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1001 INITIAL COMMENTS 1 000
A re-licensure survey was conducted on May 19, .
| 2010, through May 20, 2010. A random stul U\'Jﬂ 0
I sampling of two residents was selected from a
. population of four males with varying degrees of ERNMENT OF THE mmg g;'oowm
| disabilities. The findings of this survey were Dﬂ% ADMINISTRATION: .
based on observations at the group home, HEALTHREGU oND FLOOR
[rtrase ; . 825 NORYH CANTOL ST., N.E., ;
| interviews with direct care staff, medical staff, WASHINGTON, D.C. 20002
' facllity management, and a review of the ‘
habilitation and administrative records including !
‘ the unusual incident reports, ;
1040 3502.1 MEAL SERVICE / DINING AREAS 1040 QMKF WM ,da,ﬁ I(pl[f,[ 10
 Each GHMRP shall provide each resident with a - AN m
i nourishing, well-balanced diet. M £ +
f o Vum1 7 20l0 fo
This Statute is not met as evidenced by: S 6 e
. Based on observation, interview and record A'MW f[
| review, the GHMRP failed to ensure that i duaks imeal
| residents received meals in accordance with their Ce
' dietary needs for thres of three residents residing Plans. Gdobionad L«/(
| in the GHMRP. (Residents #1, #2, #3) ( d
| ' 77, ( i d .
* The findings include: CL. WLLL P ac :
| Observation of the dinner meal on May 19, 2010, A tln e Atcotd !
- at 443 p.m., revealed the staff placing Resident g
I #1, #2, and #3's dinner and drinks bn the dining fo Ww(# ool o .
: room table. Further observation of the meal . , :
. revealed the residents received turkey cutlets, M‘)‘J/ﬁm 10n) peo cedure
| spinach and mashed potatoes for dinner. At S er i
' 5:02 p.m., Resident #1 asked for more food. The (see L[“L,”l |
: direct support staff responded by saying, "No, you ¥ 51-5,[.1, Axgan i shoeet
| @re on a 1800 calorie diet and | have to look out co . a,Q
' for your health.” ¥ +WM»1 wmaders
; <o .
| On May 19, 2010, at 6:57,4.m.,feview of the * Substetution Protocer |
" dinner menu for the day Jes {dba ue |
ool - - - ', +
ealth Regulation Administration % ﬁukj . T ‘Pno X6y DATE
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| 040 Continued From page 1

" turkey cutlets, roasted potatoes, green beans,
: pear halves and dinner roll were to be served.
- Interview with the direct support staff at 7:15
p.m., feveaied he did not serve the residents
. dinner rolls because he is trying to eliminate
. starches from their diets. Further interview
| revealed that the residents did not receive pear
| halves or a different fruit because the facility did
i not have any other fruit to offer. Review of
| Resident #1's physician’s orders dated May 1,
i 2010, on May 20, 2010, at 9:38 am,, however
| revealed the resident was prescnbed aregular
! diet.

. At the time of the survey, there was no evidence

' the facility ensured that the residents were

| provided meals in accordance with their diets and
} received a variety of food in accordance with the

! menu.

I
I 032; 3503.10 BEDROOMS AND BATHROOMS

| Each bathroom that Is used by residents shall be

. equipped with tojlet tissue, a paper towel and cup

. dispenser, soap for hand washing, a mirror and
adequate lighting.

This Statute is not met as evidenced by:
. Based on observation and staff interview, the
« group home for the mentaily retarded person
1 (GHMRP) failed to ensure two of three bathrooms
| were equipped with cup dispensers and/or hand
| soap as required by this section.

|
! The finding includes:

: During the environmental inspection on May 20,
\ 2010, at approximately 5:45 p.m., there was no

