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' A licensure survey was conducted bn August 26, ,
B oot g'omg‘%ﬂnﬂ ' mo:am%%m GOVER
; sample o residents was ma NMENT OF TME c
i resident population of four women with various AL WMMN%R’SSMCOLUMPM
 disabilities. TH REGULATION ACMINISTRATION
! 825 NORTH CAPITOL ST N.E. mm&
| The findings of the survey were based on WASHINGTON, D.C. 20002 :
: observations, interviews with staff in the home, as :
well as a review of resident and administrative i
' records, including incident reports.
1081, 3504.2 HOUSEKEEPING ! logt _ . -
| The bath s v Aesaolarct | 1D[2[00
! Housekeeping and maintenance equipment shall i
| be well constructed, properly maintained and B2% bediomm, bostla [
i appropriate to the function for which it is to be o TR
‘ uged. beew /\EPM . Mﬂlfhm-'
| aMAT, e fead Coumarloy
- This Statute is not met as evidenced by: ;
f Base%:;:|JII on observations and interview, the CM'OLJM a mk’("[ a[mdb
' GHRMP failed to maintain the interior and 'y
- exterior of the GHMRP in  safe, clean, orderly, Lut and the PMEP W"“I?’U
- aftractive, and sanitary manner for four of four - :
; residents residing in the facility. (Residents #1, 'HA C,f,u,okJM‘f‘ u»wld,v\ _
| #2, #3, and #4) | .
i . .
| ineane. Hak all lf.,w
| The findings include: ‘h) o ul"';
' Observation and interview with the lead counselor 5 Arpor . !
- {LC) during the environmental walk through on :
~ August 26, 2009, at approximately 1:30 p.m. ;
' reveal the following: ;
. The bath tub in resident #2's bedroom, the
[ bathtub’s surface was chipping and peeling. i ‘
i |
203 3509.3 PERSONNEL POLICIES n 1203 |
i |
: i / o
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| Each supervisor shall discuss the contents of job ' i
: descriptions with each employee at the beginning u fo PUM- '
| employment and at least annually thereafter. MA‘H 5 oemned Ar cords
‘ l
| This Statute lsnotmetasewdenoedby MAUM { u,uwp@
| Based on interview and record review, the Group fam ol At ak ot
l Home for the Mentally Retarded Persons AAL N
| (GHMRP) falld tohave on i for review,current C’-’Lt"ﬁ’“““é‘m G’wﬁ i
i job descriptions, for two out of seven employees, iy . AN
- and two of two Trained Medication Employee’s O dctcan iy, Perdm |
(TME). (Staff #2 and #3; TME #1 and #2) Dept. (HE will M,, |
; The finding includes: W godg,,,i W\, MW«" u.,
' Interview with the Lead Counselor and review of U& mvl WW{M MZM 1
" the GHMRP's personnel files conducted on
| August 26, 2008, &t approximetely 1:50 p.m., bo enaune Cumend
! revealed the GHMRP failed to provide evidence
. of current job descriptions for Staff #1 and #2 and a}"tl 64-3( Wil Th;+(',kuwcmﬂ
for TME #1 and #2. featr
La )u. ..wu, v
: This was verified by the lead Counselor. - M,( my. MX )(/\AJWIE»[ 3 Q' L
A MO f'aL,\‘MLL‘ .. TmE s LPNY
| 2os| 3509.6 PERSONNEL POLICIES 1206 o TR
Each employee, prior to employment and I
1 annually thereafter, shall provide a physician * s ‘
; certification that a health Inventory has been
| performed and that the employee ' s health status
- would allow him or her to perform the requlred
; duties.
' This Statute is not met as evidenced by: '
| Based on interviews and record review, the '
: facility failed to achieve compiiance with state '
: regulations pertaining to health (22DCMR 35, '
| section 3508 6) for one of seven employees( |
Health R Regulation Administration
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- Each training program shall include, but not be
 limited to, the following:

| (d) Emergency procedures including first aid,

. cardiopulmonary resuscitation (OPR), the
Heimiich maneuver, disaster plans and fire

. evacuation plans;

i This Statute is not met as evidenced by:

- Based on record review and staff interview,the

' Group Home for the Mentally Retarded Persons

. (GHMRP) failed to ensure that first aide,

 cardiopulmonary resuscitation ({CPR) had been

: completed for 1 of 7 direct care staff and three of
three Licensed Practical Nurses' (LPN). (Staff #2

| and LPN #1, #2 and #3)

i
| The findings include:
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1206, Continued From page 2 t 206 See +A_alfh— (ZD3. itO[Zlo%
| Staff #8) and for two Licensed Practical Nurse's
i (LPN) (LPN #1 and #2) and one of two TME's ! :
" (TME #1) ! ;
! '
| The finding includes: ;
| 1
- The State regulatory agency conducted a review 3
- of personnel records on August 26, 2009, at ‘
| approximately 1:50 p.m. at which that time, there i
‘ was no evidence of current health certificates on i
i file for Staff #6.This was verified by Staff #6.
! .
' In addition there was no cument health i
| certificates on file for LPN #1 and #2 and for TME ?
P #1.
| 1
| This was verified by the lead counselor. j
1227: 3510.5(d) STAFF TRAINING 1221 See fcub * 1203, 10[z[0A
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! interview with the Lead Counselor and review of

i the GHMRP's personnel files conducted on

| August 26, 2009, at approximately 1:50 p.m.,

. revealed the GHMRP failed to provide evidence _ ,

* of CPR training for Staff #2 and LPN's #1, #2, i
and #3. ;

' This was verified by the lead Counselor.

I
1260, 3512.1 RECORDKEEPING; GENERAL 1260 | '
| PROVISIONS L?ﬂﬂ( thwumﬁ.m e ! 10/5/09

| Each Residence Director shall maintain current )
. and accurate records and reports as required by wd Meomds s

. this section. .

! This Statute is not met as evidenced by: . Co (’f‘“a""'“‘u“ t"fa d h‘l
- Based on interview and record review, the Group - ) :

. Home for Mentally Retarded Persons (GHMRP) QMEP s will ik Hu |
 failed fo maintain each residents' record, for one y ) , ‘ i

i of the two residents (Resident #1 ) included in the W (’wly MCO'L&’A MWWH‘LT

! sample. M @A Wb“ m ﬂ’id! i

t The ﬁnﬂing includes: : ld ;
| fuartirdsy kgl
| Interview with the GHMRP's residential director !

| on August 27, 2009 at 2:55 p.m., revealed

' Resident #1 was employed and received a

! paycheck every two weeks and Social Security

- Income (SSI). Review of the resident's financial

' records on the aforementioned date revealed that
the resident was employed in the year of 2008.

- Interview with the residential director and review

; of the Bank Statements revealed two checks had

| been deposited for February 6, 2009 in the

. amount of $181.18 and on February 20, 2009, :

- $113.96 was deposited. According to the é

, residential director, Resident #1 works Monday '

. through Friday and eams $7.00 per hour. :

Jealth Regulation Administration ’
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: provision of the professional service, except that
' in life threatening situations, arrangements must
i ba made immediately.

This Statute is not met as evidenced by:

i Based on interview and record review, the Group
| Home for Mentally Retarded Person (GHMRP)

- failed to ensure professionaj SIVCes were

- amanged for two of two res; .
. and #2) included in the s'?m",’,?e““ (Residents #+

f The finding includes:

. 1. During the entranca interview on

August 26,
1 2009, at 8pproximately 11:25 AM revealgd that
: Res_idenl #1 received medicaid waiver services
_p Review of the resident's medicaid waiver '
. authorization on the aforementioned date

. . ualified mental
______ Tetardation professional {QMRP) on August 27
Jealth Regulation Administration ,

J .
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1260, Continued From page 4 1260
Further review of the resident's financial record
| revealed that there was no documented evidence :
| of SS1 deposits from September 2008 through '
* March 2009.
At the time of the survey, the GHMRP failed to
-, provide documented evidence of consistent !
; deposits for Resident #1's eamed Incomne and :
| SSI payments. |
1
1412, 3520.13 PROFESSION SERVICES: GENERAL | 1412 V. QMEP Was oy @ 17]pq
| PROVISIONS : : ;
e Cowtaed wdly |
 if a resident evidences the need for a i ’ﬂAQ _— ;
| professional service for which arrangements do CSpuc 4 MLPMJ( e |
. not exist, the GHMRP shall have fourteen (14) \ - _
| days to show evidence of arangements for By ‘H‘—ul * will i

