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W000 | INITIAL COMMENTS W 000 .
A racertification survey was conducted from ' Q_m,_d Q_l\ \—,) ]
October 14, 2008 through October 16, 2008. The ,
process. A randorn sampia of four clients was J ARTMENT OF HEAL TH
salected from a population of eight females with REALTH REGULATION ADMINISTRATION
varnous degrees of disabilities. 825 NORTH CARITOL ST, N.E. 2ND FLOOR
. WASHINGTON, D.C.20002 -
The findings of this strvey were based on -
observations at the group home, one day
program, interviews with the group home and day
program staff, and review of dinical and
adminisirative records to include the facility's
unusual incident reports.
- W 114 483.410{c)(4) CLIENT RECORDS w114
Any individual who makes an entry in a client's
record must make it legibly, date it, and sign it. w114
This STANDARD is not met as. evidencad by: This Standard will be
Basedonimawlewandreomdmvlew,mefadaty met as evidenced by:
failed to ensure thet all persons making entries
inbmecﬁents'r_eqordssigmdmeentry,forone QMRP will review all
of the four clients in the sample. (Cliont #1) assessments prior to filing. | {
The finding includes: QMRP will ensure that all D
assessments are dated and 0% | w
Review Client #1's Individual Support Plan (ISP} signed prior to filing. QMRP onq" Ll
on October 16, 2008 at 3:65 PM revealad a will consult with the
Paychology assessment dated Septamber 29, identified consultant as
2007 and an Occupational Therapy assessment 1
dated July 1, 2007. It was noted that these neededtosecm-eal!
a3sessments wera not signed by the person(s) necessary information
that completed them. This observation was (signaturc/date).
brought to the attention of the Qualified Mental
Retardation Professional on Octobar 18, 2008 at
2215 PM; who acknowledged the lack of
signatures.

Anydeﬁeuency‘ [

. other safoguards provide sulficent

. hmhdmmmmamaphnofmuwbnbpmm
days following the date cbumenlsmmahuvaliabbmhhdw. K
program participetion, }

protection to the palients. (See inafruciions ) Exnptbrnmnomhmﬂmadnbwnmdmd:bwm
. Fof musing homes, mtabnmﬁndngsu\dphmdwmwonmmu
m;uﬂ.d.mnpbmmdphnofmnmﬁm I3 raquicite 18 continued
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W 120 483.410(d)(3) SERVICES PROVIDED WITH W 120
| QUTSIDE SOURCES
The Tacliity must assure that outside services '
meet the needs of each client. leo
This STANDARD is nat met as avidencad by: cm] M’::;:d“_d will be met as
Based on observation, interview and record by:
review the facility falled to ensure outside sefvices .
met each dient's needs, for one of four clients in The QMRP will coordinate
the sample (Clent #2) additional staff training to .
The finding includes: addrass client #2s program 1. 24,08
. objective. (11.24.08) -
On October 14, 2008 at approximately 1:44 PM, a H ‘
direct care steff was obsehta:'vnd engaging Client #2 ' QMRP will enmn‘ethutq
with & device that ind the days of the week conducts quarter] ftor
when buttons were pushed, Review of Client #2's recommertdod OMRPwil &
individual Program Ptan (IPP) on October 15, update ‘
2008 at 2:30 PM, revealed a progrem that _ records when changes are
reflected given physica) assietance, Cllant #£2 wi recommended in the monitoring
activate a cause and.effect itern or object for 7 o and oversight of the specified
10 trials per session a5 measured by active - program. QMRP will also
treatment documantation. Review of the program follow-up with the consultant i
documentation failed to evidence that the staff : oo up on
was documenting the program. 4 timely manner to prevent lpges
: m the monitoring schedule.
Interview with the QMRP on Octobar 16, 2008 at
2:30 PM revealed that she was not aware that the OMRP/H Manag,
staff was not decumenting on the progrant. mdo(;:em:mu
Further review of the IPP quarterly reviews failed reviey at Jeast
1o evidence that the Speech Therapist (ST) had ;one time weekly. QMRP will
been monitoring the diients progress in the . address cencerns accordingly to
program as required Iin the contractual agreament j easure active monitoring of
with the provider. It should be noted that review | - programs.
of the contract between. the ST and the pravider
revealed that the ST was responsibie for
menitoring the programs quarterly., _
W 124 483.420(a}(2) PROTECTION OF CLIENTS W1i24
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W 124 | Continued From page 2 W124
RIGHT'S
The facifity must ensure the rights of all clients. Wi24
Tharefore the facility must inform each client, - :
pa{:gt c(lifther client is a minor), of legal gualgan. This Standard will be met as
of the client's medical conition, developmental. .
and behavioral statuss, attendant risks of evidenced by:
of th .
treaiment, and e right to refuse treatment TIEEEGﬁ)rclient#ﬂmsl
‘ ' - scheduled.
This STANDARD notmetasevidencgdhr ' < :
-Based on interview and racord review, the faciliy gohugml’“ﬂll obtain consent II-N}
failed {0 ensure the rights of each client andior ¥ the scheduled appointment.
thejr legal guardian o be informed of the client's Nurses follow protocol. RN
medical condltion, ‘developmental and behavioral will conduct file reviews and
status, ettendant risks of treatment, and the right continue to hagiza
torefusetreatment,furonaofthefaurdlerm adhercncet:;ﬁtomlsmd
(Client#3) included in the sampie. . .
procedures, continved failure to
The finding includes: adhere to the procedures wilt
R 1h result in disciplinary action,
| The facility falled to ensure Client #3 received the NA igned t
fecommanded EEG laboratory study. ﬁ&ﬁ&c&l o the home
On October 14, 2008 at 5:00 AM, Client £3 was appoititments via the Medical
administered Valproic Acid 10 ml. interview with Activity form which requires
medicaton pae ity 1! e et the kst
medication pase ind that ot received intment and
the aforementioned medication for her diagnosis ibliowmp dates. Nurses are
of seizure disorder. During the entrance A
conferance with the House Managar and the fequired to reference the
Licensed Practical Nurse (LPN) on October 14, on an ongoing basis,
2008 at 9:45 AM with the House Mnn?;er and
day time LPN ravealed that Client #3 da . nsult be
Seizure on May 13, 2008 (jast ssizure recorded ! ﬁmm ﬁ!ﬂ;ﬂ:‘;d
was in 1999). Raview of the client’s medica| : . . :
recard on Ocfober 14, 2008 revealsd a as outhined.
consult dated May 15, 2008. The neumlogist T
FDRMMTMWWM Event iD:NAGTT Faclily I 06121
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W 124 | Continued From page 3 W 124
recommended an EEG laboratory study. Further
review of the client’s medical record reveaied that
an EEG was attempted on May 18, 2008 however
was unsuccessful due to the clienf's excessive
movement At that time it was further
recommended that an EEG ba done under
sedation. .
According to the nurse's quarterly reviews dated
7/08 and 9/08 it was noted that follow up was
needed on the EEG labosatory study with WI125
sedation, )
. This Standard will be met
Interview with the Qualified Mental Retardation as evidenced by:
Professional (QMRP) on October 15, 2008 at#a
approximately 11:00 AM revealsd that Clicnt . .
hadveryirwolvudlacﬁvafamer%umswﬂling Th'-‘QlequVlde
to sign medical consents. At the time of the additional training for the
survey,memwmnoevidenceﬂmtﬂlefadmyhad Home Manager toward
diswssedﬂ'enaedfortheEEGwimdgntandlor encouraging individuals to
legally sanctioned representative. Additionally, exercise their rights, : .
thers was no evicenca that the had 0167
obtained the consent to ensure Chent 23 received QMRP/Home Manager will o
the recommended EEG, . give each person an :
W 125 | 483.420(2)(3) PROTECTION OF CLIENTS W1256|  opportunity to make choices
RIGHTS , by first reviewing and
The facility must ensure the rights of all clients, discussing their individual
Thersfore, the facility must allow and encourage NC1a3 matlers prior to
individural clients to axercise their rights as clients making decisions on their
of the facility, and as citizens of the United States, behalf The legal guardian
including the right to fle complaints, and the right and/or advocate will also be
o due process. ‘ . consuited to assist the
. Individuals toward makin g
This STANDARD is not met a3 evidenced by: | informed decisions related to
Basedonhhswtewandrecordreviw.hafacﬂity. . their fmancial affairs,
falled to ensure the rights of each cilent to use :
andboinfonnaaofﬂnuseofﬂmirmonay.for '
Eveant ID:3IAQ11 Falily ID: 00G121
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W 126 | Continued From page 4 W 125
one of the four clients in the sample. (Client #5)
The finding includes:
On October 16, 2008 at 10:45 AM, Cilent #2'
finanvial record was raviewed.. A note was found
dated May 28, 2008, that revealed Client #2 owed
Client #5 $88.75. Interview with the House
Manager (HM) revealed that she requested
$200.00 for both clients. When the HM turned in
the recelpts to the accounting office, she was
informed by the office staff that $300.00 had been
withdrawn from Client #2's. account and $100.00
had been withdrawn from Client #5's account.
Further interview with the HM revealed that Chent
#5's money was scheduled Ip be ited into
her account. According to a bank statemnent
dated June 30, 2008, $38.75 was deposited into
Client #5's account on June 17, 2008, interview '
during the entranca conference on October 14, W13
2008&(9:15AMrev¢abdtlntCﬂqm#5hada .
court appointed legal decision maker, . - _
Additionally, review of Client #5's lcal \ This Standard will be met -
Assassment on October 16, 2008 revealed the as evidenced by:
client could not make informed decisions 1l lm‘%
regarding financial matters. At the time of the QMRP will conduct
survey. the facility failed to provide evidence that additional staff training .
Client #5 and/or her gisrdian had been informed . for all individua;;n U “E l V]
of the aforementioned financial matter. privacy tor and
W 130 483.420(a)(7) PROTECTION OF CLIENTS w13s)  QMRP/Home Manager
RIGHTS Nurse will monitor staff
The faciiity the rights of all clients. vies to
must shsure the rig all ¢ their privacy is adhered
Therefore, tha must ensure privacy during tt?:t all times. All concerns
treatment and care of parsonal neads. -
will be addressed when
situations arjse.
This STANDARD i not met as evidenced by:
FORM GMS-2887(02-59) Pravious iwsions Cbeoleis Event 1D: 3041 Faclity I: 09G121
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MUST BE PRECEDED BY Fulf
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GORRECT!
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ON

