ARKANSAS Division of Medical Services
DEPARTMENT OF

Office of Long Term Care

W HUMAN P.O. Box 8059 slot S-404 - Little Rock, AR 72203-8059
N

Ph 501-682-8430 - Fax: 501-682-6159 - TDD: 501-682-6789

SERWCES https://www.medicaid.state.ar.us/InternetSolution/General/units/oltc/index.aspx

CERTIFIED MAIL # 7006 3450 0003 0912 5997
January 28, 2008

Calvin Price, Administrator

Conway Human Development Center
150 East Siebenmorgan Rd

Conway, AR 72032

IMPORTANT NOTICE - PLEASE READ CAREFULLY
Dear Mr. Price:

On January 17, 2008, the Office of Long Term Care conducted a complaint survey to determine
if your facility was in compliance with Federal requirements for Intermediate Care/Mental
Retardation facilities participating in the Medicaid program. The facility failed to meet the
Condition of Participation for Client Protections. Specifically, the facility was not in compliance
with the following requirements:

42CFR 483.420 Client Protections
42CFR 483.420(a)(5) Protection of Client Rights
42CFR 483.430(a) Qualified Mental Retardation Professional

42CFR 483.430(e)(1) Staff Training Program

The CMS 2567L “Statement of Deficiencies and Plan of Correction” with all deficiencies
identified during the complaint survey on January 17, 2008 is enclosed.

Remedies
Based on the deficiencies cited, we are recommending to the State Medicaid Agency (SMA) the
immediate imposition of the following remedies:

Termination of the provider agreement effective April 16, 2008 if substantial compliance is
not achieved by that date.

Plan of Correction

A Plan of Correction (PoC) for the cited deficiencies must be completed and a completion date
for each deficiency cited must be included. It is imperative that an acceptable plan of
correction be received by this oftice by February 7, 2008 to ensure a revisit can be
conducted within 45 calendar days of the survey. Termination will take place on April 16, 2008
if compliance is not achieved. A revisit will be authorized after an acceptable PoC is received.
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The PoC must be faxed 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;

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
deficiency 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
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Appeal Rights
To appeal a sanction regarding licensure and certification, you or your legal counsel must make a
written request to:

Director
Arkansas Department of Health and Human Services
P.O. Box 1437, Slot 210
Little Rock, AR 72203-1437

Pursuant to Appendix A of the Long Term Care Provider Manual, the Chairman must receive the
request within sixty (60) days of receipt of this letter. The request must state the basis for the
appeal with supporting documentation attached.

All references to regulatory requirements contained in this letter are found in Title 42, Code of
Federal Regulations.

If you have any questions, please contact Sandra Broughton, Reviewer or myself at (501) 682-
8430.

Sincerely,

A

/'i ' %/
/

)l
J u‘dgf Johnstotr; Nursing Services Administrator
Office of Long Term Care
Survey & Certification Section

cc:  Ombudsman
DRC
DDS
file
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W 000 INITIAL COMMENTS

| A complaint survey was conducted from 1/9/08
' through 1/17/08.

; Complaint #13214, substantiated (all or in part)
with deficiencies cited at W122, W127, W159,
“and W189.
W 122 483.420 CLIENT PROTECTIONS

i The facility must ensure that specific client
protections requirements are met.

i This CONDITION is not met as evidenced by:
' these findings.
Based on observation, record review and

interview, the facility failed to meet the Condition
of Participation at Client Protections by not

choking on food. The findings are:

- 1. The facility failed to provide adequate

- protective supervision, which resulted in a

" choking on food incident which resulted in Ciient
#1's death. Refer to W127

2. The facility failed to ensure the Qualified

. modified Client #1's active treatment program.
. Refer to W159

: 3. The facility failed to ensure adequate training
| was provided to staff in order to meet client
eeds. Refer to W189.
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. Complaint #13214, substantiated (all or in part) in

providing adequate supervision to prevent access |
to foods resulting in the death of Client #1 due to

- Mental Retardation Professional coordinated and
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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 disciosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans 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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w 127\1 Continued From page 1
RIGHTS

| The facility must ensure the rights of all clients.

. Therefore, the facility must ensure that clients are

. not subjected to physical, verbal, sexual or
, psychological abuse or punishment.

This STANDARD is not met as evidenced by:
Complaint #13214, substantiated (all or in part) in
' these findings.

Based on observation, record review and
interview, the facility failed to ensure adequate
supervision was provided to prevent access to
' foods for 1 of 1 (Client #1) sampled client
resulting in the death of Client #1 who had a
history of choking on food. The findings are:

Client #1 had diagnoses of Profound Mental
- Retardation, Microcephaly, Seizure Disorder,
. Diabetes Mellitus Type I, History of PICA,
. Schizoaffective Disorder, and Mild Mitral
' Regurgitation.

