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An unannounced annual Medicaid survey for
intlermediate Care Facilities for Persons with
Intelleclual Disabilities (ICF/ID) was conducted
8123/16 through 8/2518. The facility was not in
compliance with 42 CFR Part 483 Requirements
for Intermediate Care Facilities for the Mentally
Retarded. The Life Safety Code survey report will
follow.

The census in this eighl bed facility was seven at
the time of the survey. The survey sample
consisted of three current Individual reviews
(Individuals #1, #2 and # 3).
W 111 483.410(c){1) CLIENT RECORDS
The facility must develop and mainiain a
recardkeeping system that documents the client's
health cars, active treatment, social information,
and prolection of the client's rights.

This STANDARD s not met as evidenced by:
Based on staff interview and clinical record
review it was determined that the facility staff
falled to ensure the clinical record was complete
and accurate for one of three Individuals in the
survey sample, Individual # 1.

Fagility staff failed to ensure the current “Behavior
Intervention Plan® and the following consent
forms "Consent To Exchange Information for
(Name of Speech Therapist), Notice of Rights.
Informed Consent For Assistance With
Self-Medication, Consent To Exchange
Information for Behaviors Constit, Cansgent To
Exchange Information for (Namae of Physical
Therapist Assistant), Consent for Photographs,
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Video and Audio Recordings, Consent To
Exchange Information for Medical Personnel /
Group Practice, Consent To Exchange
Information for Service Coordinalion and
Treatment Planning and Eligibility Determination,
Consent To Exchange Information for {Name of
Another Speech Therapist) and Consent To
Exchange Information for {Name of Physical
Therapist)' were up to date in the day program
clinical record for Individugi # 1.

The findings include:

Individual # 1 was a 65 year old male, who was
admitted to (Name of Group Home) on 3/28/82,
Diagnoses in the clinical record included but were
not limited to: moderate Intellectual disability (1),
schizophrenia (2) and tardive dyskinasa (3),
kyphosis {4), osteopenia (5), benign prostatic
hyperplasia (6) glaucoma (7) and dry eyes,

On 8/24/16 at 9:15 a.m. Individual # 1's clinical
record was reviewed at (Name of Day Program).
Individiat # 1°s ¢linical record revesled a
“Behavior intervention Plan" dated “4/1/15-
3/31/16" and signed consent forms dated "April
15, 2018" for "Consent To Exchange Information
for (Name of Speech Therapist), Notice of Rights,
Informed Congent For Assistance With
Self-Medication, Consent To Exchange
Information for Behaviors Consult, Consent To
Exchange Information for (Name of Physical
Therapist Assistant), Congent for Pholographs,
Video and Audio Recordings, Consent To
Exchange Information for Medical
Personnel/Group Practice, Consent To Exchange
Informatien for Service Coordination and
Treatment Planning and Eligibility Determination,
Consent To Exchange Infarmation for (Name of
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The Day Program Manager will complete 3 recard review to ensure that  10/5/16
individual #1 consents as listed are updated and signed annuatly:
¢ Consent to exchange information
{Name of Speech Therapist}
o Naotice of Rights
o Informed Consent for assistance
with Self-Meditation
Consent to Exchange Information for Behaviors Consult
Consents to Exchange Information for
(Name of physical Therapist Assistant)
o Consent for Photographs, Video, and Audio Retordings
v Cansent to Exchange Information for
Medical Personnel/Group Practice
Consent ta Exchange Infarmation for Service Coordination
and Treatment Planning and Eligibility Determination
Consent ta Exchange Information far (Name of Anather
Speech Therapist) and Consent ta Exchange information for
{Name of Physical Therapist)

@

This QMRP will conduct monthly visit to ensure individual i1 consants are
Signed and are currently updated as needed.

The Pragram Manager and/or GMRP will conduct monthly observation
and record reviews to ensure afl consents is current, and up-to-date,
and to ensure continuity of care at the Day Programs

The QMAP will ravise the outcome for “physical activity” into
Measureable terms to collect appropriate data for individual #1.

The QMRP will revise the outcome for "medication managemaent *
I measureable Lerms to collect appropriate data for individual #2,

The QMRP will revise the outcome for "Idenbifying and writing
His name" in measureahle terms to collect appropriate data for
Individuals #3,

The QMRP will review objectives to ensure that it accurately
relleci the needs of individual 42 and #3.
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Another Speech Therapist) and Consent To
Exchange Information for (Name of Physical
Therapist).

Further review of the clinical record failed g
evidence a current copy of the "Behavior
Intervention Plan" and current signed consent
forms “Consent To Exchange Information for
(Name of Speech Therapist), Notice of Rights,
informed Consent For Assistance With
Self-Medication, Consent To Exchange
Information for Behaviors Consult, Consent To
Exchange Information for (Name of Physical
Therapist Assistant), Consent for Photographs
Video and Audio Recordings, Consent To
Exchange Information for Medicai
Personnel/Group Practice, Consent To Exchange
information for Service Coardination ang
Treatment Planning and Eligibility Determination,
Consent To Exchange Information for (Name of
Another Spesch Therapist) and Consent To
Exchange Information for (Name of Physical
Therapist).”

On 8/24/18 al 9:25 a.m. an Interview was
conducted with OSM {other staff member) # 5,
assistant day program manager regarding
Individual # t's behavior plan and consent forms.
OSM # 5 stated, “The behavior plan is coming
through (belng faxed) now. We found we didn't
have the updated plan yesterday, (ASM
[administrative staff member] # 3), quality
Impravement coordinator conductad an audit of
(Individual # 1's record) and broughl it o our
altention. We realized we were out of compliance
and | contacted the (Name of Responsible Party)
and faxed the forms yesterday.” During the
interview (Name of Responsible Party)
tetephoned OSM # 5 and stated the consent

(Xayo SUMMARY STATEMENT OF DEFICIENCIES 1o} PROVIDER'S PLAN OF CORRECTION |18}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
W 111 Continued From page 2 W 111

The Program Manager/QMRP will update the Person Center
Plan to Incorporate these changes for those individuals,

The Program Manager wilt complete this process for all indwiduals
to prevent further deficiencias,

The Program Manager will continue to monitor Lo ensure that all
service needs of individuals are accurately reflected through the use

of weekly operation mecetings.

The Clinical Diractor will review within supervision with the Program
Managey for documentation 10 support the coardination of services
for each individual needs.

The Clinical Director will ansure that 2l documentation is completed as
identified in the Person Center Plan through monthly supervision with
the Program Manager.

A quarterly peer review will be completed on-gaing that will audit records
to monitor 10 ensure that all service needs of Individuals are accurately
dacumentad. This report will be submitted to the Clinical Director.
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forms would be signed and faxed that momning.
Al 9:55 a.m. OSM # 5 slated that she had not
received the signed fax forms for Individual # 1

On 8/24/16 al 9:30 a.m. OSM # 5 provided this
surveyor with a copy of the "Behavior Intervention
Plan” dated "4/1/16-3/31117" and fax cover sheat
from (Name of Day Program). The fax cover
sheet documenied, "To: (Name of Responsible
Party). From: (OSM # 5. Dale: 8/23/16."

On 8/24/16 at 4.15 p.m_ ASM {administrative siaff
mamber) # 1, program manager was made
aware of the findings.

On 8/25/18 at approximately 8:00 a.m. LPN
(licensed practical nurse) # 1 provided this
surveyor with faxed copies of the consent forms
"Consent To Exchange Information for (Name of
Speech Therapist), Notice of Righls, Informed
Consent For Assistance With Self-Medication,
Consent To Exchange Information for Behaviors
Cansult, Consent To Exchange Information for
{Name of Physical Therapist Assistant), Consent
for Photographs, Video and Audio Recordings,
Consent To Exchange information for Medical
Personnei/Group Practice, Consent To Exchange
Information for Service Coordination and
Treatment Planning and Eligibliity Detarmination,
Consent To Exchange Information for (Name of
Another Spesch Therapist) and Consent To
Exchange Information for (Name of Physical
Therapisl)‘ from OSM# 5 dated "Aug (August)
24, 2018.,"

No further information wag provided prior lo exit,

References:

FORM CMS-2587(0:2-09) Previous Versions Obaolete Event 10: PSVE 11 Facllily iD: VAICFMR 16 It conlinuation sheet Page 4 of 70



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/01/2016

FORM APPROVED

OMB NO. 0938-0391_

NTERS F EDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

49G011

{X2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

08/25/2016

NAME OF PROVIDER OR SUFPLIER

NORTH 16TH STREET GRP HOME

SYREET ADDRESS. CITY, STATE. 2IP CODE
5503 N 16TH STREET
ARLINGTON, VA 22205

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
1AG REGULATORY OR LEC IDENTIFYING INFORMATION)

10 PROVIDER'S PLAN OF CORRECTION %5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED YO THE APPROPRIATE DATE

DEFICIENCY)

W 111 Continued From page 4

(1} Refers to a group of disorders characterized
by a limited mental capacity and difficulty with
adaptive behaviors such as managing money,
schadules and routines, or social interactions.
Inteliectual disability originales before the age of
18 and may result from physical causes, such as
autism or cerebral palsy, or from nonphysical
causes, such as lack of stimulation and adull
responsiveness. This information was oblained
from the wabsite;
hitps:/report.nih. gov/nihfactsheels/ViewFaciShee
t.aspx7csid=100

{2) A mental disorder that makes it hard to telt the
difference between what is real and not real, This
information was obtained from the website:
https.//medlineplus.goviency/aricle/000028.hm.

(3) Characterized by repetitive, involuntary,
purposeless movements. Features of the disorder
may include grimacing, tongue protrusion, lip
smacking, puckering and pursing, and rapid eye
blinking. Rapid movements of the arms, legs, and
frunk may also occur. Inveluntary movements of
the fingers may be present. This information was
obtained from the website:
<http:/fwww.ninds.nih.gov/disordersitardiveftardiy
a.him>,

{4) A curving of the spine that causes a bowing or
rounding of the back, which leads to a hunchback
or slouching posture. This information was
abtained from the website:
<https:fimedlinaplus.gov/ency/article/001240 htm
>

(5) A lerm to define bone density that is not
normal but also not as low as osteoporosis. This
information was ebtained from the wabsite:

W1
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hitp:/Amww.ncbi.nim.nih.gov/pubmed/21234807.
(6) An enlarged prostate, This information was
obtained from {he wabsite:
<https:/fwww.nim.nih.gov/imediineplus/enlargedpr
ostatebph htmi>
{7) A group of diseases thal can damage the
eye's optic nerve. This informalion was obtained
from the wabsile;
https:/Awww.nim.nih.gov/mediineplus/glaucomsa.ht
mi.
W 124 483.420(a)(2) PROTECTION OF CLIENTS W 124
RIGHTS

The facility must ensure the rights of all clients.
Therefore the facility must inform each client,
parent (if the client is a minor), or legal guardian,
of the client’s medical condition, developmental
and behavioral status, attendant risks of
treatment, and of the right to refuse treatment,

This STANDARD s not met as avidenced by:

Based on staff interview and day program clinical
record review it was determined that the facility
slaff failed to oblain consent for the release of
information for ona of thrae individuals In the
survey sample, Individuals # 1.

Facility staff talled % obtain consents for the
following forms. “Conserit To Exchange
Informalion for (Name of Speech Therapist),
Nolica of Rights, Informesi Cansent For
Assisignce With Self-Medication, Cansent To
Exchange Information for Behaviors Consull,
Cansent To Exchange Information for {Name of
Physical Therapiat Assistant), Consent for
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Photographs, Video and Audio Recordings,
Cansent To Exchange Information far Medical

Pergonnel / Group Practice, Consent To

Excr_?nge Informalion for Service Coordination

and Treatment P'WWW EIM The Day Program Manager will complete a recard 10/5/16
Determination, Consent To Emm information rc:iewvto c:;:rc that Indlvidual 1 consents as lsted

for (Nema of Another Speech Therapist) and

Consent To Exchange Mformation for (Name of o Consent to exchange information

Physical Therapist)” for bdividuat # 1, {Name of Speech Thermpist)
«  Notice of Rights

Informed Consent for assistance

H - L+
The findings Include: with Self-Medication
o Comsent to Exchange information for Behaviors Consult
Individual # 1 was a 65 year old male, who was a  Consents to Exchange tnformation for
admitted to (Name of Group Home) on 3/28/82. {Name of physical Therapist Assistant)
Diagnoses in the clinical record included but were o Consent lor Photograghs, Video, and Audio Recordings
not limited t0: moderale intellectual disabllity (1), o Consent to Exchange Information for

Medizal Personnel/Group Prattice
Consent to Exchange Information for Service Coardination
and Treatment Planning and Eligibility Determination

schizophrenia (2) and tardive dyskinesa (3),
kyphaosis {4), osteopenia (5), benign prostatic

hyperplasia (6) g|aumma (7)and dry yes. o Consent to Exchange Information tor (Name of Another

On 8/24/46 al 9:15 a.m. Individual # 1's elinical Speech Therapist) and Consent 1o Exchange Information for
) i Name af Physical Therapist

record was review at (Name of Day Program) (Narme of hys ropst

Individual # 1's clinical record revealed consent The Day Program Manager will also complete a record review of all other

forms for “Consent To Exchange Information for individuals to ensure that all their consent is current, updated, and

{Name of Speech Therapist), Natice of Rights, signed in a imely manner annually.

Informed Consent For Assistance With

Sel-Medication, Consent To Excha nge The Program Manager and/or QMRP will conduct monthly observation

informalion for éehaviors Consult. Consent To and record reviews to ensure all consents is current, and up-1o-date,

Exchange Information for (Narne of Physlcal and to ensure continuity of care.

Therapim Ass‘?tam)- CDIIISQI'II for Pho!ographs, The Program Manger will review this process to ensura compliance to

Video and Audio Recordings, Consent To prevent further deficiencies.

