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INITIAL COMMENTS

A recertification survey was ¢onducted from
Decemnber 3, 2008 through December 5, 2008,
The survey was |nitiated using the fundamental
survey process. A random sample of three
clients was salected from a client population of
two maies and three famales with various
disabilities.

The findings of the survey were based on
obssrvations at the group homa and twa day

care staff in the resitence and the review of the
administretive racords including the facllity's
incident management system.

4B83.410(a)(1) GOVERNING BODY -

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

This STANDARD s not met as evidenced by:
Based on observations, interviews and record
reviews, the gaverning body failed to exaereise
?:neral policy and operating directian over the
cility. ey e ;
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The findings include:

1. The governing body failed to ensure that Client
#1 recelved apprapriats numeing care servicas In
accordancs with the heaith care services pollcies,
[Sea W331]

2. The govaerning body failed to ensure that each
| client had access to thelr adaptive supponts In
, accordance with the agency’s policy,:[Sas W438)
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{ W 104 | Continued From page 1 W 104 . 5
] 3, The governing body falled to ensure that facliy Clip ceriRfiohmn he v2|g)od
. obtained CLIA certification, [Ses W393] been ploduing be See ‘
- W 140 [ 483.420(b){1 IENT FINANCES W 140
: (B)(1)iy CLIENT F E Ko Chedh .
wm The facility must establish and maintain a system
'"",; that essures a full and completa accounting of
r-ﬁl“ . clients’ perscnal funds entrusted to the flcility on
: behatf of clients.
o This STANDARD s not met #s evidenced by:
Based on staff Interview and the review of - ]
' racords, the facility Llllnd to establish al‘;d S s .
.+ malintain a system that ansured a compiete and _ . -
accurate accounting of clients' funds that ware B JandsP have beew .
entruated to the facliity, for five of the five clients. i . .
residing In the facilty. T sdgpraives into each Vg fog .,
(Client #1, #2, #3, #4 snd ¥5) Ll . acount Hom
The findings include: . gWLu ‘“’3- body. An
e facility failed to ensure each'cliant's personal. | ' =32~ ....‘,m“ i fmic
finances were accurats in accordance withthe | S w“"‘ """"\mq"' v '
agency fingnclal accounting system, | do ensunt  oLeomatli Ve,
; Where ot art Mot
"2 Review of Clients #1, #2. ¥3, #4, and #5 financial
o records conducted on December 4, 2008 st \zfa,v‘ d“' i\u-U "-*mbwu-
;” . approximately 2:45 PM ravealed the following: i
il a. Client #1's personal acoount dosumantetion T
; reflocted withdrawale of $200,00 on June. 13
2008. Intarview with the:Quaiified Mantelip, .n . ! |
Retardation Professional (QMRP) on Decamber ;
4, 2008 at spproximately 2:47 PM revealed that
the racelpts were unavallable. Additionally,
he/ghe reported that the previous House Manager
' handied the clisnts' personal funds. At the time of
the survey, there were no rncolpts avaliable tn
s Justify the expenditurg. ~~ -~ -~ e o |
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Continued From page 2

| 6. Client #3's parsonal account documentation

b. Cllent #2's parsonal account documentation
refected a withdrawal of $ 100.00 on 8/11/08.
Interview with the QMRP on Dascamber 4, 2008 =t
approximately 2:56 PM revealed that the recsipts
were unavailmble. Atthe ims of the survey, there
were no mceipts avalllble tcuushfy the
expenditure. -

reflected withdrawais on 9/11/08 (5100.00),
gﬁ 3!0;] ($200.00) and 2/6/08 ($205.91), totaling
505
4, 2008 st approximataly 3:00 FM revealed that
the receipts ware unaveliable. Atthe time of the
survey, there were no receipts available to Jusﬂfy
the expsnditures.

d. Cllent#d's persona1 sccount documentation
reflected a withdrawa! of $ 200.00 on 8/13/08. .

Interview with the QMRP on December 4, 2008 at
spproximately 3:056 PM revealed that the recalpts

were unaveliable. At the time of tha survey, thers

were no recelpts IVI"IbIl to justify the -
expenditure,

e. Client #5's personal account documantation
reflectad a withdrawal.o£.5.100.00.0n.6/11/08 and
on 8/13/08 $200.00 was withdrawn (totaling - .:
$300.00). interview with thea QMRP on
December 4, 2008 at approximatsly 3:10 PM
reveaied that the receipts were unavailable. At
the time of the survey, thare were no receipis
available to justify the expenditures.
483.420(d)(1) STAFF TREATMENT OF
CLIENTS

Tha facliity mugt de wiitisn.
pa;cles at:d purgtéod‘&ﬁ?m%%l:ﬁm%ﬂ' l'{

Intarview with the QMRP on December i
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The finding includss;

The facllity failed to ensure the implementation of
Ite “Incident Management” policy as outiined.

