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A recetification survey was conducted from June ! ad/‘d g} #’I
22, 2071 through June 23. 2011, utilizing (he of
. - fundamzntal survey process, A random sample MWBMM&M
- _of three clients was selected from a population of mmm Division
' zax m?lez-s with profound level of intellectual 809 North Capltol 5t, N.E
isabilit es, DC 002
" The fincings of the survey were based on
observations at the group home, one day
pregram, intarviews staff and the review of clinical W194

and administrative records, including incident
: , reports,
W 194 483.430'e){4) STAFF TRAINING PROGRAM .

" Staff must be able to demonstrate the skilis and

technigues necessary to implement the individugl -

program plans for each client for wham they are
responsinle.

This STANDARD is not met as evidenced by:
Based o1 obsérvations, interviews and record
verificaticin, the facilily failed to ensure staff
. demonstrated competency in implementing
clients” active treatment programs as written, for
one of tha three clients in the sample, (Client #2)

The findirg includes:

" On June 22, 2011, at 3:59 p.m., a direct support
pfofessional (DSP) was observed putting a splint
on Client #2's left hand and fingers. Minutas (ater

" the DSP Indicated that the splint was used 1o
loosen the: client's fingers and he should wear it

forone heur each day. At 5:00 p.m._ the DSP

‘ removed :Zlient #2's left hand spiint.

2.

This Standard will be met as ‘
evidenced by: v
W 194 Ml
Review of record indicated that all DSP
were trained on client #2's wearing of
his hand Splint on 2/15/11
A refresher training was completed by
QIDP on 7/12 11.
QIDP will follow up with waining to
reinforee the appropriate use of
adaptive assistive device, QIDP will
periodically monitor program
implementation to ensure compliance
with the use of #2's adaptive assistive
equipment; Such actions will be
documented in the QMRP notes,
In addition, all other Individuals
including Client#2 adaptive equipment .
will be monitored by QDDF and RD
for the home. All concerns will be
communiceted o the DRS and
Adaptive Equipment Coordinator

WRATORY QIRECTORS O

FROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE %) DAYE:
jﬂ- Dl'f(C:(-u/ of stié&t.‘gL&vrcu 6/<!”

enl ending with an asterisk (°) denates 2 deficiericy which. the insfitution may be excused from correcting providing it is adigrmined that
uards provide sifficien] prolection to the patiems. (See instructions.) Except for nursihg homes, the findings stated above are disclosable- 80 deys

wirig the date of survey whether ar not a plan of comection is provided. For nussing homes, the above findings and plans of correction are disclosable 14
3 fojfowing the date thetie documents are mage avaiiable to the facifity. If deficlencles are cited, an approved plan of correction is requisiic to continued

irdm participation,
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W 194 Continued From page 1 W 194
Record review on June 23, 2011, at 3:55 p.m.,
revealgd that Client #2 had a program ob]ectfve
which sialed "<clien!'s name> wiil lolerate the
splint waaring scheduled as specified below:
Wedne:day 6-8 p.m., Saturday 10am. - 12 p.m.,
and Surday 10am, - 12 p.m"
Intervievs with the qualified Intefiectual disabiliies
professionat (QIDP) on June 23, 2611, at4:10
_ p.m., revesled that Ciient #2's schedule should be
adhered to mentioned above, She further noted
that the staff failed o implement the scheduled as
written, W42 712 ”
W 242 483.440ic)B)iil) INDIVIDUAL PROGRAM PLAN W 242 This Standard will be met as ' ' ’

The individual program plan must include, for

- those ciiants who lack them, training in personal

skills essential for privacy and independence
(including, but not limited o, tailet traiping,
personal hygiene, denial hygnene seif-feeding,
bathing, dressing, grooming, and co/nmunication
of basic "eeds). unil it has been dempnstrated
that the client is developmentally mcapabie of
acquiring them

This STANDARD is not mel as evidenced by:

. Based on observation, interview and cecord
! review, the fagility failed to develop and

implemert a sel-feeding training objective, for
ane of the: three clients in the sample. (Clhent #3)

The finding includes:

On June 22, 2011, beginning at 12:51 p.m.. @
direct support staff was observed sooen feeding
Client #3 nis lunch. The spoon had a built.up
handle. 4t 1:01 p.m., the Residental Director,

evidenced by:

The QIDP previded refresher training
to all staff on 7/12.11.

