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W 000 i INITIAL COMMENT S W 000 :
| | [ ofp/1
A recertification survey was conducted fram i eANE
5/10/2011 through 5/12/2011. A random ’ ;‘ ealth
sampling of two clients was selected from a ! i Depa m Administretion
. population of four individuals with varying degrees Hle:gimn re Faciities Division
| This re-certification was completed utilizing the Weshingten, D.C. '
i fundamental survey process. The findings of this [
 Survey were based on abservations at the group :
: home and two day programs, interview with direct
- care staff and management, and a review of the |
- habilitation and administrative records including 1
the unusual incident reporis.
W 140 483.420(b)(1){i) CLIENT FINANCES W 140 VW40 -
Ongoing

- The facility must establish and maintain a system
: that assures a full and complete accounting of

| clients’ personal funds entrusted to the faiiity on
. behaif of dlients.

I

i-This STANDARD is not met as evidenced by:

' Based on staff interview and record review, the
! facility failed to ensure an accurate accounting of E
“all clients ' funds for one of two sampled dlients.
- [Client #2]

' The finding includes:

| Record review on 5/12/2011 at 3:38 p.m.

i revealed $200.00 was withdrawn from Client #2 °
1§ account on 6/10/2010. Further review revealed
i there were no receipts on file to substantiate what
' this money was spent on.

: Interview with qualified intelleciual disability

. professional 4QIDP) on 5/12/2011 at 3:38 p.m.

Client #2 $200.00 withdrawal was for
spending money for his vacation to Ocean
City, MD from 6/19/10 - 6/26/10. Client #2
receipts for purchases were given to the
Director of Progranl;s at an off.site training

by the staff assigned to Client #2. Director
of Programs verified the purchase receipts
and later misplaced the receipts.

A statement attesting to the misplacement
of the receipts and verification of the items
purchased was written by the Director of
Programs and placed in Clent #2's finance
book,

Program Manager and QODDP, in
canjunction with My Own Place, Inc.'s
accourting department will cortinue to
adhere to the cumept policy of submitting
receipis within 7 days after a vacation and
to balance accounts each month for each
individua! to ens::i accutate and timely
accounting of all clients’ financial records
and to prevent loss pf purchase receipts.

P 2 AN
WBORATO DIREC R'WWU%E REPRESENTATIVE'S SIGNATURE

TITLE

Qo

Tt

her safeguards provide sufficient protectior\fo tht patients. (See instructions.) Excapt for nursing homes, the finding
f corvection is provided. For nursing homes, the above findings and

stated above are disclosable 90 days
ans of carrectdon are disclosabie 14

Ty deficiency staterneat ending with an astériskf') denaies a deficiency which the institution may be excused from correcting providing it is defermired thal
}

llowing the date of survey whether or not a

1ys following the date these documents are made availabie o the facility. If deficiencies are cited, an approved pian

‘ogram participation.

[ correction is requiske to continued
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I
W 140 - Continued From page 1 W 140
: canfirmed the facility did not have any receipts on
t hand for the 6/10/2010 withdrawal. The QIDP
i indicated the receipts were misplaced by staff
" and were unavailable at the time of survey. .
As of the date cf survey, there was np evidence
presented or on file to substantiate the facility : 1
maintained a full and accurate accounting of
" Chent#2 ' s finances as required by this section.
W 159 483.430{a) QUALIFIED MENTAL vV 158 W159 '
{ RETARDATION PROFESSIONAL Client #1 had a custom molded wheeichair | &/30/%1
| to use for distance in the community on | Ongoing
! N . order prior to his move to our facility on
! .Each client's active freatment program must be 4/5/11. QDDP and Director of Nursing have
- integrated, coordinated and monitored by a i been woking |dilgently to dlarify
- qualified mental retardation profe ssional. g ! specifications and funding since his arrival.
: ; : We antidpate that all issues should be
; clarified by the end of June 2011. (n the
This STANDARD is not met as evidenced by: meantime, Client #[ has access to another
Based on observation, interview, and record . wheelchair for community use. The Director
review, the facility failed to ensure that the : ge“eparfgusr:r’:':'ﬁs E‘lﬁ'gﬁf ;‘;3;:’;“’555
qualified intellectual disabilities professibnal : g :
(QDP} coordinated and monitored services, for ; gzg'yz%':’w altemate sources It delivery is
two of the three clients in the sample. (Clients #1
: and #2) i
" The finding includes: ’ |
" The facility's QIDP failed to ensure all clients
- were provided their prescribed adaptive i
' equipment for one of two sampled clients. [See !
| WA43B]
W 388 ; 483.480(k)(1) DRUG ADMINISTRATION W 368
i
| The system for drug administration must assure . W3BE
' that ali drugs are administered in compliance with See response on page 3 of 6
 the physician's orders.

