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B
This recertification survey was conducted from i}g'{:}
May 1 thru May 2, 2008, This survey was initiated Py o
utilizing a fundamental survey process. Seven 4 g}:};ﬁ
rmales and one female with varying degrees of il
disabilities reside in this facility. The survey Q"’Z‘,‘“{ﬁ
sample was derived from a random sampling of - - .,Eé'f“-\’?ig?:i
four of the eight clients. The survey findings were U D
based on observations in the group home and at w SR
one day program. In addition, the findings were <:> ’f;.
based on interviews with one client, residential, N .
nurs:ng, administrative and day program staff. Wiz — - ————— — ~
Reviaw of records; including investigations of _
unusual incidents was also conducted. . .
W 120 | 483,410(d)(3) SERVICES PROVIDED WITH w 120y, This Standard will be met as
QUTSIDE SOURCES ' evidenced by:
The facility must assure that outside services 1 MRP :
meét the needs of each client. Q met with day
. program staff regarding
W the use of client #4’s and $30.08
This STANDARD is not met as evidenced by: #2’s adaptive equipment. ongoing
Based on observations, staff interview, and € QMRP will conduct '
recard review, the facility failed to éffectively i ‘
. ' routme
monitor each client's day program to assure that visits to the day
the needs were met for two of foun clients in the program and conduct
sample, (Client#2 and Client#4 )| observations of the
mealtimes to ensure
The findings include: . proper adaptive
| : SRR
. . | " P
1. Observation at the during the lunch mealtime “q ﬁd ent 15 ut11_1zed 1n
on May 1, 2008 at approximately 12:35 PM accordance to ﬂ{ls
revealed that Client #4 was served his prescribed standard. Ongoing.
diet in a divided paper plate with a plastic spoon. ’
Further observation revealed that Client #4 was ,
spoon-fed nectar thicken liquids from a paper 2
cup. In an interview with the day program staff on ) %?f ;l’oegce Tesponse to
May 1, 2008 at approximately 1:15 PM it was L
acknowledged that Client #4 did have a plastic
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE " (X6) DATE
MWLy Blend pes ol gbe
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other safeguards pravide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosiable 90 days
following the date ¢f survey whether or not a plan of correction is provided. For nursing homas, the above findings and plans of correction are disclosable 14
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| revealed that Client#2 was served his prescribed

.| that it was recommended that Client #2 utilize a

coated coated spoon-and a spouted sports cup to
use at the day program during mealtime. Further
interview reveated that the adaptive equipment
was locked in a cabinet and that the staff with
excess to the key was not on duty. Review of the
Individual Support Plan (ISP) dated Oclober 17,
2007 on May 2, 2008 at approximately 9:25AM
revealed that it was recommended that Client #4
utilize a plastic coated coated spoonanda
spouted sports cup during mealtime. Review of
the Mealtime Protocol dated August 15, 2007on
May 2, 2008 at approximately 9:50AM revealed a
recommendation for Client #4 use a plastic
coated spoon and a spouted sports cup at
meaitime because he was at risk for aspiration.
There was no evidence Client #4 used a plastic
coatad spoan and a spouted sporis cup as
recommended by the ISP in the day program.

2. Observation at the during the lunch mealtime
on May 1, 2008 at approximately 1:05 PM

diet in a divided paper plate with a plastic spoon.
Further abservation revealed that Client #2 was
spoon-fed honegy thicken liquids from a papér
cup. In an interview with the day program staff on
May 1, 2008 at approximately 1:20 PM it was
acknowledged that Client #2 did have a Teflon
coated spoon and a sports cup to use at the day
program during mealtime. Further interview
revealed that the adaptive equipment was locked
in a cabinet and that the staff with excess {o the
key was not on duty. Review of the Individual
Supoort Plan (ISP) dated October 17, 2007 on
May 2, 2008 at approximately 9:30AM revealed

Teflon coated spoon and a sports cup during

mezliime. Review of the Mealtime Protocol dated |

August 16, 2007on May 2, 2008 at approximately
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10:00AM revealed a recommendation for Client
#2 use a Teflon coated spoon and a sports cup at
mealtime because he was at risk for agpiration,
There was no evidence Client #2 used a Teflon

coated spoon and a sports cup as recommended -
by the ISP in the day program. ———— —

W 148 | 483.420(c)(6) COMMUNIGATION WITH w1ag| W48 )
CLIENTS, PARENTS & This Standard will be met as
: Evidenced by: 1

The fagility must notify promptly the client's

i
parents or guardian of any significant incidents, or . . oo e ih o 0F
changes in the client's condition including, but not QN[_RP will continue to notlgi‘y angmrﬁ
limited to, serious iliness, accident, death, abuse, ' fam.ﬂy meml?ers and d°°“ant -
or unautharized absence. the information onto the form.

' ' Incident Management
This STANDARD is not met idenced b Coordinator will also checkiand
i is not met as evidenced by: _ . . <

.Based on interview and recaord review, the fa)t’:ility ve’nf:y notification as needed.
failed to notify parents and/or guardians of Family members were made
significant incidents, for one of the two clients in - | . aware of the health status of
the sample. (Client #1) ' client #4.

