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A recertification survey was conducted from April
29, 2008 through May 1, 2008. The survay was
initiated utilizing the fundamental survey process.
A random sample of three clients was selacted — ]
from a population of four male and two female § 5&
clients with varying degrees of mantal retardation. = L
Additionally, a focus review was conducted for = T&
two of the remaining three clients, iﬂ
~ e
The findings of the survey were based on ;gﬁ’{ﬁ
observations at the group home and three day 0 5-;- AT
programs. Also the findings were based on ¢ S
interviews with three clients and direct care staff : 3
and management in both the group home and =4 -
the day programs, as well as a review of
habilitabon and administrative records, to include
the review of the facility's unusual incident
management system. W
W 130 | 483.420(a)(7) PROTECTION OF CLIENTS wizo| WI130
RIGHTS TME was in serviced on client’s
nghts and privacy.
Tha facility must ensure the rights of 2|l clisnts, TI%I;E was 11:1 serv)irced on >/10/08
Therefore, the facility must ensure privacy during Medicati .. .
treatment and care of personal needs, edication Administration Safety
prnciples and Policy and
This STANDAR 1 videnced b Procedure.
is D is not met as eviden V. -
Based on observation, the facility failed to anstire ISn the future the Delt?ganng RN
that the clients' rights for privacy during the upervisor will monitor the TME
medication administration were protected for one pass medications at least
of three clients included in the sample. quarterly.
(Client #1)
The finding includes: See the attached in service records
‘ for medication administration
The facility failed to ensure that Client#1 received P&P, clients’ rights and TME
privacy during the evening medication itor
administration as evidenced below: monitoring record.

LABQRATORY DIRECTOR ORPROVID%EEUFPL

A
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During the evening madication administration
obsarvation on 4/29/08 at 6:42 PM, the Trained
Medication Employee {TME) was observed to
administer Client #1 his medication in the Kitchen.
Further observations revesled diract care staff in
tha kitchen preparing dinner and two other clients
were sitting in the kitchen at the time Client #1
received his PM medications.

483.420(c){8) COMMUNICATION WITH
CLIENTS, PARENTS &

The facility must notify promptly the client's
parents or guardian of any significant incidents, or
changes In the client's conditian including, but not
limited to, serious illness, accident, death, abuse,
or unguthorized absence.

Thizs STANDARD is not met as svidenced by;
Based on staff interview and record review, the
facility fajled to provide evidence of prompt
notification of parents or guardians of a significant
incident which was potentially harmful for each
client residing in tha facility.

The findings include:

Interviaw with the QMRP and review of the
facillty's unusual incident reports and
investigations on April 30, 2008, at 1.00 PM,
failed to show evidence that each cliants’ family
and/or guardian was notified immediately of the
following significant Incidents;

a. On Nevember §, 2007, Client #1 recaivad an
Injury to his forehead.

b. OnJuly 18, 2007, Cliant #1 substained an

W 130

W 148

' W 148

The QMRP was in serviced on the
Agency’s Incident Management
Policy and Procedure. All staff
was also in serviced on Incident
Management and Reporting.

In the future the QMRP will
ensure that the procedures for
incident reporting are completed
as per policy.

The Incident management
coordinator will monitor that all
incident reports are completed as

per policy.