'
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W 368 . Continued From page 2 - W 368
{ This STANDARD is not met as evidenced by: wa3es o 811511
. Based on chservation, staff interview and record To goneure accupate administration of Ongoing
' review, the facility failed to ensure all medications ! ?r;':ngﬂ:"} ;? ‘ ".J. dF'fms' sffective
' were administered as prescribed for cne of two | allebreatians o “Yd. N has informed
sampled clients. [Client #3) . ; : co i medication should be
: | gwen no earlier than 8pm. The Agency
o ; nurse will also train staff inciuding
- The finding includes: medicatlon nurse on  medication
: administration by |06/15/11 and conduct
| [Reference W3sg] periodic spot chegks during medication
| pass to ensure compliance.
- On §/10/2011 at 5:40 p.m., Client #3 received
20mg of Cltalopram (Celexa) for depression.
Record review and interview on 5/11/2011 !
revealed the medical staff failed to ensure this | :
* medication was administered in compliance with | :
 the 5/2011 physician ' s arders. "
W 369 ' 483.460(k}2) DRU_G ADMIN|STRATION I W 369
: |
The systern for drug administration must assure w369
- that all drugs, including those that are i See Response to Wags
i

i self-administered, are administered without error.

“This STANDARD is not met as evidenced by:

- Based on observation, staff interview and record
review, the facility failed to ensure accurate
medicaticn administrations for one of two
sampled clients. [Client #3) |

{ The findings include:

Client #3 received 20mg of Citalopram (Celexa)
. for depression. Interview with the attending nurse
on the same day at approximately 6:01 p.m.
‘revealed ali " bed time " medications should be
- administered Just before the client goes to sleep
- ataround 8:0C p.m. ‘

| Observation on 5/10/2011 at 5:40 p.m. revealed ’

R CM5-2587(02-88) Previous Versions Obsolate Event ID:U21 F11
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i
f
E
{
W 3691 Continued From page 3 [ W 369/

Revnew of Client #1 ' s 5/2011 physician ' s orders | !
on 5§/11/2011 at 10:02 a.m. revealed his ;
prescribed dosage of " Citalopram HBR 20mg |
" Tablet {Celexa)® was written to be administered
St at bedtime. " Further interview with the {
: Ssupervisory registered nurse [SRN) on 5/11/2011
i at 10:20 a.m. confirmed the physician ' s order !
. prescribing the Citalopram to be administered at i
{ bedtime and that it should have been |
f
I

: administered at that time.

Al the time of the survey, there was no evidence .
presentad Or on file io substantiate that the facility ! : i
ensured all medications were administered ; !
~without error. :
W 436 433.470(9)(2) SPACE AND EQUIPMENT i W 438 Wass
i The facility must furnish, maintain in good repair,
| and teach clients to use and to make irformed See response on page 5 of 6
chmces about the use of dentures, eyegiasses,
hearmg and other communicalions alds, braces,
] ! and other devices identfied by the
interdisciplinary team as needed by the client.

. This STANDARD is not met as evidenced by: i
: Based on cbservation, staff inlerview and record :
 review, the facility failed to ensure all clients were

; provided their prescribed adaptive eguipment for
one of two sampled clients. (Client #1) ;

: The findings include; ;
1. Observation on 5/10/201 1 beginning at 8:00

a.m. revealed Client #1 walked with an unsteady
gait and required {he use of a walker and staff

JRM CMS5-2557(02-38) Previcus Versions Obsolate Event 10 U2LF11 Facility 10 093116 If continuation sheet Page 4 ‘6
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: i j
W 438 Continued From page 4 ’ W 436 W436
assistance to get arpund the facility. \' 1. See Response(to W159
. Review of Client #1's physician's orders on | :
- 5M1/2011 at 10:04 3.m. revealed he was | i 2. A mattress alagn system was ordered 55011
: prescribed to receive a " wheelchair for i for Client #1 on 5/12/11and instdlled
! commun’ty out[ngs A on 4’5{201 1_ . I on 5]23/1 1and Staff trained were

trained on it's use on 5/23/11

[}

interview with the facility ' s qualified intellectval ! . )