The finding includes:

The facility's incident reports were reviewed on
May 1, 2008 at approximately 10:30 AM. An
incident dated August 5, 2007 documented that
Client#4 was coughing. Although the nurses
attended to the client, the the cough worsen. The
Physician was notified and instructed the staff to
transport the client to the hospital. The client was
admitted: He was dischargad on August 8, 2007. :
Review of the incident report form failed to show : !
evidence that the clients family was informed of '
the change in his condition that required a
hospital admission:

W 153 | 483 420(d)(2) STAFF TREATMENT OF W 153
CLIENTS
FORM CMS-2567(02-39) Pravious Verslons Ohsalete Event ID:879G11 - Facility ID: 08G203 If conti'l'nuation shé ;st Page 3 of 16
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W 153 | Continued From page 3 W 153
| The facility must ensure that all allegations of [ ——
mistreatment, neglect or abuse, as well as R
injuries of unknown source, are reported w153
ofcial n aceordance wih Stae 1w hrougt This Standard will be met 33
, ance wi ate law thro .
established procedures. evidenced by: .
}
This STANDARD is not met as evidenced by I‘his Standard will be met as
Based on review of records, the facility failed to evidenced by: |
ensLre that all unusual incidents including injuries I : ,
of unknown. origin were reported immediately to .
the administrator-and other officials aceording to QMRP/Incident Manager will 51403
district law (22 DCMR, Chapter 35, Section ensure that all notifications are ongoing)
3519.10) for three of the three clients in the made in accordance to distriét
sample. (Client #4) law (22 DCMR, Chapter 35,
The finding includes: |Scct10n 3519.10). |
The facility's incident reports were reviewed on Routine file audits will also be
May 1, 2008. An incident dated Mach 4, 2007 Fonducwd to further ensure. | i
documented that Client #4 had a small wound on ongoing compliance with thls
his right knee. Review of the provider's internal 'Is.tai d % 3
investigation, the origin of the wound was ar |
unknown. Additionally, the incident report failed
to show evidence that the state agency was made
aware on the injury of unknown origin.
W 169 | 483.430(a) QUALIFIED MENTAL W 189
RETARDATION PROFESSIONAL '
Eacn client's active treatment program must be
integrated, coardinated and monitored by a
qualified mental retardation professional.
This STANDARD is not met as evidenced by:
Basad on interview, and record review, the
Quzlified Mental Retardation Professional
(QNIRP) failed to ensure the coordination of
FORM CMS-2667(02-39) Pravious Versions Obsolate Event ID: 679311 Facility 1D: DSG203 If contiuation 5h€ﬂ;t 'Page 4 of 16
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sports cup during mealtime. Review of the
Mealtime Protocol dated August 15, 2007on May
2, 2008 at approximately 9:50AM revealed a
reccmmendation for Client #4 use a plastic
coated spoon and a spouted sports cup at
mezltime because he was at risk for aspiration.
There was no evidence Client #4 used a plastic
coaled coated spoon and a spouted sports cup
as recommended by the ISP in the day program.

WASHINGTON, DG 20019
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W 159 | Continued From page 4 W 159
services for eight of eight clients in the facility.
(Clients #1, #2, #3 #4, #5 46, #7 and #8)
The <indings include:
1. Cross Refer to W 120.1 The QMRP failed to
coordinate services with Client #4's day program
to ersure the use of the mealtime adaptive
equipment rjef:ommended by the (IDT) as W159 .
evidenced by: . |
| This Standard will be met as -
Observation at the during the lunch mealtime on evidenced by: L
May 1, 2008 at approximately 12:35 PM revealed |
that Client #4 was served his prescribed diet in a 1 o]
{ divided paper plate with a plastic spoon. Further . Cr%s_sl ;e ferencte Tesponse | 1g.20.08
observation revealed that Client #4 was to 0 for client #4 and ongoing)
.spoon-fed nectar thicken liquids from a paper #2. ‘
cup. In an interview with the day program staff on i 2. Cross reference response
May 1, 2008 at approximately 1:15 PM it was to W242 in referenci
ackriowledged that Client #4 did have a plastic : training in agea Ofn clo
coatad coated spoon and a spouted sports cup to i h g 1n :
use at the day program during mealtime. Further : toothbrushing.
interview revealed that the adaptive equipment 3. Cross reference response
was locked in a.cabinet and that the staff with to W440, evacuation
excess to the key was not on duty. Review of the drills. '
Individual Suppart Plan (ISP) dated October 17, L
2007 on May 2, 2008 at approximately 9:25AM 4. Cross reference response
revealed that it was recommended that Glient #4 to W441 and W440.|
utilize a plastic coated spoon and a spouted 3,

Cross reference W436,
adaptive equipment for
client 42,#3, and #4.|
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2. Cross Refer to W 1202 The QMRP failed to
coardinate services with Client #2's day program
to ensure the use of the mealtime adaptive
equipment recommended by the (IDT) as
evidenced by:

Observation at the during the lunch mealtime on
May 1, 2008 at approximately 1:05 PM revealed
that Client #2 was served his prescribed diet in a
divided paper plate with a plastic spoon. Further
observation revealed that Client #2 was
spocn-fed honey thicken liquids from a paper
cup. In an interview with the day program staff on
May 1, 2008 at approximately 1:20 PM it was
acknowledged that Client #2 did have a Teflon
coated spoon and a sports cup to use at the day
program during mealtime. Further interview
revesled that the adaptive equipment was locked
| in a cabinet and that the staff with excess to the
key was not on duty: Review of the Individual -
Support Plan (ISP) dated Octobet 17, 2007 on
May 2, 2008 at approximately 9:30AM revealed
‘that it was recommended that Client #2 utilize a
Teflon coated spoon and a sports cup during
meallime. Review of the Mealtime Protocol dated
August 16, 20070n May 2, 2008 at approximately
10:00AM revealed a recommendation for Client
#2 use a Teflon coated spoon and a sports cup at
mealtime because he was at risk for aspiration.
There was no evidence Client #2 used a Teflon
coated spoon and a sports cup as recommended
by the ISP in the day praogram.

