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1600/ INITIAL COMMENTS oo

A licensure survey was conducted from August
28, 2008 through August 29, 2008. The survey
was initiated using the fundamental survey
process. A random sample of two residents was
selected from a popuiation of three male
residents with mental retardation and various
other disabilities.

The findings of the survey were based on
obsaervations at the group home, interviews with
residents and staff, and the review of clinical 2nd
administrative records including Incident reports.

1058| 3502.16 MEAL SERVICE / DINING AREAS 1088 D04, ek ¥ | wea:aid w 10-10-08
A review and consultation by a dietitian or Wmd ok Lt/‘ 5"-1 ‘Hu._
nutritionist shall be conductad at least quarterly to - )
ensure that each resident who has been % . ot "'L'/w-t'bm

nutrition according to his or her Individual j
Habilitation Plan, | { Hu d,u..tc_

. . , wowdn 11 muﬁd avd
This Statute is not met as evidencad by: . - . - .

Based on record review, the facilty falled to the sletibiia wild do -
ensure that one of the three rasidents with

modified diets had been reviewed at least Wit %M/"ﬁ"j"'r o
quarterty by the consulting dietitian, (Resident - x
#1) wbidisval needs |

prescribed a modified diet receives adequate T’M erLM.LLC] O('E'P* . aim

' The finding includes:

Review of Resident #1's current physician orders
on August 28, 2008 revealed a diet order of
regular, high calories snacks between meals.
Further review of the medica! records revegled a
Nutrition assessment dated March 28, 2008. The
record failed to show evidence e rasident's
meodified diet had been r%iew by ghe dietitian,