W 140

Continued From page 5

Based on chservation and interview, the Tacility
failed to ensure privacy was provided during care
of personai neads for threa of aight cliants
residing in the faciilty. (Cllents #2, #4 and #8)

The findings include:

1. On October 14, 2008 at 8:28 AM, staff was
observed changing Client #8's biouse with the
bedroom door wide opened, axpoesing the client's
bare upper body. Afier the staff noticed the
sufveyor's presence, she did not attempt to
provide privacy for the client.

2. On Oclober 16, 2008 at 3:52 PM, Client £2
was observed in her bedroom in bed. She was
Positioned on her right side, Herpam_swere

| partially lowered and her aduit protactive

undergament (APU) was exposed. The direct
care staff were cbserved maoving about in the
facility while the client was in her bed,

| 3. On October 16, 2008 at 8:51 AM Cllent 4 was|
- | observed i her badroom. mabedmomdoqr

wat wide opan and the staff was saen from the:
haitway changing the client's solfad APU. The
oliant'abutﬁodtswasﬂpoudandﬂncfm
care staff failed to ensure the glient's privacy.

These observations were brought to the attention
of the Qualified Mental Retardation Profeasional
(QMRP) on October 16, 2008 at

2:30 PM. The QMRP indicated that she had
recently provided fraining on privacy however,
acknowledged that more traiting was needed. _
483.420(b)(1))) CLIENT FINANCES

The faciiity must establish and maintain a system
that assures a full and complete accounting of

