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’ DEFICIENCY)
W 000 | INITIAL COMMEN I's W 000
A recertification survey was éon( ucted from June |
12, 2007 through Jupe 14, 2007 The survey wad
Initiated using the fuhdsmartal s irvey process. A
random sample of four elients w, 5 selected from
a residential papulation of seven female clients e T———
with varying degrees of disabiitiss. - Wi4s B
The findings of tha survey ware | ased on . : 1529 \Tﬂ'
absarvations at the resldence an 1 one day This Standard will be met as; i ONgoINng
program, Alsg the findings were based on staff Evidenced hy: ‘
interviews in both the group hom : and day N
program, as well as a review of | abilitation and lie family "\
administrative records, to includé the facility's <l 'l‘t#3 does “‘;2 bave g N
unusual incident reports. mvolvement. A g.al guardian w
W 148 | 483 420(£)(6) COMMUNICATION WITH - W 148 |appointed after the incident on
CLIENTS, PARENTS & 4/17/07.
Tha facility must notify promptly 1 1e client's . . . RN
parents or guardian of any slgnifi ;ant incidents, or QMRP will continue to notify family
changes in the client's condition | 1¢luding, but hat members and/or legal guardians of
limitsd to, serious illness, accidel t, death, abuse, E—_— I : .
o UNBUONZeq Absence. significant incidents in a timely
manner.
4\
\
. . . . . . N
This STANDARD is not metas ¢ fidenced by: In the event the QMRP is unavailable a
Based on interview and record re fiew, the facility . . .
failed to notify parents or guardla s of significant designated person will be assigned to
incidents for two of the eight clier = residing in the complete the task.
facility. (Clients #3 and #4)
The finding includes: 'QMRP and/or designee will document’
all notifications,
Revizw of the facility's unusual inl ident reports : :
and investigations on June 12, 2¢ )7 at s - - .
approximately 8:25 AM, revealed svidence that Routine file audits will bc completed 4
the fuacility failed to notity family m zmbers to further cnsure compliance with this|
mmedialely of tha following signil cant incidants; _standard, ‘
i .
LABORATORY DIRECTOR'S OR PRAVIDERISUPFLIER RE RESENTATIVES SIGNATURE j T EDATR
‘ ‘ M 18/
Any daficiancy statament endlng with'an pteriak () der 3oz & deflsiency which the institution may be sxcused frorm carrecting providing it s chlennllaea tat

protection to the peli nts, (See instructions.) Excuat for nursing homes. the findings stated abevs ars isclosatia 80 days
ection is provided. Fer nursing homaes, the above findings and plans of cosrection are disslessbia 14
facility. if deficiencies are cited, an approved plan of carraction Je requisite to continued
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851£.10) for three of the seven o ants residing in
the facility. (Clients #1, #3 and & )

The “indings inciude:

1
1D WASHINGTON, DC 20020
o) D EUMMARY STATEMENT OF DE! ICIENCIES . ip PROVIDER'S FLAN OF GORRECTION sy
PREFIX (EACH DEFICIENCY MUST BE PREC IDED BY FULL PREFIX ({EACH CORRECTIVE ACTION SHOULD BE CEMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATIOR) TAG LROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY) .
W 148 Continued From page 1 W 148
a. On April 17, 2007, Cllent#3 1 amited, wasg sent
to the emergency room and sub ‘equently was
admitiad to the hosphal,
b. On March 18, 2007, Client # was reported to
be unrasponsiva, The primary ¢ ire physician
was notified and nstructad to st ff to transpart
the client to the emergency roon for further
evaluation, :
. On July 27, 2006, staff discoy sred Client #3's | I
righ: thumb swollen. The client\ a8 taken ta the !
loeal emergency room. :
e. On August 4, 2006, staff was Jiven Cllent#4 a ;
bath and binad was dripping fron the cilents toe. _
Client was sant 1o (ocal emergen ly room, - ~
W 153 | 483.420(d)(2) STAFF TREATME NT OF w 153| W153 \ .
CLIENTS - ' AN o207
The facllity must ensure that all z legations of This Standard will be met as\ 0"50“'7
mistreatment, neglect or abuse, : swell as evidenced by: \‘
injuries of unknown sourée, are r ported
Immediately to the administrator i to ather MRP, 1 ill ens that all'
officals Jv accordance with State law through Q h /desig . . all
estaolished proceduras, - incidents are reported immediately to
the Administrator and other officials |-
accordin, district 22 DCMR)
This STANDARD IS not met as ¢ /idenced by: Chap, 35 g’ ton 3 Slf;v 1(0 DEMR)
Based on interview, review of uni sual incidents, | p- 35, Section .10) ~
| and "eview of medical records, th 3 facility falled to! L
P e ";:ﬁ a"_;‘r:‘usuzl ‘ncidfmrgt: :fr':d‘l;?gt 'fluut"'Es QMRP/designee will maintain :
1KNQ orl ware repo! egiately 1o Py - - v :
1 the =dministrator and sther officiz 's according to venﬁcatl.o;:z (Le. fax wnﬁrmatmn) on
district law (22 DCMR, Chapter 3, Section ; file for review,
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PREFIX
TAG

SUMMARY STATEMENT OF DEF CIENCIES
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REGULATORY OR LSC IDENTIFYING NFORMATION)

o PROVIDER'S FLAN OF CORRECTION
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DEFIGIENCY)

combLmon
DATE

W 153

Continuad From page 2

Review of the incident reports or June 12, 2007
at 8 25 AM, revealed the followin j incidents that
Fad rict bean reporfed 4= require 3;

a. On May 6, 2007, direct cara s aff discavered
an cpan would on Client #4's sto nach. The
nurse treated the wound,

b. On April 9, 2007, staff discove red a swollan
burnp on Client #3's lower eyelid. The on duty
hurse treated tha bump with cold compresses,

c. On April 24, 2007, staff dlscon sred an open
ares on Client #4's right elbow.

d. On August 4, 2006, staff was jiven Client#4 a
bath and bload was dnppmg fron the clients tae.
The client was sent to local emer janey raom.

a. On September 23, 20086, stafl dlscovered
scratches on Client #1's right che 2K
483.420(d)(3) STAFF TREATME NT OF
CLIENTS

The facility must have evidence t at all alleged
violations are tharotghly investig: iad,

This STANDARD is not met as e videnced by:
Based on intenview and record re riew the facility
falled 1o @nsure all unusual Incide ces of Injuries
of unknown origin were therough! 7 investigated.

The findings nclude:
Review of the facillty's Unusual ir Sident Reports

log kouk un 6/14/07 at approximg lely 1:87 PM
revesled the following incidents a 1d/or Injuries of

W 153

WS4 T —
This Standard will be met as ",
evidenced by:

W 154

‘v

the QMRP.
| Also reference response to W153.

All incidents will be investigated by\‘

bAL07

OV1901 4"7
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W 154 | Cortinued From page 3 W 154

unknown ofigin had not been iny :stigated as
evicence below:

a. Muay 6, 2007, direct care staff discoverad an

Opa would on Client#4's stoma sh. The nurse
treatad the wound.

b. On April 24, 2007, staff disco' ered an open
ares on Client #4's right elbow,

d. On August 4, 2006, staffwas jiven Clients4 a

bath and blood was dripping fron the clients toe. . ' ‘0'2’ ,07
Tha client was sent ta jocal emer jency room. e ' ONguincy
€. €n September 23, 2006, stafl FHscovered WI.SDX_____._M*__\
scralches on Cllent#1's right che 2k, This Staudard will be met as\,
W 159 | 483.430(a) QUALIFIED MENTAL W 159/ evidenced by: N
RETARDATION PROFESSIONA _ . NE
¢ N
Each client's active treatment pro yram must be . (1) Reference response to W189.
integrated, coordinated and moni ored by a !
quUaITIRG Mental retargation prore SioNal, (2) Reference response to W214.
This STANDARD is not met as e ridenced by: - (3) Reference response to W217.!
Based on observation, staff intery ew and record ' !
review, the facliity Qualified Ment | Retardation I:
Frofessional (QMRP), failed to ac squately (4) Reference response to W227,
monitor, integrate and coardinate =ach client's
health and safety. (5) Reference response to W234.

The 1i i : :
he findings include: i (6) Reference response to W237.

