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Surveyor, 18886 w122
A recertification survey was conducted from ‘
i February 22, 2010, through March 3, 2010, The o This CONDITIOM will be metas ™.
survey was initiated using the fundamental survey ‘ .
procesy: however, due to information oblained - o evidenced by: -
from the personnel records, the survey was i .
extended under the Condition of Participation in The facility did not hire an employee
Client Protections. A random sample of twa with a convictian or prior
cllents was selected from a population of four mpi nt hit hild or
male clients with various levels of mental employment hi or\:'ofc iid or client
retardation and disabilities. abuse, neglect or mistreatment.
The findings of the survey was based on e (W148) he facility has o
observations at the group home and one day written policies and 40210
prograimn, interviews with the clients and staff, and ] mmm(
the review of clinical and administrative records proceduires that prohibit
including incident reports. ' mistreatment, neglect or .
| Based on the findings, the facllity failed to meet abus.e of all persons. The
i the cornpliance requirements in the Condition of ' policies will be reviewed and
* Participation in Client Protections, modified to provide greater
W 122 483,420 CLIENT PROTECTIONS w 122 accouni ability. The Director
The farility must ensure that specific client of Humin Resources will
protections requirements are met. continue obtain background

checks {or all applicants prior
to empl oyment and/or prior
This CONDITION is not met as evidenced by: to heiny: assigned to the
Surveyor: 18886 HF
Based staff interviews and record reviews the ‘ group home. The fat:'hw has
facility failed to implement poiicies and procadure established a QA review

to ensure the health and safety of each client process wheraby the Incident
[See VWW149]; and failed to prohibit the _ . .
employment of individuais with a conviction or Manager/QA will review
prior employment history of child or ciient abuse, persont &l records on a
neglect or mistreatment[See W 152], monthiv basis. Verlfication'of

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE SBIGNATURE © TITLE ’ {X8),PATE
oy -1 ;
% ' ‘ 7 / (®
Any deficiency statement ending with an asterisk (*) denotes a deficiancy which the Inatitution may be axcuged freon gorrizcting providing 1t is datermined that

other safeguards provida sufficient protestion 1o the patients. (See instructions.) Except for nursing homes, the liulings stated sbove are disclosable 90 days
following the date of survey whethar or not a plan of correction is provided. For nursing homas, the above finding 3 and plans of correction are disclosable 14
days foliowing the date these documents are made availabie to the faciltty, If deficiencies are cited, an approved plan of carrection is requisila to continued
program pacticipation.

If conlinuation sheet Page 1 of 11

FORM GMS-2567(02-59) Previous Varsions Obsolate Evant |0:3UUF 11

Faciiity ID: 09G128



__ 04/07/2010 17:14 FAX 2022690160 IDI ig1003

PRINTED: 03/18/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
~ CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: A BUILDING
09G129 B WinG T 03/03/2010
NAME OF PROVIDER R SUPPLIER STREET ADDRESS, CiTY, §1+TE, ZIi> CODE
3112 WALNUT STREET, NE
INDIVIDUAL DEVELOPMENT, INC. WASHINGTON, DG 23018
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S F} AN OF CORREGTION (xs)
PREFIX (EA:H DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORREC' WE AGTICN SHOULD BE COMPLETION
TAG REGILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERES:.I 0T0 T‘lrj)E APPROPRIATE DATE
[ {CIEN _
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The effacts of these systemic practices resulted maintained in the personnel
in the failure of the facility to protect its clients and : ient
ensure their heaith and safety. boak .for review. Deficie
W 140 | 483.420(d)(1) STAFF TREATMENT OF W 149 practices will be reported
CLIENTS immediate'y to the CEO and |
= i agers and '
The facility must develop and implement written Senior h?allase
policies and procedures that prohibit appropriat : corrective
mistreatrment, neglect or abuse of the client. actions are aken
____ immediately to address
This STANDARD is not met as evidenced by: systemic and deficlent
Surveyor, 18886 practices,
Based bn interview and record review, the facility
failed to implement policles and procedures to
ensure the health and safety of four of four clients * (W152)The Human Resource )
reslding in the facility. (Client #1, #2, #3 and #4) Director w |l file all
docum ti
The finding includes: entation to support
! follow-up
: (Cross Reference W152). The facility failed to actions/investigation of the
[ gnsure the developmentimplementation of backgroumd checks (If

policies that prohibit the empioyment of
warranted). Documentation

individuals that have been convicted of child

abuse, neglect or mistreatment, as evidenced shall include but not limited
below: to; sworn statements,
Review of staff personnel records on February subsequen: background

22, 2010, beginning at 3:55 p.m., revealed one of checks, anc any other

the ten staff, providing diract services fo the

clients. had a criminal background check that document 1o support actions
indicated he was a "sex offender (Staff #3)." taken by the facility. The
Further review of the background check revealed Human Resource Director will
that Staff #3 had failed to register with the sex also cond

offender registry on February 23, 2006, Interview condux f random

with the Program Director (PD) on February 22, ' backgrounc checks to include
2010, at 5:30 p.m., revealed that the staff person an annual sampling up to
was still on the current scheduie. The PD called 10% of

the Human Resources (HR) office on February the amployee roaster,
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Continued From page 2

