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A racartification survey was conducted from
4/27/09 to 4/28/09. A random sampling of three
clients were selected from a population of five
individuals with varying degrees of disabilities.

This survey was initiated utilizing the fundamental 5 F)ﬂ M
process; howaver, due to concemns in the areas g
of active treatment, the process was sxtended to e
review the fadility’s level of compliance in the
Conditions of Participation (CoP) for Active GOVERNMENT OF THE DISTRICT OF ~7' ' {
Treatment.. DEPARTMENT OF HEALTF

. _ HEALTH REGULATION ADMINIST®: -
The findings of this survey were based on 825 NORTH CAPITOL ST, N.E. 2N; - .|
observations at tha group home and one day WASHINGTON, D.C. 20002

progtam, Interview with direct care staff and
management, and a review of the habilitation and
administrative records including the unusual
incident reparts.

W 153 | 483.420(d){2) STAFF TREATMENT OF W 153
CLIENTS

The facility must ensure that all allegations of
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law through
established procedures.

This STANDARD ig not met as evidancad by:
Based on staff interview and record review, the
facility failed to ensure tha timaly notification of an
injury of unknown arigin in accordance with
District policies for ona of three sampled clients.
[Client #2)

The finding includes:

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%0) DATE

Any deficiency staternant anding with an astedsk (*) denotes a deficlency which the institution may be mcused from camecting previding it is determined that
other safeguards provide sufficient protection 10 the patients. (See instructions.} Except for nursing homes, the findings stated above are discicsable 80 days
following the date of survery whether or not a plan of cormaction ls prowded. For nursing homas, the above findings and plans of correction are disclosable 14
days following the date thase documents are mads avaiiable to the faclity. I deficiencies are cited, an approverd plan of comection s requisits & continued

oSgram participation.
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The facility failed to ensure that all injuries of
unknown origin are repcried to the department of
health as required by the District of Columbia law
(Title 22 Chapter 35; 3518.10) as identified below:

Interview with the facility’s Quatified Mental
Retardation Professional (QMRP), the Licensed
Practical Nurse (LPN) Supervisor and record
reviaw on 4/28/09 at 2:29 PM, ravealad an
Unusual Incident Report (UIR) datad 4/26/09,
detailed Client #2 was injured and had a bruise on
her head. As documented on the AR, "upon
aniving to work, | was informed by the nursa
[Client #2] has a bruise on her forehead from a
fall that occurred the prior evaning.”

Further interview with the QMRF and the LPN
Supervisor reveaied neither of the two was able to
explain which staff informed the nurse of the
injury on the morning of 4/26/2009. In addition, it
was not clear if anyons actually withessed the
incident first hand.

Review of the nursing progress notes dated
4/26/09 at 7:30 AM, revealed the following entry
was made, this “writer was notified by staff that
she noted a bruise on the client's forehead while
giving her a shower that morning.” The progress
note did not indicate which staff reported the

injury.

Further interview with the QMRP revealed he was
not awaré that the information in tha incidant
raport was the rasult of an unknown third party
and as such, it was not reported to the
departmant of health.

483.420(d)(3) STAFF TREATMENT OF
CLIENTS

W153

on incident reporting.

All staff at the home has been in serviced | 5-04-09

This incident has been investigated and a | 4-29-09
copy of the investigation has been sent to
DDS incident management unit.

Nursing staff will receive training on 5-31-09
documentation and Incident reporting.
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The fadility must have evidence that all alieged
violations are thoroughly investigated.

This STANDARD is not met as evidencad by:
Based on staff interview and record review, the
facility failed to ensums the investigation of an
injury of unknown origin for one of three sampied
cliants. [Client#2]

The finding includes:

The facility failed to ensure the investigation of all
injurias of unknawn origin as identified below:

Interview with the facility’s Qualified Mental
Retardation Professicnal (QMRP), the Licansed
Practical Nurse (LPN) Supesvisor and the review
of the incidant reports on 4/28/09 at 2:25 PM,
reveaiad an Unusuai Incident Report (UR) was
filod on 4/26/09 which detailed Client #2 was
injured and had a bruisa on her head. Ae
documented on the UIR, “upen arriving to work, |
was informad by the nurse [Client #2] has a
bruise on her forehead from a fall that occurred
the ptior evening. "

Reviaw of the nursing progress notes revealed on
4/26/09 at 7:30 AM, the following entry was made,
this "writar was notifisd by staff that she noted a
bruise on client ' s forehaad while giving her a
shower that morning. "

Furthar intarview and racord review with the aid of
the QGMRP and the LPN Supervisor on the same
day at approximately 2:40 pm revealed the
following discrepancies:

1 The staff who nctified the nurse of the injury

W1H4
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W 154 | Continued From page 3 W 54| 1. All home staff was retrained on 5.4-09
on the morning 4/26/2008 did not wrile an reporting incidents.
incitant report and the identty of that staff was
unknown at the time of survey.
2. ‘The nurse who received notice of the injury 2. Nursing staff will receive train ing on 5-31-09
from the staff on the maming of 4/26/2008 did not mcident reporting
write an incident report and she did not identify .
which staff she received the information from.
3. The staff who actually wrote the incident 3. Nursing staff will receive training on 5-31-09
report on 4/26/2009 refersnced the injury took documentation
place on 4/25/09, but there was no nursing nole {
for that date to shed any light on when the injury
may have actually taken place. o . .
Y 7 y P 4. The incident has been investigated by 4-30-09
4. No staff who worked on 4/25/08 produced an this writer and witness statements from the
incidant repart regarding the injury. two prior shifis are included in the
: investigation
In tight of these discrapancies, it was not clear
when Client #2 actually sustained her injury.
Additionally, it was not clear if thera were any staff
present at the tme of tha injury who may have
witnessed the incidant first hand.
W 159 | 483.430(a) QUALIFIED MENTAL W 159
RETARDATION PROFESSIONAL ’
Each client's active treatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professianal,
This STANDARCD is not met as evidenced by:
Based on staff interview and record review, the There i . .
facility's Qualified Mental Retardation ere is an inaccuracy on the reporting
Profassional (GMRP) failad to ensura the from this standard being as though, there
coordination, monitoring, and implementation of a are only five persons residing in this home.
clienf's habilitation and planning for seven of
seven of the clients residing in the faciiity.
[Clients #1, #2, #3, #4, #5, #6 and #7)
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The finding includes:
1. The QMRP failed to ensure that all injuries of 1. The staff was retrained on incident 5-4-09
urknown origin and serious unusual incidents reporting including reporting all incidents
ware reported immedistely to the govemmental directly to DCHRA office.
agencies as required by DC regulation (22 DCMR
Chapter 35 Section 3519.10). [See W153]
2. The QMRP failed to ensure the investigation

of an injury of unknown origin for one of three
sampled clients. [See W154| 2. Incident was investigated within five 4-29-09
days of notification of the incident.
3. The GMRP failed to ensure objectives
documented in the Individual Program Plan (iPF) 3. Programs were modified after meeting | 5-1-09

were stated saparately, in terms of a single .
behaviaral outcoma for two of the three sampled with persons IDT team

diants. [See W229]

4, Staff have received in service on 5-1-09
4. The QMRP failed to ensure that consistent programs and documentation. QMRP
data collection was maintained to accurately monitors and document on programs
assess a client' 5 performance towards tha monthly.
targeted IPP objective for one of the three ‘
sampled clents. [See W237) . QMRP monitors programs monthly 5-1-09
5. The QMRP failed to ensure the . Program are filed monthly to assure 5-1-09

implementation of a client's money managenmeant
program was implemented for one of the three
sampled cliants. [See W249)

ocuments are not misplaced.

7. The individual chose this room after 8-28-09
6. The QMRP failed to ensure the accurate and moving from her prior residence. She has
consistent documentation of a client's progress been selected for the money follows the
for one of three sampled clients. [See W252] person program and is a moving to a

waiver home.

7. The QMRP failed to ensure cliants were
housed in a room equipped with a window to the
outside for one of three sampied clients. [Ses
W27}
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Continued From page §

8. The QMRP fallad to hold evacuation drills
under vared conditions utilizing all egress points
for all clients residing in the facility. [Sea \W441)
483.440(c}(4Xi) INDIVIDUAL PROGRAM PLAN

The objectives of the individual program plan
must be staled separately, in terms of & single
behavioral outcome.

This STANDARD is not met as evidenced by:
Based on observation, interview and racord
raview, the facility failad to ensure cbjectives
documented in the Individual Program Plan (IPP)
were stated separately, in terms of a single
behavioral outcome for two of three sampled
clients.

The findings inciude:

The facility failed to ensure that programming
objectivas wers written to address a singular
behavioral outcome as identified below:

1. Observation on the avening of 4/27/09 at
approximately 5:55 PM, ravealed staff was
attempting to communicate with Client #1 during
dinner by using hand gestures. The staff made
hand gastures as he attempted to communicate
with the client in order to determine which drink
sha preferred to have for dinnar. On one other
occagion the steff was observed fo use hand
gestures t0 ask har if she had finished eating.