1. The facility's QMRP failed to e syre that dirsct i

care staff were frained in order to >erform their 7) Refiere re
jobs efficlently. [See W183) ' @ nee response to W247.
2. The facility QMRP failed to ens xre each cllent (8) Reference response to W249
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W 188 | Cortinued From page 4 ] W159| wigg - —_—
Was assess and/or reassess clig 1ts’ ' . .
devalopmental and behaviora) si engths and T'{is Standard will be met ”".
needs. [See W214] evidenced by: T le- (0}
L. L S 0 "K' .
3. The facility QMRP failed to en wure that a QMRP/Home Manager will \ 3
i ] f s e \,
e s oo ey B 3 orane e conduct/coordinate additional \
: ' training as need o include but not.
4. The facility's QMRP failed des zlop IPP limited Physical Therapist,
objechives identified by the comp shensive 0 - T} : .
functional assessment , [See W 27) upatlol.aal rapist, .
Psychologist, and Speech Therapist
6. The faclity QMRP falled to en ijure that written 10 address the various programs
.| training programs spacified the n ethods ta be . implementati erns
used to ensure proper implemen! ation of the and _xmpl ntaf:xon cone
programs. [See W234] . outlined. (Walking program,
functional communication, _
6. The facility's QMRP failed to e sure that mealtime protocols, and range of:
physical therapy programs were ( esigned to jom) pr ? . :
provide clear instructions on how io measure motion).
clients performance’ [Sea V237] .
. et . Staff will receive training on !
LI R E ] FERLINLY D WINPT 1y W E InUIe i ey ©“ " » Ly
client was provided an opportunit to have choose A‘-‘vtl_VE Tr Eam!! ) and providing
her adaptive equipmsnt during m als. ongoing opportunities toward _
[See W247) , ; accomphshmg a specl:flc skill and
8. The facility's QMRP falled to & 1sure continuas docurmenting appropriatcly onto
activz beatment. [See W249) . the data sheets. :
W 189 | 483.430(2)(1) STAFF TRAINING JROGRAM W 189
MRP/Home Manager will
The racility must provide each err Joyee with Q . t me nit Stai;‘m "-.\
inttial and continuing training that inables the contimue to monitor . N
employee to perform his or ber d ties effectively, competency and provide feedback®
efiiciantly, and competently. and ditection as needed to ensure ¢
, compliance with, this standard. f
This STANDARD s not met as & idenced by: : L
Based an interview and record re iew, the facility '
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NAME OF PROVIDER OR SUPPLIER STREET AGDRESS, CITY, STATE, ZIP CODE
ot 3020 STANTON ROAD, SE
, : : ] WASHINGTON, DG 20020 ,
4) ID SUMMARY STATEMENT OF DE JIGIENCIES n PROVIDERCS PLAN OF CORREGTION o)
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" W 189 | Goatinued From page 5 W 189 Wigq’ Continued 1o «
failed to ensure that aach empl yee had been
Provided with adequate training hat enables the -
employaes to perform his or her duties effactively, .
emgery-an&'::ompetenw, il Documentation sheets have been
corrected to reflect # of trials and
The findings include: staﬁ‘have received appropriate
1. The facility falled to ensure it at staff were traming.
trained an client #3's on going U 2 of her walker
for ambulation support as avidel ced balow: QMRP/Home Manager will
' : tinue to check documentati
1 On June 12 and 13, 2007 direct are staff were con) ue;l k d ntation
observed on thres tceasions to 1ssist tha ofient on a weekly basis to. easure
wilk ambulation to and from her Ysdroom by ongoing compliance with this
holding her undermeath her arm: . On each standard.
occasions, after the client was s ateq, the staff
was pbserved to go back to the  Jlent's bedroom,
get her walker and place It in the (iving room. )
Interview with the Qualified Men 31 Retardation
Profassional (QMRP) revealed 1l at Client #3 did
use her walker regularly and had an ambulation
PRSHIET D Wihiah 3hs anoild e swouraged o
"walk two [aps around the length >f the facility™.
Ageording o the QMRP, these a Iditional
opporunities for Client #3 to use her walker can
,' rainforce Client #3's walking prag ram.
2. Interview with the QMRP and “ecord review on
June 14, 2007 at approximately 7 -00 PM revealed
that Client #4 had a funetlanal co nmunication
objectiva: "Given her low tach de fcs, [the client]
will touch the icon/picture of [the fient] is eating
or [the client ] is sleeping with mii imal physical
' assistance & of 10 trials for the m xt 180 days".
Review of the April 2007 data she et indicated that
the direct care staff were implem :nting the
pragram using ona trail. Accordi) g to the OMRP,
FORM CMS 2667102 10) Frovious Vamions Obsokots Event 1D; Yak719
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(4] 100
PREFIX

TAG

SUMMARY STATEMENT OF DE! GIENGIES
(EACH DEFICIENCY MUST BE PREC 'DED BY PULL
REGULATORY OR LSG IDENTIFYING NFORMATIGN)

b ' PROVIDER'S PLAN QF GORREGTION
PREFIX (EAOH CORRECTIVE ACTION EHOULD BE
TAG CROS&.REFERENCED TO THE AFBRGPRIATE

PEFICIENGY)

x5
COMPLETION
DATR

W 188

W 214

Cortinued From page 6 ;
she racognized that the direct cz e staff 1
doc.imented one trial; and therel e, she noted
on the data sheet that “In-servics will be given for
corrett duta cofiection”. Review of the May 2007
dats sheet for May Z007 reveale ' that ten trails
were bieing documented. Reviev of the Juna
2007 data sheet only reflect that he direct care
staff were anly dacumenting one rall again, the
same as the month of April.  Thi re was no
evidence that the in-service train 1g for Client#d's
communication data callection w 15 effective.
483.440(c)(3)(iii) INDIVIDUAL Pi OGRAM FLAN

The comprahensive functional a¢ sessment muost
identify the cllent's specific deval pmental and
behavioral managemant naads.

This STANDARD is not met as ¢ /idenced by:
Based on observation, intarview : nd rocord
review, the facility failed to asses . and/ar
reassess cllents' developmental i nd behavioral
sirenying 2y needs for threa o1 1e four citents i
the sample. (Clients #1. #3 and 7 4)

The findings include:

1. The facility failed to ensura tha the adaptive
suprorts and equipemeant were @ ailable to
ensure effective prograrm implern ntation to meat
clients’ needs. [See Wa36]

7. Interviaw and racord raview or Juna 14, 2007
at approximately 10:30 AM revea. :d that Client
#4's last Occupational Therapy (C T)Assessment
was Complewrs of September 4. ! 004,
According to the Qualifled Mental Retardation
Frofessional (QMRP) a new OT s isessment had

been completed for the clients up oming

W 189

W 214

Evidenced by:

#4. QMRP will address all

Wiilg ————————,
.This Standard will be met as .

(1). Reference response to W436,

(2). QMRP will file updated
Occupational assessment for clicnt.

recommendations and maintain
documentation on for review.

