DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/25/2019
FORM APPROVED
OMB NO. 0938-0391

CFR(s): 483.475(b)(1)

[(b) Policies and procedures. [Facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c} of
this section. The policies and proceduras must be
raviewed and updaled at least annually.] At a
minimumn, the policies and procedures must
address the following:

{1) The provision of subsistence needs for staff
and patients whether they evacuate or sheller in
place, include, but are not limited to the following:
{i) Food, water, medical and pharmaceutical
supplies

{ii} Alternate sources of energy to mainfain the
{ollowing:

(A) Temperatures to protect patient health and
safety and for the safe and sanilary storage of
provisions.

(B) Emergency lighting.

(C) Fire detection, extinguishing, and alarm
systems.

(D) Sewage and wasle disposal.

‘[For lnpatient Hospice at §418.113(b)(B){ii):)
Policies and procedures.
(6) The following are additional requirements for
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address sewage and wasle disposal.

The CRI Qak Street Group Home staff will
be tra'nedon the naw grotocols dunng the
March Team meeling

Minutes from the March Team meeling wil
document the staff training

The Community Residences Risk
Maragement Commiltee wili review the
Emergency Plan specific to CRI Gak
Street Group

Heme an annual basis.
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on may be excused Irom corecting providing 1115 determined that

other safeguards provide sutficient protection to the patients (See instructions.) Excepl for nursing homes, the findings stated above are disclosable 80 days
totlowing the date of survey whethar or not a plan of corraction Is provided  for nursing homaes, the ahove findings and plans of correction are disclosable 14
days lohowing the date these documents are made available to tha laciity §t daliciancies are cited, an approved plan of comaction is requisite lo continued

program parlicipation.
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hospice-operated inpatient care facilities only.
The policies and procedures must address the
foliowing:
(iii} The provision of subsistence needs for
hospice employees and patients, whether they
evacuate or shelier in place, include, but are not
limited 1o the following:

(A) Food, water, medical, and pharmaceutical
supplies.

(B) Allernate sources of energy fo mairtain the
following:

(1) Temperatures to protect patient health
and safety and for the sale and sanitary storage
of provisions.

{2} Emergeancy lighting.

{3} Fire detection, extinguishing, and alarm
systems.

{C) Sewage and waste disposal.
This STANDARD is not met as avidenced by:
Based on staff interview and facility document
review it was determined that the facility staft
failed to have a complets emergency
preparedness plan.

Facility staff failed lo provide documentation that
the emergency plan included policies and
. procedures for waste and sewage disposal,

The findings include;

On 01/16/19 at 1:00 p.m., a review of the facifity’s |
amergancy preparadness plan and interview was !
conducted with ASM {administration staff
member) # 2, program manager. Review of the
facility’s emergency preparedness plan failedto
i evidence docurmentation thal the emergency plan
inciuded policies and procedures for waste and
sewage disposal. ASM # 2 stated, "We have it
for the agency but not for (Name of Group
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On 01/17/19 at approximately 9:55 a.m.
{administrative staff member) #1, the acling
clinical director and ASM # 2, the program
manager, were made aware of made aware of
the above tindings.

No further information was provided prior to exil.
W 000 | INITIAL COMMENTS W 000

An unannounced annual Medicaid survey for
Intermediate Care Facilities for Parsons with
Intellectual Disabilities (ICF/ID) was conducted
01/5/19 through 01/17/19. The facility was not in
compliance with 42 CFR Pard 483 Requirements
for intermediate Care Facilities for the Mentally
Retarded. The Life Safety Code survey report will
follow.

The census in this seven bed facility was six at
the time of the survey. The survey sample
consisted of three current Individual reviews
{Individuals # 1, ¥ 2, and # 3}.

W 111 | CLIENT RECORDS W11
CFR(s): 483.410(c}{1)

The facility must develop and maintain a
recordkeeping syslem that docurnents the client's
health care, active treatment, social information,
and protection of the ciient's rights.

This STANDARD is not mel as evidenced by:
Based on staff interview and clinical record
review it was determined thal the facility stalf
failed to ensure the clinical recard was complete
and accurate for one of three individuals in the
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survey sample, Individual # 2.

The facility staff failed complete the progress nole
dated 01/08/19 for Individual # 2's active
treatment.

The findings include:

Individual # 2 was a 58-year-old female, who was
admitied to (Name of Group Home) on 1/24/96.
Diagnoses in the clinical record included but were
not limited to: severe intellectual disability (1},
PICA {2) and grand maul seizure (3).

Review of Individual # 2's clinical record and EHR
{(electronic health record) failed to evidence a
progress note dated 01/081/19 reflecting the
active treatment for Individual #2.

On0117/19 at 9:35 a.m., an interview was
conducted with ASM (administrative staff
member) #1, the acting clinical director and ASM
# 2, the program manager. When asked about
Individual # 2's missing progress note dated
01/08/19, ASM # 1 and ASM # 2 stated that they
wera unable to locats the progress note. ASM #
1 and ASM # 2 further stated that (Name of
Group Home) had an agency stall working on
thal day. When asked to describe the procedure
to ensure agency staff complete progress note,
ASM # 1 and ASM # 2 slated, "The USF (direct
support prolessional) who was on that day was
responsible lo ensure & nole was completed and
put in the clinical record. A DSP is assigned on
the days that the QIDP {Qualified Intellectual
Disabilities Professional) is not here.” When
asked whom the DSP was that was assigned to
tha agency stafl on 01/08/19, ASM # 2 stated,
"(Name of DSP # 3)."
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The QIDP will review Individual # 2's (f3/3/19

progress note 1o ensure that it is
completed as required to address the
supports as identified in the Person
Center Plan.

The QIOP will review a2 other individguals
progress to ensure that it is completed as I
requirec to address the supports as |
identified in the Person Center Plan l

The Program Manager will complete
weekly audits to ensure that the service !
needs are accuraloly refiected through the:
documentation of the completion of the |
progress notes.

The Program Manager will complete this
process for all individuals to prevent |
lurther deficiencies.

The Program Manager will centinue to
moniter to ensure that ail service needs of
all individuals are accurately reflected
'through the use of weekly operation
mealng.

The Cinical Direcior will review within
i:auperwsion with the Program Manager fcr !
JCocurreniation Lo suppot tho coordination ;

of seovizes for each neads
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On 01/17/19 a1 9:45 a.m., an attempt to interview
DSP # 3 was unsuccessful,

On 01/17/19 at approximately 9:55 a.m.
{administrative staff member) #1, the acting
clinical directar and ASM # 2, the program
manager, were made aware ol made aware of
the above lindings.

No further information was provided prior to exit.

Reiferences:

{1) Refers to a group of disorders characterized
by a flimited mental capacity and difficulty with
adaptiva behaviars such as managing money,
schedules and routines, or social interactions.
intellactual disability originates before the age of
18 and may result from physical causes, such as
autism or cerebral paisy, or from nonphysical
causes, such as lack of stimulation and adult
responsiveness. This information was obtained
from the website:
hitps://report.nih.gov/nihfactsheets/ViewFactShee
t.aspx?csid=100.

{2} A paltern of eating non-food materials, such
as dirl or paper. This informalion was obtained
from the website:
hitps:/fmedlineplus.gov/encyfarticle/UU1538 . him.

{3) Epilepsy is a brain disorder in which a person
has repeated seizures over time. Seizures are
episodes of uncontrolled and abnormal firing of
brain cells that may cause changes in altention or
behavior. Generalized tonic-cionic {grand mal)
seizure (involves the entire body, including aura,
rigid muscles, and loss of aleriness). This
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CFR(s): 483.430(a)

Each client’s active trealment program must be
integrated, coordinated and monitored by a
qualified intellectual disability professional.

This STANDARD is not met as evidenced by:
Based on residential program record reviews,
day program record review and staff intarview, il
was determined that the QIDP (Qualified
intelleciual Disabilities Professional) failed to
coordinate and monitor the individuais® active
treatment programs for three of three individuals
in the survey sample, Individuals # 1, # 2 and # 3.

1. The QIDP {ailed to ensure the active treatment
programs of sensory stimulation and independent
iiving skills for Individual # 1 was implemented
according to tha PCP (Person Centered Plan).

2a. The QUDP failed to ensure the lollowing PCP
(Person Centered Plan) outcome was developed
in measurable terms for Individual # 2: "Qutcome
# 8; Medication Education and Management
skills."

2b. The QIOP failed to ensure the active
treatment programs of Communication for
Individual # 2 was implemented according lo the
PCP {Parson Canterard Plan),

Zc. The QIDP failed to ensure the data collection
of individual # 3's PCP {Person Centered Plan)
ouicomes were in measurable terms,

3a. The QIDP failed to ensure the PCP (Person

(X410 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORAECTION *5)
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W 111 | Continued From page 5 W 111|159 (IDP CFR 483.430 3/3/19
information was oblained from the website: E R , [
hitps://medlineplus gov/ency/article/000694.htm. The QIDF wili revise individual #1's PCP
w 159 | QiDP w 15g|/citcomes that addresses "Sensory

Stimulation and Independent Living
Skills", Individual #2's outcome
"Communication” and Individual &3
outcome "Communication” and update
these outcomes lo ensure that they
accuralely reflect the needs of Individual
#1, 82 and # 3.

i he Program Manager / QIDP will review
E;-m individuals gutcomes 10 ensure that .
they accurately refiect their needs and !
that they are incorporated within the
([PCPs.