- disability professional (QIDP) on 511/2011 at | S o ol hopedic. 5/23/71

- 10:37a.m,, revealed the facility has not taken any | evaiuation and fo obtain prescription

: Measures to secure him his own wheelchair. ' for shoes recommended by the

i Accarding to the QIDP, they also have not been podiatrist,

: utilizing a wheelchair on all community outings as !

: prescribed. The QIDP further revealed they only |
use the wheeichair if he is expected fo walk for
long distances. Which at that point, they would
borrow a wheelchair from another facility to

: accammodate the outing.

! | The facility failed to ensure client #1 be provided
! a wheelchair as prescribed to ensure his health

' ! and safety on all community outings.

! The QDDP and RN will review alt 6/20/11

| medical/clinical consults monthly to
ensure prescribed L‘tdaphve equipment is

I available in good repair and properly
utilized. Further the Director of Health
Services will be nofified by the RN when

| issues arize to elevate need. All efforts

! will be documented.

2 Observation on 5/10/2011 beginning at 9:00 !
a m. revealed Client #1 walked with an unsteady !
gait and required the use of awalker and staff
assistance to get around the facllity,

: Recerd review on 5/11/2011 at 10:04 a.m.
. revealed Client #1 ' s 4/10/2011 Physical Therapy
I assessment recommended that * he may alsp
| need either bed railings (e.g. Hospital bed) or
pemaps a mattress with an alarm to alert staff
i when he is gelting out of bed. "

Interwew with the supervisory registered nurse

(SRN) and QIDP on 5/12/2011 at 2:55 p.m.
confirmed na actions to secure a hospital bed or

{

1 .

I |
| H
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W 436 | Continued From page 5 W 436!

. mattress with an alarm has taken place to date.
* In addifion, the QIDP confinmed she was not

aware of the recommendation pricr to the survey.

~ There was no evidence presented or on file at the i
_ time of survey to substantiate that any action had :
been undertaken to secure either the alarmed ;
. mattress or the bedrails for this client.

3. Qbservation on 5/10/2011 beginning at 9:00
a.m., revealed Client #1 walked with an unsteady
gait and required the use of a waiker and staff !
assistance to get around.the fadllity. He was alsa |
- chserved wearing a pair of traditional sneakers
- on both days of survey, ;

- Record review on 5/11/2011 at 1.48 p.m.,

 revealed Client #1° s 3/28/2011 Podiatry
assessment prescribed that he be provided *
Extra depth shoes with laminated insales.

Interview with the supervisory registered nurse

_(SRN) and QIDP on §/12/2011 at 2:57 p.m.,
: revealed no actions have been taken to secure
! the shoes prescribed by the Podiatrist for Client”

. #1 to use. In addition, the QIDP confirmed she

was not aware of the recammendation prior to the

; survey.

f i

. There was also no evidence presented oron file |

. at the time of survey to substantiate that any '
action had been undertaken to secure this
adaptive equipment,