On December 3, 2008, st approximately 10:11
AM, interview with the facillty'a Qualified Mental
Retardation Professional (QMRP) and review of i
the facliity's investigative report dated April 2,
2008 revealed the foliowing: )

On March 20, 2008, a direct care staff reported to
Licenss Practical Nurss (LPN) #1 that Client #5
was observed with an “injury of unknewn origin,
or bruise"” on the right amm.

T XL AN

| On March 23, 2008 (thres days later), LPN #1

reported to'LPN %2 that Client #5 was observed
Wwith an "injury of unknown origin, or brulss” on the
rightarm. Neither the direct care siaff nor LPN
#1 completed an unusua! Incident repert on

| March 20, 2008, Continuad review of tha facllity's
. Incident report falled to provide evidence that the

aforementioned injury was reported immediataly
to the administrator or to other efficials in
accordence with State law. [See W153)

Further review of the internal Investigation =
revealed that the IMC interviewsd Client#5,
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§.. mistreatment, neglect or abuse of the client.

" This STANDARD is not met as evidenced by: :

o Based on obser;yatif:'n. intcrviav: IT:hd record Pravidls Shllnhed ww
- raview, the faci led to asta andior
el limplement :;:llcin thfat nnﬂsurod the cilent's health probcels pwinand ¥o 2| l
and safety, for one of the five clients that residad V2.4 tn
In the facillty. (Cllent #5) WL Swvey aF 12 oy
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; W 148 | Continued From page 4 W 148 ‘
o According to the Intervisw with Cllent #5, she :

identifiad LPN #1 as the person that allegedly hit
S her on the arm with a shoe. As a result of the
fiet | Interview, the IMC determined thet the client's
ey injury was allsgedly inflicted by LPN#1,

Interview with the QMRP on December 4, 2008 at
1:32 PM roveaied that whenever an incident
occurrad either the QMRP or the Houas Manager
» U-ciiM) m rt;sponsu;:o for rnoi:liyl‘m leg the X

admin r (also the.Beg L) . e .
Review of the facility's "?rfcldont Mfr'\%rg’om-nt" o s e e B Lt
policy on Dacember 4, 2008 at approximataly R L

2:00 PM revesled that all serious reportable

incldents required Immadiate netification to be o
made to the facillty's Incident Manegement ) I
Coordinator (IMC) and administration. Further |

