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Certified Mail #7006 3450 0003 0912 6444
March 26, 2008

Margaret Green, Administrator
Arkadelphia Human Development Center
P.0.Box 70

Arkadelphia, AR 71923

Dear Ms. Green:

On March 17, 1008, a recertification survey in conjunction with a complaint survey was
conducted at your facility by the Office of Long Term Care to determine if your facility was in
compliance with Federal requirements for ICF/MRs participating in the Medicaid (Title XIX)
Program. This survey found that your facility had deficiencies requiring correction/substantial
correction prior to a revisit as specified in the attached CMS-2567L.

Plan of Correction

A Plan of Correction (PoC) must be completed for the cited deficiencies with a completion date
for each deficiency cited. A revisit will be authorized after an acceptable PoC is received. The
POC must be submitted by April 5. 2008 to:

Sandra Broughton, Reviewer
OLTC Survey & Certification Section
P.O. Box 8059, Slot 404
Little Rock, AR 72203-8059
Telephone (501) 682-8430 Fax (501) 682-6159

Your Plan of Correction must also include the following:

a. How the corrective action will be accomplished for individuals found to have been affected by
the deficient practice;

b. How the facility will identify other individuals who have the potential to be affected by the
same deficient practice, and how the facility will act to protect individuals in similar situations;

c. What measures will be put into place or systemic changes made to ensure that the deficient

practice will not recur;
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d. How the facility will monitor its corrective actions/performance to ensure that the deficient

practice is being corrected and will not recur, i.e. what program will be put into place to monitor
the continued effectiveness of the systemic change to ensure that solutions are permanent; and

e. When corrective action must be accomplished.

Informal Dispute Resolution

In accordance with 42 CFR § 488.331, you have one opportunity to question deficiencies through
an informal dispute resolution (IDR) process. To obtain an IDR, you must send your written
request to Health Facility Services, Arkansas Department of Health within ten (10) calendar days
from receipt of the Statement of Deficiencies. The request must state the specific deficiencies
the facility wishes to challenge. The request should also state whether the facility wants the IDR
to be performed by a telephone conference call, record review, or a face-to-face meeting.

An incomplete informal dispute resolution procedure will not delay the effective date of any
enforcement action. Informal dispute resolution in no way is to be construed as a formal
evidentiary hearing. It is an informal administrative process to discuss the findings.

Please submit your request via fax to:

Connie Melton, Section Chief
Health Facility Services
Arkansas Department of Health
5800 West 10™ Street, Suite 400
Little Rock, AR 72204
(501) 661-2201
Fax (501) 661-2165

If you have any questions, please call Sandra Broughton, Program Manager at (501) 682-8430.

ursing Services Administrator
Office of Long Term Care
Survey & Certification Section

cc:  Ombudsman
DRC
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INITIAL COMMENTS

A Fundamental survey was conducted between
3/3/08 and 3/17/08.

Complaint #13374, unsubstantiated.
483.410(a)(1) GOVERNING BODY

The governing body must exercise general policy,
budget, and operating direction over the facility.

This STANDARD is not met as evidenced by:
Based on observations, the facility failed to
ensure interior and exterior doors were properly
maintained for 1 (Client #9) of 13 case mix clients
(Client#1 - 13). The findings are:

On 3/7/08 at 3:35 p.m., at 289 Pine, there was a

: 3/4 inch crack along the bottom of the exterior

door in Client #9's room and the veneer on the
interior door was loose and wouldn't open or
close completely.

483.420(a)(2) PROTECTION OF CLIENTS
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 is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure there was a signed informed
consent for the use of psychotropic medications

W 000
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pians of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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for 1 (Client #10) of 5 (Clients #1, #2, #5, #7 and
#10) sampled clients who received psychotropic
medications. The findings are:

Client #10 had diagnoses of Profound Mental
Retardation and Seizure Disorder.

a. Monthly recapitulated orders dated 11/01/06,
2/1/07, 5/1/07, 8/1/07, 11/1/07 and 2/1/08
documented a physician order dated 6/11/02 for
Celexa 20 mg (milligrams) take 1/2 tab (tablet) po
(by mouth) q (every) AM (morning) for two weeks
and then 1 tab po g AM.

b. A physician's progress note dated 6/11/02 at
3:30 p.m. documented, "Celexa is to be used to
adjust the wake-sleep cycle, seizures occur at
night."