W 140

W 130

FORM GMES-2567102-09) Previous Versions Obgolele Evert 1D: ¥AG1
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W 140 | Continued From page 6 ' | wao
clients' personal funds entrusted to the facility on
behaif of clients,
w140 l
This STANDARD is not met as evidenced by . . '
Based on staff interview and record review, the This smd’"fl will be met ag ,
facility failed to ensure a system had been evidenced by: ‘
implemented to maintain a compiete aocounting , .
of clients personal funds for one of the four clients. The Home Manager will
i the sample. (Client #1) . receive disciplinary action for Ipigq{ﬂ
. : failing to maintain 2 complete
The finding includes accounting of client’s personal momq
A review of Client #1's financial record was funds and to ensure that all
conducted on October 16, 2008 at 10:45 AM, requested items wexre purchased
Thebmkstaai%rmntswer;ereviewedm ’%natimelym.
Septemnber 2007 thraugh September 2008. The .
record revealed a witherawa of $1 200.00 from | - seceipt of the funds the Home
the client’s account on September 22, 2008, Manager or designated person
Review of the receipts for the aforementioned is expected to complete
Withdrawal totaled $1,032.33, | expenditures within (7) seven
all
Interview with the House Manmger (HM) Indicated days m;‘”"“ m"’g
that she had not spent the entire amount because fonds and/or receipts
the surveyors were in the facility during the last accoutiting department.
sevaral days. A request was made by the
surveyor for the HM 10 provide evidence of the The QMRP will provide
avallable cash ($167.67), but, at the time of the direction and feedback as
completion of the survey, the HM failed to provide for the Home
requested evidence. The facility failad to ensure needed for E
a compleie accounting of Client #1's personal Manager towa_ni mamtaining
funds. . compliance with this
W 154 | 483.420(d)(3) STAFF TREATMENT OF Wisd|  gandard, QMRP will also
- |GLIENTS, check financial records at
The faciiity must have evidence that all alieged leasthaIta'lytoﬁnt!:ﬁ
violations are thoroughly investigated, ensurc that all financial
: records arc reconciled.
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W 164 | Continued From page 7 w1s4| WIHO | tonbmasdin..
This STANDARD is not met as evidenced by: WS
Based on ocbservation, staff interview, and record &Mtoh;?m -
varification, the Based on interview and record accounting
review, the facility falled to provide evidence that department and a total of .82
all incidents involving injuries of unknown origin certs was retwrned to client
had been thoroughly inveetigated in acoordance . #1°8 account.
with the agencies poiicies and procedures.
The findings Include;
Intsrview with the facility's Quallfied Mentsi
Retardation Professional (QMRP) and review of »
the facility's incident reports an October 14, 2008 Wis4
beginning at 9:00 AM revesled the following : :
Injuries af unknown origin: This Standard will be met
a. On June 3, 2008, staff discovered an abrasion as evidenced by:
on Client #4's pubic area. Continued review of :
the facility's incidents failed to provide evidence a. QMRP will ensure )D'i‘l,ﬂ
that the incident had been investigated. that incidents of an maol
. unknown origin myp mf
b. On November 20, 2007, staff discoverad two ) gin &
scratches on Client 21°s ieft upper arm. There : investigated in a '
was no indication that the origin of the scratches tmely manner and
was known. Addttionally, there was no evidence ' ' filed for review.
tha incident had been investigated, b. QMRP will be
RETARDATION PROFESSIONAL . . . at
Each client's active treaimant program must be DDS on Incident
integrated, coordinated and monitored by a Reporting and
qualified mental retardation professional, Investigations.
' - QMRP completed
This STANDARD Is not met as evidenced by: . Mvesigations.
Based on cbservetion, interview, and record
review, the facility falled to ensure that each
client's active treatment program was monitored
by the Quaiified Mental Retardation Professional

FORM CMS-2567 (02-43) Pravious Versions Obsolele Evact ID:3AGT Faclily IOz 09G12% - - I contnuadion sheet Page 8 of 21
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W 159 | Continued From page 8 W 159
(QMRP) far three of the four clients included in )
the sample. (Cliants #1, #2, and #4) w159
The findings include: This Standard will be
- met as evidenced by:
1. The facility's QMRP falled to monitor Client
¥#2's speech progrem as evidencad below: QMRP/Home Maneger
On October 14, 2008 at approximately 1:44 PM, a will review all program
direct care staff was observed engaging Client #2 docupmmauonatlcast
Wwith a device that indicated the days of the wask, onc time weekly.
when buttons were pushed. Review of Client #2's " 2 D‘
individual Pragram Plan (IPP) revealed a program . ; 2.
thait reflected, given physical assistance, Client #2 | Qh.ﬂfpw:““.’““e SnopING
will activate a cause and effect item or objact for truning on active 30 ‘)
7 to 10 trials per session as messured by active treatment prograrns,
treatment documentation. Review of the program Program monitoring,
documentation record falled to provide evidence documentation and
that the staff were dooumenting the program. follow-y QMREP will
Interview with the QMRP on October 15, 2008 at ce 0P VIRY
2:30 PM revealed that she was not awara that the provide staff training on
staff was not documenting on the program, implementation and
Review m QMRP monthly program further o documentation of active
varifind that the aforementioned peogram was
being Monitored, treattient programs.
2. The facility's QMRP falled to ensure that the QMRP and Home
Individual Program Plan (IPP) included objectives Manager will provide
to meet the client's naads as recommended from continuous oversight and
the comprehensive functional assesgsments. [See monitoring to firther
|wen ensure that staff are able
3. The fucilty's QMRP failed to snsure that each - %o demonsirate the skills
written training program designed to implement - and competency required
the objectives in the individuat program plan (IPF) 10 maintain compliance
speciﬁedthetypeofdahnecessarytoassess with this standard.
progress toward the desired objective. [See - ! ‘
w237 .
.FORHMMMPMVMM Event IR ¥AQT1 Faciily I: 00G121 f continuation cheat Page © of 21




