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W 000 | INITIAL COMMENTS W 000 '
A recertification survey was conducted from : 9/[/ ]‘LJ(«[(}?
November 12, 2008 through November 14, 2008,
The survey was initiated using the fundamental GOVERNMENT OF THE DISTRICT OF CO
survey process. A random sample of four dlients DEPARTMENT OF HEALTH
was selecied from a population of six females HEALTH REGULATION ADMINISTRATION
disabiiities. WASH'NGTON, D.C. 20002

The findings of this survey were based on
observations at the group home, three day
pregrams, interviews with the group home and
day program staff, and review of ciinical and
administrative records to include the fadility’s
unusual incldent reporis.

W 114 | 483.410(c){4) CLIENT RECORDS W 114 w114
Any individual who makes an entry In & client's T ‘
rd m ibly, date i and siqn i The QMRP will ensure that .
reco ust make it legibly, it, and sign it . ¢ meal grotocols for 12008
clients #1, #2, #3 and #4 are :
This STANDARD is not met as evidenced by: - signed. Further, QMRP will
Based an observation, interview and record ensure that mea) protocols are
review, the fasility failed {0 ensure entries Into _ routinely signed prior to L

the clients medical records were signed, for four
of four clients in the sampie. (Clients #1, #2, #3
and #4)

The finding includes:

Review of Client #1, #2, #3 and £4's records on
November 12, 2008 at 3:30 PM revealed that a
feeding protocol was deveioped fo ensure safe
feeding practices were employed at mealtimes.
Further review of the protocols, however
revealed that the person who developed ths
protocol failed to sign the document. This
.observation was brought ta the attention of the

implementation.

mm oOR PPLIER REFRESENTATIVE'S SIGNATURE TITLE \TE
)i

T ) A

wammyﬁummmnuusammumwummmmumﬂm
mmuemmnhm (See inclructions ) Excapt for ursing homes, tha findirgs staied above are disclosabile 50 following the
b of survey Whather or not a plan of comection fs provided. hmﬂumummlnmummmum the date
5% documents are trade available 1o the faodty, umuuﬁmdu.mwwmdmmmmmmmm
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Qualified Meptal Retardation Professional on
November 13, 2008 at approximately 2:00 PM.
W 140 | 483.420()(1)() CLIENT FINANCES W 140
The facility must establish and maintzin a system
that assures a full and complete acoounting of :
dlients' personal funds ertrusted ta the faciliy on w140 |
behalf of clients. This Standard will be |
met as evidenced by:
This STANDARD s not met as evidenced by:
Based on staff interview and record review, the The funds have been
facility falled to ensure a system had been deposited into client 14 7. 08
implemerted to maintain a compilete accounting #3°s account,
of clienis personal funds for one of the four The Home " ohQog
dlients in the sample. (Client #3) Manager
responsible for ‘
The finding includes: reconciling all records
\ at the end of the month,
A raview of Client #3'a financial record was QMRP will provide
conducted on November 13, 2008 at 3:50 PM. . s Hing fo
The bark statements were raviewed from additional training for
December 2007 through September 2008. The the Home Manager. |
llents aocount on Eeptamier 162008, o tie ey rwviaw
lent's account on Septembar . iew financial at least
of the recelpts for the aforemantioned withdrawal quarterly to farther |
totaled $173.47. compli and
Interview with the House Manager (HM) on to assure full and
November 14, 2008 at approximately 0:30 AM complete accounting of
kayed in $400.00 instead of $200.00, A written - o
was received from the
Provides's office on November 14,
2008 at 10:15 AM that indicated $200.00 would
be deposited as s00n as possible. Further
review of Client #3's fipancial records revealed
no evidence that the $200.00 was deposited hack
into the client's account, The faclinty failed to
R CMS-296T(02-09) Previous Virsiony Obsolals Event ID:ROC11 Faclihy ID: 09G119 leﬁlmmpm 2dof 16
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W 140 | Continued From page 2 W 140
ensure a complete accounting of Client #3's
personal funds.
W 156 | 483.420(d)(4) STAFF TREATMENT OF W58
CLIENTS
The resuilis of all Investigations must be reported
to the administrator or designated representative :
of to other officials in accordance with State law
within five working days of the Incident. (Wise
The QMRP will revi
This STANDARD s not met as evidenced by: i -de- g re'vwwat:; !
Based on Interview and record review, the facllity | - LHICONE investigations i1.51-08
falied to report the results of il investigations to submit to the administrator for |
the adminisirator, designated representative or to review. In the future the o
other officials in accordance with State Law QMRE will provide the
within five working days of the incident, for three administrator with the results
of the eight clients reskiing in the fadility, of the investigation for review
(Clients %2, #5 and #9) within five working days of
. ] the incident as required.
The findings include; Review of the investigative
N tts will be indicated by
Review of the facility's incident and investigative ~opOTEs Wi 9° In:
| reports on November 12, 2008, beginning at 8:15 administrater’s signature and
AM revedled the following incidents and date of review.
investigative reports: A
a. On September 12, 2008, stafT discovered a8
bruise on Client #5's right lower arm, one
centimeter in size.
b. On August 23, 2008, Client #5 appeared in
pain. Tyienol was given and there appeared to
be no refief. The cliem was sent to the lacal
emerngency room where sha was diagnosed with
a bilateral rotator cuff tear.
¢. On April 9, 2008, Client #5 was sent home
i with a notice from day program that her rigtit
R CM5-2587(2-96) Proviews: Versione Dbsolote Everm DxROZY1 Factly ID: 03119 If contirumlon sheet Page 3 of 16
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W 156 | Continued From page 3 W 186
innar thigh was red.
d. On October 1, 2008, a nurse discovered a
bruise on Cllent #5's right: hand and wiist.
e, On August 5, 2008, the staff noticed that
| Client #2 had when her left leg was moved.
X-ray results reflected thet the client sustained a
fractured left fermur. |t was not known at the time
how the injury occumred,
Interview was conducted with the Qualified
Memal Retardation Professiona) (QMRF) on
November 12, 2008 at 9;35 AM 1o asceriain
infosmation regarding thee facility’s incident
management system. According to the QMRP,
all investigative results were sent 1o the
Administrator. Further review of the
Investigative report revealed that there was no
documented evidence that thé administrator had
been notified of the resulis of the investigations. W159
At the time of the survay, the facility failed to This Standard will be i
provide evidence that ensured the administrator wet as evidenced by:
or designee was notifled of the resulis of the . .
investigative reports within five warking days as 1) QMRP provided Client #3's
required. day program with an updated Hea1og
W 159 | 483.430(a) QUALIFIED MENTAL W 150 meal protocol dated August oNgo
RETARDATION PROFESSIONAL : 21, 2008, two unbreakable w’
dliont's ust be teaspoons, and one bag of
Each dlient's active treatment program m drinking straws on November
ruegraed. coondinated and monftored by 13, 2008 at approximately
q mental retardation professional. 10:00am. QMRP provided
classroom staff and day .
This STANDARD s not met as evidenced by: program case manager witha
Based on observation, imerview and record _raining on the meal protocol
review, the Qualified Mental Retardation
Professional (QMRP) coordinate each client's