22, 2010, at approximately 5:30 p.m., and was
informed that the staff person told the HR
department, "that is not me,” when questioned
about the criminal background check disposition.
On February 23, 2010, at approximately 11:00

| a.m., the PD gave the surveyor notification that

the staff had been removed from the schedule,

Review of the facility personnel policy on
February 23, 2010, at approximately 3:00 p.m,,
revealed that a palice clearance must be obtained
prior to empioyment. At the time of the survey,
however, the facility failed to investigate the
disposition documented on Staff #3's police

. clearance in order to verify that the staff was
suitable to be employed,

483.420(d)(1)(ii) STAFF TREATMENT OF

'CLIENTS

The facility must prohibit the emplayment of
individuals with a conviction or prior employment
history of child or client abuse, neglect or
mistreatment.

This STANDARD is not met as evidenced by:
Surveyer, 18886

Based on interview and the review of employee
records, the facility failed to prohibit the
employment of individuals with a conviction or
prior employment history of child or client abuse,
neglect or mistreatment, for one of ten staff. (Staff
#3)

The finding includes:

(Cross Reference to W149). Review of the
facility's personnel records on February 22, 2010,
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COMPLETED
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W 149
w149
This Standard will be met as
evidenced by:
L PA) 1o
Reference response to W22, g-nraoms‘
W 152

w152

evidenced. »y;

This Stand: rd will be met as

Reference response to W122.

3.12.(0
L g
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-approximately 5:30 p.m., and was informed that

| surveyor that revealed Staff #3 had been

2010.

Continued From page 3

beginning at 4:55 p.m., revealed Staff #3 had a
criminal background check that reflected
"Registered Sex Offender”, Further review of the
background check, revealed the staff's failure to |
register on February 23, 2006. Interview with the
Program Director (PD) on Fehryary 22, 2010, at
5:30 p.in., revealed the staff person was currently
employsd and was working an the current
schedule, The PD cailed the Director of Human
Resources (DHR) on February 22, 2010, at

the staff person had told them, "l am not that
person.” On February 23, 2010, at approximately
11:00 8.m., the PD presented nhotlfication to the

remaved from the schedule as of February 23,

The DHR revealed that atthough she obtained a
background check on Staff #3, on September 20, |
2008, the dispasition of the check indicated that
the identified person was a "sex offender” on
February 23, 2006, She further stated that she
had nol. had the opporiunity to check into this
matter, any further, but had plans to fully
Investlgate.

There was no evidence that the facility
investigated the disposition of the criminal
hackground check prior to Staff #3 beginning his
employment.

483 .440(c)(3)() INDIVIDUAL PROGRAM PLAN

The comprehensive functional assessment must
identify the presenting problems and disabilities
and where possible, their causes.

This STANDARD is not met as evidenced by:

W 152

W 212

w212 —
This Standard will be met as
evidenced by:

4740
oM

The QMRP will follow-up with the
Psychiatrist to ubtain an updated
assessment to ensure total ‘
¢larification. The psychiatrist
continues to review the client #1’s
status on a manthly basis,
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| psychiatric assessment, for one of the two clients

Surveyor: 18886

Based on observation, staff interview and record
review, the facility failed to ensure that each client
who received psychotropic medications had a

in the sample. (Client #1)
The finding includes:

Observation of the moming medication
administration on February 22, 2010, at 8:05
a.m., revealed Client #1 received Fluphenazine
Hydrochloride. Interview with the licensed
practical nurse (LPN) on February 22, 2010,
during the medication administration, indicated
that the medication was prescribed for behavior
managament.

Review of the client's physicians orders dated
February 2010, on February 22, 2010, at 10:30
a.m., revealad that the aforementioned
medications were incorporated in a Behavior
Support Plan (BSP) dated June 22, 2008.
Continued review of the orders revealed that the
aforemantioned medication was used to treat his
diagnosis of schizophrenia. This information was
verified through the review of the client's
psychological assessment dated Juiy 2, 2009

Client #1's medical evaluation dated July 6, 2009,
on February 22, 2010, at approximately 10:50
a.m., the evaluation consumed that the the
psychotropic medications were prescribed to
address behaviors associated with a diagnosis of
schizophrenia. :

Further review of the client's medical record
revealed no documented evidence of a
psychiatric assessment.
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W 212 | Continued From page 4 w212
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Based on interview and record raview, the
facility's qualified mental retardation professional
(QMRP) failed to provide evidence that Individual
Program Plans (IPP)s were reviewed and revised
once the client had successfully completed an
objective, for two of the two clients included In the
sample. (Cllents #1 and #2)

The findings include:

he met the established criteria.

Review of Client #1's PP dated July 6, 2009, on
February 23, 2010, at approximately 2:10 p.m.,
revealed the following program objectives:

- "With verbal prompting, [the client] will complete
the steps of making his bed on 100% of the trials
for the month, for six consecutive mpnths as
measured by active treatment documentation."

