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W 000 INITIAL COMMENTS

On November 2, 2008, the State Agency (SA)
received written notification by the facllity's
Incldent Managemant Ceordinator (IMC) of an
allegation of cllent-to-cllent abuse (sexual
advances). An on-slte Investigation was Initiated
on November 6, 2009. The findings of the
investigation were based on interviews with the
qualified mental retardation professional (QMRP),
facliity's direct and management staff, review of
the cllents' habilitation, medical, and
administrative records, and the review of the
facllity's incident management system.

The Investigation revasled that in addition to
making inappropriate sexuai advances towards
her peer, the client in question repeatadly left the
facliity without proper staff escort for safety. It
was determined that the facility falled to
adequately protect her safety during the period
July 30, 2009 - September 30, 2009,

Findings of the Investigation ied to the annual
recertification survey which bagan on Novermnber
18, 2009. The ciient who had been touched
inappropriately by & paar was included In the
recertification sample. Two other cllants were
selected at random. The investigative findings
concaeming the fourth client were inciuded In this
report, as a focusad review of her behavior
support needs and staff supervision/safety needs.

The November 6, 2009 investigation findings led
to the determination that the facility was not in
compiiance with the Condition of Participation In
Client Protections.

483.410 GOVERNING BODY AND
MANAGEMENT

W 000

?@wwu/\ m\”’é\m
LOVERNMENT OF THE DISTRICT OF COLUMBIA

DEPERTMENT OF HEALTH
HEALTH REGULATION ADMINISTRATION
825 NOWTH CAMITAL ST N.E., 2MO FLOOR
WASHINGTON, 0.C. 20002
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The facllity must ensure that specific govermning
body and management requirements are met,

This CONDITION s not met as evidenced by:
The governing body falled to malntaln general
operating direction over the facility to prevent
neglect and abuse. {See W104)

The results of these systemic practices revealed
that the facliity's Goveming Body failed to
adequately govern the facillty in a manner that
would ensure client protection. [See W122)

W 104 | 483.410(a)(1) GOVERNING BODY

The goveming body must exercise general policy,
budgst, and operating direction over the facility.

This STANDARD is not met as evidenced by:
Based on cbservation, Interview and record
review, the governing body falied to have a policy
and/or an effective system to ensure that all
clients in the facility were protected from negiect
and abuss, for four of the six ¢llents residing in
the faciilty. (Clients #1, #2, #3 and #4)

The findings include:;

1. Cross-refer to W148. A review the facility's
records to include administrative and cilnicai
records, and Interviews with the qualified mental
retardation professional (QMRP) on November 6,
2009 starting at 9:45 a.m., failed to show
evidence that the facility governing body had an

effective system to ensure that Client #4 was

w102

w104

|
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W 104 | Continued From page 2 W 104 |
protected from neglect and potential harm. 1. €xe 43 reference W149.1 12/24/09
2. Crass-refer to W149.2. Revlew of the facility's ' :
records, including adrninistrative and clinlcal 2. Crogds reference W149.2 L12/24/09
records, and Interviews with the QMRP on :
November 8, 2009, failed to show evidence that 3. Crods reference Wil2 - N2/24/09

the faciiity had established a policy and an
effective system to ensure that Client #3 was e .
protected from sexual abuse. Since that time, 4. Cro £ 192.1 2
however, the facllity instructed staff on the “’r"" relference W19 /1710
overnight shift to pesition one staff near the :

begcﬁioms upsteirs to monitor clients' nighttime 5. Crosp reference W262 and W263| 12/18/09
activities. =

3. Cross-refer to W112. Tha goveming body

failed to ensure that the facility's management
ensured the confidentiaiity of private and parsonal >
information contained in each client's record, !

4. Cross-refer to W182. The goveming body
falled to ensure that all steff were trained and
cornpetent to provide assistance in accordance
with the health care needs (i.e. denture care and
diabetic/prescribed diets), of two of the three
cllents Iin the sample. {Cllents #1 and #2)

5. Cross-refer to W262 and W283, The
goveming body failed to ensure that restrictive
measures had been approved by the Human
Rights Committee (HRC), for two of the three
clients in the sample. (Cllents #2 and #3)

8. Cross-refer to W381. The goveming body
falled to ensure that all drugs were stored undsr
proper condition of security, for the one cllent
residing in the facliity whose medications (insufln)
required refrigeration. (Cllant #2)

7. Cross-refer to W383. The governing body '
: - i
‘ORM CMS5-2567(02-96) Previous Verslons Obsclata Event ID: 7ZC111 Facllity ID; 095031 ' If continuation shest Page 3 of 50
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falled to ensure that the facility had a certificate of
waiver as required by part 493 of the Clinical
Laboratory Improvement Act (CLIA) to perform
laboratory services, such as glucose monltoring
for Client #2. This was previcusly cited In the
Federal Deficiency Report dated September 14,
2008. ,

483.410(c)(2) CLIEENT RECORDS

The facility must keep confidential ali information
contained in the clients' records, regardiess of the
form or storage method of the racords,

This STANDARD is not met as avidenced by:
Based on observation and staff interview, the
facility falied to keep confidential information
contained in each cilent's record, for five of the six
clients residing In the facility. (Clients #1, #2, #3,
#4 and #6)

The findings include;

1. Dn November 16, 2009 at 4:15 p.m., a chart
was observed postad openiy on the refrigerator
door in the kitchen. Review of the chart revealed
that it included each cllent's full name and jisted
her prescribed diet. For examptle, Cllent #1 was
prescribed a 1500 calorls, low fat, low cholesteroi,
chopped texture diet. The full names and
specially prescribed diets for Clients #2, #3, #4
and #5 were also listed. Next to the chart was a-
memo that announced that three clients (full
names [dentified) were to raceive Egg Beaters as
ar egg substitute due to their "low cholestsrol
diet.”

2. Also posted openly on the refrigerator door
was a memo titled "Very Important Notice." It

W 104

w112

All coi:fidential information

conce
was

future, all Client's personal
| inf

ential,

scrib
Staff
tr

the Client's
ediately removed.

tion will remain

Staff will receive add+
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tiality.

diet
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confid-

12/24/09
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W 112 Continued From page 4

discussed the staff assignments needed to
protect Client #3 from Client #4's "Inappropriate
sexual contact.” Both ciients' full names were
clted In the text.

This practice falied to ensure the confidentiality of
the clients' personai information.

The postings were brought to the attention of the
house manager and quailfied mental retardation
professlonal on November 17, 2009 at 10:25 a.m.
They immediately removed the memo about -
Inappropriate sexual contact. The house
manager stated "that shouldn't be up thars."
After further discussion about protecting
confidentiality, they removed the clients’ dietary

: Information from the refrigerator door.
W 122 483.420 CLIENT PROTECTIONS

The facility must ensure that specific client
profections requirements are met.

This CONDITION Is not met as svidencad by:
Based staff Interviews and record reviews, facility
falled to estabiish a system that would ensure
clients and fegal guardians were informed of the
risks and benefits of restrictive programs and
supports [See W124]; the facliity failed to ensure
cilent privacy in her bedroom while she was
asleep [See W129); the facliity faiied to ensure
clients had the right to access their personal
ciothing[W137}; the facllity faiied to establish and
implement its incldent management policles that
ensurad each client's health and safety [See
W148]; the facility falled to ensure that a||
Incldents of neglect and injuries of unknown origin

were reported [See W153]; and the facility failed

w2, The boated ieno was immediated
ly removed. The QMRP will ensur
the Clipnt's personal informati

renainsf confidential, 12/18/09

w122

Cross réference W124, W129, W137|

]Hlltg, w153 12/26/09~
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W 122} Continued From page 5 W 122

to thoroughly investigate alf incidents of negiect
[W154].

The effects of these systemic practices resulted
in the fallure of the faciiity to protect ciients' heatth
and safety, and affirmed Client #2's right to
access her personal belongings.

483.420(a)(2) PROTECTION OF CLIENTS
RIGHTS

1. Im the future, prior to a
medical appointment the facility
will o tain informed consent

w124 W 124

The faclity must snsure the rights of all clients.
Therefare the facility must Inform each client,
parent (if the client is a minor), or legat guardtan,
of the ciient's medical condltion, developmental
and behavioral status, attendant risks of
treatment, and of the right to refuse treatment.

This STANDARD s not met as evidenced by:
Based on observation, staff Interview, and record
review, facllity falled to establish a system that
would ensure clients and legal guardians were
Informed of the risks and benefits of restrictive
programs and supports, for two of the three
cllents in the sample. (Cllents #2 and #3)

The findings include:

1. The facility failed to provide evidence that
informed consent was obtained from Ciient #3
and/or court appointed iegal guardian for sedation
given during medlcal appointments as evidenced
balow:

Review of Cilent #3's medical records on
November 18, 2008, at approximately 2:00 p.m.,
revealed an order for Ativan 2 mg one hour prior
to an ENT appointment dated Juiy 10, 2009

from the court appointed legal

guardign. A1l potential risks nl
involved in using the medicatio

will aliso be explained at that
time.
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W 124 | Continued From page 6

During the entrance conference on November 16,
2009 beginning at 9:45 a.m., the qualified mental
retardation professional (QMRP) and Residential
Manager (RM) indlcated that the client had a
court appointed legal guardian to assist Clisnt #3
in making health care decisions.

Review of Client #3's Psychological Assessment
dated August 4, 2008, on November 17, 2009 at
9:46 a.m., revealed that the client was not
competent to make decisions regarding his
health, safety, financial or residential placement.
Further review of Cllent #3's record failed to
provide evidence that written informed congent
had been obtained for the use of the sedative
medication,

At the time of the survey, the facllity falled to
provide evidence that the potential risks invoived
in using this medication, or his right to refuse
treatment had been explained to the client and/or
family member representative,

2. The facllity falled to ensure that informed
consent was obtained fram Client #3 and/or her
court appointed legal guardian prior to the
administration of har psychotropic medications.

a. Medication administration observation on
Novembar 16, 2000, &t 6:00 p.m., revealed that
Client #3 recelved Risperdal 3 mg and Topamax
50 mg. Interview with the licensed practical nurse
(LPN) after the medlcation administration
Indicated that the client recelved the
aforementioned medication for her maiadaptive
behaviprs.

During the entrance conferencs on November 16,

wWi24

2. Thq facility will obtain an
informed consent from the court
appointed legal guardian prior
to the administration of her
psychotropic wmedications. All
potent risks involved in us-
ing the medication will also
be explained. : 12/18/09
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Continued From page 7

2009, beginning at 9:45 a.m., an interview
conducted with the QMRP and HM reveaied the
Client #3 did not have the capacity to give
informed consent for the use of medications and
habiiitation services. Further interview revealed
the client had a court appointed legal guardian to
assist her In declslbn making.

Revlew of Client #3's record on November 17,
2008, at 8:46 a.m., reveaied a psychologlcal
assessment dated August 4, 2009 that verified
the QMRP and HM's statement. According to the
assessment, Client #3 "Is not able to make
independent decislons concem ing her residentlal
or day placemants. She iacked the cognitive
skills necessary to understand the Impfications of
such decisions and therefore cannot give her
Informed consent. She lacks the judgment and
insight required to make decisions
independently.”

Review of the Client #3's medicai record and
additional interview with the QMRP on November
17, 2009, at 9:45 a.m., falled to provide evidence
that the client treatment needs, including the
benefits and potential side effacts associated with
her medications, and the right to refuse
treatment, had been explained to her and/or her
court appolnted legal guardian.

3. Slmiiarly, there was no avidence that the
facllity Informed Cllent #2 and her court appointed
guardian of the potential risks and benefits
assoclated with new psychotropic medications (or
significant increases In dosage) and obtained
written consent prior to administering the
medications, as follows:

Observation of the evening medication pass on

W 124
will.
from t

guar
of he

using

3. In the future, the facility

All pokential risks involved imn

explained.

tain an informed consent
court appointed lepal

prior to administration

r; psychotropic medications

the medication will be .
12/181091
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Continued From page 8

November 16, 2009 revealed that Client #2
received Depakote 1000 mg, Thorazine 400 mg,
Trazodone 100 mg and Abiiify 30 mg. During the
entrance confarence, the QMRP and HM had
indicated that Cjient #2 did not have the capacity
to give informed consent for the use of
medications and habliitation services. The cilent
had a court appointed guardian to assist her in
making healthcars decisions. The client's
medical records were reviewed on November 1 8,
2009 beginning at 11:38 a.m.

Her physician's orders (POs) indicated that
Trazodone 50 mg was first ordered on August 3,
2009, with the first dose documented on her
Medication Administration Record (MAR) as
administered the next evening (August 4, 2009),
The Trazodone was then doubled to 100 my
dally, effective October 18, 2009,

Client #2's POs and MARs also reflscted an
increase In her Depakote from 1000 mg dally to
1500 daily, effective October 17, 2009; and,

an Increase in Thorazine from 400 mg dally to
500 mg dally, effective October 17, 2009.

On November 18, 2009 at 2:53 p.m., the most
recent consent form in Cllent #2's medicai record
had been signed by her medjcal guardian on May
20, 2009. This was the date her interdisciplinary
team met to review and update her annual plan,
The consent was for Abiiify 30 mg, Thorazine 400
mg daily (100 mg in the a.m. and 300 mg in the
P.m.) and Depakote 1000 mg daily. There was
no documented evidence that the facility had
approached the medical guardian to discuss the
Proposed (and now implsmented) use of
Trazodone and increases in Thorazine and
Depakote. A telephone call was piaced to the
cllent's court-appointed guardian on November
18, 2009 at 2:00 p.m. She did not, however

W 124
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return the message before the survey ended the
following day at 2:52 p.m.

It should be noted that on November 17, 2008
beginning at 2:28 p.m., review of the faciiity's
Human Rights Committee minutes revealed that
on September 5, 2008, the committee approved a
recommended decrease in Client #2's daily
Thorazine after the cllent complained of
drowslness/sadatipn,

483.420(a)(7) PROTECTION OF CLIENTS
RIGHTS

The faciiity must ensure the rights of ail clients.
Therefore, the facility must provide each client
with the opportunity for personai privacy.

This STANDARD s not met as evidenced by:
Based on observation, interview and record
review, the facility falled to ensure client privacy
while sleeping in her bedroom, for pne of the six
ciients residing in the facllity. (Client #3)

The finding includes;

On November 2, 2009, the State Agency (SA)
recelived a written notification by the faciiity's
Incident Management Coordinator {(IMC) of an
allegation of sexval advance made by another
cilent.  According to the incident report -
recelved, Client #4 was obsarved by one of the
ovemight staff (Staff #1) standing over the bed of
Ciient #3. The report indicated that Cllent #3 was
in her bed with the bed covers pulled down to her
ankles. Client #4 was observed sticking her
fingers between Client #3's legs, attampting to
stick her fingers into her vagina, The report

W 124

W 129
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W 128/ Continued From page 10

further describes that staff used maximum verbai
prompting to redirect Clisnt #4 back into her
bedroom. Approximately five minutes later, Staff
#1 observed Client #4 back in Client #3's
bedroom attempting to stick her fingers betwean
her Isgs, again. Reportedly, staff #1 used
maximum verbai prompting for the second time to
redirect Client #4 back into her badroom,

On November 6, 2009 at approximataly 10:15
P-m. interview with the qualified mental
retardation professionai (QMRP) and the review
of the incident management log revealed that
Client #4 was involved with a another sexual
advancs incldent on August 18, 2009. Further
review of the iog ravealed that Clients #3 and #4
previously shared a bedroom, According to the
Incident report, Client #3 was yelling out in their
bedroom during the second shift, The staff went
Into the bedroom to check on the clients and
discovered Ciient #4 in the bed with Client #3 with
her finger inserted In her rectum. Reportedly,
staff intervened and Instructed Client #4 to ratum
to her bed. Because of this incident, Client #3
was moved Into another bedroom for her
protectlon. The faclity's Intervention howaver
was not effective to protect Client #3 from further
Infringement on rights to privacy,

On September 11, 2009, Client #4 had a sexuality
‘assessment conducted by an outside consultant
(2 months ago) According to the QMRP and the
house manager, the consultant had not forwarded
the findings of the assessment; and therefore, a
behavior support plan (BSP) addressing the
client's inappropriate sexual advances had not
completed.