The Program Manager will orovide the
training to all the staff to review ail
individuals PCPs during the next staff
meeting. The proegram Manager will
pravide supervision to all staff and ensure
Ihir the PCPs accurately reflect the
incividuais needs and are .mplemented
sapprepriately

[he Q:DP wili conduct maonthly

assessmenlts 10 ensure that a'l services
and reeds are met and are accuralely l
rettect an the maontnly QIVUF notes.

The Clinical Director will review within

supervision with the Program Manager
the doc.menlation to support the !
!Coordinatlon af services for each [
Imc:’:vaduai
|
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Centered Plan) outcome of "Outcome # 2:
Communication skills" was developed in
measurable terms for Individual # 3.

3b. The QIDP failed to ensure the following PCP
{Ferson Centered Plan} outcomes of exercise,
communication, community and socialization al
{Name of Day Program) was develgped in
measurable terms {or Individual # 3.

3c. The QIDP failed to ensure the active
treatment program of Communication lor
Individual # 3 was implemented according o the
PCP (Person Centered Plan).

3d. The QIDP failed to ensure the data colieclion
of Individual # 3's ISP {Individual Service Plan)
from {Name of Day Program) outcomes wers in
measurable terms.

The findings include:

1a. The QIDP tailed to ensure the active
treatmant programs of sensory stimulation and
independent living skills for individual # 1 was
implemented according to the PCP (Person
Centerad Plan).

individual # 1was a 24-year-old male, who was
admitted to (Name of Group Home) on 10412111,
Diagnoses in the clinical record included but were
not limited to: {1} moderate intefleciual disability,
{2) pervasive developmental disorder, (3) mood
disorder and allergies.

Individual # 1's current PCP dated 12/01/2017
through 11/30/2018 documented, "Desired
Oulcome; Outcome # 3: (Individual # 1) enjoys
stimulation from objects and the environment.

“Medication Educalion and Management”
aulcomes into measurable lerms

The QIDP wili revise Indwvigiusis 4 3's
PP autcomes inte measurable terms lo
collect appropnate dala

The Program Manager wilt uprale the
PCPs o incorporale Lhese changes {or

thase ndviduais

The Program Marager will complete this
process for alf lhe mdividuals to prevent

furthar deficicncies

The Program Manager will continue to
monitor o ensure thal all service needs of
indwiduals are accuralely reflected
lhrough the use of weekly operations

meetings

The Cimcal Director will review within
supervision with the Program Manager for
documentation to supporl the
coordinatian of services for each

individual naeads
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‘ Therefore, he needs to learn how to rearrange his Individual # 3's PCP outcomes of
objects when he is done using them daily, at least ‘Exarcise, Communication, Community
4 (tour) out of 5 (five) times a week (80%) until and Socialization” inlo measurable terms
11/30/19. Support Activities & Instructions: 1o collect appropriate data
{Individual # 1) uses objeclts in the sensory room
to stimulate himself: 1. {Individual # 1) spends The Program Manager and/ or QIDP will
time in the sensary room. 2. (Individual # 1) is review and revise day program PCPs for
offered choices fecusing on anly one or two items all the other individuals to ensure tha! they!
to choose from at a time. 3. (lndi\l’idua' # 1) is are in measurable terms i
prompted to rearrange his objects when he is
done. 4. (Individual # 1) is praised for doing a The Program Manager/QIDP will conduct
good |0b'.' Frequency: Daily. Amount: 45 monthly observations and record reviews
minutes. on apprepriate data collection and
Desired Outcome; Cutcome # 6: independent 'ﬁﬁfzzq;efngﬁm%'gel}géu;i?iand S on:
Living Skills. (Individual # 1) likes to help around ’
the house. (Individua! # 1) participates in doin ; ; i
laundry 2 (two) out of 4 (four) limes a week (50%) | ngsiogy RengrgRT Mamign Glnige
of the fime until 11/30/19. Support Activities & Director will also conduct quarterly
Instructions: (Individual # 1) likes 10 help around [ctservations and record reviews for
the house with cleaning and trash disposal. 1. ;comphiance
{Individual # 1) is prompted when it is time to
clean up. 2. {individual # 1) is offered a hand
over hand assistance. 3. (Individual # 1) is
encouraged to take the initiative and do laundry.
4. ({Individual # 1) is praised for doing a good job. ‘.
Frequency: Weekly. Amount: 30 minutes.” '
Review of the progress notes and data collection
dated 01/01/19 through 01/15/19 of Individual # |
1's sensory stimmulalion prograi reveated it was |
not implemented in 15 opportunities, i
Review of the prograss notes and data collection
dated 12/30/18 through 01/05/19 of Individual # —= - e e
1's indepandent living skill for laundry skills
revealed it was implemented one of seven
opportunities
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On 01/16/19 at approximately, 1:30 p.m., an
interview was conducted with OSM (other stalf
member) # 1, QDIP {Qualified Intellectual
Disabilities Prolessional). When OSM #1 was
asked to describe the responsibilities of the
QIDP. OSM # 1 stated, "Help monitor the staff
that they are monitcring the individuals by making
sure they are following their goals and prolocols.
Review the staff's documentation, help transpor
the individuals, help with assignments, and visit
day programs once a month {o ensure goals are
being followed. Check on ths individual's
behaviors, review outcome/goals and progress
notes one to two times a week. When asked
what the purpose of the PCP was, OSM # 1
stated, "To halp them, (Individuals} with daily life.
To help them implement something they are
having trouble with.” After reviewing the progress
notes for Individual # 1's sensory stimulation and
independent living skills active treatment
program, OSM # 1 was asked if lha active
treatment was implementad according to PCP for
Individual # 1, OSM # 1 stated, "l see what you
mean.*

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 Plan, and to ensure quality
active treatment in the program.” Under "8.1.2
Qualified Inteilectual Disabilities Professional
Monitoring Of Services” it documented, "A.
Aeview consumer records to include clinical,
financial and medical to ensure prescribed
treatment and services are being implemented
correctly, documented appropriately and that any
outside services have been incorporated into
program services."
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On 01/17/19 at approximately 9:55 a.m.
{administrative staft member) #1, the acling
clinical director and ASM # 2, the program
manager, were made aware of made aware of
the above findings.

No further information was provided prior to exit,

References:

(1) Refers to a group of disorders characterized
by a limited mental capacity and difficully with
adaptive bahaviors such as managing money,
schedules and routines, or social interactions.
Intelfectual disability originates before the age ot
18 and may result from physical causes, such as
aulism or cerebral palsy, or from nonphysical
causes, such as lack of stimulation and adult
responsiveness. This information was obtained
from the website:
hitps://report.nih.gov/nihfactsheets/ViewFactShee
t.aspx?csid=100.

{2} Autism spectrum disorder (ASD) is a
neurological and developmental disorder that
begins early in childhood and lasts throughout a
person's life. It affects how a person acts and
interacts with others, communicates, and laarns.
It includes what usad to be known as Asperger
syndrome and pervasive developmental
disorders. This information was obtained from
tha wahsita:
https://mediineplus.gov/autismspectrumdisorder.h
tml.

(3) A mood discrder affects a person's everyday
emotional state. These include depression and

bipolar disorder (also called manic depression}.
Mood disorders can increase a person’s risk for
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. months until 10/31/2019. Suppor Activities &

heart disease, diabetes, and other diseases,
Trealments include medication, psychotherapy, or
a combination of both. With treaiment, most
people with mood disorders can lead productive
lives. This information was obtained from the
website:
https:/Avsearch.nlm.nih.gov/vivisimo/cgi-binfquery-
meta?vh3Aproject=medlinepiusAv%3Asources=
medlineplus-bundle&query=mood+disorder& _ga=
2.250975558,1992980465.1515165534-57 11861
9.1515023902, :

2a. The QIDP failed to ensure the following PCP
{Persan Centered Plan) outcome was developed
in measurable terms for Individual # 2: "Outcomse
# 8: Medication Education and Management
skills.”

Individual # 2 was a 58-year-old femate, who was
admitted to (Name of Group Home) on 1/24/96.
Diagnoses in the clinical record included bul were
not limited to: severe intellectual disability (1),
PICA (2) and grand maul seizure {3}.

Individual # 2's current PCP dated 11/01/2018
through 10/31/2019 documented, "Desired
Outcome: Outcome # 8: Madication Education
and Management Skills. (Individual # 2} will
escalate her Medication Education and
Management Skills daily by
angagingfparticipating in her medication
administration 3 times ol the 3 times offered a
day = 100% of the time for 12 consecutive

Instructions: {Individual # 2) participates/engage
in taking scheduled medications three limes a
day 100% of the time. Suppon Instructions; 1.
{Individual # 2) is reminded when it is time 1o take
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her medication. 2. {Individual # 2) is educated on
the reason for 1aking the medication. 3.
{Individual # 2) gels a cup/bottle of water for [sic)
to take medication. 4. {Individual # 2) ingests all
medication with water. Fregquency: Daily.
Amount: Continually.

On 01/16/19 at approximalely 1:30 p.m., an
interview was conducted with OSM (other stalf
member) # 1, QDIP {Qualified Intellectual
Disabilities Professionatl). After reviewing the
PCF dated 11/01/2018 through 10/31/2019 for
Individua! # 2's medication education and
management skills treatment program, OSM # 1
was asked if the active treatment outcome was
developed in measurable terms implemented
according 1o the PCP for Individual # 2. OSM # 1
stated, "l see whal you mean."

On 01/17/19 al approximately 9:55 a.m.
(administrative staff member) #1, the acting
clinical director and ASM # 2, the program
manager, were made aware of made aware of
the above findings.