Record verification of the data sheets, revealed
that the client met the established criteria since
June 2009,

- "With verbal prompting, [the client] will complete

1. The QMRP failed to revise Client #1's IPP once!

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S 1 AN OF CORREGTION (15}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREC 'IVE ACTION SHOULD BE COMPLETION
TAG i REGULATORY OR LSC IDENTIFYING iINFORMATICON) TAG CROSS—REFERES' ::E%IEO THE ARPROPRIATE DATE
PUICIENGY)
W 255 | 483.440(f)(1)(1)) PROGRAM MONITORING & W 2565
CHANGE
‘The individual program plan must be reviewed at w255 ST -
least by the qualified mental retardation 3 _ L
professional and revised as necessary, including, This Standard will be metas ™.
but not Ekmited to situations in which the client has evidenced by: N
successfully complgt_sd an objective or objectives
identified in the individual program plan. Program objectives for client #1 will
be reviewed and revised as needed,
This STANDARD is not met as evidenced by: A new QMRP has been assigned to I-Et 700
Surveyor: 18886 the home and will oversee and S

address all program issues. Routine m\gnwﬂ
audits will also e completed by DRS
and/or designe:, additional trainihg
and direction will be provided to the

QMRP as warra 1ted,
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Contintied From page &

the steps of vacuurming the carpet in the
basement area on 80% of the trials recorded for
the month for six consecutive months as
measured by active treatment docurnentation.”

Record verification of the data sheets, revealed
that the client met the established criteria since
November 2009.

Interview conducted with QMRP at the same
time, verified that the aforementioned programs
had not been revised once he met the
established criteria.

b. Review of Client #2's IPP dated June 30,
2009, on February 23, 2010, at approximately
10:00 a.m., revealed the following program
objectives:

Review of Client#2's IPP dated June 30, 2008,
revealed a program objective which stated,
“"GGiven verbal prompts, [the client] will brush his
teeth and gums with a battery operated tooth
brush 80% of the trials". Review of the QURF
monthly notes dated from August 2008 through
January 2010, revealed the client was
independent or required verbal prompts since
September 2008,

There was no evidence that the QMRP revised
the program (tooth brushing).
482.460(a)(3)(H) PHYSICIAN SERVICES

The facility must provide or obtain annual physical
examinations of each client that at a minimum
includes routine screening laboratory
examinations as determined necessary by the
physician.

W 255

W 3251
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W 325 1| Continued From page 7

This STANDARD is not met as evidenced by:
Surveyor: 18886

Based on staff interview and record verification,
the facility's nursing staff failed to provide routine
laboratory testing as determined necessary by the
primary care physician (PCP), for one of the two
clients included in the sample. (Client #1)

The finding includes:

Review of Client #1's medical record on February
23, 2010, beginning at 9:47 a.m., revealed a
physician order dated February 2010, for annual
liver function test {LFT) and renal function test
(RFT). Record verification revealed no evidence
of either a LFT of RFT.

same day, confirmed that there were no
laboratory studies,
483,460(c)(3)(iil) NURSING SERVICES

| Nursing services must include, for those clhents
certified as not needing a medical ¢care plan, a
review of their health status which must be on a
quarterly or more frequent basis depending on
client nead.

This STANDARD is not met as evidenced by.
Surveyor: 18886

Basad on interveiw and record review, the facility
failed to ensure that each ciient's health status
was reviewed by a Registered Nurse (RNyona
quarterly or more frequent basis, ane of the two
clients in the sample. (Client#1)

The finding includes:

Interview with the Licensed Practical Nurse on the

W 325 TN

This Standard will be met as \

evidenced by: _ \Vr

\

\

The LFT and re 1al function test (RFT)
was completec on 1.16.10. This
information wiis shared with the
surveyor at the time of the exit
review when t1is concern was
raised. {See ailached

decumentatio 1) Routine laboratory
screenings coitinue to be monitored
by the nurse assigned to the home
and implemer 1ed as ordered.

RN will continue to review
laboratory schedules for all persons
and update latioratory schedules as
needed/recornmended by the PCP
for all person; residing at this
location.

W 336

" it should furt her be noted that prior
to the exit the Nurse Practitioner
verified with the surveyor that the
renal and liv.r function test had
been comple¢ted.

IDI respectft lly request that this
deficiency b removed.

'