=an

L

- review of the poiicy revealed the following, oo
"It is the rup;nlsibilny of the staff who witness, -
discovere or la Informed of 8 . K
| compilate an Incident r:p%rt.'%g!f?iﬂ%ﬁ“ | PR ci&&?%ﬁfgfg i T
Additionally, the policy revealed that*sll -~ | o frmom e e
L Investigations shall be completed within five (6) e
& working days of the incident” At the time of the
survey, the facllity fuilled to snsure its “Incident
Management’ policy wes implementsd as .
. cutlined. : ' s
W 153 | 483.420(d)(2) STAFF TREATMENT OF W 153 -
- CLIENT(S @ Aguin o new v \ I
' ' Mg grbing ¢ 2508 ot 1| reoriny eretocol e bezw L\‘"l“-n
} The facility must ensuro th-t all allonaﬂonn of ™ \eninitd . Becawye '
- mistreatment, neglect or abuse, as welias teay was m*.
injuries of uRKNoWn SOUrce, are reported Hars  wncllen
i immadiately to the administrator or t other Wpmied fo 3
officials in accordance with State law_ through 1 sne Tve®tag 'hqmc.
an established procedures. =~ . for Vrvestighdnend wes
~ | T | Swbsequentiy Siaxed.
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| B | Reenedying M \-\m.ﬂﬂ.l'1 ¥e
This STANDARD s not mat es evidenced by: | Pegorking Wil remedy ¥
. Based on staff interview and record review, the . inetgehoy
o facllity fafled to ensure that all injurias of unknown Bely frvew of W 4
'  origin were reported immediately to the kl W asbmin (v tor .
, administrator or to other officials in accordance , A S »
with Stats Law as raquired by DG reguiation (22 The Inwstigahon W SR
, DCMR Chapter 35 Section 3618.10), for one of L ST T W RIS gy PIVE ]
the five ciients residing in the facillty. (Clients #5) ol Y ..r.,‘.“% ol e nlidwt
I The finding includes: Yegori- m&wb\
) B }
| ' ' ‘ ' dene
Review of the facillty's Investigative raports and i repovh wea _
. interview with the RQuaI!ﬁcd Mental Retardation .3 Wuktr gl inieA
) Professlonal (QMRF) on December 3, 2008 at e ’h'i DA -
- 1:45 PM, rovealed the facillty failed 1o report | P v de 14
timely injuries of unknown origin-as-evidencsd T OUKESE Wiy g0 B it
L below: S TR e
oo Review of the facility's intema! investigation dated X
April 2, 2008, revealed that Client #5 was .
: discovared with 3 bruise/injury of unknown origin N A
. on her right arm. Interview with the QMRP and :
L further raview of the Investigation reveaied an—~ |- — -
" incident report was not Immodlatcx Qenerated for
» the incident. Continued review of the L
] investigation reveaied that the administrator was g Cregorkias Mol demes s f
. .__ 1 Not nolified of the Incident unt! March 24, 2008, T '
W 158 | 483.420(d)(4) STAFF TREATMENT OF. . .. wise| - ' o
CLIENTS -
3 The results of all Investigations musat be reported AL S
i to the sdministrator or designated representative ' VI
or to other officials In acoordance with Statelaw... | . . —_ .
- within five working days of the Incident T
;” '-I . . v : i 1.1'. | -f.:-; "u"}- ‘4 j - - | '
e This STANDARD s not met aypvidenced by; . R Al G
p ot Based on interviaw and racard raview, the facility | et
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. \54 156 | Continued From page 6

. failed to report the results of all investigations to
the administrator or designated reprasentative or
to other officials In accordance with State Law
within five working days of the insldent.

The finding includes:

The facflity failed to ensure that resulty of the
internal investigation was raported to the
administrator within five (5) working days. [See
W149] e e e ——

. W 159 | 483.430(2) QUALIFIED MENTAL

RETARDATION PROFESS|
1

T by ~9 P DG D i SR

Each ciient's active treatment program must be
integrated, coordinated and monitored by »
qualified mental retardation professional.

.,i,v.

557 | This STANDARD s not mat es evidenced by:

Besed on observations, intervisws withthe - -
Qualified Mantal Retardation Profsssional
(QMRP) and record review, the QMRP failed to

W 158

W 156/

i.‘t' B mMe

AP TR

e B T

b i, 4
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L e

L T E ol R

[ S

e

ensury integration, coordingtion-and-manitoring of
client's active reatment regimen. -

)

The finding includes:

The QMRP faiied to ensure that each employes
had been provided with adequate training that
enabled the employse to perform his or her dutiss
Svff:acti;ely, efficientdy and competently. [See

1] .

W 180 | 483.430(8)(1) STAFRTRAINING PROGRAN

. 7&,,, - L~
The faciiity must provida each smployee with
inltial and ¢ontinuing training that enables the
employee fo perform his or her duties effectivaly,

A l efficiently, and competently.
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1::W 189 | Continued From page 7 W 189
This STANDARD s not met as avidenced by:
Based on observation, staff interview and record
review, the facility failed to ensure that each
it employee had been provided with adequate
£ training thet enabied the smployes to perform his
i or her duties effectively, efficiently and
compsetently,
- . e
. The findings Include; - b ‘;“'I‘_L'_i* EDYeeRE , B PUT
“ 1. Observation on December 5, 2008 gt | ot \..w,,,- " 7 n e .ﬁmi&d . ,
— approximately 10:30 AM, revaaled that Client #3's \*': hben \1{ “ln.? -
"' /5 | adaptive wrist spiint for har right hand was sciled, e ofucked dociran e :
" | Interview with the Quaiified Mental Retardation SHAR Mk wiie respons
L Professional (QMRP) and the Reglistered Nurse . bt iled o (owplete
1 (RN) reveaied that staff were trained on the lrdubressred wfepor vy
EE proper cleaning and sanitizing of adsptive wer ' ¢ et .
squipment used by the olients in Sc?tamhur . , M"—- ‘ &ﬂ s "‘_
2008. Raview of the in-asrvieg trallng jog i | A CORRCTVE AR S o se comsimon |

. Incident Management Coordinater (IMC)

trained on September 8, 2008, This tralning was
not effective. e

2. On March 20, 2008 the direct cars staff
reported to License Practical Nurse (LPN) #1 that
Cliant #5 was observed with an "injury of | _
unknewn origin, er bruige” on tha right arm.
Review of the internsl investigation report initlated
on March 24, 2008 was reyviewad Gamber 3,
2000 at approximately. 10:45-AM. ngte. |
the invastigation report, on March 27, 2008 the

interviewed Client #5 and the client idantified LPN

#1 as the person who hit her on the arm with a
shoa. . .