- 2107

‘Ohgﬁ W\Gl

A
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(%4) IO SUMMARY STATEMENT OF Of ICIENGIES | D FROVIDER'S PLAN OF CORRECTION X5)
‘PREFIX (EAGH DEFICIENCY MUST BE PRE( EDED BY FULL ! PREFIX (EACH CORRETTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
h : DEFICIENGY)
W 214 Confinued From page?7 W 214
Individual Support Plan (ISP) mu ating scheduled ‘
for the end of June 2007, Hows rer, the
assessment was avallabla for re dew. Further
review of the expired QT assazs nent .
| recemmended an annual evaluz lon, T
W 217 | 483.440(c)(3)(v) INDIVIDUAL F| OGRAM PLAN | w217 wag e—
: This Standard will be met as,
The comprehensive functional a sessment must § - - -
includs nuritional status. Evidenced by: \ & 2907 {
. . 0’190"'?
- QMRP and medical staff continne.
This STANDARD is not met as « videncad by: to monitor client #3°s We)'ght and
Basad an observation, interview d record food intake
review. the Tacility failed to ensur ) that a . _ ‘
nuirtional assessrnant was comy leted for one of
the four clisnts in the sample. (C ent #3) QMRP will ensure that the .
The finding includes: Nutriti dresses all co !
S ) . related to weight loss and dietary
Interviaw the QMRP and record 1 :view an June orders for supplements, as well as
13, 2007 revealed & nutritionist neal observation current nutriti atus
form dated June 12, 2008. This‘ arm noted that onal st T .
s nuirfionai consuimant docume Nea concems L i . !
that Slient #4 had (oss weight. T1 & nutrifionist Nursing staff algo will contime to ‘
recommended that the client's int ike of foods be monitor and provide additional :
monitorad and documented daily, and that her - \ ;
welgt be monitored weekly. Re iew of the ; se::vwes as recomn?eyded by the
physiclan's order reviewad a diet: ry order for : Primary Care Physician.
nuirtional suppliments and four s nall meals a :
day. Although the ISP included a autritional . P : :
assessment, dated February 14, ; 008, it failed to QMRP “:ﬂl continuc to momtor_
incuce the current nutritional stat. s identified client #4’s status and document -
abova, (i.e. monthly, quarterly notes,
Note: It should be further noted Y at Client #4 has interventions, concetns and
a hislory of welght loss and was nted in her recommendations as well as
Health Care Malntenance Prograr 1. actions taken to address the
W 227 | 483.440(c)(4) INDIVIDUAL FROC RAM PLAN W 227| specific sitnation. J
FORM GMS-2507(02-8€) Previous Versions Obsolelz Event ID; 14K711 Far{ity 1D: G9G122 If continyation sheet Page 8of25 -
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W 227 | Continued From page 8 W 227
The individual program plan sta1 15 the specific
objectfves necessary to meet thi client's needas,
L as idantified by the comprehens: re assessment
- requirsd by paragraph {¢)(3) of t is section. —e———
w227
This Standard will be met as &2 0]
This STANDARD is not metas wvidenced by evidenced by: ' o AQuin
. Based on obsetvations, clent ar 1 staffinterview, E ‘3 1
i and record review, the facility fal 34 develop . . . .
indlvidust Program Plan (IPP) of ectives QMRP in coordination with the
iderdified by the comprehensive unctional Psychologist will ensure that head
assassment for one of the four ¢ .ents in the : banging behaviors are included in
sample. (Client#1) ; client # 1’s Behavior Support Plan.’
The findings include: .
During th fi J 12, 2007 bothQ will cooan°d ¢ traiing for
. unng the entrance conferenca ' n Juna 12, : : :
at approximately 9:00 AM, the Q ARP indicated i residential day program
that Client#1 received psychatre sic medications | staff as needed.
for her maladaptive behaviors. € n June 12, 2007
at approximately 11:00 AM. Clier 1 #1 was Both QMRP and PS}’chObgist will"
LR Ve iying un @ Dean bag st ne day program. . . .
Interview with the day program § aff revealed that continue to monitor documentation
the client had episodes of head t anging that and make changes as needed to
moraing. The staff indicated thal the client was | mect the needs of client #1,
the baanbag to heip her ealm do m. I ' . i
!
During the record verification pro :ess, on June |
13, 2007, it was confirmed by the client's current
physiician orders that the client re reived Cymbalia
60 mg onca a day to manage hel maladaptive
behaviors (fantrums). .
On June 13, 2007 at approximate fy 4:45 PM,
Gfient #1 was obsarved banging | er head agsinst
her wheelchair headrest. Intervie & with the
QMRP revezled that the client k2 1 exhibitad head
< banging behaviors and this malat aptive !
FDAM CME-—ES‘E'I(DZ-EB) Previcus Versions Obaclata Evani [D:7aK711 Fadity |D; 06G122
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w 227 Caontinved From page 8 ' w 227
behaviors had been recommenc 2d by the L 7. 7 T
Interdisclplinary team in Novemt ar 2006 to add . .
head banging to the current Beh wvior Support : This Standard will be met as.
o Pz, Review of the BSP, duted Novembrer 15, evidenced by: :
2006, failed to revealed that this aehavior had
been added. . -
W 234 483.440(c)(5)() INDIVIDUAL PF OGRAM PLAN | w 234| QMRP will consult with the
| Physical Therapist.

Each written tralning program de signed to
implement tha objectives in the | dividual

| Program objective will be
ogram plah must specify the n athods to be ” . "
Erseﬂd. ° specty - modified/changed to include
This STANDARD is ngt met as - videnced hy: specific instructions for '
Based on interview and record n view, the facility : ntati umentatio
failed to ensure that wiitten train 19 programs impleme 10 nhfmd goc d#3 o
spesified the methods to be user o ensure to better meeét client #1 and #3°s
Rroper implementation of the prc Jrams for two of needs.
| the four clients included In the st mple. (Cliants #1 . b29.07
and #3 . s o/,
nai3) _ Pictures were supplied by the org 7.
The findings include: Physical Therapist and placed in. |-
I R the program book for reference. -
L. 1N ATy Taneq o ensure mn it LNt @na '

#3's Physical Therapy tralning pf sgrams specified

the methods to be used as evide 1ced below: | QMRP/Physical Therapist will
] provide ongoing training as

a) Iatarview with the Qualified M sntal Retargation nieeded.

Prolessional (AMRF) and recorc review on Junas : :

14, 2007 at approximately 1:30 F M revealed that QMRP/Home Manager/Nurse ‘will

Client #3 had an objective: “Give n physical ntin s z

agsistance, [the client] will tolerat : shoulder co N ue to pro:vade ongctmg

flexion, abduction and external rc tion 10 qut of monitoring during mealtimes and

10 u;aflos h10|ding 15 minutes eact 3 t:laysd per provide direction and feedback as

week for 12 consecutive month”, According to : needed f staff to further

the objective, the cllent was 1o p¢ ticipate in this . I‘for alll to' his

program for 10 trials (2 1/2 hours each sessian), ensire compliance with t

three imes per week. Furtherre word review , standard.

falled to include instructions to th » direct care

FORM CMS-2587(02-110) Pravioua Varslens Obsaluia . Cvant i0: 14711 FaciRy 0 039G 122 G continuation sheet aga 10 of 25




07/11/2007 16:51 FAX 202 891 8293

2027301847

STATEMENT

AND PLAM OF CORRECTION

fax

INDIVIDUAL DEVELOPMENT

Rloi4

12;52:30 p.m. 08 28 2007 15136

DEPARTMENT OF HEALTH AND HUM/ N SERVICES

CENTERS FOR MEDICARE & MEDICA! ) SERVICES

PRINTED: 06/26/2007
FORM APPROVED

OF NEFICIENCIES (X1) PROVIDE] /SUPPLIER/GLIA

IDENTIFIC TION NUMBER-

NG1Ez

{X2) MULTIPLE GONSTRUGTION

A BUILDING
B. WING

OMB NG. 0938-0291
(X3) DATE SURVEY
COMPLETED

06/14/2007

IDi

NAME OF PROVIDER OR SUPFLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
3020 STANTON ROAD, SE
WASHINGTON, DC 20020

(Xa) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DE IQIENGIES
(EACH DEFICIENCY MUST BE PRE( DED BY FULL
REGULATORY O LSC IDENTIFYING INFORMATION)

=}
PREFLX -
TAG )
- f

" FROVIDER'S PLAN OF GORREGTION
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SOMMLETION
OATE

W 234

W 237

-| consecutlve manths"”.

| ovjective which staled, "given ph ‘sical

| impl2mant the objectives in the Ir Jividual

Continued From page 10 - ' !

stalf an how this program shoull be
implamented_

b} On June 12 anc 13, 2007, Cf ant #1 was
obsarved sitting in a wheelchair,

Reniew of the Physical Therapy issessment
dated Novamber 8, 2006, reveal :d a pragram
objective which stated, “given pf ysical
assistance, [the client] will tolera = lower extremity
exercises 12/12 irals, three day per week for 12

Staif are instructed to "refer to pi stures” attached
to skilled acquisition program. T! ere were no
Pictures attached to skill acquisil on sheet to
demonsirate how the program fc * lower extrernity
exXerclses should be performed.

¢) OnJune 12 and 13, 2007, Cll it &1 was
cbearved sitting in a wheelchair.
pt-r -y df Wi Fihyacar 1heiapy « S5&Ssament

dated November 8, 2008, raveal d a program

assistance, [thg client] will tolerai : left sidelying,
righ sidelying ar supine position /5 frials, throe
days per week for 12 consecutivi months”.