2,410
| oy

J
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Review of Client #1's medical record on February wase
23, 2010, at 9:47 a.m., revealed a quarterly .
nursing assessment dated October 2009. Further This Standarc| will be met as
raview of the client's record, however, revealed | evidenced by:
| no further quarterly assessment had been
performed. interview with the RN on February Client #2's nursing quarter!
23, 2010, revealed at approximately 1:00 p.m,, b e g4 erY has
the RN acknowledged that the quarterly een comple «d. The RN will ensure Y. 10
assessment was due in January 2010. that quarterly reviews are 5
W 371 | 483.460(Kk){4) DRUG ADMINISTRATION W 371|  performed w thin the month in ong “"‘]
The system. for drug administration must assure ‘ which the qu.yrter ends. The DON
| that ciients are taught to administer their own and/or desigrices will conduct
medications if the interdisciplinary team random review :
determines that self-administration of medications individual’ s and monitor
s an appropriate objective, and if the physician | ndividual’s status to ensure that
does not specify otherwise. ‘ : ‘ quarterly assitssments {(or more
frequent dep :ndent on the persons
This STANDARD is not met as evidenced by: need) are corpleted and available
Surveyor: 18886
Based on observatlon, staff interview and record
review, the facility failed to implement an effective
system to ensure each client participated in a
self-medication program, for two of the two clients
in the sample. (Clients #1 and #2)
The findings include:
1. Observation during the moming medication
obsarvation, on February 22, 2010, at 8.25a.m,
the licensed practical nurse (LPN) was
administering client #1 his medications by
punching the medications from the bubble pack,
providing hand over hand assistance to Client #1
with pouring a cup of water and handing the
medication cup to the client. The client
consumed the pills and drank the water with
FORM CMS-2567(02 00) Previous Versions Obsolele Evant ID:3UUF11 Facillty ID; 09G1298 ’ If continuation sheet Page 9 of 11
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verbal prompts.
Interview with the LPN, after the medication pass, i
| revealed the client did not participate ina - @7_1 —_—— T T k
| self-redication training program. Review of the
record revealed no self medication assessmant. . . '
Howuver, Client #1 was observed pouring fiquid This Standard will be met as
“|into ¢ups, during his meals, independently, and evidenced by:
| reaging the newspaper. .
Reviaw of Client #1's Individual Program Plan All indivldu_al; are edonan A\
(IPP) dated July 6, 2009, on February 23, 2010, annusal basis and/or as recommended - | {{,[,,{()
at approximately 11:00 a.m., revealed no program by the IDT in order to determine the
goal or objective for the client to receive training ceds i A qo[
in self-medication skills development. persons abilf -les.and n m.the M’
area of self medication .
2. On Febru'arg 22, 2310, a;d 8:05 a.m., Client #2 administration. Individual training
was observed during his medication .
administratisn, The LPN was observed punching programs ar: developed based on
all the client's medication from the bubble packs, the assessmint and discussion from
pouring a cup of water and giving them to the the IDT. Self medication
client. The client consumed his medications with . .
many verbal prompts. . assessment: will be reviewed and
| updated as needed and formal
| Interview with t.he LPN, after the medif:ation pass, program plans developed based on
revealed the client did not participate in & h F ional abiliti
self-medication program. Review of the record | the persons functional abilitles.
revealed no self medication assessment, Review ' i
of Client #2's Individual Program Plan ({IPP) dated
July 30 2009, on February 22, 2010, at
approximately 2:00 p.m., revealed no program
goal or objective for the client to receive training
in self-medication skills development.
W 381 | 483.460(])(1) DRUG STORAGE AND W 381
RECORDKEEPING
The facility must store drugs under proper
conditibns of security.
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This STANDARD is not met as evidenced by:
Syrveyer, 18886

Based on observation and record reviaw, the
facility's nurse failed to remove from use, out
dated medications, for one of four clients residing
in the facility. (Client #3)

The findings include:

On February 23, 2010, beginning at 2:20 p.m,,
during an envirenmental inspection, a jar of
hydrogerin ¢ream was observed on Client #3's
dressar. The label on the jar had an explration
date of May ©, 2009, The House Manager on
duty st that time reviewed the label and confirmed
that the medication had expired.

At the time of the survey, there was no evidence
that the facility's nursing staff ensured that
expired medications were removed from the
clients' supplies after the expiration date.

W 381

This Standard will be met as*.
evidenced by: \\\
DON/RN wlil cc mplete additional
training for LPM staff assigned to the '
home. All expi +:d creams and
medications have been removed from 3 QMO
client #3’s roor1. The nurse continues WI’W)
to store all medications In a secured
closet. The RN will check all
medications or 2 routine basis and
take corrective 4ctions when needed.
DON will complate random QA
reviews to furt 1er ensure compliance
with this standazrd.
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1 000 INITIAL COMMENTS 1000 {
| A licensure survey was conducted from February i
22, 2010, through February 23, 2010. Arandom 1
- sample of two residents was selected from a P
population of four male residents with various .
levels of mental retardation and disabilities. |
. The findings of the survey was based on l
observations at the group home and one day ; i
 program, interviews with the clients and staff, and |
 the review of elinical and administrative records, |
‘ inciuding incident reports.
| ogol 3504.1 HOUSEKEEPING 1090
] The Interior and exterior of each GHMRP shall be

maintained in a safe, clean, orderly, attractive, i
| and sanitary manner and be free of |
! accumulations of dirt, rubbish, and objectionable ‘

i odors. | |
| |
’ This Statute is not met as evidenced by: ’

Based on observation, the Group Home for the
| Mentzally Retarded (GHMRP) failed to ensure the 4
| interior of the GHMRP was maintained in a clean,
| orderly, attractive, and sanitary manner, for four |
| of four residents included residing in the facility.
| (Residents #1, #2 #3, and #4)