Exchange Information for Madical

Personnel/Group Praclice, Congent To Exchange Misston Effectiveness and/or Clinlcal Director will also conduck
information for Sarvice Coordination and quarterly record review to also ensure compliance.
Treatment Planning and Eligibility Determination,

Consent To Exchange Information for (Name of

Another Speech Therapist) and Consent To

Exchange Information for (Name of Physical

Therapist)" dated "April 15, 2015."
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Furthar review of the clinical record failed to
evidence current signed consent forms "Consent
To Exchange Information for (Name of Speech
Therapist), Notice of Rights, Informed Consent
For Assistance With Self-Medicalion, Consenl To
Exchange Information for Bahaviors Consull,
Consent To Exchange Information for (Name of
Physical Therapist Agsistant), Consent for
Photographs, Video and Audio Recordings,
Consent To Exchange Information for Medical
Personnel/Group Practice, Consent To Exchange
Information for Service Coardination and
Treatment Planning and Eligibility Determination,
Consenl To Exchanga Information for (Name of
Another Speech Therapist) and Consent To
Exchange information for (Name of Physical
Theraplst)."

On 8/24/16 st 9:25 a.m. an interview was
conducted with OSM (other staff member) # 5,
assistant day program manager regerding
Individual # 1's behavior plan and consent forms,
OSM # 5 stated, "The behavior plan Is coming
thraugh {being faxed) now. We found we didn't
have the updated plan yestarday. (ASM
[administrative staff member) # 3), quality
improvement coordinator conducted an audit of
{Individual # 1's record) and brought it to our
altention. We realized we were out of compliance
and | contacted the (Name of Responsible Party)
and faxed the forms yesterday." During the
Intervisw {Name of Responsible Party)
telephoned OSM # 6 and stated the consent
forms would be signed and faxed that morming
At 9:55 a.m. OSM # 5 staled that she had not
receivad the signed fax forms for Individual # 1.

On 8/24/16 at 8:30 a.m. OSM # § provided this
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surveyor with a copy of the "Behavior |ntervention
Plan" dated "4/1/16-3/31/17" and fax cover sheel
from (Name of Day Program). The fax cover
sheet documented, "To: (Name of Responsible
Party). From: (OSM#5 Date: 8/23/16."

On 8/24/16 at 4.15 p.m. ASM (administrative staff
member) # 1, program manager was made
aware of the findings.

On 8/25/16 at approximately 8:00 a,m, LPN
{licensed practical nurse) # 1 provided this
survayor with faxed copies of the consent forms
"Conseni To Exchange Information for (Name of
Speech Therapist), Notice of Rights, Informed
Consent For Assistance With Self-Medication,
Consent To Exchange Information for Behaviors
Consult, Consent To Exchange Information for
{Name of Physical Therapist Assistant), Consent
for Photographs, Video and Audio Recordings,
Consent To Exchange Infermation for Medical
Personnel/Group Practice, Consent To Exchange
Information for Service Coordination and
Treatment Planning and Eligibility Determination,
Consent To Exchange informalion for {Name of
Another Speech Therapisl) and Consent To
Exchange Information for (Name of Physicat
Therapisl)" from OSM # § dated "Aug (August)
24, 2016."

No further information was provided prior to exit.

Referances:

(1) Refers to a group of disorders characlerized
by a limited mental capacity and difficulty with
adaptive behaviors such as managing money,
schedules and routines, or socizl interactions.
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Intellectual disability originates before the age of
18 and may result from physical causes, such as
autism or cerebral palsy, or from nonphysical
causes, such as lack of stimulation and adult
responsivenass. This informaticn was abtained
from the website:
htips:#report.nih.govinihfactsheets/ViewF actShee
t.aspxTcsid=100

{(2) A mental disorder that makes i hard to tell the
difference between what is real and not real. This
information was obtained from the website:
https:/fmediineplus gov/encylanicle/0009828.him.

{3) Characterized by rapetilive, involuntary,
purposeless movements. Features of the disorder
may include grimacing, tongus protrusion, lip
smacking, puckering and pursing, and rapid sye
blinking. Rapid movements of the arms, legs, and
trunk may also occur. Involuntary movements of
the fingers may be present, This information was
obtained from the website:

<htip:/iwwaw ninds.nih.gov/disordersitardiveftardiv
a.htm>,

{4) A curving of the spine that causes a bowing or
rounding of the back, which leads to a hunchback
or slouching posture. This information was
obtained from the website:
<htips./imedlineplus.goviency/article/001240 him
>,

(5) A term fo define bone densily that is not
normal but also not as low as osteoporosis. This
Information was oblained from the website:
http:/iwww.ncbl. nim.nih.govipubmed/21234807
(6} An enlarged prostats. This information was
obtalned from the websita:
<htlps:lfwww.nlm.nih.govlmedlineplusfenlargedpr
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(7) A group of diseases {hat can damage the The Program Manager and/or GMAP will canduct monthly observation o 16
eye's oplic narve. This information was obtalned and record reviews to ensure afl consents Is current, and up-to-date,
from the website: and to ensure continuity of care at the Day Programs
hitps:/fww.nim.nih.govimedlineplus/glaucoma.ht

The QMRP will revise the outcome for “physical activity” into

mi. Measureable terms to collect appropriate dala for individual #1

W 159 483.430(a) QIDP

The QMAP will revise the oulcome lor “medication management *

Each client's aclive trealment program must be in measuraable terms to cailect apprapriate data for individual #12,
integrated, coordinated and monitored by a

qua"ﬁed intellectual dfsab"[ty profasalonal. The QMRAP will revise the cutcoma for *“Identifying and writing
Thig STANDARD is not met as svidenced by: His name” in measureable terms to collect appropriate data for

Based on residential program record reviews, Inghvisuals 33,

day program record review and staff interview, it 'ﬂ.teQMH.P wiil review objectives to ensure that it accurately

was determined that the QIDP (Quﬂlmed fiect th ds of Individual 42 and #3

intelleciual Disabilities Professional) fatled to e e RS

coordinate and moniter the active treatment The Program Manager/QMRP will update the Person Center
programs for three of three individualg in the Plan to incorporate these changes for thase individuals.

survay sample, Individuals # 1, # 2 and # 3.
The Program Manager will complete this process far all individuals

1a. The QIDP falted t0 ensure the consents for 1g prevent {urther deficiencles,
Indlividual # 1were up to date in the ‘Name ofDay The Program Manager will continue to monitor te ensure that all
Program) clinical record. service needs of individuals are accurately reflected through the use

of weekly operation meetings.
b.. The GIDP failed to ensure objectives on the
ISP {individual Service Plan) for Individuat # 1 The Clinicat Directar wilk review within supervision with the Program
were developed in measurable terms, Manager for documentation to support the coordination of services

for cach individual needs.
lzsab Jm ‘saﬁ‘:;ﬂan, f“mo#“:'e The Clinlcal Director will ensure that all documentation is comploted as

4 identified in the Person Center Plan through monthly supervision with

were developed in measurable terms. ihe Program Manager.
b.: The QIDP feiled to ensure Individual # 2's A quarterly pear review wil be completed on-going that will audit recards
medication management program was accurately Lo monitor to ensure What all service needs of individuals are accurately
implemented, documented. This report will be submitted to the Clinlcal Director

3a. The QIDP failed to ensure objectives on the
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ISP {indivicual-Service Pian) for individual # 3
ware develnped in measurable ferms.

b. Tiwe QIOP faied to ensure Individual # 3's
medication management program was acourately
impiemenied.

The findings include:

1a. The QIDP failed to ensure the consents for
Individual # 1were up 1o date in the (Name of Day
Program) clinical record.

Individual # 1 was a 65 year old male, who was
admitted to (Name of Group Home) on 3/28/82,
Dtagnoses in the cfinical record included but were
nd! limited 10: moderaie intellectual disability (1),
schizophrenia (2) and tardive dyskinesa (3),
kyphosis (4), osteopenia (5), benign prostatic
hyperplasia {6) glaucoma (7) and dry eyes

On 8/24/16 at 9:15 a.m. Individual # 1's clinical
record was review at (Mame of Day Program).
Individual # 1's clinical record revealed consent
forms dated "April 15, 2015" for "Consent To
Exchangs Information for (Name of Speech
Theraplst), Notice of Rights, Informed Consent
For Assislance With Sell-Medication, Consent To
Exchange Information for Behaviors Consult,
Conaent To Exchange Infarmalion for (Name of
Physical Therapist Assistant), Consent for
Photographs, Video and Audio Recordings,
Consent To Exchanga Information for Medical
Personnel/Group Practice, Consent To Exchange
Inforrmation for Service Coordination and
Treatment Planning and Eligibility Determination,
Consent To Exchange Information for (Name of
Another Speech Therapist) and Congent To
Exchange Information for {Name of Physical
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Tharapist).”

Further reviaw of the clinical record failed o
evidence current signed consenl forms for
"Consent To Exchange Information for (Name of
Speech Therapist), Notice of Rights, Informed
Cansent For Assistance With Self-Medication,
Consent To Exchange Information for Behaviors
Consull, Consent To Exchange Information for
(Name of Physical Therapist Assistant), Consent
for Photographs, Video and Audlo Recordings,
Consent To Exchange Information for Medical
Personnel/Group Practics, Consent To Exchange
Information for Service Ceordination and
Treatment Planning and Eligibility Determination,
Consent To Exchange Information for (Name of
Ancther Speech Therapist) and Consent To
Exchange Information for (Name of Physical
Therapist).”

On B/24/16 at 8:25 a.m, an interview wag
conducled with OSM (other staff member) # 5,
assiglant day program manager reganding
Individual # 1's consent forms. OSM # 5 staled,
"(ASM [administrative staff member] # 3), quality
improvement coordinalor conducted an audit of
(Individual # 1's) and Brought it to our atiention.
Woe realized we were out of compliance and |
contacted the (Name of Responsible Party) and
faxed the forms yasterday.” During the interview
(Name of Respansible Party) telephoned OSM #
5 and stated the consent forms would be signed
and faxed that moming. At9:55 a.m. OSM#5
stated that she had not received the signed fax
forms for Individuat # 1,

On 8/24/16 at 3:50 p.m. an interview was
conducted with OSM (other staff member) # 4 the
QIDP. When asked about the responsibilities of
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the QIDP, OSM # 4 stated, "Conduct monthly
audits of the home and day program records of
individuals to ensure thay are up to date.” When
asked if she was aware that the consents for
Individual # 1 were not currently signed, OSM #4
stated "no".

The facility’s policy "8.1 Qualified Inteliectual
Disabiillies Professional” documented, "The
QMRP is responsible for the integration,
coordination, monitoring and developmenit of the
individual Service Plan, and to ensure quality
active treatment in the program.” Under "8.1.2
Qualified Inteliectua! Disabilities Professional
Manitoring Of Services” it documented, "A.
Review consumer records to include clinical,
financlal and medical to ensure prescribed
treatment and servicas are belng implemented
correctly, documented appropriately and that any
outside services have been incorporatad into
pragram services.”

On 8/25/16 at 12:30 p.m. ASM (administrative
staff member) # 1, program manager, ASM # 2,
clinical director and OSM # 4 the QIDP (Qualified
Intellectual Disabilities Professional) were made
aware of the findings,

No further information was provided prior to exit.
References:

{1) Refers to a group of disorders characlerized
by a limited mental capacity and difficulty with
adaplive behaviors such as managing money,
schedules and routines, or social interactions,
Intelteciual disability originates before the age of
18 and may result from physical causes, such as
autism or cerebral palsy, or from nonphysical
causes, such as lack of stimulation and adull
responsiveness. This information was cblainsd
from the website:
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htlps:/freporl.nih.gov/ninfactsheets!/ViewFactShee
L.aspx?csid=100

{2) A mental disorder that makes it hard to tell the
diference between whal is reaf and not real. This
information was cblained from the website:
https:/madlineplus. goviencylarticle/000928.htm.

(3) Characterized by repetilive, involuntary,
purposeless movements. Features of the disorder
may include grimacing, fongue protrusion, lip
smacking, puckering and pursing, and rapid eye
blinking. Rapid movements of the arms, legs, and
trunk may also occur. Involuntary movements of
the fingers may ba present. This informalion was
oblained from the website;
<hitp:/iwww.ninds.nih.gov/disorders/tardivefardiv
o.htm>,

(4} A curving of the spine that causes a bowing or
rounding of the back, which leads to a hunchback
or slouching posture. This information was
obtained from the website:
<https://medlinepius.goviency/article/001240.him
>,

{5) A term {o define bone density that is not
normal but also not as low as osteoperosis. This
information was obtained from the website:
hitp:/fwww.ncbinim.nih.gov/pubmed/24 234807,

{8) An enlarged prostate. This information was
obtained from the website:
<https:iwww.nim.nih.govimediineplusfeniargedpr
ostatebph.himi>,

{7) A group of diseases thal ¢can damage the
eye's optic nerve. Thig information was oblained
from the website;
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b. The QIDP failed to ensure objeclives on the
ISP (Individual Service Plan) for Individual # 1
were developed in measurable terms.

Individual # 1's current ISP dated 04/01/2016
through 0331/2017 documented, “Desired
Outcome: Global Outcome 1. | will malntain a
happy and emoational balanced life by pussuing an
active social life and doing things | enjoy.
Support Activities & Instructions; To maintain a
healthy weight and stay skinny through physical
aclivity and better snack choices.” Under
"Support Instructions” it documeniad, *(Individual
# 1) will engage in physical activity and also make
healthy food choices ...(Individual # 1) enjoys
riding his bike and staff will encourage him to ride
his bike and also take short walks around the
neighborhood as tolerated by the weather as well
as participate in kick ball games. Staff will
provide supervision as necessary during physical
aclivity, while supporting (Individual # 1) following
his Fall protocol. Staff will document
perticipation, type of physical activity and the
duration of the activity. Frequency: Daily.
Duration: Annually. *

On B/24/16 at 4:0D p.m. an interview was
conducted with ASM (administrative staff
member) # 1, program manager of (Name of
Group Home) and OSM (other staff member) # 4,
CQUDP (Qualified Intelleciual Disabitities
Professional). Afler reviewing the ISP pulcome
for exercise for Individugd # 1 dated 04/01/2016
through 03/31/2017, ASM # 1 and OSM # 4 were
asked If the duration of the bike riding was
defined, ASM # 1 and OSM # 4 were unable fo
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provide an answer. When asked If the outcome
was meastrable, ASM # 1 and OSM # 4 stated,
IlNo.ll

An interview with ASM # 1 and OSM # 4 was
conducled on 8/24/18 al approximately 4.00 p.m.
When asked what the purpose of the ISP was,
OSM # 4 statad, "The ISP is to help the individual
become independent by identifying skills that
need development” ASM # 1 stated, 'The ISP is
geared towards what the individual's dreams and
goals are and to davelop goals to reach those
goais and dreams. Outcomes should be
measurable to track improvement towards the
skill and {o establish a baseline.”