M CMS-2507002-00) Prwvious Varsions Obscita Evora DIRG9 Faciy ID; 093110 If continueticn sheet Page 40f 16
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W 158 | Continued From page 4 W 159 -‘
active treatment program for one of the four - WITA ank.
cllents in the sample. (Client #3) and use of feeding equipment. |
Day Program RN provided
The finding includes: training on meal protocol and
The QMRP failed to provide Giient #3's day uso of adaptive equipment to
program with his adaptive feeding protocol and day program staff on
equipment, November 13, 2008 at
approximately 11:20am.
{ On November 12, 2008 at 12:20 PM, Client #3 (see attachments A-1.1, A-1.2,
was observed having lunch at his day program. A-1.3), ,
The cliert was obsesved feeding himsetf a
pureed dlet, using a divn[a:mplate :?'g! g .
tablespoon. The client’s plate was slkiling aroun . .
on the table while he was eating. The clisnt was QMRP will continue to
observed drinking during the meal and conduct routine visits to
continuously coughing. The day program staff the day program and
was abserved removing food from the client's address concerns as
spoon. Imerview with the day program staff at they arise.
-approximately 1:00 PM indicated that the clieqt .
puts too much food on his spoon and requires Dmtﬁﬁonre]ﬂt_ed
verbal and physical assisiance to remove the to all day program visits
food. will be maintained in
At 6:22 PM, during dinner cbservations, Client #3 the clients record
was observed eating a pureed diet. The client
used a divided plate, a plastic coated teaspoon
and & straw to drink flukis. There were no
| feeding problems noted during the dinner meal.
Review of Client #3's feeding protoco! dated
December 11, 2007 at the day program on
November 12, 2008 at appraximately 7:00 PM
revealed the client required the foliowing
adaptive feeding equipment: a divided piate,
and a pkastie coated unbregkable teaspoon.
Further interview with the day program staff
Indlcated that the QMRP ar home had not
provided the day program with a plastic coated
T CMS-2567(02-09) Mrevicus Versians Obeciew Event I0; kixz14 Fackily D: 53119 I contimmtion shee! Fage 5 of 16
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GContinued From page 5
unbreakahle teaspoon.

Inferview with the QMRP on November 12, 2008
at appreximately 4:00 PM indicated that a current
feeding protocol and adaptive feeding equipment
was sent 10 the day program. Review of Client
#3's mealtime protocol dated August 21, 2008
reveaiex! the Giient required the foliowing
adaptive feeding equipment: a divided plate, an
unbreakabie teaspoon and provide straws for
beverage.

There was no evidence that the QMRP provided
Client #3's day program with the necessary

adaptive feeding equipment,

2. The facility's QMRP failed 1o ensure that an

objective was developed to address a client's self
medication training program need as identified
by the interdisciplinary team (IDT) in the
comprehensive assessmant. [See W227]

15. The factlity’s QURP falted to snsure that data
| was collscted in the form and required frequency.

[Sea W252]

% The facility's QMRP failed to provide
evidence that cllents Individual Program Plan
(1P} were reviewed and revised once the dient
had successfully compleied an objective. [See
w255)

453.440(c)(4) INDIVIDUAL PROGRAM FLAN

The individual program plan states the specliiic

objectives necessary to meet the dient's needs,
as idemtified by the comprehensive assessment
required by paragraph (¢)(3) of this section.