. The findings include: |

An grivironmental inspection conducted on
| February 23, 2010, beginning at 2:20 p.m.
“revealed the following:
| 1. The chandelier located in the dinning room
] was dirty and dusty. Several light bulbs were
inoperable.

i
!
|
|

Heaith Regulation Adrmjnigiration 7
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1 090' Continued From page L 1090 1090 — l
3. The shower curtain located in the main i 3504.1 T |
l bathrcom, was tom and hanging from the rings. ’ _ e ‘
i 4. The vents throughout the facility evidenced |1 This Statute wil be met as evidenced . i
|‘ rust. l by: ‘
- 5. Tdh? kitcheg cabinets were observed to have | 1. The che ndelier has been ]
i dried food Cebrs. cleanec and light bulbs e
| 6. The hardwood floors were dirty and grimy. replace 3.
: 2. The shcwer curtain located in Vs
7 The main bathroom smelled of urine. 1he
| @ the ma n bathroom was torn ‘/f é IO
| 8. The wall mifror in the dining room was and hanging from the rings. The an%o‘.vw',
[ observed unclean and dirty. chower curtain has been
| 0. Residents #1, #3 and #4's dressers had replaced.
. migsing handles. [l 3. All kitchen cabinets have been
| | (095 cleaned
! 09'5: 3504.6 HOUSEKEEPING } 4. Ventstuve been painted.
! Each poison and caustic agent shall be stored in i 5. Hardweood floors appear grimy
i aflocked cabinet and shall be out of direct reach and dirty but actually needs to
‘ of each resident be res\ rfaced. This process will
be don¢ when the individuals

| This Statute is not met as evidenced by:

| Based on observation and interview, the Group
Homa for Mentally Retarded Persons (GHMRP)

{ failed to store poisons and caustic agents in @

. locked cabinet and/or out of direct reach of each

' resident, for four of the four residents residing in

| the facility. (Residents #1, #2, #3 and #4)

l The finding includes:

1 During the environmental walk-thru on February

23, 2010, beginning at 2:20 p.m., caustic agents
| (i.e.. all purpose cleaner, bleach, and bathroom
| cleaners) were observed being stored openly

are oul of the home for a few
days dua the strong fumes .
create: in completed this l
process

6. The minn bathroom has been
cleane? and odor free.

7. The will mirror has been
cleane ).

8. Handle+ replaced on dresser
drawe -
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| undemeath the residents' bathroom. The [ .- e
residents were observed to use the bathroom i ) :
| several times prior to the environmental I. The home man: ger will completed ’
, walk-thru, Furthermore, observatior: of basement‘ weekly environinental checks of the
« revealed bleach and washing powders were
| being stored openly. Residents were observed in home Em-:l deploy staff 1{0 compiete
the basement with direct care staff retrieving their outstanding ho1sekeeping concerns. ,
| Iaunf_dry. Jh?“‘;"t‘r?:eiured caustic agent?hwer: The Home Man :ger will also complete |44 (C
confirmed wi e house manager on the same . . ‘ ”
day, curing the environmental walk-thru. weekly mainter :ince requests for ongenq
| i repairs needed. Veritication of
| 008] 3504.7 HOUSEKEEPING | 1096 completed rep: irs will be maintained by
i both the maint.:nance department and
| No poisonous or hazardous agent shall be stored ! ¢ depa an
! in a food preparation, storage or serving area, | home manager
| |
| This Statuté is not met as evidenced by: ' N —
| Based on observation and staff interview, the 1206
' Group Home for Mentally Retarded Persons
| (GHMRP) failed to ensure that caustic agents 3504.7
were not stored in the food preparation and :
serviced area, far four of the four residents . .
| residing in the facility. (Residants #1, #2, #3 and This Statute v/ill be met as evidenced
! #4) by:
: The finding inciud : The consultan: has been requested to 5-!‘1. {0
e finding includes: . ; -
| : provide an upxJated hfealth c.ertlﬁcate, UMjWWI
. During the environmental Inspeaction on February The nurse heslth certificate is on file.
| 23, 2010 at 2:20 p.m., caustic agents (bleach, Reference re ;ponse to W122 In
| comet, et¢.) were observed stored in a food mnthly audits of
! preparation area in a cabinet underneath the regards to Manthly audits
| kitchen. personnel rezords.
I 206! 3500.6 PERSONNEL POLICIES | 1208 ||
. Each employee, prior to employment and ! I
i annually thereafter, shall provide a physician ' s l |