No furthar information was provided prior to exit.

Retersnces:

{1) Refers to a group of disarders characterized
by a limited mental capacity and difficully with
adaptive behaviors such as managing money,
schedules and roulines, or social interactions.
intellectual disability originates before the age of
18 and may result from physicai causes, such as
autism or cerebral paisy, or from nonphysical
causes, such as lack of stimulation and adult
responsiveness. This information was obtained
from the website:
htips://report.nih.gov/ninfactsheets/ViewFactShee
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t.aspx?csid=100.

(2) A pattern of eating non-food materials, such
as dirt or paper. This informalion was obtained
from 1he websile:
https://medlineplus.goviency/article/001538.htm,

{3} Epilepsy is a brain disorder in which a person
has repeated seizures over time. Seizures are
episades of uncontrolled and abnormal firing of
brain cells that may cause changes in attention or
behavior. Generalized tonic-clonic (grand mal)
seizure (involves the entire body, including aura,
rigid muscles, and loss of alertness). This
information was obtained from the website:
hitps://medlineplus.goviency/article/000694.htm,

(4) A goad way to decide if your weight is healthy
for your height is to figure out your body mass
index {BMI). You and your health care provider
can use your BMI to estimate how much body lat
you have. This informalion was obtained from
the website:
hitps:/imediineplus.gov/ency/aricle/007196.htm.

2b. The QIDP failed o ensure the active
ireatment programs of Communication for
Individual # 2 was implemented according to the
PCP (Person Centered Pian).

Individual # 2's current PCP dated 11/01/2018
through 10/31/2019 documented, *Desired
Outcome: Communication. (Individual # 2) will
communicate her wants and needs lo staff, peers
and cthers by using her verbal/non-verbal cues
like tacial expressions, gestures and vocalizations
twice out ot the two times offered dally for the 12
consecutive months 100% of the time unti
10/31/2019. Support Activities & Instructions:
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{Individual # 2) uses her preferred language to
express her wants and needs three times a day
to staff and or her peers. 1. (Individual # 2) points
to what she would iike. 2. {Individual # 2) shakes
her head for yes or no when asked a question. 3.
(Individual # 2) is use [sic] vocalization and or
facial to express her thoughts. Frequency: Daily.
Amount: Continually.”

"Desired Qulcome: Exercise. {Individual # 2) will
engage in exercise 2 {two) of 3 (three) times
offered a week for 20 minutes weekly (66%) of
the time to maintain BMI (Body Max Index) for 12
consecutive months until 10/20/2019. Support
Aclivilies & Instructions: (Individual # 2} exercises
four times a week for 20 minules or more 2 out of
3 times weekly by: going for walks, using
recumbent bike, dancing, participating in chair
yoga and floor yoga. 1. {Individual # 2) selecls
the type of exercise that she would like to do by
gesturing, pointing or making vocalizations when
presented to her. 2. (Individual # 2) puts on the
correct foolwear to perform lhe exercise. 3.
{Individual # 2) reviews instructions on how to
perform exercise. 4. (Individual # 2) checks her
weight once monthly o track progress.
Frequency: Daily. Amount: 15 minutes.”

Review of the progress notes and data collection
dated 01/01/19 thraugh 01/15/19 of Individual #
2's communication program revealed it was not
implemented in 15 opportunities and review of
Individual # 2's exercise program revealed it was
. not implemented in 15 opportunities.

Cn 01/16/19 at approximately 1:30 p.m., an
interview was conducted with QSM (other staff
member} # 1, QDIP (Qualified Intellectual
Disabilities Professional). After reviewing the
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progress notes and data collection dated
01/01/19 through 01/15/19 of Individual # 2's

you mean.”

p.m. was conducled with ASM (administrative
staft member) # 2, the program manager for
missing documentation of the implernmentation
note does not reflect the outcome it wasnii
implemented.”

On 01/17/19 at approximately 9:55 a.m.
(agministrative staff member) #1, the acting

clinical diractor and ASM # 2, the program

the above findings.

outcomes were in measurable terms.

through 10/31/2019 documented, “Destred

and Management Skills. (Individual # 2} will
escalate her Medication Education and
Management Skills daily by
engaging/participating in her madication

day = 100% of the time for 12 consecutive
meanths until 10/31/2019. Support Activities &

communication program, OSM # 1 was asked if
the active treatment outcomes for Individual # 2
were implemented. OSM # 1 stated, | see what

An interview on 01/16/19 at approximately 3:30
{Mame of Group Home). When asked aboul lhe

Individual # 2's PCP programs of communication
and exercise, ASM # 2 staled, "If the progress

manager, were made aware of made aware of
No further information was provided prior to exit.
2c. The QIDP failad to ensure the data collection

of individual # 3's PCP (Person Gentered Plan)

Individual # 2's current PGP dated 11/01/2018

Quicume: Outcome # B. Medication Education

administration 3 timas of the 3 times offered a

W 159
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Instructions: (Individual # 2) participatesfengage
in taking scheduled medications three times a
day 100% of the time, Support Instructions: 1,
{Individual # 2) is reminded when it is time to take
her medication. 2. {individual # 2) is educated on
the reason tor taking the medication. 3.
(Individual # 2) gets a cup/bottle of water for [sic]
to take medication. 4. (Individual # 2) ingests all
medication with water. Frequency: Daily.
Amount; Continually.”

Review of the progress noles dated 01/01/19
through 01/15/18 for Individual # 2's Medication
Education and Management Skills outcome failed
to evidence the data collection was documented
in measurable terms.

On 01/16/19 at approximately 1:30 p.m., an
interview was conducted with OSM (other stali
member) # 1, QDIP (Qualified Intellectual
Disabilities Professional). After reviewing the
progress nates and data collection dated
01/01419 through 01/15/19 of Individual # 2's
medication education and managemant skills
program, OSM # 1 was asked if the data
collection for Individual # 2 was documented in
measurable terms. OSM # 1 stated, "l see what
you mean.”

On 01/17/19 al approximalely 9:55 a.m.
(administrative stafi memher) #1, the acting
clinical directur and ASM # 2, the program
manager, were made aware of made aware of
' the above findings.

No further infarmation was provided prior lo exit.

3a. The QIDP lailed to ensure the PCP (Person
| Centered Plan) outcome of "Quicome # 2.

e
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Communication skills" was developed in
measurable terms for Individual # 3,

Individual # 3 was a 85-year old female, who was
admitted to (Name of Group Home) on 11/23/10,
Diagnoses in the clinical record included but were
not limited to: profound intellectual disability (1),
PICA (2}, seizura disorder {3) and anxiety (4).

Individual # 3's current PCP dated 08/01/2018
through 07/31/2019 documenied, "Desired
Outcome; Quicome # 2: Communication skills.
{Individual # 3) uses non-verbal cues to
communicate her wants and needs. She will walk
to a desired location, purposefully vocalize to
indicate specilic needs, holding staif's hand and
leading to specilic areas/need, etc. [sic] e.g. to
bed or to eat, from Monday to Friday 5 (five} out
of 5 (five) 100% of the times, until 7/31/2019.
Support Activittes & Instructions: (Individual # 3)
uses nan-verbal cues to communicate her wants
and needs. Forinsiance; to go o bed or to eat,
elfeclively to others from Mondays to Friday using
nonverbal cues PEC (picture exchange system)
chart, etc. at all times of the day (100%)." 1.
{Individual # 3) is prompted to pick up her
communication chart/device. 2. {Individual # 3)
points to what she wants on the chart/device. 3.
(Individual # 3) completes one of the above
activity by efiectively communicating her wants.
4, (Individual # 3) is praised lor following
instructions. Frequency:; Daily. Amount;
Continually.”

On 01/16/19 at approximately 1:30 p.m., an
interview was conducted with OSM (other staff
member) # 1, QDIP {Qualified Intellectual
Disabilities Professional). After revigwing the
PCP dated PCP dated 08/01/2018 through
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07/31/2019 for Individual # 3's communication
program, OSM # 1 was asked il the active
treatment oulcome was developed in measurable
terms implemented according to PCP for
individual # 3. OSM # 1 stated, "| see what you
meaan.”

On 01/17/19 at approximately 9:55 a.m.
{administrative slaif member) #1, the acting
clinical director and ASM # 2, the program
manager, were made aware of made aware of
the above findings.

No further information was provided prior to exit.

References:

(1) Refers to a group ol disorders characterized
by a limited mental capacity and difliculty with
adaptive behaviors 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
autism or cerebral palsy, or from nonphysical
causes, such as lack of stimulation and adult
responsiveness. This information was obtained
from the website:
hitps://www.report.nih.gov/NIHiactsheets/ViewFa
ctSheet.aspx?esid=100

(?} A pattern of eating non-food malerials, such

as dirt or paper. This information was obtained
“rom the website:

https:/medlineptus.gov/encyfanlicle/001538.htm,

{3) Symptoms of a brain problem. They happen
because of sudden, abnormal electrical activity in
the brain. This information was obtained from the
wabsite:
https://www.nim.nih.gov/mediineplus/seizures.ht
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{4) Fear. This information was obtained from the
website:
hitps://www.rlm.nih.gov/medlineplus/anxisty.htmi
#summary.

3b. The QIDP failed to ensure the following PCP
(Person Centered Plan} outcomes of exercise,
communication, community and socialization at
(Name of Day Program) was developed in
measurable terms for Individual # 3.