M CMS-Z567(02-98 ) Previous Versions Obsciete
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i 0005 INYTIAL COMMENTS | 600 |
' Are-certification survey was conducted from :
. 9/10/2011 through $/12/2011. A random
" sampling of two residents was selected from a
population of four individuals with varying degrees
of disabilities.
. The findings of this survey were based on
 obzervalions at the group home and two day
‘ programs, interview with direct care staff and
" management, and a review of the habilitation and
¢ administrative records including the unusual :
. incident reports. !
1180 3508.1 ADMINISTRATIVE SUPPORT | 180
1180
Each GHMRP shail provide adeguate i Client #1 had a custom molded wheeichair | ...,
administrative support to efficiently meet the to use for distance In the community on | 5 o4ing
needs of the residents as required by their order prior fo his nove to our facility on
Habilitation plans. 4/5/14. QDDP and Director of Nursing have
| T been working [diligently fto clarify
f o . ] . specifications and funding since his amival,
This Statute Is nm,me'_as e“_”denc‘Ed by: ‘U?de andicipate- t all issues should be
: Based on Dbsgwatnn, interview, and record clarified by the engl of June 2011. In the
| Feview, the facility failed to ensure that the meantime, Client #2 has access lo another
| qualified intellectual disabiliies professional wheelchair for congumty use. The Director
: (QIDP) coordinated and monitored services, for of Health Se s will oversee the
: two of the three residents in the sample. procurement of adaplive equipment and
{Residents #1 and #2) identify altemate sources if delivery is
delayed
: The finding includes: ‘
" [Reference Federal Deficiancy Citation W159] ;
- The facility ' s QIDP failed to ensure all residents j
" were provided their prescribed adaptive :
equipment for one of twe sampled residents. ;
1189 3508.7 ADMINISTRATIVE SUPPORT £189 1189
See response page 2 of 5 :
Each GHMRP shall maintain records of res:dents :
' funds received and disbursed. ,
AN i
zaith Regulali
TTLE X6) DATE
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1 189" Continued From page 1 {189 1189
' This Statute is not met as evidenced by: Client #2 $200.0D withdrawal was for | as/01/11
Based on staff interview and record review, the spending money fcr his vacation to Ocean
facility failed fo ensure an accurate accounting of City, MD from 6/19{10 — 6/26/10. Client#2
. all residents funds for one of two sampled I‘Dt?celitnts ;grp purch sest wereﬂgwer; to the
: : . [rector rograms at an off-site training
; residents. [Resident #2] by the staff assignad to Client#2. Director
; o i of Programs verified the purchase receipts
j The finding includes: and later misplaced the receipts.
- Record review on 5/12/2011 at 3:38 p.m. A statetment attesting to the misplacement
revegled $200.00 was withdrawn from Residen! of the receipts and penfication of the iterns
#2 ' s account bn 6/10/2010. Further review purchased was w en by the Directar of
revealed there were no recelpis on file to EmeamS and placed in Client #2’s finance
substantiale what this money was spent on. QoK.
. Intervneyv with qualified intelleciual disability Cor?,ir:;nﬁmM;?: g ry gg: nggpinc.zg
: professional (QIDP} on 5/12/2011 at 3:389 p.m. accounting department will continue to
' confirmed the facility did not have any receipts on adhere to the current policy of submitting
: hand for the 6/10/2010 withdrawal. The QIDP receipts within 7 days after a vacation and
. indicated the receipts were misplaced by staff fo balance accounts each month for each
. and were unavailable at the time of survey. ; individual to 3"5072 accurate and timely
! accounting of all cl ' financtal records
' As of the date of survey, there was no evidence and fo prevent loss of purchase receipts
. presented or on file to substantiate the facility :
- maintained a full and accurate accounting of
. Resident #2 ' s finances as required by this
; section.
1 203. 3509.3 PERSONNEL POLIGIES 1203 1203
. See response on ppge 3 of 5
Each supervisor shall discuss the contents of job
descriptions with each employee at the beginning
employment and at ieast annually thereafter. :
This Statute is not met as evidenced by: i
Based on record review and staff interview, the !
GHIDP failed to ensure all staff was afforded the |
- opportunity o review their job descriptions on an |
annual basis as required by this section. |
- The finding includes: _1!_
aalth Regulation & Licensing Administration
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1203 Continued From page 2 1203
) 1203
!
: Recard review on 5/12/2011 at approximately All outstanding staff job descriptions will
' 4:30 p.m, revesled there was no valid be signed and pldced in their personnel | 6/15/11
(signed/dated) Job Description review form on file file by 6/15/11
far Staff #4, Saff #6 and Staff#8. interview with QDDP and P M il
the facility's qualified intellectual disability ot alla';taffr?g\:?ea a?";a%?;r“‘“thz?}gg
. profes§10nal (QIDP) on 5/12/2011 at descriptions on an annual basis. = A