1
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1 206 Continued From page 3 ; 1206 |
 certification that a health inventory has been [ |
| performed and that the emplayee ' s heaith status . |
- would allow him or her to perform the required | |
I duties. ’
| |
!
| ‘ |
|
I This Statute is not met as evidenced by.
Based on interview and record raview, the
| GHMRP failed to ensure each staff and |
i consultant had a current health certificate, for
| one of the eleven consuitants and one of the four |
, hurses. |
' |
| The finding includes: |
i interview with the qualified mental retardation et R —
, 27 {3510, :
| professional (QMRP) and review of the personnel 1227 (3510.5 {d) -
' recards on February 22, 2010, beginning at 4:68 . >
p.m., revealed the GHMRP failed to prOVidE This Statute vl be met as evidenced
| evidence that current health certificates were on by:
file for one of the eleven consultant (occupational l
| therapist), and one of the four nurses. ﬁ One staff conioleted the CPR/First aid
! » training in De cember 2009 (sign-in
| 227 3510.5(d) STAFF TRAINING | 1227 8 (sig
. a - sheet) and cutrently Is awaiting 2.4.10
| Each training program shall include, but not be | receipt of the: card. The other staff Oﬂglm"
i limited to, the following: CPR/first aid was completed 9.17.09.
‘L (d) Emergency pmcedUres inC|Uding first aid, This information has been filed in the
. cardiopulmonary resuscitation (OPR), the employee re :ords for review. HR wiil
[ Hermliclj maneuver, disaster plans and fire _ continue to rronitor and track to
. evacuation plans; .
| ensure documents are filed in a timely
i This Stat ¢ met | b manner. Als:, reference response to
+ This ute is not met as evidenced by: ; " .
| Basad on record review, the Group Home for ' w322, in refizrence to monitoring
| Mentally Retarded Persons (GHMRP) failed to compliance.
| have on file for review current training in

Flealth Regulation Administration
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1227 | Continued From page 4

cardiopulmonary resuscitation (CPR}, for two of
. the ten staff and current training in first aid, for
. three of the ten staff.

The finding includes:

Review of the personnel and training records on

February 22, 2010, beginning at 4:55 p.m.,

revealed the GHMRP failed to provide

documentation of staff training in CPR, for two of

the ten staff and current training in first aid, for
three of the ten staff.

1401 3520.3 PROFESSION SERVICES: GENERAL

PROVISIONS

Professional services shall include both diagnosis
and evaluation, including identification of
developmental levels and needs, treatment
services, and services designed to prevent

| deterioration or further loss of function by the

| resident.

! This Statute is not met as evidenced by:

. Based on observation, staff interview and record
; review, the Group Home for Mentally Retarded

i Persons (GHMRP) failed to ensure that residents
i received comprehensive functional assessments,
| for one of the two residents in the sample.

i (Resident #1)

| The finding includes:

i Observation of the morning medication

- administration on February 22, 2010, at 8.05

i a.m., revealed Resident #1 received

* Fluphenazine Hydrochloride. Interview with the
; licensed practical nurse (LPN) on February 22,

i 2010, during the medication administration,

| indicated that the medication was prescribed for

1227

1 401

1401 (3520.3)

This statute will be met as evidenced
by:

4710
0 hgdm,

Reference response to W212.
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1 401 Continued From page 5

. behavicr management.

\

| Review of the Resident #2's physicians orders

[ dated February 2010, on February 22, 2010, at

| 10:30 a.m., revealed that the aforementioned
medications were incorporated in a Behavior
Support Plan (BSP) dated June 22, 2009.
Continued review of the orders revealed that the
aforementioned medication was used to treat his
diagnosis of schizophrenia. This information was
: verified through the review of the resident's

' psychological assessment dated July 2, 2009.

Client #1's medical evaluation dated July 6, 2009,
i on February 22, 2010, at approximately 10:50
a.m., the evaluation consumed that the the
psychotropic medications were prescribed to
address behaviors associated with a diagnosis of
i schizophrenia.

Further review of the client's medical record
revealed no documented evidence of a
i psychiatric assessment.

I 406i 3520.8 PROFESSION SERVICES: GENERAL
PROVISIONS

Each professipnal service provided shall be
documented in each resident' s record.

This Statute is not met as evidenced by:

Based pn staff interview and record review, the
the Group Home for Mentally Retarded Persons
(GHMRP) failed to ensure that the registered
nurse (RN) performed quarterly nursing

: assessments were documented in each resident
record, for one of the two residents, included in
 the sample. (Resident #1)

! The finding includes:

1401

| 406 1406

3520.8
Lk (}1{0
Quarterly assessment have been oﬂgm‘?
completed for #1. Reference response

to W336.
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Review of Resident #1's medical record on
February 23, 2010, at 9:47 a.m., revealed a
quarterly nursing assessment dated October
2009. Further review of the resident’s record,
however, revealed no further quarterly
assessment had been performed. Interview with
| the RN on February 23, 2010, revealed at
! ' approximately 1:00 p.m., the RN acknowledged

* that the quarterly assessment was due in January
i 2010.
|

I 424; 3521.5(a) HABILITATION AND TRAINING

|

i Each GHMRP shall make modifications to the

' resident ' s program at least every six (6) months
or when the client:

(a) Has successfully completed an objective or
. objectives identified in the Individual Habilitation
. Plan;

This Statute is not met as evidenced by:
Based on staff interviews and record review, the
facility's Group Home for Mentally Retarded
Persons (GHMRP) qualified mental retardation
i professional (QMRP) failed to review and revise
i the Individual Program Plan {IPP} once the
resident has successfully completed an objective
identified in the IPP, for two of the two residents
included in the sample. (Residents #1 and #2)

' The findings include:

f 1. The QMRP failed to revise Resident#1's IPP
| once he met the established criteria.

|

| Review of Resident #1's IPP dated July 6, 2009,
| on February 23, 2010, at approximately 2:10

! p.m., revealed the following program objectives:

| 406

| 424

1424 (3521.5) (a)

This Statute will be met as evidenced

by 4. 710

0?\3 ci P‘\(
1. Reference response to W255
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- "With verbal prompting, [the resident] will
complete the steps of making his bed on 100% of
the trials for the month, for six consecutive
months as measured by active treatment
documentation.”