W 137 | 483.420(=)(12) PROTECT. 1ON OF CLIENTS
RIGHTS .

W129

W137

psychologist about addressing
Client #4'sg lnappropriate sexual
advances in her Behavior Supp~-
ort Plan. However Client #4 will
Teceive 24 hour one/ one staff-
ing until she is discharged

from the facility. 12/24 /09
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w 137 Conﬁnued Fl‘om page 11 w 137 The will have a case conf-
The facllity must ensure the rights of all clients. erenc: with :12‘? IDT team to dis-
Therefore, the facllity must ensure that clients cuss Client #2's behavior of dis-
have the right to retaln and use appropriate carding shoes and clothing items|
personal possessions and clothing. The will request this beha-
vior to be addresgsed in her Beh~
Lo) -
This STANDARD Is not met as evidenced by: :;: ; up:“t Plan U:tﬂ then,
Based on observation, staff interview and record ty requested support
review, the facllity falled to ensure clients hed the from the Human Rights to limit
right to' access their personal clothing, for one of Client #2's access to her shoes|
the three clients In the sample. (Client #2) Tha. H Rights Committee met v+:
i Dec. 7th and the team approved
The finding inciudes: ,Client 2 limited access to her
An environmental Inspection was conducted on shoes and clothes, 12/24/09
November 19, 2009 beginning at 11:10 a.m.
During the inspection there were no ciothes
observed In Cllent #2's bedroom closet. Interview
with the house manager (HM), during the
Inspection, indicated that the client's clothes were
stored in the basement and the client was given
an outfit each evening to wear the following day.
The HM further indicated that the client *will thraw
her clothes In the frash can,” ‘
W 149 | 483.420(d)(1) STAFF TREATMENT OF W 149
CLIENTS
The facllity must develop and impiement written
palicies and procedures that prohibit
mistreatment, neglect or abuse of the cilent.
This STANDARD is not met as svidenced by:
Based on interview and record reviaw, the facllity
falied to ensure that staff consistently
implemented policies deveioped to protect client
safety, for two of the six clients residing in the
facility. (Clients #3 and #4)
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The findings Include:

1. On November 6, 2009 beginning at 5:45 a.m.,
review of the facllity's records, including
administrative, incldent and clinlcal records,
coupied with an Intervlew with tha qualified mental
retardation professional (QMRP) revealed that
Cllent #4 had a history of leaving the facility
without staff escort. For example, there were
seven (7) documented incldents of her lsaving the
facility batween July 14, 2009-September 30,
2009. Several incldents indicated that staff did
not know her whereabouts and, with the

(MPD), she was located elsewhere in the
community and brought homa. The cllent’s
records indicated that her cognitive skllls were
assessed [n the moderate range of mantal
retardatipn, her adaptive skills were in the savere
range and she required 24-hour supervision.

Beginning at approximately 11:00 a.m., additional
interview with the QMRP followsed by a review of
the supports and intervention strategies being
implemented falled to show avidence that the
facility provided effective staff supervision to
ensura Client #4's safaty, as follows:

On July 14, 2009 at 8;30 p.m., Client#4 left tha
facility without staff escort. Staff followed her,
however, and brought her back into the facliity.
Her behavior escalated shortly thereafter and the
police were contacted.

On July 29, 2008 at 4:35 p.m., Ciient #4 ran out of
the facliity and Into the street.

On September 22, 2009 at approximately 7:15

asslstance of the Metropolitan Poilce Department _

W 149

1. Client #4 will be moved to
a2 new resldential placement.

Until she moved, one to ome stafif
support will be in place during

waking hours to ensure her safetjy.
: 12/24/09
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Continued From page 13

p.m., Cllent #4 left the group home without staff
and could not be located, The pollce were
contacted. The client was located at a local
restaurant and was escorted back to the facillty at
approximately 7:38 p.m.

On September 24, 2008 at 5:45 p.m., Cllent #4
attempted fo leave the group home without staff
escort. Staff intervened before she actually left.
However, according {o the incldent report, the
cllent succesded st ieaving the facliity slbne 15
minutes later. The pollce were agaln contactad
after staff could not locate her. At approximately
6:35 p.m., the pollce located the client and
escorted her back to the facillty.

On September 30, 2008, Cilent #4 left the group
home without staff escort on three separate
occasfons (2:05 p.m., 3:15 p.m., and 3:45 p.m.).

According to the QMRP of November 18, 2009,
Cllent #4 recelved pne to one staff support from
8:.00a.m. - 400 p.m,, for assistance whiie at the
day program. In addliion, according to the Plan of
Correction received by the State Agency on
October 8, 2008, the psychologist was to provide
staff training regarding Client #4's behavior
support plan (BSP) by October 23, 2009. On
November 18, 2009, review of the faclilty's
In-service training records revealed that training
by the psychologist had been documented on
August 28, 2008. The trainlng, however, was
ineffective in that staff falled to supervise Cllent
#4 at ali times on the dates identified on the
incident reports.

it should be noted that the facility's program
diractor indicated In a letter to the Depariment of

Disabliity Services on July 30, 2008, that the

W 149
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Continued From page 14

client's safety was at risk due to her attermpts to
leave the home without staff supervision. The
program director requested that the client be
discharged from the home and that funding be
established to provide one to one staffing in the
interim. The funding, however, had not been
approved, to date,

2. Review of the facllity's records, Including
administrative and clinicai records, and interviews
with the QMRP on November 6, 20089, falled to

‘show evidence that the facility had established a

policy and an effective system to ensure that
Cilent #3 was protected from sexual abuse, as
evidenced by the following:

According to an incldent report, Client #4 was
observed by a direct care staff standing over
Cllent #3's bed on November 2, 2009 at
approximately 12:03 a.m. Staff had dacumanted
that they found Client #3 lying on her stomach
with the bed blanksts puiled down to her ankles.
Staff reported that Ciient #4 had her hand
between Client #3's legs, attempting to Insert her
fingers into her vagina, The report further
described that staff used maximum verbal
prompting to redirect Client #4 back to her awn
bedroom. Approximately five minutes iater,
however, the staff observed Clisnt #4 back in
Cllent #3's bedroom, attempting to stick her
fingers between heriegs again, Staff #1 verbally
redirected Cllent #4 back into her bedroom.

On November 6, 2009 at approximately 10:15
a.m., interview with the QMRP and review of the
incident management log revealed that Client #4
had made previpus sexual advances towards
Cllant #3. According to an August 18, 2008
Incident report, Client #3 was heard yelling in her

W 149

col w

tri

facility.

2, Client #3's one to one proto-
updated and signed by
all staff who work with Client
#3. Staff will receive additiondl
on Client #3's one to
one protocol. The facility has
instructed an overnipght staff
to postion themselves in the hall-
way to momitor Client's night

time activities and ensure the
safety of all indiviuals in the

12/24/09
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W 149 | Continued From page 15

bedroom. Staff went fnto the bedroom to check
on her and discovered Client #4 lying next to
Client #3 In Client #3's bed, with a finger inserted
In Client #3's rectum. Reportedly, staff intervened
and instructed Client #4 to retum to her bed.
Following this incidant, Client #3 had been moved
Into another bedroom for her pratection. This
action, howevar, had not been sufficient to
prevent Client #4 from touching Cilent #3's private
areas, as documented on the November 2, 2008
incident report.

On September 11, 2009, Cllent #4 had a sexuality
assassment conducted by an outside consultant.
According to the QMRP and the house manager,
the consuitant had not forwarded the findings of
the assessment; and therefore, a behavior
support plan addressing the cllent's inappropriate
sexuval advances had not been completed.

Interview with the House Manager and QMRP on
November 17, 2009 at 10:25 a.m. and revisw of
an administrative memo posted on the
refrigerator door revealed that the facility
instructed staff on the ovemight shift to position
one staff near the bedrooms upstairs to monitor
clients' nighttime activities,

W 153 [ 483.420(d)(2) STAFF TREATMENT OF
CLIENTS

The facility must ensura that ali allegations of
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law through
astablished procedures,

This STANDARD Is not met as evidenced by:

W 149

W 153

—
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Based on Intarview and record review, the facility
falled to ensure that injuries of unknown origin
and incidents of negiect were consistently
reported to the administrator and to other officials
in accordance with District law (22 DCMR,
Chapter 35, Section 3519.10), for three of the six
clients residing In the facility. (Clients #3, #4 and .
#6)

The findings Include:

1. On November 18, 2009 at approximately
10:30 a.m., review of a nursing note dated
November 1, 2009 revealed that Client #3's upper
left eyslid was moderately swollen. Interview with
the registered nurse (RN) on November 18, 2009
at approximately 10:45 a.m. indlcated that she
instructed staff to apply cool/warm compresses
on the eyelid. She aiso notified her supervisor.
Further interview revealed that she dld not know
what happened (o the client's eyelid. There was
no evidence the faciiity reported the injury of
unknown origin immediately to the adminlstrator
and to the Department of Health.

2. On November 16, 2009 at approximataly 4:00
p.m., Client #6 informed a direct care staff that
she had been hit on her buttock by a "boy" at her
day program. The cllant then stated that it
"hurts.” At 6:10 p.m.,, the client told & licensed
practical nurse (LPN) that her right buttock hurt.
The LPN attempted to assess the area, however,
the client refused. A moment later, the house
manager/trainad medication empioyee (HM/TME)
assassed the client's buttock and stated that no
bruising or visibla Injury was noted. The LPN
then administered Tylenol for pain. On November
18, 2008, follow-up interview with the HM/TME
revealed that the injury of unknown oarigin had not

(X4} 1D . SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION {5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PHEFIX {EACH CORRECTIE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TQ THE APPROPRIATE DATE
. DEFICIENCY)
W 153 Cantinued From page 16 W 153

1. In t#e future, all incidents
of unkn origin will be report
ed to the Department of Health
within 24 hours or the next bus-
iness d#y-

1

2. In the future, all incidents
of unkn&wn origin will be report-
ed to the Department of Health
within 4 hours or the mext bus-
iness day. QMRP and Residential
Manager will review incidents to
ensure completion.

12/18/09

12/18/09
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W 153

W 154

Continued From page 17
been reported to the administrator as required.

3. Cross-refer to W149.1. According to incident
reports, and confirmed through Intarviews with the
QMRP, Client #4 ran out of the facility and into
the street on July 29, 20090, On September 22,
2008, Client #4 left the group home without steff
escort at approximately 7:15 p.m. and could not
be located. Law enforcement (Metropolitan
Police Department - MPD) was contactsd, The
client was located at a local restaurant and was
escorted back to the facllity at approximately 7:38
p.m. Then on September 24, 2009, Cllent #4
attempted to ieave tha group home without staff
escort at 5:45 p.m. Steff intervened; however, the
client succeeded at ieaving the facllity without
staff 15 minutes iater, Law enforcement (MPD)
was agaln contected and they escorted her back
to the facility at approximstely 6:35 p.m. Six days
iater, on September 30, 2008, Client #4 left the
group home without staff escort on three separate
occaslons (2:05 p.m., 3:15 p.m., and 3:45 p.m.).
The SA only recelved notifications of the incidents
that occurred on July 29, 2008 and September
30, 2009,

There was no evidence that the SA was natified
of the incidents on September 22 and 24, 2009,
483.420(d)(3) STAFF TREATMENT OF
CLIENTS

The facility must have evidence that aji alleged
viclations are tharoughly investigated.

This STANDARD s not met as evidenced by:
Based on interview and record review, the facility
falled to thoroughly investigate al| incldents, for
iwo of the six clients residing In the facllity.
(Clients #3 and #4)

W 153

W 154

3. In t}lg future, all :l.ncident%
be reported to the Depart!
t of Health within 24 hours
or the |next businegss day. Fax
confirmation sheets to DOE will
e atta#hed to the investigation

report.

12/ 18/091
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The finding Includes:

Review of the facllity's unusual Incldent reports
(UIR) and investigative reports on November 18,
20089, beginning at 10:00 a.m., revealed a UIR
dated November 2, 2009 at 12:03 a.m., Involving
Clients #3 and #4.
care staff person passed by Client #3's bedroom
and observed Client #4 sticking her finger
between Cllent #3's legs, attempting to stick her
finger into Cllent #3's vagina. The direct care
staff used maximum verbal prompting to redirect
Client #4. Approximately five minutes later, staff
observed Cllent #4 back in Client#3's bedroom,
making another attempt to stick her finger
between Ciient #4's leg and into her vagina,

On November 16, 2009 beginning at 3:11 p.m.,
intarview with the quallfied mental retardation
(QMRP) and house manager (HM) revealed that
the HM conducted the investigation Into the
November 2, 2008 Incldent The HM indlcated
that she had interviewed staff who were on duty
at the time of the incident, Her report, however,
did not refiect any staff interviews, therefors, this
could not be verified. The HM acknowiedged that
the report did not document staff Interviews, She
also confirmed that she had not interviewad Client
#4 (who was verbali).

483.430(e)(2) STAFF TRAINING PROGRAM

W 192

For employees who work with clients, tralning
must focus on skills and competencies directad
toward clients' health needs,

This STANDARD s not met as evidenced by:
Based on observation, Interview and record

The UIR indicatad that a direct

W 154

W 182

In the future, the QMRP/ Houge
ger will complete s thorough
internpl investigation within

five days of the incident. 12/18/09

M CMS-2557(02-99) Previous Veizlons Obsolate

Event ID: 7ZC111

Facillty D: 09G031 '_ If continuation sheet Pags 18 of 50




3015889287

DEPARTMENT OF HEALTH AND HUMAN SERVICES

03:30:31a.m, 12-23-2009

21/88

FRINITEL, 1£UBIZuuy
FORM APFROVED

COMMUNITY MULTI SERVICES, INC

4314 8TH STREET NW
WASHINGTON, DC 20011

CENTERS FOR MEDICARE & MEDICAID SERVICE OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA [X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A. BUILDING
_ 09G031 8. WING 11/19/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRﬁSS, CITY, STATE, ZIP CODE

{X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGLILATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TQ THE AFPROPRIATE
DEFICIENCY)

{X5)
COMPLETION
DATE

W82

W 214

Continued From page 19

revlew, the facility failed to ensure that all staff
were trained and competent to provide assistance
in accordance with the health care needs, for two
of the three cllents in the sample. (Cllents #1 and
#2)

The findings include:

1. Cross-refer to W436. On November 16, 2009,
staff at Client#1's day program indicated that
they had not received training regarding the
ciient's denture care needs. They had observad
the cllent removing her dentures prior to gating
and/or drinking and re-Inserting them afterwards
without applying denture adhesive. They further
indicated that they had never seen the client bring
adhesive with her to the day program. This was
confirmed through interview with the House
Manager iater that day in the home.

2. Cross-refer to W460. Interviews with direct
support staff, Including those staff who purchased
groceries for all cilents In the faciiity, revealed that
they had not recelved tralning on Client #2's
diabetic dlet, and the other clients' speclalized
dlets. Five of the six ciients were prescribed
specialized dlets. Review of staff In-service
training records on November 18, 2009 beginning
at 1:00 p.m. revealed to documented evidence
that staff had recelved nutrition training.
Observations and Interviews throughout the
survey reveaied that Cllent #2 did not recsive
necessary dletary supports and services to
address her diabetic needs.

483.440(c){3)(ili) INDIVIDUAL PROGRAM PLAN

The comprehenslve functional assessment must
identify the client's specific developmentai and

behavioral management needs.

W 192

w214

1. The QMRP will consult with
the day program concerning Clien
#1's dental care needs when Clie
#1 receives her new dentures.