2. Cross Refer to W242, The QMRP failed to
ensure that Client #2 received {raining in
toothbrushing to the extent of his capability as
reccmmended by his/her Dentist as evidenced
by: '
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Review of Client #2's dental consult dated
December 12, 2007 on May 2, 2008 at
approximately 11:05 AM revealed a
recommendation by the dentist for the clientto "
brush teeth after each meal and before bedtime".
In an interview with the QMRP on May 2, 2008 at
approximately. 12:20 PM it was acknowledged
that Client #2 did not have a toathbrushing
program as recommended by the dentist. There
was no-evidence that the client received training
in toothbrushing, to the extent of his capability.

3. Cross Ref to W 440, The QMRP failed to
ensure that evacuation drills were conducted
quarierly on all shifts as evidenced by:

Interview with the Qualified Mantal Retardation
Professional (QMRP) on May 1, 2008 at
approximately 9:00AM revealed that the staff
schedules for the weekday and weekend shifts
are as follows: .

Day shift: 6:00 AM - 2:00 PM
Eveninhg shift. 2:00 PM to 10:00 PM
Night shift: 10:00 PM o 6:00 AM

Review of the available fire drill records dated
from May, 2007, to'April , 2008 on May 1, 2007 at |-
approximately 9:15 AM revealed that fire drills
were: not conducied on the day shift during the
third quarter. There was no evidence that every
shift of personnel conducted an evacuation drill at
leas: quarterly. N ;

4. Cross Ref to W 441, The QMRP failed to
ensure that evacuation drills were conducted
under varying conditions as evidenced by:

Cn May 2, 2008 at approximately 9:55AM review

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 679G 11 Fagillty 10; 09G203 If continuation shert Page 7 of 16
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of fire drill records and interview with the Qualified
Menial Retardation Professional (QMRP)revealed
that during the past year, staff had not practiced
exiting through all six egresses of the facility.
Most fire drills were conducted via the front, back
and side exits. There was no evidence that
evacuation drills were being held under varied
conditions.

5. Cross Refer to W 436. The QMRP failed to

ensure Client's #2, #3 and #4's adaptive

equipment was maintained in good repair as

‘ evidenced by:

a. Observation of Client #2's wheelchair on May
1, 2008 at approximately 3:00 PM revealed that
the left arm rest on the wheelchair was tom. In an
interview with the Qualified Mental Retardation
Professional(QMRP) on May 1, 2008 at
approximately 3:20 PM it was acknowledged that
Client #3's wheelchair's left arm rest was torn.
There was no evidence that the adaptive
equipment was mainfained in good repair

b. Ooservation of Client #3's wheelchair on May
1, 2008 at approximately 3:05 PM revealed that
the l=ft foot rest padding was coming apart from
the metal frame. In an interview with the QMRP
on May 1, 2008 at approximately 3:25 PM it was
acknowledged that the ieft foot rest padding was
coming apart from the metal frame on Client #3's
wheelchair, There was no evidence that the
adaptive equipment was maintained in good
repair ’

¢. Observation of Client #4's wheelchair on May
1, 2008 at approximately 3:10 PM revealed that
the Toothox and right arm rest were torn. Inan

interview with the QMRP on May 1, 2008 at

W 159
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approximateiy 3:26 PM it was acknowledged that
the foothox and right arm rest were torn on Client

#4's wheelchair. There was no evidence that the :
adaptive equipment was mamtamed in good [

repair : [
W 192 | 483.430(e)(2) STAFF TRAINING PROGRAM witg2l - — T T
For employees who work with clients, training ' Wl‘92 .
must focus on skills and competencies directed . This Standard will be met
toward clients' health needs. . as Evidenced by:
This STANDARD is not met as evidenced by: LPN #1 and #2 currently G-2. 0%
Based on observation, staff interview and record ., baveupdated CPR ongoin
review, the facility failed to effectively train staff to © certifications as required. 0)
implement emergency measures for eight of eight ' Staff #3 and #4 are scheduled ' |
;ger;et7s in Lh;s facility., (Clients #1, #2, #3, #4, #5, to attend First Aid ]
 #7 and #8) certification on May 28, j
The finding includes; ’ : 2008.

Home Manager will continue to

1. Interview with the Program Manager on May 1, soordinate and schedule staff for

2007 st approximately 4:50 PM revealed that all .

: Rk .. !

: nursing staff members were not trained in GPR. fequired training. The Training
Record review on May 1, 2008 at approximately Pepgrtment will continue to
4:55PM revealed that 1wo out of ten direct care schedule trainings on a monthly

staff did not have current CPR certifications.

basm and or as needed, send
{LPN#2 and LPN #3)

remmders to managers and staff,

2. Interview with the Program Manager on May 1, and track attendance to furth
2007 at approximately 5:00 PM revealed that all ensure ongoing compliance with

direct care staff members were not trainad in this standard.
X '| CPFL. Record review on May 1, 2008 at :

| approximately 5:10 PM revealed that two out of

i . | seventeen direct care staff did not have a current
CPR ceriification. There was no documented
evidence that all direct care staff had CPR
training and current CPR certifications. (Staff #3

FORM CM$-2567(02-39) Previoys Verslons Obsolete Event 1D: 879G11 Faeility ID: 09G203 If continuation sheet Page 9 of 16
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Basad on staff interview and record review the
facility failed to ensure that one out of four clients
in the sample received training in toothbrushing,
to the extent of their capability. (Client #2)

The finding includes:

Review of Client #2's dental consult dated
December 12, 2007 on May 2, 2008 at
approx]mately 11:05 AM revealed a.