1040

Faclihy Manngoy wld |ilisho
wene Ha hand po6p
-Iﬁ,ow\ umdler 4—*«1 sk
Cabund fo Hu LountN
-h;p The wdwiduals
e tHuin Mposaiv&/
Cops i tlun hwguene
bawlaiﬂ Ttu, wps wo

longen {—U" Hu dUPWM
it Lﬁmu be Asusved. .
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1082 Continued From page 2 1 082
. cup dispenser or hand soap observed in the first
| fioor bathroom located across from Resident #1
and Resident #3's bedroom. Further observation
revealed there was no hand soap located in
Resident #2's bathroom. Interview with the
" GHMRP' s house manager (HM) at the same
. time revealed she would correct this problem
; imMediately.
Ce |ll 0
1090 3504.1 HOUSEKEEPING 1000 | fhun Faoddyl Mana L |6l
i . L & '
: The interipr and exterior of each GHMRP shall be N M fo o F
' maintained in a safe, clean, orderly, attractive, 1 :
and sanitary manner and be free of auibﬁ‘ Ejuﬂu’“d
- accumulations of dirt, rubbish, and objectionable : uamten~
! odors. ot M“(
amee. oy arg aan wrds . Bun
This Statute is not met as evidenced by: ‘ y o
Based on observation and interview, the GHMRP @M RP's puunst )
failed to maintain the interior of the facility in a k[a weck M
safe, clean, orderly, attractive, and sanitary "‘1 vf
manner, for three of the three residents in the
facility. (Residents #1, #2 and #3) ‘ ‘QM_ P "?r““ Dm a Hd
Awngunt Hoe. oleeck st wenthq

The findings include: p !
b sugun & cafe , thtans |

Observation and interview with the facility's \ :
' qualified mental retardation professional (QMRP) Md-m,a] , abtmctine amd f

revealed the folowing: P Mm m ‘;f;i fq. ﬁo&{iuﬁ oA -
T o o %W AT
| esident #2's r floor was ing. :

!2.R dent #2's shower floo peeling | D @‘PI‘U&{“&IA bm,ufﬂ( ,

I 3. Rust stains were observed in the inferior and A AL 1 4
exterior of several pots and pans. Additionally, ‘
there was tape observed securing the hardle ) QWM Shwer MM 2
Health Regulation Administration WM"DW\ .
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1090 Continued From page 3
ontc one pot.

4. There was holes observed in both the carpet
located in Resident #1's bedroom and in the
dining room. The hole in the dining room carpet
was covered with clear tape. Additionally, the

- carpet was observed to be unraveling in the

i hallway outside of the kitchen. This presented a
potential safety hazard.

5. There were knobs missing from Resident #1,
#2, and #3's dresser drawers.

: 8. Residents #1 and #2 had dresser drawers that
" were off frack creating a potential safety hazard.

- The QMRP acknowledged the above cited
‘ deficiencies at the conclusion of the
‘ envirchmental walk-through.

| zoa{ 3509.3 PERSONNEL POLICIES
Each supervisor shall discuss the contents of job
: descriptions with each employee at the beginning
. employment and at least annually thereafter.

" This Statute is not met as evidenced by:

| Based on interview and the review of records, the

i GHMRP failed to provide evidence that the
supervisor discussed the contenis of job
descriptions with each employee at the beginning

- of their employment and annualily thereafter, for
three of seven employees. (Staff #1, #2, and #3)

| The finding includes:

| Record review and interview with the GHMRP's

| | qualified mentai retardation professional (QMRP)

f on May 20, 2010, beginning at 5:00 p.m. reveaied
there was no evidence that Staff #1,#2, and #3

loso | ffnt,
F’at‘»Mf‘?W
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| discussed their job descriptions with their
supervisor at the baeginning of their employment
and annually thereafter.

3510.5(d) STAFF TRAINING

Each training program shall include, but not be
limited fo, the following:

(d) Emergency procedures including first aid,
cardiopulmonary resuscitation (OPR), the
Heimlich maneuver, disaster plans and fire
evacuation pians;

This Statute is not met as evidenced by:

Based on interview and record review, the Group
Home for Mentally Retarded Persons (GHMRP)
failed to have on file for review, current training in
cardiopulmonary resuscitation (CPR), for two of
the seven staff (Staff #1 and #2), and current
training In first aid, for one of the seven staff
(Staff #2)

The finding includes:

Review of the personnel and training records on

May 20, 2010, beginning at 5.00 p.m., revealed

the GHMRP failed to provide documentation of

! gtaff training in CPR for Staff #1 and #2 and
current training in first aid for Staff #2. Interview

; with the Qualified Mental Retardation

: Professional on May 20, 2010 at the same time,

| verified that there was no evidence of the

| aforementioned frainings.

| 231 3510.5(h) STAFF TRAINING

~ Each training program shall include, but not be

1203

1231

DEFICIENCY)
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1’ fo_nb::ut:dt:rolepage S 231 HR l.la/k Mopﬂd ‘H,LQ. bhﬁ,lw
i limi , the following: - g '
| ? Thanisng Tistitute
. (h) Orientation programs for each new employee .
| which shall include philosophy, organization, W'M L[JL CW 6)) HM
programs, practices and goals of the GHMRP as
.well as a review of applicable laws, regulations [Q DDS Pel,\c(,t Couanis
+ and agresements important to the operation of the - - y ‘
| GHMRP for the care and treatment of persons tuad 30 ?"‘Wi Coudra.,
* with mental retardation in the District of “Tlae ' ; -]
Columbia; and... Flag WM[ UA '}WW/WVW'I
. This Statute is not met as evidenced by: kﬁ‘:’ MCM’PRM AN
| Based on interview and record review, the Group
| Home for the Mentally Retarded Persons 1 Phos T courses and
(GHMRP) failed to provide evidence of training in ) - .
orientation, for four of the seven staff. (Staff #1, lMM/J{‘ be Co P[dd :
I'#2, #3 and #5 iy : :
| ’ pheff withi B dof of
| The finding includes: w a A, C‘L -
. d’w
Review of the parsonnel files on May 20, 2010, - M%A)
- begining at 5:00 p.m., revealed the GHMRP D DS L'LM A LW .
‘ failed to provide evidence that Staff #1, #2, #3 ;
and #5 received orientation training. Interview | M&‘&W Lo § M/} {'&H'
with the qualified mental retardation professiona ,
on May 20, 2010 at 5:15 p.m., verified that there bwma we o (00% ”‘WP[
was no evidence of the aforementioned training. l M‘l— . /lt/\[) <R m :
1261 3512.2 RECORDKEEPING: GENERAL ! 261 (s CWWf 0 Mg,
VISIONS T
PRO St adtached DS policleq
Each record shall be kept in a centralized file and
made available at all times for inspection and M P{'LM—L 1 Coundry .
review by personnel of authorized regulatory
agencies.
: This Statute is not met as evidenced by: :
Based on interview and record review, the
GHMRP failed to ensure records were available
 for inspection at ail times by personnel of
Heatth Reguiation Administration
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1374 Continued From page 7 1374 - -
e beo o QMEP g are to efurfie
of incident reports revealed the following Injuries U wf '
and medical services had not been reported to pnngns 0K dowd feporis

“Resident #1's next of kin as required:

‘ ' cours MD(
a. An incident report dated October 19, 2009, 4o FALAL 3 Wulwl
revealed a direct support staff caught Resident !4 ir) Ou

#1 from falling, The primary care physician was ('»W“IP llinesd J':

notified and directed the staff o take the resident W W(U QJL Wlﬂdlcp

to the emergency room.

b. An incident report dated April 28, 2010, o b-16-0 o thftwlﬁ
: revealed Resident #1 fell after he attempted to L )
i walk to the bathroom without his walker. imp stz en "I) Contack |

Further review of Resident #1's record on May ‘{’MMVL/I MC{ Depf . ﬂl\uﬂaﬂ’l .

20, 2010, beginning at 9:45 a.m., revealed

primary care physician (PGP} notes that ’ :
I documented the following injuries and medical Funt l""A PlﬁM& “’V‘\f’q {
i services: - !
| attached g

a. Review of a PCP note dated April 9, 2010, d s
' revealed Resident #1 had fallen at his day Q@F‘W‘l e %”M& mets .
| program. :

b. Review of the PCP note dated May 2009,
revealed Resident #1 was taken to the
+ emergency room for high blood pressure.
i According to the discharge papers, the resident
. was admitted on May 7, 2010, and discharged on
' May 8, 2010.