Skt tharapy proguees ' |
wotes. @MEP wsoll wokify |
ODs sennct Cosrdumatry if |

toCumon {'Odrt&vl 14 ot |

{imnded.
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- speach therapist twice a week. Review of

| Residen{ #1's habilitation record on August 27,
' 2009. at 9:41 am. revealed no documented

' evidence of & Speech-Language Evaluation. At |
- the time of the survey, the GHMRP failed to make
| an arrangement for Resident #1 to obtain a

| speech-language assessment.

i

| 2. Interview with the GHMRP's qualified mental

' retardation professional (QMRP) on August 27,

| 2009, at approximately 10:50 a.m. revealed that

: Resident #2 received psychotropic medication in
 conjunction with a behavior support pian (BSP) to
i manage his behaviors.

: Review of Resident #2's medical record on the

- aforementioned date reveaied a physician's order
. dated August 2009. Continued review of the

. physicians’s order revealed the resident was

| prescribed Mellaril 100 mg for Impuise Control

lf disorder. The resident also had a physician's

| order for a EKG to be conducted every three

; months. :

|

| Review of the resident's nursing quarterly dated -
: December 31, 2008, revealed Resident #2

i received an EKG on October 10, 2008.

i Interview with the designated nurse and review of
. the resident's medical record on August 27, 2009
- at 1:19 p.m., revealed no documented evidence

| that the resident had another EKG since October
! 2008, and was not scheduled to have one.

* At the time of the survey. the GHMRP failed to

: énsure Resident #2 received an EKG every three
{ months as recommended.

3 Interview with the GHMRP's qualified mental
. retardation professional (QMRP) on August 27,
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1412 Continued From page & 1412 . ;
i : 2. Thae awqt-u.ci PN £ 10[2{o4
| 2009 revealed that the resident was seen by . . ;

woned fo powedr ptcords |
maithiy, asd rspatelle |
n JOL\MM&;U] M.L{:t-'[laa_u |
wp appomﬂm_mls_. Md{.{'c'wzfr
awl the Suprranig AV
vo pegaine fo Auitw pecorlle
Mﬂ«%/d,«l t swsent Al
?PUMU'—MPS ant SchedulsAd
and Comp had . Cl;*wwe
Dwackn wild prmrede
creramchd o 12N and. n
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1412| Continued From page 6 1412 '
! enatoy 10 | Unedicaf Hiaa, 1OPIER
| 2009 at approximately 10:50 a.m. revealed that 3, Wlude M,cowl e T
. Resident #2 received psychotropic medication in ' . |
. conjunction with a behavior support plan (BSP) to A yeon old are 'h" ?Lf‘d'l:'*‘(
r manage his behaviors. i ?w.quk +'\. fnim {-LIL UI.LLCLLCW{, ;
' Review of the resident's medical record on ewd pond. lCep-F {n 5 L‘.M\M;
| August 27, 2009, revealed that the resident was . . £
| monitored by a psychiatrist through monthly M corup lance GHMEP /‘1-?)" f
f medication reviews, however there was no ( &}1 Tt A A UL ‘o
| documented evidence that the resident had a Wanma, Tit poyehchropte |
psychiatric evaluation. Continued review of the P y i
| psychotropic medication reviews revealed no Lukdi CMl } m A ML |
5 ;%wogws for October 2008 through December Pg c[«.iMMc)LMvE wetion, '
}At12'35PM the scorted to the o ot ‘M\L Wiﬁfi 91"%%!-@1 E
‘ : , Surveyor was e LUy |
. nUrse’s statian for an interview with the LPN. bl ot avalable gn butiu, ;
| Interview with the LPN revealed they purged the :
medical records and she proceeded to look for a ,
psychiatric evaluation and the missing :
. aforementioned psychotropic medication reviews. (
: At the time of the survey, the LPN was unable io i
| find a psychiatric evaluation and the , .
aforementioned psychotropic medication reviews . o {'L ’0‘]
| for Residant #2. 4 &5 PUU p_{ cc-mmeudwh o) ' !
4. Review of Resident #2's medical record on : #2
: August 27, 2009, at 11:29 a.m. revealed an b‘t H‘( pc P Aﬁeu D(IM'* N{) ;
audiology appointment on March 24,2009, doea ,,W{- Ai bww.\ NIV
Interview with the staff on August 27, 2009 at . : b |
approximately 11:32 a.m., revealed that aithough oo ol btCawat f
the resident was transported for the appointment, : A/[ d 4 |
when they arrived, the receptionist indicated that Ad [e.q L‘1 Ay, ]
i the resident was nct on their schedule for !
| audiology. At 1:23 PM, an interview was !
! conducted with the LPN to ascertain information _
regarding a rescheduled appointment. According
| to the LPN, the audiology appointments was only
: scheduied annually. It shoukd be noted that the
. resident was last seen by the audiologist in 2008.