. i | T
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quarterly.
i 091 3504.2 HOUSEKEEPING 1094 } iA l LALLM C LW i 0’3'08
Housekeeping and maintenance equipment shall .
be well constructed, properly maintained and MA{MMC t’z’ a"lu, MM
appropriate to the function for which it Is to be - ;
used. i pear) Mc{ way-
_ cm,o&tuc{ m [0-308 -
This Statute is not met as evidenced by: ch
Based on observations and interview, the facility add,!ﬂl" f;;(a,ul? A)f AL
failed to maintain the interior and exterior of the )
GHMRP in a in a safe, clean, ordetly, ettractive, /ugwu\_g_d -fo fe m{O
and sanitary manner. fo L Lv( " [ - £7 -
The findings includs; ¢ LJ.C L LVJ_{ fﬂ ot ‘(LILV[
The environmental inspection of the GHMRP was )
conducted on August 29, 2008. The foliowing B.MA’ MWTIW .
concern were identified: FonCeAmas . Tf;,m CA:;M
The back porch/sunroom had brown water stains ‘ utoe l'a,’ 73
on the ceiling from water damage. The ceiling A4 mm"?‘ ”(
' was also drooped down. @l.,{L £
1 108| 3504.15 HOUSEKEEPING e At Hoe B Jgﬁm 10308
Each GHMRP shall assure that each resident has LA Kol - '
at least seven (7) changes of clothing appropriate N‘ H/ . - -
to his or her daily activities. ﬁw U’B \LLLL tolud -
. | _ iweds weens ]lotdw( U
This Statute is not met as evidenced by:
Based on observation and staff interview, the %(& (.Q,MLOL /‘wv'l/l.'l, .
GHMRP failed to provide an adequate amount of ; ’«A,(
; undergarments for three of the thrae residents in 'S.‘(.a/ W
i the faciity. (Resldents #1, #2 and #3) - j ‘ [ -
,! MA/bLLLQtLQV “ (P ¥
J
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The findings inciude: all el of LL e widoh b
1. During the environmental inspection on OAUTA { . LM
August 29, 2008 at 11.00 AM, Residents #1 and . ) _ ;
1:3 had two pair of underwear their dresser (f ouM Al,ﬂ Lm,U £ nu/l—ﬂ
rawer.
| . Caifey ud the Quiep
2. During the envirorimental inspection on . : i
August 28, 2008 at 11:00 AM, Residents #2 had D\Jlu mﬁ‘mj,fm A e
one pair of underwear his dresser drawer. ! . .
There was no evidence thst the GHMRP provided Y . niolzlce
the residents with at least seven changes of ), <see UDB. D( l
underwear. #*, See Hl08 | 1of3 [ o8
1135) 3505.5 FIRE SAFETY 1135 l . [
L N tha
Each GHMRP shall conduct simulated fire drills in Ptﬂn M)!,RMAJ- . .
order to test the effectivensss of the pian at ieast Aill o e dds
four (4) times a year for each shift. .
79 B muw(’ ONlCe
This Statute is not met as evidenced by: Lo 5
Based on interview and record review the - Z n zfl" U + L.&
GHMRP failed to ensure that each shift : £~ H-
conducted a fire drill four imes a year. € ¢ $ LM' 4
The finding inciudes: q[" —lZ o, s (/‘45* Mﬂ(
interview with the Facility Coordinator and review (2-Bowma & [“'L’é’} Wa
of the staffing pattern on August 28, 2008 at : a
approximately 12:30 PM revesled the following a,& Y WI’/LIAO&OQ W&k
scheduled shifts of duty: L4 d A H’"VU‘EI’Q'l SN |
-t ;
Monday - Friday [ o ‘ - |
8:00 AM - 4:00 PM: LV&L wdz s . '\+S 0b g fr
1200 i 00 Ab: anc aud §-fo slits are
o Ay ot aun W
Saturday - Sunday
Heatth Reguiation Administration ]
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§:00 AM- 800 PM; and B4 41 i2-9 whuele
' ' Coga @ 24 [uman ip,vwai )
Review of the fire drill iog revealed that several :
shifts failed to hold evecuation drills quarterly per WM €J; W&’UM{. qu.
shift. On the 8:00 AM - 4:00 PM shift, the log onatructed shadi o
documented fire drills were held from June 2008 s . L
through August 20, 2008. On the 8:00 AM - 8:00 Perfinom \[A.u olills ot
PM, there was no fire drills held between January s H
26, 2008 and May 4, 2008. On the 8:00 PM - @wuh\ N tag ['L\m
8:00 AM, there was no fire drills held between -
March 3, 2008 and June 7, 2008. l‘\fﬁﬁ.w Aflwﬁs-
1189 3508.7 ADMINISTRATIVE SUPPORT 1188 J ronz
I, Ugan Muneur ! C~308
Each GHMRP shall maintain records of residents 4 D 1""“"““_
' funds received and disbursed. AQCO'ML:L MU‘%C{ A At CA.f’ffs
This Statute is not met as evidenced by . '
Based on interview and record review the 7Lﬂ all Do Alernsd art
‘GHMRP failed to maintained sach resident's MM '
funds received and disbursed for two of the two X fﬂl Nevzew—
residents in the sample. (Residents #1 and #2) 0 : , va,/ A#a_
. Wa&f ~ c[c.u{ 5
The findings include: d 71_[“ ’ /‘06’ /
%Wﬁm.ac_, fa
1. “The financial record review was conductad on Vl ' - 0-7
August 28, 2008 for Resident #1. The review of ek, will &,
the bank statements from September 2007 #eoriedBred siosdt
through April 2008 revealed a withdrawal an Yy
March 24, 2008 in the amount of $20.00. There by rhe PMHRP S
WETE No receipts to determine how or when the . l
monies were spent. L. See HEY ®/. {0-2-08
2. The financial record review was conductad on )
August 28, 2008 for Resident #2. The review of
the bank statements from September 2007
through April 2008 revealed & withdrawal on May
9, 2008 in the amount of $42.00. There were
) receipts totafing $24.55. A withdrawal was made
Heatth Regutation Adrmistration
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on May 23, 2008 in the amount of $35.00 with

receipts totaling $16.50. Another withdrawal was

made on October 4, 2007 in the amount of

$525.00 with receipts total $485.00,

1206 3509.6 PERSONNEL POLICIES 1206 St “’H ¥i u; i & 9 10-3-00
) / / ’