Record review and interview with the facility's
Qualified Mertal Retardation Professional
(QMRP) on 4/29/08 at 10:41 AM, reveaied Clien]
#1 was currently working on a programmatic

W 152

w229

8. Staff have been in-serviced on the
importance of using all egress points as
they continue to implement evacuation
drills

Person #1 program is being reassessed for
her upcoming ISP. Her program staff will
begin training in sign language to improve

their ability to communicate with Person 1.

5-1-09

6-15-09
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W 229 | Continued From page 6

objective to improve her communication gkills.
Review of Cliant #1's Speech assessment dated
4/23/08 revealad the following communication
program was recommended;

GOAL: To imprave Functional Communication
Skills

OBJECTIVE: [Client #1] will be able to use sign
language at the appropriate time with model
prompts on 3 out of 4+ trials for 3 consecutive
months. (Vocabulary: hello, name, work, lunch,
lotion, finish{ed), get out of wheelchair, etc.)

The programmatic objective identified eight words
that Client #1 should be taught during the three
month implamentation period. Review of the data
collection sheets did not spacify or offer any
guidance on which of the aight words was being
used /implemented for any given session,
Acconding to the data sheet, Client #1's progress
was being tracked/documented by the “prompt
level® employed by the staff whenaver the
program was being implemanted (e, verbal
prompt, gestural prompt, etc.). At the time of the
survey, there was no way to assess the progress
of Client #1's participation with each of the
vocabulary targeted and identified for this
program objective.

2. Interview with the facility's QMRP and record
review on 4/20/09 at approximately 10:30 AM,
revealed Client #2's Individual Service Plan (ISP)
which was held on 5/14/08 recommanded the
following money management goat:

GOAL: Training to improve maney managernent
skills

w229

measured separately,

2. Person # 2 programs modified after her 5-18-09
annual meeting goais are written to be
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W 229 | Continued From page 7 w2229

OBJECTIVE 1: [Client #2] will purchase a diat
coke with 1 dollar bill with verbal prompts and
verbal cues from direct care staff 100% of the
opportunities across 12 consecutive montha,

OBJECTIVE 2: [Client #2] will then be given the
opporttnity to be able to identify the change
received back from this purchase.

The meney management program was written
with two saparate programmatic objactives and
was not written 1o address a single behavioral
measurs.

The facility failad to ensure thet all written
programs addressed a single behavioral
outcoma.

W 237 | 483.440(c)(5){iv) INDIVIDUAL PROGRAM PLAN W 237

Each written training program designad to
implement the objectives in the individual
program plan must specify the type of data and
frequency of data collaction necessary to be able
to assess progress toward the desired objectives.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that consistent data coBaction
was maintained to accurately assess a client's
performance towards the targeted 1PP objective
for one of the three sampled clients. [Client #3}

The finding includes:
The facility failed to maintain an accurate

accounting of a client' s programmatic record to
ensure a propar assassmant could be made on
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Continued From page B
their lovel of prograss as identified below:

Interview with tha Facility's Qualified Mental
Ratardation Professional (QMRP) on 4/29/09 at
12:08 PM, revealed the programmatic data prios
to 472008 for all the clients were filed separately
and not in their habilitation records. Review of
Client #3's habilitation records on the same day at
approximately 12:15 PM, revealed the facility
failed to ensura consistent data collection as
identified below:;

Ciient #3 ' s current Individual Support Plan dated
4/25/08 recommended that a program to "
Increase Sefety Skills " be implamented. The
programmatic plan was as follows:

GOAL: to have [Client #3) learn safety skillg while
out in the community.

OBJECTIVE: [Client #3] will learn and be able to
identify whean it is safe to cross the crosswalk, by
pushing the pedastrian button 80% of the time for
12 consecutive months. [Frequency Mon-Wed]

Raview of the data collection sheets on 4/28/09 at
appraximately 12:2C PM, revealad there was no
programmatic data on fite for the months of
10/2008, 1172008, and 1272008. The QMRP
searched the archivad files and was unable to
find the missing data shests.

483.440(d){ 1) PROGRAM IMPLEMENTATION

As soon as the interdisciplinary team has
formulatad a client's individual program plan,
each client must roceive a continuous active
treaiment program consisting of neaded
interventions and services in sulficient number
and frequency to support the achievement of the

W37

Person # 3 along with all individuals
records are documented for progress,

accuracy and filed at the end of the month.

In the person individual files.