W159

w227

Wtﬁ‘t.wm:.d.m

2) See W227

ihlof
iy

3) See W252

4) See W255

immnmv«m-omue

Event ID:ROGTT

mnmwﬁ
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W 227 | Continued From page 6 w227
This STANDARD [s not met as svidenced by:
Bused on observation, staff interview and record
review, the facility's Qualified Mental Retardation
Professional (QMRF) failed to ensure that an
objective was develcped to address a dienlt's
self medication training program need as
identified by the interdisciplinary team (DY) in
the comprehensive assessment, for one of the B
four clisnts In the sampie. (Client #4) This Standard will be
The finding includes: met as evidenced by:
On November 12, 2007 at 6:05 PM, Client #4 W227 i
was observed being administered her '
medications. The Licensed Pradiical Nurse Review of the Client #4’s self l ” 0%
th(L:'nh'?i prepared the diem:d":’g‘?gfm- P:_a::g medication assessment dated I e
n applesauces, pou wate attachm -
spoon fed the client her madication. The LPN ;ﬁi’g&g&; client ;:1; ﬁof) W/]
was ohserved pouring the water into the client's d for sel N
mouth. Interview with the LPN indicated that the approved for self medication
client does not participatse in a self medication program nor was it indicated
program. Review of the self medication by the IDT, QMRP will follow
assessment on October 18, 2008 at up with the RN to clarify the
appraximeately 11:00 AM dated January 22, 2008 recommendation to encourage
indicated that the clieiit should be encouraged to participation as an informal
pick up the medication cup from the table or from measure of involvement.
ihe nurse with each oral medication :
administered.
Review of Client #4's Individual Program Plan
(PP) on Ociober 13, 2008 at approximately
11:00 AM dated January 24, 2008 revesled no
program goal or obisctive for the disnt to recelve
training! in seif medication. '
W 252 | 483.440(e)(1) PROGRAM DOCUMENTATION W252! A
Data relative to acoomplishment of the eriteria '
specifiad in cliant indivikiual program plan

CRM CIS-2567(02-89) Previous Verslons Obsnlste

Event ID: RO 41

Facllly D: 055119

If continualion sheet Faga 7 of 16
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W 252 | Continved From page 7 W 252
objectives must be docurnented in measyrable
temms.
W252 '
. This Standard will be met as .
This STANDARD s not met as evidenced by: 121
Based on observations, interview, and record evidenced by: 208
review, the facillty failed to ensure that data was : ;
collected in the form and required frequency, for The QMRP will ensure that
one of the four cllents in the sample. (Client #3) staff are trained on
documentation in accordance
The findings include: with Client #3°s individual
1. On November 12, 2008 at 5:10 PM, the direct program plan.
care steff was observed reading to Client #3. ; .
The cllent was observed pushing a bution on the g’*ﬂ“ will monitor
book with physical assistance from the difect ocumentation on an engoing |
care stalf. Interview with the Qualified Mental basis to further assure '
Retardation Professional (QMRP) on November compliance with this standard.
13, 2008 at approximately 11:00 AM revealed
thet although the client was bilnd, he enjoyed
auditory stimulation. Review of the client's
Indlvidual Program Plan (PP) dated September
28, 2008 on November 13, 2008 at
approxjrately 11:30 AM revealed an objective
which stated, "fthe client] will respond to staff
request to activate a talking story book with 80%
hand over hand assistance per session for six
consecutive month by 3/09° Review of the data
sheet on November {3, 2008 required that the
objactive should be documented on the previous
day. However the date sheet fafled to reflect the
client's progress on November 12, 2008,
There was no evidence that the data had been
collected in accondance with the IPP for the
client, which was necessary for a functional
assessment of the client's progress,
M CMS-2557(12.08) Previous Versioos Obeplets Bvent ID:RIX211 Facilly IO: G119 If contirsation etieet Prge 8 of 16
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W 252 continued From page 8 W 252
2. During dinner obsetvations on November 12,
2008 at 6:20 PM, Client #3 was observed wiping
his mouth with physjcal and hand over hand
assistance from staff. Interview with fhe
Quajified Mental Retardation Professional
(QMRF) on November 13, 2008 at appeaximately
11:10 AM revealed that aithough the client was
blind, he could askist with eating.

Review.of the client's IPP dated Sepiember 28,
2008 on November 13, 2008 at a

11:40 AM revealed an objective which stated,
"Daily [the client] will wipa his mouth during PM
meattime using hand over hand assistance for
six consecutive month by 3/08* Review of the
data sheet on November 13, 2008 required that
the abjective should be documented on the
previous day. However the data sheet failed to
reflect the cllent's progress on November 12,
2008,

There was no evidenca that the data had been

collected In accondance with the IPP for the

client, which was necessary for 2 functional

assessment of the cfient's progress.

W 255 433.44‘2&0(1)(0 PROGRAM MONITORING & W 255
CHAN

The individual program plan must be reviewed at
least by the qualified mental retardation
professional and revised as necessary, including,
but not fimited to situations in which the cllent
ivas successtully completed an abjective or
objectives identifled in the individual program
plan.