Each employee, prior to employment and ' 2 AU d 0o

annually thereafter, shall provide a physician ' s Md‘ Iz l D(,P ’ {?‘Q

certification that a health inventory has been ‘HM.M Jes bt L\ eonds Aiza

performed and that the employee ' s health status ; - /

I h i y L
;‘Sht'l;:.a oW him or her to perform the required \.P-Md aﬁaM ‘ d d' L{,{ -

ally Ha OMee pal
Wity perdons [ ALtirda
This Statute is not met as evidenced by: /

Based on interviews and record review, the @LL R/UI(,.E- _ {'C Cul 3
facillﬂitgﬂf::ed to rt:‘cniev?o cﬁmglatlhia&oze [\;\gﬁh:' gtate é’!’ { L d}_t M . o

fi 5 Iniin ea '

Cef?apter 35,pseection 93509.6}. [_"h w4 BAL

' CLUL’\,M/\, [ f"o LM&[LLG[&,

!76!.0{;__?’1 sumel s,

The finding includes:

The State regulatory agency conducted a review -
of personnel records on August 28, 2008, at
which time there was no evidence that staff {Staff
#1, #2, #5, #9 and #12) had a current health

certificates.
1224 3510.5(a) STAFF TRAINING 1224 P(mu \I,J,Mi a,Ha (‘JL&”F
i [ ¢
Each training program shall Inciude, but not be Ward ¢ Ward s o G
limited to, the following: .
s AQL\LCE
() Overview of mental retardation including, but WNQE g
not limitad to, definition, causes of mental . {'t‘f\’" w i ("‘d“w W Utew
retardation, associated heaith implications, and % PR , I 0{ U~
Health Regulation Administration
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frequently used medications, the history of care
of individuals with mental retardation, and daity
fiving skills;

This Statute is not mat as evidenced by:

Based on record review, the GHMRP failed to
Include training in overveiw of mental ratardation
to each staff. .

The finding includes;
Review of the fraining records on August 28,

2008, revealed that the GHMRP failed to provide
training in overview of mental retardation.

1228 3510.5(b) STAFF TRAINING

Each training program shall inciude, but not be
limited to, the following:

|

| (b) Human development thraugh the life eycle
F {bisth to death);

| .

‘ This Statute is not met as evidenced by:

\ Basged on record review, the GHMRP failed to
| ensure training was provide to each staff,
The finding includes:

Review of the training records on August 29,

2008 revealed that the GHMRP failed to provide -
training in Human Developrnent.

I 2271. 3510.5(d) STAFF TRAINING

| Each training program shall include, but not be
limited to, the following: '

. (d) Emergency procedures including first aid,
Health Regutation AGminigiaion
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cardiopuimonary resuscitation (OPR), the
Heimlich maneuver, disaster plans and fire
evacuation plans;

This Stetute is not met as evidenced by:
The finding includes:

Review of the training records on August 29,
2008, the GHMRP failed o evidence
documentation of staff training in infection control
measures.

3510.5(e) STAFF TRAINING

Each training program shail include, but not be
limited to, the following:

{e) Resident’ s rights;

This Statute is not met as evidenced by
Based an record review, the GHMRP failed to
provide training to each staif on Resident's
Rights.

The finding inciudes:
Review of the training records on June 19, 2008

reveaied that the GHMRP falled to provide
training in Resldent's Rights.

3510.5(f) STAFF TRAINING

Each training program shell include, but not be
limited to, the following;

{f) Specialty areas related to the GHMRP and the
residents {a be served including, but not limited
o, bahavior management, sexuality, nutrition,

1227

[ 228 Sen. |L‘L¢ .

io-lo-081-

1229 ’PamwaﬂﬂdM ll>1'l>;'08

Eaqu Ml b
B3P, Swnelidy, indbwhon
fssktive desces dpted

8-1-08 .
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recreation, total communications, and assistive
technoiogies;

This Statute is not met as evidencad by:
Based on record review, the GHMRP fajled to
provide training to staff on nutrition, adaptive
equipment and behalvor management plans.