Staff received training on program
documentation

W 243

5-10-09

5-4-09

FORM CMS-2567(02-86) Previous Versions Obackie

Ewvent ID: PUCU11

Fadity ID: 08G321

If continuation shest Pags B of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: (5/12/2008
FORM APPROVED

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION ICENTIFIGATION NUMBER,

09G221

(X2} MULTIPLE CONSTRUCTION
A. BUILDING

B. VNG

(X3} DATE SURVEY
COMPLETED

04/29/2009

NAME OF PROVIDER OR SUPPLIER

MARJUL HOMES

STREET ADDRESS, CITY, STATE, ZIP CODE
163 RQXANNA ROAD, W
WASHINGTON, DC 20012

(%4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IOENTIFYING INFORMATION)

Y]
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOWND BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

PK5)
CATE

W 249

Continued From page 9
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
factiity failed to ensure the implementation of a
client's money management pragram for one of
the three sampled clients. [Client #2}

The findings include:

Interview with the facility's Qualified Mental
Retardation Professional (QMRP) and recard
review on 4/29/09 at approximately 10:30 AM,
reveaied Client #2's Individual Service Pian (ISP)
dated 5/14/08 recommended the following maney
management goal:

GOAL: Training to improve money management
skilis

OBJECTIVE 1: [Client #2] will purchase a dist
coke with 1 dailar bill with verbal prompts and
verbal cues from direct care staff 100% of the
opportunities across 12 consecutive months.

OBJECTIVE 2: [Client #2] wil than be given the
opportunity to be able to identify the change
recaived back from this purchase.

The money management program was inclusive
of two separate programmatic objectives. There
was no evidence at the time of survey that the
second objective written to aid Client #1 in
“identifying change” was implamanted. There
was no data for the "identify change" component
in Client #2's file to review. Furthar intarview with

W 248

Client program documentation has been
separated per team to measure making a
purchase and receiving change as separate
program goals

5-18-09
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the QMRP on 4/26/09 at approximately 10:40 AM,
&iso revesled the “indentify change” component
of the money managsment program was
overlooked and that he was not aware of the
programmatic recommendation.

483.440(s)(1) PROGRAM DOCUMENTATION

Data relative to accomplishment of the criteria
specified in client individual program plan
objectives must be documented in measurable
terms.

This STANDARD is not met as evidenced by;
Based cn observation, staff intarview ahd record
raview the facility falled to accurataly and
consistently document the client's progress in
achieving a programmatic objective for two of
three sampled clients. [Clients #2 and #3]

The findings include:

1. Observation on the evening of 4/27/05 at
approximately 4:15 PM revealad staff escorted
Client #2 up the stairs to the bathroom and again
back down the stairs and into the rear sun room.
Staff was also observed taking an active part in
aiding Client #2 up and down the single step
leading from the rear sun room into the living
room.

Racord raview on 4/28/0% at approximately 3:00
PM revealed Client #2's Physical Therapy
assessmant datad 4/23/08 recommended the
following programmatic plan:

GOAL: to improve her physical fitness.

w249

W 262
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OBJECTIVE: [Client #2] will go up and down a
flight of atairs 2/2 trisis every hour at 100% of the . ..
i d Staff received training on documentation 5-18-09

trials 5 times a week for 6 months.

Review of the data coliection sheets for this
physical fitness program revealed only the
months of 3/09 and 4/08 was available for review.
Interview with the Qualified Mental Retariation
Prafessional (QMRP) on 4/29/09 at approximately
11:30 AM, raveaied the missing data collection
sheata dating back to 4/2008 were either missing
or mighled,

Thare was no evidence presanted or on file at the
time of survey to substantiate that the data for
Client #2's physical fitnesas program was being
accurately and cansistently documented to
ensura a measureable assessment of her
performance could be conducied.

2. Interview with the facility's Qualified Mental
Retardation Professional (QMRP) on 4/29/2009 at
12:08 PM revaaled the programmatic data prior to
4/20/08 for all the clients were filed separately
and not in their habilitation records. Review of
Client #3's habilitation records on the same day at
approximately 12:15 PM, revealed the facility
failed 1o ensure consistent data collection as
identified below.

Client #3 ' s cumrent Individual Support Plan dated
4/25/08 recommended that a program to
“Increase Safety Skills" be implemented. The
programmatic plan was as follows:

GOAL: to have (Client #3] iearn safety skills while
out in the community.

all programs.

Individual program files are monitored
and filed monthly.
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OBJECTIVE: [Client #3] will learn and be able to
identify when it is safe to cross the crosswalk, by
pushing the padestrian button 80% of the time for
12 consecutive months. [Frequency Mon-Wed)]

Review of the data collection sheets on 4/28/09 at
approximatsly 12:20 PM, revealed thers was no
program data on file for the months of 10/2008,
1172008, and 12/2008. The QMRP rechecked
the archived files and was not able to find the
missing data sheets. The QMRP further added
that he would have to review the filing systam for
the. programmatic records and ackiress the

problem.