Further review of the investigativé répon revesled
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" W 189 | Continued From page 8 W 18p
a recormmandstion thet documented, "Staff is to
ba trained on dogumentation of incidents
(Training scheduled for Tuesdwy April 8, 2008)",
Review of the In-gervice training fag however,
failed to provide evidence that the staft were
- , frained as recommended. ,
W 331 483.480(c) NURSING SERVICES wad|
The facility must provide clients with nursing
o services in accordance with thelr neads,
[N ’ O
nﬂ;:i\‘, . ) - - AV ‘ 7_..._. v
o This STANDARD s not met 85 avidenced by: O L FrNETE WS
-~ | Basad on steff interview and racord review the P‘v\s vad '“"-"‘P e o,
. facility failed to snsure nudrsi:fg un;fiﬂ:l in re -atsessed c\nent WW‘!"’ fog
accordance with the needs of one of five cllents . ned
, residing in the facilly. (Client #3) TEE L 3. Sruit e as i |
i N, - AP it AT ‘ s]rf..e'iﬁ?:sgss LT, TA‘LE., Lie "‘wﬁﬂd |
' The findings Includs: B e
, IR VTV ER-T -wﬂ'\‘r SpMnYr .
1. The facility's nursing staff failed {o ensure that - \ . amenied 1o
Cliant #3's right hand wrist splint was womn.as . | M*P;;s;sw bu- N
prescribed in the currant Physician's Orders as e " He cackue drvre
! evidenced below. | | W e CliEar St
; Observations conductad st the day program on WRAS Hos Gpliwt.
, December 3, 2008 at 12:40 PM.reveniad Client ; " ,
#3 was engaged In & table top gotivity((bingo) with efy e e e r
e four other peers. Client #3 was observed to turn :
" the bingo wheel to mix up the numbers with har
E .. | left hand with physicsl assistance from staff,
| " | Client#3's right hand was cbserved tobe Ina
Pt curled position. Additional obssrvations at the
group home from 4:21 PM to 8:00 PM revealed
that Cilent #3's right hand -remained in-a curied
- poaition throughou! the svening.
Review of the Client #3's Bhysiciens,Qrders.. |+ - csmrin .o . . ' |
(POs) deted November ZDDB.,OH December, 4 i " P\'w.‘ 41 f“L "ﬂ:Lf- w ‘. '
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Continued From page 9

2008 at 10:26 AM revaaled the Client #3 wes fo
wear a right hand wrist splint eight (8) hours daily
for right hand contractures. Interview with the
Qualifled Mental Retardwtion Professional
(QMRP} on December 4, 2008 st spproximately
10:30 AM revealed that she was uncartain as to
what time of the day the splint should have been
worm. Additional interview with the facllity's
Registered Nurse (RN} on the same day at 11:30
d AM revealsd that the splint should have been
wom during the evaning shift from 4:00 PM to
12:00 AM.
i Ty _-i::-vvw"'r‘L.lr.r\. TS
Review of Clignt #a s Medication Administration
Record (MAR) on December 5, 2008 at
- approximataly 3:00 PM revealsd that the LPN
1 signed that Cliant #5 wore the sdaptive support
' (hand eplint) for the time period prescrived.
According i the RN, she interviewed the LPN
over the phone. Tha LPN stated that Client #3

. W 331

T

W 331

j Lt Bt b | D L e

[

L LY RO

wore the hand spiint for a duration of 3 1/2 hours
on December 3, 2008. The MAR however, did
not accurately raflect the actual time the cllent

" Wwas no evidence that Client #3's right hand wrist
o spiint was womn as prescribad in the POs,

© | 2. The facility's nursing staif falied lo u dlta ’
L. .. Cliont #3's Health Management Care P
(HMCF) as evidenced by; .
Review I‘?lf gh:nl #3's Health Managlmnnt Core
Plan (HMCP) da
December 4)200”;(%d lppmﬂnylﬂc ;‘TQ 40 AM.. |
revaaled that the HMCP had not bun updated to
. include Client #3's use of her adwptive wrlst apiint
' to control right hand cantractures, Intarview with
the RN at approximately 11:31 AM acknowledgad
that she hed not updated the HMCP in the