On 8/25/18 al 12:30 p.m. ASM (administrative
staff member) # 1, program manager, ASM # 2,
clinical director and OSM # 4 the QIDP (Quallfied
Intellectual Disabilities Professional) wera made
aware of the findings.

No further information was provided prior to exit.

2a. The QIDP failed to ensure objectives on the
ISP (Individual Service Plan) for Individuat # 2
were developed in measurable terms.

Individual # 2 was a 71 year old male, who was
admitted to {Name of Group Home) on 10/16/08.
Diagnoses in the clinical record included but were
not limited to: severe intellectual disabllity (1),
obsessive compulsive disorder {2) anxiety (3),
fragile X syndrome (4}, benign prostatic
hyperplasla (5), allergies and a blood clotiing
disease,

individual # 2's current ISP dated 12/01/2018
through 1113172017 documented, "(Individual # 2)
will Improve medication indepandence. Support
Activitles & Instructions: (Individual # 2) will learn
to administer nasal spray.”" Under "Support
Instructions” it documented, *1. {individual # 2)
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will learn the proper way 1o administer nagal
spray from statf demonsiration. 2. (Individual ¥
2) will idenlify his nasal spray from his other
lreatments and medication. 3. (Individual # 2)
will bring tissue with him to blow his nose before
administration of nasal spray, 4. (Individual # 2)
will read label with staff. 5. (Individual # 2) will
count the sprays for each nasal passage to
Identify correct administration.”

The "Progress Note” for Individual # 2 dated
8/14/2016 through 8/24/2016 were reviewed. The
progress notes failed to evidence documentation
of the data collection of individual # 2's
medication independence in measurable terms.
On 8/14/2016 the weekend shift "Progress Note"
documented, "Individual's Parlicipation: Individual
actively participated - (Individual # 2) took his
medication independently. (Individual # 2) took
his nasal spray after staff demonstration. He
brought a tissue to blow his nose befare
administering the nasal drop. Staff praised him."
Cn 8/15/2016 the evening shift "Progress Note"
documented, "Individual's Parlicipation:
(individual # 2's Initiais) participated in his
medication management by popping oul his pills
and taking them as ordersd.”

On 8/15/2018 the overnight shift "Progress Note"
documented, “Individuals Participation:
{individuat # 2's Initials) blew his nose before
using his nasal spray.”

On 8/16/2016 the avening shift “Prograss Note"
documented, “Individual's Parlicipation:
(Individual # 2 s Initials) participated In his
medication management by popping out his pills
and taking them as ordered.”

On 8/16/2016 the overnight “Progress Note"
faifed to document the data collection for
Individual # 2"

On 8/17/2016 the overnight "Progress Note”

FORM ClS-2567(02-99) Provious Versions Dbsolale Evant ID: PSVE 11 Facility ID. VAICFMR16

If continuation shest Paga 18 of 70




(

DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 09/01/2016

Q

FORM APPROVED
MB NO, 0938-0391

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER

48G011

(%2) MULTIPLE CONSTRUGCTION
A BULDING

BWING ———

(%3) DATE SURVEY
COMPLETED

08/25/2018

NAME OF PROVIDER OR SUPPLIER
NORTH 16TH STREET GRP HOME

STREET ADDRESS, CITY. STATE. 2P CODE
6863 N 16TH 8TREET
ARLINGTON, VA 22205

1X4} D
PRETIX
mne

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

ib FROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

W 159 Confinued From page 18

failed to document the data collection for
Individuat # 2."

On 8/18/2016 the evening shift "Progress Note"
documented, "Individual's Participation:
“(Individual # 2's Initials) was able to identify his
nasal spray from his other treatments, he cleanad
his nose with a paper napkin and administer [sic)
nasal spray following staff directions.”

On 8/19/2016 the evening shift "Progress Note"
documented, "Individual's Participation:
{Individuad # 2's Initlals) participated in his
medicalion management by popping out his pills
and taking them as ordered."

On 8/18/2016 the overnight shifl "Progress Note”
documented, “Individual’s Participation:
"(individua! # 2's Initials) completed this skill with
hand over hand assistance from staff on shift."
On 8/20/2016 the weekend shift “Progress Note”
documented, "Individual's Participation;
(Individual # 2 s Initials) participated in his
medication management by popping out his pills
and taking them as ordered.”

On 8/20/2016 the evening shift *Progress Note”
documented, "Individual's Participation:
(Individual # 2's Initiats) participated in his
medication management by popping out his pilis
and taking them as ordered.”

On 8/20/2016 the overnight shift "Pragress Note"
documented, "Individval’s Participation:
"(Individual # 2's Initiais) complated this skill with
hand aver hand assistance from staff on shift.”
On 8/21/2018 the weekend shift "Progress Note*
documented, “individual's Parlicipation:
"(Individual # 2's Initials) did very well with
assisting with his medication.”

On 8/21/2016 the overnighl shift "Progress Note"
documented, "Individual's Participation;
“(individual # 2's Initials) completed this skill with
hand over hand assistance from etaff on shift.™

W 159
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On 8/22/2016 the evening shift "Progress Note™
documented, "individual's Parlicipation:
(Individual # 2's Initials) participated in his

and taking them as ordered.”

documented, "Individual's Parlicipation:
medication and he was praised for following
directions.”

On 812372016 the evening shift "Progress Note”
documented, "Individual's Participation:
{Individual # 2 s Initials) participated in his

and taking them as ordered .”

documaented, "Individual's Participation: *Staff
medication and encouraged (Individual # 2) to
clean his nose before the administration of his
nasal nostrll.”

On 8/24/2016 the evening shifl “Progress Note"
documented, "Individuai's Participation:
{Individual # 2's Inltlals) participated in his

and taking them as ordered."

documenied, "Individual's Partlcipation:

nasal spray to administer. Staff praised
(individua! # 2) for following directions.”

On 8/25/16 at approximatsly 9:30 am_ an

QIDP {Qualified intellectual Disabilities

medication management by popping oul his pills
On 8/2212018 the overnight shift "Progress Note”

"(Individual # 2) was supported to administer his

medication management by popping out his pills
QOn 8/23/2016 the overnight shift "Progress Note*

reminded (Individuat # 2) when it was fime for his

medication management by popping out his pills
On 8/24/2016 the overnight shifl "Progress Note"

“(Individual # 2) was encouraged to participate In
his medication administration by offering him his

interview was conducted with ASM (administrative
staff member) # 1, program manager of (Name of
Graup Home) and OSM (other staff member} # 4,

Professional). After reviswing the progress notes

STATEMENT OF DEFICIENCIES iX1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER . COMPLETED
A BULDING
4860114 B. WING 08/26/2016
NAME OF FROVIDER OR SUPPLIER STRECT ADDRESS, CITY. 8TATE, 2IP CODE
8563 N 18TH STREET
NORTH 18TH STREET GRP HOME
™ ARLINGTON, VA 22205
(%41 1D SUMMARY STATEMENT OF DEFICIFNCIES iD PROVIDER'S PLAN OF CORRECTION iX5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
AG REGULATORY OR L5C IGENTIFYING INFORMAT ION) TAG CROSS REFERENCED TO THE APPROPRIATE | DATE
DEFICIENCY)
W 159 Continued From page 19 W 159

FORM CMS-2567{02-89) Pravious Versions Dbiclele Evanl ID:PSVEN

Facibly 1D VAICFMR 1S

It continuation shee! Page 20 of 70



DEPARTMENT OF HEALTH AND HUMAN SERVICES
SERVICES

PRINTED: 09/01/2016
FORM APPROVED

STATEMIENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

48G011

(X2} MILTIFLE CONSTRUGTION
A BUILDING

OMB NO. 0938-0391

(%3) DATE SURVEY
COMPLETED

B.WING

08/25/2016

NAME OF #ROVIDER DR SUPPLIER

NORTH 16TH STREET GRP HOME

6563 N 16TH STREET

STREET ADDRESS. CiV Y, STATE. ZIP CODE

ARLINGTON, VA 22205

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY ORLSC IDENTIFYING INFORMATION)

{xayin
PREFIX
1AG

1D
PFREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

1x5)
COMPLEION

DATC
DEFICIENCY)

W 159 Continued From page 20
for medication management for individua # 2
dated 8/14/2016 thraugh 8/24/2018, OSM # 4
were asked if data collected was In measurable
lerms to determine Individual # 2's progress of
the medication management outcome. OSM # 4
stated, "No."
On 8/25/16 at 12:30 p.m. ASM (administrative
staff member) # 1, program manager, ASM # 2,
clinical director and OSM # 4 the QIDP {Qualified
Intellectual Disabililies Professional) were made
aware of the findings,
No further information was provided prior to exi.
References:
{1) Refers to & group of disorders characterized
by a limited mental capacity and difficulty with
adaptive behavlors such as managing money,
schedules and routines, or social interaclions.
Intellectual disability originates before the age of
18 and may result from physical causes, such as
autism or cerebral palsy, or from nonphysical
causes, such as lack of stimulation and aduil
responsiveness. This information was oblained
from the websita:
<https:/ireport.nth.govinihfacisheets/ViewF actShe
at.aspx7esid=100>.

{2) A common, chronic and long-lasting disorder
in which a person has uncontrollable, reoccurring
thoughts {obsessions) and behaviors
(compulsions) that he or she feels the urge to
repeat over and over. This information was
obtained from the website:
<htip:#iwww.nimh.nih.gov/health/topics/obsessive
~-compulsive-disorder-ocdfindex.shtmi>.

{3) Fear. This information was obtained from the
websils:
htlps:#iwww.nlm.nih.gov/medlineplus/anxiety. html
#summary

W 159
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<https:iww.nim.nih.gov/madlineplusfanxiety.hi
mi>.

{4) The most common form of inheriled
developmental digability
<https://mediineptus.gov/developmentaldis abilitie
s.html>. A problem with a specific gens causes
the disease. This information was obtained from
the website:
<htips://mediineplus.govifragilexsyndrome.himl>,

(5) Anenlarged prostate. This information was
obtained from the website:
<hitps.//www.nim.nih.gov/mediineplus/enlargedpr
ostatebph.htmi>,

b. The QIDP falled to ensure individual # 2's
medication management program was accurately
implamented.,

Individual # 2's current ISP daled 12/01/2016
through 11/31/2017 documented, "(Individual # 2)
will improve medication independence. Support
Activities & Instructions: (Individual # 2) will learn
{0 administer nasal spray.” Under "Supporl
Instructions® it documented, “1. (Individual # 2}
will learn the proper way to administer nasal
spray from staff demonstration. 2. (individual #
2) will Identify his nasal spray from his other
treatments and medicalion, 3. (Individual # 2)
wilt bring lissue with him to blow his nose before
administration of nasal spray. 4. {Individual # 2)
will read labe! with staff, 5. (Individual # 2) will
count the sprays for each nasal passage to
identify correct administration.”

The "Progress Note” for Individual # 2 dated
8/14/2016 through 8/24/2016 were raviewed. The
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progress notes failed to evidence accurate
implementation of Individual # 2's medication
independence program,

On 815/2016 the evening shift "Progress Note™
documenied, “Individual's Participation:
(Individual # 2's Initials) participated in his
medication management by popping out his pills
and taking them as ordered.”

On 8/16/2016 the svening shift "Progress Note"
documented, "Individual's Participation:
(Individual # 2's Initials) participated in his
medication management by popping out his pilis
and taking them as ordered.”

On 8/16/2016 the overnight "Progress Note"
failed to document the dala collection for
Individual # 2."

Cn 8/17/2018 the overnight "Progress Note"
failed to document the data colleclion for
Individuat # 2."

On 8/19/20186 the evening shift "Progress Note"
dosumented, "individual's Participation:
(Individual # 2's Initials) participated in his
medication management by popping oul his pills
and taking them as ordered.”

On 8/20/2016 the weekend shifi "Progress Note"
documented, "Individual's Parlicipation:
(Individual # 2's Initials) participated in his
medication management by popping out his pilis
and laking them as ordared.”

On 8/20/2016 the evening shift "Progress Nota"
documented, "Individual's Participation:
{Individual # 2's Initials) parliclpated in his
medication management by papping out his pills
and taking them as ordered.”

On 8/22/2016 the evening shift "Progress Note”
documented, “Individual’s Participation:
{Individual # 2's Initials) participated in his
medication management by popping out his pills
and taking them as ordered.”
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On 8/23/2018 the evening shift “Progress Note™
documented, "Individual's Participation:
{Individual # 2's Initiais) participated in his
medication management by popping out his pills
and taking them as ordered.”
On 812412016 the evening shift "Progress Note"
documented, "Individual's Participation:
(Individual # 2's Initials) participated in hig
meadication management by popping out his pills
and {aking them as ordered.”

On 8/25/16 at 11.00 a.m. an interview was
conducted with OSM {other staff member) # 4,
the QIDP (Qualified Inteliactual Disabilities
Profassional) in the presence of ASM
{administrative staff member) # 1, program
manager and ASM # 2, the clinlcal diractor.
When asked about the responsibilities of the
QIDP for the implementation of an individual's
program, OSM # 4 stated, "Supervise the direct
care staff to carry out the plans." After reviewing
the prograss noles dated 8/14/2018 through
8/24/2016 for Individusl # 2, OSM # 4 was asked
if the program for medication was accurately

On 8/25/16 at 12:30 p.m. ASM (administrative
staff member) # 1, pragram manager, ASM # 2,
clinical director and OSM # 4 the QIDP (Qualified
Intellactual Disabilities Professional) were made
aware of (he findings.