recommendation to " brush {eeth after each meal '

and before bedtime". In an Interview with the'
Qualified Mental Retardation Professional
(QMRP) on May 2, 2008 at approximately 12:20

on the implementation of
| program.
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‘W 192 | Continued From page 9 W 192
and Staff #4)
3. Interview with the Program Manager on May 1,
2007 at approximately 5:15 PM revealed that all
staff was not trained in First Aid, Record review
on January 16, 2008 at approximately 5:20 PM
revealed that two out of saventeen staff did not
have: current First Aid certifications. There was
no documented evidénce that all direct care staff
had First Aid fraining and current First Aid
certifications._ (Staff #3 and Staff #4)

W 242 | 483.440(c)(6)(iii) INDIVIDUAL PROGRAM PLAN W 242

! [ T
The individual program plan must include, for @ _€V542
thos= clients who lack them, training in personal This Standard will b t
skills essential for privacy and independence 2is Standard will be mef as
(including, but not limited to, toilet training, evidenced by:
personal hygiene, dental hygieneg, self-feeding,
bfa?mg, drezsmg grloo?:mg‘; and communication QMRP will develop and 5 30'08
of biasic needs), until it has been demonstrated implement a toothbrushing e
that the client is developmentally incapable of for client #2 oning
acquiring them. program ot client #2 as
recommended.
| This STANDARD is not met as evidenced by: QMRP will train staff as needed
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PM it was acknowledged that Client #2 did not .
have a toathbrushing program as recommended
by the dentist. There was no evidence that the
client received training in toothbrushing, to the ,
extent of his capability. ! N -
W 249 | 483.440(d)(1) PROGRAM IM_PLEMENTATION W 249 h—W249
As soon as the interdisciplinary team has _ Tl}is Standard will be met as
formulated a ¢lient's individual program plan, evidenced by:
each client must receive a continuous active
treaiment program consisting of needed This was an oversight by the- :
interventions and services in sufficient number
. . QMRP. 51603
and frequency to support the achievement of the P .
objectives identified in the individual program rogram Plans and services are NGO
plan currently being implementéd as
outlined in the individual
_ _ program plan. QMRP will
This STANDARD is not met as evidenced by: - :nom‘EoF and document response .
Based on interview and record review, the facility 0 tramning on a monthly
failed to ensure that as soon as the '
interdisciplinary team formulated client's mdeuaI
program pian, each client received continuous
active treatment services, in sufficient number
and frequency to support the achievement of the
ohjectives identified in the Individual Program
Plan (IPP), for one of the two clients included in
the sample. - (Client#1)
The findings include;
Interview with fhe Qualified Mental retardation
Professional on May 2, 2008, at approximately
11:C0 AM revealed that Client #1's Individual
Support Plan (1ISP) was held on April 25, 2008,
At that time, the team approved for new programs
to be implemented, however review of the clients
program documentation failed to show evidence
that the following programs had been
FORM CM3-2587(02-39) Previous Versions Ohsolate Event ID; 878G 11 Facillty ID: 09G203 If continuation shest Page 11 of 16
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W 249 | Continued From page 11 W 249
implemented:

1. Client #1 will wear her dentures for one hour

daily given hand over hand assistance on 80% of
the trials presented for six consecutive months by ;
4/08 ‘ :

2. Three times per week, Client #1 will play
different computer games using her computer w
ith a staff person for 15 minutes daily 80% of the
trials presented for six consecutive months by
4/09 :

The QMRP acknowledged that the ‘ '
.| aforementioned programs had not been e
implemented.

. W325
W 325 | 482.460(a)(3)(iii) PHYSICIAN SERVICES W 325 ,m“s Standard will be met a3
The facility must provide or obtain annual physical emdenced by |
exarninations of each client that at a minimum L
includes routine screening laboratory The urine culture and sensitivity
exarninations as determined necessary by the and laboratory tests have been 5,22:0f
Physician. completed for client #4. | onapiay)
P ! - :
‘This STANDARD is not met as evidenced by: LEPN staff will continue to !
Based on staff interview and record verification, monitor laboratory schedules land

the facility failed to provide routine laboratory

follow-up as recommended. |
| testing as determined necessary by the physician ' P

far one of the four clients mcluded in the sample, Qo?wcntatlon will be e
(Client #4) maintained on file. In additio!
' RN will conduct routine file

The findings include; audits to further ensure !
i . o compliance with this standard.

1. Raview of Client #4's physician's orders (POS) omp :

dated December §, 2007, on May 1, 2008 at ;

approximately 1:30 PM revealed an order for the . i

cliert to have a urinalysis. In an interview with the |

Licensed Practical Nurse (LPN) on May 1, 2008 ;

FORM CMS-2567(02.39) Previoug Versions Obsolate Event iD: 679G11 Facility ID: 08G204 If continuation sheeg P‘age 12 0f 16
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atap prox1mateiy 1:45 PM it was acknowledged
that Client-#4-did not have the laboratory-test’
performed. There was no evidence that the
urinalysis was scheduled or obtained as
recommended by the physician.
2. Review of Client #4's POS dated December 5,
| 2007, on May 1, 2008 at approximately 1:50 PM
revealed an order for the client to have a urine for
culture and sensitivity obtained. In an interview -
with the LPN on May 15, 2008 at approximately — T T T
1:55 PM it was acknowledged that Client #4 did
not have the laboratory test performed. There - W436
was no evidence that the urine for culture and This Standard will be met asg
sensitivity was scheduled or obtained as evidenced b
.| recommended by the physician. . ; ¥
W 436 | 483.470(g)(2) SPACE AND EQUIPMENT W 436] |
- ) | A 719a form has been completed
The facility must furnish, maintain in good repair, for the repair of client #3 and
and teach clients to use and to make informed ' #4's wheelcbairs. The QMRP 5:14.08

choices about the use of dentures, eyeglasses,

will monitor and track all | | onapag
hearing and other communications aids, braces, : heelchai irs and d t .
and other devices identified by the ‘ wheelchair repairs ocumen
interdisciplinary team as needed by the client. the both the status and
interventions taken in the
' monthly progress report for each
This STANDARD s hot met as evidenced by: person.
Based on observations, interview and record . . .
review, the facility failed to ensure that clients QMRY will consult with DDS
adaptive equipment was maintained in good | tase manager for further support
repair for three of four clients in the sample. if needed.
(Clients #2, #3 and #4)
The findings included: : H"me Manager, QMRP and staff
will continue to monitor the
1. Observation of Client #2's wheelchair on May status of all wheelchairs and
1, 2008 at approximately 3:00 PM revealed that adaptive cquipment and report
the left arm rest on the wheelchair was torn. In an concerms as they arise. ,,
FORM CM3-2567(02-39) Previous Versions Obsolete Event ID; 678G11 Faclilty iD: 09G208 If continuation sheaeit Page 13 0f16
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W 436