Tealth Regulaton Administaton
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i ensure Resident #2 was seen annually as
recommended.

i & Review pf Resident #2's medical record on

{ August 27, 2009, at 11:36 a.m. revealed the

i resident was seen by the dentiet on November

' 11, 2008. The resident was diagnosed with

. multiple missing teeth and peridontals disease,

| Continued review of the consult revealed that the
: resident was scheduied to retum on November

+ 25, 2008. Further review of the medical record

. revealed that the resident returned to the dentist
. on August 5, 2009, nine months later.

- Atthe time of the survey, the GHMRP failed to

. ensure that Resident #2 was transported for his
| foliow-up dental appointment scheduled for

| November 25, 2008.

1500' 3523.1 RESIDENT'S RIGHTS

 Each GHMRP residence director shall ensure
 that the rights of residents are observed and

' protected in accordance with D.C. Law 2-137, this
: chapter, and other applicable District and federal

. laws.

J This Statute is not met as evidenced by:

| Based on observation, interview and record

! review, the Group Home for Persons with Mental
| Retardation (GHMRP) failed to observe and

: protect the rights of a resident, in accordance

: with D.C. Law 2-137 (now Title 7, Chapler 13),

; and this chapter for two of the residents )

: (Resident #1 and #2) included in the sample.

| The findings include:

1500
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t412| Continued From page 7 1412 f
! i
‘ ' g # 5
| 1
. Atthe time of the survey, the GHMRP failed to 5. see-hq 1. | 10/2{e4
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1500 Continued From page 8 1 500 . l
; . See 1dvz Bz 1(0[90‘\
 Section 7-1305.05 (g). [Formerly 6-1965) The i
 faclity failed to ensure the resident's right to

| receive prompt and adequate medical attention,

j as evidenced below:

i 1. Review of Resident #1's medical record on
August 26, 2009 at 12:38 p.m. revealed a

| physician's order dated May 19, 2009. Continued

 review of the physician's order revealed the

: resident was prescribed Motrin 400 mg 1 tab

! three times day pm (as needed). interview with

i the GHMRP's staff on August 26, 2009 revealed

- the resident was seen by his primary care

+ physician (PCP) on May 19, 2009. Further

| interview with the staff revealed the PCP

' examined the resident and diagnosed him with a

i swollen shoulder. According to the staff,

i Resident#1's PCP ordered an

| x-ray for the resident on the same day, but was

: unable to get one, because the x-ray department

| was closed.

* interview with the residential nurse was

- conducted on August 27, 2008 at 1:10 p.m. to

, ascertain information regarding if the resident had
: been rescheduled for the x-ray of his shoulder.
 Initially, the residential nurse reported that she

. had no knowledge about the

i X-ray, but that it should have been rescheduled.

| At the time of the survey, the facility failed to

| ensure Resident #1 received adequate medical

| attention.

| 2. Review of Resident #1's medical record on

- August 26, 2009 at 2:44 p.m., revealed the

' resident had a dental appointment on March 9,
2008. interview with the staff revealed that

- although the resident was transported for the

' appointment he would not aliow the dentist to

‘

2. See 14|12 ¥z,
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1500, Continued From page 9

examine him. Continued review of the dental

. consuit revealed that the resident was last seen

| by the dentist on January 24, 2008, According to
the consuit, the dentist recommended

Debridement (full mouth) and Subgingival Scale

! of four quadrants The dentist also indicated that

"in order for the aforementioned treatment to be

: carried out, the patient will require additional

| sedation.”