Interview with the house manager on May, 19, |
: 2010, at approximately 6:00 p.m., revealed i
i Resident #1 had a brother who was active in his

life. Atthe time of the survey, the GHMRP falled

to provide evidence that notification of the
{ afgrementioned incidents was made to Resident
[ #1's brother as required. ;

Health Reguiation Admmistration
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‘l Health, Health Facilities Division of any other

| unusual incident or event which substantially
interferes with a resident ' s health, welfare, living
arrangement, well being or in any other way

: places the resident at risk. Such notification shaii

. be made by telephone immediately and shall be
followed up by written notification within

- twenty-four (24) hours or the next work day.

This Statute is not met as evidenced by:
Based on interview and review of the incident
reports, the Group Home for Mentally Retarded
Persons (GHMRP) failed to ensure that all

| or safety were reported immediately to the

| Department of Health (DOH), Health Regulation
Administration, for one of the two residents
(Resident #1) included in the sampls.

The findings include:
Review of the facility's incident reports opn May

19, 2010, beginning at 5:36 p.m., revealed the
following:

' An incident report dated October 19, 2009,
revealed a direct support staff caught Resident
#1 from faliing. The primary care physician was
nofified and directed the staff to take the resident
: to the emergency room.

Rewew of the primary physician {(PCP) notes cn
| May 20, 2010, beginning at 9:45 am., revealed
! the following:

incidents that presented a risk to residents' heaith
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1 379 Continued From page 8 L3719 Z!
1379 3519.10 EMERGENCIES | See 137YH bf2z1o
- In addition tp the reporting requirement in 3519.5,
 @ach GHMRP shall notify the Department of

Health Regulation Administration ]
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: According to a PCP npte dated May 2009,

' Resident #1 was taken to the emergency room

for high blood pressure. The discharge papers

‘ reveaied the resident was admitted on May 7,
2010, and discharged on May 8, 2010.

i Atthe time of the survey, there was np
documented evidence that the GHMRP notified
the Depariment of Heatth {DOH) of the
aforementioned incidents.

| 401 3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall include both diagnosis
and evaluation, including identification of
developmental leveis and needs, treatment
services, and services designed to prevent
deterioration or further loss of function by the
resident

+ This Statute is not met as evidenced by:

i Based on observation, interview and record

| review, the GHMRP failed to ensure professional
; services were provided in accordance with the

: needs for two of the two residents in the sample.
i (Resident #1 and Resident #2) :

F The findings include:

1. The facility failed to provide evidence of a
psychiatric assessment for Residant #2.

: Observation of the evening medication

- administration on May 19, 2010, at6:15 p.m,,

i revealed Resident #2 received Tegretol and

! Thorazine. Interview with the licensed practical

| nurse (LPN) during the medication administration,
! indicated that the medication was prescribed for

to e tiue Y

1) Ward_§ Ward unld
C’L‘rf'm o azuuu,aﬁ
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- behavior management Z.
On May 20, 2010, review of Resident #2's g Wiu u.w:( A
' physician orders dated May 2010, revealed that .
 the aforementioned medications were used to "hUM D DS ]lo DH’K{A/L\;
i treat his behavior disorder. Review of the -
resident's behavior support pian (BSP) dated a Fgold,w[oc\ud
January 13, 2010, on the same day at 3:24 p.m., )
revealed verbal threats and aggressive motions W o le asg

| were his targeted behaviors. {"/‘/‘ d mﬂ (,fu,& Leﬂ,?/t

Interview with the Qualified Mental Retardation

' Professional (QMRP) and the LPN on May 20, -17-1p +
2010, at 3:34 p.m., revealed Resident #2 did not MM{ (9 H 0 0

have a comprehensive psychialric assessment. M a PS%CIA ¢f 06L ( J ;
At the time of the survey, the GHMRP failed to '
provide evidence of an assessment that justified Wdﬁd .
the use of psychotropic medications for Resident
#2. .