'a. The Individual Program Plan (IPP) dated
1 5/8/07 documented the following:

1) Under Nutrition, "...Client #1 receives a diced
(cut into one half inch pieces) 1500 Calorie Diet.
She receives no peanut butter due to a choking
episode (9/06)... To reduce chances of

I aspiration, Thick-It is added to liquids making it

honey consistency... If she wakes at night, she is -

. offered V2 half meat sandwich and 8 ounces of
skim milk."

2) Under Dysphagia Assessment Summary,
"Client #1 received a Dysphagia Disorder

[
!
|

W 127
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F

' Screening on 02-27-07 during lunch. Client #1
was served a diced because she will eat rapidly,
stuffing her mouth and not thoroughly masticating !
the tougher foods before swallowing."

' b. A Behavior Incident Report (BIR) dated 9/7/07 !
at 3:55 am., documented, "[Client #1] went into
the refrigerator and bit off a chunk of butter during :
the night."

. ¢. Physicians orders dated 10/15/07, ;
. documented a diet of No Concentrated Sweets, |
- No Peanut Butter, Diced, 1500 Calorie Controlled, |
" add 1 rounded tablespoon of Thick-It to 8 ounces
- of liquid to honey consistency, may have % meat

- and 8 ounces of skim milk if she wakes at night.

d. ABIR dated 11/13/07 at 4:30 a.m. |
documented, "Resident went into the kitchen and |
got into the B'Day (birthday) cake that was on top '
of the microwave. Staff saw resident coming out
of the kitchen eating the cake."

\
. €. The DHHS (Department of Health and Human -
Services) Incident Report written on 1/8/08
. documented, "On 1/6/08, at approximately 11:30
i p.m., Staff #1 and 2, LST staff in 14 Cypress, 1
went to a bedroom to begin their routine bedroom |
checks. There were a few clients who had fallen
; asleep in the dayroom, one of who was [Client
i #1], who had fallen asleep on the couch. At
approximately 11:35 p.m., Staff #1 went back to
the dayroom to check on the clients in there and
discovered that Client #1 was no longer on the
. couch. Staff #1 noticed the door to the kitchen
was open and when she went into the kitchen,
. found [Client #1] on the floor with her protective
. helmet on and her mouth was full of bologna.
(The surveyor observed the dayroom to be

W1271
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W 127

- CPR (Cardiopulmonary Resuscitation). CHDC

- (Conway Human Development Center) nurses
. responded immediately, along with an ambulance
I and EMT's (Emergency Medical Technicians) ‘

- admitted to the hospital.”

! cleared. [Client #1] was transported to the

Continued From page 3

adjacent to the living unit kitchen). Staff #1 yelled |
for assistance, immediately began to clear ‘
(sweep) the bologna that was in [Client #1's]
mouth out of her mouth and began to try to do

who worked with [Client #1] to get her airway

[emergency room)] for treatment and was

The IRIS - Administrative Review dated 1/14/08
documented, "[Client #1] was placed on a

- ventilator after her arrival at [local hospital] on !

" the kitchen. She stated it was not unusual for
. Client #1 and other clients to sleep in the

_any new directions or training, as a result of this

1-7-08... At approximately 2:00 p.m. on 01-12-08, -
after discussion with [Client #1's] physician ‘
[name], [Client #1's] family decided to discontinue
use of the ventilator. On 01-12-08 at ?
approximately 3:45 p.m. [Client #1] expired.

Cause of death was Respiratory Failure,
circumstances were aspiration pneumonia.”

f. On 1/8/08 at 4:35 p.m., Staff #3 stated she was
unaware of Client #1 previously taking food from

dayroom at times during the night, but it was not a
frequent event for Client #1. She stated Client #1
was not on any type of enhanced supervision and
they, the living unit staff, had not been provided

incident, and no training was previously provided
related to Client #1 taking food.

g. On 1/9/08 at 1:45 p.m., Staff #4 stated the
facility does not document when Client #1

. received the ¥z meat and skim milk and on the

i
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W 127 Continued From page 4
: night of 1/6/08 Staff members #1 and #2 stated
' Client #1 did not receive this snack.

W 159 483.430(a) QUALIFIED MENTAL
. RETARDATION PROFESSIONAL

|
. Each client's active treatment program must be

integrated, coordinated and monitored by a
; qualified mental retardation professional.

| This STANDARD is not met as evidenced by:

these findings.