Record verification of the data sheets, revealed
| that the client met the established criteria since
- June 2008.

- "With verbal prompting, [the resident] will

" complete the steps of vacuuming the carpet in
the basement area on 80% of the trials recorded
for the month for six consecutive months as
measured by active treatment documentation.”

: Record verification of the data sheets, revealed
that the resident met the established criteria since
November 2009,

_ Interview conducted with QMRP at the same
time, verified that the aforementioned programs
had not been revised once he met the
established criteria.

b. Review of Resident #2's IPP dated June 30,
2009, on February 23, 2010, at approximately
10:00 a.m., revealed the following program
objectives:

Review of Resident #2's IPP dated June 30,
20089, revealed a program objective which stated,
"Given verbal prompts, [the client] will brush his
teeth and gums with a battery operated tooth
brush 80% of the frials”. Review of the QMRP
monthly notes dated from August 2009 through
January 2010, revealed the residentwas
independent or required verbal prompts since
September 2009.
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|
There was no evidence that the QMRP revised
the program (tooth brushing).

436 3521.7(f) HABILITATION AND TRAINING 1436

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

{f) Health care (including skills related to nutrition,
use and self-administration of medication, first
aid, care and use of prosthetic and orthotic
devices, preventive health care, and safety),

This Statute is not met as evidenced by:

Based on observations, interviews and the review
of records, the Group Home for Mentally

. Retarded Persons (GHMRP) failed to implement
! an effective system to ensure that each resident
participated in a self-medication training program,
for two of the two residents in the sample.
(Residents #1 and #3)

The finding includes:

1. Observation during the morning medication
observation, on February 22, 2010, at 8:25 a.m.,
! the licensed practical nurse (LPN) was

. administering Resident #1 his medications by

- punching the medications from the bubble pack,
i providing hand over hand assistance to Resident
} #1 with pouring a cup of water and handing the

‘ medication cup to the resident. The client

consumed the pills and drank the water with
verbal prompts.

| Interview with the LPN, after the medication pass,
| revealed the client did not participate in a

| self-medication training program. Review of the
Heaith Reguiation Administration
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record revealed no seif medication assessment.
However, Resident #1 was observed pouring
liquid into cups, during his meals, independently,
and reading the newspaper.

. Review of Resident #1's Individual Program Plan

{IPP) dated July 6, 2009, on February 23, 2010,
at approximately 11:00 a.m., revealed no
program goal or objective for the resident o
receive {raining in self-medication skills
development.

2. On February 22, 2010, at 8:05 a.m., Resident
#2 was observed during his medication

administration. The LPN was observed punching
all the client's medication from the bubble packs,

i pouring a cup of water and giving them fo the

client, The residentconsumed his medications
with many verbal prompts.

Interview with the LPN, after the medication pass,
revealed the resident did not participate in a
self-medication program. Review of the record
revealed no self medication assessment. Review
of Resident #2's Individual Program Plan {IPP)
dated July 30 2009, on February 22, 2010, at

. approximately 2:00 p.m., revealed no program
. goal or objective for the resident to receive
' training in self-medication skills development.

3522.11 MEDICATIONS

Each GHMRP shall promptly destroy prescribed
medication that is discontinued by the physician
or has reached the expiration date, or has a
worn, illegible, or missing label.

This Statute is not met as evidenced by:
Based on observation and record review, the
Group Home for Mentally Retarded Persons

| 436

| 484

1436 {3521.7 {f))
This Statute will be met as evidenced
by:

Reference response to W371 for #1
and #3.

1484 (3522.11)
3522.11

Reference responses to W381.

gt 10
0“90!416

326 1]
anctog
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(GHMRP}) nurse failed to remove from use, out

; dated medications, for one of four residents
residing in the facility. (Resident #3)

- The findings include:

\

| On February 23, 2010, beginning at 2:20 p.m,,
during an environmental inspection, a jar of
hydrocernin ceram was observed on Resident

| #3's dresser. The label on the jar had an

| expiration date of May 9, 2009. The House

i Manager on duty at that time reviewed the label

- and confirmed that the medication had expired.

At the time of the survey, there was no evidence

' that the facility's nursing staff ensured that

i expired medications were removed from the

residents' supplies after the expiration date.

|
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R 171I 4703 2 EMPLQYED ON THE EFFECTIVE DATE

R 000

" A licensure survey was conducted from February
. 22, 2010, through February 23, 2010. The survey
} was initiated using the fundamental survey

process. A random sample of two residents was
selected from a population of four male residents
with various levels of mental retardation and
disabilities.