Na further information was provided prior to exit.

3a. The QIDP failed to ensure objectives on the
ISP (Individuat Service Plan) for Individual # 3
were developed in measurable terms.

Individual # 3 was a 54 year ¢ld male, who was
admitted {0 (Name of Group Homae) on 9/10/10.
Diagnoses in the clinical record included but were

implemented. OSM # 4 stated thal they were not.

W 159
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not limited fo: profound intellectual disability (1),
autistic disorder (2) PICA (3}, microcephaly (4),
lear (5), and gastroesophageal reflux disesse.
Individual # 3's current ISP dated 10/01/2016
throtsgh 09/30/2017 documented, "Support
Activities & Instructions: Activity 5 | will learn how
1o identify and write my name. Supporl
instruclions: 1. (Individual # 3) will be presented
with a variety of activites that help him identify the
letters in his name. He can sort and manipulate
various sensory items such as books with letters
on them or foam letters, play flashcards gemes in
which he selects his name versus somecne
else’s, use the iPad to practice identifying and
writing letters, etc, 2, (Individual # 2) wiil be
provided with the appropriate materials for the
activity he wishes to participate and will be
assisted as needed. 3. After participating in
either activity, (Individua! # 2) will be praised *

On 8/25/16 at approximately 9:30 a.m. an
interview was conducled with ASM (administrative
staff member) # 1, program manager of (Name of
Group Home) and OSM {other staff member) # 4,
QIDP (Qualified Intellectual Disabilities
Professional). After reviewing the ISP outcome
for identifying and writing his own name for
Individual # 3 dated 10/01/2018 through
00/30/2017, ASM# 1 and OSM # 4 were asked
what criterla was being measured lo determine
Individual # 3's progress of identifying and wriling
his own name. OSM # 4 staled, "The goal is not
defined clearly.”

On 8/25/18 at 12:30 p.m. ASM (administrative
slgif member) # 1, program manager, ASM # 2,
clinical diractor and OSM # 4 the QIDP (Quaiified
Intellectual Disabilities Professional) were made
aware of the findings.

No further information was provided prior to exit,
References:
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{1} Refers to a group of disorders characterized
by a limited menial capacity and difficulty with
adaplive behaviors such as managing money,
schadules and routines, or social interactions.
Intellectual disabilily originates before the age of
18 and may result from physical causes, such as
autlsm or cerebral palsy, or from nonphysical
causes, such as lack of stimulation and adult
responsiveness, This information was obtained
from the website:

el.aspx7csid=100>,

(2) A neurological and developmentat disorder
that begins early in childhood and lasts
throughout a person's life. It affects how a person
acts and interacts with athers, communicates,
and learns.) This information was obtained from
the wabsite;
<htps:iivww.nim.nih.govimadlineplus/autismspe
ctrumdisorder.html>,

{3) A patlern of eating non-food materials, such
as dirt or paper. This information was oblained
from the website:
bitps:/imedlineplus.goviency/aricle/001538. him.

(4} A condillon in which a person’s head slze Is
much smalter than that of others of the aame age
and sex. Thia information was obtained from the
website:
hitps:/medlineplus.goviency/article/003272.him.

(8) Fear. This Information was oblained from the

<https:fireport.nih.gov/nihfaclsheests/ViewFactShe

W 159

wabsite:
hitps://www.nim.nih.gov/medlineplus/anxiety.htm
#summary
<hittpsww.nim.nth.govimediineplus/anxlety.ht
mi>.
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(6) Stomach contents to leak back, or reflux, info
the esophagus and irritate it. This information
was oblained from the website;

hitps:/fwww.nlm. nih govimediineplus/gerd. htmi.

b. The QIDP failed lo ensure Individuat # 3's
identifying and writing his name was
implemented.

Individual # 3's current ISP dated 10/01/2016
through 08/30/2017 documented, "Support
Activitios & Instructions: Activity 5: | will tearn how
to identify and write my name. Support
instructions: 1. (Individual # 3) will be presented
with a varlely of activities that help him identify the
letters in his name. He can sort and manipulate
various sensory ilems such as books with letters
on them or foam lefters, play flashcards games in
which he selects his name versus somaone
elsa’s, use the IPad to practice identifying and
writing letters, etc, 2. (Individual # 2) will be
provided wilh the appropriate materials for the
activity he wishes to participate and will be
assisted a8 needed. 3. After participating in
either aclivity, {Indlvidual # 2) will be pralsed.”
The progress noles for Individual # 3 dated
8/14/2016 through 8/24/2016 were reviewed. The
prograss noles for the evening shift documented
"Individual's Participation: Not addressed."

On 8/25/18 at approximately 9:30 a.m. an
Interview was conducled with ASM (administrative
staff member) # 1, program manager of (Name of
Group Home} and OSM (other staff member) # 4,
QIDP {Qualified Intellectuel Disabilities
Professional). When asked how often Individual
# 3's program for name identification and writing

w159
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was (o be implemented, ASM # 1 stated, “Weeakly
refers to one time a week." After reviewing the
progress noles for name identification and writing
for Individual # 3 dated 8/14/2018 through
8/24/2016, OSM # 4 was asked if the program
was Implemented accurately. OSM # 4 stated,
”NQ."
On 8/25/18 at 12:30 p.m. ASM (administrative
staff member) # 1, program manager, ASM # 2,
clinical director and OSM # 4 the QIDP (Qualified
Intellectual Disabilities Professional) were made
aware of the findings.
No further Information was provided prior to exit,
W 231 483.440(c)(4)(iil) INDIVIDUAL PROGRAM PLAN
The objectives of the individual program plan
must be expressed in behavioral terms that
provide measurable indices of performance.

This STANDARD |s not met as evidenced by:
Based on staff interview, clinical record review
and facility documenl review it was determined
that the faciiity staff failed to develop objectives in
measurable terms for three of three individuals in
the survey sample, Individual # 1, # 2 and # 3.

1. Factity slalf falled 1o define the duration of
Individual # 1's ISP {individual Support Pian)
ouicome/goal for physical activity.

2. Facllity siaff folled lo define the ISP
outcome/goal of medicalion management in
measweable terms for individual B 2.

3. Facllity staff falled to define the ISP
oulcome/gosl of identifying and wriling his name
in measureable terms for Individual # 3,

W 150

W 231

The QMAP will revise the outcome for "physical activity” into
Measureable terms to collect appropriate data tor Individual i1

10/5/167

The QMRF will revise the outtome for "medication management *
in measureable teims 1o eotlect appropriate data for individual #2,

The OMRP will revise the outcome for “identifying and wriling
His name" In measureable terms to collect appropriate data for
Individuals 43,

The Program Manager will update the Person Cenler
Plan to incotporate these changes for those individuals.

The Program Manager will complete this process for alf individuals
to prevent further deficiencies.

The Program Manager will cantinue to monitor 10 ensure that all
sarvice nceds of individuals are accurately reflacted through the use
of waekly operation meetings.

The Clinical Director will review within supenviston with the Program
Manager for dotumentation to support the coordination of servicos
for each individual needs.

FORM CMS-2507{02-99) Previous Varsions Obsulele Event (D: PSVEY

Facdlily 1D VAICFMR 38 if continuation sheel Page 28 of 707



(

PRINTED: 09/01/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROGED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFCIENCIES (X1} PROVIDER/SUPPLIERICLIA {X¢) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIHON NUMBER: A BUILDING COMPLETED
49G01 B. WING 08/25/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS CITY, STATE, 2IP CODE
5503 N 16TH STREEY
THY HOM
NORTH 16TH STREET GRP HOME ARLINGTON, VA 22205
{xdy 10 SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION 5]
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOIALD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 231 Continued From page 28 W 231

The findings include:

1. Facility staff failed to define the duration of
Individual # 1°s 1SP (Individual Support Plan)
outcome / goal for physical activity.

Indivickral # 1 was a 85 year oid male, who was
atmitied lo {Name of Group Home) on 3/28/82.
Diagnoses in the clinical record included but were
nol limited to: moderate Inteflectual disability (1),
schizophrenia (2) and tardive dyskinesa (3),
kyphoasis (4), osteopenia (5), benign prosiatic
hyperplasia (6) glaucoma (7) and dry eves,

Individual # 1's current ISP dated 04/01/2016
through 03/21/2017 documented, "Desired
QOutcome: Global Qutcome 1. | will maintain a
happy and emotional balanced life by pursuing an
active social life and dring things | enjoy.
Support Activities & Instructions: To maintain a
healthy weight and stay skinny through physical
aclivity and better snack choices.” Under
“Support Instructions” it documented, "{Individual
# 1) will engage In physical activity and also make
healthy food cholces ...(Individual # 1) enjoys
riding his bike his bike and staff will encourage
him to ride his bike and also take shorl walks
around the neighborhood as tolerated by the
weather as well as participate in kick ball games.
Staff will provide supervision as necessary during
physical activity, while supporting {individual # 1)
following his Fall protocal. Staff will documant
participation, type of physical aciivity and the
duration of the activity. Frequency: Deily.
Ouration: Annually.”

On 8/24/16 at 4.00 p.m. an interview was
canducted with ASM {adminisirative staff

The Clinical Olrector will ensure that all documentation is completed as
lentified in the Person Center Plan through monthly suparvision with

the Program Manager.

A quarterly peer review will be completed on gaing that will audit records
to monitor to ensure that alt service needs of individuals are accurately
documnented. This repart will be submitted to the Clinical Directar.
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mamber) # 1, program manager of (Name of
Group Home} and OSM (other staff member) # 4,
QIDP {Qualified Intelleciual Disabilities
Professional). After reviewing the ISP outcome
for exercise for individual # 1 daled 04/01/2016
through 03/31/2017, ASM # 1 and OSM # 4 were
asked if the duration of the bike riding was
defined. ASM # 1 and OSM # 4 ware unable to
provide an answer. When asked If the outcome
was measurable ASM # 1 and OSM # 4 stated,
.NO."

An Interview with ASM # 1 and OSM # 4 was
conducted an 8/24/16 at approximately 4.00 p.m.
When asked what the purpose of the ISP was,
OSM # 4 stated, "The ISP is to help the individual
become independent by identifying skiils that
need development.” ASM # 1 stated, "The ISP is
gearad towards what the Individual's dreams and
goals are and to develop goals to reach those
goals and dreams. Outcomes should be
measurable to track improvement lowards the
skifl and to establish a baseline.”

The facility's policy "4.1 Individual Service Plan
{ISP)" documented, "4.1.3 Procedures: C.
{Name of Gorporation} ensures that an {SP will
contain at a minimum: 4. Goalsfoutcomes and
measurable objectives/desired oulcomes for
addressing each idenlified need. 4.1.4 Individual
Service Plan {ISP) Development. E,
Goals/Ouicomes and Ghjectives/Desired
QOutcomes; The objeclives/desired outcomes will
be expressed in terms that are behavioral and
provide messurable indexes of progress ”

On 8/24/16 at 4:15 p.m. ASM {administrative stafi
member) # 1, program manager was made
aware of the findings.

W 231
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No further information was provided prior lo exil,
References:

{?) Refers to a group of disorders characterized
by a limited mental capacity and difficulty with
adaptive behaviors such as managing money,
schedules and routines, or sccial Interactions.
Intellectual disability criginates before the age of
18 and may result from physical causes, such as
autism or cerabral palsy, or from nonphysical
causes, such as lack of stimulation and adult
responsiveness. This information was obtained
from: the website;
hitpsfreport.nih.gov/nihfactsheets/ViewFactShee
t.aspx7csid=100

(2) A mental disorder that makes it hard to telt the
difference between what is real and not real, This
information was obtained from the website:
https:#/medlineplus.gov/ency/arlicle/000928.htm.

(3) Characterized by repetitive, involuntary,
purposeless movements. Featuras of the disorder
may include grimacing, tongue protrusion, lip
smacking, puckering and pursing, and rapid eye
blinking. Rapld movements of the arms, legs, and
trunk may also occur, Involuntary movements of
the fingers may be present. This information was
obtained from the website;
<http:ffwww.ninds.nih.gov/disordersitardivestardiv
e.htm>,

(4) A curving of the spine that causes a bowing or
rounding of lhe back, which leads to a hunchback
or slouching posture. This information was
obtained from the website:
<hitps.//medlineplus.goviencyfarticle/001240.htm
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(5) A term to define bone density that is not
normat but also not as low as osteaporosis. This
information was obtained from the website:
hitp:/Awaw ncbi.nlm. nih.govipubmed/21234807.

(6) An enlarged prostate. This information was
obtained from the webslie;

<htips:/iwww.nim nih.govimediinaplus/eniargedpr
ostatebph.himi>,

{7) A group of diseases thal can damage the
eye's oplic nerve. This information was obtained
from the wabsite:

https:/iwww.nim.nih gov/mediineplus/glaucoma.ht
mf.

2. Facility slaff failed to define the ISP oulcome /
goal of medication managerent in measureable
terms for Individual # 2,

Individua! # 2 was a 71 year old male, who was
admitted 1o (Name of Group Home) an 10/18/08,
Diagnoses in the clinical record included but were
not limited to: severe intellectual disability (1),
obsessive compulsive disorder (2) anxiety (3},
fragile X syndrome (4), benign prostatic
hyperplasia (), allergies and a blood clotiing
disease.