The Speech Pathologtst will provide
additional training lo ensure staffs
follow up with fecding guidelines as
written and if warranted, speech

. pathologist will medify current

mealtime protocol to clearly desciibe
the degree of feeding support needed
for client #3 during mealtime.

As previously mentioned, the QDDP
will provide routine monitoring of
meals to compliance with meaitime
protocol as written.

The Speech Pathologist modified the
meallime protocol for cliemt#3
Training has been completed by Speech
Pathologist.
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steppec in and continuad feeding the client his
tunch wth the same spoon. At no time was staff
observed placing the spoon in Client #3's hand or
otherwise encouraging him to, participate in the
spoonirng (salf-feeding) process, Al 10:34a.m.,
the dayrime nurse was observed spoon feeding
him pucding for a marning snack with a plastic
spoon. Later lhat evening, beginning st 5:24
p.m., a lirect support staFf person was gbserved
providing Client #3 hand aver hand assistance
throughnut his dinner meal, ysing the adaptive
spoon with the built-lip handle. The cliert
accepted the hand sver hand assistance
throughout the mesl.

On June 23, 2011, 2t 4:20 p.m., review of Clignt

. #3's Individual Support Plan (ISP) dated Qctober

12, 2010, verified that the cllent was prescribed a

. built-up handled coated teaspoon. The ISP,
however did not describe the naturz or degree of
support that staff was to provide with using the
spoon. it 4:24 p.m., review of the cliznt's

- Meattime Protocol, dated June 20, 2011, revealad
the following: "bulit-up handle coated spoon (use
soft foam tubing to build up handle) .. Assisted by
staff .., Allow % to 1 teaspoon or less per serving.

. Allow him to swailow before presenting another

" spoonfuyl,” The protocol did not pravide further
instructions ragarding the assistance that staff
was to provide during a meal.

On June 23, 2011, gt 4:25 p.m., inte view with the
’ qualified ntellectual disabilities professiona
(QIDP) revealed that stal was expected to
provide hiand over hand assistance: "everybody is
supposed to be participsting.” She further stated
- that staff would spoon feed him if he were to
« refuse to =at with hand over hane assisfance, to

I CMS-2567(02-88] Prew aws Versions Obsolele Event ID 4JOR11 Facility iD: 09G1724
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- ensure adequate nuintional inlake, Upnn

examiring Clignt #3's ISP and Mealtime Prolocol,
the QIDP acknowledged that his training and

- Suppor needs for self-feeding were not

addressed,
483.440d)(1) PROGRAM IMPLEMENTATION

As soor gs the inlerdizciplinary team has
formulaed a client's individual program plan,

. each cliznt must receive a continuous active
freatme 1t program consisting pf naeded

interver {ipns and services in sufficient number
and Irequency to support the achievement of the

‘objectivas identifledi in lHe individual program

plan.

This ST/ANDARD s not met as evidenced by:

. Based cnobservatior, slaff interview and recorg -
“verification, the facifity's staff failed ‘o ensure that

clienis' aslive treaiment was implementad as
written, far one of |he three clients ia e sample,
(Client #2)

The finding include:s:

| {Cross-refer to W194] On June 22, 2011,

observations and inferviews revealed that staff
applied Clien{ #2's left hand splint for only one

“hour. Review of his pragram, however revesied

that he was to wesar the splint for two hours.
483.460( (2) DRUG STORAGE AND
RECORDKEEPING

The facility must keep all drugs and biologicals
locked ex:ept when being prepared for

"administration,

W 242

W 249

=
ra)

N

g i

w249
This Standard wilt be met as

evidenced by:

Cross reference W194
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This STANDARD is not met as evidencad by:
. Basec on abservation and interview. the facility
. failed 13 ensure that medications were supervised
e at all trnes during medicatipn administration, for
- three ¢f the three clients residing the facility.
{Client: #3. #4 and #6)

" The finding includes: -

- On Jun2 22. 2011, at 3:30 p.m., the ficensed

. precticel nursae (LPN) unlacked and opened the
medicalion closet, removed several bubble packs.
of megi:zation, placed the medications onto a

' rolfing cart, and walked into the kitchen. While in
the kitcr en, the LPN prepared three cups of water

- and returned to the cart al 3:35 p.m. The

" medicat ons remained on he car! while staff
walked 1hroughout the facility,

During the interview on June 22, 2011, at4:10
p-m., the LPN acknowledged that ali medicatians
should have been lacked except when being

. prepared for administration.

At the tirrie of the survey, there was no eviderce
. that each medication had been securad, excapt
“for when being prepared for administration.