The ISP {Individual Service Plan) tor Individual #
3 dated 08/01/2018 through 07/31/2019
documented, "Desired Outcome: 1. Health and
Safety: (Individual # 3} will exercise daily. 2.
Learning and other pursuits: (Individual # 3)
communicates effectively, 3. Communication and
socialization: (Individual # 3) socializes with her
peers.” Further review of Individual # 3's ISP
dated 08/01/2018 through 07/31/2019 {ailed to
evidence documentation of how the ISP
programs were being measured to determine
Individual # 3's progress toward independence of
the skills.

On 01/16/19 at approximately 1:30 p.m., an
interview was conducied with OSM (ather staff
member) # 1, QDIP (Qualified Intellectual
Disabllittes Professionat). Aller reviewing s ISP
(Individual Service Plan) for Individual # 3 dated
08/01/2018 through 07/31/2019 for individual #
3's exercise, communication, community and
socialization programs, OSM # 1 was asked if the
active treatment outcomes were developed in
measurable terms for Individual # 3, OSM # 1
stated, "l see what you mean.”
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On 01/17119 al approximately 9:55 a.m.
{administrafive stafl member) #1, the acting
clinical director and ASM # 2, the program
manager, were made aware of made aware of
the above findings.

No further information was provided prior to exit.

3c. The QIDP failed to ensure the active
treatment program of Communication for
Individual # 3 was implemented according to the
PCP {Person Centered Plan).

On 01/15/18, an observation of Individual #3 was
conducted from 4:35 p.m. to 5:30 p.m.
Observation of Individual # 3 from 4:35 p.m. o
5:30 p.m. revealed she arrived home to (Name of
Group Home), was offered an choice of snack by
staff presenting three types of foods and asking
individual # 3 to pick one. Staff attempting 1o
engage Individual # 3 in an activity, games or
puzzies, using the bathroom with staif assistance,
preparing for dinner by washing her hands with
staff support, being called for dinner and sitling
down at the dining table and eating. Further
observation of Individual # 3 during this period
failed o evidence the staff using individual # 3's
picture communication chart as described in the
PCP (person-centered-plan).

On 01/16/19, an observation of Individual #3 was
conducted from 8:00 a.m. 10 8:30 a.m.
Observation of Individual # 3 from 8:00 a.m. to
8:30 a.m. revealed she was sitting on the sofa in
the living room of (Name of Group Home)
watching television. Staff members were
observed approaching Individual # 3 and asking
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her simple questions; “Are you ready for work,
where ars you going today?” Whaen Individual #'s
transportation arrived to lake her to (Name of Day
Program), stalf members gave instructions for
individual # 3 to gel her coat, bag and lunch.”
Further observation of Individual # 3 during this
period failed to evidance the staff using individual
# 3's picture communication chart as described in
the PCP (person-caentered-plan).

Individual # 3's current PCP dated 08/01/2018
through 07/31/2098 documented, "Desired
Outcome: Outcome # 2: Communication skifls.
(Individual # 3) uses non-verbal cues to
communicate her wants and needs. She will walk
to a desired location, purposefully vocalize to
indicate specific needs, holding staff's hand and
leading to specilic areas/need, etc. [sic] e.g. to
bed or to eat, from Monday to Friday 5 (five) out
of 5 (five) 100% of the times, unlil 7/31/2019,
Support Activities & Instructions: (Individual # 3}
uses non-verbal cues to communicate her wants
and needs. For instance; to go to bed or to eat,
effectively to othars from Mondays to Friday using
nonverbal cues PEC (piclure exchange syslem)
char, etc. at all times of the day (100%)." 1.
{Individual # 3) is prompted to pick up her
communication chart/device. 2. (Individual # 3)
points to what she wanis on the chart/device. 3.
(Individual # 3) completes one of the above
aclivity by effectively communicating her wants.
4. {individual # 3} is praisod for following
instructions. Frequency: Daily. Amount:
Continually.”

On D116 19 at 3:45 p.m., an interview was

: conducted with DSP (direct support professicnal)
. # 2, When asked if she was present and

| interacted with Individual # 3 on 01/15/19

W 159
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between 4:35 p.m. to 5:30 p.m. and on 01/16 19

| between 8:00 a.m. to 8:30 a.m., DSP # 2 stated
"Yes." When asked o describe Individual # 3's
communication program, DSP # 2 slated, "She is
non-verbal and she will take staff by the hand to
take her whera she wants to go. She hasa
communication book with pictures 1o be used for
services and going out in the community. That's
the only thing it's used for," DSP # 2 was then
asked to review the PCP communication program
for Individual # 3. When asked if she was aware
that the pictures were 1o be used alt the time
according to the PCP communication program,
DSP # 2 slated, "yes." When asked why the
communication boak was not used on 01/15/18
between 4:35 p.m. to 5:30 p.m, and on 01/16 19
between 8:00 a.m. to B:30 a.m., DSP # 2 could
not provide an answer.

On 01/16/19 at approxirnatety 1:30 p.m., an
interview was conducted with OSM (other stalf
member) # 1, QDIP (Qualified Intellectual
Disabilities Professional). After being informed of
the observations of Individual # 3's
communication nol implemented according to the
PCP by the staff, OSM # 1 stated, *! see what you
! mean. it should have been done.”

On D1/17/19 a1 approximatealy 9:55 a.m.
{administrative staff member) #1, the acling
clinlcal director and ASM # 2, the program
manager, were made aware of made aware of
“ the above findings.

No further information was provided prior o exit.

Ad. The QIDP failed to ensure the data collection |
of individual # 3's ISP (Individual Service Plan)
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from {Name of Day Program) outcomes were in
measurable terms.

The ISP (individual Service Plan) for Individual #
3 dated 08/01/2018 through 07/31/2019
documented, "Desired Outcome: 1, Health and
Safety: (Individual # 3) will exercise daily. 2.
Learning and other pursuits; {Individual # 3)
communicates effectively, 3. Communication and
socialization: (Individual # 3) socializes with her
pesrs.” Furlher review of Individual # 3's ISP
dated 08/01/2018 through 07/31/2012 failed to
evidance documantation of how the ISP
programs were being measured lo delermine
Individuat # 3's progress toward indepandence of
the skills.

Review of the progress notes trom (Name of Day
Program) dated 01/01/19 through 01/15/19 for
Individuat # 2's exercise, communication,
comumunity and socialization outcomes failed to
evidence the data collection was documenled in
measurable terms.

On 01/16/19 at approximately 1:30 p.m., an
interview was conducted with OSM (other staft
member) # 1, QDIP {Qualified inteflectual
Disabilities Professional). When asked if the data
collaction of the ISP cutcomes ol exercise,
communication, community and socialization
from {Name of Day Program) for Individual # 3
were written in measurable terms, OSM # 1
stated, "l see what you mean.”

On 01/17/19 at approximately 9:55 a.m.
(administrative staff member) #1, the acting
clinical director and ASM # 2, the program
manager, were made aware of made aware of
the above findings.
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CFR(s): 483.440(c){4)(iii)

The objectives of the individual program plan
must be expressed in behavioral terms that
provide measurable indices of performance.

This STANDARD is not met as evidenced by:
Based on staft interview, clinical record review
and facility document review it was determined
that the facility staff failed to develop PCP
{Person Centered Plan) outcomes in measurable
terms for two of three individuals in the survey
sample, Individuals # 2 and # 3.

1. The facility stafi failed to develop the PCP
{Person Cenlered Plan) ouicome of "Qutcome #
8: Medication Education and Management skills"
in measurable terms for Individual # 2.

2a. The facility staff failed to develop the PCP
(Person Centered Plan) outcoms of "Ouicome #
2: Communication skills® in measurable terms for
Individual # 3.

2b. The facility staif failed to develop the PCP
(Person Centered Plan) outcames of exercise,
communication, communily and sacialization at
{Name of Day Program) in measurable terms for
Individual # 3.

The findings include:

1. The facility staff failed to develop the PCP
(Person Gentered Plan) outcome of "Outcome #

CFR 83 1oic)-h

iThe (RDP will rovice ladividual # 257
Madicaton Eduzaton and Management
Shills” auteomes mito maasurable ierms

Tz OIDP will ravize ndiviciual # 3's
“Commurication Shilis” guicomes mto
mea=rable tarms

The QIDP wil revise Individuals # 3's
PCP outcnmas mio measurabla terms o
collecl appropriate data

The Pragram Manager will update (he
IPCPs 1o incarporate 1hese changes for
i

ithese ndividuals

| The Pragram kanage wall compicte this
Fprocess for ali o ondraduals o prevent
further defueneies

The: Progreann Manasen woll contmue o |
monitas te ensure that all servece recds |
of nudivitduals are acouralely refteclad
thraugh the use o waebly aperations
nmesling: i

The Chrical Diector will cavaw within !
Lstipesnain ety the Praaran ftanager
Ifor domurstanan o sappa the ;
1’1‘0! rdeyitinn ol soracas lar each |
anchirdual neeas
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W 231 | Continued From page 24 W 231 |[The Day Program Manager wili revise T 3i3ng \
8: Medication Education and Management skills“ Individual # 3's PCP outcomes of ‘
in measurable tarms for ndividual # 2. "Exercise. Communication, Community |

and Socialization” into measurable terms || ‘

Individual # 2 was a 58-year-old female, who was
admitted to (Name of Group Homs) on 1/24/96.
Diagnoses in the clinicat record included but were
not limited to: severe intallectual disability (1),
PICA (2) and grand maul seizure (3).

individual # 2's current PCP dated 11/01/2018
through 10/31/2019 documented, *Desired
Outcome: Cutcome # 8: Medication Education
and Management Skills. {Individual # 2) will
escalate her Madication Education and
Management Skills daily by
engaging/participating in her medication
adminisiration 3 times of the 3 times offered a
day = 100% of the time for 12 consecutive
months until 10/31/2019. Suppon Aclivities &
Instructions: (Ingdividual # 2) participates/engage
in taking schaduled medications three times a
day 100% of the time. Support Instructions: 1.
{Individual # 2) is reminded when it is time to 1ake
her medication. 2. {Individual # 2} is educated on
the reason for taking the medication. 3.
(Individual # 2) gets a cup/bottle of waler for [sic]
to take medication. 4. (Individual # 2) ingests all
medication with water. Frequency: Daily.
Amount: Continually."