This STANDARD is not met as evideniced by:
Based on observation, interview and recard

o CSS-25967(02:45) Previogs Verslons Obsolcic Event DR 11 FecltyiD:0oc119 - . M contintalion sheet Page S of 16
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review, the faciiity's Qualified Mental Retardation
Professional (QMRP) failed tn provide evidence
that clients Individual Pragram Plan (IPP) were
reviewed and revised once the client had
successfully completed an objective, for two of
the four cfients included in the sample, (Clients
#3 and #4)

The findings include:

1. On November 12, 2008 at 10:00 AM, during
the entrance conference with the OMRP and
House Manager revealed that Client #3 had a
Behavior Support Plan (B3P) to address his
mladapt;ve behaviors and received
psychotropic medications,

Observations of the medication acdministration on
Navember 12, 2008 at 8:09 PM revealed that
Client #3 received Haldol 2 mg. Intervisw with
the Licensed Practical Nursa (LPN) Indicated that
the cllent received Haldol to address his
behaviors, Record verification of the client's
physician's orders on November 12, 2008 at
10:00 AM, confinrmed that the dient received the
aforementioned medication for his behaviors.
Further record review revealed the dient's BSP
dated August 19, 2008 indicated public
masturbation and clothes stripping identified
target behaviors. were included in the BSP. The
objectives stated, "Tthe dlient] will decrease
puhbllc masturbation and clothes stripping to zerc
incidents per month for twelve consaecutive
months," |

According to the Psyohology Quariatly reviews
and behaviorally data sheets from August 2007
through Saeptember 2008, the client had not
displaysd public masturbation and clothes

RM G256 T(02-05) Provioue: Varslon= Obsalans Event ID-RDZ11 Pciily (0: 096119 If ecntirusation shest Paga 10 of 16
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stripping. Interview with the OMRP on W255
November 13, 2008 at Z:00 PM indicated that the This Standard will be met as.
BSP should have been revised to eliminate the evidenced hy:
targeted behaviors of public masturbation and
ciothes stripping. 1) Theobjectivefor - '
There was no evidence that the QMRP revised °h°mf§'has.b°m .
Client #2's behavior objectives once he met the ;”;‘gt_ to reflect his ’
established ctitedia. - targeted '
. behaviors of SIB and il
2. On Navember 12, 2008 at 6:25 PM, Client #4 aggression. QMRP'
was observed rinsing her dinner dishes in a ’ will coordinate staff
dishpan of water and placing them In the training and monitor
dishwasher with little to no assistance from siaff. . his progress on a
Interview with the QMRP on November 413, 2008 monthly/quarterly
at 2:00 PM indicated that the client does assist basis. Human Rights |
with meal clean up. Cor.nmittee “'ﬂ-n I
Review of Client #4's IPP dated January 24, review and discuss/
2008 revealed @ program objective which stated, approved updaied
"Given physical sssistance, fthe clienf] will BSP.
washed her dishes after PM meal on 40% of the
trials recorded per month for six consecutive
months®. Review of the data collection revealed 2) The QMRP will continue to
August 2008 (three manths). providel st;ﬁ-mtg. at Ia;ist
_ . quarterly. Review of recor
m mwasmno mmﬂn]:t e QMRP rovised revealed that QMRP modified
Client #3’s program to verbal
3. Review of Client #3's IPP dated January 24, - assistance in 8/08 for six
2008 revealed a program objective which stated, | consccutive months, While
“given two choices of outfits, [the client] will progress for 3 consecutive
select what clothes to wear with hand over hand months indicated
assistance for six consectitive month”. Review independence, data for 11/08
of the QMRP monthly noles and data collection indicated “physical i
sheets on November 13, 2008 at 3:-00 PM assistance™
revealed the dlient achiered the program *
objective since July 2008 (four months), _

R CMS-2557(U2-09) Pravious Verslons Obwtleie Bvertt ID:RUC11 FaciRly I 00G119 ¥f continuation sheet Page 11 of 15
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W 255 | Continued From page 11 W26 wW2SS, ontwad. ..
e ; th | -
t:r:erpmv;:mn?evnencem e QMRP revised QEMQme.wﬂew
W 300 | 483 DRUG ADMINISTRATION Vv 3689 ILof pf agﬂmmm. ning
460D provide staff training at least (L6
The system for drug administration must assure quartezrly. Review of record
that all drugs, indiuding those that are (QMRP notes and data sheets) o
self-administered, are administered withaut emor. revealed that QMRP modified
Client #3%s program to
physical assistance in 8/08 for
This STANDARD is not met as evidenced by: six consecitive months, . !
Based on observation, interview and record
review, the facility failed to ensure that the
dlients received all prescribed medications
without error, for thfee of the four dients in the :
sample. (Clients i, &2, aind #3) w369
The findings include: *This ‘sta]“lal'd will be met.
‘ as evidenced by:
1. Observation of the medication adminisiration »
on November 12, 2008 at 8:09 PM, revealed The nurse in question has .
Client #8 was administered Haldol, Dilantin and be;_,_ discipﬁ:ctlcd and re. {908
Dosate liquid. Comparison of the medication . edicati mquwl
administration observaticn and the physician trained on m on
oftier dated Octobar 1, 2008 on November 13, administration according to
2008 reveaied that the client should have the physicians order.
recwived the Dilantin and Dosate liquid at 7:00
2. Observafion of the medication administration pass on a regular basis and
on Novemmber 12, 2008 at 825 PM, revaalad address concermns as they
Client #2 was administered Trileplual U-D, atise. s
Calcarh with Vit D, Coumadin, T amd
Lactulose. Comparison of the medication
administration observation and the physidan
order dated October 1, 2008 on November 13,
2008 revealed that the dllent should have
received the Trileplual U-D at 5:00 PM,
Coumadin at 6:00 PM and the Topamax and
RM CMS2567(V2-55) Prwvious Veltions Obsolaie Event ID:RIX211 Faoikly ID: 09G119 I conlinuation sheet Page 12 of 16
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’ DERCENSY)
W 368 | Continued From page 12 w3B9
Carcarb with Vit D at 7-00 PM.