-

wore the splint. At the time of the survey, thers |- -

Lrrivitih oy

B [P S |

RO ot ween

2|n
Updsked By RN, s
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{ STATEMENT OF DEFICIENQIES 1) PROVIDERSUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMRER: ‘ . ) COMPLETED
e e '”.s;rv'r_.;";' L : Au IUILD'ING [l - - N .
; 09G185 & Wi - 12/05/2008
'NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, OITY, BTATE, 2IP COOE
) . . v+ of 1314 PERRY STREET,NY ..
) SUMMARY STATEMENT OF DEFICIENCIRS o | PROVIDER'S PLAN OF GORRECTION o9
' PREFIX (EACH DEFICIENCY MLST BE PRECEDED mY FULL, FREFIX | (EAGH CORRECTIVE ACTION SROULD BE COMPLETION
" TAG REGULATORY OR LBC IDENTIFYING INFORMATION TAG CROG9-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
.W 331 Continued From page 10 ' W 331
muscular skolatal area to include the cllent's nesd |
for & right hand wrist splint. ; :
[, W 367 | 483.480(k) DRUG ADMINISTRATION W asy

The facility must have an organized sys&tem for
(o drug administration that identities sach drug upto
AN the point of administration.

-, | This STANDARD. s not met as evidenced by:

e A Based on observation, interview, and record °
" revisw, the facllity failed to have an organized
Y system for drug administration for Client #4,

_j"_‘Md&mugq reinvy o [12)g

The finding includes: Mo Cyele of A o hond

] Thae facllity falled lto ensure that the a'gc:r;idy wae T I\ - lhger T re e e A >
O implementing s clear system for medicgtion ' .
Obaervation of the medication pass on December| |~ X! d“-u*‘ruw rea iy L‘*"S

» 3, 2008 at approximalsty 8:20 PM ravealed that e LS TP .
Client #4 received Magnesium Oxide 800 mg, O o dan dusy tycle
Intarview with the nurse reveaied that this - | o Co
medication was used as an antibiotic. Raview of e 331
the bubbie pack during the administration .
3 revegled that the pill coinclding with Decembar 4,
2008 was used on December 3, 2008, Review of
S the corresponding MAR (Decamber 2008)
A reveaied that the system for medication-rem far
. monitoring wes inaccurmte, =~ fer . .

:
x
4

: Accarding to interview with the Registerad Nurss
: (RN) on Dacember 4, 2008 at mpproximately

i 11:00 AM, Client #£4's physician orders for the
magnesium oxide were writtan on & ten day cycls.
Futther intsrview with the RN.revealed that the : R :
pharmecy was unable to package this medication ' |

on a ten day cycle. Reportedly, the agency would L I VIO J :
. N Y

. : : ; - |
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PREFIX
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- Review of the physician's order, on the same day,
A revaaled a December3, 2008 order wag written

| bubble pack that was used during the medication

W 367 Continued From pags 11

have to inform the pharmacy 3 days prior to the
medication running out in order for tha madicatian
to be dellvered on time and ensure the client
would not miss a dosage. i

by the physician for the Magnesium Oxide.
Additionatly, the LPN and the RN Indicated the

Newir | administration was an extra packnge whioh \was
. not returned ta the pharr'nlc!;‘ from an earfier - -

! delivery, . :
It should be further noted that the RN explained
that tha pharmacy was in the proocess of changing | |

2 be packaged.
W 363, 483.480(n)(1) LABORATORY SERVICES

If & facliity choases, to proyi . Sgrvices,
tha Iaboirtztorf must ﬁ&?ﬁ%ﬁm&&w

specifiad In part 493 of thia chaptar,

an

This STANDARD Is not met as evidenoed by: .
Based on observation, interview, and.record .
review, the facliity falled to epaura it metthe
requirements for perfarming gluccse monftoring
testing for one of ane clients who requires

" glucose taating, (Qllont 1), ur, COLDG Sty

3 N »}03 oI WL oW el
The finding includes: , o
On December 3, 2008 at approximately 7:42 AM,
obsarvation of the medication pass revealed that
tha Licensed Practical Nursa (LPN) used the
finger stick method to test the client's biood
glucosa level. Interview with the LPN revealed |

W 367

the method in which Client %4's medication would |

W 353
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Continued From page 12

that Client #1 had s diagnosis of Disbetes
Meliltus, Type H and was prescribed Glucophage
850 mg one tab twice a day. Further interview
with the LPN reveslsd that blood glucose levels
wera to be taken, using a glucometar befors '
breakfast and dinner.