2. Crogs reference W460.5

k.

t
1/24/10

12/18/04
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This STANDARD Is not mat as evidenced by:
Based on observation, interview and record
review, the facliity fafled to ensure each cllent had
a comprehensive assessment that deplcted her
behavior management needs, for two of the six
clients residing in the facifity. (Cifents #2 and #4)

The findings include;

1. Tha facliity falied to assess Client #2's
money-begging behavlor, as follows:

On November 16, 2009, Client #2 retumed home
from her day program at 3:27 p.m. Upon entering
the facility, she immediately approached this
survayor in the living room and requested $3.
Although she was directed to go iocate staff, she
remained standing In place. A moment later,
Client #5 waiked near Ciient#2. Ciient#2 asked
her for monsy. Cilent #5 agreed to give her $1,
reached into her purse and gave her a $1 bill.

Similarly, on November 17, 2009, Cilent #2
returned home from her day program at 3:10 p.m.
Within a minute or two, she approached another
visitor and asked him for money. At 3:18 p.m.,
interview with a direct support staff person
revealed that Client #2 asked strangers for money
"aii of the time ... anyone she sees out in stores ...
community ...even If she already has money..."
The staff person responded "yes” when asked if It
was one of the cilent's targeted maladaptive
behaviors. Whan askad what the psychologist
recommended, the staff-person stated she did not
know because she did not “go to those
appointments." On November 18, 2009 at 11:20
a.m,, the housa manager stated that Client #2

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 13 PROVIDER'S PLAN DF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF!X {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRDSS-REFERENCED TC THE APPROFRIATE DATE
DEFICIENCY) ’
W 214} Continued From page 20 W 214

The QMRP will consult with the
psychologist about addressing
mey begging behaviors in her
BSP. In the future, behavior

emeént needs will be reviewed
y the psychologist and QMRP
quarterly. 1/18/10
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frequently asked people to give her money. She
too indicated that It was a targeted behavior.

However, on November 18, 2009 beginning at
approximately 9:50 a.m., raview of Ciient #2's
behavior support plan (BSP) dated April 16, 2009
revealed that it did not address begging for
money, and her Annual Psychoiogical Evaluation
dated May 22, 2009 showed no evidence that the
behavior had besn assessed.

2. There was no evidence that Client #2's
behavior of exposing herseif to men had been
assessed by the psychologist, as follows:

On November 16, 2009, Client #2 returned home
from her day program at 3:27 p.m. and
immediately approached this surveyor In the living
room. After seeking money from a few people,
she tumed to this surveyor and pulled her
loose-fitting blouse down so that both breasts
were fuily exposed. The action appeared to be
deliberate.

VWhen interviewed on November 18, 2009
beginning at 11:20 a.m., the house manager
stated that Client #2 was not known to expose her
breasts to men. A few minutes further into the
interview, however, the house manager revealed
that the ciient previously had exposed herseif to
the (male) evening medication nurse, This
reportedly had occurred several times. The client
had even started taking her showers at a time
that coincided with the nurse’s arrival to the
facility for evening medication pass. According to
the house manager, staff were now telling Cilent
#2 that she shouid shower at other times of the
day. The house manager acknowladged that
staff were mostly female and there were not many

W 214

2. The QMRP will comnsult with
he psychologist concerning
Client #2's behavior of exposing
herself to men. At that time,
interventions will be determined| 1/18/10
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Continued From page 22
occasipns when men were in the facility. Further

interview and review of her Annuai Psychological
Evaluation dated May 22, 2009 revealad no
evidence that this behavior had been brought to
the attention of the psychologist and/or
interdisciplinary team to determine what, if any,

intarventians might be warranted.

3. Cross-refer to W104. On November 6, 2009
at approximately 11:30 a.m., a review of Behavior
Support Pian (BSP) datad May 27, 2009,
revealed that ane of Cllent #4's target behaviors
was “Inappropriate touching (non-sexuai touching
of athers)." Further review of the BSP failed to
reveal that sexual advances on her peers had
been reportad as a target behavior, According to
the staff, this sexual behavior was a new behaviar
which allegedly had been reported to the
psychologlst, Further review of the habilitation
records, however, did not evidence that any
documentation or any baseline data had been
compieted to determine the frequency of this new
behavior,

Note: The quaiified mental retardation
professional (QMRP) and the house manager
indicated that Client #4 had recalved a sexuality
assessment on September 11, 2009 (nearly 2
months ago). Further interview, hawever,
revealed that the assessment report had not yet
been forwarded to the psychologist and QMRP in
order to establish appropriate intervention
Strategies.

483.440(c)(6)(ili) INDIVIDUAL PROGRAM PLAN

The Individual program plan must Inciude, for
those clients who lack them, training in personal
skills essential for privacy and indapendence
(Including, but not limited to, tollet training,

W 214| 3. Cross reference W129 12/24/09

w242
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1 personal hyglene, dental hyglens, self-feeding,
bathing, dressing, grepming, and communication
of basic needs), until it has bean dempnstrated -
that the client is developmentally incapable of

acqulring them. 1. The QMRP will add a toothbmsL—

ing goal to Client #3's IPP to

This STANDARD s not met as evidenced by: address poor oral hygilene. 1/8/10
Based on observation, staff interview and record
reviaw, the facility falled to ensure each ciient's
Individuai program plan (IPP) Included tralning in
activitias of dental hyglene and personal
grooming/ hair care, for one of the three cilents |n
the sample. (Ciient #3)

The findings inciude:

1. On November 16, 2009, at 8:00 a.m., Client #3
was observed with brown stains on her teeth.
interview with the registered nurse (RN) on
November 16, 2009 at appreximately 1:00 p.m.
revealed that it was difficult to schedule a dental
appointment for Cllent #3.

Review of Client #3's medical record on
November 18, 2009 at 3:10 p.m. revealed dental
consultations dated September 20, 2008 and
February 26, 2009. The dentist diagnosed the
client with gingivitis, plaque on testh and poor oral
hyglene. The dentist recommended that the
cllent "brush her teeth, twice a day and recail
every two months for professlonai cleaning.”

Continued review of the client's records revealed
a staff evaluation form for quartsrly review dated
May 7, 2009. Despite the dentist's findings of
gingivitis, piaque on teeth and poor oral hygiene,
the staff evaiuation indicated that the client
required minimai assistance in tooth brushing.
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W 249

Further review of the cllent's IPP dated August7, .
2008 revealed no evidence of a tralning program
to address the client's poor oral hyglene.

2. On November 18, 2009 at 7:30 a.m. Client#3
was observed screaming and pointing to a file
cabinat in the dining room. The direct cara staff
asked the cilent "What do you need?" She
continued to scream whiie Ppinting at the file
cabinet. Seconds later, the clignt retrieved a
comb and brush from the file cabinet. The direct
care staff was then observed comblng the ciient's

halr.

Review of Ciient #3's records on November 18,
2009 et approximately 2:00 p.m. reveaied a staff
evaluation form for quarterly review dated May 7,
2009, The evaluation indlcated that the client
requirad maximal assistance for hair care,
Further review of the cilent's IPP dated August 7,
2009 revealsd no evidence of a tralning program
lo address the cllent's assessed nead with
grooming/hair care.

463.440(d)(1) PROGRAM IMPLEMENTATION

As soon as the Interdisciplinary team has
formulated a cilent's Individual program plan,
each client must recelve a continuous active
treatmaent program consisting of needed
intarventions and servicas In sufficlent number
and frequency to support the achievement of the
objactives identified in the individual program
plan.

This STANDARD s npt met as evidenced by:
Basad on observation, intarview and record
review, facillty staff falied to consistentiy

W 242

2. Due to increased maladaptive
behaviors requiring a one to one
staff, the QMRP will counsider

adding on additional home goals |
to address grooming and hair ca
needs at the next quarterly re-
view. 1/24/10

W 249
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i implement client behavlor support pians at the
needed frequency, for two of the three clients
Included In the sample. (Clients #2 and #3)

The findings include:

1. Client#2 was observed In her home on 1. The staff will receive adequa-

November 16, 2009 between 3:27 p.m. - 6:25 te training by the psychologist

p.m. During the first part of the observation on congistently implementing

period, facliity staff falled to implement proactives Client #2's behavior support

preventive as well as intervention strategles as ’hn 1/15/10
outilned in the client's behavior support plan plan.

(BSP), as foliows:

At 3:27 p.m., Client #2 entered the home with
staff and peers. She immediately approached
this surveyor in the iiving room and requested $3.
Aithough she was directed to seek staff, she

ramained standing in plece. A moment iater, 2. The staff will receive ade-

Client #5 walked up to her location. Cllent #2 quate traiming by the psycholo-
asked her for monsy. Client#5 agreed to give | gist on implementing interventidn
her $1, reached Into her purse and gave her a $1 stategles of Client #3's behavigr

bill. There were no direct support staff nearby . N . 1/15/10
observing these interactions. Staff did not support plan J15/
engage Cilent#2 during the first 15-minute ‘

period.

At 3:42 p.m., Client #2 asked staff for a peanut
butter and Jelly sandwich. Staff first suggested a
chease sandwich as an altemetive but then gave
hera banana. At 3:55 p.m., she was offered a
glass of water, which she drank whiie standing
behind Client #3's chalr. A brief, physical
aitercation between Client #3 and Client #2
transplred (after Client #3 hit#2). For the 10
minutes that followed, Cilent #2 stood at cns
comer of the dining room table, muttering in a low
volee and staff did not Interact with her.
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At-approximately 4:08 p.m., staff tried to engage
Client #2 in a puzzle or other activity; however,
did not respond. The staff then asked "What do
you like" to-which she replled "nothing.” For the
next 28 minutes, Client #2 sat at the dining room
table watching pesrs and staff, not engaged In
any meaningful aclivity, and muttering incessantly
in a low voice. At 4:38 p.m., she stuck her finger
in her nose briefly but there was no staff
intervention. At 4:41 p.m., Client#2 told a peer
sitting niear her to let go of her $1 blll; the peer
complled and staff said nothing. By then, staff
had riot engaged Client #2 for over a half-hour.
At 4:43 p.m., Client#2 suddenly pounded her fist
on the dining rcom table, loudly, which startied
Clients #1, #3 and othars at the table. Staff foid
Ciient #2 to "stop" but then sald nothing more.
The cllent remalned seated at the table for
another 40 minutes, until 5:26 p.m., muttering in a
low voice and not engaged in a maaningful
activity. The medication nurse arrived at
approximately 5:28 p.m. and Client #2 followed
him upstairs.

On November 17, 2006 at 3:18 p.m., interview
with a direct support staff person revealed that
Client #2 asked strangers for money “all of the
time ... anyorie she sees out |n storss ...
community ...even If she alraady has money..."
On November 18, 2008 at 11:20 a.m., the house
manager stated that staff were instructed to "keep
within earshot but not hover” over her, They
should moriitor her, keep her engaged to the
extent that she allows and intervene when
necessary to sddress behavlors. She further
indicated that Ciient #2 frequently asked peopie to
give her money.

On Novembar 18, 2009 beginning at

W 249
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approximately 8:50 a.m., review of Client #2's
BSP dated April 16, 2009 reveaied the following:
“Prevention ... Is the most important factor ...
observe closely for signs of deteriorating
behaviors and act promptly ... If staff notice
<client's name> starting to get upsat thay should
intervene before she has a full fledged apisode.
Early signs Include pacing ... mumbling ... Staff
should take control the mpment they see <client's
name> starting to iose control. There Is no
reason to walt for a full-biown problam behavlor ...
As <cllent's name> calms down, she shouid be
told exactly what to do next. When she starts the
requested behavior, staff shouid reward her" for
following their request. "Intervention ... Tell her to
STOPI... when <cllent's name> starts to do
something inappropriate ... tell her specificaily
something to do." Observations on November
16, 2009, however, revealed that:

a. Staff did not stay within earshot during the first
15 minutes after Client #2 and her peers retumed
from day program. intsrviews indicated that staff
were unaware that the client had asked this
surveyor and Client #5 for money.

b. Stiaff made only twp attempts to engage Client
#2 in a meaningful activity during the two-hour
observation period (3:27 p.m. - 5:26 p.m.), even
though she was obsearved pecing and mumbling
throughout much of that time.

c. When Client #2 pounded her fist on the table
that aftemoon, staff told her to "stop!" They did
not, however, tell her specifically something to do,
as Indicated In her BSP,

2. On November 18, 2009 at 3:45 p.m., Client #3
was observed having a snack. After the client

W 249
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completed her snack, she was abserved hitling
Client #2, three times. Staff Immedlately asked
Cllent #3 to "STOP." The ciient started
screaming and staff replled "just stand there and
continue screaming.” A moment later, the cllent
walked into the kitchen, placed a cup in the trash
can, then moved to the sink and started
screaming and banging her spoon on the sink.
Staff ignored the second outburst at the sink.

interview with the direct care staff at 3:58 p.m.
reveaied that Client #3 had a behavior support
plan (BSP) to addresa her behaviors of
screaming and physical aggression. Subsequent
review of Client#3's BSP dated August 4, 2009
confirmed the targetad behaviors of "screaming
and physical aggression.” Intervention strategles
to address the screaming behavior were as
follows:

- the ciient should be under tha supervision of a
dedlcated 1:1 staff member at all times;

- the ciient should be encouraged to engage in
aclivities that calm her (i.e., taking a walk,
listening to preferred music looking at magazines,
elc.); and,

- if behavior continues, staff should escort tha
client to an unoccupied area to calm her down.
When <the client>has remained calm for at least
five minutes, staff shouid give verbal praise pared
with tactile praise for calming down. :

intervention strategles to address physical
aggresslon were ags follows:

- staff should caimiy and firmly direct the client to
"STOP <client>", the client should be given
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prompts at least two times with no more than a
five second Interval;

- staff should also attempt to create a SAFE
AREA; and

- During the safe area, staff should try to
determine the source of the ciient's anger and
assist her in calming down by talking. After
calming down, the cllent should be retumed to her
activities,

There was no evidence that the staff
Implemented the intervention strategles as
written,

3. During evening observations on November 16,
2009, from 4:10 p.m. until 4:57 p.m., Ciient #3
and her 1.1 support staff were particlpating in
table top activitles, with no paer interaction.
Interview with direct care staff on November 17,
2008 at approximately 5:00 p.m., Indlcated that
the client "only" iikes to participate with her one to
one support staff. Review of the cilent's
Individual Program Pian (IPP) dated August 4,
20089 on November 18, 2009 at approximately
10:00 a.m., revealed an objactive which stated,
"[the ciient] will particlpate in structured activities
for 15 minutes at home and wiil interact with at
ieast one of paers without being disruptive, for
one out of four trials, twice a week. There was no
avidence that the 1:1 support staff encouraged or
implemented peer interaction for Cilent #3.
483.440(e)(1) PROGRAM DOCUMENTATION

Data relative to-accomplishment of the criteria
specified in cllent individuai program plan
objectives must be documented in measurable
terms.

W 249

W 252

3. The staff will receive ade-

quate training on inplementing
and documenting active treatment
goals. '

1/15/10
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The findings Include:
was observed having a snack. After tha client
completed her snack, Cllent#3 was observed

#3 to "STOP", the client screamed and staff

then moved to the sink and started screaming,
and banging her spoon on the sink. interview

to address her behaviors of screaming and
physicai aggression.

Record verification of Cllent #3's BSP dated
August 4, 2008, on November 17, 2009, at

physical aggression. According to the data
coilection instructions, staff were to record
behaviors on the Antecedent Behavior

data chart on November 17, 2009 at
had no behavlors documented of physical

aggression on November 18, 2009. There was
ho evidence that data had been collected in

review, the facility failed to ensure that data was
caliected in the form and required frequency, for
one of the three cllents in the sample. (Ciient #3)

1. On November 16, 2009 at 3:45 p.m., Client #3

hitting Client#2, threa times. Staff asked Cllent
repiied, “just stand there and continue screaming.

The client was observed walking into the kitchen
and piacing a cup into the trash can. The cllent

with the direct care staff, at 3:68 p.m., indicated
that Cilent #3 has a behavior support plan (BSF)

approximately 12:30 p.m., revealed the pian that
identified maiadaptive behavior of screaming and

Consequence (ABC) chart. Further review of the
approximately 12:45 p.m. revealed that Client #3

adaptive behaviors.