{3- Observation of the medication administration
on November 12, 2008 gt 7:48 PM revealed
Client #1 was administered Primidone 250 my.
Comparison of the medioation administration
abservation and the physiclar: order dated
October 1, 2008 on November 13, 2008 revegied
that the diient should have received the
Primidone, three times per day (8:00 AM, 4:00
PM and 12:00 AM. :

O November 13, 2008 st approximately 10-30
AM, the Registerad Nurse (RN) was Informed
when Client #1 recetved his medication. The RN
confirmed that was considered a medication
enar, according to the facility’s policy.

WV 324 | 483.460(0)(2) LABORATORY SERVICES W 394

if the laboratoty cheoses to refer specimiens for
testing to anoﬂlerlabom:r'ﬂ'lereferml
taborstory must be ceitifiad in the appropriate

. | $pedialties and subspecialties of sefvice in
accordance with the requirements of part 493 of
this chapter,

This STANDARD is not met as evidenced by:
Basedonstaﬁmmlewandmmmview,me
facility falled to obtain a Certificate of Waiver as
required under the Cinical Laboratory .
ImpmvememAnmdmnsonMt(GLw
before administering finger stick tests for blood
sugar glucose levels, for one of the Tour dlients in
the sample. (Cliant #3)

The finding indludes;

Review of Client #3's medicaf record on
X6l CME. 2567012-69) Prelone Versions Ctaoier Event I-RD2T1 oy 10: 09G 119 if coritinuation shoet Paga 13 of 16
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PREFIX
TAG

PROVIDER'S PLAN OF GORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS REFERENCED T0 THE APPROPRIATE

.

DATE

W 455

-infectious disaases.

Continued From page 13
Navember 12, 2008 at approximately 2:00 PM

revealed a physician order (PO) dated November|

3, 2008. The PO revesaled an order to collect
blood sugar once weeldy via fingerstick for
history of diabetes,

On November 13, 2008, at appraximstely 2-25
PM, the facility's Registered Nurse (RN) was
asked if the facility had obtained a Certificate of
Walver, as required under the CLIA. The RN
Indicatad that she had completed the appiication,
however, the form was completed i and
was retumed o the Provider. The RN indicated
that she would resubmit the appiication. At the
time of the survey, the facility did not have a
CLIA Certificate of Walvar.

483.470()(1) INFECTION CONTROL

There must be an aclive prograrn for the
prevention, control, and investigation of infection
and commumicable diseases,

This STANDARD is not met as evidenced by:
Based on observation, imterview and record
review, the fecility falled lo implemant infaction
control procedures to prevent communicable

The finding includes:

On November 12, 2008 at 8:25 PM, the Qualified
Mental Retardation Professional (QMRP) slipped
on a puddle of liquid in Client #5's bedroom. At
8:28 PM, the evening shift leader was observed
wiping the puddie of liquid on the floor with
towels and no gioves on. Interview with the
evening shift leader revealed that Client #6
urinated on the ficor when har aduit protective

W34

W 455

394
This Standard will be met

as evidenced by:
20
ndr

Anotber application was
submitted as indicated. The
Certificate of Waiver has
been received as required, |