There was no evidence pressnisd or on file at the
time of survey to substantiata that Client #3's
"safety skils" program was being accurately and
consistently documented to ensure a
measureable assessment of her performance
cauld be conducted.

483.460(j)(4) DRUG REGIMEN REVIEW

An individual medication administration record
must be maintained for each cliant.

This STANDARD is not met as evidenced by:
Based on irterview with the facility ' s Licensed
Practical Nurse {LPN) and record raview, the
facility failed to ensure the consisient
documentation of all administered medications for
one of the three sampled dients. [Client #3]

The finding includes:
The facility failed to enact an effactive system to

ensure the documantation of all administered
medications as presentsd below,

w 252 | Community safety program was modified
to a community inclusion program by IDT

team.

W 365
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interview with the facility's suparvisory LPN and
record review on 4/2872009 at approximately 1:30
PM revealed Client #3's medication regimen
inciuded “Prednisolone Acetate 1% sol ... instil in
tight eye QD until follow-up in two waeks ",
Review of Client #3's 4/2009 Medication
Administration Record presented the following
discrepancies:

1. 12:00 PM dosage was not racordad on
4/25/09, 4/26/09

2. 6:00 PM dosage was not recorded on 4/27/09

3. 12:00 AM dosage was not recorded on
4/25/09, 4/26/08, and 4/27/09.

In aadition, the supervising LPN indicated she
interviewed the medication nurse and was
informad, the Prednisclone was not administered
on 4/27/2009 at 12:00 PM, but was at 5:00 PM.
This error indicates the 12:00 PM dosage was
also not recorded on 4/27/09,

483.470(e} 1XH HEATING AND VENTILATION

Each client bedroom in the facitity must have at
least one window 10 the outside.

This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
facility failed to ensure clients were housed in a
room equipped with a window to the outside for
one of three sampled clients. [Client #5)

Tha finding includes;

The facility faled to ensure cliants are housed in

W ae5

Medication nurse received counseling

- pertaining to documentation on 5-1-09
follow up in service is scheduled with all
nurses

W 427

5-31-09
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rooms that are equipped with an exterior window
as presented balow: Individual has been selected to participate
in the DC waiver program through the 8-28-09

Observation on 4/27/2009 at 5:30 PM, revealed
Client #5's bedroom was Jocated in a small room
on the second floor. Her badroom has no

1 money foltows the person program.
" This person has privacy issues also and is

windows and two ent s/exit paints; an not a candidate to share a room DDS
exterior door to the outside and an intesior door Service Coordinator along with QMRP
Ieading into the main haliway on the second floor. will attempt to expedite person move

Interviaw with the QMRP on the samea dayftime
verified Cliant #5 was housed in this bedroom.
Tha QMRP further revealed he was not aware a
client couid not ba housed in a room without 3
window.

W 441 | 483 470(i)(1) EVACUATION DRILLS W 441

The fadility must hold evacuation drilts under
varied conditions.

This STANDARD Is not met as evidenced by:
Based on staff inferview and record review, the
facility failed to hold evacuation drills under varied
conditions utilizing all egreas points for all clients
residing in the facility. [Clients #1, #2, #3, #4, #5]

The finding includes:

The facility failed to ensure ali egress points were
being utilized during fire drills as presentad below:

interview with the Qualified Mental Retardation
Professlonal (QGMRP) and record review on
4/29/2009 at approximately 3:00 PM, revealed the
facility falied 10 ensure all egress points was being
useqd during fire drills. Over tha three month
period s fire drill records reviewed covering
included the months of 1/2009, 2/2009, 3/2009,

FORM CMS-2567(02-88) Previous Versions Obsolele Event ID: PUCU11 Faifty 0 (221 if continuation sheet Page 150f 16



PRINTED: 05/12/2009

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
~GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
096221 B.winG 04/2902009 |
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, STATE. ZF CODE

1838 ROXANNA ROAD, MW

MARJUL HOMES
Y WASHINGTON, DC 20012
o) ID SUMMARY STATEMENT OF DEFICIENGIES ] PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

W 441 | Continued From page 15 . W 441
the "side door” leading from the kitchen was used
once. Tha front door was used for every other
fire drifl held. in addition, the second floor agress
(located in Client #5 ' s bedroom) was not
recorded as being used at ali for the time pericd
reviewed,
Intarview with the facility's House Manager (HM) Different egress points will be used when 519-09
and QMRP on 4/28/2008 at approximately 3:15 _ doing monthly evacuation drills