Intarview with the Qualifiad Mental Retardation
Prefsssional (QMRF) on the same day at
approximately 10:00 AM, revesled that the facility
did not have the requirad certification to conduct

' the Clinical Leboratory Improvement Act,(cug).

i e

Thig Is a repeat deficisncy. e

blood glucose tasting as identified by Partd493af | . |

W 383

Gee W iotk

483.470(g)(2) SPACE AND EQUIPMENT

The facllity must furmish, maintain in good repalr,
and teach clients to use and to maks informed
cheices about the use of dentures, syaglasses,
heering and other communications aids, braces,
and ather devices identifled by tha

PR I L L r

This STANDARD is not met as evidenced by:
Basged on interview and record review,.the facillty
failed to ensure necessary adeptive equipment

{ was malntsinad In gocd repair for one of the three

clients included in the sample. (Client #3)

The finding includes: - —~ cv cov i _

Review of the Client#1's Physlcian's Orders
(FOs) dated. Novembes 200 wwed op:

FOs, Cilent #3 was {0 waar a right hand wrist

Wreas =

P DNC[ET ADDRESS, GiTY, $TA7F 200

st

Intardisciplinary tesm as needed by the olient™ | —

2 e mrmeCTibEd Gluesnhane |

December 4, 2008 8t 10:08 Al Ao cording to.the |

- ? x%e{. IU‘T.‘UL‘, vy

s A wrise seir has | 10%log

b
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Continued From page 13

splint eight (8) hours daily for right hand
contractures.

1. W436

i Intarview with the Qualifiad Mental Retardation

Professional (QMRP) an the same day st

i approximaioly 10:28 AM revealed that Client #3's

s right hand wrist splint wes In her bedroom. When
' the surveyors asked to see the right hend wrist

splint, the QMRP retrieved the splint from Client

#3's bedroom, The right hand wrist aplint was

& observed to be soiled, cracked, and the cushlon

] attached to the splint was torn. ' The piastic

| portian of the aplint was observed with several

g teeth mark Indentions. Additional interview with

- the QMRP and the facliity's Reglstered Nurse

' (RN) at epproximately 11:30 PM sciknowledged

that the right hand wrist aplint nasded to be

replaced. At the time of the survey, the facility

failed maintain Client #1's wrist splint In good

repair, e

483.470(1)(1) EVACUATION DRILLS -

The facilty must hold svacustion drills at least
i quarterly for each shift of personnel. - -

This STANDARD is not met as avidenced by:

Based on intarview and the review cf fire drill

- reports, the facility falied to hold evecyation drlils
n at least quarterly for each shift of persannel.

The finding includes:

R interview with the Qualified Mental Retardation
- Professional (QMRP) on Decembar 3, 2008 st
8:43 AM revealed the facllity had thres shifts of
direct care parsonne!. ‘The shifts were Identified

W 436
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e Weekdays | NuﬂAv\ - P Wi
18t anu;t&aAn#ﬂ-41§M ! of \L =9 aabk served
2nd shlft 4 PM - 12 AM . .
: 3rd shift 12 AM - 8 AM \n birecd lare . ?“*
- 15 why orc Quierly
- Weekends Shedute L Plecky wekends
1stshlﬂ8ﬁ’tal':!ﬂ-41;him §-4 We are waceern \q
and shit 4 PM - " C .
] 3rd shift 12 AM - 8 AM | | 6s bt who Tdadhed V\og
l "y . . ’ ‘ L]
“Reviaw of the fire dril reporta revesied thatnofre| . | VleSe  aS  our Witk
e drills were conducted for the weskduy shift (8 AM | . .u.m.#. Th.is: our . gox fon That- -
i - 4 PW) for the months of Dacember 2007 to ’ - _ o £re !
. February 2008 and September 2008 to November| . | oW ShidE
o 2008, Further review of the fire drills reveslsd | — N ¢ T
.y that no drills were conductad for the weskend ’ "'\' o
v shift (4 PM - 12 AM) for the months of Decembar Do ety .
2007 to February 2008 and June 2008 to Aupust LI e
2008. At the tima of the survey, tludfldllgf failed .. ALY
to provide evidenca of fire drills conducte - T who
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vergiENcY)
1000 INITIAL COMMENTS | 60D
A licensure survey war conducted from ' f
December 3, 2008 through December §,2008. A:
+ random aampie of three reeidents was aslected '
from m residant popuiation of two maies ang three
tamales with verious ¢/sabl!itles,
The indings of the survey wers based on ' - e

observations &t the greup:hame and two day - unhin weuudav U8 AT N ' !
programs, interviews with managemant and |

direct care e1aff in the residence snd the review

of the adminiatrative records inoluding the ’
facility's Incident managament systam, SR