See attached in service records for
Incident Management P&P

5/10/08 |
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W 148 | Continued From page 2 W 148
injury to his left hand and finger.
e, On March 25, 2008, Client #1's nose was
bleeding after taking his evening shower.
d. On March 6, 2008, Client #1's oe was
obsarvad bleeding after staff took off his shoes.
e. On January 14, 2008, Client #1 was observed
with a bruise area on his upper thigh when
changing his protective garments at the day
program.
W 153 | 483.420(d)(2) STAFF TREATMENT OF w1531 W 153
CUENTS“_\. _ The QMRP was in serviced on the | $/10/08
Tha facility must ensure that all allegations of Agency’s Incident Management
mistreatment, neglect or abusa, as wall as Policy and Procedure. All staff
injurles of unknown source, are reported : : .
immediately to the adminietrator of to other was also in ser ”‘:"‘d on Incident
officials in accardance with State law through Management and Reporting.
established procedures. In the future the QMRP will
ensure that the procedures for
This STANDARD is not met as evidencad by: incident r?portlng are completed
Based on staff interview and record review, the as per pf)llcy-
facility failed to ensure that all injuries of unknown The Incident management
origin and serous unusual in¢ldents were coordinator will monitor that all
reported immediately to the govemmental e :
agencies as required by DC regulation (22 DCMR mcaderll_t reports are completed as
Chapter 35 Section 3519.10) per policy.
The findings include: See attached in service records for
. cid
The review of the faciiity's unusual incident Incident Management P&P
reports and interview with the Qualified Mental
Retardation Professional (QMRP) on April 30,
2008 at 1:30 BM, revealed the facility failed to
report the following incident(s) to the
governmental agency:
Event 10 2IHP1 Fadliity 10: 00@216 It continuation sheet Paga 3 of 11
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a. Anunusyal incident report, dated March 25,
2008, raveaied Client #1 nose was bleeding after
taking his evening shower.

b.  An unusual incident report, dated March 5,
2008, ravealed that upon a direct care staffs
removal of the client shoes observed that Client
#7s toe on the left foot was bleeding. Reportedly
direct staft ware not aware as 1o how the cllent
had injurad his toe,

c. An unusual incident report, dated January 14,
2008, Client #1 reportedly was observed with a
bruise area on his thigh when changing his
protective garments at the day program.

W 159 | 483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each client's active treaiment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional.

This STANDARD is not met as evidenced by:
Based on interviews with the Qualified Mental
Retardation Profassional (QMRP) and record
review, the QMRP failed to ensure integration,
coordination and manitoring of client's active
treatment regimen.

The finding include:

The QMRP fajled to ensure that the facility held
evacuation drills under varied conditions. [See
wa41] - '

W 189 | 433.430(e)(1) STAFF TRAINING PROGRAM

The facility must provide each ampioyae with

W 153

W 130

w159
Cross refer to W 441

W189
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initizl and continuing training that enables the W 189
empioyea to perform his or her duties effactively, .
efficiently, and compatentty, 1. All staff was re trained in Fire
Drill and Safety. 5/10/08
This STANDARD Is not met as evidenced b An ip service by Inspector
s s not met as evidenced by: .
Based on observation, staff interview and record Madison hastl;een ;cmh? }'ﬂ;d'
review, the facllity failed to ensure that each In the future the QM ouse
employae had been provided with adequate  Manager and staff will ensure that
training that enabies the employee to perform his . all egresses are used during a fire
or har duties effectively, efficiently and drill and not just the front door.
competenty. The fire drill form has been
The findings inciude: modified to include the bedroom
1. The facility failed to ensure that current Sgresses. train
. ure that cu : in
training for direct care staff was effestive an using 2. Tl:}e TME has been :1 Peg
all methad of egresses during fire drilis as Medication Administration Policy
evidenced below: and Procedure.
Review of the faciity' fire drill records on 4/28/08 In the future the Delegating RN
eview e facility's fire drill records gn — ‘ :
at 3:54 PM revealed that most of the fire drills Superv1sc?r thu monlltor the TME
were conducted via the frant door exit. Further pass medications at least
review revealed that staff failed to document quarterly.
method of egrees on the fire drill forms. . 3. All staff was re trained on Ted
Observations of the environmental walk-thru and e .
interview with the House Manager and Qualified Hose stockings. The nurse and the
Mental Retardation Professional (QMRP) on TME will ensure that the .
5/1/08 at approximately 2:00 PM revealad fire documentation for monitoring the
exits through all six clients bedrooms. Further : rn daily is
raview of the fire drill record ravealed that the stockings are wo Y
thase axits had not been used at least quarterly completed in the MAR.
on each shift. Review of the staff in service
training records on 5/1/08 revealed that ail statf See the attached in service records
received fire drill training on 3/22/08. Thare was for medication administration
no evidence that training was effective. ; . .
. P&P, Ted Hose stocking training,
2. The facility failed to ensure that Trained and Fire Safety and Drill training.
Medication Employees training on securing |
FORM CMS-2857(02-98) Pravious Versions Qbsolats Evant ID; 2HP41 Faclity Ib: 0BG216 If continuation sheet Page 5 of 11
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medications was effective as svidenced below:

On 4/29/08 at approximately 6:05 PM, the
Trained Medication Nurse (TME) was obsarved to
drop a pill while removing it from the blister pack.
The TME picked the pill up off the floor, placed it
in @ cup, and put it aside until she finished
administering the other medications to Cliant #1.
The TME was than chserved 1o leave the
medication grea 1o call the nursing staff at 6:30
PM while the medications cabinst was wide opan.
Medications that required double locks and other
medications were left on the table in front of the
surveyor. At §:39 PM the TME punched another
pill from the blister pack and administered the
medication to Client #1, who was in the kitehen
with direct care staff and peers. At6:41 PM, the
medication cabinet remained open and
medications were gtill on the table in front of the
surveyor. Interview with the TME at £:50 PM
acknowledged that she should have secured the
medications.

3. On Aprit 30, 2008 at approximately 11:00 PM
interview with the day program nurseé and review
at Client #1's day program records revegled that
he did not wear his prescribed ted hosa to the day
pregram. Aceording to the physician orders dated
March 2008, the client was o wear tha ted hose
in the moming to decrease swelling in his lower
extremities.

Interview with the group home nurse and QMRP
revealed that staff were to moenitor Client #1's
usage of the ted support hose dally, however, the
meniteimg system failed to be effective. !
According to the QMRP the direct care staff were
trained on sach client's support needs to included
the importance of the Tad hose on 1/14/08.
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W 262

483.440(f)(3)(7} PROGRAM MONITORING &
CHANGE

The committes should review, approve, and
monitor individual programs designed to manage
inappropriate behavior and other programs that,
in the opinion of the committes, invoive risks to
client protaction and rights.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the faclity failad to ensure programs that
incarporate resfrictive techniques had been
reviewed, approved and monitored by its specially
consiituted committee prior to implementation, for
two of six clients residing in the facliity, (Cliant 82
and #5)

The findings include.

Qhservation during an environmental
walk-through on May 1, 2008 and interview with
the QMRP and Residential Director revealed that
Client #2 and #5 use bad rails at night for their
safely. Interview with the Director of Nursing
revealed that the agency’s practice was to
completed a Bed Mobifty Assessment for a
hospital bed/ralls. Once the determination has
been made, the results was required to presented
to the Human Rights Committee for approval.

Review of Client #2's medical records did not
evidence a Bed Mobilty Asseasment had been
completed and forwarded to tha HRC. Review of
Client #5's Bad Mobility Assessment dated
7/14/07 revealed that he was in need of bed rails
in order to assist him in changing position in the
bed at night; however, review of the HRC minutes
did not evidenca that the committee had

W 262

W 262

'‘month .

In the future the QMRP and
the Nurse will make sure all
adaptive equipment is

- presented to the HRC for
approval on an annual basis.

‘The QMRP will presentthe | 5/23/08
IBedside rails to the HRC this

FORM CMS-2067(02-99) Pravious Varglons Obsolele Event ID: ZIHPT1

Facility I 083216

If cantinuation sheet Paga 7 of 11



05/13/2008 05:08 FAX 2024429430 HRA o1z

PRINTED: 05/09/2008
DEPARTMENT OF HEALTH AND HUMAN SERVICES ,L*‘JEM APPROVED

CENTERS FOR MEDI CAID SERVICES OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (%3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A. BUILDING
B. WING
036218 05/01/2008
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
929 S5TH STREET, NE
METRQ HOMES, INC WASHINGTON, DC 20018
oo SUMMARY STATEMENT OF DEFICIENCIES oD | PROVIDER'S PLAN OF CDRRECTION 8
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX | (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATDRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY]
W 262 | Continued From page 7 W 262
approved the facllity's usage of the rails.
W 331 | 483.460(¢) NURSING SERVICES W 331 W 331‘
The facility must provide clients with nursing 1. HMCP has been revised to .
services in accordance with their neads. include the high risk for 7
Thiz STANDARD is not met as avidanced by: In the future the RN Supervisor
Based on interview and record review, the facllity will make sure all investigative -
failed to ensure nursing services in accordance medical and nursing