1. The staff will receive adequ
ate training on documenting mal-
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accordance with the client's BSP. Cross reference W249.3 1/15/10
2. On November 16, 2000 at 5:50 p.m., Client #3
was observed going for a walk In the community.
Interview with the house manager on November
16, 2009 at 7:10 p.m., confirmed that the client
went on a community walk.

Review of the Client #3's Individual Program Plan
(iPP) dated August 7, 2009 on November 17,
2009, at 8:50 a.m.,revealed an objective which
stated, "[the client] will lose ten pounds this year."
Further Interview and record verification Indicated
the client wil participate in an exercise progrem
five times a waek, The activitles can consist of
walking, dancing, or riding stationary bike, etc.
Review of the data shest on November 18, 2009,
at 10:00 a.m., revealed that the cliant rode a bike
for five minutes and refused participation,
However, staff did not document that the client
participated in a community walk for at least 45
minutes. Interview with the house manager at
11:00 a.m. confirmed that direct care staff did not
document aithough the program was
implemented

There was no evidence that data had been

coliected in accordance with Cilent #3's IPP,

which was necessary for a functional assessment

of the client's progress,

W 262 | 483.440(7)(3)() PROGRAM MONITORING & W 262
CHANGE

The commitiee should review, approve, and
monitor Indlvidual programs designed to manage
inappropriate behavior and other programs that,
in the opinion of the committes, invoive risks to
cllent protection and rights.
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This STANDARD is not met as evidenced by:
Based on observatipn, interview and record
verification, the facility fatled to ensure that
restriclive measures had been approved by the
Human Rights Committee (HRC), for two of three
clients in the sample. (Clients #2 and #3)

The findings Include:

1. Minutes taken at meelings of the faclilty's
Human Rights Committee for the period
September 8, 2008 - November 2009 were
reviewed on November 17, 2009 beginning at
2:28 p.m. Review of Client #3's medical chart on
November 17, 2009 beginning at 8:45 a.m.,
revealed an order for Ativan 2 mg one hour prior
to an ENT appointment dated July 10, 2009.

Interview and further record review on November
18, 2009 at approximately 3:00 p.m. revealed that
Cllent #3 had received the sedation to address
her non-compliance prior to an ENT madical
appolintment. There was no evidence, however,
that the facllity's HRC reviewed and/or approved
this use of sedation for Client #3.

2. The fadility falled to ensure that cllents’
Behavior Support Plans (BSPs) were reviewed
and approved by the HRC, as follows:

On November 18, 2000 at 9:45 a.m., during the
Entrance conference, the qualified mental
retardation professional {QMRP) and house
manager (HM) indicated that Clients #2 and #3
had BSPs and received psychotropic
medications,

a. This was verified iater that day (November 18,

l. The Human Rights Committee
will review and/ or approve the
use of sedation prior to the

medical appointment. 12/18/09

2. The Human Rights Committee

review and/ or approve 'Beha=. .

or Support Plans including med+

cations. Buman Rights minutes

be placed in the book foll-
the monthly meeting.

12/18/09
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 483.440(f)(3) (1) PROGRAM MONITORING &
CHANGE

Continved From page 33.

2008) at 6:00 p.m., when Client #3 was observad
being administered Rispardai and Topamax,
Interview with the licensed practical nurse {(LPN)
after the medication administration indicated that
the client received the aforementioned
medications for her maladaptive behaviors.
However, review of the HRC minutes on
November 18, 2008 at 11:33 a.m, revealed no
evidence that the HRC had reviewed or approved
Cilent #3's BSP, including the medications.

b. Simiiarly, Cllent#2 recelved Depakote,
Trazodone, Abiiify and Thorazine during the
evening medication pass. On Npovember 19,
2009 at epproximately 9:55 a.m., review of her

BSP dated April 16, 2008 revealed that in addition
to the psychotropic medications, her plan also
incorporated the use of "touch control” and
“manuai restraint” if tha client's behaviors were to
escalate. Review of the HRC minutes had
revealed no evidence, however, that the
committee had reviewed and approved her BSP,

intervisw with the QMRP and HM on November
18, 2009 at approximateiy 10:20 a.m., Indicated
HRC meetings had been heid monthiy,

The committee should Insure that these programs
are conducted oniy with the written informed
consent of the clisnt, parents (if the cllent Is a
minor} or legal guardian,

This STANDARD is not met as evidenced by:
Based on interview and record review, the
facliity's specially-constituted committee failed to
ensure that restrictive programs were used only

W 262

W 263
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after written consents had been obtained, for two
of the three clients in the sample. (Cllents #2 and
#3}

W 263

The findings include:

Minutes taken at meetings of the facility's Human
Rights Committee for the period September 8,
2008 - Novembsr 2009 wera reviewed on
November 17, 2000 beginning at 2:28 p.m.

Client #2's medicai chart, Including written
consents, were reviewed on November 18, 2009
beginning at 11:38 a.m. Cilent#3's medicai chart
was reviewed on November 17, 2009 beginning
at 9:45 a.m.

1. Cross-refer to W124.1. The faciilty falled to
obtain consents prior to the use of sedation for
Cilent #3's medical appointments. and/or to notify
her court appointed iegal guardian of the risk and
benefits of treatments.

2. Cross-refer to W124.2, The facility falled to
ensure that informed consent was obtained prior
to the administration of Client #3's psychotropic
medications.

3. Cross-refer to W124.3. The facliity falled to
ensure that informed consent was obtalned from
Client #2's court appointad guardlan prior to
administering new psychotropic medications
(Trazodone) or implementing significant
Increases {n the dally dosage of Depakote and
Thorazine.

483.460(a)(3) PHYSICIAN SERVICES

W a2z

The facility must provide or obtaln preventive and
generai medical care.

W 263

1. Cross reference W124.1

2. Cross reference W124.2

3. Cross reference WI124.3

w322

12/18/09

12/18/09

12/18/09
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This STANDARD Is not met as evidenced by:
Based on Interview and record review, the facillty
failed to ensure timely revlew and Intervention by
the medical team, for one of the two clients
residing In the facility using CPAP machines o
address sieep apnea and for one client involved
in cllent to client abuse. (Client #2 and #3)

The findings Include;

On November 18, 2008 at approximately 11:50
a.m., review of Client #2's physiclan's orders
(POs) revealed a hand written order for "CPAP"
on her August 2008 POs, Beglnning Aprit 2009,
the diagnosis "Obstructive Slesp Apnea” was
added to her POs, Her POs alsp Indicated that
she had been recsiving Melatonin 3 mg every
evening since May 15, 2008. Trazodone 50 mg
was added to her evening medication regimen on
August 4, 2008. The Trazodone was Increased to
100 mg dally, effective October 18, 2009,
Although the POs did not Indicate why the
Trazodone was prescribed, interview with the
qualified mental retardation professional (QMRP)
and house manager (HM) at approximatsly 3:30
p-m. revealed that its sedative effect was used to
promote sleep,

1. At approximately 3:35 p.m., review of her
Health Management Care Plan (HMCP) dated
May 28, 2009 reveaied that direct support staff
were 10 "encourage use of CPAP machine during
hours of sieep." The client was to "gradually
tolerate use of CPAP machine." The QMRP and
HM explained that the client had been refusing to
wear the CPAP mask and a behavior support
pian (BSP) had been developed bya

W 322
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psychologist Further review of the HMCP
revaaled that the RN and primary care physiclan
{(PCP) were to monitor the progress. There was
no documented evidence, howevaer, that nurses
and/or the PCP had monitored the use of the
CPAP and made appropriate recommendations,

On November 19, 2009 at approximately 11:07
a.m., interview with the RN revealed that shae had
not observed siaff implementing Cllent #2's BSP
for graduaily tolerating use of the CPAP mask.
She explained that she worked during daytime
hours only. She indicated that she had not
received training on how to use the CPAP
machine. She further stated that to date, she had
not discussed the issue of the client rejecting the
CPAP machine with the faciiity's Director of
Nursing or the primary care physiclan (PCP).

2. On November 19, 2009 beginning at
appraximately 8:50 a.m., Client's #2's BSP dated
Aprii 14, 2008 was raviewed. It addressed the
client's refusals to wear the CPAP mask. At
approximately 10:30 a.m., review of Ciient #2's
behavior data sheels ravealed marginal
cooperation with the program in May and June
2009. Refusals to use the CPAP mask were
documentad beginning Juiy 2, 2009, with
continued refusals documentad almost every
night in August, Saptember and October 2039,
There was no behavior data sheet for the 4:00
p.m. - 12 midnight shift for November 2009. At
10:43 a.m,, the HM examinad the book and
statad "No, i don't see it." She ipcated a data
sheet for the 12 midnight - 8:00 a.m. shift. She
acknowledged, howaver, that staff had recorded
data only on one of the first 19 days that month
(November 1, 2009).

W 322
1. In the future, the physicimclh%

aud nurses notes will include
ugse of CPAP. .

The primary BN will receive trai,
ning on CPAP.

quate training by the paycholog

2. The staff will receive ade-
on documenting behavior data. +

+1/1/10

1/8/10

t .
1/15/10
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recommendations If deemed necessary and
appropriate,

8. Client #2's medical record did nof show
evidence that the PCP had monitored the use of
the CPAP machine since her annuaj medical
evaluation on May 15, 2009. There was no
evidence that the medical team sought
Information regarding aiternative methods of
treatment, to ensure timely response to her
ongoing sieep apnea.

It shouid be noted that In August 2009, the faclilty
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W 322 Continued From page 37 w322
3. On November 18, 2009 at approximately 3. The QMRP will ensure pertin |
11:12 a.m., interview with the QMRP reveajed t information is communicated
that she had not observed the use of Client #2's to the primary care physician
CPAP machine since she was assignad to “fiii-In" irector of Nursing. Documentati
for the QMRP (who was away on leave at the 111 be ré flected in the QMRP
time of the survey). She thought the parmanent
QMRP and/or psychologist would document their mouthly notes and/ or quarterly
reviews in the cllent's record. Subsequent review, Teview. 12/18/0
however, of QMRP monthiy and quarterly
summariea;.I revaialad no evidence that the QMRP
had brought the issue of the client rejecting the
CPAP machine (o the attention of the faciity's 4- A case canference will be held
Director of Nursing or the primary care physician vith the IDT including the psycht-
(PCP). ologist to discuss recommendati
and/ or interveantions necessary
4. Even though Client #2's record reflected that 8s a result of Client #2 refusin
she had been refusing tb cooperate with the use
of the CPAP machine since parly Juiy 2008 €0 wear her CPAP machine. 1/8/10
(almost 5 months before the survey), review of
the cilent's recbrd reveajsd no evidence that the 5. In the future, the PCP -will
psychologist had monitored the client's
CPAP-related BSP since Is inifiation in May review and monitor the use of
2009. On November 18, 2008 at 11:20 a.m., the Client #2's CPAP machine on a
QMRP and the RN acknowledged that there was quarterly basis. Evidence of
no evidence that the psychologist had been the review will he reflected in
monitoring the program and/or made the PCP's quarterly notes. 1/1/10
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introduced the medicatlon Trazpdona as a sleep
Inducer without first documenting a revisw and
approval by the Client #2's medical guardian (sae
W124) and by its Human Rights Commitiee (sae
W263),

6. Cross-refer to W129. There was no evidence
after 3 Incidents of alleged sexuaf abuss that the
PCP or a nurse had assessed Client#3 to
determine if any injury or abuse had oceurred.
483,460{c) NURSING SERVICES

The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
verification, the facfity's nursing staff falfed to
ensure nursing services In accordance with
cilents' needs, for one of the three cllents in tha
sample. (Client#3)

The finding includes:

The facliity failed to ensura that each cllent's
heaith status was reviewed by a Registered
Nurse (RN) on a quarterly or more frequent basis.

Review of Client #3's medicei record on
November 16, 2009 at 3:00 p.m. revealsd an
annual nursing assessment dated August 7,
2000. Further review of the cilent's record,
however, revealed no avidence that a quarterly
assessment had been performed since the
annuai nursing assessment. When interviewed
on Novemnber 18, 2000, at approximately 1:00
p.m., the RN acknowiedged that the quarterly
assessment had besn dua on November 7, 2009.

W 322

W3

6. In the future, the nurse and
the PCP will follow up on alle-
ged abuse or incideuts in a
timely manner.

The RN Supervisor will make a

schedule for annual and quarter]

nursing assessments. The primar;
nurse will complete the assess-
ment on time.

1/1/10

y

1/15/10
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In the sample. (Client#3)

483.460(k)(4) DRUG ADMINISTRATION

The system for drug administration must assura
that clients are taught to administer their own
medications If the interdiscipiinary team
determines that seli-adminlstration of medications
is an appropriate objective, and If tha physiclan
does not specify otherwise,

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility falled to implement an effective
system to ensure each client participated in a
self-medication program, for one the three clients

The finding inciudes:

During the medication administration on
November 16, 2009 at 8:00 p.m., the licensed
practical nurse (LPN) was observed asking Client
#3 to punch her medications from the bubble
pack. The client refused and the LPN was
observed preparing the cllent's medication and
pouring a cup of water. Interview with the LPN
during the medication administration indlcated
that Client #3 did not have a program
goal/objective to particlpate in the seif
administration process.

Revlew of Client #3's record on November 17,
2008 at approximately 10:00 a.m. ravealed no
evidence of a self-medication assessment, At
10:30 a.m., further review of Client #3's IPP dated
August 7, 2009 revealed no program goal or
objective for the cilent to receive training in
self-medication skills.

483.460(!)(1) DRUG STORAGE AND
RECORDKEEPING

W 371

W 381

elf medication administration
sessment will be completed and
eviewed annually by the RN. If
e Client is a candidate for
elf medication, a program will
be developed and implemented. |1/10/10
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The facility must store drugs under proper
conditions of security.

This STANDARD is not met as evidenced by:
Based on observation, staff Interview and record
verification, the facility falled to store drugs under
proper condition of security, for one of the three
cllents in the sample. (Client #2)

The finding includes:

On November 16, 2009 at 2:50 p.m. a plastic
bag of medication viais (five) was nbserved in the
facility's refrigerator. The bag of medications
contalned two fuli vials of Lantus Insulin and three
full vials of Novolog 100 units/m|. At 2:58 p.m.,
the house manager (HM) was informed that the
bag of medication was stored In the refrigerator
unsecured, The HM acknowledged the
unsacured vials of medication,

At 5:27 p.m., the licensed practical nurse (LPN)
arrived in the faciiity and shortly thereafter,
opened the refrigerator and retrieved the plastic
bag of insulin. When Interviewed, the LPN
acknowledged that all medications should be
iocked. After the LPN completed the medication
administration at 6:20 p.m., he was observed to
replace the medication bag back into the
refrigerator, unsecured.

On November 17, 2009 at 8:45 a.m., the bag of
medication was stored In the butter compartment
section of the refrigerator, stili not secured. On
November 18, 2009 at approximately 9;05 a.m.,
the RN was observed remaving the bag of -
insulins from the refrigerator, placing the bag Into
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a black lockbox and returning the box with
medications to the refrigerator.

W 393 | 483.460(n)(1) LABORATORY SERVICES

the laboratory must meet the requirements
specified in part 483 of this chapter.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facllity failed to enaure it met the
requirements for performing glucose monltoring
testing, for one of three clients In the sBmple.
(Client #2) ‘

The finding includes:

On November 16, 2009 at 5:32 p.m., the evening
medication nurse was observed performing a
fingerstick giucose test on Client #2 usinga
glucometer. Interview with the nurse ravealed
that Client #2 had a dlagnosis of Type Il diabetes
and was prescribed Lantus Insulin and Novolog
(on a sliding scale) to treat her heaith condition.

interview the next day (November 17, 2009) with
the RN, qualified mental retardation professional
and house manager, followed by the review of
records beginning at approximately 11:00 a.m.
revealed that the provider did not have a
certificate of walver as required by part 493 of the
Clinicai Laboratory Improvement Act (CLIA) to
perform laboratory services, such as glucose
monltoring within the facliity.