i CMS-258T(r-09) Praviaus Version: Obsolee

Event D:RO&1 1
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PROVIDER'S PLAN OF CORRECTION
mgm (EACH CORRECTIVE ACTION SHOULD BE o o
TAG TO THE APPROPRIATE BATE
W 455 | Continued From page 14 W 455
undemgarment were rentﬁlgved The direct care w455
staff tock the cllant 1o bathroom for her ill be met
shower. Further Intarvievr with the QMRP on :sh:;%t::‘;rgywm m \
November 13, 2008 at approximately 11:00 AM : Ry
revealed that the staff had received training on . ‘
infection control. Review of the staff in-service The QMRP will ensure that
training book og- Ww 13, mﬂtﬂﬁ hed staff are re~trained on "'”‘Oq
approximately 2: confirmed . . .
recsived infection control training on September infection cqntrnl technigucs. MWW’
9, 2008. There was no evidence that stafy
cleaned the area in @ manner that ensured QMRF/Home Manager and
infection control techniques were used. -} Nurse will monitor home
W 488 | 483.480(d)(4) DINING AREAS AND SERVICE W 438 environment and staff
The facility must assure that each dlient eats in a activities to further assure
manner consistent wih his or her developmental ongoing compliance with this
level. standard. :
This STANDARD Is not met as evidenced by: 'W488 l
Based on observation, staff interview and record. This Standard will be met
review, the Tacility fallad to ensure that feeding as evidenced by: !
protocals ware implamantad as written, for one of )
the four clients in the sample. (Client £2) .
The QMRP contacted the
The finding includes: Physical Therapist who el W
. provided staff with training on
During the dinner meal observations on November 18, 2008 (Sﬁc q
November 12, 2008 at approximately 6:30 PM, attachment A-3) to aseist with H
Cllent w2 was observed being fed by staff, Client #3° Lo
During tt1e meal, Client #2's head leaned overto lent #2's positioning in her
the her left side, wheelchair at meal-time.
QMRP and Nurses will
Review of Client #2's "Mealtime Protocol® dated continue to monitor meals to
June 16, 2008 on November 12, 2008 zt 5:00 ensure intervention is
PM reveal?ud :dh'l‘:n s:E \;r:m to gm hI;: ) reflective of techniques '
head up aned nng identi
the observation, the dlient's head leaned to the identified on meal protocol.
left and there was no Intefvention until the
R CIS256 7 (U2) Prewicus Veltians Obaniale Evant D:RIX2T1 Facilily 10: p9G119 If continuation sheet Page 15 of 18
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W 438 | Continued From page 15 W 488
surveyor mentioned the observation to the
Qualified Mental Retardation Professional-
(QMRP) at approximately 7:00 PM.
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TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
]
| 00%K INITIAL GOMMENTS | 000
A licensure survey was conducted from
Novempber 12, 2008 through November 14,
2008. The survey was initiated using the
fundamental survey process. A random sample
of four residents was selected from a"p:pulaﬁon
of six females and two males with variaus
degrees of disabilities. :
The findings of this survey were based on
observations at the group home, three day
progranis, interviews with the group home and
day program staff, and review of clinical and
administrative records to include the facility's .
unusual incident reports. 1135 S
: \
1 135 3505.5 FIRE SAFETY 1135 This Statate will be met as \
Each GHMRP shall conduct simulated fire drilis evidenced by:
in order to fest the effectiveness of the plan at . .
least four (4) times a year for each shift. QMRP will provide staff and
- Home Manager with training
. on Fire Safety drills and u’ﬂ‘ot
This Statute s not met as evidenced by: required expectations
Based on interview and the review of fire drill GHMRP . tha: o T
reposts, the GHMRP failed ta provide evidence ; roquires that a Fire WM
that evacuation drills were held at Isast quarterty drills to be conducted i
for each shift of personnel. monthly on each shift in
’ order to meet the standard of
The finding includes: four drills per year on each
Interview with the house manager on Novemnber shift.
12, 2008 ravealed that the GHMRP had three :
shifts of duty, 6:00 AM~2:30 PM, 2:00 PM - QMRP will audit fire drill ’
10:30 PM and 10:00 PM - 8:30 AM. Review of records at least quarterly to
the GHMRP’s fire drill logs on the same day at furthcre‘:ltsl;ewogm han:::e f’
3:00 p.m. revealed that drilis wers not T P |
consistertly conducted by the weekend shifts of with his standard. !
personnel as evidénced below: ‘
I Reguiation - -
s TmME [r 5]
BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE - %

ATE FORM
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X4 1D SUMMARY STATEMEN'T OF DEFCIENCIES ) PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICEENCY MUIT BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
1138 | Continued From page 1 1135
January through Mareh 2008 there were no
documented weekend evening shift drills
documented:
April through Jupne 2008 there were no weekend
night shift drills documented; and
July through September 2008 there were no
weekend evening and night shift drills
docamented.
1189 3508.7 ADMINISTRATIVE SUPPORT | 189
3508,7
HMRP i . ) .
e oo all mainialn reconds of residents This Statate will be met as
evidenced by:
This Statute is not met as evidenced by: “‘” og
Based on interview and record review the Rcfmce response to d ¢
GHMRP failed to malntained each resident's Federal Defici R.eport
funds recelved and disbursed for one of the four ency
realdents in the sample., (Resident £3) W140.

The finding Includes:

A review of Resident #3's financial record was
conducted on November 13, 2008 at 3:50 PM.
The bank staternents were reviewed from
December 2007 thiough September 2008. The
record revealed a withdrawal of $400.00 from the
resident’s account on September 16, 2008.
Review of the receipts far the aforementioned
withdrawal tolaled $173.47.

Interview with the House Manager (HM) on
November 14, 2008 at approximately 9:30 AM
revealed that the Provider's accounting office
inadvertently keyed In $400.00 instead of
$200.00. A written cofrespondence was received
from the accounting office on November 14,

aalth Regintion Adminis=Eion

TATE FORM

RDC211
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PREFT DEFICIENCY MUST BE PRECEDED BY FLILL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYRNG TN TAG CRUSS-REFERENCED TO THE APPROBRIATE DATE
DEMCENCY)
1189 | Continued From page 2 1189
2008 at 10:15 AM that indicated $200.00 would
be deposited as soon as possible. Further
review of Resident #3' financial records
revealed no evidence that the $200.00 was
depositad back into the resident's account. The
facifity failed to ensure 8 complete accounting of
Resident #3's personal funds.
1 225) 3510.5(b) STAFF TRAINING t2es ;gfg 5(b)
Each fraining program shall include, but not be
limited to, the following: This Statute will be met as (
(b) Human defelopment through the life cydle evidenced by: ‘ |
irth to death); . .. ,
(birth ) _ All staff are provided training ek, Og
This Statute is not met as evidenced by: on Human development
Based t:'-m re;;rd review, m GHMRPm faihtlln t:ne through the life cycle (birth U’W’ﬁ “"'
ensure training was provided to each staff i f hire.
area of Human Development, o death) at the time o huen .
Human Development through |
Review of the training reconis on November 14, the life cycle. .
2008 revealed that the GHMRP failed to provide
training in Human Development.
1 229 3510.5(1) STAFF TRAINING {229
Each training program shall include, but not be
hmited to, the following:
() Specisity areas related to the GHMRP and
the residents to be served including, but not
limited to, behavior sexuality,
nutrition, recregtion, total communications, and
assistiva technologles:
This Statute is not met 2s evidenced by:
akh alion AGministration
ATE FORM L RDO114 ¥ canfinuation shegt 3 of 10
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SUMMARY STATRMENT OF DEFCIENCES
{EACH DERCENCY MUST BE PRECEDED BY FULL
RECULATORY OR LSC IDENTIFYING INFORMATION)

iD
PREFIC
TAG

GROSS-REPERENCED TO THE APPROPRIATE DATE
m

Continued From page 3

Based on observation, staff interviews and
record verification, the facdiiity staiT failed to
demonstrate competency in the implementation
of the prescribed diet, for two of four residents in
the sampla. (Residents 2 and #3)

The findings include:

1. During the d{mnmngrmeal abservations on
November 12, at approximately 8:30 PM,
Resident #2 was ohserved being fed by staff.
During the meal, Resident #2's head leaned over
to the her left side.