1080 3804.1 HOUSEKEEFING o 180 |
Thae Interior and exterior of eagh GHVIRP ghal! be l

e e r— e

ﬂ"lllnlﬂln!d In a ‘.’., Gl.ll'h Ol"dlfly. lﬂl‘lotlvo, - : - S *a e L’-. .

and saniary manner and be free of - | Y14 PERRY RTRENT Ng - o : :
" accumulations of dirt, rubbish, and abjectionable {* Ju .~ |euey ;

oders, o - R Y

This Statute Iy not met a3 svidenced by: [ o

Based on cbasrvation and interview, the GHMRP ! T

failed to enayre that the residence was e : -

Maintainad safe, clean, attractive and sanitary

manner and free from an scoumulation of iy, |
Lol ]

Bhaind TRNTE SRy R

L

e pw T LYo IR I RN : ' !
The findings Ingide.™™*® " Nty way ='zong |

internal Co [ ' { !
Clivenies + /

1. Cllent#1 and Client #4's cloget door wagoff |~ ; : 4 L}' 174[-4@.

frack, T e | oSel =Y

2, The wall In the hallway G the main level s @ e bow b e

obsarved with acrapa marks. .
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driils at |east quarterly for asch shift of parsannel,
The finding inciudes; .
interview with the Qualified Mental Retardstion

Prefessional (QMRP) on Qecember 3;°2008 at
6:43 AM revesled the GHMRP had three ghifts of
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NAME OF BROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, 2IP CODE '
1314 PERRY UTREET, NE
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(X4) 10 SUMMARY STATRMENT OF OSFICIENGIES iB FACVIBERS PLAN OF GORREGTION n
; (EACH DRFICIENEY M PR T
NS Y ARt | ol
. ; : CEFIGIRNGY]
1080 Continuad Frem page 1 ' (ps0 | '
1, The storm door at the main entrance was - , ‘5(/0 L ci::_o
observed cpen and was unable to close, i ‘ ! - | = rst K
2. The gutte r tacll) ' L—\: hc: o =
. The gutters aurrounding the facliity were i
obsarved with [saves snd %ebrls. OF " do;i_ ‘
3. Thete was trau:h. b?:n. arl;u lpdcf other T Ln \A
garbage next to the driveway. Acoording to - .o
interview with the Housa Manager the garbage , ID it' Nt :
wes be pioked up later in the week. i e Claa v-e.i_ ‘
1135 3508.8 FIRE BAFRTY 1B R0k Tresh  has
Each GHMRP shall conduct simuiated fire drlla in| |~ 504 ba p 0w 4 ,
oraer to teet the effectiveness of the plan at lea ! SRES _.:'T‘ ff“ f ¢eked u.P '
four (4) times a yaar for each shift, S . .
This Statute e net met a9 evidenced by; R
Baved on Intarview and the review of fire dll =~ s e
reports, the GHMRP falled to hold avagugtion b Rap oy

I .
difect care personnal. The shifts wers [dentifisd - '
o% fha following; _ CE ' = t:se._g;-\&( Q QEQ
, ' Weskdays | _ o !
R e | b eiciea
ndshift 4 PM.-. e waak TSR L D i e P
3rd ahilt 12 AM . 8 AM 17 178 wask. . i Heai~ '
|
| Waekenda | l
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(EACH DEFICIENGY MU#'T RE PREGEORD BY FiyiL

{X¢) |D
0
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PREPIX
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ReF PREFIX

TAQ

PROVIDER'S MAN OF QORRECTION
‘!AGH CORRECTIVE ACTION AHOULD BE
CROUB-MEFERENCED TO THE APPASPAIATE
PEFIGIENGY)
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|

1136 Continued From page 2 | 135

18t Rhit 8 AM - 4 PM
ndshit4 PM« 12 AM
arg shift 12 AM - 8 AM

Review of the fire drill reports ravealed that o fire -
drills were conduoted for the waakday ahift (8 AM
- 4 PM} for the months of Decambasr 2007 to
February 2008 and Septamber 2008 to :
November 2008, Further review of the fire driil
revanlad thai ne arlis wera éonducted for the
weakend shift (4 PM - 12 AM) for the months of
Deceamber 2007 to Febryary 2008 and June 2008
to August 2008. At the Ume of the survey, the
GHMRP falie¢ to provide evidence of firs drlils
canducied quarterly as required.