with their needs for two of six cliznts regiding in

the facility. (Client #1 and #4) recommendations are completed

' in a timely manner.
The findings include: 2. The Physical Therapist has
been scheduled to complete an
1. On May 1, 2008 at approximately 10:00 AM, e s
intarviaw with the nurse and review of Cliant #4's assessmc.mt of positioning and
medical recommendation from the client's swallowing.
hespitalization in February 2008, revealad that his In the future the QMRP will
Health Management Care Plan (HMCP) was to ensure that all recommendations
hrave been modified to include an area of risk for
Influenzae. Raview of the HMCP datad 2/8/08 did are completed promptly.
not revealed that the HMCP was amended to 3. Cross refer W 189
includes thig risk area as recommended. 4. Cross refer W 189 & W 381
2. On May 1, 2008 at approximately 10:15 PM,
interview with the QMRP and a review medical See attached HMCP, PT
record revealed that Client #4 was to have had a assessment and TME training
i Physical Therapy consult {o Investigate if the i oot
i client needad adaptive modificaticn/adjustments recor_d pn Medl‘;,au; n d
to his wheelchair to assist with facilitating Administration Policy an
swallowing needs. Procedure, PT assessment

Review off the Modified Bariym
Swallowing/Videofiuoroscopy of Swallow Study
completed on 2/19/08 revesied the following
recommendations included that Cliant #4 needs
to furn his head to the left to swallow down 1o the
right. There was no evidence that the physical

FORM CM8-2587{02-39) Fravious Varslons Obsalets Event 1D: 2HP11 Fanlity ID: 00G216 If continuation shaot Page 8 of 11
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therapist assessed the clietit’s whesichair to
-identify if any modification could be made to
assist with his swallowing concerns.
3. The nursing staff falled to ensure direct cara
staff provided Client #1 with prescribed adaptive
suppoarts daily. [See W189)
4. The nursing staff failed to ensure that the
TME's secured medication 2s required by the
agancy nursing policies and procedures. [See
W188 and W381)
W 381 | 483.460(1)(1) DRUG STORAGE AND W 381
RECORDKEEPING
The facillty must store drugs under prope ‘ ’
conditions of security. : W 381 -1 523/08
The TME was in serviced on
This STANDARD is not met as evidancad by: M?dl?alnon Itld;mll;lstrau&m Safety
Based on observation and staff interview, the Principles and Policy an
facility failed to store drugs under proper Procedure.
L conditions of security. In the future the Delegating RN
) Supervisor will monitor the TME
The findl : . .
@ finding includes pass medications at least
The facility falled to ensurs that each client's quarterly.
medications were secured during the medication See attached In service record on
administration as evidence below: Medication Policy and
On 4/28/08 at approximately 6:05 PM, the Procedures.
Trained Medication Nurse (TME) was observed to
drop a pill while removing it from the blister pack.
The TME picked the pill up off the floor, placed It
in a cup, and put it aside untll ghe finished
administering the other medications to Client #1.
The TME was then observed to leave the
medication area to call the nursing staff at 6:30
PM while the medications cabinet was wide open.
FORM CMS-2567(02-9%) Previaus Verslong Qbegleis Event ID: 2HP 11
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Continued From page 9 :

Medications that raquired double logks and other
medications were left on the table in front of the
surveyor. At8:39 PM the TME punched another
pill from the blister pack and administerad the
medication to Client #1, who was In the kitchen
with direct care staff and peers. At5:41 PM, the
medication cabinet remained open and
medications were still on the fable in front of the
surveyor. Interview with the TME at 6,50 PM
acknowledged that she should have secured the
medications.

483.470(g)(2) SPACE AND EQUIPMENT

The fatility must furnish, maintain in gocd repair,
and teach clisnts to use and to make informed
choices about the use of dantures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client,

This STANDARD is not met as evidenced by;
Based on observation, interview and racord
review, tha facility failed to furnish adaptive and
safety equipment for one of four clients in the
sample . (Client #1)

The finding include:

The facllity failed to ensure that the staff ensure
that Client #1 was provided his ted hose daily as
prescribed. [See W189)

483.470(i)(1) EVACUATION DRILLS

The facility must hold evacuation drills under
varied conditions.