d. The 60th edition of the Physician's Desk
Reference obtained from the nurses station
documented, "Celexa (Citalopram hydrobromidal)
use for seizures... Although anticonvulsant effects
of citalopram have been observed in animal
studies, Celexa has not been systematically
evaluated in patients with a seizure disorder. Like
other antidepressants, Celexa should be
introduced with care in patients with a history of
seizure disorder."

e. On 3/6/08 at 1:45 p.m., the Acting Support
Director for the Department of Nursing stated,

' "The Celexa was ordered to help her sleep more
| so she won't have as many seizures."

f. On 3/6/08 at 10:45 a.m., the QMRP (Qualified
Mental Retardation Professional) stated, "We
didn't even recognize Celexa as a psychotropic
medication."
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g. As of 3/6/08, there was no documentation in
the master record of a signed informed consent
for the administration of Citalopram (Ceiexa).

W 262 | 483.440(f)(3)(i) PROGRAM MONITORING & W 262
CHANGE

| The committee should review, approve, and
monitor individual programs designed to manage
inappropriate behavior and other programs that,
in the opinion of the committee, involve risks to
client protection and rights.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the Specially Constituted
Committee reviewed, approved and monitored

! the Individual Program Plan or Behavior

| Intervention Plan for the use of Psychotropic drug
for 1 (Client #10) of 5 (Clients #1, #2, #5, #7 and
#10) sampled clients who received psychotropic
medications. The findings are:

Client #10 had diagnoses of Profound Mental
Retardation and seizure disorder.

a. Monthly recapitulated orders dated 11/01/086,
2/1/07, 5/1/07, 8/1/07, 11/1/07 and 2/1/08
documented a physician order dated 6/11/02 for
Celexa 20 mg (milligrams) take 1/2 tab (tablet) po
(by mouth) g (every) AM (morning) for two weeks
and then 1 tab po g AM.

b. A physician's progress note dated 6/11/02 at
3:30 p.m. documented, "Celexa is o be used to
adjust the wake-sleep cycle, seizures occur at
night."
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| minor) or legal guardian.

This STANDARD is not met as evidenced by:

| failed to ensure the Specially Constituted
Committee obtained a signed informed consent

Continued From page 3

c. The Individual Program Plan (IPP) dated
10/9/07 documented, "My Behavior Intervention
Plan is reviewed by the Human Rights
Committee. In the event any other restrictions

reasons, my Interdisciplinary Team and the
Human Rights Committee would review such
proposals prior to the implementation of any
restrictions."

d. The "Behavior Intervention Plan" dated
reviewed/continued by the IDT on 10/9/07
documented, "Psychotropic Medication: None."

e. On 3/6/08 at 10:45 a.m., the QMRP (Qualified
Mental Retardation Professional) stated, "We
didn't even recognize Celexa as a psychotropic
medication. There is no documentation of
quarterly reviews by [Psychiatrist]."

f. Review of the Human Rights Committee
Meeting Minutes for the time period of 11/06 thru
2/08 did not document that the IPP or Behavior
Intervention Plan was reviewed, approved or
monitored in reference to the use of Celexa.
483.440(f)(3)(ii) PROGRAM MONITORING &
CHANGE

The committee should insure that these programs
are conducted only with the written informed
consent of the client, parents (if the client is a

Based on record review and interview, the facility

for the use of a psychotropic medication for 1
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(Client #10) of 5 (Clients #1, #2, #5, #7 and #10)
sampled clients who received psychotropic
medications. The findings are:

Client #10 had diagnoses of Profound Mental
Retardation and seizure disorder.

a. Monthly recapitulated orders dated 11/01/086,
2/1/07, 5/1/07, 8/1/07, 11/1/07 and 2/1/08
documented a physician order dated 6/11/02 for
Celexa 20 mgq (milligrams) take 1/2 tab (tablet) po
(by mouth) g (every) AM (morning) for two weeks
and then 1 tab po q AM.

b. A physician's progress note dated 6/11/02 at
3:30 p.m. documented, "Celexa is to be used to
adjust the wake-sleep cycle, seizures occur at

| ¢. The Individual Program Plan (IPP) dated
10/9/07 documented, "My Behavior Intervention

Committee. In the event any other restrictions
needed to be imposed for therapeutic or other
reasons, my Interdisciplinary Team and the
Human Rights Committee would review such
proposals prior to the implementation of any

d. The "Behavior Intervention Pian" dated
documented, "Psychotropic Medication: None."
e. On 3/6/08 at 10:45 a.m., the QMRP (Qualified