PM, revealed none of the clients have ever baen
taken out the facility through the exit door on the
second floor and/or aut of the sliding glass doorin
the "rear” of the facility. According to the HM, the
sliding glags docrs are not used because it is
hard to skide open. Further inspection revealad
the sliding glass door was indeed difficult to siide
open. After the door was inspected, the HM
indicated the silding gtass door was going to be
raplaced and the QMRP concumed with that
statement. :

Naote: Despite Client #5 being housed in the same
room as the exit door for the sacand floor, neither
the client nor any of her house matas were
allowed fo use that point of agress during fire
drilla. [Reference W427)
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INITIAL COMMENTS

A re-licensure survey was conducted from
4/27/09 to 4/29/09. A random sampling of three
residents was selected from a population of five
individuals with varying degrees of disabilities.

The findings of this survey were based on
chservations at the group home and one day
program, interview with direct care staff and
management, and a review of the habilitation and
administrative records including the unusual

incident raports,
3503.10 BEDROOMS AND BATHROOMS

Each bathroom that is used by residents shall be
equipped with toilet tissue, a paper towel and cup
dispenser, soap for hand washing, a mirror and

adequate lighting,

This Stetute is not met as evidenced by:

Based on observation and staff interview, the
facility failed to ansure afl bathrooms were
equipped with paper towels and cup dispensers
to accommodate the needs of all residents
residing in the factity. [Residents #1, #2, #3, #4,
and #5)

The finding includes:

Observation and interview with the facility ' &
House Manager during the environmental
inspection on 4/27/2009 at approximately 5:30
PM revealed, the bathroom on the main floor and
the second fioor haflway were not equipped with
gither a cup dispensar or papesr towels.

1000

Paper towels and cup dispenser are in the
bathroom indicated

4-28-09
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1090 | Continued From page 1 1090
1090 3504.1 HOUSEKEEPING 1090

The interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, atiractive,
and sanitary manner and be free of
accurmulations of dirt, rubbish, and objectionable
odors.

This Statute is not met as avidenced by:

Based on observation and staff intarview, the
Group Home for the Mentally Retarded Paerson
{GHMRP) failed to ensure the proper
maintenance of the facility ' s enviranment for five
of five residents [Residents #1, #2, #3, #4, and
#5] rasiding in the facllity as identified balow:

The findings include:

During the environmental ingpection on 4/27/2000
at approxirnately 5:30pm, the fallowing deficient
practices were identifiad:

1. Tha long string was not attached to the light 1. Repaired
fixture in Resident #4 's closet and was missing.
Resident #4 stands approximately 5' 3" inches
tali and can not reach the short metal strand
hanging from the fixture. According ta the
facility's house manager the staff usually tums on
the lights in the closet for the client. The house
manager indicated the strand was broken off
from the light fixture, and it was never replaced.

4-28-09

2. The tub in the hallway bathroom was soiled : 78
and stained with a dark grey and brown 2. Repaired 4-28-09
substance. The facllity " s house manager
indicated thera was a problem with the plumbing
and it was in the process of being repaired.

3. Three out of approximately five light bulbs in

Healih Regulation Administration
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the chandelier in the kitchen were inoperable.

4. The bulb in the front foyer was inoperable.

5. Tha gutters around the home were
overflowed with debris (leaves, small branches,
stc.).

6. The back yard and the grounds on the east
sida of the horne were cluttarad with old fumiture
and building equipment (planks of wood, tubing,
etc.).

3504.3 HOUSEKEEPING

Each GHMRP shall be free of insacts, rodents
and vermin.

This Statute is riot met as evidenced by:

Based on obsarvation and staff interview, the
facility failed to ensure a bug free environment for
five of five residents residing in tha facility.
[Residents #1, #2, #3, #4, and #5)

The finding includes:

During the environmentzl inspection on 4/27/2009
at approximately 5:55pm, a wasp' & nest was
observed on the exterior vent leading fo the
kitchen, Additionally, a second wasp's nast was
found along the side of the doer leading from the
basement out to the back yard.

Interview with the GHMRP ' s house managar
and QMRP on the sama day at approximately
5:57pm, reveaied the nests should not be there
and they would be removed irmmediately.

1030

1092

B. Repaired 4-28-09

4. Repaired 4-28-09

3. Completed 4-28-09

b. Completed 4-28-09

Completed 4-27-09

STATE FORM
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| 183 | Continued From page 3 [ 183
1183 35084 ADMINISTRATIVE SUPPORT 1183

Each GHMRP shail have a Residence Dimactor
who meets the requirements of § 3509.1 and who
shall manage the GHMRP in accordance with
approved policies and this chapter.