W 381

W 436 W 436

Cross refer to W 189

W 441
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mxits through all six clients bedrooms. Further
review of the fire driil record revaalad that the
these exits had not been used at least quarterly
on each shift. There was rno evidence that
evacuation drills were held under varied
conditions.

bedroom egresses.
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This STANDARD is not met as evidenced hy;
Based on obsarvations, staff interview, and W 441
record verification, the facitity failed to hold . .o
evacuation drills under vasied conditions. All staff was re trained in Fire
o Drill and Safety.
The finding includes: 'An in service by Inspector :
' Review of the facility's fire drill records on 4129108 Madison has been scheduled, 5/23/08
" at 3:54 PM revealed that most of the fire drills .In the future the QMRP /House
were conducted via the front door exit Further Manager and staff will ensure that .
review revealed that staff failed to document ' all egresses are used during a fire
method of agrees on the fire drill forms. j drill and not just the front d
Observations of the snvironmental walk-thry and and not ) ¢ tront €oor.
interview with the House Manager and Qualified The fire drill form has been
Mental Retardation Professional (QMRP) on modified to include all the
5/1/08 at approximately 2:00 PM revealed fire
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INITIAL COMMENTS

A licensure survey was conducted from April 28,
2008 through May 1, 2008. A random sampig of
three clients was selected from a resident
population of faur male and two female clients
with varying degreaes of menial retardation.
Additionally, 2 focus review was conducted for
two of the remaining three clients.

The findings of the survey were based on
obsarvations at the group home and three day
programs. Also the findings were baged on
intarviews with three clients and direct care staff
and management in both the group home and
the day programs, as well as a reviaw of
habilitation and administrative records, to inciude
the review of the facility's unusual incident
management system.

3504.1 HOUSEKEEPING

The interior and exterior of #ach GHMRP shall be
maintained In a safe, clean, ordery, attractive,
and ganitary manner and be free of
accumulations of dirt, rubbish, and objectionable
odors,

This Statute is not met as avidenced by:

Based on observation, the GHMRP failed to
ensure the interior and exterior of the GHMRP
was maintained in a safe, clean, orderly,
sttractive, and sanitary manner and be free of
agcumulaﬁons of dirt, rubbish, and objecticnabla
odors,

The findings Include:

QObservations of the GHMRP 's environment on
4/25/08 beginning at 11:15 AM ravealed the

1000

1080

11090
Interior:

been fixed.

the drawer.

secured.