W 440

| 3. Observation of Client #4's wheelchair on May

Continued From page 13

interview with the Qualified Mental Retardation
Professional(QMRP) on May 1, 2008 at
approximately 3:20 PM it was acknowledged that
Cliert #3's wheelchair's left arm rest was torn .
There was no evidence that the adaptive
equipment was maintained in good repair.

2. Observation of Client #3's wheelchair on May
1, 2C08 at approximately 3:05 PM revealed that -
the left foot rest padding was coming apart from
the retal frame. In an interview with the QMRP
on May 1, 2008 at approximately 3:25 PM it was
acknowledged that the left foot rest padding
wascoming apart from the metal frame on Client
#3's wheelchair, There was no evidence that the
adaptive equipment was maintained in good
repair.

1, 2008 at approximately 3:10 PM revealed that
the footbox and right arm rest were torn. In an
interview with the QMRP on May 1, 2008 at
approximately 3:26 PM it was acknowledged that
the footbox and right arm rest were tarn on Client
#4's wheelchair. There was no evidence that the
adaptive equipment was maintained in good
repair.

483.470(i)(1) EVACUATION DRILLS .

The facility must hold evacuation drills at least
quarterly for each shift of personnel.

This STANDARD is not met as evidenced by:
Based on record review, the fagility failed to hold
evacuation drills quarterly on all shifts.

The finding includes:

W 436

'W440

‘evidenced by:

track the number of fire drills,
evacuations and various
conditions in which drill are
conducted. Home Manager will
provide feedback and additional
training as needed to ensure that
all staff participate in the fire
evacuation process.

W 440

Home Manager will maintain ajl
information in the fire safety
manual.

This Standard will be met as "

‘Home Manager will monitor and -

51608
0“(’05'\(/)
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W 440 | Continued From page 14 W 440 ;
Interview with the Qualified Mental Retardation
Profassional (QMRP) on May 1, 2008 at
approximately 9:00AM revealed that the staff i
schedules for the weekday and weekend shifts ;
are zis follows :
Day shift: 6:00 AM - 2:00 PM I
Evening shift: 2:00 PM to 10:00 PM g
Night shift: 10:00 PM to 6:00 AM
Review of the available fire drill records dated '
from May, 2007, to April , 2008 on May 1, 2007 at
approximately 9:15 AM revealed that fire drills
were: not conducted on the day shift during the
third quarter. There was no evidence that every
shift of personnel conducted an evacuation drill at —
leas quarterly. ' VV 44;'

W 4411 483.470(i)(1) EVACUATION DRILLS W 441 . .

' This Standard will be met as S sK
The facility must hold evacuation drills under evidenced by: mmq
varied conditions.

Reference response to W440,

This STANDARD is not met as evidenced by:
Baszd on staff inferview and record verification,
the facility failed to hold evacuation drills under
vatied conditions.

The finding includes:

On May 2, 2008 at approximately 9:55AM review
of fire drill records and interview with the Qualified
Mental Retardation Professional (QMRP)revealed
that during the past year, staff had not practiced
exiting through all six egresses of the facility.
Most fire drills were conducted via the front, back
and side exits. There was no evidence that
evacuation drills were being held under varied
conditions.
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This recertification survey was conducted from
May 1 thru May 2, 2008. This survey was
initiated utilizing a fundamental survey process. - : ;
Seven males and one female with varying I !
degraes of disabilifies reside in this facility. The
survey sample was derived from a random
sampling of four of the eight residents. The
survey findings were based on observations in
the ¢group home and at one day program. In
addition, the findings were based on interviews
with ene resident, residential, nursing,
administrative and day program staff. Review of
records; including investigations of unusual
incidents was also conducted.

The interior and exterior of each GHMRP shall be .3504'1 Housekeepin
‘maintained in a safe, clean, orderly, attractive, . : .
and sanitary manner and be free of : This Statute will be met as . .
accumulations of dirt, rubbish, and objectionable evidenced by: G.7 Og
odors. Y
. . .. n
All interior deficiencies have DNﬂO ?
This Statute is not met as evidenced by: be‘en repaited. Home Manager
Basad on observation, the GHMRP failed to will conduct weekly home
ensure the interior of the facility was maintained inspections and document all
in a safe, clean, orderly, attractive and sanitary concerns on the Weekly
manner. Maintenance Repair Request
. » Form. This information will be
On May 2, 2008 an environment inspection was submitted to the Mamtenance
conducted and revealed the following department for immediste
deficiencies: attention.
1. Leaking showerhead in large hallway . i
bathroom; i
i
2. Faint peeling on white wooden fence on side
Heaith Regulation administration /%7 " :
Pienrry Gfusrel— TITLE | (x6) DATE
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE azs ; "7;/’ g
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on all shifts.
The findings includes:

1. Interview with the Qualified Mental Retardation
Profassional (QMRP) on'May 1, 2008 at
approximately 9:00AM revealed that the staff
schedules for the weekday and weekend shifts
are as follows:

Day shift: 6:00 AM - 2:00 PM
Evening shift: 2:00 PM to 10:00 PM
Night shift: 10:00 PM to 6:00 AM

Review of the available fire drill records dated .
from May, 2007, to April , 2008 on May 1, 2007 at
approximately 9:156 AM revealed that fire drills
wera not conducted on the day shift during the
thirc quarter. There was no evidence that every

shifl of personnel conducted an evacuation drill at
least quarterly.