Review of Resident #2's "Meallime Protocol™
dated June 16, 2008 on November 12, 2008 at
8:00 PM revealed that staff were to reposttion
her head uprght when she leaned 10 the left.
Durihg the shservation, the resident’s head
ieaned to the feft and there was no interverttion
unti) the surveyor mentioned the observation to
the Qualfied Menial Retardation Professional

(QMRF} at approximately 7:00 PM.

2. The QMRP fajled to provide Client #3's day
program with his adaptive feeding protocol and
equipment

On November 12, 2008 at 12:20 PM, Client #3
was observed having lunsh at his day program_
The client was observed feeding himself a
pureed dlet, Using a divided plate and
tablespoon. The client's plate was sliding around
on the table while he was eating. The client was
observed drinking during the meal and
continunusly coughing. The day program staff
was observed removing food from the clieni’s
spoon. Interview with the day program staff at
approximately 1:00 PM indicated that the cijent

1229

palth Regutaben Adrminatraion

RD211
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1 229 | Continued From page 4 1229

puts too much food on his spoon and requires
verbal and physical assistance 1o ramove the
food. )
At 6:22 PM, during dinner observations, Glient 1229
#3 was observed eating a pureed diet. The 3510.5(f)
client used a divided plate, a plastic coated ,
teaspoon and a straw to drink fiuids. There were This Statute will be met as
nmo e:elzencllng problems noted during the dinner evidenced by:
Review of Client #3's feeding protocol dated Reference response to H A 03
December 11, 2007 at tha day program on Federal Deficiency report M
November 12, 2008 at appraximately 1:00 PM W140.
revealed the client required the following -

adsptive feeding equipmant: a divided plate,
and a plastic coated unbreakable .
Further interview with the day program staff
indicated that the QMRP or home had not
provided the day program with a plastic coated
unbreakable teaspoon.

Interview with the QMRP on Novembaer 12, 2008
at approximately 4:00 PM indicated that a
current feeding protose! and adaplive feeding
equipment was sent to the day program. Review
of Cliert: #3's mealtime protoesl dated August
21, 2008 revealed the disnt required the
following adaptive feeding equipment a divided
plate, an unbreakable teaspoon and provide
straws for beverage.

There was no evidence that QMRP provided
Client #3's day program with the necessary
adaptive feeding equipment,

3. Review of the training records on November
14, 2008 revealed that the GHMRP failed to
provide training in the area of nuttition.

alih Reguiation Administralion
ATE FORM

ROC211
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. DEFGEENCES D PROVIDER'S PLAN OF o5)
{EASH DERCIENCY MUIST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOWLD COMPLETE
F';‘;? REGULATORY OR LEC DENTIPYING INFORMATION) TAG ms&nmmﬂﬁnwnﬂnfm . DATE
1378 Continued From page 5 1378
1379 3519,170 EMERGENCIES 1878 T
1379
In additlon to the reporting requiremaent in ' :
3519.5, each GHMRP shall nofify the . |
h ot of Health Faciities Division TheGI-IMRPpot?ﬁedthesmw
of any other unusual incident or event which agency of the incident report
substartiatly interferes with a resident * s health, . that involved Client #5 on
welfare, living arrangement, well being or in any August 23, 2008 as indicated ll n.og
other way places the resident at risk. Such on the incident report. ‘
notification shall be made by telephone However there was not fax MOpian
immediatety a.msl shail be followed up by written verification report attached,
nofification within twenty-four 24) hours or the The GHMRP will ensure that
next work day. : fax verification reports are
attached to incident reports to _
show evidence of notification
This Statute is not met ss evidenoed by: to state agencies.
Based on interview and record review, the
GHMRP fafled to ensure that injuries of unknown
origin are reported to the facility's administrator
and govermnment agencies as required by DC
Regulation [22 DCMR Chapter 35 Section
3919.10].
The findings include;
Review of the facility’s incident reports on
November 12, 2008 at 8;15 AM revealed the
following incidents of uninown origin:
On August 23, 2008, Resident #5 appeared in
pain. Tylenol was given and there appeared to
be no relief, The resident was sent to the local
emergency room whare she was diagnosed with
a bilateral rotator cuff tear,
interview was conductod with the Quatified
Mental Retardation Profassional (QMRP) on
November 12, 2008 at 9:35 AM to ascertain
salil Regutxtion Admnistration
FATE FORM RIX219 ¥ contigion sheet € of 10
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information regarding the faclity's incident
management systam. According to the QMRP,
all incidents were to be reported 1o the state
agency. Further review of the incident report,
howsver, revealed that therewas no
documented evidence that indicated the state
agency had been notified. At the ime ofthe
survey, the facility falled {0 provide evidenoe that
ensured that the stale agency was notified of the
incidert of unknown origin.