Based on observation, record review and

i Mental retardation Professional (QMRP)
monitored and modified the program plan to
prevent the eating of food without staff
supervision for 1 (Client #1) of 1 (Client #1)
sampled client who had a history of choking on

. The client choked on bologna and subsequently
expired in the hospital. The findings are:

Client #1 had diagnoses of Profound Mental
| Retardation, Microcephaly, Seizure Disorder,
- Diabetes Mellitus Type |l, History of PICA,

. Schizoaffective Disorder, and Mild Mitral

- Regurgitation.

j a. The individual Program Plan (IPP) dated
- 5/8/07 documented the following:

i 1) Under Nutrition, "...Client #1 receives a diced
| (cutinto one half inch pieces) 1500 Calorie Diet.
| She receives no peanut butter due to a choking

episode (9/08)... To reduce chances of

| aspiration, Thick-It is added to liquids making it

Complaint #13214, substantiated (all or in part) in |

' food and obtaining food without staff supervision.

| interview, the facility failed to ensure the Qualified |

|
|
|

W 127

W 159
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honey consistency... If she wakes at night, she is
offered ¥ half meat sandwich and 8 ounces of
skim milk."

2) Under Dysphagia Assessment Summary,
"Client #1 received a Dysphagia Disorder
. Screening on 02-27-07 during lunch. Client #1 |
- was served a diced because she will eat rapidly, |
. stuffing her mouth and not thoroughly masticating
- the tougher foods before swallowing."

b. A Behavior Incident Report (BIR) dated 9/7/07
at 3:55 a.m., documented, "[Client #1] went into
the refrigerator and bit off a chunk of butter during
. the night."

- ¢. Physicians orders dated 10/15/07,

i documented a diet of No Concentrated Sweets,
No Peanut Butter, Diced, 1500 Calorie Controlled,
add 1 rounded tablespoon of Thick-1t to 8 ounces
of liquid to honey consistency, may have ¥ meat
and 8 ounces of skim milk if she wakes at night.

d. ABIR dated 11/13/07 at 4:30 a.m. :
documented, "Resident went into the kitchen and
i got into the B'Day (birthday) cake that was on top :
- of the microwave. Staff saw resident coming out
. of the kitchen eating the cake."

e. The DHHS (Department of Health and Human \

+ Services) Incident Report written on 1/8/08 !

i documented, "On 1/6/08, at approximately 11:30

i p.m., Staff #1 and 2, LST staff in 14 Cypress,

. went to a bedroom to begin their routine bedroom

' checks. There were a few clients who had fallen

' asleep in the dayroom, one of who was [Client

- #1], who had fallen asleep on the couch. At
approximately 11:35 p.m., Staff #1 went back to
the dayroom to check on the clients in there and

W 159
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" The IRIS - Administrative Review dated 1/14/08

“documented, "[Client #1] was placed on a
ventilator after her arrival at [local hospital] on |

i 1-7-08... At approximately 2:00 p.m. on 01-12-08, |

: after discussion with [Client #1's] physician |

. [name], [Client #1's] family decided to discontinue ‘

- use of the ventilator. On 01-12-08 at

. approximately 3:45 p.m. [Client #1] expired.

: Cause of death was Respiratory Failure,

_circumstances were aspiration pneumonia."

W 159 ' Continued From page 6 5

" discovered that Client #1 was no longer on the

- couch. Staff #1 noticed the door to the kitchen ‘

' was open and when she went into the kitchen, |
found [Client #1] on the floor with her protective |

i helmet on and her mouth was fuli of bologna.

. (The surveyor observed the dayroom to be

adjacent to the living unit kitchen). Staff #1 yel!ed

for assistance, immediately began to clear

(sweep) the bologna that was in [Client #1's)]

. mouth out of her mouth and began to try to do

' CPR (Cardiopulmonary Resuscitation). CHDC
(Conway Human Development Center) nurses

- responded immediately, along with an ambulance |

and EMT's (Emergency Medical Technicians)

who worked with [Client #1] to get her airway

cleared. [Client #1] was transported to the

[emergency room] for treatment and was

; admitted to the hospital."

- f. On 1/8/08 at 4:35 p.m., Staff #3 stated she was
. unaware of Client #1 previously taking food from |
the kitchen. She stated it was not unusual for |
+ Client #1 and other clients to sleep in the
dayroom at times during the night, but it was not a:
frequent event for Client #1. She stated Client #1 |
- was not on any type of enhanced supervision and |
- they, the living unit staff, had not been provided |
" any new directions or training, as a resuit of this

RN
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