_approximalely 4:35 p.m. confirmed that none of systern has been pht in place 1o have staff
. these staff had a valid Job Description review review and sign ir job descriptions
; form on file. The QIDP indicated she would annually as part |of their performance
: contact the main office to see if she could secure eva!uation.Addiﬁopally. quality assurance
' a copy of the documents. monitoring will review a random sample of
personne!l files puarlerly to ensure
The GHIDP failed to ensure all staff had the compliance.
oppartunity to review their job descriptions over
the past licensure year. ' There was no evidence
- on record at the ime of survey 1o substantiate
. that all staff were afforded an opportunity to i
* review their job descriptions as required by this i
' section. ;
I 206 3509.6 PERSONNEL POLICIES 1206 1206
Each employee, prior to emnployment and $ee respanse on page 4 of 5
- @nnually thereafter, shall provide a physician 's
certification that a health inventory has been
performed and that the employee ' s heaith status
waould allow him or her to perform the required
dufies,
~This Statute is not met as evidenced by: .
; Based on staff interview and record review, the i
! group home for persons with intellectual
" disabilities (GHPID) failed to ensure that all staff
" secured an annual health screening to ensure the
~heaith and safely of #ts residents for two of ten i
statf and for two of eight contracted :
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1206+ Continued From page 3 1208 1205
: prf:af;sésnonals. [Staff #4 and #7][Contractors #4 Health Certificate for staff #4¢ was secured
and #6] on 5/13/11 and placed in the file. 6/15/11
: . All other staff h outstanding health Ongoing
The finding includes: certifications will be secured and placed in
files by 6/15/1 1 -
Record review on 5/12/2011 at approximately
4:40 p.m. revealed there was no current health M.O.P. Human Resource Department wilt
certificate on file for Staff #4, #7 and Contractor g"s;gf that all staff secure ?':i‘ﬁ annual
#4 and #8. Interview with the facility ' 5 qualified ealith screening (physician’s certificate) to
L " ensure the health and safety of its
intellectual disabiiity professional (QIDP) on individuals. These certificates will be
i i : firmed T
5/12/2011 at appraximately 4:45 p.m. con maintained in the staff personne! files for
that none Of mese Staﬁ had a Vahd hea]th review. When st that are not
- certificate on file. The QIDP indicated she would in compliance, they will be placed on
+ contact the main office to see if she could secure administrative  lgave  without pay.
. @ copy of the documents. Additionally, quality| assurance monitoring
. will review a random sample of personnel
' There was no evidence on record at the tme of files quarterly to ensure compliance.
+ survey fo substantiate that ail staff had secured a
: current health screening as required by this -
- section,
| 227 | 227 1227 :
: 3510.5(d) STAFF TRAINING Ali staff except two had current CPR and 6/15/11
1 Each fraining program shall include, but not be First g'd 'ﬁ’g}sa Hawever, Ca"dds “’Tire "ot | Ongeing
o, dto the fD”OWi . Copied an £d In .FECOF 5. as5e
: limited to, ng: cards have all been (copied and placed in
; ] . . the staff records. Al staff with
 (d) Emergency procedures including first aid, outstanding CPR arid First Aid certificates
- cardiopulmonary resuscitation (OPR), the will have them secured and placed in files
Heimiich maneuver, disaster plans and fire by 6/15/11
evacuation plans;
p M.Q.P. Training Deparmen!, QDDP and
Program Manager will ensure that all staff
 This Statute is not met as evidenced by: ;;io“gnﬁgg O'?‘;”ﬁté‘r'l iﬁ;_m'l':’l‘:iss eas":,rfgz
" Based on staff interview aljd (ecord review, the staff are not in compliancs, they with be
group home for persons with inteflectual placed on  administrative  leave.
disabiliies (GHIDP) failed to ensure all staff Additionally, quality assurance monitoring
maintained current CPR and First Aid will review a randomIsampre of personnel
cedtifications for six oul of ten staff as required by files quarterly to ensure compliance and
this section. [Staff #d, #5, #8, #7, #8 and #10] copies of completed Eards are in files.
2aith Regulation & ticensing Administration
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1227° Continued From page 4
The findings include:

1. . Record review on 5/12/2011 al approximately
4:50 p.m. revealed there was no cardiopulmonary
resuscitation (CPR) certificates on file for Staff
#4, #5, #6, 57, #8 and #10.

. 2. Record review on 5/12/2011 at approximately

1227

- 5125 p.m. revealed there was no first aid

: certificate on fiie for Staff #6, #7 and #8.

I Interview with the facility's qualified inteliectual

i disability professional (UDP) on 5/12/2011 at

! approximately 5:30 p.m. confirmed that none of

" these staff had either a valid CPR or First Aid

~ certificate on file. The QIDP indicated she would
cantact the main office o see if she could secure
a copy of these documents.

L
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