On 01116119 at approximately, 1:30 p.m., an
inlerview was conducted with OSM (ollier slalf
member) # 1, QDIP (Qualified Inteflectual
Disabilities Professional}. When asked what the
purpose of the PCP was, OSM # 1 stated, "To
help them, (Individuals) with daily lite. To help
them implement something they are having
trouble with." When asked if the PCP outcome
tor Individual # 2 of medication education and

The Program Manager and/ or QHOP will !
review and revise day program PCPs for [
ali the other individuals to ensure that they |
are in measurable terms

i
The Program Manager/QIDP will conduct |
monthly cbservations and recerd reviews
to ensure thal oulcomas are in measurabte’
terms and report on thase in monthly QIDP|
notes l

The Day Program Monritor! Clinical {
Director will also conduct guarterly i
cbservations and record reviews for
compliance

i — i ooy

FORM CMS-2567(02.99) Previous Versions Obsolete Evenl ID-CFW71%

Facliity I0: VAICFMR47 If continuation sheet Paga 25 of 50



PRINTED: 01/29/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
49G044 S 01117/2019
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, ZIP CODE

7811 OAK STREET

CRI OAK STREET ICF/MR MANASSAS, VA 20111

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX, (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IOENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 231 Cantinued From page 25 W 231

management was written in measurable terms,
OSM # 1 staled, "I see whal you mean.”

An interview on 01/16/19 at approximately 3:30
p.m. was conducted with ASM (administrative
stalf member)} # 2, the program manager for
(Name of Group Home), When asked if the PCP
outcome for Individua! # 2 of medication
education and managemenl was written in
measurable terms, OSM # 1 stated, "No.”

The facility's policy "4.1 Individual Service Plan
(ISP)" documented, *4.1.3 Procedures: C. (Name
of Corporation) ensures thal an ISP will contain at
a minimum: 4. Goals / oulcomes and measurable
objectives / desired outcomes for addressing
each identified need. 4.1.4 Individual Service
Pian (ISP} Development. E. Goals / Outcomes
and Objectives/Desired Outcomes: The
objectives / desired cutcomes will be expressed
in terms that are behavioral and provide
measurable indexes of progress.”

On 01/17/19 at approximately 9:55 a.m.
{administrative staff member) #1, the acling
chinical director and ASM # 2, the program
manager, were made aware of made aware of
the above findings.

No further inforimation was provided prior 1o exit.

References:

(1} Refers to a group of disorders characterized
by a fimiled mental 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 result fram physical causes, such as
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autism or cerebral palsy, ar from nonphysical
causes, such as lack of stimulation and adult
responsiveness. This information was obtained
from the website:
https:/ireport.nih.govinihfactsheets/ViewFactShee
t.aspx?csid=100.

(2) A pattern of ealing non-food materials, such
as dirt or paper. This information was obtained
from the website:
https:#/medlineplus.gov/ency/article/001538.htm.

{3) Epilepsy is a brain disorder in which a person
has repeated seizures over time. Seizures are
episodes of uncontrolied and abnormal firing ot
brain cells that may cause changes in attention or
behavior. Generalized tonic-clonic (grand mal)
seizure (involves the entire body, including aura,
rigid muscles, and loss of aleriness). This
information was obtained from the website:
htips://medlineplus.goviency/article/000694. him.

(4} A good way 1o decide if your weight is healthy
for your height is to figure out your body mass
index (BM1). You and your heaith care provider
can use your BM! to estimate how much body fat
you have. This information was obtained fram
the website:
https://mediineplus.gov/ency/article/007196.him.

2a. The facility staff failed to develop the PCP
{Person Centered Plan) outcome of "Outcome #
2: Communication skills” in measurable terms for
Individual # 3.

individual # 3 was a 65-year old female, who was
admitted to {(Name of Group Home) on 11/23/10.
Diagnases in the clinical record included but were
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. through 07/31/2098 documented, "Desired

i to a desired location, purposefully vocalize to

Continued From page 27

not limited to: profound intellectual disability (1),
PICA (2), seizure disorder (3) and anxiety (4).

Individual # 3's current PCP dated 08/31/2018

Outcome: Quicome # 2: Communication skills.
{individual # 3) uses non-varbal cues to
communicale her wanis and needs. She will walk

indicate specific needs, holding staff's hand and
leading to specilic areas/need, elc. [sic] e.g. to
bed or to eat, from Monday to Friday 5 {five) out
of 5 (five) 100% of the times, until 7/31/2019,
Support Activities & Instructions; (Individual # 3)
uses non-verbal cues to communicate her wants
and needs. Forinstance; lo go to bed or to eal,
effectively to others from Mondays to Friday using
nonverbal cues PEC (picture exchange system)
chart, etc. at alf times of the day (100%}." 1.
{Individual # 3) is prompted to pick up her
communication chart/device. 2. (Individual # 3)
points to what she wants on the chart/device. 3.
(individual # 3) completes one of the above
activity by eflectively communicating her wants.
4. (Individua! # 3) is praised for following
instruclions. Frequency: Daily. Amount:
Continually.”

On 01/16/19 at approximately, 1:30 p.m., an
interview was conducted with 0SM (othar stafi
member) # 1, QDIP {Qualified Intellectual
Disabllitles Professional). When asked what Lhe
purpose of the PCP was, OSM # 1 staled, “To
help them, {Individuals} with daily life. To help
them implement something they are having
trouble with." When asked what the PCP
communication outcome for Individual # 3 was
measuring, OSM # 1 stated, "l see what you
mean.” When asked if the PCP communication

Wz
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outcome for Individual # 3 was writien in
measurable terms, OSM # 1 staled, "l see what
you mean.”

An interview on 01/16/19 at approximately 3:30
p.m, was conducted with ASM {administrative
stalf member) # 2, the program manager for
{Name of Group Home). When asked if the PCP
communication outcome for Individual # 3 was
written in measurable terms, OSM # 1 stated,
*No.”

On 011718 at approximately 9:55 a.m.
{administrative stalf member) #1, the acting
clinical director and ASM # 2, the program
manager, were made aware ¢of made aware of
the above findings.

No further information was provided prior to exit.

References:

{1) Refers ta a group of disorders characterized
by a limitad mental 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 rasult from physical causes, such as
autism or cerebral palsy, or from nonphysical
causes, such as lack of stimulation and aduit
responsiveness, This information was obtained
from the webslte:
hitps:/fwww.report.nih.gov/NIHtactsheets/ViewFa
ctSheet.aspx?csid=100

{2) A pattern of eating non-icod materials, such
as dirt or paper. This information was obtained
from the website:
https:/imedlineplus.gov/ency/anicle/001538.htm.

FORM CMS-2567(02-99) Provious Versions Obsaleta

Event ID: CFW7TH

Facility 1D:; VAICFMA47

It continuation: sheet Page 29 of 50




PRINTED: 01/29/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERVCLIA (X2) MULTIPLE CONSTRUCGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDEMTIFICATION NUMSER: A BUILDING B B COMPLETED
49G044 BIVG 01/17/2019
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

7811 CAK STREET

CRI OAK STREET ICF/MR MANASSAS, VA 20111

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION [x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 231 | Continued From page 29 W 231

(3) Symptoms of a brain problem. They happen
because of sudden, abnormal electrica! activily in .
the brain. This information was obtained from the ;
website:
hitps://www.nim.nih.gov/mediineplus/seizures.ht
ml.

(4) Fear. This information was obtained from the
website;
https:ffwww.nim.nih.gov/medlineplus/anxiety.html
#summary.

2b. The facility staff failed to deveiop the PCP
{Person Centered Plan) outcomes of exercise,
communication, community and socialization at
{Name of Day Program) in measurable tarms for
Individual # 3.

The ISP (Individual Service Plan) for Individual #
3 dated 08/01/2018 through 07/31/2019
documented, "Desired Outcome: 1. Health and
Safety; {Individual # 3) will exercise daily. 2.
Learning and other pursuits: {Individual # 3)
communicates effectively, 3. Communicalicn and
socialization: {Individual # 3) socializes with her
peers." Further review of Individual # 3's ISP
dated 08/01/2018 through 07/31/2019 failed to
evidence documentation of how the ISP
programs were being measured to determine
Individual # 3's progress loward independence of
the skills.

On 01/16/19 at approximately, 1:30 p.m., an
interview was conducted with OSM (other staff
member} # 1, QDIP {Qualified Intellectual
Disabilities Professional). When asked what the
ISP outcomes for Individual # 3 of exercise,
communication, community and socialization
from (Name of Day Program) was measuring, ]
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OS5SM # 1 stated, "l see what you mean.” When
asked il the ISP outcome for individual # 3 of
exercise, communication, community and
socialization were written in measurable terms,
OSM # 1 stated, "I see what you mean."