Mental Retardation Professional) stated, "We
didn't even recognize Celexa as a psychotropic

f. Review of the Human Rights Committee

the Human Rights

by the IDT on 10/9/07

W 263!
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' Meeting Minutes for the time period of 11/06 thru

Continued From page §

2/08 did not document that a sighed informed
consent was obtained prior to the use of Celexa.
483.450(e)(2) DRUG USAGE

I Drugs used for control of inappropriate behavior
, must be used only as an integral part of the

client's individual program plan that is directed
specifically towards the reduction of and eventual
elimination of the behaviors for which the drugs
are employed.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the Individual Program Plan or
the Behavioral intervention Plan contained

- specific criteria for reduction or elimination of

Celexa for 1 (Client #10) client of 5 (Clients #1,
#2, #5, #7 and #10) sampled clients who were on
psychotropic medications. The findings are:

Client #10 had diagnoses of Profound Mental
Retardation and seizure disorder.

a. Monthly recapitulated orders dated 11/01/06,
2/1/07, 5/1/07, 8/1/07, 11/1/07 and 2/1/08
documented a physician order dated 6/11/02 for
Celexa 20 mg (milligrams) take 1/2 tab (tablet) po
(by mouth) g (every) AM (morning) for two weeks
and then 1 tab po q AM.

b. A physician's progress note dated 6/11/02 at
3:30 p.m. documented, "Celexa is to be used to
ﬁﬁNﬁ( fhe wale-sieep cyale, Seizures aocur at
night."

E ¢. The Individual Program Plan (IPP) dated
{ 10/9/07 did not document the reduction of and

W 263

W 312
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possible elimination of the use of Celexa.

d. The "Behavior Intervention Plan" dated
reviewed/continued by the IDT on 10/9/07
documented, "Psychotropic Medication: None".
There was no documentation of criteria for the
eventual elimination or reduction of the use
Celexa.

e. On 3/6/08 at 10:45 a.m., the QMRP (Qualified
Mental Retardation Professional) stated, "We
didn't even recognize Celexa as a psychotropic
medication."

483.450(e)(4)(i) DRUG USAGE

Drugs used for control of inappropriate behavior
must be monitored closely in conjunction with the
physician and the drug regimen review
requirement at §483.460()).

,This STANDARD is not met 28 evidenced by
Based on record review and interview, the facility
failed to ensure the administration of Celexa was

| monitored closely by a psychiatrist or physician

| for 1 client (Client #10) of 5 (Clients #1, #2, #5, #7
and #10) sampled clients who received
psychotropic medications. The findings are:

Client #10 had diagnoses of Profound Mental
Retardation and seizure disorder.

a. Monthly recapitulated orders dated 11/01/06,
2/1/07, 5/1/07, 8/1/07, 11/1/07 and 2/1/08
documented a physician order dated 6/11/02 for
Celexa 20 mg (milligrams) take 1/2 tab (tablet) po
(by mouth) g (every) AM (morning) for two weeks
and then 1 tab po g AM.

W 312

W 314
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b. A physician's progress note dated 6/11/02 at
3:30 p.m. documented, "Celexa is to be used to
adjust the wake-sleep cycle, seizures occur at
night."

¢. As of 3/6/08, there was no documentation in
the master record of assessments by a physician
for monitoring the use of Celexa.

d. On 3/6/08 at 10:45 a.m., the QMRP (Qualified
Mental Retardation Professional) stated, "We
didn't even recognize Celexa as a psychotropic
medication. There is no documentation of
quarterly reviews by [Psychiatrist].”

W 316 | 483.450(e)(4)(ii) DRUG USAGE W 316

Drugs used for controi of inappropriate behavior
must be gradually withdrawn at least annually.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that Celexa was considered for
reduction at least annually for 1 (Client #10) of 5
(Clients #1, #2, #5, #7 and #10) sampled clients
who received psychotropic medications. The
findings are:

Client #10 had diagnoses of Profound Mental
Retardation and seizure disorder.

a. Monthly recapitulated orders dated 11/01/06,
2/1/07, 5/1/07, 8/1/07, 11/1/07 and 2/1/08
documented a physician order dated 6/11/02 for
Celexa 20 mg (milligrams) take 1/2 tab (tablet) po
(by mouth) g (every) AM (morning) for two weeks
and then 1 tab po g AM.

|
I
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