1. The wooden door molding has
2. The handle has been replace on
3. The door molding has been

secured and the nails removed.
4. The door molding has been
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| 090 Continued From page 1 1080
tollowing: . The freezer has been cleaned.
owing: The stove drawer was fixed.
- send y I s could 1. The litter has been removed.
. The wooden door molding was loose and cou 2. The front d :
pose a potential hazard for wheelchair existing fixed cor hinge has been
from Client #3 and #4 bedroom. ) . 5/23/08
__ 3. The gutters on the driveway
2. Client#1's chest of drawer was missing a have been fixed and the nails have
handle. been removed.
3. The wooden door molding in Clients' #1 and 4. Tl.le gutter at the back of the
#5 badroom was obsarved to be loose and to facility has been fixed.
have exposed nails.
' In the future the QMRP wi
4. The wooden door molding in Clients' #2 and sure that a mo th? ' will make
#8 bedroom was observed to be koose. t monthly environmental
QA_ —audit is completed and
5. The refrigerator freezer located in the maintenance is informed of the
basement was dirty. repairs that need to be done,
7 The stove drawer was off track and presented The House Manager was in
3 ptential safety hazard.. ser\flced on the procedure of an
environmental audit and will
Exterior complete weekly environmental
1. Liter bottle crates, milk crates, boxes and a cﬁk; and report that to the
large basket were observed stacked near and Q .
around the trash containers in the rear of the
facility. Sec attached — Environmental QA
2. The front door was observed swinging back imon‘thly and weekly audits,
and forth in the frant of the facillty. No support service record.
¢ylinder for closure has been placed on the door
in order for the door to close on it onw when
being opaned.
3. The gutters on the driveway side of the facility
was exposing large loose support nails.
Heaith Regulation Adminigtration
STATE FORM d 2IHP11 ¥ continuation sheat 2 of 8
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1090 | Continued From page 2 1080
4, The gutter down spout near the ramp in the
rear of the faiclity was dented and the support
brakets were loose. -
1095 EKEEP! 1085 1095 >/23/08
35048 HOUS NG All chemical agents have been
Each poison and caustic agent shall be stored in removed from under the sink. All
a locked cabinat and shall be out of direct reach staff has been in serviced on
of each resident. MSDS and OSHA safety
_practices.
This Statute Is not met as evidenced by: In the future the QMRP and the
Based on observation the GHMRP failed to logk - House Manager will ensure that
caustic agents being stored, the environmental audits are
The findings include; conducted at least. weekly- to
prevent any chemicals being
- Observations of the environmental walk-through ~exposed to potentially endanger
on §/1/08 at approximately 11:30 PM revealed the clients.
that caustic agent were being stora in the kitchen
cabinet unlocked., .
In service record on OSHA safety.
1 13% 3505.5 FIRE SAFETY | 438
Each GHMRP shal| conduct simulated fire drills in
order 10 test the effactiveness of the plan at least
four (4) timas a year for each shift,
This Statute is not met as evidenced by:
Baged on cbservations, staff interview, and
racord verification, the GHMRP failed to hold
evacuation drills under varied conditions.
The finding includes:
Thera was no evidence that evacuation drills
were held under variad conditions as evdienced
below;
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Interview with the Qualified Menta] Retardation 1135
Professional (QMRP) and review of the GHMRF's Cr
fire il records on 4/29/08 at 3:5¢ PM revealed 0ss refer W441
that most of the fire drills ware conducted via the
front door exit, Further record reviaw revealed
that staff failed to document each method of
egress on the fire ¢rill forms. The environmental
walk-thru and further interview with the (QMRP)
on 8/1/08 at approximately 2:00 PM revealed
exits through each of the clienis bedrooms.
Neither of the fire drill forms revealed that the
Client's bedrooms had been used as a method of
egress durrng any of the fire drills. '
: 1203
| 203 3509.3 PERSONNEL POLICIES 1203 j Tt
Attached job descriptions of 5/23/08

Each supervisor shall discuss the contents of job Ementloned cp loyet?s. .
descriptions with each employee at the beginning iThe A}g;ncy has revised the job
employment and at least annually thereafter. .descriptions and all employees

This Statute is not met as svidenced b have signed these.

is is not met as evidenced by: ! .

Based on record review, the GHMRP falledto | - In the future the QMRP will

have on file for review current job descriptions for jensure that al_I employees sign on

all employees annually. ithe job descriptions at the time of
o hiring and with the annual

The finding includes: performance appraisal.

Raview of the parsonnel files conducted on ‘ . . o
4/15/08 2t 11:20 AM, revealed that GHMRP failed ‘ Attached signed job descriptions

to provide evidence of current signed job
descriptions for four (4) direct care stan-

1206 3509.6 PERSONNEL POLICIES 1208

Each employee, prior to employment and
annually thereaiter, shall provide a physician ' s
certification that a heaith inventory has been