An interview on 01/16/19 at approximately 3:30
p.m. was conducted with ASM {adminisirative
staff member) # 2, the program manager for
(Mame of Group Home). When asked if the ISP
outcomes of exercise, communication,
communily and sacialization from {(Name of Day
Program) for Individual # 3 were written in
measurable tenms, QSM # 1 staled, "No."

On 01/17/19 at approximalely 9:55 a.m.
(administrative staff member) #1, the acting
clinical director and ASM # 2, the program
manager, were made aware of made aware of
the above findings.

No further information was provided prior ta exil.
W 248 | INDIVIDUAL PROGRAM PLAN W 248
CFR{s): 483.440(c){7)

A copy of each client's individual plan must be
made available to all relevani staff, including staff
of other agencies who work with the client, and to
the client, parents {if the clienl is a minor) or legal
guardian.

This STANDARD is not met as evidenced by:
Based on abservation, staff interview, clinical
recard review and facilily document review it was
determined that the facility staff failed 10
implement the active treatment programs from
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 the PCPs (Person Centered Plans) for lhre_!e._' of CFR 483.440(c)(7) :
three individuals in the survey sample, individuals
#1,#2and #3. The QIDP will revise Individual #1's PCP
” . . . outcomes that addresses "Sensory
:' 1;he ia‘cmly staff fa’:ed to 'mm?,me'l“tt_he actg'va Stimulation an¢ Independent Living Skills".
ealmen:t prografris bi sensansimuaupn-an [Individual #2's gutcome "Coemmunication™
independent living skills for Individual # 1 from the land Individual #3's outcome
PCP (Person Centered Plan). 17 S ' .
"Communicaiicn” and update these
2. The tacility staff failed to implement the aclive jaisanieslo ensure that they accurately
treatment programs of Communication for reflect the needs of individuals #1, #2 and
Individual # 2 from the PCP (Person Centered ;:
Plan).
Tha Program Manager / CiHDP will review
3. The facility staff failed to implement the active all individuals cutcomes to ensure that they
treatment programs of Communication for accurately reflect their needs and that they
individual # 3 from the PCP (Parson Centered are incorporated within the PCFs.
Pian).
o ) The Prograrm Manager will provide the
The findings include: training 1o all the slaff to review al
. . ) . individuals PCPs during the naxt staff
1. The facility staff failed to implement the active meeting. The program Manager will
Ireatment programs of sensory stimulation and provide supervision to al. staff and ensura
glggpendenl ||E';|r|'g skills for Individual # 1 fromn the hat the PCPs accurately reflect the
(Person Centered Plan). individuals needs and are implemented
Individual # twas a 24-year-old male, who was appropriatey.
admitted to (Name of Group Home) on 10/12/11. . .
Diagnoses in the clinical record included but were THEQIOR Wil Condugl mron‘h’g’ | |
not limited to: (1) mederate intellectual disability, dESREEIenBE Eralie e L i
(2) pervasive developmental disorder, (3) mood st FEEESTRETE tabEarE ARl el
disorder and allerges. reflect on mentniy QIGP potes,
Individuat # t's current PCP dated 12/01/2017 The Clinica! Director will review within
through 11/30/2018 documented, "Desirec supervisicn with the Program Manager the
Outcorne: Outcome # 3: (Individual # 1) enjoys liocumentation to suppart the cocrdination
stimulation from objects and the environmenl. iof services for pacn inarvidual |
Therefore, he needs to learn how to rearrange his :
objects when he is done using them daily, at least o
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4 (four) out of 5 (tive) times a week {80%) until
11/30/19. Support Activities & Instructions:
{Individual # 1) uses objects in the sensory room
to stimulate himself: 1. (Individual # 1} spends
time in the sensory room. 2. {Individual # 1) is
offered choices focusing on only gne or two items
to choose from at a time. 3. (Individual # 1) is
prompted 1o rearrange his objects when ha is
done. 4. {Individual # 1} is praised for doing a
good job. Frequency: Daily. Amount; 45
minutes."

Desired Qutcome: Outcome # 6: Independent
Living Skills. {Individual # 1) likes to help around
the house. {Individua! # 1) participates in doing
laundry 2 (two) out of 4 (four) times a week (50%)
of the time until 11/30/19. Support Activities &
Instructions: {Individual # 1) likes to help around
the hause with cleaning and trash disposal. 1.
{individual # 1) is prompted when it is time to
clean up. 2. (Individual # 1) is offered a hand
over hand assistance. 3. (Individuat # 1) is
encouraged to take the initiafive and do laundry.
4. (Individual # 1) is praised for doing a good job.
Frequency: Weekly, Amount: 30 minutes."

Review of the progress notes and data collection
dated 01/01/19 through 01/15/19 of Individual #
1's sensory stimulation program revealed it was
not implemenled in 15 opporiunities.

Review of the progress notes and data coilection
dated 12/30/18 through 01/05/19 of Individual #
1's independent living skill for laundry skills
revealed it was implemented only on one of
seven opportunities.

An interview on 01/16/19 at approximately, 3:30
p.m. was conducted with ASM (administrative

W 248
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staff member) # 2, the program manager for
(Name of Group Home}. When asked aboul the
missing documentation of the implementation
Individual # 1's PCP programs, ASM # 2 stated,
"It the progress note does not reflect the
oulcomse, it wasn't implemented.”

The facility's policy “4.1 Individual Service Plan
{ISP)" documented, "4.1.3 Procedures: C. {Name
of Corporation) ensures that an ISP will contain at
a minimum: 4. Goals / outcomas and measurable
objectives / desired outcomes for addressing
each identified need. 4.1.4 Individual Service
Plan (ISP) Development. E. Goals / Qutcomes
and Objectives/Desired Outcomes: The
objectives / desired outcomes will be expressed
in terms that are behavioral and provide
measurable indexes of progress.”

On 01/17/19 at approximately 9:55 a.m.
(administrative staff member) #1, the acling
clinical director and ASM # 2, the program
manager, were made aware of made aware of
the above findings.

No further information was provided prior o exit.

References;

(1) Refers to a group of disorders characterized
hy a limited mantal capacity and dilficulty with
adaptive behaviors such as managing money,
schedules and routines, or social inlgiactions.
Intetleclual disability originates belore the age of
18 and may result from physical causes, such as
aulism or cerebral palsy, or from nonphysical
causes, such as lack of stimulation and adult
responsiveness. This information was obtained
from the website:
https://report.nih.gov/nihfactsheets/ViewFactShee
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t.aspx7csid=100.

{2) Autism spectrum disorder (ASD) is a
neurclogical and developmental disorder thal
begins early in childhood and lasts throughout a
person's life, i atfects how a person acts and
interacts with others, communicates, and l[eamns.
It includes what used lo be known as Asperger
syndrome and pervasive developmental
disorders. This information was obtained from
the website:
htips.//medlineplus.gov/autismspectrumdisorder.h
tmnl.

{3) A mood disorder affacts a person's everyday
aemotional state. These include depression and
bipotar disorder {also called manic depression).
Mood disorders can increase a person’s risk for
heart disease, diabeles, and other diseases.
Treatments include medication, psychatherapy, or
a combination of both. With treatment, most
people with maod disorders can lead productive
lives. This information was obtained from the
websile:
https:/ivsearch.nlm.nih.govivivisimo/cgi-bin/query-
mela?v%3Aproject=medlineplus&v%3Asources=
medlineplus-bundle8query=mood+disorderd_ga=
2 250975558.1992980465.1515165534-5711861
9.1515023902.

2. The facility staff failed to implement the active
treatment programs of communication and
exercise for Individual # 2 from the PCP {(Person
Centered Plan).

Individual # 2 was a 58-year-old female, who was
admitted to {Name of Group Home) on 1/24/96.
Diagnoses in the clinical record included but were
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not limited to: severe intellectuat disability {1),
PICA (2} and grand maul seizure (3).

individual # 2's current PCP dated 11/01/2018
through 10/31/2019 documented, "Desired
Qutcome: Communication. (Individual # 2) will
commupnicate her wants and needs to staff, peers
and others by using her verbal/non-verbal cues
like facial expressions, gestures and vacalizations
twice out of the two times offered daily for the 12
conseculive months 100% of the time until
10/31/2019. Support Activities & Instructions:
{Individual # 2) uses her preferred language to
express her wants and needs three times a day
to staff and or her peers, 1. (Individual # 2) points
to what she would like. 2. (Individual # 2) shakes
her head for yas or no when asked a question. 3.
(Individual # 2) is use [sic) vocalization and or
facial to express her thoughts, Frequency: Daily.
Amount: Continually.”

“Desired Qutcome: Exercise. (Individual # 2) will
engage in exercise 2 (two) of 3 (three) times
oHered a week for 20 minutes weekly (66%) of
the time to maintain BM| (Body Max Index) for 12
consecutive months until 10/20/2019. Suppoit
Activities & Instructions: (Individual # 2) exercises
four times a week for 20 minutes or more 2 oul of
3 times weekly by: going for walks, using
recumbent bike, dancing, participating in chair
yoga and lloor yoga. 1. {Individual # 2} selects
the type of exsrclsa that she would like lo do by
gesturing, pointing or making vocalizations when
presented to her. 2. (Individual # 2) puts on the
corract footwear to perform the exercise. 3.
{individual # 2) reviews instructions on how to
perform exercise. 4. (individual # 2) checks her
weight once monihly to track progress.
Frequency. Daily. Amount: 15 minutes."
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Review of the progress notes and data collection
dated 01/01/19 through 01/15/19 of Individua! #
2's communication program revealed, it was not
implemented in 15 opporlunilies and raview of
individual # 2's exercise program revealed, it was
not implemented in 15 opportunities.