. Review of the the resident’s habilitation record on
- August 26, 2009, revealed Resident #1 had a

| psychological assessment dated March 4, 2008.
. The psychological assessment indicated that the
i resident did not evidence the capacity to make

| informed decisions on his behalf regarding his

| ongoing medical treatment or the capacity to

i choose someone to make these decisions.

| Interview with the residential nurse and revealed

- that Resident #1 had a guardian but the GHMRP

 had difficulty getting in touch with her. Further

- review of the psychological assessment verified

| that the resident had a limited guardian to provide
consent for any invasive or ongoing medical

E treatment. ‘

! At the fime of the survey, the facility faiied to
| ensure Resident #1 received adequate medical
; attention.

i 3. Review of the GHMRP's incident reports on
August 26, 2009 beginning at 11:30a.m.,

revealed Resident #2 had been involved in an

: incident on July 27, 2008. Continued review of

- the incident revealed one of the GHMRP's trained

medication empioyees (TME) discovered the

resident’s left ring finger was injured. The

| resident's injury was brought to the staffs

i attention and reported to the nurse's station via

1500

i
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- telephone. According to the incident report, the i

| GHMRP's LPN and RN examined Resident #2's
; finger and determined that he should be seen by ;
| & physician. The report stated that the resident I
! was taken to the hospital.

! Interview with GHMRP's direct care staff on

| August 26, 2009 at 11:45 a.m. was conducted to
| ascertain information regarding the emergency

' room visit and the resident’s diagnosis. Further _
| interview with the direct care staff revealed the Cod
: resident's finger appeared to be smashed,

4‘ however, the direct staff informed the surveyor
 that the resident was not taken to the emergency i
| room. At 12:53 p.m. the GHMRP’s LPN was |
! interviewed regarding the aforementioned |
'f incident. The LPN reported that she was not the
. residential nurse for this facility, but would review
' Resident #2's medical record for detailed
information. The LPN reviewed the resident's ;
- medical record which revealed a nursing note i
i that indicated Resident #2's finger was swollen i
' and the finger nail was missing. Additionally, the
. LPN indicated that the note had a i
. recommendation for the resident to be seen by i
| his primary care physician (PCP). |

i Interview with the residential nurse on August 27, ;

; 2008 revealed that she did recall the incident and

| remembered that the resident was not seen by ;

. the PCP. Additionally, the residential nurse !

| revealed that Resident #2 stayed home and did
not attend his day program the next day (July 28,

| 2009), J

| At the time of the survey, the GHMRP failed to
- ensure Resident #2 received prompt and
| adequate medical attention.
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| REQUIREMENT

"No facility shall employ or use the contract
- services of an unlicensed person if:

\
{a) The person has been convicted of a criminal
. offense listed in section 4705.1 of these ruies
. within the seven (7) years prior to a criminal i
background check conducted pursuant to these
, nules; or...

Th|s Statute is not met as evidenced by:
: Based on interview and record review, the
: GHMRP failed to have background checks
i completed for 2 of 2 Trained Medication

| Employees (TME). (TME #1 and #2)

t The finding includes:

Interview with the lead counselor on August 26,
1 2009 at 1:55 p.m. and review of the staff
- personnel records, revealed that two TME 's

: assigned to this facility failed to have criminal

| background checks in their records. This was

‘ verified by the lead counselor.
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! A licensure survey was conducted from August :
- 26, 2009 through August 27, 2009. A random ;
i sample of two residents was selected from a |
,‘ resident population of four women with various !
* degrees of disabilities. The findings of this ;
survey were based on observations at the group ‘
. home, interviews with residents and residential |
' staff as well as the review of clinical and :
- administrative records, including incident reports. !
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