The finding includes:

Review of the training records on August 29,
2008 revealsd that the GHMRP failed to provide
training in on nutrition, adaptive equipment and
behaivor management pians.

128 3514.2 RESIDENT RECORDS 1291 . PLQ i ’ ( i LO-lo08

Each record shalf be kept current, dated, and
signed by each individual who makes an antry. cd:f Qa C/L\JLG{, ‘H.u.,

This Statute is not met as avidenced by: ' - ¢ oiz ™ I/IAAAAA_A_E\
Based an interview and record review, the ”Z\ .
GHMRP failed to ensure each residents records (bh_a/\]téa L-, Neartegar

were signad by the individual completing the
assessment for two of the two residents in the the -
sample. (Residents #1 and #2) ﬁﬁ’hm Feqe |

The findings include:

The facility's Registered Nurse (RN) faited to sign
Resident #1's quarterly reviews.

1. Interview with the facility's Licensed Practical
Nurse (LPN) on August 28, 2008 at
approximately 3:00 PM revealed that the RN
completed quarterly nursing exams. Review of
the Resident #1's medical record revealed a
nursing assessment was completed on March 1,
2008, The assessment however was not signed
) to Indicated who had completed the Quarterly
Heaith Regulation Administration
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1201) Continued From page 8
reviews.

2. interview with the facility's LPN on August 28,
2008 at approximately 3:00 PM revealed that the
RN completed the residents Health Management
Care Plan dated February 4, 2007. The
assassment however was not signed by the
person who had complated the assessment.

1401 3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall inglude both diagnosis
and evsiuation, including identification of
developmental levels and needs; tregtment
services, and services designed to prevent
deterioration or further loss of function by the
resident.

This Statute is not met as evidenced by:

Based on Interview and record review, the
GHMRP failed to ensure timely treatment
services and evaluations were conducted for one
of the twa residents included in the sample.
{Resident #2)

The findings include:

1. Review of Resident #2's current physician
orders revealed an order for an EKG to be done
quarterly. Further review of the medical record
revealed that the last EKG was complated on
August 21, 2007.

2. On August 28, 2008 Resident #2 was
observed with brown stains on his teeth. Review
of the residents's madical records reveaied a
dental consultation dated October 17, 2007. The
consultation sheet indicated that the resident had
advance periodontal disease and required full

9 Lev will schedide

1291 .Z'?L(.D\.-M- ‘k«‘—p\(‘/? a.,HGaLxgﬂ
Cof:wl % th Hmcp LO-1D-03

awn/w(hn}m Pmi"‘ )

EN wld moad o fo
W& ELG 4o
(D-10-08 |

Z. Waixﬂ%&? *7
vo SQ;LR.G"LA.{;-—A to
o< S

g bum{mtv\ vuan by
-h)adc[}tm e o
'Pﬂ._\.ﬂi.wj 3<—‘7"L’""‘f“2\.
s clad |

10-p.pg,

10 - [§- g
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Continued From page 9

mouth X-rays, subgingival scaling, root planning
times on aff four quadrants. The dentist noted
that future appointments should be every four
months for follow up care. Interview with the
Licensed Practical Nurse (LPN) indicated that an
appointment had not been scheduled. There was
no evidence that the GHMRP provided Resident
#2 with the recommended dental follow up.

3. Review of Resident #2's medicai record on
August 28, 2008 at approximately 1:30 PM
reveaied a urology consultation sheet dated July
12, 2007. The consuitation sheet indicated that
the resident should have a PSA lab profile done.

There was no evidence that the GHMRP obtained

the Iab profiles as recommended.