Staff were instructed to "refer io | ictures”
attached to skilléd acquisition prc gram, There
were: no pictures attached to skill acquisition
sheet to demonstrate how the pn gram to side
lying positions were to be implerr =nted.
483.440(c)(5)(iv) INDIVIDUAL PF OGRAM PLAN'

Each written training program de: igned to

pragram plan must specify the ty| e of data and-

. FDAM CMS-2587(02¢ 5) Previows Verglons Obselate

W 234

‘W 237

@907 l
ohgpi

This Standard ﬁ"ill be met as ;
Evidenced by: ' L

Reference response to W234 and .'
W189.

t

Evont ID: 14K711

Fadlity (0; 99G1 22
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1%
HFREFIX
TAQ

PROVIDER'S PLAN OF CORRECTION

{EACH CORRECTIVE ACTION SHOULD BE CoMAETION
* CRQS&-REFERENCED TO THE APPROPRIATE DATE

LEFICIENCY)

W 237

'

This STANDARD is not met as- widenced by:

Talled to ensure that active treatr \ent programs

Continued From page 11

frequency of data collection naci ssary to be able
to assess progress taward the d sired abjectives.

Basegd on interview and record i view, the facility

werz designed to provide clear i| structions on
hew to maasure clients perform: noe for one of
two clients in the sample. (Clien #3)

The findings include;

The facility failed to ensure that 1 1e data
collection system for Client 23 | ‘hysical therapy
abjective provided Informatian n¢ cessary to
B885usSs progress toward the obje tve.

a. Intarview with the QMRP and -ecard review on
June 14, 2007 at approximately * 130 PM,
fevealed that Client#3 had an of jective to
improve her shoulder range of m stfon. Review of
i Ui el sk amlysis (o1 § e monins of
February 2007 fo June 2007 did iot outline clear
directions for the direct care stafl to have the
apility to implement this objective Additionally,
far f1e 5 month period reflects th it each month
the task procedures was change I, Reportsdly
the QMRP changed the data she :t to reflect
duration of range of metion for th » month on May
2007, This objective failed to ha = clear defme
implzmentation Instructions in or er to measure
the client's lavaj of participation & 1d prograss,

Note: -1t should be further noted 1 1at the data
sheet onfy reflacted that one trail vas
acccmplished on this objective e ch session

instead of the designated 10 trail: ,

I
H
i
.

W 237

-

FQRM CMS-2967(02-59) Previcus Versiores Obaalely Bvent (D: 14711
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W 237 | Continued From page 12 W 237
b. [nterview with the QMRP and ‘egord review on
Junz 14, 2007 at approximately * :50 PM revealed
that Client #3 had a goal to impn ve her functional
corrmunication skity. Review of ho ISP revaated
that the objectives stated that "It e client] will
! maripulate & 4 icon law tech dev ze to express
her feslings with minimal verbal/| hysical prompts
when specific questions as aske: In4outof4 = - Ry — e ©29.0)
trails 1 time daily”, W247 — oigom{,
This Stan i 8.
Revew of the data sheet for the 1onth of June Evid St:;ab“_i will be met ”\\ /
2007 failed to have a task analys s outlining clear en y: N
directions. giving the direct care s aff the ability to ' ' |
dota shoot et 1y ratect e, Jeview of the VRP will cnsure that client #1:
ghee! L8] - .
and frequancy in which datz was 0 be recordeq, : mdmduz:l proge am plz.m addresses:
W 247 | 483.440(c)(8)(v]) INDIVIDUAL P} OGRAM PLAN |  w 247| client #1°s needs in this area.
The individual pragram pian mus include NIR'P s = 2r A : ‘v,yl
oppartunities for client ¢choice ang Q ‘ v will prov1de additional staff
self-nianagement. training as needed.
' b IMRP will review mealtime .
This STANDARD is not met a9 ¢ ridenced by: gﬁﬂhnne of “e‘lz 189) and
Based an observation, staff inten, ew and record o pr (W189) i
review, the facility failed to ensure that clients' expectations of performance :
’ Individual Program Plan (JPP) in« luded tralning in (support and assisting individuals-
parsonal skills for one of tha four Jients in the s .-
sample. (Client#1) to acconplish tasks) during
mealtimes.
The finding includes:
Ouring meal observations on Jun 12, 2007 at Adhm_m Cho_me making will,
7:10 AM and 5:06 PM, direct care staff were be emphasized with all staff
- abserved feeding Client#1. The lirect care staff 1 members.
 informed the cllent what food herr s were belng : :
served. Review of Cllent#1's Ind /idual Support ’ :
Plan (ISP) dated November 16, 2! 06 revealed Also, reference response to W249
that the client can feed herself wit 1 hand over (1.

FORM CM%G-2967(02-9:3) Previoys Varsians Obsslate

Event ID:14K714

Fagiity 1D: 09@122
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Continued From page 13

hany assistance, Interview withi he Qualified
Mental Retardation Prufessional ‘QMRP) and
Hause Manager on June 13, 20( 7 &t
approximately 11:00 AM indicats 1 tiat the cliant
had a choice of adaptive feeding utensils,

‘Recard verification of an Occupz jonal Therapy

cvaluation dated January 5, 200¢ revealed that
the Client #1 fesds herself with k ihd aver hand
assisfance. According to the fee fing protocol
dated June 21, 2008 indicated th 3t the direct care
staff should allow the client to us 1 the hand of her
chelee and to scoop tha foad ind :pendantly.’
Recard verification of the IPP da 2d November
15, 12006 failed to identified a pra jram 1o address
the cllents basis activities of dally living skills.
48'3.440_(d)(1) PROGRAM IMPL{ MENTATION

.| As ¢oon as the interdisciplinary t =am has

formulated a client's individual pr ygram plan,
aach client must receive 2 contin Jous aclive
treazment program consisting of ieeded
IMEIVENTIoNs and servicas In sun Sient number
and frequency o support the ack evement of the
ogjeeﬂves identified In the individ 13l pregram
plan.

This STANDARD is not met as ¢ videncad by:
Based on obsgrvation, staff inten iew, and record
review, the facility failed to ensur : that three out:
of the four clients in the sample r «Caived
cortinuos active treatment progr ms 1o address
their nesds. (Client#1, #3 and # °)

The findings include:

1. Cn June 12, 2007 at approxin ately 7:3¢ AM

W 247

W 249 'W249 .

T——

This Standard will be met as:
evidenced by: v

(1) Reference response to W247':

QMRP will review all mealtime :
program objectives and protocols, é

provide additional training as
needed.

and W189,

Also reference responses to W234

2-6-07
ONge ¢S
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(x6)
COMPLETION
'DATE

W 249

(MN|) revealad that Cttent #4 ad a parsonat

| Review of the abjective statad, * iiven hand over

.| after dinner.

. Review of the client's Individual Pi sgram Plan
; (\PP) revealed an objective that " Siven physical
s asslstance,

Coritinued From page 14

and dinner at 5:00 PM the direct zare staff was:
observed feeding Client #4 her r gai nn both
oceaslons. Interview with the He isg Manager

mafiagement goal to participate 1 the meal tima
exparience.

hand assistance, [the client] (dur 1 dinnertime)
will lolerate holding an eating ute il for 2 minutes
on thme aut of four trials for thre: - consecutive
months”, According to the revie 7 of the data
shests the pragram frequency w: s required daify
and the data was to be collected two times
weeily (Thursday and Saturday), At no time
during the dinner meal did the dir 'ct care sisff
offer Client #4 the opportunity to | articipate In her
meal time experience.

Note: it should ba further noted t \at staff .
commented 10 management, "W : were trying fo
humy up and finish, and was nen sus because
il surveyors were watching™.

2. On June 12, 2007 breakfast gl approximately
7:30 AM and dinner at 5:00 PM th 3 direct care
staff was observed to feed Clant 4 her meal,
After her meals the direct staff res woved her plate
and utensils from the table into thi . kitchen. i
Interview with the HM revealed th t Client #3 had ;
a program (o remove her plate frg n the table

[the client) whi take ha ' plats to the
kitche:n after dinner on 80% of the trials recardad
per month for 6 consecutive mont s by July 2007.
According to the raview of the dal: sheels the

W 249

g

N
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W 249 | Continued From page 15 W 249

program fraquency was raguirec daily and the
data documentalion was to be re zorded two times
woekly. At no ime during breat fast, snagk and
T dinrigr ORT thes diret tare staff af 1w Cliant #3 the
apportunlty to participate in this | rogram
_objective.