Individual # 2's current ISP dated 12/01/2016
through 11/31/2017, documented, "(Individual #
2) wilt improve medication independence.
Support Activities & Instructions: (Individual # 2)
will learn to administer nasal spray." Under
"Support Instructions” it documented, "1,
{Individual # 2) will learn the proper way to
administer nasal spray from staff demaonstration.
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2. (Individual # 2) will identify his nasal spray
fram his ofher ireatments and medicstion. 3,
{Individual # 2) wili bring tissue with him to blow
his note before adminisiration of nasal spray. 4.
{Individual # 2) will read label with staff, 5.
{(Individual # 2) will count the sprays for each
nasal passage lo identify corract administralion”

On 8/25/16 at approximately 9:30 a.m. an
interview was conduclted with ASM (administrative
staff member) # 1, program manager of (Name of
Group Home) and OSM (other staff member) # 4,
QIDP (Quslified Intellectual Disabillties
Professional). After reviewing the ISP outcome
for medication managament for Individual # 2
dated 1210112016 through 11/31/2017, ASM # 1
and OSM # 4 were asked whal criteria was being
measured to determine Individual # 2's progress
of the medicalion management outcome. OSM #
4 stated, "I's not defined."

On 8/25/18 at 12:30 p.m. ASM (administrative
staff member} # 1, program manager, ASM # 2,
clinical director and OSM # 4 the QIDP (Qualified
Intellectual Disabllities Professional} were made
aware of the findings.

No further information was provided prior to exil.
References:

{1) Refers to a group of disorders characterized
by a limiled mental capacity and difficulty with
adapftive behavlors such as managing money,
schedules and routines, or social interactions,
Intellectual disability originates before the age of
18 and may result from physical causes, such as
aulism or carebral palsy, or from nonphysical
causas, such as lack of stimulation ang adult

W 231
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responsiveness, This information was oblained
from the websha:
<hitps:/report.nih.govinihfacisheels/ViewFaciShe
el.aspx?csid=100>,

{2} A common, chronic and long-lasting disorder
in which a person has uncontroliable, reoccurring
thoughts (obsessions) and behaviors
{computsions) thal he or she feels the urge to
repeat over and over. This information was
obtained from the wahbsite:
<http:/fwww.nimh.nih.gov/heaith/topics/obsessive
-compulsive-disorder-ocdfindex.shtmi>,

{3) Fear. This information was obtained from the
websile:
hlips:/Ayww.nlm.nih.gov/imediineptus/fanxiety. himt
#surnmary

<htips./iwww.nlm nih.govwimediineplus/anxiely.ht
mi>,

{(4) The most comman form of inherited
developmental disability
<hlips./imediineplus.gov/developmentaldisabititie
s.htmi>. A problem with & specific gene causes
the disease, This information was obtained from
the website:
htlps:/imediineplus.goviiragilexsyndrome.htrnl.

{5) An entarged prostate, This information was
obiained from the website:
<https:/Awww.nim.nih.gov/medineplusfeniargedpr
ostatebph.htmi>,

3. Facility staff failed to define the ISP
outcome/goal of identifying and writing his name
in measureahle terms for Individual # 3.

W 231
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Individual # 3 was a 54 year cld male, who wasg
admilted to (Mame of Group Home) on 9/10/10.
Diagnoses in the clinical record included but were
nat limited to: profound Intellectual disability (1),
autistic disorder {2} PICA (3), microcephaly (4),
fear (5), and gastroesophageal reflux disease.

Iindividual # 3's current ISP dated 10/01/2016
through 08/30/2017 documented, "Support
Activities & Instructions: Aclivity 5: | will leam how
to identify and write my name. Support
instructions: 1. {Individual # 3) will be presentad
with a variety of activities that help him identfy the
letters in his name. He can sort and manipulate
various sensory items such as books with leiters
on them or foam letters, play flashcards games in
which he selects his name versus someone
else’s, use the iPad (o practice identifying and
writing letlers, ete. 2. {Individua! # 2) will be
provided with the appropriate materials for the
activity he wishes to participale and will be
assisted as needed. 3. Aftor participating in
either activity, {Individual # 2) will be praised."

On 8/25M16 at approximately 9:30 a.m. an
inlerview was conducted with ASM (administrative
staff member) # 1, program manager of (Name of
Group Home) and OSM (cther staff member) # 4,
QIDP (Qualified Intellectual Disabllities
Profassional). After reviewing the ISP cutcome
for identifylng and writing his own name for
Individual # 3 dated 10/01/2016 through
09/30/2017, ASM # 1 and OSM # 4 were asked
whal criteria was being measured to determine
Individual # 3's progress of identifying and writing
his own name. OSM # 4 stated, "The goal is not
defined claarjy."

On 8/26/16 at 12:30 p.m. ASM {administrative
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staff member) # 1, program manager, ASM # 2,
tlinical director and OSM # 4 the QIDP (Qualified
Intellectual Disabilities Professional) were made
awara of the findings.

No further information was provided prior to exit
References:

{1) Refers to a group of disorders characterized
by a limited mental capacity and difficulty with
adaptive behaviors such as managing money,
schedules and roulines, or aocial interactions.
Intellectual disability criginales before the age of
18 and may resull from physical causes, such as
autism or cerebral paisy, or from nonphysical
causaes, such as lack of stimulation and aduit
rasponsiveness. This information was oblainad
from the website:
<htips:/ireport.nih.gov/nihfactsheets/ViewFactShe
el.aspx7csid=1003>,

(2) A neurological and developmental disorder
that begins early in chiidhood and lasts
throughout a person's life. It affects how a person
acts and interacts with others, communicates,
and learns.) This information was obtainaed from
the websile:
<htips:/mwww.nim.nih.gov/medlineplus/autismspe
ctrumdisorder.htmiz.

{3) A pattern of eating non-food materials, such
as dirt or paper. Thig information was oblained
from the website:

hitps.//medlineplus.gov/encylarticle/001538.htm

{4) A condition in which a persen's head size is
much smaller than that of others of the same age
and sex. This information was obtained from the
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website:

hitps:/imedlineplus. gov/encylarticle/003272.htm.

{5) Fear. This information was oblained from the
website:
hitps:/iwww.nim.nih.govimedlineplus/anxiety.himl
#summary
<htips:/Awww.nim.nih.govimedlineplus/anxiety.m
mi>,

{B6) Stomach contents to leak back, or reflux, inlo
the esophagus and irritale if. This information
was obilained from ihe website;
https:#fwww.nim.nih.gov/medlineplus/gerd. html.
W 249 483.440{d)(1) PROGRAM IMPLEMENTATION W 240

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must recelve a continuous active
treatment program consisting of needed
interventions and services in sufficient number
ang frequency to support the achievement of the
objeclives idenlified in the individual program
plan.

This STANDARD is not met as evidencad by
Based on staff interview and clinical record
review, it was determined that the residential staff
failed to ensure an Individual was receiving
services consistent with the Individual Supporl
Ptan for wo of three Individuals in the survey
sample, Individuals #2 and # 3.

1. Faciiity stafl falled to implement Individual #
2's medication management program.
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2. Facitty stalfl faded 10 implement individual # 3's

The findings include:

1. Facllity staff falled to implement Individual #
2's medication management program.

Individual # 2 was a 71 year old male, who was
admitted to {Name of Group Home} on 10/16/08,
Diagnoses in the clinical record included but were
nol limited to: severe inteitectual disabitity (1),
obsessive compulsive discrder (2) anxiaty (3},
fragile X syndrome {4), benign prostatic
hyperplasia (5), allergies and a blood clolling
disease.

Individual # 2's current ISP dated 12/01/2016
through 11/31/2017 documented, "(Individual # 2)
will improve medication indepandence. Support
Activities & instructions: (Individual # 2) will learn
lo administer nasal spray.” Under "Support
instructions™ it documented, *1. {Individual # 2)
will learn the proper way to administer nasal
spray from staff demonstralion. 2. {Individval #
2) will idenlify his nasal spray from his other
treatments and medication. 3. (Individual # 2}
will bring lissue with him to blow his nose before
adminigiration of nasal spray. 4. [Individual # 2}
will read label with staff. 5. (Individual # 2) will
count the sprays for each nasal passage to
identify correct administration.”

The "Progress Note" for Individual # 2 deted
8/14/2016 through 8/24/2016 were reviewed. The
progress notes failed to evidence accurate
implementation of Individual # 2's medication
independence program.

On 8/156/2018 the evening shift "Progress Note”
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The QMRP will Individuals #2's Person Center Plan goal thal address
“medication management program® and individual’s #3 goat

name identification and writing pragram. The QMRP will update

the;ir goals to ensure that It acturately reflect the nzeds of individual 41
and #3.

10/5/16

The Program Manager/ QMRP will review allindividual's goals/
Objectives to ensure Ihat it accurately reflects their needs and
It is Incorporated within the Person Center Plans.

The Program Manager will provide training to all slaff to review all individuals’
Person Center Plans with the next staff meeting. The Program Manager

Will provide supervision to all $1aff to ensure that the Person Center Plan
Accurately retlects the individual's needs and is implemented appropriately.

The QMRP will conduct monsthly assessments to ensure that alf services and
Needs are met and are accurately reflected on the QMRP note.

The Clinical Direcior will review within supervision with the Program
Manager the documentation to support the coordination of services for
Each individuat need,
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documented. "Individual's Participation;
(Individual # 2's Initials) participated in his
medication management by popping out his pilis
and taking them as ordered.”

On 8/16/2016 the evening shift "Progress Note”
documented, "Individual's Participation:
{Individual # 2's Initials} participated in his
maedication management by popping out his pills
and 1aking them as ordered.”

On 8/16/20186 the overnight "Progress Note”
failed to document tha data collection for
Ingividual #2."

On 8/17/2016 the overnight "Progress Note"
failed to document the data collection for
Individual # 2"

On 8/19/2016 the evening shilt "Progress Note”
documented, "Individual’s Parlicipation:
(individual # 2's Inilials) participated in his
medication management by popping out his pills
and taking them as ordered.”

On 8/20/2016 the weekend shift "Progress Note”
documentad, "Individual's Participation;
(Individual # 2's Initialg) participated in his
medication managsment by popping out his pills
and taking them as ordered.”

On 8/20/2016 the evening shift "Progress Note”
documented, "Individual's Participation;
(Individual # 2's Inltials) participated in his
medication managemant by popping out his pills
and taking them as ordered.”

On B/22/2016 the avening shifl "Progress Note"
documanted, “individual's Participation:
{Individual # 2's Initials} parlicipated In his
medication management by popping out his pills
and {aking them as ordered.”

On 8/23/2016 the evening shifi "Progress Note"”
documented, "Individual's Participation;
{individual # 2's Initials) participated in his
medication management by popping out his pills
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and taking them as ordered.”

On 8/24/2016 the evening shift "Progress Note"
documented, "Individual's Participation:
{Individual # 2's Initials) participated in his
medication managemant by popping oul his pills
and taking them as ordered."

On 8/25/16 at 11:00 a.m. an interview was
conducted with OSM (other siaff member) # 4,
the QGIDP {Qualified Intellaciual Disabillities
Professional) in the presence of ASM
(administrative staff member) # 1, program
manager and ASM # 2, the clinical direcior,
When asked aboui the responsibilities of the
QIDP for the implementation of an individual's
program, OSM # 4 stated, "Supervise the direct
care staff to carry out the plans. After reviewing
the prograss notes dated 8/14/2018 through
8/24/2018, for Individual # 2 OSM # 4 was asked
if the program for medication was accurately
implemented. OSM # 4 stated that they were not.

On 8/25/16 at 12:30 p.m. ASM (administrative
staff member) # 1, program manager, ASM # 2,
clinical diracior and OSM # 4 the QIDP (Qualified
Intellectual Disabllities Professional) were made
aware of the findings.

No further information was provided prior to exit.
Refarances;

{1) Refers to a group of disorders characterized
by a limited mental capacity and difficulty with
adaplive behaviors such as managing maney,
schedules and routines, or social interactions.
Intellectual disability originates before the age of
18 and may result from physical causes, such as
autism or cerebral palsy, or from nonphysical
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causes, such as lack of stimulation and aduft
responsiveness. This information was obtained
fram the wabsite:
<https:fireport.nih.govinihfactsheels/ViewFactShe
el aspx?csid=100>,

{2) A common, chronic and long-lasting disorder
in which a person has uncontroliable, reoccurring
thoughts {obsessions) and behaviors
{compulsions} that he or she feels the urge to
repeat over and over. This information was
obtalned from the website:
<http:iiww.nimh.nth.gov/healihitopicsiobsessive
-gompulsive-disorder-ocdfindex shiml>.

{3) Fear. This information was obtained from the
website;
htips:/iwww.nim.nih.gov/mediineplus/anxiety.htmi
#summary,

{(4) The most common form of inherited
developmenta! disability. A problem with a
specific gene causes the disease, This
information was obtained from the website:
https://medlineplus.goviiragilexsyndrome. him.

{6) An enlarged prostate. This information was
obtained from the website:
<htips:/mww.nim.nih.gov/imedlineplus/enlargedpr
ostatebph.himi>,

2. Fagility staff failed to implement Individual # 3's
name Identification and writing program.

Individual # 3 was a 54 year old male, who was
admitted to (Name of Group Home) on 9/10/10.
Diagnoses in the clinical record included but were
not limited to: profound Intellectusat disabllity (1),
autistic disorder (2) PICA (3), microcephaly (4),

W 249
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fear (5), and gastroesophageal reflux disease.

Individual # 3's current ISP dated 10/01/2018
through 08/30/2017 decumented, “Support
Activities & Instructions: Activity 5: | will learmn how
to identify and write my name. Support
instructions: 1. (Individual # 3) will be presented
with a variety of activities that help him identify the
letters In his name. He can sor and manipulate
various sensory items such as books with letters
on them or foam letters, play flashcards games in
which he selects his name versus someone
else's, use the iPad to practice identifying and
writing letlers, atc. 2. {Individual # 2) wilt be
provided with the appropriate materfals for the
activity he wishes to participate and will be
assisted as needed. 3. After participating in
gither activity, (Individual # 2) will ba praised *

The prograss noles for Individual # 3 dated
8/14/2016 through 8/24/2016 were reviewed, The
progress noles for the evening shift documented,
"Individual's Participation: Nol addressed."