This Is a repeat deficlency. See Federal
Deficiency Report dated September 14, 2007,

W 436 | 483.470(g)(2) SPACE AND EQUIPMENT

| If a facility chooses to provide laboratory services,

W 381

W 393

W 436

The facility obtained a lock box

for Insulin. 11/21/09

Application for CLIA certificatipn
be submitted. 1/1/10
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The facility must fumish, maintain In good repair,
and teach clients to use and to make Informed
cholces about the use of dentures, eyegiassas,
hearing and other communications aids, braces,
and other devices identified by the
interdiscipiinary team as needed by the ciient.

This STANDARD Is not met as evidenced by:
Based on observation, interview and record
review, the faciilty falled to teach cllents to use
and make Informed cholces about the use of
dentures, for the one {of three) sampled clients
who had been prescribed dentures, (Client #1)

The findings Include:

During the November 18, 2009 Enirance
Conference, at approximately 8:45 a.m., the
house manager (HM) and qualified mental
retardation professional (QMRP) stated that
Client #1 had prescribed dentures. The client,
-however, reportedly left her dentures in a
restaurant while on vacation the first week of
October 2009. During a visit to Client #1's day
program, at 11:56 a.m., their program manager
confirmed that the client used dentures. She
thought, however, that the dentures had not fit
Properly, saying "I'm not sure if they're too big ar
too small.”™ She explained that while Client #1
wore them upon arrival In the moming, she wouid
remove them to drink water or eat. She further
stated that the client would put her dentures back
into her mouth without applying denture adhesive.
She never saw the client bring adhesive with her
to day program and did not know whather she
had received tralning on correctly inserting the
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1. A case conference was held on
November 20, 2009, regarding

Client #1's use of dentures.
Client #1 will have her dentures
replaced. The psychologist will
develop a plan that would assist]
Client #1 with keeping up with
her dentures. 2/1/10

2, The primary care nurse will
consult with the dentist on how
often Client #1 should apply
Polygrip. 1/15/10

3. Cross reference W192 . 271710
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Continued From page 43
dentures,

At 5:10 p.m. later that day, Cilent #1 asked this
surveyor if he would attend her meating Friday.
The HM, who was presant at the time, explained
that there was a case conference scheduled to
discuss her denturas. It was not clear whather
she would raceive new denturas, At 5:12 p.m.,
the cllent told the HM that she wanted her
dentures replaced. Further interview with the HM
revealed that she was unsure whather the cllent's
denture-maintenance skills had been assessed,
Since she became HM in June 2009, she had
only seen staff appiying the adhesive (Polygrip).
She too had seen the ciient remove her dentures
at meals. She did not know whethar there was
any adheslive left on tha dentures when the cllent
put them back In afterwards. She thought
perhaps the dient licked the adhesive off the
dentures. She aiso confirmed that the cllent did
not take Folygrip with her to day program.

Client #1's interdlsclpiinary team had mat on
September 21, 2009 for her annual Individuai
Support Plan (ISF) mesting. On November 17,
2008 at 10:33 a.m., review of tha ISP revealed
that she had seen her dentist a-year earfler, on
November 26, 2008 and there was "no issue -
continue to use Polygrip.” For parsonal hydiens,
the ISP Indicated that staff wera responsible for
providing “remindars for thorough dentai care.”
Further review of her records, howavar, falled to
show evidence that her denture-maintenance
skilis had been fuily assessed. Her plan did not
reflect any past or current denture-related goais
or objactives,

On November 17, 2009 at 4:16 p.m.,, review of
Cllent #1’s dental records revealed that sha had

W 436
‘ t. Client #1 and staff will receive
adequate training on dental car:#

needs including how to apply :
Polygrip before meals. 1/15/10
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been to the dentist on October 22, 2008 for an
“annual’ evaluation. The dentlst wrote the
following: "Pt should wear adheslive {Poiygrip) to
secure dentures. This will assist her eating with
the dentures. Apply 30 minutes before meals.
Remove dentures and clean at night." Client#1
returned to the dentist approximately 1 month
later. On November 26, 2008, the dentist wrote
“Pt should put Polygrip to lower denture before
meals to eat comfortably and to secure the
dentures. No other problems were found."

The Reglstered Nurse, QMRP and HM were
interviewed a few minutes later. The RN, who
had worked In the facility since May 2008, stated
that she had not assessed Client #1's
denture-care skilis nor had she observed the
cllent apply adhesive or install the dentures into
her mouth. The HM shared with the others what
she had stated the previous evening: that she had
seen staff apply the adhesive but not the dilent,
and that she suspected that the client might lick
the Polygrip off her gums and/or dentures, The
HM thought the facliity had been clted previously
and had subsequently developed a
denture-rejated tralning program. She and the
QMRP agreed to seek relevant progress notes,
assessments, training data or any other
documentation. No additional information was
presented before the survey ended two days.
fater,

In summary, there was no evidence that the
facllity assessed Client #1's denture-care skilis
and deveioped appropriate training. in addition,
there was no evidencs that the facliity's QMRP
monitored and coordinated har denture needs
with the day program to ensure that she received
necessary and appropriate support and/or
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training.
483.470(1)(1) INFECTION CONTROL

There must be an active program for the
prevantion, control, and investigation of infaction
and communicable diseases,

This STANDARD Is not met as evidenced by:
Based on observation, intarview and record
review, the facllity faiied to implement infectious
control procedures to pravant communicable
infectious diseases, for six of the six clients
residing In the facllity. (Clients #2, #3, #4, and #8)

The findings include:

On November 18, 2009, at 7:40 a.m., direct care
staff was obsarved combing and brushing Client
#4's hair. At 7:42 p.m., ., direct care staff was
observed coming and brushing Cllent#2, #3 and
#8's halr. Ali the while, the direct care staff ussd
the same comb and brush on all four of the
cllents. Interview with the Qualified Mental
Retardation Professional {QMRP) and House
manager on November 18, 2009, at
approximately 10;30 a.m., Indicated that the
clients have indlvidual combs and brushes.
During the environmental inspection on
Novamber 19, 2009, at 11:10 a.m,, a comb and
brushes was observed in each clients bedrooms.
483.480(a){1) FOOD AND NUTRITION
SERVICES

Each cliant must receive a nourishing,
wall-balanced dlat including modified and
speclally-prescribed diets,

W 436

W 455

W 460

A1l Individuals will receive the
own comb and brush. Staff will r
ceive adequate training on imple;
enting infectious control proce:
dures to prevent communicable
infectious diseases.

1272/
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This STANDARD Is not met as evidenced by
Based pn cbservation and record review, the
facllity falied {o ensure that cllents received foods
that were consistent with their prescribed diabetic
diet, for the one client with diabetes out of a total
resident population of six. {Cllent #2)
The findings inciude:
On November 16, 2009 at approximately 5:48 1. Cross reference W460.5 12/18/09
p.m., Cilent #2 sat down at the dining room tabie. :
The client, who had insulin-dependent diabetes, 2. Cross reference W460.5 12/18/09
had just come downstairs from having her biood 3. Cross reference W460.5 h2/18/09

sugar checked and receiving insulin. A direct
support staff person brought famiiy-styie serving
plates of foods to the table, including broiled fish,
green beans and pasta noodies,

1. After assisting Ciient #2 with the fish and
green beans, the staff person handed her a
1/2-cup measuring cup and walked back to the
kitchen. Using the measuring cup, the ciient (now
seated aione) piaced four 1/2-cup servings of
pasta noodles onto her plate. At 5:53 p.m., the
staff person returned to the table and saw the pile
of noodles on the plate. The staff toid the ciient
“you're not supposed to have sb much* and
began rernoving noodles from the plats. The
cilent Immedlately protested and the staff person
stopped the process after removing
approximately 1/2 cup of noodies. Approximately
1 1/2 cup of noodies remained on the piate, which
was 3 times the quantity (1/2 cup) prescribed on
the menu. She ate averything on her plate within
the next seven minutes.

2, Atthe sarne dinner, staff brought Client #2 a
bottle of regular ketchup from the refrigerator.
The client squsezed a generous portion of
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 Client #2 made her own peanut butter and jelly

Continued From page 47

ketchup onto her fish, Subsequent review of the
label an the ketchup bottie revealad that it was
sweetened with 4 grams sugar per Tablespoon,
and provided 15 caiories per Tabiespoon,

3. The next day, November 17, 2008, Client #2
returned from day program with her peers at 3:10
P-m. Within a few minutes, she asked staff for g
peanut butter and jelly sandwich. At 3:28 p.m,,

sandwich, using approximately 3 Tablespoons of
Concord Grape Jam, Subsequent review of the
label revealed that the jam was made with reguiar
sugar, and provided 50 caiories per Tablespoon.

4. On Navember 18, 2009, review of Cilent #2's
physiclan's orders revealed the diet order: 1800
caiorie ADA, low fat, iow cholesteroi, low sodium
diet. As such, steff were to discourage
concentrated sweets, use artificial sweeteners
and sugar-free, unsweetened food items, Earller
that day, beginning at approximately 10:26 a.m.,
interview with two direct support steff (one of
whom did the grocery shopping for the house),
revealed that they sought food items that were
low fat, but not sugar-free or reduced sugar.
When asked about diabetes, the staff affirmed
that they were both aware that Client #2 had
diabetes. Howaver, as the Interview progressad,
they kept retuming to the issue of "jow fat." When
asked if they purchase reduced sugar foods such
as condiments and jams, they rapiled "no,"
adding that they did not see such itams offerad in
the grocery store whare they did the shopping, At
10:40 a.m., ona of the two staff said she thought
it wouid be difficult to bffer meals that were suited
to the specialized needs of 5 or 6 different
prescribed diets,

W 460

4. Cross reference W460.5 12/18/09
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5. Further Interview with the two staff on the
moming of November 18, 2009 revealed that
nelther staff had received dletary training fronr the
facllity's nutrition consultant, At1:00 p.m., review
of staff In-service training recerds confirmed that
there had been no documented nutrition training,
to include speclality dlets such as diabetic dlats,
menu planning, food substitutions and portion
control,

6. On Novamber 18, 2009, obeervation of the
facility's refrigerator cenfirmed what staff had
stated on the day befors, that they did not
purchase foods indicated for a diabetic diet. They
had just shopped for groceries on the previous
day; however, there were no sugar-free or
reduced sugar condlments, Jams or other food
ltems observed in the refrigerator.

it shotild be noted that Client #2 recelved finger
sticks twice dally, to monitor her biood sugar.
According to her orders, she received a Lanius
insulin Injection every moming, regardiess of the
blood sugar reading. In addition to the Lantus,
she was to recsive an injection of Novolag insulin
if her biood sugar eveis warranted It in the
moming or evening. If her blood sugar reading
was below 150, she would not need a Novolog
Injection. If it were above 150, then she received
an injection of Novolog on & "sliding scale;” the
amount administered wes dependent on the
actual bloed sugar reading. On November 18,
2009 at approximately 11:55 a,m., review of the
client's Madication Administration Records for
-September, Qetober and November 2005
revealed frequent Novolog injections were
documented.

Thers was no evidence that the facliity provided

- The staff will receive adequate
raining by the nutritiénist on
labetic diets, memu plamuing,
ood substitutions and portion
ontrol. Staff will continue to
eceive follow-up dietary train-
on a quarterly basis. Sugar—
free items will be purchased for

Client #2, ' 12/18/09

b. Cross reference W460.5 12/18/09
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dletary supports and services to adequately
address Client #2's diabetic needs, and minimize
the frequency of administering multiple injections
of Insulin.
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INITIAL COMMENTS

On Navember 2, 2009, the State Agency (SA)
received written notification by the facility's
Incident Management Coordinator {IMC) of an
allegation of resldent-to-resident abuse {sexual
advances). An on-site investigation was initiated
an November 6, 2009. The findings of the
investigation were based on interviews with the
quaiified mental retardation professipnal (QMRP),
facility's direct and management staff, review of
the resident' habiiitation, medical, and
administrative records, and the review of the
faciiity's incldent management system.

The Investigation reveaied that in addition to
making inappropriate sexual advances towards
her peer, the resident in question repeatedly laft
the facliity without proper staff escort for safety. It
was determined that the facliity failed to
adequately protect her safety during the pericd
July 30, 2008 - September 30, 2008.

Findings of the Investigation led to the annual
llcensure survey which began on November 16,
2009. The resident who had beer touched
inappropriately by a peer was included In the
racertification sample. Two other residents were
selected at random. The {nvestigative findings
conceming the fourth resident ware included in
this report, as a focused review of her behavior
support needs and staff supervision/safety needs.

3504.1 HOUSEKEEPING

The interlor and exterior of 2ach GHMRP shall be
maintained In a safe, clean, orderly, attractive,
and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionabie
odors.

1000

1080

Cross reference W129
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i 090 | Continued From page 1 1 080
This Statute is not met as evidenced by:
Based on observation and interview, the Group
Home for the Mentaily Retarded (GHMRP) failed
to ensure the interior and exterior of the GHMRP
was maintalned in a safe, cigan, orderly,
attractive, and sanitary manner for six of six
rasidents included residing in the fagility.
(Residents #1, #2, #3, #4, #5 and #56)
The findings include:
An environmental inspection conducted on
November 19, 2008, beglnning at 11:10 a.m.
revealed the following:
1. There was chipping palnt on the uppear 1. Upper stairwell will be repair
stairwell; red and painted. 12/30/09
2. Thare were water stains and chipping paint in 2. All window frames within the |
the dining room above the window frame; dining room will be repaired and
' painted. 12/30/09
3. There was chipping paint in In Resident #4's .
bedroom; 3. Regident #4's bedroom will be 4
4. The front porch had chipping and pesling paint painted. 12/30/0
on the fioor;
4. Chipped and peeling paint will
5. There was chipping and peeling paint and rust be removed from floor. 127/30/09
on the metal banister on the front porch;
5. Metal bammister on front porcp
6. The green carpet on the front steps had a
large tear (a potential trip hazard); will be painted. 12/30/09
7. Tha porch had cob wabs In the comers of the 6. Carpet on front steps will be
celling; replaced. 12/30/09
8. The wooden threshold at the base of the front 7. Cob webs in cormers of porch :
door was wom and aged; and, ceiling will be removed. 12/30/09
Teaith Aegulation Administation
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1080 Continued From page 2 1030 [8. The wooden threshold at the
lbase of the front door will be
9. one of the screens on the back screen door laced 12/30/0
had a large tear (approximately 10 inches in replaced. 91
length).
The qualified mental retardation professional
(QMRP) confirmed the findings. 9. The back screem on the back
door will be replaced, 12/30/09
1 203) 3509.3 PERSONNEL POLICIES 1203
Each supervisor shali discuss the contents of job
descriptions with each empioyee at the beginning
empicyment and at least annuaily thereafter,
This Statute is not met as evidenced by:
Based on interview and record review, the
GHMREF falied to have on file for review, current
fob descriptions for all employees, for three out of
eleven staff. (Staff #3, #5 and #6)
The Management Staff will review
The finding inciudes: staff job descriptions amnually.
Interview with the qualified mental retardation ::aif #3; "f’ ﬁ #: h:ve
professional (QMRP) and review of the GHMRP's elr job descriptions rev m‘i‘j 715710
personnei files conducted on November 16,
2009, beginning at 12:08 p.m., revealed the .
GHMRP falied to provide evidence that the facliity
discussed the contents of job descriptions with all
staff. it should be noted that the presented
records did not inciude a job descriptions for Staff
#3, #5 and #6.
1 206/ 3509.6 PERSONNEL POLICIES | 208

Each empioyee, prior to employment and
annually thereafter, shail provide a physician ' s
certification that a health inventory has been
performed and that the empioyee ' s heaith status
wouid aliow him or her to perform the required
duties.

esith Ragulation Administiration
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1206 Continved From page 3 1208 gement Staff will coordinate

ealth certification for all

irect Care Aids annually. Evi-
ence of renewed physical certi-
fication will be in all employeis

Based on interview and record review, the ersonnel file one month prior t
GHMRP failed to snsure that each employee, the expiration of the current
prior to employment and annually thereafter, certificate-on file, 1/15/10
provided evidence of a physician's certification
that documented a health inventery had been
performed and that the employee's heaith status
would aliow him or her to perform the required
duties, for five of the eleven staff, two of the six
nurses, and one of the ten consuitants.