P v

1379 I .310 -

3619.10 EMERGENCIES' .

in addition to the reperting requiremant In 3819,8,
sch GHMRP shall nobfy tha Departmant of .
Heukh, Hoalth. Feclltea.Divislon-al any.other —
unusual incident ar event whigh aubstantielly
interfares with a residant ' a haaith, walfare, living
afrangement, well baing or in any other way
piaces the resident at rigk. Such notifieation shail ,
De made by telapnona Immadistely and shall be
followed up by written notifieation within
twenty-four (24) houra or the next work day. _

1}

Froofix

This Statute“ii not HeTaE aVideReRd 5y 18 AM
Bused on stalf Interview and fecord review, the
Qroup Home far Mentally Retarded Persons
(GHMRAP) falied t© report to govemmental - -
officiale within 24 hours in acoordance with this
regulatory requiremens. - IR

T T S -
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1379 Continued From page 3

The review of the faciity's unusual incidant
managament systermn and Interview with the

- Qualifiad Mental Retardation Professional
(QMRP) on December 3, 2008 &t 10:30 AM,
reveaied the facllity fsiied to imely holity the
govemmantal agency of the follawing incident(x);

Raview of the unuaus| incident reporting syetem i
on December 3, 2008 et approximately 10:00 AM !
revesied that an January
takan 1o the emerg
mental sistus. Further review of the i
revaaied that Client #1 was admitted to the K
haspltal for a period of saventesn days, .

3520.2(s) PROFESSION SERVICES: GENERAL

8ach GHMRP shail have available qualifisd
professional staf to carry out and meniter
necasaary prefassionglintgryantions; in:a
mecordance with tha _

individual habilitstion plan, as determines io be i
nageseary by the Intercisciplin "
professional services may include, but not be
limiteg to, those sarvices
trained, qusiified, and licensed as required
Distriet of Columbla law in the following - _
disciplines or arass of safvices: o \

) Mgl gy »f ‘d’ fMW}HM(S) R ) I
This Statuta is not met as evidenced by;
Buved o1 Al (nterview and resord review the :
GHMRP falled to ahaure nursing services In - -
tha needs of one of thres

The findings Include: - cepe L
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1385 Continusd From page 4

1. The GHMRP's nursing staff faied te snaure
that Residant #3's right hand wrist 2NNt wae
worn as prescribed in the current Physiclan's
Ordels ps evidenosd below;

Qbservations conductesd st the dey program on
Decambar 3, 2008 wt 12:40 PM revenlad -
Resident #3 was engaged In a tabla top activity
(Bingo) with four other pasrs, Resigent #3 was
ebservad to turn the bingo wheel to mix up the
humbare with her ieft hand with physieal
assistance from staff, Resicdent #3's right hand
was cbuprved lo b in @ curled position,
Addltional obssrvations at the group home from
4:21 PM to 8:00 PM revenied that Renicent #3's
Hght hand remained’n a cyrlad poaitian
throughout the evening.  «

Review of the Residant #3's Physician's Orders

{POs,) datad November 2008 on Decambar ¢, -

2008 at 10:28 AM revesled the Rasident #3 was
1 wear a right hand wriet spling eight (8) hours
dally for right hand contractures, interview with
the Quallfied Mental Retardstion Frofeasional
(QMRP) on Decamber 4, 2008 at approximstely
10:30 AM revealsd that she was uncertain as to

~ what time of tha day the spiint should have baen

worn. Additional interview with the GHMRP's |

AM revealed that the apiint should heve besn
worn dmng the evening shitt from 4:00 PM to
12:00 AM. : cove

Review of Res/dent #3's Medlogtion
Administration Record LMAR en Decembaer &,
2008 mt approximately-3:00 P ‘

LPN signed that Resigent 88 wore the adaptive
support (hand apiint) for the time parjed - -
prascribed. Acoording to the RN, she Interviews

LT -

" Ragistered Nuree (RN) an the same dey at 11:30 |

M-reyesjed thatthe i . --

1
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the LEN over the phene. The LPN stated that
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