11/28/2008 07:31 FAX 202 429 3152
DEPARTMENT OF HEALTH AND HUMAN SERVICES

013
PRINTED: 10/31/2008

IQOEM APPROVED
[X2) MULTIRLE CONSTRUCTION (X3) DATE SURVEY
A BUKDING COMPLETED
B, WING ' 101
NAME OF PROVIDER OR SUPPUER STREET ADORESS, GITY, STATE. ZIP CODE -
D1 4954 ASTOR PLACE, SE
WASHINGTON, DC 20019
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TAG REGULATORY OR LIC. IDENTIRYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
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W 158 | Continued From page 9 W183|  wWi6q, Lontyund.. .
4. The facilty's QMRP failed to
continuous active treatmant. [Soe W249] i
: : 2. Reference response to
5. The facility's QMRP falled to ensure LW
documentaition of program data in measurable
terms. [See W252]
W 194 | 483.430(e)(4) STAFF TRAINING PROGRAM w1ssl 3 R*‘f]ﬁfence response to
Statf must be able to demonstrats meskillsh:lld )
techniques necessary to implament the individual 4. Reference respo
program plans for each chent for whom they are W249 s to
responsible. :
. 5. Reference response to
This STANDARD s not mat as evidenced by: [ W252.
Basad oh observation, staff interview and record
verification, the facility failed to ensure staff
demonstrated competency in implementing
clients feeding protocul for two of the eight dlients
residing in the facility, (Clients #3 and #4)
The findings include:
The medication nurse failed fo use adaptive
feeding equipment  during medication
administration,
8. During medication administration observation
on October 14, 2008 at 9:00 AM, the Licensed
Practical Nursa {LPN) was observed
adroinistering Client %3 har medications using a
reguler cup. The liquid was cbsenved to spill from
the clients mouth. During lunch and dinner
observation on October 14, 2008 at 12:12 PM
and 6:05 PM, respectivaly, staff were observed
assisting Client #3 with drinking using a apout
Cup. Intsiview with the direct care statf on
Octaber 15, 2008 at approximately 10:00 AM
indicated that the cliant required & gpout cup

' FORM CM3-250702-56) Provious Varsions Obeolele Evem ID:3AQ11
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W 184 | Continued From page 10 W is4

during feeding to reduce spillage. Review of the

Chient #3's feeding protocol dated July 21, 2008 ' w194

| verffied the staff's interview by revealing the client :

should be fed with an adaptive spout cup to This Standard will be

reduca spikage. : miet as evidenced by:

b. On October 14, 2008 at 7:25 AM, steff was

observed feeding Client #4 breakfast. The staff The RN will follow-up

used adaptive faading equipment including a with the medication nurse '

spout cup, a divided plate and a plastic coated to emphasize the |l\2‘+l03

‘spoon.  During medication administration . '

cbservation on October 14, 2008 at 8:40 AM, the Importance of adherence

LPN was observed adminisiering Client #4 her to the use of individuals

medications and provided the chent with a regular adaptive equipment

cup to use for her beverage. The client was . needs.

observed to spill the beverage from her mouth.

Intorview with the direct cars staff on October 14, The QMRP, Home
2008 at approximately 10:00 AM revealed the Manager, and RN will
client requirad a spout cup when drinking. monitor on an ongoing
Review of the Client #3's feeding protocol dated : basis to firther ensore
July 21, 2008 verified the-client's use of a spout that the L L

cup. The protocol further indicated that the spaut _ medication nurses
cup wouk reduca spilage. At the time of the adhere to adaptive
survey howsver, the facliity’s nurse falled to _ . Squpment requirernents,

provide Client 3 with the recommended adaptive
: equipment during medicalion administration.
W 227 | 483 440(c)(4) INDIVIDUAL PROGRAM PLAN w227

The individual program plan states the specific

objectives necessary to meet the client's needs,

as identified by the comprehensive assessment
required by paragraph (c)(3) of this section.

This STANDARD is not met e evidenced by:
Based on observation, interview and record
reviow, the facility falled to ensure that the

- FORM CAFS-2897(02-66) Pravious Varsions Obsocleie . Evant ID; 310011 Faclly I 08G11 if continuation sheet Page 11 of 21
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Individual Program fian (IPP) included objectives w22
to meet the cllent’s needs as recommended from : This Standard will be
the comprehansive functional assessments for i .
one of the four clients in the sample. (Client #4) | Mot as evidenced by:
The finding includes: | " QMRP willl ensure that all
The facity fafled o develop program objactives | . roviewed ndandm:.”’ e
s identifled in the Comprehensive Functional . ,
Assessment (CFA) for Cllent #4. thoroughly prior to
' October 14, 2008 from 7:00 AM | ﬁ ? b o
Observations on ' : ill coordinate staff
through 7:00 PM, revaaled Clant#4 in a " training prior to onget )
2008 et 4:00 PM, staff was observed assisting 1mp-ementation
Client #4 with range of motion exercises to her Program objectives.
shoulder.
L QMRP will incorporate
Review of the Occupational Therapy assessinent 3
on'October 16, 2008 dated March 30, 2008 ;‘l',lpmgm phans into the
revealad program recommendations for the client '
to receive range of motion exercises to her A
#lbows, wrists, and fingers. Review of the IPP on QMRP will provide
Ogclober 18, 2008 dated September 19, 2008 . - docurmentation on file in
revealed no evidence of training programs to : suchcaseswhemeby
.| addreas tha aforementioned recommendations. . .
W 237 483.440(c)(5)(iv) INDIVIDUAL PROGRAM PLAN | W237|  specific recommendations
. . were not accepted by the
Each written training program designed to team).
Implement the objectives in the individual
program plan must specify the typa of data snd -
frequency of data collection necessary to be able
Ic assess progress toward the desired objactives.
This STANDARD s not met as svidanced by:
Based on observation, staff interview and record
review, the facility falled to ensure that each
written training program designed to implement

FORM CMS-2557(02-99) Previous Varsions Obsolete Event 10; 3AQ11 Facillly ID); b 121 ¥ continuation shest Page 12 of 21
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‘W 237 | Continued From page 12 W 237
the objectives in the individual program plan {(IPP) W37
specified the type of data necessary to assess
progress toward the gesired objective for one of :;t:’ S""Wi::;dm':“ be
four clients included in the sample. (Client #4) as by:
The findings include: QMRP will be provided
1. Observations on October 14, 2008 from 7:00 area. m
AM through 7:00 PM, reveaied Client #4 in & MRP will
wheelchair with tight extremities. At 4:00 PM, staft Q Imonitor
was observd performing range of motion - documentation weekly
axercises {0 Client #4's shoulder, Review of the and analyze monthly 11:306
IPP dated September 19, 2008 on October 18, ongpus)
"Tthe client] will tolerate paesive range of motion the
o bilateral upper extremities, for 15 repetitions at | the monthly progress
the shouider on 80% of the trials recorded.” - hotes relevant
According to the data sheets, staff documentad | inﬁ]hmned. m:mmludc but

ng to the me ot T .
the level of assistance nesded to perform the !akentorus:)o]vcdm
exoroises. The data sheet did not reflect the N
hiimber of repetitions completsd. It could not be collection issues and
determined how these goals were being concerns.
measured for progress. Interview with the
Qualified Mental Retardation Prafessional MRP wi .
(QMRP) on October 16, 2008 acknowledged that Q m“;ff“w auadd
the current data collection system did not provide program data sheets,
accurate meesurement on the dlient's progress. further information to
. sapport accurate