This Statute Is not met as evidenced by:

ence of physician's certi-
The finding inciudes: fications for staff (#1, #2, #3,

#5, and #7) two nurses (#1 and
Interview with the qualified mentai retardation :

professional (QMRP) and review of the personnel #2) and one consultant will be
records on November 16, 2009, beginning at Placed in their persomnel by
12:06 p.m., revealed the GHMRP falled tp Jan 15, 2010. ' 1/15/10
provide evidence that current health ceriificates '

were on flle for five of the eleven staff (Staff #1,
#2, #3, #5 and #7), two of the six nurses (Nurses
#1 and #2) and one of the ten consultents
{Consuitant #1).

| 227} 3510.5(d) STAFF TRAINING 1227

Each training program shall include, but not be
iimited to, the following:

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

This Statute is not met as evidenced by:
Based on interview and record review, the Group

ealth Regulation Adminiairation
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1227 | Continued From page 4 227  [The Management Staff will coor-
Home for Mentally Retarded Persons (GHMRP) dinate CPR and First Aid tr B
failed to have on file for review current training in for staff #4, #6, and #8. In
CPR and first aid, for two of the eleven staff, the future, evidence of renewe
CPR and First Afd certificates
The finding includes: will be placed in all employees
N personnel file one month prior
Review of the personnel and training records on
November 16, 2008, beginning at 12:06 p.m., to the expiration of the curreft
revealed the GHMRP falled to provide certificate on file. 1/15/10
documentation of staff training in
cardiopulmonary resuscitation (CPRY), for two of
the eleven staff (Staff #4 and #5) and first aid
training, for two of the eleven staff (Staff #4 and
#8).
1229 3610.5(f) STAFF TRAINING 1229

Each training program shall include, but not be
iimited to, the foliowing:

(f) Specialty areas reiatad to the GHMRP and the
residents to be served Inciuding, but not limited
to, behaviar management, sexuality, nutrition,
recreation, total communications, and assistive
technoiogles;

This Statute Is not met as evidenced by:

Based on observation, interview and record
review, the facility falied to ensure that aii staff
were trained and competent to provide
asslstance in-accordance with the residents
nutritional needs, for one of the three residents in
the sampie. (Resident #2)

The finding includes:

On November 16, 2009 at approximately 5:46
p.m., Resident #2 sat down at the dining room
table. The resident, who had insufin-dependent
diabetes, had just come downstairs from having
her biood sugar checked and receiving Insulin. A
ealth Regulation Adminigiration ‘
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{228 | Continued From page 5 229
direct support staff person brought family-style
serving plates of foods to the table, including
broiled fish, green beans and pasta noodles.
1. After assisting Resident #2 with the fish and 1. Cross reference W460.5 12/18/09

green beans, the staff person handed her a
1/2-cup measuring cup and walked back to the
kitchen. Using the msasuring cup, the resident 2. Cross reference W460.5 12/18/09
(now seatad alons) piaced four 1/2-cup servings
of pasta noodies onto her plate. At5:53 p.m., the
staff person retumed to the table and saw the piie
of noodies on the piate. The staff toid the
resident "you're not supposed to have so much” 3. Cross reference W460.5 12/18/09
and began removing noodles from the plate, The
resident immediately protested and the staff
person stopped the process aftar removing
approximately 1/2 cup of noodies. Approximately
1 1/2 cup of noodles remained on the plate,
which was 3 times the quantity (1/2 cup)
prescribed on the menu. She ate everything on
her plate within the next seven minutes.

2, Atthe same dinner, staff brought Resident #2
a bottle of regular ketchup from the refrigerator.
The client squeezed a generous portion of
ketchup onto her fish. Subsequant review of the
label on the ketchup bottte revealed that it was
swaetened with 4 grams sugar per Tablespoon,
and provided 15 calories per Tabiespoon,

3. The next day, November 17, 2009, Resident
#2 retumed from day program with her peers at
3:10 p.m. Within a few minutes, she asked staff
for a peanut butter and jeily sandwich, At 3:28
p.m., Resident#2 made her own peanut butter
and jelly sandwich, using approximately 3
Tablaspoons of Concord Grape Jam.
Subsequent review of the label revealed that the
jam was made with regular sugar, and provided
50 calories per Tablespoon.

Health Regulation Administration :
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revealed that they sought food items that were
low fat, but not sugar-free or reduced sugar.
When asked about diabetes, the staff affirmed
that they were both aware that Resident#2 had
diabetes. However, as the Interview progressed,
they kept retumning to the issue of "ow fat.”

When asked If they purchase reduced sugar
foods such as condiments and jams, they repiied
"no," adding that they did not see such items
offered in the grocery store where thay did the
shopping. At 10:40 a.m., one of the two staff sald
she thought it would be difficult to offer meals that
were suited to the specialized needs of 5 or 6
different prescribed diets.

5. Further interview with the two staff on the
moming of November 18, 2009 revealed that
neither staff had received dietary training from the
facility's nutritton consultant. At 1:00 p.m., review
of staff In-service training records confirmed that
there had been no documented nutrition training,
to Include speciality dists such as diabetic diets,
menu planning, food substitutions and portion
control.

6. On Novembar 19, 2008, observation of the
facliity's refrigeretor confirmed what staff had
stated on the day befors, that they did not
purchase foods indicated for a diabetic dlet.
They had just shoppad for groceries on the

{X4) 1D SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHDULD BE COMPLETE
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1229) Continued From page 6 1229
4. On November 18, 2008, review of Resident ‘l.Croés reference W460.5 12/18/09
#2's physician's orders revealsd the dist order:
1800 calorie ADA, low fat, low cholesterol, low
sodlum dist. As such, staff were to discourage
concentrated swests, use artificial swesteners 5. Cross reference W460.5 12/18/09
and sugar-free, unswestened food items. Eariler
that day, beginning at approximately 10:25 a.m.,
interview with two direct support staff (one of
whom did the grocery shopping for the house), 6. Cross reference W460.5 12/18/09|
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previous day; however, there were no sugar-free
or reduced sugar condiments, jams or othar food
items observed in the refrigerator.

It should be noted that Resident #2 recaived
finger sticks twice dally, to monitor her biood
sugar. According to her orders, she received a
Lantuss insulin injection every moming,
regardless of the blood sugar reading. in addition
to the Lantuss, she was to receive an Injection of
Novoiog insuiln if her blood sugar ievels
warranted it in the moming or evening. If her
biood sugar reading was below 150, she would
not need a Novolog injection. if it were above
150, then she received an injection of Novolog on
a "siiding scale;" the amount administered was
dependent on the actuai blood sugar reading. On
November 18, 2009 at approximately 11:55 a.m.,,
raview of the client's Medication Administration
Records for September, October and November
2009 revealed frequent Novolog Injections were
documented,

There was no evidence that the facliity provided
dletary supports and services to adequately
address Resldent #2's diabetic needs, and
minimize the frequency of administering muiltiple
injections of insulin.

3510.5(l) STAFF TRAINING

Each training program shall include, but not be
limited to, the foliowing:

(i) Training of the residents in the maintenance of
oral health and hygiens,

This Statute s not met as svidenced by:
Based on observation, interview and record
review, the facility failed to teach clients to use

229

232
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Continued From page 8

and make informed choices about the use of
dentures, for the one (of three) sampled residents
who had been prescribed dentures. (Resldent
#1) ‘

The findings include;

During the November 16, 2009 Entrance
Conference, at approximately 9:45 a.m., the
house manager (HM) and quaiifisd mentai
retardation professionai (QMRP) stated that
Resident #1 had prescribed dentures. The
resident, however, raportediy left her dentures in
a restaurant whiie on vacation the first weak of
October 2009. During a visit to Resident#1's
day program, at 11:56 a.m,, thelr program
manager canfimed that the resident used
dentures. She thought, however, that the
dentures had not fit properiy, saylng "I'm not sure
if they're too big or too small.” She explained that
while Resident #1 wore them upon arrival in the
moming, she would remave them to drink water
or eat. She further stated that the resldent wouid
put her dentures back into her mouth without
applying denture adhesive. She never saw the
client bring adhesive with her to day program and
did not know whether she had recelved fralning
on correctly inserting the dentures.

At 5:10 p.m, later that day, Resident #1 asked
this surveyor if he would attend her meeting
Friday. The HM, who was present at the time,
expiained that there was a case conferance
scheduled to discuss her denturas. [t was not
clear whether she would receive new dentures.
At 5:12 p.m., the cilent toid the HM that she
wantad her dentures replaced, Further interview
with the HM revealed that she was unsure
whether the resident's denture-malntenance skills
had been assessed. Since she became HM in

1232
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June 2009, she had only seen staff applying the
adhesive (Polygrip). She too had seen the
resident remove her dentures at meals. She did
not know whether there was any adhesive left on
the dentures when the resident put them back in
afterwards. She thought perhaps the resldent
licked the adhesive off the dentures. She also
confirmed that the cllent did not take Polygrip with
her tp day program.

Resident #1's interdisciplinary team had mst on
September 21, 2009 for her annual Individual
Support Plan (iSP) meeting. On November 17,
2009 at 10:33 a.m,, review of the ISP revealed
that she had seen her dentist a year earfler, on
November 26, 2008 and there was "no ssue -
continue to use Polygrip." For personal hygiens,
the ISP indicated that staff were responslble for
providing “reminders for thorough dental care."
Further revlew of her records, however, falied to
show evidence that her denture-malntenance
skills had been fully assessed. Her plan did not
reflect eny past pr current denture-related goals
or objectivas.

On November 17, 2009 at 4;16 p.m., review of
Resldent #1's dental records revealed that she
had been to the dentist on October 22, 2008 for
an "annual” evaluation. The dentist wrote the
foilowing: "Pt.should wear adhesive {Polygrip) to
securs dentures. This will asslist her eating with
the dentures. Apply 30 minutes before meals.
Remove dantures and clean at night." Resident
#1 returned to the denlist approximately 1 month
later. On November 26, 2008, the dentist wrote
Pt should put Polygrip to lower denture before
meals to eat comfortably and to secure the
dentures. No other problems were found."

The Registered Nurse, QMRP and HM were

Jeanth Regulation Administration
STATE FOAM un 7ZC111 If confinuation sheat 10 of 37
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Continued From page 10

Interviewed a few minutes later, The RN, who
had worked n the facllity since May 2000, stated
that she had not assessed Resident #1's
denture-care skills nor had she gbserved the
client apply adhesive or instaii the dentures into
her mouth, The HM shared with the others what
she had stated the previous evening; that she
had seen staff apply the adhesive but not the
client, and that she suspected that the client
might lick the Polygrip off her gums and/or
dentures. The HM thought the facifty had been
clted previously and had subsequently developed
a denture-related tralning program. She and the
QMRP agreed to seek reievant progress notes,
assessments, training data or any other
documentation. No additional Information was
presented before the survey ended two days
iater.

In summary, there was no evidence that the
facility assessed Resjdent #1's denture-care skills
and developed appropriate training. In addition,
there was no evidence that the facliity's QMRP
monitored and coardinated her denture needs
with the day program to ensure that she recelved
necessary and appropriate support and/or
training.

3519.10 EMERGENCIES

in addition to the reporting requirement in 3519.5,
each GHMRP shall notify the Department of
Health, Health Faciilties Division of any athar
Unusual incident or event which substantiaily
Interferes with a rasident ' s heaith, welfare, living
arrangement, well being or in any other way
places the resident at risk. Such notification shall
be made by teiephone immediatsly and shall be
followed up by written notification within

232

1379
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twenty-four (24) hours or the next work day.
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This Statute is not met as avidanced by:

Based on interview and record review, the facility
falied to ensure that injuries of unknown origin
and incidents of negiect were consistently
reportad to the Department of Haalth, Health
Regulation and Licensing Administration, in
accordance with District law (22 DCMR, Chapter
35, Sectlon 3519.10), for three of the six
residents residing in the facility. (Residents #3,
#4 and #8)

The findings inciude:

1. On November 16, 2009 at approximately 4:00
p.m., Resident #6 informed a diract care staff that
she had besn hit on her buttock by a "boy" at her
day program. The client then statad that it
"hurts." At 6:10 p.m., the ciient toid a licensed
practical nursa (LPN) that har right buttock hurt,
The LPN attempted to assess the area, howaver,
the resident refused. A moment tater, the house
manager/trained medication employee (HM/TME)
assessed the resident's buttock and stated that
no bruising or visible injury was noted. The LPN
then administered Tyieno for pain. On
November 18, 2009, follow-up interview with the
HM/TME revealed that the injury of unknown
origin had not been reported to the administrator
as required,

2. Cross-refer to W149.1a-d. According to
incident reports, and confirmed through ,
interviews with the QMRP, Resident #4 ran out of
the facility and into the street on July 29, 2009,
On Septembar 22, 2009, Resident #4 iaft the
group home without staff escort at approximately
7:15 p.m. and could not be located. Law

1379

l. Crogss reference W153.2

?. Cross reference W153.3

12/18/09

12/18/09
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Continved From page 12

enforcement (Metropolitan Police Department -
MPD) was contacted. The resident was iocated
at a [ocal restaurent and was escorted back to
the facility at approximately 7:38 p.m. Then on
September 24, 2009, Resident #4 attemnpted to
leave the group home without staff escort at 5:45
p-m. Staff intervened; howaver, the client
succeeded at leaving the faclilty without staff 15
minutes later. Law enforcement (MPD) was
again contacted and they escorted her back o
tha facillty at approximately 6:35 p.m. Six days
later, on September 30, 2008, Resident #4 laft
the group home without staff escort on thrae
separate occasions (2:05 p.m., 3:15 p.m., and
3:45 p.m.). The SA only received notifications of
the Incidents that occurred on Juiy 29, 2009 and
Septembar 30, 2009,

Thare was no evidance that the SA was notified
of the incidents on Saptember 22 and 24, 2008.

3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS :

Professional services shall include both diagnosls
and evaluation, including identification of
developmental levels and needs, treatment
services, and services designed to pravent
daterioration or further ioss of function by the
resident.

This Statute Is not met as evidenced by:

Based on observation, interview and record
review, the facllity failed to ensure each resident
had a comprehensive assessment that depicted
her behavior management nesd s, for two of the
six residents of the facllity. (Residents #2 and
#4)

The findings include:

379
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money-begging behavlor, as follows:

On November 16, 2009, Resident #2 returned
home from her day program at 3:27 p.m. Upon
antering the facility, she immediately approached
this surveyor In the Iiving room and requested $3.
Although she was directed to go locate staff, she
remalned standing in place. A moment later,
Resident #5 walked near Resident #2. Resident
#2 asked her for money. Resident #5 agreed to
give her $1, reached into her purse and gave her
a $1 bill,

Simllarly, on November 17, 2009, Resident #2
retumad hame from her day program at 3:10 p.m.
Within a minute or two, she approached another
visitor and asked him for money. At3:18 p.m.,
Interview with a direct support staff person
revealad that Resident #2 asked strangers for
money "ali of the time ... anyone she sees out In
stores ... community ...even if she aiready has
money..." The staff person responded "yes"
when asked if It was one of the resident's
targeted maledaptive behaviors. When asked
what the psychologlst recommended, the staff
person steted she did not know because she did
not "go to those appointments.” On November
18, 2009 at 11:20 a.m., the house manager
stated that Resident #2 frequently asked people
to give her money. She too indicated that It was
a targetad behavipr.