Note: The HM indicated that Clii nt #3 objective
should be modifisd to allow her t "hand the plate
Over the counter to the staff In th : kitchen. . .",
due to her ambulation coneerns,

| 3. The facility's direct care staff ' aliod to
consistently implernent Client #3 s Behavior
Support Plan as written as evide ced below:

On June 12, 2007 at 4:42 PM, 5; 5 FM and §:50
PM Cllent #3 was observad bittin 1 her right hand
with no staif intarvention, -Althou 1h the QMIRP
was sitting near the client, from £ 50 PM to 6:00
PM, the client was allowed to cor tinuously bita
her hands. At approximately 6:0 + PM, the QMRF
COMMuney 10 e (.ll(—_‘n\ “iet me | -t up and
maybe you will stop"

Interview with the HM revealsd ¢ at Client #3 had
a Behavior Support Plan (BSP) v th an objective
to "Fleduce incidents of self stimt latory
hand-biting”. The HM described a proactive
strategies which required the stel *to engage the
+ client in activites prior to the ons: t of the
behzivior, However, if the hand b ting behawor Is
ocel.rs ta intervene,

Review of the BSP, dated Augusl 25, 2006
outiined the fulluwlng

a) Say to the client "Stop™ :
b) 8taff should use "touch contral | if she did not

FORM CAMS-2587(02-9%) Previous Varsions Obaolate Evenl 13 14K711 Faciity ID: 08G122 If continumtior sheet Paga 16 of 25
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W 243 Continued From page 16 waan|
tomply to tha verbal request; . efere
c) The staff were to immediateh divest any 2. ll\zdRP ml;le P onse to W249 (1)
"hand-bitting or hand mouthing b mowng tha Q - Wi review ngl'ﬂm
. “Client had away from fret moutt . objective to determine if -
d) Staff were to redirect the ¢l tto a fask. m‘ﬂiﬁcaﬁom are mEdcd.
At ro time during the earlier mer fioned L
abservation did the direct cara g aff and/er the Also, reference W189, training_

*| client enjoyed manipulating the t »ad activity,

QMRP implement this program i s written,

Ngte: None of the hand biting In :idents ocbserved
by tne staff and the QMRF were documented on
the program data sheets.

4, OnJune 12 and June 13, 20( 7 Staff was
observed giving Cliant #3 a table top bead
activity. According to interview v th several direct
care staff on June 12 and June 13, 2007, the

inteiview the House Manager an | faview af the

| client's Indjvidual F'rogram Plan ( PP) on June 14,
.‘CC T a: 1 l..\lu I'\.Illl II='==l=\J' I.IISI, { IH I,UBIII. llﬂu [-11]
objective to"Choose betwesn twe presented
Isistrefrecreation activitles with ¢ >stural
assistance for four cansecutive n onths by
January 20068". The two leisure ictivities
identified in the IPP were a water activity or the

busy beads.

There was no observed avidence that the direct
care staff were providing the clien t with a choica
batween the two identifed activity ,

3. Curing mea) obsarvations on . une 12, 2007 at
7:10 AM and 5:05 PM, direct cary staff were
observed feeding Cliant#1. The lirect care staff
infermed the client what food iten s were being
serviad. Review of Clignt #1's inc vidual Support

3.Reference response to W189 arid
W227 regarding client #3°s behavior-

support plan.

4. Reference response to W189,
QMRP/Home Manager will continue
to monitor staff interactions and
encourage choice making.

5.Reference response to W189,
‘W322 and W247.

6. Reference respbnse to W189.
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W 249

Cortinued From page 17

Plan {ISP) dated Novermnber 15, . 006 revealed
that the client can feed hersalf w th hang over
hand assistance. Intarview with he Qualified

- ental Retardation Professional (GMRP) and

House Manager on June 13, 20( 7 at
approximately 11:00 AM indicate 1 that the client
had a chaice of adaptive feeding utensils.

Record verification of an Occups: donal Therapy
eva:uation dated January §, 2001 revealed that
the Client #1 feeds hersalf with t and ovar hand
assistance. According to the fe¢ Jing protocol
dated Juna 21, 2008 Indicated ¢ 3t the direct cara
staf? should allow the client to us 3 the hand of her
cholca and to scoop the food ind spendently.

‘Record verification of the IPP da sd Novamber

15, 2006 failed to identified & prc yJram to addrsss
the slienis basls activities of dail living skills,

6. The staff failed to consitently ncourage the
client to tha walker as recommat ded as
evidenced below:

On.June 12 and 13, 2007 direct - are staff wate
obsirved on three oceasions fo : ssist the client
with ambpulation to and from her ‘edroom by

.| halding her ynderneath her arms  On each

oceasions, aftar the client was s¢ ated, the staff
was observed to go back to the ¢ lent's bedroom,
get her walker and place it in the living ream.

Interview with the Qualified Ment il Retardation
Protessional (QMRP) revealed tt at Client #3 did
usé her walker regularly and had an ambulation
program in which she should be :ncouraged to
“walk two laps around the length >f the faciity”.
Aceording ta the QMRP, thase a« gitional
opportunities for Client #3 to use ter walker can
reinforce Cliant #3's walking prog am

L w249
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PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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TAG

DEFIC

TO THE ARPROFRIATE
ENECY)

W 252

L)

483.440(e)(1) PROGRAM DOC| MENTATION

Data relative to sccomplishment f the oriteria
specified in client individual prog am plan
-objectives must be documantad a meawurable
tarms. .

This STANDARD is not met as « videnced hy:
Bas2d on observations, interview and record
review, the facility falled to ensur » that each
client's Individual Program Plan ( PP) objectives
wern documented consistently, 3 scurately and in
the frequency required by the IP} for two of four
clients included In the sample. (t lients #3 and

The findings Include:

1. Interview the house manage r and record
review on June 14, 2007 at 11:0( AM revealed
Client#3 has an objective ta"cho e batwaen two

rrmie o rabeird Lile s favin ey podi o ot o 8l gy v v aiibine
T M R S erhid ) A | ey e F AWM Y LIl Y@ A4S L

gestural assistance for four cons cutive months
by January 2006. The program | \plementation
was required daily. Review of the data sheets for
the rnonth of June reflected that « irect care staff
were not documenting data consl stently as
required by the data frequency s¢ 1edule.

2. The facllity fafled to record prc 3ram
implamentation data for each as - aquired by the
programe. [See W244]

483.460(a)(3) PHYSICIAN SERV CES

The facility must provide or obtair preventive and

! gencral medical care,

W as2

W249,

W 322

i

This Standard will be met as
Evidenced by:

Reference response to WI89 and

¢-29.07
O NA0I 22
e )

.
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W 322 | Gonlinued From page 19 w322 '
This STANDARD is not met as 1 videnced by:
Basad on obsarvation, interview nd record
1 review, the facitity failed ta ansyr VyEnerat nd AT e — — =
: preventive care for one of the fot r client's in the w322 \ 6:29-07
sample. (Client #4) : :The Standard will be met as, 0};@0/1/17
The finding includes: _ . Evidenced by; :
Obsizrvation on June 12, 2007 at pproximately | Nurse in conjunction with the
5:00 PM, revealed direct care st: i seffing up the itionist will di view".
dining room table in preparation 1 ir the clients Nutriti discuss and re
dinner. A plastic stand with mea time protocols current orders and consult with the y
were placed at each place setting  Staff was Physician to ensure that all orders and' -
observed to bring Client #4 to tha tabie and Pprotocols are consistent and meet the ‘
- | Immediately began to feed her 3 | Ureed diet of f e
pork chops, mixed vegetables an | fice, needs of the person.
lntenlliew with the direct care stafl revealed that QMRP in coordination with the Nursa.
| the client was prescribed four sm: Jl meals each s s .
day. The direct care staff further Ommented and_b:Tutntlomst w!ll.oonduct
"twao meals at the group hame an two meals at o additional staff training as needed.
e duy progran”, Additionaily, n view of the
meal time protocol indicated that 1 Sient #4 was fo : will tinue T
be given a nutritional supplementt 3 times a day. Medical sta.ﬂ' con to m(_)mtor'
Review of the physician's diet ord rs did not HMCP risk and procedures modify as
revedl at what time the four small neals were 1o needed to meet the needs ofthe
oceur to colncide with the mealtin » protacol. persons
Further raview of the physician's ¢ ‘der prescribed = .
conflicting ime with the meal time protocol in -
whick the client was to raceive nul itional Also reference response to W217,
supplement supports. : . ‘
Note: Client #4 Heaith Care Man: 3ement Plan : i
(HCNIP) identified concerns that ¢ is client had a : ) )
history of welght loss. The HCMP risk ' .