[

]

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTIQN X5)
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. DEFICIENCY) Ji
|
1090 Continued From page 1 1090
' patio;
3. Fence webbing detached from steel poles in
the front of the facility; and
4. Steel poles,old paint cans, plastic laundry
basket, water hose and wooden planks outside of !
storage shed. f
| 135, 350£.5 FIRE SAFETY 1135
Each GHMRP shall conduct simulated fire drills in 1135
order to test the effectiveness of the plan at least 3505.5 Fire Safety
four (4) times a year for each shift, ,
' This Statute will be met as -
This Statute is not met as evidenced by: - evidenced by: 531508
Based on staff interview and record review, the o
GHMRP failed to hold evacuation drills quarterly Reference response to Wado, || 1%
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Continued From page‘2 '

.| 2. On May 2, 2008 at approximately 9:55AM

review of fire drill records and interview with the
‘QMR.P revealed that during the past year, staff
had not practiced exiting through all six egresses

the front, back and side exits. There was no
evidence that evacuation drills were being held
under varied conditions.

350¢.6 PERSONNEL POLICIES

Each employee, prior to employment and
annually thereafter, shall provide a physician’'s
certification that a health inventory has been
performed and that the employee ' s health status
would allow him or her to perform the required
duties. ' :

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

failed to ensure that all staff had current health
certificates on file.

The findings include:

1. Review of personnel records on May 2, 2007
at approximately 7:00 AM revealed no
documented evidence of current health
certifications for two direct care staff. Inan
interview with the Program Manager on May 1,
2007 at approximately 5:25 PM it was
acknowledged that the health certifications were
not available during the survey. (Staff #1 and

| Staff #2)

2. Review of personnel records on May 2, 2007

of tha facility. Most fire drills were conducted via -

1135

1206

1206

3509.6 Personnel Policies

The health certificates for staff

#1 and #2 as well as LPN #lhave -
been obtained. Human Resource
Department will continue to track
and monitor health certificates
expiration dates, send notices and
remove employees from the work™
schedule as needed for non-
compliance.
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at approximately 7:10 AM revealed no
documented evidence of a current health
certification for one consuitant working in the
GHNRP. In an interview with the Program
Manager on May 2, 2007 at approximately 5:30
PM it was acknowledged that the health
certilication was not available during the survey.

(LPN#1)

1227| 351C.5(d) STAFF TRAINING | 227
Each training program shall include, but not be Tl S B -
limitad to, the following: 3510(d) Staff Training : 420 "
(c) .Infection contrpl for staff and residents; ongor n?
“This Statute is not met as evidenced by: Reference response to W192,

Based on staff interview and record review, the
facility failed to effectively train staff to implement
emergency measures for eight of eight residents

in the facility. (Resident's #1,#2, #3 34, #5#6, #7
and #8)

The findings include: -

1. Interview with the Program Manager on May 1,
2007 at approximately 4:50 PM revealed that all
nursing staff was not trained in CPR. Record
review on May 1, 2008 at approximately 4:55PM
revealed that two out of ten direct care staff did
not have current CPR ceriifications. There was
| no documented evidence that all nursing staff
had CPR training and current CFR certifications.
(LPMN#2 and LPN #3)

2. Interview with the Program Manager on May 1,
2007 at approximately 5:00 PM revealed that all
staff was not trained in CPR. Record review on
May 1, 2008 at approximately 5:10 PM revealed
that two out of seventeen direct care staff did not
Health Regulation Administration
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have a current CPR certification. There was no
documented evidence that all direct care staff
had CPR training and current CPR certifications.
(Staif #3 and Staff #4)

+ 3. Interview with the the Program Manager on :
May 1, 2007 at approximately 5:15 PM revealed i
that all staff revealed that all staff was not
trainad in First Aid. Record review on January
16, 2008 at approximately 5:20 PM ravealed
revealed that two out of seventeen staff did not
have current First Aid certifications. There was
no documented evidence that all direct care staff
had First Aid training and current First Aid
certifications. (Staff #3 and Staff #4)

1 395( 3520. 2(e) PROFESSION SERVICES: GENERAL | 1395

PROVISIONS _i§9§ — e

Each GHMRP shall have available qualified 3520.2(e) Profession Services: -

profissional staff to carry out and monitor General Provisions : 1€.22.0%
necessary professional inferventions, in : |2t an
accardance with the goals and objectives of every This Statute will be met as mé 0’

individual habilitation plan, as determined to be
necessary by the interdisciplinary team, The
professional services may include, but not be '

limited to, those services provided by individuals | Reference response to W325 of
traired, qualified, and licensed as required by the Federal Deficiency Report.
District of Columbia law in the following
disciplines or areas of services:

evidenced by:

() Nursing; .

This Statute is not met ag evidenced by: -

. The GHMRP failed to ensure that qualified
professional staff carried out and monitored
necessary professional interventions, in
accordance with clients needs, the goals and
objectives of every individual habilitation plan, as
determined to be necessary by the

- Health Regulation Administration

STATE FORM 8505
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interdisciplinary team for one of four residents in
the sample. ( Resident #4 )

The findings include:

1, Review of Resident #4's physician's orders
(POS) dated December 5, 2007, on May 1, 2008
at approximately 1:30 PM reveated an order for
the client to have a urinalysis. In an interview with
the Licensed Practical Nurse (LPN) on May 1,
200¢ at approximately 1:45 PM it was
acknowledged that Resident #4 did. not have the
laboratory test performed. There was no
evidence that the urinalysis was scheduled or
obtained as recommended by the physician.