3) Qeaicdtet # 2 ducd

2. The facility failed to provide evidence of a - : |
psychological assessment for Resident #2. ALLLUAL d‘z’"ja‘e !

; Cross refer above. Resident #2 was observed |

| receiving Tegretol and Thorazine during the ALLLAS —
 evening medication administration on May 19, on [-21-10 pad pode

2010, at 6:15 p.m. The resident had a BSP dated . ok 'N

' January 13, 2010, that addressed target Hat RECT-V-g/tincteon |
| behaviors of verbal threats and aggressive N § ABT
motions. hote fo 68 Gen ] 1

i . . - . N LT o wad deewr
interview with the Qualified Mantai Retardation -
- Professional (QMRP) and the LPN on May

20, A gt '
{ 2020 at 3:34 p.m. revealed Resident #2 did not and di illdaﬂp ,a.d,um

| have a comprehensive psychological AL sl Yo
. assessment. Further review of the client's fbéﬂt u/m"lt RCT and o

" medical record revealed no documented Ao

. evidence of a psychological assessment. /Lﬂ/ 24 ﬁﬁ.c ouﬁ . RCT

uiad M.ﬁu(‘(’.ead-d)é(/-[ﬂ/%—‘(

| 3. The facility failed to ensure timely treatment
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services for the maintenance of dental health for
Resident #2 as evidence below:

On May 20, 2010, at 2.46 p.m., review of
. Resident #2's dental consultation dated January
27, 2010, revealed tooth #8 required route canal
treatment or extraction. Moments later, interview
with the license practical nurse Indicated she was
not sure why his dental procedure was not
conducted or addressed. At the time of the
survey, there was no evidence Rasident #2 had
been provided timely dental treatment.

. 4. The facility failed to ensure Resident #1 utiized
his leg brace as prescribed.

Observation on May 19, 2010, beginning at 4:15
p.m., revealed Resident #1 walking with an
unsteady gait. During the environmental walk

“ through a leg brace was observed in Resident
#1's closet. At the time of the survey, the

: resident was not observed wearing a leg brace.

- On May 20, 2010, at 9:38 a.m., review of

' Resident #1's physician orders revealed the

- resident wore a brace on his left foot. Interview

- with the license practical nurse and the QMRP on
the same day, at approximately 3:00 p.m.,

: revealed they were unaware of when the resident

' was required to wear his brace. At the time of the

- survey, the GHMRP failed to ensure Restdent#1

: utilized his leg brace as prescribed.

| 407| 3520.9 PROFESSION SERVICES: GENERAL
| PROVISIONS

Each GHMRP shall obtain from each professional
sefvice provider a writtan report at least quarterly
for services provided during the preceding

: quarter.
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|

~ This Statute is not met as evidenced by:

- Based on interview and record review, the Group

- Home for Mentally Retarded Person’s {GHMRP)
registered nurse (RN) failed to ensure direct
physicai examinations were conducted quartery
or on a more frequent basis, for one of the two
residents residing in the facility. (Resident #1)

' The finding includes:

 Review of Resident #1's medical record on May
20, 2019, at 10:20 a.m., revealed an annuai
nursing assessment dated May 2009. Further
review of the resident's record revealed there was
- only one quarterly assessment (December 30,

. 2009) available for review. Interview with the

. license practical nurse on May 20, 2010, at
approximately 6:00 p.m., revealed the facility did
not have all of the required quarterly nursing
assessments.

1438 3521.7(f) HABILITATION AND TRAINING

The habilitation and training of residents by the
GHMRP shali include, when appropriate, but not
be limited to, the foliowing areas:

| () Health care (including skilis related to nutrition,
| use and self-administration of medication, first
! aid, care and use of prosthetic and orthotic

' devices, preventive health care, and safety);

This Statute is not met as evidenced by:

, Based on observations, interviews and the review
of records, the Group Home for Mentally
Retarded Persons (GHMRP) failed to impiement

| an effective system to ensure that each resident

! participated in a self-medication training program,

for two of the two residents in the sample.