Management procedures indicate: that statf and
nUrses' were to record food intake and autput.
[Also Sea W217) . '
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The findings include:;

1. The facility's nursing staff faik 4 to ensure )
updated physician’s orders were wovided to the
{ day program. (See W120)

Z Tha facifity's nursing staff faile 4 to ensure that
the physician's orders reflected tl special meal
schedule for Client #4, (See W2Z 2)

3. Interview with the nurse on Ju e 13, 2007 at
| approximataly &:00 PM revealed nat direct care

(3)- Reference response to W189 :‘2

Staff ate to inform the nurse on duty
each time the clients have a bowel
movement. The ourse in turn must -
document information immediately-

ATS staff are expected to documenf\

v
|

SR WEIT TESpST e R Saking | et e fo e  output in the same manner. |
bathroom every two hours and re ording her . -
output. Further interview with the nurse revealed MRP . iy . !
that the nursing staff wares respor sible for Q /Nurse,WI follow. up W‘lﬂ:l d‘ay
monitoring this pragram. Review fthe client's program provide documentation sheet
Health Care Management Plan {d :ntified if needed to record client #3°s output
conetipation, and incontinence (b wel and uring) uring - i .
as ohgoing cancerns, d the day time.
Review aff the;‘ data c;:rl:a:;ﬁJon Shzec ; _;av.?halad a QMRP/Nurse will review the current’

i program for the month of June with an ! umentati H

! objective that “staff will escort fthe clienf] to the ! doc flon process modify and

| bathroam every 2 haurs." Accord ng to the data change as needed to ensure ongoing
shoets, staff ware not documentir 3 daily and and consistent documentation
there was evidence of tha client's ytput ot her
day program. All staff will be provided additional

training as needed.

‘1%4) 1D SUMMARY STATEMENT OF DEF CIENCIES o PROVIDER'S PLAN OF CORRECTION
PREFIX ° . (EACH DEFICIENCY MUST BE PREC 'DED BY FULL PREFIX (EACH CORREGTIVRE ACTION SHOULD BE ON
. TAG [ REGULATORY DR LSC IDENTIFYING NFORMATION) TAG GROSS-REFEREDNg&%‘E?‘g;E APPRUPRIATE DATE
! . Wi3l T 249. 0
W 331 ; 483.450(c) NURSING SERVICE ; W 331 . N G29.07
i @ . This Standard will be met as". - origerncs-
: The Facility must provide cllents \ ith nursing Evidenced by: 4
. Services in accardance with their needs. p
1 ' o (1). Reference response to W120..
This STANDARD s not met as « videnced by:‘ Updated Physician’s Orders were
Basad on interview and record re dew, the facility ovided to the day nr
failed o provide each client with wrsing senvices P Y program. .
in acgordance with their neads. :
(2) Reference response to W322..
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4. The nursing staff falled to moi itor Client #2's
pleasure feeding Intake.

T "Of e 12, 2007 3t 7:15 AM 8n 505 PM, Clight i
#2 was observed being tuba fed, Interview with
the nursing staff at 5:30 PM Indi¢ ited that the
clfent received ploasure feedings while In the
communlty. Futher interview wil 1.the Hausa
Manager revealed that when the fients were on
community outings, Client #2 crie 3 and whined
when the other clients recaived s 1acks.
According to the community cutr 3 log sheet, the
<hient participates in community ¢ stings at least
twn rimes per wask., According t the QMRP. It
was brought to the attention of th ) nutritionist” A
recommended was made by the iutritianist for .
tha ¢llent to receive pleasure feal Ings once a
weelc while in the community. Tt 2 client should
recelve fow fat pudding, yogurt ol jello; however,
there was no doeumentation (o vi 1ify that the

o= ] s
client was recsiving pleasure fee ings. Wi —  ——— le'15.07

W 336 | 483.460(c)(3)( ) NURSING SER /ICES w336|. V5 . onoold
, : .| This Standard willbemetas 997
Nursing services must Include, fc - thase clients Evidenced by: :

certified as not needing @ medicz c¢are plan, a

review of their health status whicl mustbeona
quarterly or more frequent basis - epending on :
client need. RN has completed the quarterly

nursing exam as scheduled.

This STANDARD is not met as ¢ /idenced by:

| Based on interview and record re few, the facility
failad to ensure that the heaith 5t tus was
reviewad by the Registered Nurs - (RN) staffon a
quarterly or more frequant basjs " yr one of the
three cligntin the sample. (Clien #1)

The finding includes:

I conlinuallon sheet Page 22 af 26
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status had been reviewad quarte: y by the RN a5
schedulsd,

‘W 436 | 483.470(q)(2) SPACE AND EQU: >MENT

The fagility must furnish, maintalr in gaad repair,

Evidenced by:

W 436 719a has been submitted to secure B :
necessary wheelchair repairs for elient

- FORM APPROVED
CENTERS FOR MEDI|CARE & MEDICAI|  SERVICES OMB NO._ £938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER ER/CLIA X2 P R RVEY
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A SUILDING
96122 o wma - 06/14/2007
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- | DEFICIENSY)
W 336 | Canlinued From page 22 { W 338
Interview with thie facility's Licens »d Practical
Nurse on June 12, 2007 at appre dmately 2-00
PM revesled that the Registerad Jurse (RN)
oo should completequarterty nursin rexams. , o
Review of Client #1's medidal re¢ >rd revealed a W — —————— Tese0]
quarterly nursing assessment da ad February \, OHGormrd
2007 with the next quarterly sche fuled May 2007, ] This Standard will be met as \. 7 7
There was no avidence that the ¢ lant's heaith /

\
\

and teach cllents to use and to m ke Informed #1, and #4.
choices about the use of denture: , eyeglasses, . .
hearing and other communieatior ; aids, braces, QMRP will follow-uip on status of
and vther devices identified by th i i ’
interdisciplinary team as needed | y the elient. Fmg Tepairs.
QMRP will consult with Physical
Therapist to ensure that quarterly

This STANDARD s not met as @ idenced by: | oo : . |
DHXeq on oDServaion, iniwview 3 1g record l pmmtOHng'OfadaptN ¢ equipment is
review, the facllity failed to maints n ad?pﬂve included as part of the quarterly
squipment in gaad repair for two ¢ ne of the four : £TeSS reports, !
Clignts in the sample. (Clients #1, #3 and #4)  pro !
The finding includes: QMRP will consult with Physical |

: ol g Therapist regarding client #4’s lap tray:
1. Qbservation at Client #4's day rogram usag cument K
revezied that the client had a very iarge hole In ¢, do ex eud 'mp.lemc‘“
her wheelchair, Interview with the day program recommendations as outlined. ‘
staff indicated that the cfient rubs | e seat of her
wheplchair with herﬁngersp until it reates a hale QMRP will also consult with Physical
exposing the inner foam, Further erview with . .,
he day pragram staff revealed thz : the cllent's laft Thernp_lst to determine ’fﬁfrﬂ]"r
arm support padding was worm ex xesing the inner strategies and/or modifications.can
foam as well made to reduce wear of wheelchair,

0 : l '
FORM CMS 2K67(02-88) Provious Varsionn Obaslate Evert 1D: 146741 )

Facilty ID; 0aG122

I continuation shaet Page 23 of 25




07/11/2007 18:54 FAX 202 891_ 2283

2027301847 fax

INDIVIDUAL DEVELQPMENT

DERPARTMEMT OF HEALTH AND HUMA! | SERVICES

@o27

0@ 28 2007

12:57:58 p.m. 28 /35

PRINTED: 062672007

FORM APPROVED
CENTERS F(OR MEDICARE & MEDICAIL SERVICES OME NO, 09380391
STATEMENT OF DISFICIENCIES X1} PROVIDER, iUPPLIER/CLIA (2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICA 1ON NUMBER: . GOMPLETED
A BLUILDING .
13622 B. WiNG 06/14/2007

NAME OF PROVIOER UR SUPFLIER

STREET ADDRESS, GiTY, STATE, ZIF CODE

Interview with the Qualified Ment: | Retardation

Profzssional (QMRP) ravealed th it 718 A had

been filled out for the repair the v 2ek before the
Furvay. -Further interview reveate 1 the the .
Physical Therapist had not been nanitaring each
clients adaptive supports as a pa tof his quarterly
monitoring. Reportedly Client s wheelchair
seat has besn replacement on m e than ona
occzsion. According to the QMR 2, the previous
repairs wene due to the Clients £ ame seat
rubbing behaviar.