3520.9 PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall obtain from each professianal
service provider a written report at least quarterly
for sesvices provided during the preceding
quarter,

This Statute is not met as evidenced by:

Based on observation, staff interview, and record
review, the GHMRP failed to ensure and obtain
that each professional service provider provided
a written report at least quarterly for services
provided during the proceeding quarter for two of
the two residents in the sample. (Residents #1
and #2}

The finding includes:

1. During the entrance conference on August 28,
2008 at approximately 9:30 AM revealed that
Resident #1 had a current Behavior Support Plan
(BSP) to address his finger biting behaviors.

401

®3. Yo attacle 1

PS4 pzaddona pron

io-10-0 %

(. Plaga w aﬂacﬁed 0308,
@ummbl Aaneii deeid

W-t5-07 2 -22-08 , 92308

awd B-1i-08 tlat N..I_Lml
iw:b.‘mj'_ fthe
MW& c”’{rJ-Lt}""t-
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Review of the current BSP dated August 4, 2008
indicated the following objective which stateg,
"[the client] will demonstrate zero instances of
finger biting. Review of the behavioral data sheet
from October 2007 to August 2008 reveaied no
occurrences of the fargetad behaviors. The
GHMRF failed to provide evidence that the
behavioral objectives were baing monitored
quarterly.

2. The RN failed to ensure that & quarterty
nursing assessment were documanted in the
resident medical record for two of the two
residents in the sample. (Resident #1 and #2)

a. Review of Restdent #1's medical record on
August 28, 2008 revealed a nursing assessment
was completed on March 1, 2008. Further record
review revezied no evidence of a quarterly
nursing assessment completed in June 2008 as
scheduled.

b. Review of Resident #2's medical record an
August 28, 2008 revealed a nursing assessment
was completed on March 30, 2008. Further
record review reveaied no evidence of a quarteriy
nursing assessment completed in June 2008,

3. Review of Resident #1's medical record on
August 28, 2008 revealed a nufritional
assessment dated March 26, 2008. The
assessment Indicated that the resident was under
his ideal body weight (IBW). Review of the
residents current physician's orders dated August
2008 revealed that tha resident is prescribed a
regular high caiorie snacks between meals and
encourage fruits and vegetables. However thers
was no evidence that a diefician had reviewsd the
nutritiona! status of Resident #1's since the initial
assessment.

FORM APRROVED
J tion Admini
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPUERICUA MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION &0 IDENTIFICATION NUMBER: g o COMPLETED
A BUILDING
» 8. WING
HFD12-0043 08/29/2008
MAME OF PROVIDER OR SUPPLER STREET ADDRESS, GITY, STATE, 2P CODE
B23 FERN PL, NW :
WARD & WARD WASHINGTON, DC 20012
(%4 1D SUMMARY STATEMENT OF DEFIGIENCIES ™ PROVIDER'S PLAN OF CORRECGTION | o
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOMLDEBE | commeve
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1407 Continued From page 10 | 407 ; i
L. 4, BYC . goo 129 . |io-1D#

3. Plesace *WC‘Q M{%J.ID-IG—D&
Cuwirtinl) casesd naqct
u]/lm IWN"‘WQ“'

Aoded Lf/?b[w, B d

E-13-0w.