407
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" (Residents #1 and #2)

megi (akeen protocol
| The findings include: I ]( L ‘HAX ' [ wp

1. Review of the Resident #1's self medication : .
assessment dated September 7, 2009, on May LPN . JIAA/LULAMM aA |
20, 2010, at 9:32 a.m., indicated that the resident R A ,{ e

; was recommended to participate in a self o l’e AT ‘(HL b P (et
medication program. Review of Resident #1's : . .
Individual Program Plan (IPP) daled May 29, pate A weds catino ,
2009, on May 20, 2010, at approximately 3:15 P . o '
p.m., revealed no program goal or objective for MWMMCW ot {-lw

; the resident to receive training in self-medication Co .

i skilis development. Llih‘f{ P{Mc{‘[{muﬂi . L P (\, :

' Interview with the License practical nurse (LPN) 7. ) ) |

on May 20, 2010, at approximately 3:45 p.m., lmﬂ ollous sel} was

 revealed that Resiient #1 does not participate in otocol 4o N/

| a self medication program. Pi s l,u.d,tﬂd:uﬁfd Jb

[

| 2. Review of Resident #2's self medication ki e, AL {

' assessment dated Septerrgber 7, 2008, on May lu,erb CA:{ (rw W/ 4

| 20,2010, at 2:20 p.m,, indicated that the resident wil, aeltung wakeq ou

; was recommended to participate in a self ] .
medication program. Review of Resident#2's iv[/\ Mﬂ th/WJ AL U\Md(fa}-g
IPP dated March 16, 2010, on May 20, 2010, at . -

" approximately 3:40 p.m., revealed no program Loirs J(&(L,UA) d—a*["] . e L(’
goal or objective for the resident to receive

: fraining in self-medication skills development. Wﬂt gwﬂ4 {vere AUDUL

|

Interview with the LPN on May 20, 2010, at {09 and Slic.

- approximately 3:45 p.m., revealed that Resident ‘71/ D‘I J z [ 09

: #1 does not participate in a self medication #

iprogram. 2..) Ser \U3L#1 .

1500 3523.1 RESIDENT'S RIGHTS 1500
| Each GHMRP residence director shall ensure

| that the rights of residents are observed and :
i protected in accordance with D.C. Law 2-137, this i
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Continued From page 14

chapter, and other applicable District and federal
laws.

This Statute is not met as evidenced by:

Based on observations, interviews and record
review, the GHMRP failed to observe and protect
' residents' rights in accordance with Title 7,

* Chapter 13 of the D.C. Code (formerly called

D.C. Law 2-137, D.C. Code, Title 6, Chapter 19)
and other District and federal laws that govem the
care and rights of persons with mental
retardation, for two of three residents in the

; sample. (Residents #1 and #2)

- The finding includes:

| The GHMRP failed to protect residents' rights by
not informing the residents' medical guardians of
the use of psychofropic medications and

! incorporating them in a behavior support plan as

; follows

Dunng the entrance conference on May 19, 2010,

. beginning at 5:30 p.m., the House Manager

indicated that Resldent #2 received psychotropic
' medications to address his maladaptive

behaviors. Further interview revealed the

. resident does not have the ¢apacity to give

; informed consent for the use of medications and
: habilitation services.

! Observation of the administration of medication

i on May 19, 2010, at 6:29 p.m., revealed
Resident #1 received Tegretol and Thorazine for
 his behavior disorder. There was no documented
¢ evidence that the facility obtain consent prior to

| administering his medications.

' At the time of the survey, the GHMRP failed to

1500
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provide evidence that informed consent was wedaad duardian. o
obtained from the guardian prior to the . © &
. administration of the psychotropic medication. 0’[5 {-amu MA,TU'MML

Ondead

1999 FINAL OBSERVATIONS : 1999

The following observations were made during the
survey process. It is recommended that these
areas be reviewed and determinations be made
regarding appropriate actions in order to prevent
! potential non-compliant praclices:

' During the environmental walk through on May

| 20, 2010, at approximately 5:45 p.m., seven of

the eleven bath toweis available in the linen

closet were observed to have either tears or were

unraveling around the edges. Interview with the

! qualified mental retardation professional at the

: same time revealed she would repiace the seven
towels. '
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