2. Raview of the speach and lan uage training
instructians for the use of her Tal ing
Communication Device recomme ded by the
Speech and Languags Therapist ndicated that
the client should use sither her s 1 or on her lap
tray during the use of the commu sication device
durirg programming.

Interview with the House Manage - on June 1 4,
2007 revealed that Cliant #4 had lap top tray

U ratl 35714 Wihis I Uity 10 use Tor b ugiglining.,
Reportedly the client's day progra n returned the
i3p tap tray and the client had not used it for
some fime, According to the HM, the tray was in
her bedroom, however the lap ra 'was
discovered in a outside storage ¢ ysgt.

Interview with the QMRP reveale { that tha

: llent's was not consistently using the lap tray.
; the QMRP [hdicatad that the use fthe tray may

possibly deter Client #4's from rul bing her seat
cushion.

Revizw of the physical therapy as ;essment dated

|| February 7, 2007 failed to inciude 1 the client's lap

top tray as 3 support far har yse « uring active
treatmeant programming. There w: & no

\

ATS staff are expected to monitor
document status of the wheelchair on a
weekly basis, alert the QMRP !
immediately of any concems to ens
timely and efficient repairs. QMRP
| will coordinate additional training for
all staff to ensure ongoing compliance :
with this standard. .

i

o1 300 STANTON ROAD, SE
‘ WASHINGTON, OC 20020
0%4) 1D SUMMARY STATEMENT OF DEF. NENCIES o - FROVIDER'S PLAN OF CORREGTION X2
FREFIX [EACH DEFICIENCY MUST BE PRECH DED BY FULL PREFIX (SACH CORRECTIVE AGTION SHOULD BE COMPLEYION
TAG FEGULATORY OR LSCIDENTIFYING JFORMATION) TAG CROSS-REFERENCED Lﬁ(wf APPROFRIATE DATE
DEFICIENG:
W 436 | Coninued From page 23 W 436 \wyag ; Corhnned ,e¢
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TAG

W 438

Corfinued Frotn page 24 -

dacumented svidenced that Clier L #4 was i nesd
of tha lap top tray for programma ic support.

3. The fecility failed to maintain « fient#t's
headrast in good repair. -

Obsarvations throughout the surv 3y revealed that |
Client #1's headrest was sitting wi rlically on the
top of her wheelkchalr. Intarview ith the QMRP
and House Manager indicatad th: t the Physical
Therapist monitors wheelchair re| airs. Review of
the physical therapy section, ther was ng
svidanes of any reviaws sinca the annual ISP
meeiing held on Navemnber 16, 2( 07.

W 436
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{4y 10
PREFIX

SUMMARY STATEMENT OF DEF GIENCIES
(EACH DEFICIENCY MUST BE PREG DED BY FULL

TAG REGULATORY OR LSC IDENTIFYING HFORMATION)

0
PREFIX
TAG

1
|
1

FROVIDER'® PLAN OF CORRECTION
(EAGH CORRECTIVE AGTION SHOULD BE
CROZS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)

T Xy
COMPLETE
DATE

1000 INITIAL COMMENTS
A licensure survey was canducte 1 from Juns 12,
2007 through June 14, 2007. Th > survey was

Tancom sample of four residents vare sélected
from a residential population of s :ven female
clierts with varying degrees of d zabilitias.

Ths findings of the survey were t ased on
observations at the residenca 2n | otie day
program. Also the findings were Jased an staff
intsrviews in both the group hom. : and day
program, as well as a review of h abilitation and
administrative records, to include the facility's
unusual incident reports.

1056 3602.14 MEAL SERVICE / DINIM 3 AREAS
Each GHMRP shall train staff in { 1e storage,
preparation and serving of foad, 11a cleaning and
care of equipment, and food preg ration in order
to maintain sanitary conditions at 3l imes.

This Stalute is not met as avider e by:

Based on cbservation and staff ir Srview, the
Group Hame far Mentally Retardt d Persons
(GHMRP) faited to ensure that m -at were stored
proparly and in sanitary condition: |

The “Inding includes;
| On June 12, 2007 at 2:10 PM, a ¢ ackage of meat
was sitting on the kitchen counter At 3:00 PM,

direct care staff began cooking th : mesat in
prepration for dinper.

1136 3505.6 FIRE SAFETY

Fach GHMRP shall maintain reca ds of sach

intlzited USINgG fhe fUNGETERS! s ey procesy. AT

1000

1056

1136

by

1056 = T———

3502.14 Meal Service/Dining Areas

This Statute will be met as evidenced:
: |20

- { orgaracy
Home Manager/Nutritionist will \ 1

conduct additional training for all staff
on proper storage and maintaining
sanitary conditions. '

Home Magager will monitor meal \
preparation techniques to ensure
ongoing compliance with this standard®

Health Regulation Administration

LABORATORY OIREC TOR'S OR PROVIDER/SUPPLIER RE| REBENTATIVE'S SIGNATURE

TILE (X6) DATE

STATE FORM

T4K711
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- I ' ) ]
STATEMENT OF DEFICIENCIES {X3) DATE SURVEY
AND PLAN OF CORRECTION Lty :’Rcwgg %ZPEUESIE%% pu: ::J:‘::LE CONSTRUCTION )COMF
A T
! ) B. WING '
l 09G12 06/14/2007
NAME OF PROVIDER OR SUPPUER : STREET ADDRESS, CITY. STATE, #IP CODE -
\ 3020 STANTON ROAD, SE
1o ) . WASHINGTON, DG 20020
(X4) ID EUMMARY STATEMENT QF DEF CIENCIES 0 PROVIDER'S PLAN OF CORRECTION x5)
PREFIY. (EACH DEFICIENCY MUST BE PREL 0ED 8Y FULL . PREFDC ! (FACH CORRECTIVE ACTION SHOULD Bl COMPLETE -
™ REGLLATORY OR LSC IDENTIFYING NFORMATION) YAG cno&-mrsuegggg Ig)‘ %EAPPROPRIATE DATE
1138 | Continued From page 1 1138 | ,
simulated fire drill. '
This Statute is not mst as evide ced by: 1136 1-%“-"""“--— 5
Interview and record review reve \ed that the 3505.6 Fire Safety __"*"'*----.. % 124 0/7
GHMRP failed to ensure fire drill records were \on O/na'V
monitored and accurately comple ted. This Statute will be met as evidenced | 3 /
The findings include: : by: e )
: a. Fire drill forms will be
The simulatéd fire drill records w e reviewed on reviewed and changed as |
June{ 13. 2008 and revealed the 1 )llowing: . needed to reflect identified \
a. Thers was no area on the fire 1rill form to problemns, N
reflect when problems were iden! fed. b. All staff will receive additional
b. There were no fire drill recorc s from March raining n firc drills,
2007 to June 2007 tha fire drillfo m did not reflect : expectation, and
that the designated reviewer ha: monitored the documentation. Fire Drills are
grrglg' edr:\';n; eﬂ;:oiz:?gng determi 18 if and when to be complcted on a monthly
‘ : basis on each shift,
12031 3509,3 PERSONNEL POLICIES 1203 )
! . ' QMRP/Home Manager will _
clfarzh supervisor shall discuss the contents of job monitor fire drills on a monthly
escriptions with each employee 1t the beginning ; .
employment and at least annually thereafier. basis to ensure ongoing
compliance with this standard.

This Statute is not met as aviden ed by :
Based on racord review, the GHA RP failed to - ’
have on file for review curent job dagcriptions for
all employees annualty.