An interview on 01/16/19 at approximataly, 3:30
p.m. was conducted with ASM (administrative
staff member) # 2, the program manager for
{Name of Group Home). When asked abouwt the
missing documentation of the implementation
Individual # 2's PCP programs of communication
and exarcise, ASM # 2 slated, "If the progress
nole does not reflect the oulcoms it wasn't
implemented.”

On 0111719 at approximately 9:55 a.m,
{administrative staff member) #1, the acting
clinical director and ASM # 2, the program
manager, were made aware of made aware of
the above findings.

No further information was provided prior to exit.

References:

{1) Refers to a group of disorders characterized
by a limited menlal capacity and difficulty with
adaptiva behaviorg such as managing money,
schedules and routines, or social interactions.
Inteliectual 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 slimulation and adult
responsiveness. This information was obtained
from the website:
https:/report.nih.gov/nihfactsheets/VMiewFactShee
l.aspx?csid=100.
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(2) A pattern of eating non-food materials, such
as dirt or paper. This infarmation was oblained
from the websile:

hitps:/fmedlineplus gov/ency/aricle/001538.htm.

(3) Epilepsy is a brain disorder in which a person
has repeated seizures over time. Seizures are
episodes of uncontrolled and abnormal firing of
brain cells that may cause changes in attention or
behavior. Generalized tonic-clonic (grand mal)
seizure (involves the entire body, including aura,
rigid muscles, and loss of aleriness). This
information was obtained from the website:
https:/mediineplus.gov/encyfarticle/000694.htm.

{4) A good way to decide if your weight is healthy
for your height is to figure out your body mass
index (BMI). You and your health care provider
can use your BMI to estimate how much body fat
you have. This information was cbtained from
the websile:
https://medlineplus.gov/ency/article/007 196.htm.
him.

3. The facility staff failed to implement the active
treatment programs of Communication for
Individual # 3 from the PCP (Person Centered
Plan).

Individual # 3 was a 65-year old female, who was
admittad to (Name of Group Home) on 11/23/10.
Diagnoses in the clinical record included but were
not limited to: protound intellectual disability (1),
PICA (2), seizure disorder (3) and anxiety (4).

On 01/15/19, an observation of Individual #3 was
conducted irom 4:35 p.m. (o 5:30 p.m.
Observation of Individual # 3 from 4:35 p.m. o

W 248
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5:30 p.m. revealed she arnived home to (Name of
Group Home), was olffered an choice of snack by
stalf presenting three types of foods and asking
Individual # 3 to pick one. Staf attempting to
engage Individual # 3 in an activity, games or
puzzles, using the bathroom with staff assistance,
preparing for dinner by washing her hands with
staff support, being called for dinner and sitting
down at the dining table and ealing. Further
ohservation of Individual # 3 during this periad
faited to evidence the stafl using Individual # 3's
picture communication chart as described in the
PCP (person-centered-plan).

On 01/16/19, an cbservation of Individual #3 was
conducted from 8:00 a.m. to 8:30 a.m.
Observation of Individual # 3 from 8:00 a.m. to
8:30 a.m. revealed she was silting on the sofa in
the living room of (Name of Group Home)
watching television. Stafl membars were
observed approaching Individual # 3 and asking
her simple questions; "Are you ready for work,
where are you going today?” When Individuat #'s
transportation arrived to take her to (Name of Day
Program), staff members gave instructions for
Individual # 3 to get her coat, bag and iunch.”
Further observation of Individual # 3 during this
period failed to evidence the staff using Individual
# 3's picture communication chart as deseribed in
the PCP {person-cenlered-plan).

Individual # 3's current PCP dated 08/01/2018
through 07/31/2098 documented, “Desired
Qutcome: OQuicome # 2: Communication skills.
{Individual # 3) uses non-verbal cues to
communicate her wants and needs. She will walk
1o a desired location, purposetully vocalize 1o

| indicate specific needs, holding staff's hand and
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leading to specilic areas/need, etc, [sic] e.g. to
bed or to eat, from Monday to Friday 5 (five) ou!
of 5 {tive) 100% of the times, until 7/31/2019.
Support Activities & Instructions: {Individual # 3)
usaes non-verbal cues to communicate her wanls
and needs. Forinstance; to go to bhed or to eat,
effectively to others from Mondays to Friday using
nonverbal cues PEC (picture exchange system})
chan, etc. at all times of the day (100%)." 1.
(Individual # 3} is prompted to pick up her
communication chart/device. 2. (Individual # 3)
points to what she wants on the chart/device. 3.
{individua! # 3) completes one of the above
aclivity by eeclively communicating her wanis.
4, (individual # 3} is praised for following
instructions. Frequency: Daily. Amount:
Continually.”

On 01/16 19 at 3:45 p.m., an interview was
canducted with DSP (direct support professional)
# 2. When asked if she was present and
interacted with Individual # 3 on 01/15/19
between 4:35 p.m. to 5:30 p.m. and on 01116 19
between 8:00 a.m. to 8:30 a.m. DSP # 2 stated
*Yes.” When asked to describe Individual # 3's
communication program, DSP # 2 stated, "She is
non-verbal and she will take stalf by the hand to
take her where she wants to go. She has a
communication book with pictures to be used for
services and going out in the community. That's
the only thing it's used for." DSP # 2 was then
asked to review the PCP communication program
for Individual # 3. When asked if she was aware
that the pictures were to be used all the time
according to the PCP communication program,
DSP # 2 slated, "yes.” When asked why the
i communication book was not used on 01/1519
between 4:35 p.m, to 5:30 p.m. and on 01/16 19
. between 8:00 a.m. to 8:30 a.m., DSP # 2 could
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not provide an answer.

On 01/17/19 at approximately 9:55 a.m.
{administrative staft member) #1, the acting
clinical director and ASM # 2, the program
manager, were made aware of made aware of
the above findings.

No further inlormation was provided prior to exit.

Relerences:

(1) Relfers to a group of disorders characterized
by a limited mental capacity and difficutly with
adaptive behaviors such as managing money,
schadules and routines, or social interactions.
Intellectual disability originates before the age of
18 and may rasult from physical causes, such as
autism or carebral palsy, or from nonphysical
causes, such as lack of stimulation and adult
responsiveness. This information was oblained
from the website:
https:/hwww.report.nih.gov/NIHfactsheats/ViewFa
ctSheet.aspx?csid=100

(2} A pattern of eating non-food malerials, such
as dirt or paper. This information was obtained
from the website;
https/imedlineplus.gov/ency/article/001538 him.

(3) Symptoms of a hrain problem. They happen
because of sudden, abnormal electrical activity in
the brain. This information was obtalned trom the
website:
https:/Aww.nim.nih.gov/medlinepius/seizures. ht
ml.

(4) Fear. This information was obtained from the
website:
https//www.nim.nih.gov/medlineplus/anxiety.htrnl
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Data relalive 1o accomplishment of the criteria
specified in client individual program plan
objectives must be documented in measurable
terms.

This STANDARD is not met as evidenced by:
Based on staff interview, clinical record review
and facility document review it was determined
that the facility stalf failed colfect data of PCP
{Person Centered Plan) outcomes in measurable
terms for two ol three individuals in the survey
sample, Individual # 2 and # 3.

1. Facility staff failed to document the data
collection of tndividual # 2's PCP (Person
Centered Plan) outcomes in measurabie terms.

2a. Facility staff failed to document the data
collection of Individual # 3's PCP {Person
Centered Pian) outcomes in measurable terms.

2b. Facility staff failed to document the data
collection of Individual # 3's ISP (Individual
Sarvice Plan) from (Name of Day Program)
outcomes in measurable terms.

The findings include:

! 1. Facility staff failed to document the data

collection of Individual # 2's PCP (Parson
Centered Plan) outcomes in measurable terims.

(CFR 483.440(e)1)

‘The QIDP will revise Individual #2's and
Individual #3's PCP sutcomes into
measirable terms to collect appropriate
data

The Program Manager will update the
P(Ps to incorporate these changes for
dhose individuals

‘The Program Manager will complate this
iprocess for all the individuals to prevent
lurther deficiencies

The Program Manager will continue to
manitor ta ensure that al service needs of

lincdividua's are accurately reftected through

lihe use of weekly cperations meetings

The Clinizal Director will review within
Liupervision with the Program Manager for
lriocumentalion to support the coordination
«af services for each individual n=eds
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Individual # 2 was a 58-year-old female, who was lncﬁvi d?al ;2033;8;@5::11613;:12'5 "ft‘gse | 37319
admitted to {Name of Group Home) on 1/24/66. B lemarr et TS : ;
Diagnoses in the clinical record included but were Measurable \BIme 10 sectappropriale \
not limited to: severe inleliectual disability (1), data
PICA (2) and grand maul seizure (3). ,

The Pregram Manager and/ or QIDP will
tndividual # 2's current PCP dated 11/01/2018 revievs and revise day program PCPs for
through 10/31/2019 documented, "Desired all the other individuals to ersure that trey
Outcome: Outcome # 8. Medication Education are in measurable terms
and Management Skills. {Individual # 2) will
escalate her Medication Education and i The Program Manager/QIDF will conduct
Management Skills daily by fmonthly observations and record reviews
engaging/padicipating in her medication on appropriate data collection and
administration 3 times of the 3 times offered a oulcomes being measurable and report on
day = 100% of the time for 12 consecutive these in monthly QIDP notes.
rmonths unti! 10/31/2018. Suppor Activities &

Instructions: (individual # 2) participates/engage The Day Program Monitor/ Clinical Director

in taking scheduled medications three times a
day 100% of the time. Support Instructions: 1.
(Individual # 2) is reminded when it is time to take
her medication. 2. (Individual # 2) is educated on
the reason for taking the medication. 3.
{Individua! # 2) gets a cup/bottle of water for [sic)
to take medication. 4. (Individual # 2) ingests all
medication with water. Frequency: Daily.
Amount: Continually,”

iwill also conduct quarterly observations
iand record reviews for compliance.