On 8425/16 at approximately 8:30 a.m. an
interview was conducted with ASM {administrative
staff member) # 1, program manager of {Name of
Group Home) and OSM {other staff member) # 4,
QIDP (Qualified Intellectual Disabilities
Professional). When asked how often Individual
# 3's program for name identification and writing
wasg 1o be implemented, ASM # 1 stated, “Weekly
rafers to one time a week." After reviewing the
progress hotes for name identification and writing
for Individuaf # 3 dated 8/14/2018 through
8/24/2018, ASM # | and QOSM # 4 was asked if
the program was implemenied accurately. ASM
#1 and OSM # 4 stated, "No.”
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On 8/25/16 at 12:30 p.m. ASM (administrative
staff member) # 1, pregram manager, ASM # 2,
clinical director and OSM # 4 the QIDP {Qualified
Intellectual Disabllities Professional) were made
aware of the findings.

No further information was provided prior to exit,
Reaferences:

{1) Refers lo a group of disorders characterized
by a limited mental capachy and difficulty with
adaptive behaviors such as managing money,
schedules and routines, or social intergctions.
Intsllectual disability originates before the age of
18 and may resuit from physicai causes, such as
autism or carabral palsy, or from nonphysical
causes, such as lack of stimulation and aduit
responsiveness, This information was obtained
from the website:
<htips:/fraport.nih.gov/nihfactsheets/ViewFactShe
el.aspx?csld=100>.

{2) A neurological and developmental disorder
that begins eanly in childhood and lasts
throughou! a person's life. It affects how a person
acts and interacts with others, communicates,
and learns.) This information was obtained from
the website:
<https://www.nim.nih.govimediineplusfautismspe
clrumdisorder.htmi>.

{3) A pattern of ealing non-food materials, such
as dirt or paper. This information was abtained
from {he website:

https:/mediineplus. gov/ency/article/D01538 . htm

{4) A condition in which a person's head size is
much smaller than that of others of the same age
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and sex. This information was obtained from the
websile:
hitps:fimediineplus.goviency/article/003272 htm.
(5) Fear. This information was obtained from the
wabsite:
hitps /iwww.nlm.nih.gov/medlineplus/anxisty. himl
fisummary
<hittps:./Mww.nim nih.gov/medlineplus/anxiety.ht
ml>,
{6) Stomach contenls o leak back, or reflux, into
the esophagus and irrilate it. This information
was obtained from the webslte:
htips:/fiwww.nlm.nih.gowmediinaplus/gerd.htmd.
W 252 483.440(e){1) PROGRAM DOCUMENTATION W 252
Data relative to accomplishment of the criteria The QMRP will revise the outcome for “physical activity” into 105726

specifled in client individual program plan
objactives must be documenied in measurable
terms,

This STANDARD s nol me! as evidenced by:

Based on staff interview, clinical record review
and facility document review it was delermined
that the facility staff failed collect data of
objectives in measurable terms for three of three
individuals in the survey sample, Individual # 1, #
2and #3.

#.. Faciity s1aiT faked to document the dala
collection of the duration of Individual # 1's ISP
{Individual Support Plan) outcomelgoat for
physical activity in measurable terms.

2, Factllity staff failed to document the data

Measureable terms to collect appropriate data for individual #1

The QMRAP will revise the outcome for “medication management *
in measureable terms to collect appropriate data for individual #2.

The QMRP will revise the outcemne for "identifying and writing
His nama” in measureable terms to coflect appropriate data for
Individuals 43,

The Pregram Manager will update the Person Center
Plan to incorporate these changes for those individuals

The Program Manager will complete this process for all indwiduals
to prevent further deficiencies,

The Program Manager will coniinue to monitor to ensura that all
service needs of individuals are accurately reflected through the use
of weekly operation meetings.

The Clinical Director will review within supervision with the Program
Manager for documentation to support the coordination ot services
for each individual needs.
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coliection of the ISP cutcomefgoal of medication
management in measureable terms for Individual
"2

3. Faciy staff fadled to document the data
colhection of tha' ISP outcome/goal-of identifyng
and wting his hame m measureable terms for
individual # 3.

The findings include:

1. Fatility staff failed to decument the data
collection of the duration of Individual # 1's ISP
(Individual Support Pian) oulcome/goal for
physical activily in measurable erms.

Individual # 1 was a 65 year old male, who was
admitted to (Name of Group Home) on 3/28/82,
Diagnoses in the clinical record included but were
not limited to: moderate intellectual disabiity {1),
schizophrenia (2) and tardive dyskinesa (3),
kyphosis (4), osteopenia (5), benign proslatic
hyperplasia (B) glaucoma (7) and dry eyes,

Individual # 1's current ISP dated 04/01/2018
through 03/31/2017 documented, “Desired
QOutcome: Global Outcome 1. | will malntain a
happy and emotional balanced life by pursuing an
active social life and doing things | enjoy.

Support Activities & Instructions: To maintain a
healthy weight and stay skinny throtigh physical
activity and better snack cholces. Under "Support
Instructions” it documented, *(Individual # 1) will
engage in physicat activity and also make healthy
food choices .. (Individual # 1) enjoys riding his
bike his bike and staff wilt encourage him to rida
his bike and also lake short walks around the
neighberheod as tolerated by the weather as wall
as panicipale In kick ball games. Staff will

The Clinical Direclor will ensure that all documentation is completed as
identificd in the Person Center Plan through monthly supervision with
the Program Manages.

A quarterly peer review will be completed on going that will audit records
1o menitor to ensure that all service needs of individuals are accurately
documented. This repart will be submitted to the Clinical Directar.
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provide supervision as necessary during physical
activity, while supporting (Individual # 1) following
his Fall protocol. Staff will document
participation, lype of physical activity and the
duration of the activity. Frequency: Daily.
Duration: Annually."

The "Progress Note" for Individual # 1 dated
8/14/2016 through 8/24/2016 wera reviewed. The
failed to evidence documentation of the data
collection of the duration of Individual # 1's
physical aclivity in measurable terms.

On 8/14/2016 the "Progress Note" documented,
“lndividual's Parlicipation: At home he rode his
bike for a short while drinking fluids in between.”
On 8/17/2016 the "Progress Nate" documented,
“Individual's Participation: "{individual # 1)
exercised on his bike."

On 8/18/2018 the "Progress Note" documented,
“Individual's Parlicipation: "(Individual # 1's
inltials) rode his bike with staff supervision this
afternaon.”

On 81972016 the "Progress Note” documented,
“Individual's Participation: "(Individual # t's
Initials) rode his bike with staff supervision this
afternoon,”

On 8/20/2018 the "Progress Note" documented,
"Individual's Participation: “(Individual # 1's
initials} had a total of two sodas loday and those
were the only unhealthy choices he made, to
counter the act those unhealthy choice [sic), he
walked around the fair for at least 30-45 minutes "
On 8/18/2115 the "Progress Noie” documented,
“Individual's Parlicipation: “(Individual # 1's
initials) could not go oul for his community outing
as a result of bad weather. He stayed home and
was offared healthy snack choices 1o choose
from by staff. He listaned to music and danced
whilst in the house.”
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On B/22{2016 the "Prograss Note” documenied,
"Individual's Participation: "(Individual # 1)
exercised by riding his bike."

On 8/23/2016 the "Progress Note" documented,
“Individual's Participation: {individual # 1)
exercised by riding his bike.”

On 8/24/2016 the "Progress Note" documented,
"individuai's Participation: “(individual # 1's
initials) rede his bike in the backyard with staff
supervision.”

On &/24/16 at 4:00 p.m. an interview was
conducted with ASM {administrative staff
member) # 1, program manager of {(Name of
Group Home) and OSM {oiher slaff member) # 4,
QIDP (Qualified Intelleciual Disabilities
Professional). Afier reviewing the progress notes
for exercise for individual # 1 dated 8/14/2016
through 8/23/2018, ASM # 1 and OSM # 4 were
asked if the data collected was in measurabla
terms ASM # 1 and OSM # 4 staled, *No."

The facility's policy "4.1 Individual Service Plan
{ISP)" documented, "4.1.4 Individuat Service Plan
{ISP) Development. H. Data Collection: Data
collection is recorded on all objeclives/desired
outcomes in a format that accurately represents
the consumer's progress. Dala is tracked,
documented in measureable terms and analyzed
to ensure that appropriate objeclives/desired
oulcomes and interventions/suppon stralegies
are In place for the consumer. On-going
documentation is kept in the progress notes
regarding the progress, changes or significant
avants relating to the functioning of the
consumer."

On 8/24/16 at 4:15 p.m. ASM (administrative staff
member) # 1, program manager was made
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aware of the findings.
No further information was provided prior to exil.
References:

{1) Refers lo a group of disorders characterized
by a limited mental capacity and difficulty with
adaptlive behaviors such as managing money,
schedules and routines, or social interactions.
Intetlectual disabilily originates before lhe age of
18 and may resull from physical causes, such as
autism or cerebral palgy, or from nonphysical
causas, such as lack of stimulation and adult
respongiveness. This information was obtained
from the website:
hitps:/ireport.nih.govinihfactsheels/ViewFactShae
t.aspx7csid=100

{2) A mantal disorder that makes it hard to tefi the
difference between what is real and not real. This
information was obtained from the website:
https:#/medlinephis gov/ency/article/000928.Mm,

{3) Characterized by repetitive, involuntary,
purpossless movements. Features of the disorder
may include grimacing, tongue protrusion, lip
smacking, puckering and pursing, and rapid eys
blinking. Rapid movements of the arms, legs, and
trunk may atso occur. Involuntary movements of
the fingers may be present. This inforration was
obtained from the wabsite:
<http:/Mww.ninds nih govidisorders/tardive/tardiv
e.htm>,

{4) A curving of the spine that causes a bowing or
rounding of the back, which leads to a hunchback
or slouching posture. This information was
obtained from the webslte:
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<htips://mediineplus . gov/ency/articte/001240 htm
>

{5) A term to define bone density that is not
normal but also nol as low as ostsoporosis. This
information was obtained from the website:
http://www.ncbi.nlm_nih.gov/pubmed/21234807.

(6) An enlarged prostate. This information was
obtained from the website:
<hitps:/fwww.nim.nih.gov/medlineplus/enlargedpr
ostatebph.htmi>.

{7} A group of diseases that can damage the
eye's oplic nerve. This information was obtained
from the website:
htips:fiwww.nim.nih.govimedlinepilus/glaucoma.ht
ml,

2. Faclility staff failed to document the data
collection of the ISP outcome/goal of medication
management in measureable terms for Individual
#t 2.

Individual # 2 was a 71 year old male, who was
admitted to {(Name of Group Home) on 10/16/08.
Diagnoses in the clinical record included but were
not limited to: severe intellectual disability (1),
obsessive compulsive disorder {2) anxiety (3),
fragile X syndrome (4}, benign prostatic
hyparplasia {5), allergles and a biocd clotting
diseasse,

Individual # 2's current ISP dated 12/01/2018
through 11/31/2017 documented, "{Individual # 2)
will improve medication independence. Support
Activities & Instructions: (Individual # 2) will learn
to administer nasal spray." Under “Sugpon

W 252
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Instructions" it documented, "1. (Individual # 2)
wliil learn the proper way to administer nasal
spray from stafl demonstration, 2. (Individual #
2) will identify his nasal spray from his other
treatments and medicalion. 3. (Individual # 2)
will bring tisgue with him to blow his nose before
administration of nasal spray. 4. (Individus! # 2)
will read labe) with staff. 5. (Individual # 2} will
count the sprays for each nasal passage to
identify correct adminlstration.”

The "Progress Note” for individual # 2 dated

of the data collection of Individual # 2's
medication independence in measurable terms.
On 8/14/2016 the weekend shift "Progress Note"

actively participated - (Individuai # 2) took his
medicatlon Independently. (Individual # 2} took
his nasat spray afler staff demonsiration. Ha
brought a lissue to blow his nose before

On 8/16/2018 the evenlng shift "Progress Note"
documented, "Individual's Participation:
{Individual # 2's Initials) participated in his
medication management by popping out his pills
and taking them as ordered.”

documented, "Individual's Participation:
{individual # 2's Initials) blew his nose before
using his nasal spray.”

On 8/16/2018 the evening shift “Progress Note”
documented, "Individual's Participation:
{Individual # 2 5 Initials) participated in his
medication management by popping out his pills
and taking them as ordered.”

On 8/16/2018 the overnight "Progress Nole”
failed to document the data collection for

8/14/2016 through 8/24/2016 were reviewed, The
progress notes falled to evidence documeniation

documenied, “Individual's Paricipation: Individual

adminisiaring the nasal drop. Staff praised him.”

On 8/15/2016 the overnight shift "Progress Note”
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tndividual # 2."

On 8/17/2018 the overnight “Progress Nole”
failed to document the data collection for
Individual # 2."

On 8/18/2016 the evening shift “Progress Nole"
documented, "Individual's Parlicipation:
“{Individual # 2's Initials) was able to identify his
nasal spray from his other treatments, he cleaned
his nose with a paper napkin and administer [sic]
nasat spray following staff directions.”

On B8/19/2016 the evening shilt "Progress Nole"
documented, “Individual’s Parlicipation:
{Individual # 2's Initials) participated in his
medication management by popping out his pills
and taking them as ordered.”

On 8/18/2016 the overnight shift "Progress Note"
documented, "Individual’s Participation:
“{Individual # 2's Initials) completed this skill with
hand over hand assistance from staff on shiit."
On 8/20/2016 the weekend shift "Progress Note"
documented, "Individual's Parlicipation:
(individual # 2 s Initials) parlicipated in his
medication managernent by popping out his pills
and taking them as ordered.”

On 8/2012016 the evening shift "Progress Note"
documented, "individual's Participation;
{Individual # 2's Initials) participated in his
madication management by popping out his pilts
and taking them as ordered.”

On B/20/2018 the overnight shift "Progress Note™
documented, "Individual's Participation:
*(Individual # 2's Inilials) completed this skill with
hand over hand assistance from staff on shift.”
On 8/21/20186 the weekend shift "Progress Note™
documentad, “Individual's Particlpation;
"{individual # 2's Initials) did very well with
assisting with his medication.”