The finding Includes:

Review of the personnel files con ycted on June
14, 2007, revealed that GHMRP | iiled to provide :
evidence current signed Job desc; ptions for
Hazlth Regulatlon Adminisiration )

STATE FORM oo 14K744

Ir eontinuation| aneet 2 or 6
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NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, i CODE ; -
3020 STANTON ROAD, SE
DI : WASHINGTON, DC 20020
%4 10 SUMMARY STATEMENT OF DER ZIENCIES 0 FROVIDER'S PLAN OF CORRECTION [x8)
PREFIX (EACH DEFICIENCY MUIST BE PREC! DED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CQMPLETE
TAG FEGULATORY OR LSC IDENTIFYING JFORMATION) - TAG cnoss-amaeggglg 122 g% £ APPROPRIATE DATE
1203 | Cuninued Frompage 2~ 1209 35093 Personnel Poﬁﬁ“‘x
fifteen (1 05) ﬁ?d care staff, the t ouse Manager ' ‘ g é;ﬁZfD?
and the QMRP, . s /.
| ' This Statutc will be met as evidenced' 2 ‘r_
[206] 3509.6 PERSONNEL POLICIES 208 | by:
Each fﬁm&byeaf-tPﬁm;“ﬁlemP'gﬂ e"';aﬂidl , Home Manager completed review of
annually thereafter, shall provide a physician's : s . :
cerfification that a health inventol 7 has been o job fiescn]_:vtlons Wlth ?,ll staff. Copies |
performed and that the employe¢ 's health status of signed job descriptions arc filed. '
* wouid allow him of her to pesforn the required . :
duties. Each staff is required to review and
i ' ' |sign the job descriptions at the time of
! hire and annually thereafter. Home
- . Manag i i atus of job
: This Statute ie not met as evider zed by: d . :{ will roview stthl b J i
Based on record revisw, the GHI IRP failed to escrphions on a monthly basis
have: an file for review current he th certificates update with staff as needed to ensure
; for all amployees annually. compliance with this standard.
i The ﬂndlngs includa: ' T -y
| On June 14, 2007, review of heal h centificates
revealed failure by the GHMRP t show evidence
aof current health certification for t 1e following:
- twe direct care staff |3} W
- one nurse consultant [ .
- primary care physician; ; o
i | - psychiatrist;

| - nutritionist: _ ' !
' - - speech pathologist, and
- recreation specialist. :

1222 3510,3 STAFF TRAINING 1222

Thete shall be continuous, ongoll g In-service
train:ng programs scheduted for ; Il parsonnel.

1

Huzith Regulation Administratinn

STATE FORM st 14KT711 T Yoontnuation shoet 3 of 6
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%) 16 SUMMARY STATEMENT OF DEF JIENCIES ) I PROVIDER'S PLAN OF GORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PREC DED BY FULt PREFIX {EACH CORRECTIVE ACTION SHOULD BE ‘COMPLETE
TAG REGULATORY CR LSC IDENTIFYING® \FORMATION) TAG |  CROSS-REFERENGED T THE APPROPRIATE | ; OATE

! DEMCIENCY)
1222 | Continwed From page 3 : 1222 1206 \
This Stalute is not met as evidel ced by: }350926 N
Based on abservations, interview and racord ! - - ——

- veritication, the GHMRP falled to gnsure This Statute will be met as evidenced .
continlious, angolng in-service W ining programs : ib}" ézz!g . 0.7 I
were conducted for all personnel ’ |greng
The finding includes: . Health certificates for staff, Primary

Care Physician, Speech Pathologist, °
| See Federal Deficigncy Report G tation W189 Nutritio and Psychiatrist will be |"
1395 3520.2(e) PROFESSION SERVI 'ES: GENERAL | 1305 - filed. i
PROVISIONS .
Each GHMRP ghall k il fied B Resource it wi ]
ach ghall have availab » qualifie finn monitor and track .
profossianal staff to carry out an¢ monitor coniinue to T . nd'
nemgsary pl'OfESSiOT\aI [ntgrvgnti ns, in comphame ofhﬁ].th cel‘tlﬁ(fatc_s, ) .
accordance with the goals and ol [ectives of every |notices 90-days prior to cxpiration
Individual h:ybit'ﬁ‘;";‘ ’3?“'_ a0 ‘;‘fy‘ g::,']'a"T":" be dates and remove individuals from the-
I'IEEE'-EiSEI'y nieraiscipiin N e - -
prafessional services may includs , but not be work schedule if compliatice has not
limitad to, those services provide | by individuals been met.
frzingd, qualifiad, and linonoed we iy bt ‘
District of Columbia faw in the foll swing < . .
disclplines or areas of services: Office Assistant will continue to
monitor and track consultant healkh
() Nursing; : certificates. Reference procedures for
This Stafute is not met as evider sed by: compliznce as mentioned above.
Besed on interview and record re ew, the i -
GHMRP failed to ensure I8 nurse s had current
licenses on file. . iiz_z_—""*'---._
The finding Includes: : 3510.3 Staff Training ™~ 6-28.07
R tih I records n J \""\ Rk
eviaw of the personnel records -n June 14, “a
| 2007 revealed that the GHMRP f: fled to have . Reference response to Federal ™.
current ficense on fils for one Lick nse Practical Deficiency Report Citation W1 89, |
Nurse(LPN) employed by the age 1cy (\), : _ ’
nutritionist and reeraation speciali st
Health Regulation Admimstebon . . \
STATE FORM o 14K711 i tontinuation sheet 4 o &
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1401| Continued From page 4 1401 {395 ™
—

1401 3520.3 PROFESSION SERVICE! ;; GENERAL 1401, [3520.2 (e) Professnon Services: ™\ _
PROVISIONS General l’rovxslons “\
Professional services shall inglud 1 both diagnosis ' . . . ;
and avaluation, including identific tion of This Statute will be met as evidenced | i, 22. 07
developmental lavels and needs, reatment by: - ongoincy
semnvizes, and services des:gnecn iprevent
deterioration or further loss of fun ~t|an by the i
resident. Cmrenthcenscsmllbe obtamedand |

filed for review.
This Statute is not met as aviden ted by:
Based on interview and record re’ iew the e
GHMRP failed to provided ongoil g diagnostic 11401
and evalyaijon for services for thr ' of four 3520.3 Profession-Services: General
residents in the sample. £ =
Provisions 2907
The findings inglude: - " oI ¢
. This Statute will be met as evidenced OV‘FJ 1
See [Federal Deficlency Report Cl ation W&31, by:
Waz2 *
1407 3520.5 PROFESSION SERVICE!  GawenaL | i%67 | Refkrence responsc to Federal '
PROVISIONS Deficiency Report Citation W331,
Each GHMRP shall obtain from & «ch professional w322,
service provider a written report a least quarterly ) ) 2707
for services provided during the p eceding 1_407““-——— g’ oA b| |
uarter. 00
9 3520.9 Profession Serviees Geneml
This Statute s not met as aviden =d hy Provisions
Bascd on staff interview and reco d review, the
Group Home for Mentally Retarde 1 Persans' . o .
(GHMRP) Registerad Nurse, faile | to provide This Statute will be met as evidenced
evidence of a written quarterly reg 31t ane of the by: '
four residents In the sample. (Re ident #1)
The finding includes: Reference response to Federal )
: Deficlency Report-Citation W336.
Sea Federal Deficiency Report - ( itation W336
aith Reguialion Administration
STYATE FORM “»u

14T 11 if apriinuation sheet Sof 6
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L DEFICIENGY)
1422 3521 3 HARILITATION AND TR, JNING 1422 .
e ‘T80T
Eact GHMRP shall provide habi tation, training 1422 ""‘\\
and assistance 1o residents in ac sordance with iy e ining N QRS CEc
the resident” § Indwidual Habits 1o Pigr. - = | | 35213 Habilitation and Training 0
This Statute is not met as evidel ced by: : ! This Statute will be met as evidenced
Basad on cbservation, interview ind recerd < by:
review, the GHMRP failed to pro ide treatment
and sarvices in accordance with wo of the six
rasidents' Individusl Habilitation | 'lans. (Resident Reference response to Federal
#1,i#2, 43 and #4) Deficiency Report-Citations W214,",
. W217, W227, W234, W237, W247,"
The findings Include: L) » s a R
and W249,
See Federal Deficiency Repart - >itationg W214,
W217, W227, W234, W237, W2 :7 and W249.
i
| .
Hezhth RegulaGon A dministratian X
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