2. Review of Resident #4's POS dated
December 5, 2007, on May 1, 2008 at
approximately 1:50 PM revealed an order for the
client to have a urine for culture and sensitivity
obtained. In an interview with the LPN an May 15,
2008 at approximately 1:55 PM it was
acknowledged that Resident #4 did not have the
laboratory test performed. There was no
evidznee that the urine for culture and sensitivity
was scheduled or obtained as recommended by
the physician.

352'1.3 HABILITATION AND TRAINING

Eacn GHMRP shall provide habilitation, training
and assistance to residents in accordance with
the resident ' s Individuat Habilitation Pian.

This. Statute is not met as evidenced by:
Basead on observation, staff interviews and record
review, the Qualified Mental Retardation
Professional (QMRP) failed to ensure that one of
four residents were provided the opportunities for

continucus active treatment in accordance with

1395

1422

—t,

1422

3521.3 Habilitation and

Training

This Statute will be met as
evidenced by:

Reference response to W436, "'
W120 and W249 of the Feders!
Deficiency Report.

82708
mAdind
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their individual program plans (IPPs). (Residents
#2 and #4) ‘

The jindings include:

1. The QMRP failed to coordinate services with
Resident #4's day program to ensure the use of
the mealtime adaptive equipment recommended -
by the (IDT) as evidenced by: |

Observation at the during the lunch mealtime on ' :
May 1, 2008 at approximately 12:35 PM revealed ‘ : . !
that Resident #4 was served his prescribed diet in -
a divided paper plate with a plastic spoan. Further j
observation revealed that Resident #4 was '
spocn-fed nectar thicken liquids from a paper
cup. In an interview with the day program staff an
May 1, 2008 at approximately 1:15 PM it was
ackrowledged that Resident #4 did have a plastic
coatad coated spoan and a spouted sports cup o
use at the day program during mealtime. Further _ o
interview revealed that the adaptive equipment ’
was locked in a cabinet and that the staff with
excess to the key was not on duty. Review of the
Individual Support Plan (ISP) dated October 17,
2007 on May 2, 2008 at approximately 9:25AM
revealed that it was recommended that Resident
#4 utilize a plastic coated coated spoon and a
spouted sports cup during mealtime. Review of
the Meaitime Protocol dated August 15, 20070on
May 2, 2008 at approximately 9:50AM revealed a
recemmendation for Resident #4 use a plastic
coated coated spoon and a spouted sports cup at
meeltime because he was at risk for aspiration.
There was no evidence Resident #4 used a
plastic coated coated spoon and a spouted sports
cup as recommended by the ISP in the day
prograrm.

2. The QMRP failed to coordinate services with

Health Regulation Adminiatration
STATE FORM L)
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Resident #2's day program to ensure the use of
the mealtime adaptive equipment recommendead
by th2 (IDT) as evidenced by:

Observation at the during the lunch mealtime on
May 1, 2008 at approximately 1:05 PM revealed
that Resident #2 was served his prescribed diet in
a divided paper plate with a plastic spoon, Further
observation revealed that Resident #2 was
spoon-fed honey thicken liquids from a paper
cup. In an interview with the day program staff on
May 1, 2008 at approximately 1:20 PM it was
acknowledged that Resident #2 did have a Teflon
coated spoon and a sports cup to use at the day '
program during mealtime. Further interview
revealed that the adaptive equipment was locked
in a cabinet and that the staff with excess to the
key was not on duty. Review of the Individual
Support Plan (ISP) dated October 17, 2007 on
May 2, 2008 at approximately 9:30AM revealed
that it was recommended that Resident #2 utilize
a Teflon coated spoon and a sports cup during
mealtime. Review of the Mealtime Protocol dated
August 16, 2007on May 2, 2008 at approximately
| 10:00AM revealed a recommendation for
Resident #2 use a Tefion coated spoon and a
sporis cup at mealtime because he was at rigk for
aspiration. There was no evidence Resident #2
usec a Teflon coated spoon and a sports cup as
recommended by the ISP in the day program.

3. The QMRP failed to ensure that Residents #2,
#3 and #4's adaptive equipment was maintained
in geod repair as evidenced by:

a. Observation of Resident #2's wheelchair on
May 1, 2008 at approximately 3:00 PM revealed
that the left arm rest on the wheelchair was torn.
[n an interview with the Qualified Mental
Retardation Professional(QMRP) on May 4, 2008
Health Regulation Administration

STATE FORM as00 679G11

If cuplint on sheet 8 of 10




05/28/2008 13:05 FAX 202 891 9293

INDIVIDUAL DEVELOPMENT 1029
PRIN[TED] 05/08/2008
FQRM{APPROVED
STATEMENT OF DEFICIENCIES 3) DATE SURVEY
AND PLAN OF CORRESTION x1n IEE%E&%%ZP;&%%%\ (X2) MULTIPLE CONSTRUGTION () DATE 8 R
A. BUILDING
8. WING
09G203 D5/(2/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
INDIVIDUAL DEVELOPMENT, INC WASHINGTON. DS 20010
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES o) , PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFIGIENCY) '
1432| Continued From page @ 1432
|
the sample. (Resident #2 ) |
The finding includes:
Review of Resident #2's dental consuit dated
December 12, 2007 on May 2, 2008 at ’
approXimately 11:05'AM revealed a
recommendation to " brush teeth after each meal
and before bedtime". In an Interview with the
Qualified Mental Retardation Professional 4
(QMRP) on May 2, 2008 at approximately 12:20 |
PM it was acknowledged that Resident #2 did not |
have a foothbrushing program as recommended '
by the dentist There was no évidence that the
client received training in toothbrushing, to the
extent of his capability.
ealth Regulation Administration ,.L '
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at approximately 3:20 PM it was acknowledged
that Resident #2's wheelchait's left arm rest was
torn . There was no evidence that the adaptive
gquipment was maintained in good repair.