Thig Statute is not met as evidenced by:

Basad on staff intarview and record review, the
facility's Qualified Mental Retardation

| Professional (QMRP) failed to ensure the
cocrdination, manitoring, and implemantation of a
resident’s habilitation and planning for five of five
of the residents residing in the facility. [Resklents
#1, #2, #3, #4, and #5)

The findings include;

1. The QMRP failed to ensure that ail injuries of
unknown origin and serious unusual incidents . .
wera reported i sately o the governmental 1. Staf'f mn-serviced on incident reporting 5-4-09
sgencies as required by DC regulation (22 DCMR Including reporting to all regulatin g
Chapter 35 Sectian 3519.10}, [See Federal agencies.

Daficiency Report Citation W153 and Licansure
Chation 3519.10]

2. The QMR failed to ensure the 2. Program was modified to measure goals | 5-18-09
implementation of a resident's money separately
management program for one of the three
sampled residents. {See Federal Deficiency
Report Citation W249 and Licensure Citation
3521.3)

13758 3519.6 EMERGENCIES : 1376

Each GHMRP shall document each emergency
and entar the follow-up actions into the resident *
s permanent record, which shall be made
available for review by authorizad individuals.

Health Regulation Admimistation
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This Statute is not met as evidenced by:

Based on staff interview and record review, the
facility faled to ensure the investigation of an
injury of unknown origin for one of three sampled
clients. [Resident #2}

The finding includes:

The facility failed to ensure the investigation of all This investigation was completed 4-29.09
injuries of unknown origin as identifiad below:

Interview with the facility's QMRP and LPN
Suparvisor and the review of the facility's incident
reports on 4/28/09 at 2:29 PM, ravealed an
Unusual Incident Repert (UIR) was fiied on
4/26/09 which detailed residant #2 wag injured
and had a bruise on her head. As documented
on the UIR, "upon amiving to work, | was informed
by the nurse [resident #2] has a bruise on her
forehead from a fall that occurred the prior
avening.”

Review of the nursing progress notes ravealed on
4/26/09 at 7:30 AM, the following entry was
made, this “writer was notified by staff that she
noted a bruise on residant * & forehead while
giving her a shower that morning.

Further intarview and record review with the aid
of the GMRP and the LPN Supervisor on the
same day at approximately 2:40 pm revealed the
following discrepancies:

1. The staff who nofified the nurse of the injury 1. staff has been in-serviced on reporting 5-4-09
on the moming 4/26/2009 did not write an incidents
incident report and the identity of that staff was
unknown at the time of survey.

2. The nurse who received the report from the
staff on the moming of 4/26/2009 didf not write an

Health Regulation Administration
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Further interview with the QMRP on 4/26/09 at
approximately 10:40 AM also revealed the
“indentifying change™ component of the money
management program was overooked and that
he was not aware of the programmatic
recommendation.
1474) 3522.5 MEDICATIONS (474

Each GHMRP shall maintain an individual
medication administration record for sach
resident.

This Statute is not met as evidencad by:

Based on intarview with the facility ' s Licensed
Practical Nurse {LPN) and record review, the
facility failed to ensure the consistent
documentation of all administered medications
for one of the three sampled residents. [Resident
#3]

The finding includes:

The facility failed to enact an effective system to
ensure the documentation of all administerad

meadications as pressnted below.

Interview with the facilky * s supervisory LPN and Medication nurse received counseling i

record review on 4/28/2009 at approximately 1:30 pertaming to documentation on 5-1-09 | 5-31-09
PM revealed Resident #3 ' s medication regimen follow up in service is scheduled with all

included " Prednisclons Acetate 1% sol ... instil nurses

in right aye QID untit follow-up in two wesks * . |
Review of Residant #3 ' s 4/2009 Medicstion
Administration Record presented the following
discrepancies:

1. 12:00 PM dosage was not recorded on
4/25/09, 4/26/09

2. 8:00 PM dosage was not recorded on 4/27/09

Health Regutation Administration
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3. 12:00 AM dosage was not recorded on
4/25/09, 4/26/09, and 4/27/09.
In addition, the supervising LPN indicated she
interviewed the medication nurse and was
informed, the Prednisolone was not administered
on 4/27/2009 at 12:00 PM, but was 5:00 PM.
This arror indicates the 12.00 PM dosage was
also not recorded on 4/27/09,
Health Reguiation Adminstration

STATE FORM Ll PUOLM4 # continuation sheet 10 of 10



PRINTED: 051122009
FORM APPROVED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTR oN (X3} DATE SLIRVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A uen COMPLETED
A BUILDING
B. WING
08G221 04/28/2009

NAME OF PROVIDER OR SUPPLIER

'MARJJL HOMES

ESTREET ADDRESS, CITY, STATE, ZIP CODE

1639 ROXANNA ROAD, NW
WASHINGTON, DC 20012

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DERCIENCIES
(EACH DEFICIENCY MUST BE FRECEDED BY FULL
REGLLATORY OR LSC IDENTIFYING INFORMATION}

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

Ps)
COMPLETE
DATE

1375

1379

Continued From page 5

incident report and she did not identify which staff
she received the information from.