2. On Gclober 14, 2008 from 1;50 PM uniil 2:00 measurement of the
PM, Client #%4 was observed participating in art
painting with staf assistance. Interview with the an'i'”mg'ﬁmm Sml“m
direct care staff indicated that the client fkes .
"vivid colors”. Review of the client's IPP dated , sheets prior to
September 19, 2008 on October 16, 2008 - + implementation in order
revealed a program objective which statad, "three 1o prevent naccuracies in
times par week, [the client] will participate in an llection system
arts/crafts activity for five minutes with hand over data co
hand assistance for six consecutive months by

FORM CMS5-2657(02.99) Previous Versions Obsalete Evem ID: N1
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March 2009."
Review of the data sheet on October 18, 2008 at
10:00 AM revealed that the client performed the
steps with hand over hand assistance. According
to the data sheets, stert documentad the level of
@ssistance needed to perform the exercisas. The W240
data sheet did not reflect the number of minutes
the client participated in the activity. It could not
be determined how thess goals were baing This Standard will be
measured for progress. Interview with the QMRP met as evidenced by:
on October 16, 2008 acknowledged that the
current data collection system did not provide Wiists wei
accurate measurement on the ollent's progress. nsts weights were
W 249 483.440(d)(1) PROGRAM IMPLEMENTATION W 249 preseat in the home at the
time of the survey. Staff
As scoh as the interdisciplinary team has located the items
formulated a client's individual program plan, afterwards. 161808
each dlient must receive a continuous active w)
3 freatment program consisting of needed ' . o)
interventions and services in sufficient number Program supplies will be
and frequency to support the achievement of the maintained i a
objectivas idantifiad in the individual program designated arca and staff
pian. provided training to
ensure that all program
) supplies are accessible
This STANDARD s not met as evidencad by: and used I accordance to
Baaedmobearvaﬁon.shfflntervhwandroqord the program instructions.
review, the facility failed to provide continuous pro
active treatment for two of the four clients
included in the sample. (Clients #1 and #4) QMRP will conduct staff
trainmg as needed to
The findings include: i ensure that all programs
i implemented with the
1. The faciiity failed to implement Client #1's maﬁ wmber
Physical Therapy (PT) objective as evidenced by g
the following: : outhned.
FORM CNS-2687 (02.040) Provious Varsions Obeolsa Faolly IfY: 09G121 If continustion shest Page 14 of 21
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W 249

vmvaaledanobjacﬁvematmquiradharbpmpel

Continued From page 14 .

During the evening obssrvation on October 14,
2008 at 6:38 PM, Client #1 propelled her
wheeichair around the facility independently with
staff encouragement. Review of the client's
individual Program Plan (IPP) on the same day,

her whaelchalr with two pound wrist weights for
four trips around the interior of the house. The
objactive further indicated that the cliant
Parﬂelpahwimmepmgrambmﬁmesdailywim
100% accuracy for six months. it was noted that
H'lediantdldnalhaveﬂuwﬁstweighls. The
Quaiified Mental Retardation Professiona -
(QMRP) was interviewed regarding the weights
used to Implement the program. The QMRP
acknoudedgadﬂ\atﬂlestaffhadnotmhwrist
weights on the cllent as raquired in the IPP.

2. The facility falled to implement Client #1's
Acﬁvmllt‘y of Daily Living (ADL) goal as evitenced
below: '

On October 14, 2008, during the dinner
observations at 6:20 PM, Client #1 fod herself
independently. After completing the meal, she
removed herseif from the table and the staff
removed the plece mats and wiped the table.
Review of the cliant's IPP on October 18, 2008
revealed an objective that required the client to
wipe her place at the table with 75% accuracy for
six consacutive months given verbal assistance.
At the time of the survey, the faciiity falled to
provideevidencnthatmacﬁnntparﬂdpatadhthe
sforementioned program.

3. The facify failed to ensure that Client 44
participated In active treatment programs in
accardance with her IPP.

W 249

N A8

e to
mo\fl«l)