Health Regulation Adminisiration

STATE FORM

KEG9T1

If confinuation shast 11 of 13




PRINTED: 08/17/2008

' FORM APPROVED
Health Regulation Administration -
STATEMENT OF DEFIGIENCIES DATE SUR
AND PLAN OF CORBEL IR &) &wnem“g:p#ﬁ% (X2) MULTIPLE CONSTRUCTION _ &) OOMPI.ETE\EEY.
_ NTIFICA A BULDING
HFD12-0043 . 8- WiNG 08/29/2008
NAME OF PROVIDER OR SUPPLIER . | STREET ADDRESS, CITY, STATE, ZIF CODE
WARD & WARD \?vaasFEEgTPL&Ngc 20012
: HINGTON,
(%4 ID _ SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER’S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . OROSS-REFERESECEI?:IE?“R-’I)E APPROPRIATE DATE
1407 | Continued From page 11 1407
pag f Sen FHo7 * 2. lioom
Interview with tha QMRP and Licensed Practica! '
Nurse (LPN)} on August 28, 2008 acknowiedged
the lack of nutritional oversight for the resident.
4. Review of Resident's current physician order
on August 28, 2008 at approximately 1:30 PM
revealed a dietary order of Boost (nutritiona!
supplement) three times per day. Further review
of the medical racord ravealed a nutrition
quarterly review dated January 19, 2008, Atthe
time of the survey, there was no evidence of an
updated nutrition quarteriy.
1424 3521.5(a) HABILITATION AND TRAINING 1426 | R oo A +he dedas iefiolce
Eac(l; GHMRP shall malke mmﬁﬁcatiion(s6 )to the Co He,cz‘f‘t Ty M ‘\"JW\
resident ' s program at least every six (6) months T WP
ar when the client: 3fo6 to BIV 8 Aefleet
(a) Has successtully completed an objective or *L*-W\e W"IM’(K WM“&WW
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This Statute is not met as evidenced by: .’92 e ph b%& .
Based on observations, staff interviews and : %WHA«H Mo{ S6ut
record review, the Qualified Mental Retardation - . S\
Professional (QMRP) failed to review and revise e wad AU Ae fpwreanq
the Individual Program Flan {IPP) once the client L . . l) - _f
hae successfully completed an objective Pros oAU A eas
Identified in the IPP for one of the two residents in . :
the sample. (Resident #1) H{f_.. mde o{a‘fw\ Cl-ﬂ-wi‘
. ” .
The finding includes: Canel f T af g tH .
' WA Lliimes | PR gf .
Review of Resident #1's IPP dated Febnary 20, ! F aftacled
2[3108 revealed a program o:jective which ztat;d. QLLM"'—L‘{A,[ Ny L n
“[the resident] will improve his activities of dai - -t
living skills by doing his faundry”. Record "'le P.hu%f ﬂrlﬂi(' u,wlu‘ﬁil.
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2008 through August 2008 revesled that the
client achieved the established criteria since
March 2008,

1430y 3521.7(a) HABILITATION AND TRAINING ¢

The habilitation and training of residents by the
GHMRP shall include, when approprigte, but not
be iimited to, the following areas:

(a) Eating and drinking (including tabie manners,
use of adaptive equipment, and use of
appropriate utensils);

This Statute is net met as avidenced by:

Based on observation, inferview and record
review, the GHMRP failed t¢ ensure that
residents adapfive equipment was in good repair
for one of two residents in the sample. (Resident

The findings include:

Observations on August 28, 2008 at
approximately 7:30 AM, Resident #2 was
observed wearing a helmet with no strap. the
helmet was flopping on his head. Interview with

arrival (June 2008), she had naver seen strap
on the resident helmet. Further interview with the
direct care staff on September 29, 2008 ravealeg
that the heimet had a strap but had since been

i broken.

House Manager indicatad that since her
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R 000

R 125

INITIAL COMMENTS

A licensure survey was conducted from August
28, 2008 through August 29, 2008. The survey
was inftiated using the fundamental survey
process. A random sample of twa residents was
salected from a population of three male
residents with mental retardation and various
other disabilities.

The findings of the survey werg based on
observations at the group home, interviews with
residents and staff, and the review of clinical and
administrative records including incident feports,

4701.5 BACKGROUND CHECK REQUIREMENT

The criminal background check shall disclose the
criminal history of the prospective employee or
contract worker for the previous seven (7) yoars,
in all jurisdictions within which the prospective
empioyee or contract worker has worked or
resided within the seven (7) years prior to the
check.

This Statute Is not met as evidenced by:

Based on the review of records, the GHMRP
failed to ensure criminal background checks
disclosed the criminal history of any prospective
employee or contract worker for the previous
seven (7) years, in &ll jurisdictions within which
the prospective employee or contract worker has
worked or resided within the seven (7) years prior
to the check.

The finding includes:

Review of the personnel files on August 29, 2008
revealed the GHMRP failed to provide evidence
of criminal background checks forikree direct
care staff (Staff #1 R #3, aﬁﬁw}. f
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