, 2011
and “refrigerate untll opensd, Stare at room
temparature after opening..." There was no lock:
abserved on the refrigerator door.

At 10:56 a.m., the medication nurse who had
administered the residents’ medications earlier
that morning was asked If any medications
required refrigeration. While she atated that
Resident #4's nasal spray was stored in a
rafrigerator before opening, she walked to the
refrigerator, opened the door and pointed to the
box of nasal spray that was being stored in the
door. She closed the refrigarator. She was than
asked if there wag a means of iocking the

| 480

35227

Medications that must be refrigerated in the future will be
storcd in Jock boxes that are appropriately labeled
ed=14-11

The televamt medication passing turses will be retrained on
the proper storage of medications by the DON by, ., 5-20-11
Medication storage will be checked at minimum twice
monthly by the nursing tcam.,,5-1-11
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refrigerator. She paused, then acknowledged
that the nasal spray was not properly secured,
She reopened the refrigerator and transferred the
box of nasal spray to another refrigerator that was
located In the adjoining nurse's office, She
explained that the new location was secure,
given that the doar {o the nurse’s office was kept
locked whenever nursing staff were not present.
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