However, on November 19, 2009 beginning at
approximateiy 8:50 a.m., review of Resident #2's
behavior support pian (BSP) dated April 18, 2009
revealed that it did not address begging for
money, and her Annual Psychological Evaluation
dated May 22, 2008 showed no evidence that the

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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DEFICIENCY}
1 401| Continued From page 13 1 401
1. The facility failed tp assess Rasldent #2's 1. Cross reference W214 1/8/10
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Continued From page 14
behavlor had baen assessed,

2. There was no evidence that Resident #2's
behavior of exposing herself to men had been
assessed by the psychologist, as follows:

On November 16, 2008, Resident #2 ratumed
home from her day program at 3:27 p.m. and
immediately approached thls surveyor in the
living room. After seeking money from a faw
people, she tumed to this surveyor and pulled her
loose-fitting blouse down so that both breasts
were fully exposed. The action appeared to be
deliberate,

When Interviewed on November 18, 2009
beginning at 11:20 a.m., the house manager
stated that Resident #2 was not known to expose
her breasts to men. A few minutes further Into
the interview, however, the house manager
revealed that the client previously had exposed
herself to the {male) evening medication nurse.
This reportediy had occurred several times, The
resident had even started taking her showers at a
time that coincided with the nurse’s arrival to the -
facllity for evening medication pass. According to
the house manager, staff ware now teliing Client
#2 that she should shower at other times of the
day. The house manager acknowledged that
staff were mostly female and there were not
many occasions when men were in the facillty.
Further Interview and review of her Annual
Psychologlcal Evaiuation dated May 22, 2009
revealed no evidence thet this behavior had been
brought to the attention of the psychoiogist and/or
interdisciplinary team to determine what, if any,
interventions might be warrantad,

3. Cross-refer to the Federel Deficiency Report -
Cltation W148.1. On November 8, 2009 at

1401

3-

2. Cross reference W214.2

1/8/10

Cross rteference W129 12/24/09
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Continued From page 15

approximateiy 11:30 a.m., a review of Behavior
Support Pian (BSP) dated May 27, 2008,
revaaled that one of Resident #4's target
behaviors was "Inappropriate touching
{non-sexuai touching of others).” Further review
of the BSP falled to reveal that sexual advances
on her peers had been reported as a targat
behavior. According to the staff, this sexual
behavior was a new behavior which aliegedly had
been reported {o the psychoiogist. Further review
of the habllitation records, however, did not
evidence that any documentation or any baseiine
data had been completed to determine the
frequency of this new behavior.

Note: The qualified mental retardation
professicnal (QMRP)} and the house manager
Indicated that Resident #4 had received a
sexvailty assessment on September 11, 2008
(nearly 2 months ago}. Further interview,
however, revealed that the assessment report
had not yet been forwarded to the psycholpgist
and QMRP in order to astablish appropriate
intervention strategies.

3521.3 HABILITATION AND TRAINING

Each GHMRP shall provide habliitation, training
and assistance to residents in accordance with
the resident ' s Individuai Habilitation Pian.

This Statute Is not met as evidenced by:
Based on ohservatipn, interview and record
review, faciiity staff falled to consistently
implement residents behavior support plans at
the needed frequency, for two of the three
residents in the sample. (Residents #2 and #3)

Thae findings inciude:

1 401

| 422
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1. Resldent#2 was obseyved in her home on
Navember 16, 2008 between 3:27 p.m. - 6:25
p.m. During the first part of the observation
period, facility staff falied to Implement
proactive/praventive as well as intarvention
strategies as outiined in the rasident's behavior
support plan (BSP), as follows:.

At 3:27 p.m., Resident #2 enterad the home with
staff and peers. She immediataly approached
this surveyor in the fiving room and requasted $3.
Although she was directad to seek staff, she
remained standing in place. A moment iater,
Resident #5 walked up to her iocation. Resident
#2 askad her for money. Resident#5 agreed to
give her $1, reached into her purse and gave her
a $1 bll. There were no direct support staff
nearby cbserving these Intaractions, Staff did not
engage Resident #2 during the first 15-minute
perind,

At 3:42 p.m., Resident #2 asked staff for a
peanut butter and Jeily sandwich. Staff first
suggestad a cheese sandwich as an aitemative -
but then gave her a banana. At 3:55 p.m., she
was offered a giass of watar, which she drank
while standing behind Resident #3's chair. A
brisf, physical aitarcation between Resident #3
and Resident#2 transpired (after Resident #3 hit
#2). For the 10 minutes that followed, Resident
#2 stood at one comer of the dining room tabie,
muttering in a low voice and staff did not interact
with her.

At approximately 4.06 p.m., staff tried to engage
Resident #2 in a puzzle or other activity; however,
did not respond. The staff then asked "What dp
you like"” to which she repiled "nothing." For the
next 28 minutes, Resident #2 sat at the dining
room table watching psers and staff, not engaged

| 422
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in any meaningfui activity, and muttering
incessantly in a low vplee, At4:38 p.m., she
stuck her finger in her nose briefly but there was
no staff intervention. At 4:41 p.m., Resident #2
told a peer sitting near her to iet go of her $1 bili;
the peer complied and staff said nothing. By
then, staff had not angaged Resident #2 for over
a haif-hour. At 4:43 p.m., Resident #2 suddenly
pounded her fist on the dining room table, loudiy,
which startled Residents #1, #3 and others at the
table. Staff toid Resident #2 to "stop" but then
sald nothing more. The client remained seated at
the table for another 40 minutes, untli 5:26 p.m.,
muttering in a low voice and not engagedina
meaningful activity. The medication nurse arrived
at approximataly 5:26 p.m. and Resident #2
foliowed him upstairs.

On Novernber 17, 2009 at 3:18 p.m., Interview
with a direct support staff person revealed that

| Resident #2 asked strangers for money "aii of the

time ... anyone she sees out in stores . .
community ...even If she already has money..."
On November 18, 2008 at 11:20 a.m., the house
manager stated that staff were instructed to
"keep within earshot but not hover” over her.
They should monitor her, keep her engaged to
the extent that she allows and intarvena when
necessary to address behaviors. She further
indicated that Residant #2 frequently asked
people to give her money,

On November 19, 2009 beginning at
approximately 9:50 a.m., review of Resident #2's
BSP datad April 16, 2009 revealed the following:
"Prevention .., Is the most important factor ...
observe closely for signs of deteriorating
behaviors and act promptly ... If staff notice
<resident's name> starfing to get upset they
should intervene before she has a ful| fledged

1422
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episode. Early signs include pacing ... mumbling
... Staff shouid take control the moment they see
<cllent's name> starting to lose control. There is
ha reason to wait for a fuli-blown probiem
behavior ... As <resident’s name> calms down,
sha shouid be told exactly what to do next. When
she stars the requested behavior, staff shouid
reward her" for foliowing their request.
“Intervention ... Tell her to STOP!... when
<resident's name> starts to do something
Inappropriate ... teil her specifically something to
do.” Observations on November 18, 2009,
however, revealed that:

a. Staff did not stay within earshot during the first
16 minutes after Resident #2 and her peers
returned from day program. Interviews indicated
that staff were unaware that the client had asked
this surveyor and Resldent #5 for money.

b. Staff made oniy two attempts to engage
Resident#2 in a meaningfui activity during the
two-hour observation period (3:27 p.m. - 5:26
p.m.), even though she was observed pacing and
mumbiing throughout much of that time,

¢. When Resldent #2 pounded her fist on the
tabie that afternoon, staff told her to "stopl" They
did not, however, tell her specifically something to
do, as indicated in her BSP,

2. On November 16, 2009 at 3:45 p.m., Resldent
#3 was abserved having a snack. After the client
completed her snack, she was observed hitting
Resident #2, three times. Staff Immediately
asked Resident #3 1o "STOP.” The cllent started
screaming and staff replied “just stand there and
continue screaming.” A moment iater, the cilent
waiked into the kitchen, piaced a cup in the trash
can, then moved to the sink and started

1422
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screaming and banging her spoon on the sink.
Staff ignored the second outburst at the sink.

Interview with the diract care staff at 3:58 p.m.
revealed that Resident #3 had a behavior support
pian (BSP) to address her behaviors of
screaming and physicai aggression. Subsequent
review of Resident #3's BSP dated August 4,
2008 confirmed the targeted behaviors of
"scraaming and physicai aggression.”
Intervention strategies to address the screaming
behavior were as foiiows:

- the resident should be under the supervision of
a dedicated 1:1 staff member at ail times;

- the resldent should be encouraged to engage In
activities that calm her (l.a., taking a walk,
listening to preferred music looking at magazines,
etec.); and,

- If behavior continues, staff should escort the
resident to an unoccupied area to caim her down.
When <the resident >has remained caim for at
Jeast five minutes, staff shouid give verbal praise
pared with tactile praise for calming down.

Intervention strategies to address physicai
aggression were as follows:

- staff should calmly and firmly direct the client to
"STOP <residentt>", the client should be given
prompts at least two times with no mora than a
five second intervai;

- staff should also attempt to create a SAFE
AREA; and .

- During the safe area, staff should try to
determine the source of the resident's anger and

| 422
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assist her in caiming down by talking. After
caiming down, the resident should be retumed to
her activities.

There was no evidence that the staff
impiemented the intervention strategies as
writlen.

3. During evening observations on November 16,
2008, from 4:10 p.m. until 4:57 p.m., Resident #3
and her 1:1 support staff were participating In
table top activities, with no peer Interaction.
Interview with direct care staff on November 17,
2009 at approximateiy 5:00 p.m., indicated that
the client "only" likes to participate with her one to
one support staff, Review of the resident's
Individual Program Pian (IPP) dated August 4,
2009 on November 18, 2008 at approximately
10:00 a.m., revealed an objective which stated,
"[the resident ] wiil participate in structured
activities for 15 minutes at home and wili interact
with at least one of peers without being
disruptive, for one out of four trials, twice a week.
There was no evidence that the 1:1 support staff
encouraged or implemented peer interaction for
Resident #3.

3521.7(f) HABILITATION AND TRAINING

The habiiitation and training of residents by the
GHMRP shail include, when appropriate, but not
be fimited to, the following areas:

() Heaith care (inciuding skiils rejated to nutrition,
use and self-administration of medication, first
ald, care and use of prosthetic and orthotic
devices, preventive heaith care, and safety);

This Statute is not met as evidencad by:
Based on observations, interviews and the review

422
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-| Buring the medication administration on

‘practical nurse (LPN) was observed asking

Continued From page 21 1438

of racords, the facllity failed to implement an
effective system to pnsure that each resident
participated In a self-medication training pragram,
for one of the three residents in the sample.
{Resident #3)

The finding inciudes: Cross reference W371 1/10/10

Novamber 16, 2009 at 6:00 p.m., the llcensed

Resident #3 to punch her medications from the
bubble pack. The client refused and tha LPN
was observed preparing the client's medication
and pouring a cup of water. Interview with the
LPN during the medication administration
indicated that Reskient #3 did not have a
program goal/objective to particlpate in the saif
administration process.

Review of Reasident #3's record on November 17,
2009 at approximately 10:00 a.m. revealed no
gvidence of a self-medication assessment. At
10:30 a.m., further review of Resident #3's IPP
dated August 7, 2009 revealed no program goal
or objective for the resident fo raceive training in
self-medication skiiis.

3522.7 MEDICATIONS 1480

Medlcation, requiring refrigeration shail be
maintained either in a separate and secura
medication refrigerator or, if in a refrigerater with
foods, shall be in a secure and closed
compartment or contalner so as to prevent cross
contamination,

This Statute is not met as evidenced by:
Based on observatlon, staff interview and record
verification, the facllity falled to store medications,

jealin Heguiation Administration .
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requiring refrigeration under proper condition of
sacurity, for one of the three residents in the
sample. (Resident#2)

The finding includes:

On November 16, 2009 at 2:50 p.m. a piastic
bag of medication vials (five) was observed In
the facllity's refrigerator. The bag of medications
contained two full viais of Lantuss insuiln and
three full vials of Novolog 100 units/ml. At 2:58
p.m., the house manager (HM) was informed that
the bag of medication was stored in the
refrigerator unsecured. The HM acknowledged
the unsacured vials of madication,

At 5:27 p.m., the licensed practical nurse (LPN)
arrived In tha facility and shortly thereafter,
opened the refrigerator and retrieved the plastic
bag of Insulin. When Interviewed, the LPN
acknowledged that all madications should be
locked. After the LPN complsted the medication
administration at 6:20 p.m., he was observed to
replace the medication bag back into the
refrigerator, ungecurad.

On November 17, 2009 at 8:45 a.m., the bag of
medication was stored in the butter compartment

| saction of the rafrigerator, stlii not secured. On

November 18, 2009 at approximately 9:05 a.m.,
the RN was observed removing the bag of
insulins from tha refrigerator, piacing the bag into
a black lock box and retuming the box with
medications to tha refrigerator.

3523.1 RESIDENT'S RIGHTS

Each GHMRP residence diractor shall ensyre
that the rights of resldents are observed and
protected In accordance with D.C. Law 2-137, this

| 600
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chapter, and other applicable District and federal
laws.
1l a. Cross reference WI124.1 12/18/09
This Statute is not met as evidenced by:
Based on-abservations, 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 calied

D.C, Law 2-137, D.C. Code, Title 8, Chapter 19)
and other District and federal laws that govem the
care and rights of persons with mental
retardation, for five of the six residents of the
facliity. {Residents #1, #2, #3, #4 and #6)

The findings include:

1. The faciiity failed to protect resldents' rights by
not informing the residents' medical guardians of
changes In their condition and the use of
psychotropic medications for sedation and
behavior management [Title 7, Chapter 13, §
7-1305.05(h), formerly § 6-1965(h}], as follows;

Based on observation, staff interview, and record
raview, facliity failed to establish a system that
would ensure residents and legai guardians were
informed of the risks and benefits of restrictive
programs and supports, for twa of the three
residents in the sample. (Residents #2 and #3)

The findings include:

a. The facility failed to provide evidence that
informed consent was obtained from Resident #3
and/or court appointed legal guardian for sedation
given during medicai appolntments as evidenced
below:

Review of Resident #3's medical records on

aaith Regu

ation Adminstration

TATE FORM .

7ZC11

If continuation sheat 24 of 37




3015889287 03:45:52a.m. 12-23-2009 76 /88
FHINI kL 12/08722009
FORM APPROVED
Health Regulation Adminisiration
STATEMENT OF DEFICIENCIES %1) PROVIDER/SUPPLIER/CLIA ULTII {X3) DATE SURVEY
AND PLAN OF CORRECTION &1 IDENTIFICATION NUMBER: (X2) MULTIPLE CONSTRUCTION COMPLETED
A BUILDING
B. WING
HFD03-0052 11/19/2009

| NAME OF PRDVIDI.ER OR SUPPLIER
COMMUNITY MULTI SERVICES, INC

STREET ADDRESS, CiTY, STATE, ZIF COOE

4314 9TH STREET NW
WASHINGTON, DC 20011

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

[i]
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

{X8
{EACH CORRECTIVE ACTION SHOULD BE )

DATE
DEFICIENCY)

| 500

Continued From page 24

November 16, 2009, at approximately 2:00 p.m.,
revealed an order for Ativan 2 mg one hour prior
to an ENT appointment dated July 10, 2009,

During the entrance conference on November 16,
2009 beginning at 9:45 a.m., the qualified mental
retardation professional (QMRP) and Residential
Manager (RM) indicated that the resident hed a
court appointed legal guardian tc assist Resident
#3 in making health care decislons.

Review of Resident#3's Psychologicai
Assessment dated August 4, 2009, on November
17, 2009 at 8:46 a.m., revealed that the resident
was not competent to make decislons regarding
his heaith, safety, financial or resldential
placement. Further review of Resident#3's
record falled to provide evidence that written
informed consent had been obtained for the use
of the sedative medication.

At the time of the survey, the faciilty failed to
provide evidence that the potential risks involved
in using this medication, or his right to refuse
treatment had been explalned to the resident
and/or famlly member representative.

b. The faclilty falied to ensure that informed
consent was abtalned from Resident #3 and/or
her court appolnted legal guardian prior to the
administration of her psychotrople medications.