W249, |

3. Reference response to
W249,

FORM CMS-2667(02-04) Pravious Vessions Obaoiete
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Qbservations after the dinner on October 14,
2008, revealed staff wiping the dining room tabie,
Rewview of the-Client #4's IPP dated September
19, 2008 on October October 16, 2008 revealed a
program cbjectiva which required the client to
wipe the table after dinner. There was no
evidence that Cliant #4 was given the opportunity
10 participate in the aforementioned program.
VV 252 } 483.440{e){1) PROGRAM DOCUMENTATION W 252 w232
Data relative to accomplishment of the criteria
specified in client individual program plan hi dard will be
objectives must be documented in measurable ': f:::' deaced by;
terms. y
' QMRP/Home Manager V208
will receive additional obn
This STANDARD s not mat as evidenced by: training related to o)
Based on staff intesview and record raview, the documentation and
Tacility failed to ensure documentation of program . N
data in messurable terms for one of the two implementation of
oftents inciuded In the sampie. (Client #2) program data.
The finding includes: QMRP/Home Manager
' . will monitor program
On October 14, 2008 at approximately 1:44 PM, a . :
direct care staff was observed engaging Clent #2 implementation wecekly
Wwith a device that indicated the days of the week and conduct additional
when buttons were pushed. Review of Client #2's staff training as needed.
Individual Program Plan (IPP) revealed & program
thet reflectad given physical assistance, Client #2
will activate a cause and effect itam or object for’
7 to 10 trials per session as measured by active
treatment documentation. Review of the program
documentation failed to provide svidence that the
staff was documenting the program. Interview
with the Qualified Mental Retardation
Professional (QMRP) on October 15, 2008 at
2:30 PM revealed that she was not aware that tha
FORM CMS-2567(02-66) Pravious Veraions Obocieta Event I0: 34011 Folity ID- 009G 421 If continustion sheet Page 16 of 21
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staff was not documenting on the program. )
W 325 | 482.460(a)(3)(li) PHYSICIAN SERVICES Wa2s5
The facility must provide or obtain annual physical
examinations of each dlient that at a minimum
mcludes routine screening laboratory
examinations as determined necessary by the W32s
physician, ' : _
. ' This Standard will be
This STANDARD is not met as evidenced by. met as evidenced by:
Based on observations, staff interview and record
verification, the faciity failed to ensure - The recommended EEG
recommended laboratory studies were obtained has been scheduled for . 50%
timely, for one of tha four clients in the sample. chient #3, QMRP wili mo\m?
(Clignt #3). | iew and obtain co :
The finding includes: for medical treatments
The faci . failed to Client #3 iveqd the priot 10 the schoduled
he facility ensure Cliant #3 recef appointment. QMRP will
On October 14, 2008 at 8:00 AM, Client #3 was benefits of treatment with
administered Valproic Acid 10 mi. inferview with . the legal
the Licensed Practical Nurse (LPN) after the guardian/advocate.
madication pass indicated that the client received
the aforementioned medication for her dlagnosis
of seizure disorder. During the antrancs
conference with the House Manager and the
Licensad Practical Nurse (LPN) on October 14,
2008 at 9:45 AM with the House Manager and
day ime LPN revealed that Client#3 had a -
geizure on May 13, 2008 (last salzire recorded
was in 1999). Review of the cllent's medical
record on October 14, 2008 revealed a neurology
consult dated May 15, 2008. The neurologist
recommendad an EEG iaboratory study. Further
review of the client’s medical record revealed that
an EEG was attemptad on May 18, 2008 however
FORM CMS-2557(02-06) Previous Vemsions Obaclete Evint 1D: AQT Facilty 10 00G121 W cantirivation shest Page 17 of 21
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was unsuccessful due to the cllent’s excessive
movemant. At that time it was further :
recommended that an EEG be dohe under W3sé
sedation. '
According to the nurse's quarterly reviews dated :;':: s“;i:':u';ig be
7/08 and 8/08, it was noted that Sollow up was a8 yi
needed on the EEG Ia study with . .
sedation. Intarview with the Qualified Mental RN will review with all
Retardation Professional (QMRP) on October 15, mumrses the expectations
matppmh!yﬂ:oom_revealwm related to dental M2y o8
Chm#ahadavecvaolvadlachve_famerwho- - The- «
was willing to sign madical congents. At the time appoIMmcnts. angiig
of the survey, there was no evidence Ciient #3 t QMRP/murse will
received the recommended EEG. - emphasize to direct care
W 331 | 483.460(c) NURSING SERVICES W a3 staff to request the dental
The facdiity must provide clients with nursing t‘fof]iﬁ;f“’lpm“’. the .
sasvicee i accordance with their neads, j nppomtmmn’
_ e . the time of the visit, If
" this does not occur, the
is STANDARD i3 not met as evidenced by; murse must schedule the
Basad on observation, staff interview, the facifity . .
. appointment to prevent
falled to ensure nursing care services as .
indicated by change in the cllents health care delays in dental
status. treatments,
The findings include: Nurse must also
1. The faciiity's nurse falled to ensure that the’ documentact.ionstukcn
client receivad all prescribed medications without toward sccuring
emor. [See W359)] recommended services.
2. The faciltys m.gfse falled to store drugs under RN will contime to
proper conditions of security during -
administration. [See W381] m file iy m"’“""
W 356 | 483 460(g)(2) COMPREHENSIVE DENTAL W 356 direct
TREATMENT _ feedback for staff
’ E\.:n:m§ Fﬂwnmﬁ If continuation sheet Page 18 of 21
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The facility must ensure comprehansive dental
treatment services that inckide dental care .
nesded for relief of pain and Infactions,
restoration of feeth, and maintenance of dental
health.
This STANDARD is not met as evidenced by:
Basad on lntervﬂandmmﬂraview,hefwiliw
falled to ensure timely comprehensive treatment
sefvices for the maintenancs of dental health for
one of the four clients in the sample. (Client #3)
The Minﬁs Include: )
_ ' W3ie9
Review of Client #3's medical record on October
14, 2008 at 3:30 PM revealed a dental Stand
consultation dated January 28, 2008. The derntist :;h:“ c:idmﬂl: b.e
noted that the chent had moderate calculus ! ¥
daposits and neaded scaling. Interview with the . .
Licensed Practical Nurse (LPN) on October 15, The RN will review
2008 at appraximately 11:00 AM revealad that the adberence to medication W Wox
client needed preauthorization prior to returning to administratio CYVIEO4 h
the dentist office for scaling. Fuither interview adlm'encetonand'bed " ﬁ‘
indicated that the Residential Services Director nwe 1o prosciy
sent out @ written cormespondence dated October physician orders, RN
1, 2008 that documanted, *effective immediataly, will implement
dienisnobngerhavetomitforptmumodzaﬁon disciplinary action for the
for scaling.” At the time of the survey, the facility wurse who failed to
falled to ensure Client #3 received timely dental administer I
services (scallng). medications as
W 369 | 483.460(k)(2) DRUG ADMINISTRATION W 269 ordered. Nurse will be
. - encouraged to review the
The system for drug administration must assure MAR prior to conchnding
that @il drugs, inciuding those that are medication passes to be
self-administered, are administered without emor, sure all medications have
. . m given
This STANDARD is not met as evidenced by:
FORM CMS-2557(02-09) Provious Verslens Obsolete Event 10; 314011 Faclity ID:-00G121 ¥f continuation shest Page 16 of 24
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Based on observation, and record review, the
Taciiity failed to ensure that the client received all
prescribed medications without erroc for one of
the four clients in the sample. (pﬁent #4)
The finding includes: '
Observation of the medication adminisiration on
October 14, 20008 at 8:40 AM, revealed Client 4
was administered Qyster Shell Caleium with
Vitamin D, Oxcarbezepine, Macrobid, Certagen
Vitamin with minerais, Cranbesry fruit capsules,
and Lactilose. Intarview with the Licensed
Practical Nurse (LLPN) on Octobar 14, 2008 at
'9:25AMre,vealedﬂ1atshehadcompleted
medication administration. Review of the ‘
medication administration reconds (MARSs) and
the physician orders datad September 2008 on
October 14, 2008 at & ) 2:00 PM Wis1
ravealedmatthedientshonudhaveaddfﬁomly davrd wi
received Polysthylene Glyeol powder. :::'ﬁ‘“. u‘;‘::'
W 381 483.460()(1) DRUG STORAGE AND W 381 evidca :
RECORDKEEPING
Refexence response to
The faciidy must store drugs under proper W369, RN will conduct 1DB10b .
conditions of security. - - training to emphasize the MYy
_ importance of proper '
This STANDARD s not met as evidenced by: security of medicatiom
| Based on abservation, steff interview and record during administration,
veﬂﬂuﬁon,me_fadityfailadtostorendrugsunder
proper conditions of security during medication RN will conduct
administration. fication admi istrati
The finding includes: reviews to further cnsure
Buring the medication adminigtration on October standard,
14, 2008 beginning &t 8:05 AM, the Licensed
Practical Nurse (LPN) was observed to leave
FORM CMS 2587(02.95) Pravious Vorsions Cosclets . Event I 3lad11 Facllky ID: 09G121 tfoantlrunﬂmsnaetﬁgo oA
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Client #8's medications on the dining room table
while administering the client her medication in
her bedroom, At 8:40 AM, the LPN was '
additionally observed o leave Client #4's
madication on the dining room fable while
administering the client her medications in her
bedroom. it shauki be noted that while the
aforementioned medications ware left on the
table unsacured, cliants, staff and the surveyor
were noted to be in the area.
W 455 | 483.4700)(1) INFECTION CONTROL W 455
Thmmustbeanaeﬁveprogmmforme .
prevention, control, and investigation of infaction - W45
and communicabie diseases. This Standard will be
: met a3 evidenced by:
This STANDARD i not met as avidenced by: . .
Basedonobaervauonandmrview.mefacility QMRP will coordinate
faiied to Implement infectious control procedures infection contro] training
to pr;vaﬂ commui:ble infectious difs:asas for for all staff. '\ 1008
one-of the eight clients residing in th . '
(Client ﬂ)m Ing @ fecility Q-MRP/I'!OIIE Manager ovabw\.")
will monitor and
The finding Includes: supervise staff activities
provide feedback and
On October 14, 2008, at approximately 6:20 PM, r;ctlon as peeded to
the staff was observed preparing the clients for . .
dinner. A staff member observed obtaining a bib ensure compliance with
for Client #7 when the bib was placed on the this stendard.
tabile, it fell to the fioor. The staff member picked
it up and placed it around Client #7's neck. The
observalionwasbroughtbheatbnﬁonofme
Qualified Mental Retardation Professional on
October 18, 2008 at approximately 2:45 PM who
acknowledged that the staff shoold have ussd a
clean bib.
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226