QOn 8/21/2016 the overnight shift "Progress Mote"
documentad, “Individual's Participation:
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“{individual # 2's Initials) completed this skill with
hand over hand assistance from staff on shift"
Un 8/22/2016 the evening shift "Progress Note”
documented, “individual’s Participation:
(Individual # 2's Initials) participated in his
medIcation management by popping out his pilts
and taking them as ordered.”

On 8/22/2016 the overnight shift "Progress Note™
documented, "Individual’s Participation:
"(Individual # 2) was supportad to administer his
medication and he was praised for foflowing
directions.”

On 8/23/2016 the evening shifl "Progress Note"
documented, "Individual's Participation:
{Indlvidual # 2 s Initials} participated in his
medication management by popping out his pills
and taking them as ordered.”

On 8/23/2016 the overnight shift "Progress Note"
documented, "Individual's Participation: "Slaff
reminded (Individual # 2} when it was lime for his
medication and encouraged (Individual # 2) to
clean his nose before the administration of his
nasal nostril.”

On 8/24/2016 the evening shift "Progress Note"
documented, "Individual's Participation:
{Individual # 2's Initlals) panticipated in his
medication management by popping out his pills
and taking them as ordered.”

On 8/24)2016 the overnight shift “Progress Note”
documented, “Individual’s Parlicipation:
“{Individual # 2) was encouraged to parlicipate in
his medication adminisiration by offering him his
nasal spray 1o administer. Staff praised
{Individuat # 2) for following directions.”

On B/25/18 al approximately £:30 a.m. an

interview was conducted with ASM (administrative
staff member) # 1, program manager of (Name of
Group Home} and OSM (other staff member) # 4,

Event 10 PSVE$1
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QIDP {Quatifled Inteliectuat Disabilities
Professional). After reviewing the progress notas
for medication management for Individual # 2
dated /14/2016 through 8/24/2016, ASM # 1 and
OSM # 4 were asked If data collected was in
measurable terms to determine Individual # 2's
prograss of the meadication management
outcoma. ASM # 1 and OSM ¥ 4 stated, "No."

On 8/25M16 al 12:30 p.m. ASM (administralive
staff member) # 1, program manager, ASM # 2,
clinical director and OSM # 4 the QIDP {Qualified
intellectual Disabilities Professional) were made
aware of the findings.

No further information was provided prior to exit.
References:

(1) Refers to a group of disorders characterized
by a limited mental capacity and difficulty with
adaptive behaviors such as managing money,
schedules and routines, or soclal interactions.
Intellactual disability originates befors the age of
18 and may result from physical causes, such as
autism or cerabral palsy, or from nonphysical
causes, such as lack of stimulation and adult
responsiveness, This information was oblained
from the wabsite;
<https:/report.nih.gov/nihfactsheets/ViewFactShe
el.aspx?esid=100>

{2) A common, chronic and long-lasting disorder
in which & person has uncontrolfable, reoccurring
thoughts (obsassions) and behaviors
{compulsions) thal he or she fesls the urge to
repeat over and over. This information was
obiained from the website:
<http:/iww.nimh.nih.govihealth/topics/obsessive
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compulsive-disorder-ocd/indaex.shiml>.

(3) Fear. This information was obtained from the
website:
https:/fwww.nim.nih.gov/imedlineplus/anxiety.html
#summary

<hitps:ihaww.nim. nib.gov/mediineplus/anxiety.ht
mi>.

(4) The most common form of inherited
developmental disability

<hltps:/medineplus govidevelopmentaldisabilitie
8.html>. A problem with a speciiic gene causes
the disease. This information was obtained from
the website:
https:/medlineplus.goviragilexsyndrome. himl.

{5) An enlarged prostate. This information was
obtained from the webslie:
<https:www.nlm.nih.govimedlineplus/entargedpr
ostatebph. html>,

3. Facllity staff failed to document the data
collaction of the ISP outcome/goal of idenlifying
and writing his name in measureable terms for
Individual # 3.

individual # 3 was a 54 year old male, who was
admitted to (Name of Group Home) on 8/10/10.
Diagnoses in the clinical recerd included but were
not limited to: profound intellectual disability (1),
autistic disarder (2) PICA (3), microcaphaly (4),
fear (5), and gastroesophageal reflux disease.

Individual # 3's current ISP dated 10/01/2016
through 09/30/2017 documented, "Support
Aclivities & Instructions: Aglivity 5: | will learn how
10 identify and write my name. Support

W 252
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instructions: 1. (Individual # 3) will be presenled

tetters in his name. He can sorl and manipulate
various sensory items such as books with letters
on them or foam letters, play flashcards games in
which he selects his name versus somecne
else's, use the iPad to praclice idenlifylng and
writing leflers, elc. 2. (Individual # 2) will be
provided wilh the appropriate materials for the
activity he wishes to participate and will be
assisted as needad. 3. After parlicipaling in
either activity, (Individual # 2) will be praised.”

The "Progress Note" for Individual # 3 dated
8/14/2018 through 8/24/2016 were reviewed, The
progress notes falled to evidence documentation
of the data collection of individual # 3's name
identification and writing in measurable terms.
On 8/15/2016 the weekend shift "Progress Note®
failed to document the data collection for
Individual # 3."

On 8/21/2016 the weekend shift "Progress Note"
documented, “Individual's Participation:
{Individual # 3) had a relaxing day as he sat in his
chair in the lving room listening lo music and
working on his puzzles. Staff presented him with
the activily of foam letiers to enable him to
recognize the letters in his name.”

On B/25M86 at approximately 9:30 a.m. an
interview was conductad with ASM (administrative
staff member) # 1, program manager of (Mame of
Group Home) and OSM (other stafif member) # 4,
QIDP {Qualified Intellectual Disabilities
Profeseional). Afler reviewing the progress notes
for name identification and writing for Individual #
3 dated /14/2016 through 8/24/2016, ASM # 1
and OSM # 4 were asked if data collected was in
measurable terms to determine Individual # 3's

with a variety of activities that help him identify the
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progress of identifying and writing his name.
ASM ¥t 1 and OSM # 4 staled, "No."

On B8/25/16 at 12:30 p.m. ASM (administrative
slaff member) # 1, program manager, ASM # 2,
clinical director and OSM # 4 the QIDP (Qualified
Intellecieal Disabilities Professional) were made
aware of the findings.

No further information was provided prior to exit.
References:

{1) Refers to a group of disorders characlerized
by a limited mantal capacity and difficulty with
adaptive behaviors such as managing money,
schedules and routines, or social Interactions.
Intellectual disability originates before the age of
18 and may resull from physical causes, such as
autism or cerabral palsy, or from nonphysical
causes, such as lack of stimuiation and adult
responsiveness. This information was oblalned
from the website:
<hitps:/ireport.nih.gov/ninfacisheete/ViewF actShe
at.aspx?esid=100>,

{2) A neurological and devalopmental disorder
that begins early in childhood and lasts
throughout a person's life. || affects how a person
acts and Interacls with others, communicates,
and learns.) This information was obtained from
lhe website;
<https:/iwww.nim.nih.gov/imediineplus/autismspe
ctrumdisorder. htmi>,

{3} A pattem of ealing non-food malerials, such
as dirt or paper. This information was obtained
from the website:
https://medlineplus.goviencyfarticle/001538.him.
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{4) A condition in which a person's head size is
much amaller than that of others of the same age
and sex. This information was obtained from the
websile:

hitps:#medlineplus. goviency/articte/003272 htm.

{5) Fear. This Information was obtained from the
wabsite;
htips./fwww.nim.nih.gov/medlineplus/anxiety, html
#summary
<hitps:/iwww.nim.nih.govimedlinaplus/anxiaty.ht
mi>,

{8) Stomach contents to leak back, or reflux, into
the esophagus and irritate it. This information
was obtalned from the website:
https:/ivww.nim_nih.gov/mediinepius/gerd.himi.
483.440{F)(1){i) PROGRAM MONITORING &
CHANGE

The individua! program pian must be reviewed at
ieasi by the quatified Intellectual disability
professional and revised as necessary, inciuding,
but not imited to situatians in which the client has
successfuliy completed an objeclive or objectives
identified in the individual program plan.
This STANDARD Is not mel as evidenced by:
Based on residential record review and staff
interview, it was determined that the QIDP
{Qualified intellectuat Disabilities Professional)
failed to revise the ISP (Individual Service Plan)
for three of three Individuals in the survay sample,
Individuals # 1, #2, and # 3.

1, The QIDP faiied to revise Individugl # 1's ISP
{individual Service Plan) after medting the
outcomes/goals,

W 252

W 285
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2. The GIDP falled to revive Individual # 2's I5P
finclividusal Service Planj after meeting the
outcomes/goals.
3. The QIDP falled to reviso individual # 3's ISP
{individual Servico Plan) after Mﬂg the The QMRP will review and update individuals #1, 2, and 3 I5F's 10/5/16
outcomesigoats, outcomesfgoals. The Program Manager will update the Person Center

Plan to incorporate the changes for those individuals.

i :
The ﬂndings nclude The Progtam Manager will complete this pracess for all Individuals

1. The QIDP failed 1o revise Individual # 1's Igp  '© Prevent further deficiencies,

(ingividual Service Plan) after meeting the The Program Manager will continue to monitor to ensure that all

outlcomes/goals. service needs of individuals are accurately reflected thraugh the use
of weekly operation meetings.

Individual # 1 was a 65 year old mate, who was

admitted o (Name of Group Home) on 3/28/62. The Clinical Director will review within supervision with the Program

Diagnoses in the clinical record included but were  Manager for documentation to support the coordination of services

not fimiled to: moderate intellectual disability (1), for ach individual needs,

schizophrenia (2) and lardive dyskinesa (3), The Clinical Directar will ensure that all documentation Is completed as

kyphosis (4), ostaopenia (5), benign prostatic identified in the Person Center Plan th h

hyparplasia (6) glaucoma (7) and dry eyes. ‘th :“P'r (;:r ;:‘ Mz n:;s::\ nter Plan through monthly supervision with
Individual # 1°s current ISP dated 04/01/2016 A quarterly peer review will be completed on-going thal will audit recorcls
through 03/31/2017 documenied, "Global to manitor to ensure that all service needs of individuals are accurately
Outcome 1 {one). | will maintain a happy and documented. This report will be submitted to the Clinical Director

amotional balancad life by pursuing an active
social life and doing things | enjoy. Global
Qutcome 2 (iwo). | will become more
indapendant with my ADLs (activities of daily
living) and learn how lo manage my Money,
Medication and mainlain and {sic] personat
schedule.”

Individual # 1's quarterly review dated 04/01/2016
through 06/30/2016 documented, "Global
Qutcome 1. Status of Qutcome: Met. This
quarter starting from April 2016. (Individual # 1)
met his goal of maintaining an emotional

FORM CMS$-2667((12-09) Pravious Verstona Obsolote Event ID:PSVEN Faciidy 10: VAICFMR18 If continuation sheet Page 58 of 70




( (

PRINTED: 09/01/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MECICAID SERVICES OMB NO. 0938-0391
STATEMENT OF UEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF (:ORRECTION INEMTIFICATION NUMBER: A SO COMPLETED
49G011 B. WING 08/25/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
8583 N 16TH STREET
NORTH 16TH STREET GRP HOME ARLINGTON, VA 22205
(XA} 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION 1%8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE nATE
DEFICIENCY)
W 265 Continued From page 58 W 255
balanced life ..."

Further review of Individual # 1's ISP dated
04/01/2016 through 03/21/2017 failed to evidence
updates and/ or revisions to global oulcomes 1
{one) and 2 (two).

On B8/25/16 at 11:00 a.m. an interview was
conducted with OSM {other siaff member) # 4.
the QIDP (Qualified Intellectual Disabilitias
Professional) in the presence of ASM
(administrative staff member) # 1, program
manager and ASM # 2, the clinical director.
When asked about the procedure for outcomes
that were met, OSM # 4 stated, "When a goal is
met { would modify the goal 1o continue to build
the individuel's skills." After reviewing the ISP for
individual # 1 dated 04/01/2016 through
03/31/2017, OSM # 4 was asked if the global
outcomes were revised. OSM # 4 stated that
they were not.

The facility's policy "8.1 Qualified intellectual
Disabilities Professional” documented, "The
QMRP is responsible for the integration,
coordination, monitoring and development of the
Individual Service Pian, and to ensure quality
active treatment in the program.” Under "8.1.2
Quaiified Intelleciual Disabllities Professionat
Monitoring Of Services” it documented, “A.
Review consumer records to include clinical,
financial and medical to ensure prescribed
treatment and services are being implemented
corroclly, documented appropriately and that any
outside services have been incorparated into
program services.”

On 8/25/16 at 12:30 p.m. ASM (administrative
stafl member) # 1, program manager, ASM # 2,
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clinical direcior and OSM # 4 the QIDP (Qualified
Intellectual Disabilities Professional) were made
aware of the findings.

No further infarmation was provided prior to exit
References:

{1) Refers lo a group of disorders characterized
by a limited mental capacity and difficulty with
adaptive behaviors such as managing money,
schedules and routines, or social inferactions
intellectual disability originates before the age of
18 and may result from physical causes, such as
autism or cerebral palsy, or from nonphysical
causes, such as lack of stimulation and adult
responsiveness. This information was obtained
from lhe website;
hitps://ireport.nih.gov/nihfactsheets/ViewFactShee
t.aspx?csid=100

{2 A mental disorder that makes it hard to tell the
difference between what is real and not real. This
Information was cbtained from the websile:
hitps:fmedlineplus.goviency/article/000928.htm.