Medication administration observation on
November 18, 2009, at 6:00 p.m., revealed that
Resident #3 received Risperdal 3 mg and
Topamax 50 mg. Interview with the licensed
practical nurse (LPN) after the medicetion
administration indicated that the resident recelved
the aforementioned medication for her

maladaptive behaviors.
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During the entrance conference on Novembsr 16,
2009, beginning at 9:45 a.m., an Interview
conducted with the QMRP and HM revealed the
Resident #3 did not have the capacity to give
informed consent for the use of medications and
habilitation services. Further interview revealed
the resident had a court appointed iegal guardian
to assist her In decislon making.

Review of Resident #3's record on November 17,
2009, at 9:.46 a.m., revealed a psychological
assassment dated August 4, 2009 that verified
the QMRP and HM's statement According to the
assessment, Resident #3 "is not able to make
Independent decisions conceming her residential
or day piacements. She lacked the cognitive
skills necessary to understand the impiications of
such decisions and therefore cannot give her
informed consent. She iacks the judgment and
insight required to make decisions
Independently.”

Review of the Resident #3's medical record and
additional interview with the QMRP on November
17, 2009, at 9:45 a.m., faiied to provide evidence
that the resident treatment needs, inciuding the
benefits and potentiai side effects associated with
her medications, and the right to refuse
treatment, had been explalned to her and/or her
court appointed legai guardian.

c. Similariy, there was no evidence that the
facliity informed Resident #2 and her court
appointed guardian of the potential risks and
benefits essociated with new psychotropic
medications {or slgnificant increases in dosage)
and obtained written consant prior to
administering the medications, as foliows:

1 500

1 c. Cross reference W124.3
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Observation of the evening medication pass on
November 18, 2009 revealed that Resldent #2
recalved Depakote 1000 mg, Thorazine 400 mg,
Trazodone 100 mg and Abiilfy 30 mg. During the
entrance conference, the QMRP and HM had
Indicated that Resldent #2 did not have the
capacity to give informed consent for the use of
medications and habliitation services. The
resldant had a court appointed guardian to assist
her in making healthcare decisions. The
resident's medical records were reviewed on
November 18, 2009 beglnning at 11:38 a.m.

Her physlclan’s orders (POs) indicated that
Trazodone 50 mg was first ordered on August 3,
2009, with the first dose documented on her
Madication Administration Record (MAR) as
administered the next evening (August 4, 2009).
The Trazodone was then doubled to 100 mg
dally, effective October 16, 2008.

Resident #2's POs and MARSs aiso reflected an
increase In her Depakote from 1000 mg dally to
1500 dally, effective October 17, 2009; and,

an Increase in Thorazine from 400 mg daliy to
500 mg dally, effective Octobar 17, 2008.

On November 18, 2008 at 2:53 p.m., the most
recent consent form in Resident #2's medical
record had been signed by her medicai guardian
on May 28, 2008. This was the date her
interdiscipiinary team met to review and update
her annual pian. The consent was for Abllify 30
mg, Thorazine 400 mg dally (100 mg In the a.m.
and 300 mg In the p.m.) and Depakote 1000 mg
daily. There was no documentad evidance that
the facility had approached the medical guardian
to discuss the proposed (and now Implemented)
use of Trazodone and increases In Thorazine and

| 600
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Depakote. A telephone call was placed to the
resident's court-appointed guardian on November
18, 2009 at 2:09 p.m. She did not, however
return the message before the survey ended the
following day at 2:52 p.m.

it should be noted that on November 17, 2008
beginning at 2:28 p.m., review of the facillty's
Human Rights Committea minutes revealed that
on September §, 2008, the committee approved a
recommended decrease in Resident #2's daily
Thorazine after the resident complained of
drowsiness/sedation.

2. Based on Interview and record review, the
facllity failed to ensure that staff consistently
implemented policles developed fo protect
res|dent safety, for two of the six residents
reslding in the facllity. (Resldents #3 and #4)

The findings include: ' 2 a. Cross reference W149.1 12724 /09

a. On November 8, 2009 beginning at 9:45 a.m.,
review of the facility's records, including
administrative, incident and cilnical records,
coupied with an Interview with the quallfied
mental retardation professional (QMRF) revealed
that Resident #4 had a history of ieaving the
facility without staff escort, For example, there
were seven (7) documented incidents of her
leaving the facllity betwesn July 14,
2009-September 30, 2009. Several incidents
indicated that staff did not know her whereabouts
and, with the assistance of the Metropoiitan

{ Pollce Department (MFD), she was located
elsewhere In the community and brought home.
The resident ' s records indlcated that her
cognitive skilis were assassed In the moderate
range of mental retardation, her adaptive skills
were In the severe range and she required

jsalth Ragulation Administration
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24-hour supervision,

Beginning at approximately 11:00 a.m., additional
interview with the QMRP followed by a review of
the supports and intervention strategies being
implemented failed to show evidence that the
facility provided effective staff supervision to
ensure Resident #4's safety, as follows:

On July 14, 2009 at 8:30 p.m., Resident #4 Ieft
the facllity without staff escort. Staff followed her,
however, and brought her back into the facliity.
Her behavior escalated shortly thereaftar and the
poiice were contacted.

On July 29, 2008 at 4:35 p.m., Resident #4 ran
out of the facllity and into the street.

On September 22, 2009 at approximately 7:15
p-m., Resident #4 ieft the group home without
staff and could not be jocated. The polica were
contacted. The resident was iocated at a local
restaurant and was escortad back to the facility at
approximatsly 7:38 p.m.

On September 24, 2008 at 5:45 p.m., Resident
#4 aftempted to leave the group home without
staff escart Staff intervenad before she actually
left. However, according to the incident report,
the resident succeaded at leaving the facility
alone 15 minutes later. The poiice were again
cantacted after staff could not iocate her. At
approximately 6:35 p.m., the poilce located the
resldent and escorted her back to the facility.

On September 30, 2009, Resident #4 left the
group home without staff escort on three
separate occasions (2:05 p.m., 3:15 p.m., and
3:45 p.m.).
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According to the GMRP of November 19, 2009,
Resident #4 received pne to one staff support
from 8:00 a.m. - 400 p.m., for assistence while at
the day program. in addition, according to the
Plan of Correction received by the State Agency
on October 8, 2009, the psychologist was to
provide staff training regarding Resident #4's
behavior support plan {BSP) by October 23,
20039. On November 18, 2009, review of the
faciiity’s In-service training records revealed that
training b y the psychoiogist had been
documentad on August 28, 20098. The training,
however, was Ineffective in that staff falled to
supervise Resident#4 at all times on the dates
Identified on the incldent reports.

it should be noted that the faciiity's program
director indicated In a lefter to the Department of
Disability Services on July 30, 2009, that the
resident’s safety was at risk dus to her attempts
to leave the home without staff supervision. The
program director requested that the resident be
discharged from the home and that funding be
established to provide one to one staffing in the
Interim. Tha funding, however, had not been
approved, to date,

b. Review of the faciiity's records, including
administrative and ciinlcal records, and Interviews
with the QMRP on November 8, 2008, failed to
show evidence that the facility had established a
poiicy and an effective system to ensure that

-Resident #3 was protected from sexual abuse, as

evidenced by the following:

According to an incident report, Resident #4 was
observed by a diract care staff standing over
Resldent #3's bed on November 2, 2009 at
approximately 12:03 a.m. Staff had documented
that they found Resident #3 lying on her stomach

|
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with the bed blankets pulled down to her ankles.
Staff reported that Resident #4 had her hand
between Resident #3's iegs, attempting to insert
her fingers inte her vagina. The report further
described that staff used maximum verbal
prompting to redirect Resident #4 back to her
own bedroom. Approximately five minutes later,
however, the staff observed Resident #4 back In
Resident #3's bedroom, attempting to stick her
fingers between her legs again. Staff#1 verbally
redirected Resident #4 back into her bedroom.

On November 8, 2009 at approximately 10:15
a.m., Interview with the QMRP and review of the
incident management log revealad that Resident
#4 had made previous sexual advances towards
- Resident #3. According to an August 18, 2009
incident report, Resident #3 was heard yelling in
her bedroom, Staff went into the bedroom to
check on her and discovered Resident#4 lying
next to Resldent #3 in Resident#3's bed, with a
finger inserted In Resident #3's rectum.
Reportediy, staff Intervened and instructed
Resldent #4 to retum to her bed. Foliowing this
incident, Resident #3 had been moved Inta
another bedroom for her protection. This action,
however, had not been sufficient to prevent
Resident #4 from touching Resident #3's private
areas, as documented on the November 2, 2009
incldent report.

On September 11, 2009, Resident #4 had a
sexuality assessment conducted by an outside
consultant. According to the QMRP and the
house manager, the consuitant had not
forwarded the findings of the assessment; and
therefore, a behavior support pian addressing the
resldent's inappropriate sexuai advances had not
been completed.
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3 a, Cross reference W137 12/24/09
Interview with the House Manager and QMRP on
Novernber 17, 2008 at 10:25 a.m. and review of
an administrative memeo posted on the ‘
refrigerator door revealed that the facliity
instructed staff on the avernight shift to position 1/15/10

one staff near the bedroorns upstairs to monitor
residents’ nighttime activities.

3. The facliity falied to protect residents’ rights to
receive tralning on the care and selection of
clothing, the care and maintenance of dentures,
tooth brushing/oral hygiene and halr
care/grooming skills [Title 7, Chapter 13, §
7-1302, formerly § 6-19862], as foliows:

a. An environmental inspection was conducted
on Novernber 19, 2008 bsginning at 11:10 a.m.
During the inspection there were no clothes
observed in Resident #2's bedroom cioset.
interview with the house manager (HM), during
the Inspection, indicated that the resident's
clothes were stored in the basament and the
resident was given an outfit each evening o wear
the following day. The HM further indicated that
the resident "wili throw her clothes in the trash
can." :

b, Based on observation, interview and record
review, the facliity falied to teach Resident #1 to
care for and use prescribed dentures, as follows:

During the November 18, 2009 Entrance
Conference, at approximateiy .45 a.m., the
house manager (HM) and qualified mental
retardation professional (QMRP) stated that
Resident #1 had prescribed dentures. The
resident, however, reportedly left her dentures in
a restaurant while on vacation the first week of
October 2009. During a visit to Resident #1's
day prograrn, at 11:56 a.m., their prograrn

3 b. Cross reference W436.4
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manager canfirmed that the resident used
dentures. She thought, however, that the
dentures had not fit properly, saying "I'm not sure
If they're too big or too small," She expiained that
while Residant #1 wore them upon arrival in the
morning, she would remova them to drink water
or eat. She further stated that the resident wouid
put her dentures back Into her mouth without
applying denture adhesive. She never saw the
resident bring adhesive with her to day program
and did not know whether she had received
training on correctly Inserting the dentures.

At 5:10 p.m. iater that day, Resident #1 asked
this surveyor If he would attend her resting
Friday. The HM, who was present at the time,
explained that there was a case conference
scheduled to discuss her dentures. It was not
clear whether she would recelve new dentures,
At 6:12 p.m., the resident told the HM that she
wanted her dentures replaced. Further interview
with the HM revealed that she was unsure

had been assessed. Since she beceme HM In
June 2008, she had only seen staff applying the
adheslve (Polygrip). She too had seen the
resident remove her dentures at meals. She did
not know whether thera was any adhesive left on
the denturas when the resident put thern back In
afterwards, She thought perhaps the resident
llcked the adhesive off the dentures., Sha also
confirmed that the resident did not take Polygrip
with her to day program.

Residant #1's Interdisciplinary team had met on
September 21, 2009 for her annual Individual
Support Plan (ISP) meeting. On November 17,
2000 at 10:33 a.m., review of the ISP revaaled
that she had seen her dentist a year earller, on
November 26, 2008 and there was "no issue -

whether the resident's danture-maintenance skills |
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continue to use Polygrip." For personal hygiene,
the ISP indicated that staff were responsibie for
providing "remindars for thorough dental care.”
Further reviaw of her records, howaver, failed to
show evidence that her. denture-maintenance
skills had been fully assessed. Her plan did not
refiect any past or current denture-related goals
or objectives.

On November 17, 2008 at 4:16 p.m., review of
Resident #1's dental records revealed that she
had been to the dentist on October 22, 2008 for
an "annual” evaluation. The dentist wrote the
following: "Pt should wear adhesive (Polygrip) to
secure dentures. This wiil assist her eating with
the dentures. Apply 30 minutes before mesis.
Remove dentures and clean at night." Resident
#1 returned to the dentist approximately 1 month
later. On November 26, 2008, the dentist wrote
Pt should put Polygrip to lower denture before
meals to eat comfortably and to secure the -
dentures. No other problems were found.”

The Reglstered Nurse, QMRP and HM were
Interviewed a few minutes later. The RN, who
had worked in the faciilty since May 2009, stated
that she had not assessed Resident#1's
denture-care skills nor had she obseived ths
resldent apply adhesive arinstall the dentures
Into her mouth. The HM shared with the others
what she had stated the previous evening: that
she had seen staff apply the adhesive but not the
resident, and that she suspected that the resident
might lick the Palygrip off her gums and/or
dentures. The HM thought the facility had been
cited previously and had subsaguently developed
& deplure-related fralning program. She and the
QMRP agreed to seek relevant progress notes,
assessments, training data or any other
documentation. No additional information was
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presented before the survey ended two days
later.

In summary, there was no evidence that the
faciiity assessed Rasldent #1's denture-care skills
and deveioped appropriate tralning. In addition,
there was no evidence that the facility’s QURP
monitored and coordinated her denture needs
with the day program to ensure that she received
necessary and appropriate support and/or
training.

¢. Cross-refer to the Federal Deficiency Report -
Cltation W242.1, Resident#3 was diagnosed
with gingivitis, piaqua on the teeth and poor orai
hygiene, There was no avidence, howaver that
the GHMRP developed and implemented a

| training program to address the client's poor oral

hyglene.

d. Cross-refer to the Federal Deficiency Report -
Citation W242.2 Resldent#3 received total
assistance from staff for combing and brushing
her hair. it was a sought-after activity. There
was no evidence, however, that the GHMRP
deveioped and impiemented a tralning program
to teach her grooming/hair care skiiis.

4. Cross-refer to 1229, The facllity faiied to
protect Resident #2's right to recelve nourishment
In accordance with her specially prescribed
(diabetic) dlet [Title 7, Chapter 13, § 7-1305.05(f),
formerty § 8-1965(1).

5. The faciiity felled to protect residents’ rights to
have personal information maintained in a
manner that protects confidentiaiity [Title 7,
Chapter 13, § 7-1305.12, formerly § 6-1972], as
follows:

| 500

3 c.

3 d.

S5a.

Cross reference W242.1 1/8/10

Cross reference W242.2 2/5/10

4. Cross reference W460.5 12718409+~ -

Cross reference W1l2.1 12/24709
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Based on observation and staff interview, the
faciiity falled to keep confidentiai infarmation
contalned In each resldent's record, for five of the
six residents residing In the facillty. (Residents
#1, #2, #3, #4 and #86)

The findings include:

-a. On November 18, 2009 at 4:15 p.m., a chart

was observed posted openly on the refrigerator
door in the kitchen. Review of the chart revaaled
that it included each resident's fuli name and
iisted her prescribed diet. For example, Resident
#1 was prascribed a 1500 calorie, low fat, iow
cholesterol, chopped texture diet. The fulfl names
and specially prescribed diets for Residents #2,
#3, #4 and #6 were also listed. Next to tha chart
was a memo that announced that three residents
(fuil names identified) were to recelve Egg
Beaters as an egg substitute due to their "low
cholesterol diet.”

b. Also posted openly on the refrigerator door
was a memo titied "Very Important Notice.” 1t
discussed the staff assignments neaded to
protect Resident #3 from Resident #4's
"inappropriate sexual contact." Both residents’
full names were cited in the text. This practice
failed to ensure the confidentiaiity of the
residents’ personal infarmation.

The postings were brought to the attention of the
house manager and qualified mentai retardation
professionai on November 17, 2009 at 10:25 a.m.
Thay Immediately removad the mema about
inappropriate sexual contact. The house
manager stated "that shouidn't be up there."
After further discusslon about protecting
confidentiality, thay removed the residents’
dietary Information from the refrigerator door.

500

5b. Cross reference W112.2

12/18/09
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