LABORATORY

INITIAL COMMENTS o o

A relicensure survey was conductad from
October 14, 2008 through October 18, 2008. The
Burvey was initiated using the fundamerntat suUvey
process. A random sample of four residents
were selacted from a poputation of eight females |
with various degrees of dicabilities. -

The findings of this suIvey were basad on
obsarvations at the group home, and one day
program, interviews with the group home and day
program staff, and review of clinkcal and
administrative recorda to include the facility's
unusual incident reports.

3510.5(c) STAFF TRAINING | 226

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

(c) Infection control for staff and residents;

This Statute is not met as evidenced by:
Based on observation, interview and record
review, the GHMRP fgiled to ansure effactive
trainting on infaction control for stafr,

The finding Includes:

On October 14, 2008, at approximately 6:20 PM,
the siaff was obsarved preparing the clients for
dinner. A staff member observed obtaining a bib
for Resident #7 when the bib was placod on the
table, it fall to the floor. The staff member picked
it up and placed R around Resident #7's neci.
The obeervation was brought to the attention of
the Qualified Mental Retardation Professional on
October 18, 2008 at approximately 2:45 FM who
acknowledged that the staff should have used a

3510.5¢

This Statute will be met Wznok

as evidenced by:

Reference response

W455..

md"'ﬁ

|1

higtratiol

R'S R PROVIDER/SUPPLIER REFRESENTATIVES SIGNATURE

8

—
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clean bib.

3514.2 RESIDENT RECORDS

Each record shall be kept current, dated, and
signed by each individual who makes an entry.

This Statute is not met as evidenced by:
Based on interview, and record review the
GHMRP falled to ensure each clients records
were kept current, dated and signed by each
individual that made an entry.

The finding includes:

Review Resident #1's Individual Support Plan
(I1SP) on October 15, 2008 at 3:56 PM revealed a
Psychology assessment dated September 29,
2007 and an Occupational Therapy assessment
dated July 1, 2007. It was notad that these
assessments were not signed by the persony(s)
that completed them, This cbeervation was
brought to the altention of the Qualified Mental
Retardation Professional on October 16, 2008 at
2:15 PM; who acimowledged the lack of
signatures.

3520.9 PROFESSION SERVICES: GENERAL
PROVISIONS .

Each GHMRP shall obtain from each professional
sarvice provider a written report at least quarterly
for services provided during the precading
quarter, '

This Statute Is not met as evidencad by:
Based oh observeation, staff interview, and record
review, the GHMRP failed to ensure and obiain

1228

35142

This Statute will be met
as evidenced by:

Reference response 1o
WI114.

35209

1 407 This Statute will be met
. as evidenced by:

[0-30-0y
oNGOY
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Continued From page 2

that each professional service provider provided
a written report at least quarteriy for services
provided during the proceeding quarter for one of
the four rasidents in the sample. (Residents #2)

The finding includes:

On QOctober 14, 2008 at approximately 1:44 PM. 3
diradmshffwasengaging Reaident #2 with a
davice that indicated the days of the week when
buttons were pushed . Review of Resident #2's
Individual Program Plan (IPP) on October 15,
2008 at 2:30 PM, revealed a program that
reflected given physical assistance, Resident #2
will activate 2 cause and effect item or ébject for
7 to 10 trials per session as maasured by active
treatment documentation. Review of the
documentation falled to evidences that the staff
was documenting the program.

Interview with the QMRP on October 15, 2008 at
2:30 PM ravealed that she was not aware that the
staff was not documenting on the program,
Further review of the IPP quarterly reviews failed
toevidenoaﬂutmespeechthmpisusmhad
been monitoring the residents progress in the
program as required in the contractual agreement
with the provider. It should be noted that review
of the contract between the SP and the provider
revealed that the SP was responsible for
monitoring the programs quarierly.

3521.3 HABILITATION AND TRAININGl

| Each GHMRP shall provide habilitation, training

and assistance o residents in accordance with
the resident ' s individual Habiitation Plan.