Health Regulation Administration
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1206 Continued From page 4 ] 1 206 | I 206 ‘
performed and that the employee ' s heaith status Attached are is the Health
would afiow him or het to perform the required Certificates for the mentioned
duties. staff
1 staff is traveling overseas 3/23/08
and will not be on the
schedule for t2 .
This Statute Is not met as evidancad by However sh ﬂ:ﬂ?i’; miths
Based on interview and record review, the € ve fo
GHMRP failed to ensure that each employas, have a PE prior to
prior to employment and annually thereafter, employment.
provided avidence of a physician's certification . .
that documanted a health inventory had been 2 employees will have their
parformed and that the employee's health status PE completed by 5/23/08
would aliow him or her to perform their required 'In the future the QMRP will
duties. ensure that the necessary
The findings include: certifications are updated as
needed when 2 monthly audit of
Interview with the QMRP and review of the personne] files is completed.
GHMRP's personnal files on 4/15/08 at 2:00 PM, "The Age z
revealed the GHMRP failed to provide evidence C dji I:cy has hired an HR
that current health certificatss wera on file four (4) oordinator to develop a data
direct SEEW and two (2) base and a tickler system to avoid
consultants (Nutrition and Psychologist). expired certifications.
1 222) 3510.3 STAFF TRAINING 1222
There ghall be continuous, ongoing In-service
training programs scheduled for sl personnel,
This Statute is not met as evidenced by: 1222 .
« | Baged on observations, interview and record Cross referto W 189
verification, the GHMRP failed ta ensure
continuous, ongaing in-service training programs
were conducted for all personnal.
The finding includes:
See Federal Deficiency Report Citation W189
Health Reguiation Administration
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3519.10 EMERGENCIES

In addition to the reporting requirement in 3519.5,
each GHMRP ghall notify the Departrent of
Health, Health Facilities Division of any other
unusual incident or event which substantially

| interferes with a resident ' s health, welfare, living

arrangemant, well being or in any other way
places the resident at risk. Such notification shall
be made by telephone immediately and shall be
followed up by written notification within
twanty-four (24) hours or the next work day.

This Statute is not met as evidenced by:

Based on racord review the facility failed to report
incidents that pose a risk to client health or safaty
to governmental agencies, as requirad by DG
reguiation (22 DCMR Chapter 35 Section
3519.10).

The findings include:

1, The reviewof the facility's unus®al incident

reports and interview with the Qualified Mental

Retardation Professional (QMRP) on April 30,
2008 at 1:30 PM, revealed the facility falled to
report the following incident(s) to tha appropriate
authorities:

a. An unusuél incident report, dated March 25,
2008, revealed Client #1's nose was bleading
after taking his avening shower.

b.  An unusual incident report, dated March 5,
2008, revealed that Client #1 was discoverad
with a injuried toe.

. An unusual incident report, dated January 14,

3re

1379
Cross refer to W 148
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1379 Continued From page 6 1379
2008, Client #7 reportedly was obsarved with a
Pruise area on his thigh.
2. Aleo See Federal Deficiency Report Citation -
Citation W148
T | 395 3520.2(e) PROFESSION SERVICES: GENERAL | 1385
PROVISIONS
Each GHMRP shall have available qualified 1395
professional staff to carry out and moniter
necessary prdfessional interventions, in Cross refer to W 189

accordance with the goals and objectives of avery

individual habilitation plan, as detsrmined to be
necessary by the intardisciplinary team. The
profassional services may include, but not be
limited to, those services provided by individuals
trainad, qualified, and licensed as required by
District of Columbia faw in the following
disciplines or areas of services:

(e) Nursing;

This Statute is not met as evidencad by;

Based on interview and record review, the Tacility
failed to ensure nursing sarvices in accordance
with their needs for two of six clients residing in
the facility. (Client #1and #4)

The findings include:

1. On May 1, 2008 at approximately 10:00 AM,
intarview with the nurse and revisw of Client #4's
rmedical recommendation from the client's
hespitalization in February 2008, ravealed that his
Health Management Care Plan (HMCP) was to
have bean modified to include an area of risk for
Influenzae. Review of the HMCP dated 2/8/08
did not revealed that the HMCP was amended to
Includes this risk area as recommended,
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2. On May 1, 2008 at approximataly 10:15 PM,
interview with the QMRP and a review medical
record revealad that Client #4 was to have had a
Physical Therapy consult to investigate if the
client neadad adaptive modification/adjustments
to his wheelchalr to assist with facilitating
swallowing neads, :

Review off the Modifled Barium
Swallowing/Videofiuoroscopy of Swallow Study
completed on 2/19/08 revealed the following
recommendations fncluded that Client #4 nesds
to tum his head to the left to swallow down to the
nght, There was no evidence thet the physical
therapist assessed the client's wheelchair to
identify if any modification could be made o
assist with his swallowing concems.

3. The nursing staif falled to ensure diract care
staff provided Client #1 with prescribed adaptive
supports datly. [See W189j '

1385
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