3. The staff who actually wrote the report on
412812009 referanced the injury took place on
4/26/09, but there was no nursing note for that
date to shed any light on whan the injury may
have taken place.

4, No staff who worked on 4/25/09 produced an
incident report regarding the injury.

In light of these discrepancies, it was no! clear
when Resident #2 actually sustained her injury.
Additionally, it was not clear if there were any
staff present at the time of the injury who may
have witnessed the incident first hand.

3519.10 EMERGENCIES

In addition to the reporting requirement in 3519.5,
each GHMRP shall notify tha Department of
Health, Health Facilities Divigion of any other
unusual incident or event which substantially
infarferes with a resident ' s health, welfare, living
arrangement, well being or in any other way
places the resident at risk. Such notification shall
be made by telephone immediately and shall be
fotiowed up by written natification within
twenty-four (24) hours or the next work day.

This Statute is not met as evidenced by:

Based on staff interview and record review, the
facility failed to ensure the timely notification of an
injury of unknown arigin in accordance with
District policies for one of three sampled clisnts.
[Resident #2]

1375

1379

!
2. Medication nurse received in-service on
incident reporting

3. Nurses receive in service on
documentation

4, staff has been in-serviced on reporting
incidents

5-31-09

5-31.09

5-4-09
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The finding includes:
The facility failed to ensure that afl injuries of
unknown origin are reporied to the Department of
Health as required by the District of Columbia law
{Title 22 Chapter 35; 3519.10) as identified
balow:
Interview with the facility's Qualified Mental
Retardation Professional (QMRFP}), the Licensed Staff received in service on reporting 5-4-09

Practical Nurse (LPN) Supervisor and record
review on 4/28/09 at 2:29 PM, revealed an
Unusual Incident Report (UIR) dated 4/26/09,
detailed Resident #2 was injured and had a
bruisa on her head. As documentad on the UIR,
"“upon arriving to work, | was informed by the
nurse [Resident #2] has a bruise on her forehaad
fraom a fall that accurred the prior evening.*

Further interview with the QMRP and the LPN
Supervisar neither was not able to explain which
staff informed the nurse of the injury on the
maming of 4/26/2009. in addition, it was not
clear if anyone actually witnessed the incident
first hand.

Review of the nursing pragress notes dated

.4/26/09 at 7:30 AM, revealed the following antry

was made, this "writer was nolifiad by staff that
she noted a bruise the on client’s farehead while
giving her a shower that moming." The progress
note did nat indicate which staff compieted the
incident reported for the injury.

Further interview with the QMRP revealed he was
not made aware that the information in the
incident raport was the result of an unknown third
party and as such, it was not raported to the
department of health,

incidents this training also included who to
inform and what reporting agency to report
incidents. This included the reporting to
DCHRA all incidents within 24hrs
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3521.3 HABILITATION AND TRAINING

Each GHMRP shall provide habilitation, training
and assistance to residents in accordance with
the resident ' ¢ Individual Habilitation Plan.

This Statute is not met as evidencad by:

Based on observation, staff interview and record
raview, the facility failed 1o ensure the
implementation of a resident's money
management program for ane of the three
samplad residents. [Resident #2]

The findings includa:

Interview with the facility's Qualified Mental
Retardation Professional (QMRP) and record
raview on 4/29/09 at approximately 10:30 AM
ravealed Resident #2's 5/14/08 Individual Service
Plan (ISP) recommended the following money
management goal:

GOAL: Training to improve money managemant
skills

OBJECTIVE 1: [Client #2] will purchase a diet
coke with 1 dollar bill with verbal prompts and
verbal cues from direct care staff 100% of the
opportunities across 12 consecutive months.

OBJECTIVE 2: [Client #2] will than be given the
apportunity to be able to identify the change
received back from thig purchase.

The money management program was inclusive
of two separate programmatic chjectives. There
was no evidence at the time of survey that the
sacond objective written to aid Residant #2 in
"identifying change” was implemented.

1422
1 422

goals.

Person # 2 money management goal has
been modified to measure making a
purchase and counting change as separate

5.18-09
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