This Standard will be met as
evidenced by:

On 6/22/1 Ithe RN has pravided
additional training to all nurses on
nursing protocols that included
medication administration
monitoring/supervision, RN will
conlinue on-going training and
monijtoring of protacols/practices to
cusure compliance.

M CMS-2567(02-99) Pravious Varsions Dbsolete Evenl 1D: dJORT1
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| :
A licensure survey was conducted from June 22, | i
- 2011 through June 23, 2011 A random sample ; :
of thre«: residents was selected from a population [
of six males with profound level of intellectual ;
- disabilities. ! '
|
: The findings of the survey were based on ! )
' observitions at the grouwp home, one day : i f
prograr, interviews staff and the review of clinical’
and adrministrative records. Including incident
; reports.
. 1399

| 398

3520.2(i) PROFESSION SERVICES: GENERAL
PROVIEIONS

Each GHMRP shall have available qualified
professional staff to carry out and monitor
nécessary professional interventions, in

~ accordance with the goals and Objectives of svery:
© individual! habilitation pian, as determined to be
' necessa‘y by the interdisciplinary team. The

professicnal services may include, but not be
fimited to, those services provided hy individuals
trained, rwalified, and licensed as required by
District 0 Columbia law in the follawing
disciplines or areas of services:

(i) Speech and fanguage therapy: and..,

This Statute is not met as evidenced by: )
Based or interview and record review, the Group.
Home for Persons with Intellectual Disabilities

{GHPID) lziled to ensure that a copy of

' professional credentials was maintained for @ach

individual providing professional services at the
GHPID, for one of the twenty-threa consuitants,
as required by District of Calumbia iaw, in the
following cliscipiine or area:

35202(1): iz ! It
This status will be met as
cvidenced by:

|  Speech and Language Pathologist
has a current DC licensc and she is
currently waiting to receive her ;
license from the licensing office, ‘
The GHPID will provide routine
monitoring of clinical record to

ensure compliance with standard as

set forth.

|
;

i de~disd SEGices
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1399,

Continued From page 1
(i) Spesch and Language Therapy.

The firding includes:

i

On June 23, 2011, beginning at 2:10 p.m., review

of the -ersonnel records revealed the GHPID
failed t have evidence that the spesch language

" patholt gist under contract had a current license
. o practica in tha District of Columbia. The record
- indicated that the speech language pathologist

]

applied for a license on May 11, 2011,

Al approximately 12;20 p.m,, the qualified
intellece tual-disabilities professional (QIDP)

gekridiedged that thers was nd evidence ofa ' + =

" professianal license for the speech pathologist.

She corfirmed that the consultant had performed

- assessments for Residents #1 and #2 on

" Februarv 15, 2011 and August 10, 2010,

respectively. She further confirned that the

consuitant had provided in-service training for

- staff on ebruary 15, 2011, after having revised
- the formal communication training programs for

1422

all 6 of th e residents of the GHPID,

Nete: Two other faclities operated by the same

governing body were cited for this deficiency on -

April 23, 2010 and April 8, 2011,

3521.3 HABILITATION AND TRAINING

- Each GHMRP shalt provide habilitation, training

and g2ssisiance o residenls In accordance wik

. the resident " s Individual Habilltation Plan,

This Statute is-not met as evidenced by:

. Based on observation, staff interview and record

verification, the facility's staff failed to ensure that

residents’ training objectives were impiemented in

accordance with their individual Support Plan

38d

PO |

422
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1422 Continued From page 2 1422 P :
‘ ' 3521.3:
(ISP). ‘or one of the ihree residents in the This statute will be met as 7 JD'”'
sample. (Resident #2) ; evidenced by:
The finding includes: : Review of record ?ndicar.?d that all DiP
i ware trainsd‘on chient #2's wearig o
On June 22, 2011, at 3:59 p.m., a direcl support i his band Splint on 2/15/11
professional (DSP) was observed pliting a spiint ! A refresher training was completed by
on Res dent#2's left hand and fingers, Minutes i QIDP on 7/12 1L )
laler, the DSP indicated that the spiint was used ] OIDP wilt follow up with training to
: : fo loosen the resident's fingers and he should i reinforce the appropriate use of .
L. wear it for one hour each day. At5.00 p.m., the adaptive assistive device, QIDP will
‘ DSP removed Resident #2's lef hand splint. periodically monitor program
) : ation to ensuré compliance
Record review on June 23, 2011, at 3:55 p.m., : 1“_‘311;":3;1 l:f#?.’s adaptive assistive
revealed that Resident #2 had a program i With - Such actions will be
objectivi which staled "<resident's names will ! "q“‘Pme“tj 4 in the QMRP noves.
tolarale 'he splint wearing scheduled as specified : d°°‘:{‘:_°_’::: a‘ﬁ other Individuals
below: ‘Wadnesday 6.8 p.m., Saturc:a;{‘w am. - | !M]* d}“ élient#z adaptive cquipment
12 p.m., and Sunday 10 a.m. - 12 p.m, _ :ru:”ub g itored by QDDP and RD
will be montt X
Interviev with the qualified intellectual disabilities i for the home. All concerns will be
professicnal (QIDP) on June 23, 2011, at4:10 ] communicated to the DRS apd
p.mM.. rev2aled that Resident #2's schedule : Adaptive Equipment Coordinator
should b:z adhered to mentioned above, She : ‘
further nated that the staff failed to implement the - :
scheduied ag written. : '
1436 3521 f(a; HABILITATION AND TRAINING 1430

- The habilitalion and lraining of residents by the

GHMRP shall in¢clude, when appropriate. but not

* be limited to, the following areas:

(a) Eating and dninking (including 1abie manners,
use of adaptive equipment, and use of
approprials utensils); .

This Statue is not mel as evidanced by:
Based on observations, inlerview, and record

- review, the Group Mome for Parsons with

th Reguiat.ion & Licens ng Administration
TE FQRM
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1430 Continuved From page 3 1430
Intelle ctual Disabilities (GHPID) failed to teach ’ . 1 I i2 i)
residents to use adaptive feeding equipment, for ; i 3521.7(a):
. h . . | . "
one of the three residents in the sample, This statute will be mel as

{Resitcent #3)
. The finding includes:

" On Jutie 22, 2011, be
direct Lupport staff was pb

handle. At1.01p.m,
stepped inand contin
. lunch with
observad
or othe:wise encoura
sproning (self-faedin
the dayiime nurse was pb
him pudding far a moming
- s$poon, Later that evenin
p.m., a dirtect support staff
- providing Resident #3 han
throughout his dinner meg

placing the spoo

ginning at 12:81 pm.. a

Resident #3 his lunch. The
the Residential Dirgetpr,

ued feeding the resident hig
the same spoon. Al np time was staff

ging him to participate In the :
g) process At 10:34 am,
served spepn feeding

g,

evidenced by:
The QDDP provided rcfresher
training to all staff on 7/12/1 1.
The Speech Pathologist will
provide additional training 1
ensure staffs follow up with
feedlng guidelines s written and if
warranted, speech pathologist will
modify current mealtime protocol
1o clearly describe the degree of
? faeding support needed for clicnt
’ #3 during mealtime, The Qbop
will provide routine monitoring of .

meals o compliance with mealtime

" protecol as wrilten

served sppoon feeding
Spoon had a builteup .

-—

n in Resident #3's hand

snack with a plastic
beginning at 5:24
person was gbservad

d over hand assistance
L, using the adaptive

- Spoon w th the buiit-up handle. The resident
accepled the hand pver hand assistance
throughcut the meal,

On June 23, 2011, at 4.20 p.m., review of

Resident #3's Individua) Support Plan (iSP) dated ,

- Oclober "2, 2010, verified that the resident was
prescribed a built-up handled ¢ogied leaspoon,
The ISP, hawever. did not deseribe the nature or

- degree of support that staff was to provide with
using the spoon, At 4:24 p.m,, review of the
rasident's Mealtime Protbcol, dates Juhe 29,
2011, reviraled the foliowing: "built-up handie
coated spoon (use soft foam tubing to build up
handle) ... Assisted by staff . Allow % to 1

" tleaspoon or less per serving. Albw him to
swallow bufore presenting another SpOONful.* : ‘
The protocol did not provide further instructions ;
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regarding the assistance thal staff was to provide
during a2 meal. ’

On June 23,2011, al 4:25 p.m., interview with the
qualified intelieclual disabllities professional
{QIDP} revealed that staff was expected lo
provide hang over hand assistance: “averybody is

- supposad to be pafticipating.” She further stated
that staff wauld spoon feed him if he were o

refuse 10 eal with hand over hand assistance, to
ensure zdequate nutritional inlake. Upon
examining Resident #3's ISP and Mealtime
Protocc|. the QIDP ackaowledged that his training
and support needs for seif-feeding weré not
addressed
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