Review of the progress notes dated 01/01/19
through 01/15/19 for Individual # 2's Medication : h
Education and Management Skills cutcome failed ! :
to avidence the data collection was documented '
in measurable ferms. |

On 01/16/19 at approximately, 1:30 p.m.an ; |
interview was conducted with OSM (other staff 1- i
member) # 1, QDIP (Qualified Intellectual l
Disabilities Professional). When asked if the data [ oo oo o one e s s H E—
collection for Individual # 2 of medication

education and management was documented in
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. measurable tarms, ASM #2 stated, "No."

Continued Fram page 43

measurable terms, OSM # 1 siated, "l see what
you mean.”

An interview on 01/16/19 at approximately 3:30
p.m. was conducted with ASM (administrative
staff member) # 2, the program manager for
(Name of Group Home), When asked if the data
collection for Individual # 2 of medication
education and management was documented in

The facility's policy “4.1 Individual Service Plan
(ISP}" documented, "4.1.4 Individual Service Plan
(!SP) Development. H. Data Collection: Data
collaction is recorded on all objeclives/desired
outcomes in a format that accurately raprasents
the consumer's progress. Data is iracked,
documenled in measureable terms and analyzed
lo ensure that appropriate objectives/desired
outcomes and interventions/support strategies
are in place for the consumer,

On 01/17/19 at approximalely 9:55 a.m.
{administrative stalf member) #1, the acling
clinical director and ASM # 2, the program
manager, were made aware of made awars of
the above 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 social interactions.
Intellectual disability originates before the age of
18 and may resull from physical causes, such as
autism or cerebral palsy, or from nonphysical

W 252
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causes, such as lack of stimulation and adull
responsiveness. This information was obtained
from the website:
hiips:/freport.nih.gov/nibiactsheets/ViewFactShee
t.aspx?csid=100.

(2) A pattern of eating non-food materials, such
as dirt or paper. This information was cbtained
from the weabsite:
htips.//medlineplus.gov/ency/articie/001538.him.

(3} Epilepsy is a brain disorder in which a person
has repealed seizures over time. Seizures are
episodes of uncontrolied and abnormal firing of
brain celis that may cause changes in attention or
behavior. Generalized tonic-clonic (grand mal)
seizure {involves the entire body, including aura,
rigid muscles, and loss of aleriness). This
information was obtained from the wehsite:
https://medlineplus.gov/encyfarticle/000694.him.

(4) A good way lo decide if your weight is healthy
for your height is to figure out your body mass
index (BMI). You and your health care provider
can use your BMI 1o estimale how much body fat
you have. This information was obtained from
the website:
https:/fmedlineplus.gov/ency/articlef007196.him.

2a. Facility staff tailed 1o document the data
collection of Individual # 3's PCP {Person
Cantered Plan) outcomes were in measurable
!terms,

| Individual # 3 was a 65-year old female, who was
admitted to {Name of Group Home) on 11/23/10.
Diagnoses in the clinical record included but were i
not limited to: profound intellectual disability (1), 4
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PICA (2), seizure disorder (3} and anxiety (4}.

Individual # 3's current PCP dated 08/01/2018
through 07/31/2098 documented, "Desired
Outcome: Outcome # 2: Communication skills.
{(ndividual # 3) uses non-verbal cues to
communicate her wants and needs. She will waik
to a desired location, purposelully vocalize to
indicate specific needs, holding staff's hand and
leading to specific areas/need, stc. [sic] e.g. to
bed or to eat, from Monday to Friday 5 (five) out
of § (tive} 100% of the times, until 7/31/2019.
Suppont Activities & Instructions: (Individual # 3)
uses non-verbal cues 1o communicate her wants
and needs. For instance; 1o go to bed or to eat,
effectively to others from Mondays to Friday using
nonverbal cues PEC (picture exchange system)
chan, etc. at all times of the day (100%)." 1.
{Individuai # 3) is prompted 1o pick up her
communication char/device. 2. {Individual # 3)
points to what she wants on the chart/device. 3.
{Individual # 3) completes one of the above
aclivity by effectively communicating her wants.
4, {Individual # 3) is praised for following
instructions. Frequency: Daily. Amount:
Continually.”

“Desired Ouilcome: Outcome # 3: Community
inclusion. {Individual # 3) chooses to engage in
community inclusion activities such as shopping,
church, parties, community parks elc. tor aboul
30 minutes to 1 {one) hour, 3 (three) out of 4
(four) offered (75%) of the time in one manth until
7/31/2019." Support Activities & [nstructions:
(Individual # 3) chooses to engage in community
activities of her choice with staff supports. 1.
{Individual # 3} is supported by staff who
researches diffarant placas she will like to go
using her PEC (picture exchange communication)
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book. 2. (Individual # 3) prompled to gel ready
for the outing by putting together her needs for
the outing. 3. (Individual # 3) is encouraged to
have meet [sic] new friends and have as much
fun as possible. 4, {Individual # 3's) strength and
weaknesses are documented so as to see how to
better support her next time. Frequency: Weakly.
Amount; 60 minutes.,"

Review of the progress notes dated 01/01/19
through 01/15/19 for Individual # 2's
communication skills outcome failed 10 evidence
the data colleclion was documented in
measurable terms.

Review of the progress notes dated 12/01/18
through 12/31/18 for Individual # 2's community
inclusion ouwtcome failed to evidence the data
collection was documented in measurable terms,

On 01/16N1 9 at approximately, 1:30 p.m.an
interview was conducted with OSM (other staff
member) # 1, QDIP (Gualified Intellectual
Disabilities Professional). When asked if the data
collection for Individual # 2 of medication
education and management and community
inclusion programs were written in measurable
terms, OSM # 1 stated, "l see what you mean.*

An interview on 01/16/19 at approximately 3:30
p.m. was conducted with ASM (administrative
stafl member) # 2, the program manager for
(Name of Group Home}. When asked if the data
callection for Individual # 2 of medication
education and management and community
inclusion programs were writlen in measurable
terms, ASM # 2 stated, "No.*

On 01/1719 at approximately 9:55 a.m.

W 252
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(administrative stalf member) #1, the acting
clinical director and ASM # 2, the program
manager, were made aware of made aware of
the above findings.

No further information was provided prior to exit.

References:

(1) Refers to a group of disorders characterized
by a limited mental capacity and ditticulty with
adaptive behaviors such as managing money,
schedules and routines, or social interactions.
Intellectual disabilily 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 the website:
https:/iwww.report.nih.gov/NIHiactsheets/ViewFa
¢tSheel.aspx?csid=100

{2) A pattern of eating non-food materials, such
as dirt or paper. This information was oblained
from the website:
hitps://medlineplus.gov/ency/article/001538.htm.

{(3) Symptoms of a brain problem. They happen
because of sudden, abnormal electrical activity in
the brain. This information was obtained from the
website;

https:/fwww nim.nih.gov/mediineplus/seizures.ht
mi.

(4) Fear. This information was obtained from the
website!
hitps://www.nim_nih.gov/medlineplus/anxiety.himl
#summary.

2b. Facility staff failed to document the data

W 2582
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collection of Individual # 3's ISP (Iindividual
Service Plan) from (Name of Day Program)
outcomes in measurable terms.

The ISP {Individual Service Flan) for Individual #
3 dated 08/01/2018 through 07/31/201¢
documented, "Desired Outcome: 1, Health and
Safety: (Individual # 3) will exercise daily. 2,
Learning and other pursuits: (Individual # 3)
communicates effectively, 3. Communication and
socialization: (Individual # 3) socializes with her
peers.” Further review of Individuai # 3's ISP
dated 08/01/2018 through 07/31/2019 failed to
avidence documentation of how the ISP
programs were being measured to determine
Individual # 3's progress toward independence of
the skills.

Raview of the progress notes from {Name of Day
Program) dated 01/01/19 through 01/15/19 for
Individual # 2's exercise, communication,
community and sccialization outcomes failed to
evidence the data collection was documented in
measurable terms.

On 01/16/19 at approximalely, 1:30 p.m.an
intetview was conducted with OSM (other staff
member) # 1, QDIP (Qualified Intellectual
Disabilities Professional). When asked if the
data collection of the ISP outcomes of exercise,
communication, community and socialization
from (Name of Day Program) for Individual # 3
were documented in measurable terms, OSM # 1
stated, "l see what you mean.”

An interview on 01/16/18 at approximately 330
p.m. was conductad with ASM (administrative
slalf member) # 2, the program manager for
(Name of Group Home). When asked if the data
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_On 0117/19 at approximately 9:55 a.m.
i {administrative stalf member) #1, the acting

Continued From page 49

collection of the ISP autcomes of exercisa,
communication, community and socializalion
from (Name of Day Program) for individual # 3
were written in measurable terms, ASM # 2
stated, "No."

clinical director and ASM # 2, the program
manager, were rnade awars of made aware of
the abova findings.

No further information was provided prior to exit.
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