1420) 3521.1 HABILITATION AND TRAINING | 420

Each GHMRP shall provide habilitation and 1420

tralning fo fis residents to enable them to acquire 3521.1 N

and maintain those life sidils nesded to cope This Standard will be met
more effectively with the demands of their as evidenced by:
environmants_and to achievie thelr optimum )

leveis of physical, mental and social functioning. Reference response Ty Yo'

This Stetute is not met as evidenced by; . Reference response to

Based on observation, interview and record W227. .
review, the GHMRP failed to provide habilitation | '
and training to its residents that would enabla
them to acquire and meintain life skilis needed to
cope with their environments and achieve
optimum levels of physical, mental and social
functioning for ane of the four residents included
in the investigation. (Resident #4)

The finding Includes:

On November 12, 2007 at 8:05 PM, Resident #4
was observed being adminisierad her
medications. The Licensed Practical Nurse
(LPN) prepared the residents medications,
placed them in applesauce, potred a cup of
water and spoon fed the her the meidcation. The
LPN was observed pouring the water into the

alth Regrdstion Administration .
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resident's mouth. Interview with the LPN
indicated that the resident. does not participate in
a selif medicution program. Review of the gaff
medication assessment on Oclober 13, 2008 at
approximately 11:00 AM dated January 22, 2008
indicated that the resident should be encouraged
to pick up the medication cup from the table or
from the nurse with each oral medication
administered.

Review of Resldent #4's Individual Program Plan
(IPP) on Oclober 13, 2008 at approximately
11:00 AM dated January 24, 2008 revenled no
program goal or objective for the resident to
recsive training in self medication.

3521.4 HABILITATION AND TRAINING

Each GHMRP shall monitor and review each
resident ' s Individual Halilitation Plan on an
ahgoing basis to ensure parficipation of the
resident and appropriate GHMRP staff in
revision of such Plans whenever necessary. The
scheduls for the reviews shall be documented
within sach IHP,

This Statute s not met as evidenced by:
Based on interview and record review, the
GHUMRP failed 1o ensure each resident's

to make certain each resident participated and
the plans wers revised as needed, for one of the
four residents In the sample, (Resident £3)

The indings include:

1. On November 12, 2008 at 5:10 PM, the direct

care stalf was observed reading to Resident #3,

L 420

1423

1423

3521.4

This Statute will be met as

evidenced by:

Rete " 2 40§
rence respomnse oy

W159,W252,W255 ™

aafth Reguistion Administration
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The resident was observed pushing a button on
the book with physical assistance from the direct
care staff. Interview with the Qualifiad Mental
Retardation Professional (QMRP) on November
13, 2008 at approximately 11:00 AM revealed
that althiough the client was blind, he enjoyed
auditory stimulstion. Review of the resident's
Individual Program Plan (IPP) dated Septsmber
28, 2008 on November 13, 2008 at
approximaiely 11:30 AM revealed an objeetive
whidh stated, "fthe resident] will respond to staff
request to activate a talking story book with 80%
hand over hand assistance per session for six
consecitive month by 3/08" Review of the data
shest onr November 13, 2008 required that the
objective should be dacumented on the previous
day. However the data shee! failed to reflect the
resident’s progress on November 12, 2008.

There was no evidence that the data had been
collected in accordance vith the IPP for the

resident, which was necessary for a functiona)
assessment of the resident's progress,

2. During dinher observetions on November 12,
2008 at 6:20 PM, Resident #3 was observed
wiping his mouth with physical and hand over -
hand assistance from stal. [nterview with the
Qualified Mental Retardation Professional .
(QMRP) on November 13, 2008 at
approximately 11:10 AM revealed that atthough
the resident was biind, he could assist with
eating.

Review of the Reskient #8's IPP dated
September 26, 2008 on November 13, 2008 at
approximately 1140 AM revealed an objective
which stated, "Daily fthe resident] will wipe his
moauth during PM mealtime using hand over
hand assistance for six consecutive month by

akth Reguistion Administration
ATE FORM e RixXz211
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3/08" Review of the data sheet on November
13, 2008 falled to reflect the resident’s progress
on November 12, 2008.
There was no evidence that the data had been
collectad in accordance with the IPP for the
resident, which was negessary for a functional
assessment of the resident's progness.

Jotiih Regulaiion Adminsiaion
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A licensure survey was conducted from
November 12, 2008 through November 14,
2008. The survey was initiated using the
fundamental survey process. A rndom sample
of four residents was selectad from a population
of six females and two males with various
degrees of disabilities.

The findings of this survey were based on
ohservstions at the group home, three day
programs, interviews with the group home and
| day program staff, and review of clinlcal and
administrative records to include the facility’s
unusual incident reports.

R 125 4701,5 BACKGROUND CHECK R 125
REQUIREMENT ,
The criminal background check shall disclose the Resowice D¢ Pa,-[mﬁ-f—
criminat history of the praspeciive employee or * Humml = W%Wd cpadcs
contract worker for the previous seven (7) years, for anl prospechuc appliants,
in all jurisdictions within which the prospective N . the W70y
efmploye“?nt;‘g n;:hntract wor(kgr has womego 051 ¥ npplmhmls@_ MWMW '
resided n the seven years prior a o P,Mu”vl-
This Statuts is not met as evidenced by: + Gackeapovud o N Bt

W 224
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