{3) Characterized by repetitive, Involuntary,
purposeless movemenls. Faatures of the disorder
may include grimacing, tongue protrusion, fip
smacking, puckering and pursing, and rapid eye
blinking. Repid movements of the arms, legs, and
trunk may also oceur, Involunlary movements of
the fingers may be present. This information was
obtained from the website:
<htip:/iwww.ninds.nih.gov/disorders/tardiveitardiv
e.htm>,

{4) A curving of the spine thal causes a bowing or
rounding of the back, which leads o a hunchback
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PREFIX
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or slouching posture. This information was
oblained from the website:
<hitps:imediineplus.goviencyarticle/001240.htm
-3

{&) A term lo define bone density that is not
normal but also nol as low as osteoporasis. This
information was oblained from the website:
hitp:fiwww.ncbi.nlm. nib.govipubmed/21234807

{(8) An enlarged prosfate. This information was
obtained from the website:
<htips:/mwww.nim.nih.gov/mediineplus/eniargedpr
ostatebph,htmi>,

{7) A group of diseases that can damage the
eye's optic nerve. This information was obtained
from the websile:

https:#/www.nim nih.gov/medlineplus/glaucoma.ht
mi.

2. The QIDP failed to revise Individuat # 2's ISP
{Individual Service Plan) after meeting the
oulcomes/goals.

Individual # 2 was a 71 year old male, who was
admitted {o (Name of Group Home) on 10/16/08.
Diagnoses in the clinicat record included but were
not limited lo: severe intellectual disability (1),
obsessive compulsive disorder (2) anxiety {3),
{ragile X syndrome {4), banign prosiatic
hyperplasia {6), allergies and a blood clotting
disease.

Individual # 2's current ISP dated 12/01/2016
through 11/31/2017 documented, "{Individual # 2)
will improve his money management skilis.
{Individuat # 2) will improve medication

W 255
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independence. (individua! # 2) will increase
exercise to mainiain health and agility.”

will improve his money management skiils.
Status of Outcome: Met.

{Individual # 2) will improve medication
independence. Status of Outcome: Mel,

health and agitity, Status of Qutcome: Met.”
Further review of Individual # 2's ISP dated
updates and/ or ravisions lo the cutcomes.

On B/25/16 at 11:00 a.m. an Interview was
conducted with OSM {other staff member) # 4,
the QIDP (Qualified Intellectual Disabilities
Professional) in the prasence of ASM
{administrative staff member} # 1, program
manager and ASM # 2, the clinical directlor.
When asked about the procedure for outcomes
thal were met, OSM # 4 slated, "When a goal is
met | would modify the goal to continue to build

Individual # 2 dated 12/01/2016 through
11/31/2017, OSM # 4 was asked if the global
outcomes were revised, OSM # 4 stated that
they were not.

On 8/25/18 al 12:30 p.m. ASM {administrative
siaff member) # 1, program manager, ASM # 2,

Intellectual Disabilllies Professional) were made
aware of the findings.

No further Information was provided prior lo exit,

Individual # 2's quarterly review dated 03/01/2016
through 05/30/2018 documented, "(Individual # 2)

{Individual # 2) will increase exercise to maintain

12/01/2016 through 11/31/2017 failed to evidence

the individual's skills.” After raviewing the ISP for

clinical director and OSM # 4 the QIDP {Qualified
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Refersnces:

(1) Refers to a group of disorders characterized
by a limited mental capacity and difficully with
adaptive behaviors such as managing money,
schedules and roulines, or social interactions.
Inteltectual disability originales bafore the age of
48 and may result from physical causes, such as
autism or cersbral palsy, or from nonphysicat
causes, such as lack of stimulation and adult
rasponsiveness. This informalion was obtained
from the website:
<hitpa:fireport.nih.govinihfactsheets/ViewractShe
et.aspx?csid=100>.

(2) A common, chronic and long-lasting disorder
in which a person has unconiroliable, reoccurring
thoughts {obsassions) and behaviors
(compulsions) that he or she feels the urgs lo
repeat over and aver, This information was
obtalned from the website:
<hitp:/iwww.nimh.nih.gov/health/topics/obsessive
-compulsive-disorder-ocdfindex.shtmk>.

{3) Fear. This information was oblained from the
website:
https:/fwww.nim.nih.govimediineplusfanxiety.html
#summary

<https:fiwww.nim. nih.gov/medlineplus/anxiety. M
mi>,

{4) The most common form of inherited
developmental disability
<https:/imedlineplus.govidevelopmentaldisabllitie
s.html=>. A problem with a spaecific gane causes
the disease. This information was obtained from
the website;
hitps:/imedlinaplus.govifragliexsyndrome.html,
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{5) An enlarged prostate. This information was
obtained from the website:
<https:fiwww.nim.nih.govimedlineplusfentargedpr
ostatebph.html>.

3. The QIDP failed to revise Individual # 3's ISP
(Individual Service Plan) after meeting the
outcomes/goals.

Individual # 3 was a 54 year old male, who was
admitted to (Name of Group Heme) on 8/10/10.,
Diagnoses in the clinical record included but were
not limited to: profound intellectual disability (1),
aulisfic disorder (2) PICA (3), microcephaly (4),
fear (5), and gaslroesophageal reflux disease.

Individual # 3's current ISP dated 10/01/2015
through 098/30/2016 documented, "Desired
Qutcome: (Individual # 3} would like to batter
communicate his needs and wants lo others.
Desired Outcomae: {Individual # 3) would like to
be more involved in his community. Desired
Outcome: (Individual # 3) would like to become
mora independent in his medication
management. Desired Ouicome: (Individual # 3)
would like io become mare independent in his
money management, Desired Oulcome:
{Individual # 3} would like to increase his
independence by developing his skill set and
knowledge in a variety of areas: Activily # 1 1 will
pariicipate in a varialy of calming activilies lo
reduce my stress; Activity 2; | would iike lo
pariicipate in a variety of nove! leisure activities
ranging from physical, social, sensory and
cogritive games, Activity 3: | would like to learn
how to aperate various technological devices of
my interes!; Activity 4. | will have the opportunity
to participata in cultural and spiritual activities of
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my interaest; Aclivity 5: | will lagrn how lo Identily
and writé my name.”

Individual # 3's quarterly review dated 04/01/2016
lhrough 08/30/2016 documented, "Desired
Cutcone: (Individual # 3} would like to better
communicate his needs and wants fo others,
Status Outcome: Met. Desired Outcome:
{Individuat # 3) would like to be more involved In
his communlty. Slatus Qutcome: Met. Desired
Qutcome: {Individual # 3) would like to become
more indepandent in his medication
managament, Status Qutcome: Met. Desired
Outcome: (Individuat # 3) would like to become
moré independent in his money management.
Status Qutcome: Met, Desired Outcome:
{Individual # 3) would like to increase his
independence by developing his skill set and
knowledge in 8 variety of areas: Activity # 1 | will
participate in a variety of calming aclivities to
reduce my slress. Slatus Quicome: Met. Activity
2: | would like to participate in a variety of novel
leisure activiies ranging from physical, social,
sensory and cogniive games. Status Oulcome:
Met. Activity 3: | would like to learn how to
operate various technological devices of my
interest. Stalus Qutcoms: Mel, Activity 4: { will
have the opportunity to participate in cuftural and
spiritual activities of my interest. Status
QOutcome: Met. Aclivily 5: | will learn how to
identify and write my name. Status Oufcome:
Met.”

Further review of Individual # 3's ISP dated
10/01/2015 through 09/30/2016 failed io evidence
updates and/ or revisians to the oulcomes.

On 8/25/16 at 11:00 a.m. an interview was
conducted with OSM (other stafi member) # 4,
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the QIDP {Qualified Intellectual Disabitities
Professional} in the presence of ASM
{administrative staff member) # 1, program
manager and ASM # 2, the clinical director
When asked about the procedure for outcomes
that were met, OSM # 4 stated, "When a goal is
mel | would modify the goal to continue (o bulld

Individual # 3 dated 10/01/2015 through
08/30/2018, OSM # 4 was asked if the global
outcomes were revised. OSM # 4 stated that
they were not,

On 8/25/16 at 12:30 p.m. ASM {administrative
staff member) # 1, program manager, ASM # 2,
clinical director and OSM # 4 the QIDP (Qualified
Intellectual Disabilities Professional) ware made
aware of the findings.

No further information was provided prior to exit.
Referances:

(1) Refers to a group of disorders characterized
by a limited mental capacily and difficulty with
adaptive behaviors such as managing money,
schedules and routines, or social interactions.
intellectual disability originates before the age of
18 and may resuti from physical causes, such as
autism or cerebral paisy, or frem nonphysical
causes, such as lack of stimulation and adult
responsivenass. This information was obtained
from the wabsite:

et.aspx7csid=100>,
{2) A neurological and developmental disorder

thet begins early in childhood and lasts
throughout a person's life. It aflects how a person
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the individual's skills.” Allter reviewing the ISP for

<https:firepor.nih.govinihfactsheets/ViewFaciShe
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acts and Interacts with others, communicates,
and learms.) This information was obtained from
the website:

<hllps:#fwww.nim, nih.govmedlinaplusfaulismspe
clrumdisorder.html>.

(3) A pattern of ealing non-food materials, such
as dirt or paper. This information was obtained
from the website:
htps:fimediineplus.goviency/articie/f001538.him.

{4} A condilion in which a person's head size is
much smaller than that of others of the same age
and sex. This information was obtained from the
website:

hitps:fimediineplus. goviency/article/003272 him.

(5) Fear. This information was obtained from the
wabsite:
hitps:/feww.nim.nih.gov/medlineplus/anxiety.himl
H#summary
<hitps:/fwww.nim.nih.gov/medlineplus/anxiety.ht
mi>,

{6) Stomach contents 1o teak back, or reflux, into
lhe esophagus and irlete it. This information
was obtained from the website:
hitps:/www.nim.nih.gov/medlineplus/gerd.html.
483.470(b){4}iv) CLIENT BEDROOMS

The facility must provide each client with
functional furniture, appropriate to the clients
needs.

This STANDARD is not met as evidenced by:
Based on observations and slaff inlerview, it was
determined that the facility staff failed to maintain

W 255

W 420
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the environment in good repair.
1. Thie shoe and base moiding around the base
of the walls throughout the "Entry Leve! and
Lower Level" of the group home was misging The Property D o e
- & : pe epariment will address the
paint, chipped, peeling and scuffed with black Tollovbing deficiohcies Sithnect 10/5/16
) " 1. Replace and i
2. The floor tile in the kilchen on the "Entry Levet 35 aniit psain the thot dad buse molcieg
place flooring on top Noor of kitchen
was dirly end scuffed with black marhks, chipped 3. Replace wooden fioar tn common area of top floar
and pitted. 4.  Replace storm door
5. Repair hot water fauces In bathroom
3. The wocden flooring Ihroughout the "Entry 6. Replace 3 % foot base molding
Level’ of the group home had a wom finish with ;' Replace upright freezer
black scuff marks and pitted areas o :::a'i‘:‘:;:ﬂ;; :': bathroom and bedroom doors

4. The bottom half of (he Inside and outside of
the storm door on the "Entry Level” of the group
home was coverad with black and brown din and
grime.

5. Inone of iwe balhrooms on the "Entry Level”
of the group home the hot waler faucet for the
bathroom sink was not working.

6. Apiece of base molding approximately three
and a half feet long was missing from the botiom
of iha wall outside an individual's room on the
"Lower Level."

7. The bottom half of the door on the upright
freazer in the "Lower Level" kitchen was rusted,
and chipped at the boltom,

8. The batiom quarter of the bathroom and
tedroom doors of the individuats on the "Lower
Level” was dirty and scuffed with black marks.

9. A section of wall next to and behind the

The Program Manager and Property Manager will complete 3
watk-through of the program to identify potential hazardous
dreas and items that neads to be addressed to ensure the safely
of the Individuals,

The Program Manager and GMRP will amplete weekly
enviranmental checks in the program.,

The Program Manager and the Directar will afso complete bi-annual
RTOEram assessmeont to evaluate and address the environmental needs
of the program
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pitted.

and pitted.

grime.

“Lower Lavel.”

kiichen table, approximately three and a half feet
leng on the "Lower Level" was scrapped and

The findings include:

Observations of the "Entry Level and Lower
Level” of the group home on 8/23/16 at 3:40 p.m,
8/24/16 at 8.05 a.m. and 8/25/16 at 7:30 a.m.
revealed the following:

The shoe and base molding around the base of
the walls throughout the "Eniry Level and Lower
Level" of the group home was missing pain,
chipped, peeling and scuffed with black marks.
The floor tite in the kilchen on the "Entry Level”
was dirty and scuffed with black marks, chipped

The wooden flooring throughout the "Entry Level*
of the group hame had a worn finish with black
scuff marks and pilled areas.

The boltom half of the inside and oulside of the
storm door on the "Entry Level” of the group
home was covered with black and brown dirt and

in one of two bathrooms on the "Entry Level" of
the group home the hot watler faucet for the
bathroom sink was not working.

A piece of base molding approximately three and
a half feel long was missing from the boitom of
the wall outside an individual ' s room on the

The bottom half of the door on the upright freezer
in the "Lower Level" kitchen waa rusted, and
chipped al the bottom,

The bottom quarter of the bathroom and bedroom
doors of the individuals on the "Lower Level!" ware
dirty and scuffed with black marks.

A section of wall next to and behind the kilchen
table approximately three and a half feel long on
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the "Lower Level” was scrapped and pilted.

On 8/25/16 at approximately 12:05 p.m. a tour
was conducted with ASM (administrative staff
member) # 1, program manager and ASM # 2,
clinical director. When asked about the poor
repalr of the environment ASM # 1 and ASM # 2
agreead with the above findings. ASM # 1 stated,
"A walk through is done every day, twas
unaware of the faucet nol working. We've
nolified {he properly manager and they do walk
through. We were told there were no findings."

Raview of an email dated "July 29, 2018 from
{Name of Proparty Manager) documentad that
the interior of the (Name of Group Home) was in
“Excellent’ Good” condition,

On 8/25/16 al 12:30 p.m, ASM (administrative
staff member) # 1, program manager, ASM # 2,
clinical direclor and OSM # 4 the QIDP {Qualified
Intellectuat Disabilities Professional) were made
aware of the findings

No further information was provided prior to exit,
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