» The findings of the survey was based on
observations at the group home and one day
program, interviews with the residents and staff,
. and the review of clinical and administrative

; records including incident reports.

: R17M
l_ A facility shall not continue to employ or use the
| contract services of a person whose criminal
history is found to be in noncompliance with

| section 4705.

| This Statute is not met as evidenced by: ;
| Based on record review and interview, the Group '
{ Home for Mentally Retarded Persons (GHMRP)

" failed to ensure indivduals whose criminal history |
- is found to be in honcompliance with-section
4705, be employed for one of ten staff. (Staff #3)

| The finding includes:

| Review of the personnel records on February 22,
2010, beginning at 4.55 p.m., revealed Staff #3
reccord included a criminal background that
documented ihe staff was a sex offender, who

" falled to register on February 23, 2006. Interview
| with the Program Director (PD) on February 22,

' 2010, at 5:30 p.m., indicated that the staff parson
i was still on the curren! schedule. The PD called

i the Human Resources (HR) office and was

R243 4703.7

This statute will be met as evidenced

b 134D

Reference 1esponse to W122. ' 0\1-:764 G

v

(X8) DATE

2% S} 70

1 L
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1

informed that the staff person fold HR that , "That

| was riot me.” when questioned babout the crininal ;

| background check dispasition. On February 23,
2010 at approximately 11:00 a.m., the PD gave
the surveyor hotification that the staff had been

} removed from the schedule on February 23,
2010

i Review of the facility personnel policy on
February 23, 2010, at approximately 3:00 p.m.,

| revezaled that a policy clearance must be obtained
| prior to employment. the police clearance should
include employment and where the person lived,
within the past seven years. The HR department
failed to verify the police clearance.

R 243 4705.1(y) CRIMINAL OFFENSES R 243 R243/4705. Criminal Offenses

Except gs provided in subsaction 4705.2, a This Statute will be met as evidenced
facility shall not employ or use the contract _ 2\ \0
' services of an unlicensad person who has been by:

convicted, within the seven (7) years prior to a Wm)
criminal background check conducted pursuant Reference re:ponse to W122.

to these rules, of one or more of the following
offenses or the equivalent thereof:

{y) Sexual abuse;

This Statute is not met as evidenced by:

! Based on interview and record review, the facility
failed to implement policies and procedures to
ensure the health and safety of four of four clients
. residing in the facility. (Client#1, #2, #3,and #4)

‘ %

" The finding includes:

" Cross Ref. W152. The facility failed to ensure
‘ obtain a complete and accurate criminial
i background check for Staff #3 prior to
| employment as evidenced below:
ealth Regulation Adrinistration i
STATE FORM oavg 3UUF11 If continuation sheet 2 of 3




{1

PRINTED: 03/18/201
FORM APPROVE

STATEMENT OF DEFICIENCIES

i
AND PLAN OF CORRECTION (>} F'ROVIDERISUPPLIERICL!A

IDENTIFICATION NU BER:
IFICATION NUMBER A, BUILDING

(¥2) MULTIPLE CONSTRUGTION

(X3) DATE SURVEY
COMPLETED

B WING

HFD03-0201

03/03/2010

STREET ADDRESS, CITY, STATE, ZIP CopE

3112 WALNUT STREET, NE
WASHINGTON, D¢ 20013

NAME OF PROVIDER OR SUPPLigR
INDIVIDUAL DEVELOPMENT, INC .

I‘ SUMMARY STATEM|INT OF DEFICIENCIES , D
t  (EACH DEFICIENCY MU! T BE PRECEDED BY FULL | PREFIX

(X4) iD ‘
|

REGULATORY OF. LSC ILENTIFYING INFORMATION) TAG |
I

|

PREFIX
TAG

(EACH CORR
CROSS-REFER

PROVIDER'S PLAN OF CORRECTION

(X8)
COMPLETE

ECTVE ACTION SHOULD BE
DATE

ENCED TQ THE APPROF'RIATE
DEFICIENCY)

R 243/ Continued From page 2 } R 243

i
|
|' Review of staff personnel records on February

|I 22, 2010, beginning at 4 55 p.m., revealed one of |
| the ten staff providing direct services to the

! clients, had a eriminal beckground check that

| included a "sex offender (Staff #3)." Further

| review of the backgrount check reveaied that

1 Staff #3 had failed to req ster on Febryary 23, !
, 2008. Interview with the Program Director (PD) '
[ on February 22, 2010, at 5:30 P.m., indicated that

| the staff person was still on the current schedule,

| The PD called the Humar, Resources (HR) office

i' on February 22, 2010, at approximately 5:30

| P-M., and was infonned that the staff person toid

| them, "That is not me.” Cp February 23, 2010, at |
{ @approximately 11:00 am the PD gave the |
| surveyor notification that t1e staff had been {
| rémoved from the schediie, imMmaediately, :
| L

{ Review of the facility's potizy on February 23, 1
'+ 2010, at approximately 3::0 p-m., revealed that 2 |
; police clearance must be cbtained prior to

| employment, The police - earance should

! include employment and where the person lived,

| within the past seven years.

i
i
l
|
[
|
n
|
|
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