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

1 407

i 1422

35213

This Statnte will be met
as evidenced hy:

Reference response to
W227 and W159,
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| Physical Therapy (PT) objective as evidenced by
the following:

Continved From page 3

GHMRP failed to provide training and assistance
to residents in accordance with the their
Individual Habilitation Plans for three of the four
residents included in ihe sample. (Resident #,
#2 and #4)

The findings include:;

1. Thefaciityfailedbdeve;op program
objectives as identified in tha Comprahensive
Functional Assessment (CFA) for Resident #4.

Observations on October 14, 2008 from 7:00 AM
through 7.00 PM, revealed Rasident #4 in @
wheelchair with tight exiremities. On October 14,
2008 at 4:00 PM, staff was observed assisting
Resident #4 with range of motion exercises to her
shoulder, '

Review of the Occupational Therapy assessment
on October 16, 2008 dated March 30, 2008
revaaled program recommendations for the
Resident to recaive range of mation exercises to
her elbows, wrists, and fingers. Review of the
IPP on October 16, 2008 dated September 19,
2008 revealed no evidence of training programs
to address the eforementioned .
recommendations.

2. The facility failed to implemant Resident #1's

Buring the svening observation on October 14,
2008 at 6:38 PM, Resident #1 propelied her
wheelchair around the facility independently with

1422
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staff encouragement.  Review of the dlient's
Individual Program Pian (IPP} on the same day,
revealed an objective that required har to propal
her wheelchair with two pound wrist weights for
four trips around the interior of the house. The
objective further indicated that the Resident
participate with the program two times dally with
100% accuracy for six months. It was noted that
the Resident did not have the wrist weights. The
Qualifiad Mantal Retardation Professional
"(QMRP) was interviewad regarding the weights
used fo implament the program. The QMRP

ed that the staff had not put the wrist
weights on the Resident as required In the IPP.

3. The faciiity failed to Implement Resident #1's
Aclgrily of Dally Living (ADL) goat as evidenced
below: 4

On October 14, 2008, during the dinner
observations at 5:20 PM, Resident #1 fed harself
independently. After completing the meal, she
removed herself from the table and the staff
remaoved the place mats and wiped the table.
Review of the dlient's IPP on October 15, 2008
reveaied an objective that required the Resident
to wlpeherplane_atmotabhwlthm%maw
for six consecutive months given verbal
assistance. Atﬂaeﬁmofmesmvey..mofadﬂy
failed to provide evidenoe that the Resident
pariicipated in the aforementioned program.

4. The facllity failed to ensure that Resident #4
participated in active treatment programs in
accordance with her IPP.

‘Observations after the &Inner on October 14,
2008, ravealad staff wiping the dining room table.
Review of the Residant #4's IPP dated
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Continued From page 5

2008 revaaied a program objeciive which
required the Resident to wipe the table after
dinner. There was no evidence that Resident 4
was given the opportunity to participate in the
aforementioned program. )

1473{ 3522.4 MEDICATIONS

The Residence Director shall report any
lrragulaﬁliesintheresident'sdrugmglmensw
the prescribing physician,

This Statute Is not met as avidenced by:
Basadonobservaﬂmandrecordmview,ﬂm
Residance Dirgclor falled to ensure that the
residents recejved all prescribed medications
wihmrtanurbroneofﬂlefourresk!amlnﬁre
sample, (Resident #4)

The finding includes:

Observation of the medication administration on
Getober 14, 20008 at 8:40 AM, revealed Client #4
:rras admini&:l::redmm Oyster Shail Calcium with
itamin D, rbazepine, Macrobid, Gertagen
Vitamin with minerals, Crenberry fruit capsules,
and Lactulose. interview with the Licansed
Practical Nurse (LPN) on October 14, 2008 at
8:26 AM revegiad that she had completg the
medication administration. Review of the
the physici .do"r‘dir:rs dt;bad Seplersn(he 21‘)%)8“Id '
an r 2008 on
Ociober 14, 2008 at approximately 2:00 PM
revealed that the client should have additionally

3623.1 RESIDENT'S RIGHTS
Each GHMRP residence director shall ensire

1422

1473

35224

This Statute will be met
as evidenced by:

Reference response to
W325 and W369.
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that the rights of residents are observed and

protectad in accordance with D.C. { aw 2-137, this
chapler, and other applicable District and federal

This Statute is not met as evidenced by:
Based on observation, intarview and record
review, the GHMRP failed to ensure each
resident’s rights were observed and protected-in
accordance with D.C. Law 2-137, this chapler,
and other applicable District and Federal Laws.

The: findings include:

1. A review of Resident #1°s financial record was
conducted on October 16, 2008 at 10:45 AM.
The bank statements were reviewed from
Seplember 2007 through September 2008, The
record revealed a withdrawal of $1,200.00 from
the dlient's account on September 22, 2008,
Review of the recaipts for the aforemertioned
withdrawal totaled $1,032.33,

Interview with the House Manager (HM) indicatad

that she had not spent the entire amount because |

thewrveyorswereinlhefadﬁwauﬂngﬂ'lelast
several days. A request was made by the
surveyor for the HM to provide evidence of the
avallable cash ($167.67), but, at the Sme of the
eompleﬂonofﬂman‘vay_heHMfaﬂedloprovide
fequested evidence. The facility falled to enstire
?u compilete accounting of Residont #1's personal
nds, '

2. On October 18, 2008 at 10:45 AM, Residont
#Z's financial record was raviewed. A note was
found dated May 28, 2008, that reveaied

Resident #2 owed Resident #5 $88.75. Interview |

wiﬂ)meHomManager(HM)revaaledmatshe
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Assessment on October 16, 2008
revealed the Residant could not make informed

. | decisions regarding financial matters, At the time

of the survay, the facility falled to provide
evidence that Resident #5 and/or her guardian
had besn informed of the aforementioned
financial matter.
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requested $200.00 for both dlients. When the
HM tumed in the receipts to the accounting office,
she was informed by the office stuff that $300.00
had been withdrawn from Resident $2's account
and $100.00 had been withdrazwn from Resident
#5's account.
Further interview with the HM revealed that 1
Resident 25's money was scheduled 1o be .
deposited Into her account. According to a bank This Statute will be met
statemeant dated June 30, 2008, $88.75 was as evidenced by:
deposited into Rasident #5's account on June 17,
2008, Interview during the entrance conference
on October 14, 2008 at 9:16 AM revealed that
Resident #5 had & court appointed legal decision Reference response to 10 26ch
maker. Additionally, review of Resident #5's W140. dnqanb’t
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