b. Observation of Resident#3's wheelchair on
May 1, 2008 at approximately 3:05 PM revealed
that the left foot rest padding was coming apart
from the metal frame. In an interview with the
QMFP on May 1, 2008 at approximately 3:25 PM
it was acknowledged that the left foot rest
padcing wascoming apart from the metal frame-
on Resident #3's wheelchair. There was no

1 evidence that the adaptive equipment was
maintained in good repair.

¢. Observation of Resident #4's wheelchair on
‘May 1, 2008 at approximately 3:10 PM revealed
that the footbox and right arm rest were torn. In
an irterview with the QURP on May 1, 2008 at
approximately 3:26 PM it was acknowledged that
the footbox and right arm rest were forn on
Resident #4's wheelchair. There was no evidence
that the adaptive equipment was maintained in
goad repair.

© 1432 3621.7(c) HABILITATION AND TRAINING

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

(c¢) Personal hygiene {(including washing, bathing,
shampooing, brushing teeth, and menstrual
care);

This Statute is not met as evidenced by:

Basead on interview and record review, the facility
failed to ensure habilitation and training on oral
hygiene was provided for one of four resldents In

1422

i 432

1432

35.21.7 Hablhtatlon and
Trammg

This Statute will be met as
evidenced by:

. and W242,

Reference response to Federal
Deficiency report W159, W249

| 5 728.0% |
UY\(ﬂDmo)
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W 182 | Continued From page 9 W 192
and Staff #4) '
3. Interview with the Program Manager on May 1,
2007 at approxlmately 5:15 PM revealed that all
stafl was not trained in First Aid. Record review
on January 16, 2008 at approximately 5:20 PM
revealed that two out of seventeen staff did not
have current First Aid certifications. There was
no documented evidence that all direct care staff
had First Aid training and current First Aid
- { certifications. (Staff #3 and Staff #4)
W 242 | 483.440(c)(6)(iii) INDIVIDUAL PROGRAM PLAN W 242
The individual program plan must include, for _VVZ 42 T
those clients who lack them, training in personal Standard will b ¢
skills essential for privacy and independence T*{'S tandard will be met as
(including, but not limited to, toilet training, evidenced by:
personal hygiene, dental hygiene, self-feeding,
batking, dressing, g;ooming, and communication QMRP will develop and % 30,03
of basic needs), until it has been demonstrated implement a toothbrushing -
that the client is developmentally mcapable of for client #2 maf 0}
acquiring them. program 10r clienl as
recommended.
| This STANDARD is not met as evidenced by: QMRP will train staff as needed

Basad on staff interview and record review the
facility failed to ensure that one out of four clients
in the sample received training in toothbrushing,
to the extent of their capability. (Client #2)

The finding includes;
Review of Client #2's dental consuit dated

December 12, 2007 on May 2, 2008 at
approximately 11,05 AM revealeda .

recommendation to * brush teeth after each meal . ]

and before bedtime". In an Interview with the
Quazlified Mental Retardation Professional
(QMRP) on May 2, 2008 at approximiately 12:20

" on the implementation of
program.
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W 000 | INITIAL COMMENTS W 000
This recertification survey was conducted from
May 1 thru May 2, 2008. This survey was initiated
utilizing a fundamental survey process. Seven
males and one female with varying degrees of
disabilities reside in this facility. The survey
sample was derived from a random sampling of -
four of the eight clients. The survey findings were
based on observations in the group home and at
one day program. [n addition, the findings were
based on interviews with one client, residential,
nurs:ng, administrative and day program staff, Wi — ————
Reviaw of records; including investigations of
unusual incidents was also conducted. . )
W 120 | 483.410(d)(3) SERVICES PROVIDED WITH w 120y, This Standard will be met as
OUTSIDE SOURCES : evidenced by:
The facility must assure that outside services 1. OMRP ;
mest the needs of each client. QMRP met with day
- program staff regarding
T the use of client #4°s and 5‘30",09
This STANDARD is not met as evidenced by #2’°s adaptive equipment. engoind
Based on QUseralions ol e, and “  QUEPvill conduct -
ecora r ’ 1] lied 10 efrecuvely v L]
monitor each client's day program ito assure that Toutme visits to the day
the needs were met for two of four clients in the program and conduct
sample. (Client#2 and Client#4 )| observations of the
L mealtimes to ensure
The findings include: | proper adaptive
1. Observation at the during the lunch mealtime eqmi(rinent 18 utll-lzed n
on May 1, 2008 at approximately 12:35 PM accordance to this
revealed that Client #4 was served his prescribed standard. Ongoing.
diet in a divided paper plate with a plastic spoon.
Further observation revealed that Client #4 was :
spooh-fed nectar thicken liquids from a paper
cup. In an interview with the day program staff on 2. %,e ference Tesponse to
May 1, 2008 at approximately 1:15 PM it was 120 #1.
acknowledged that Client #4 did have a plastic
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE " (X6) DATE
MUy brenc DES fgbe

Any deficiency statsment ending with an asterisk (") denotes a deficiency wtiich the institution may be excused from correcting providing it is defarmined that

other safeguards pravide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the firdings stated above are disclo:
following the date of survey whether or not a plan of correction is provided. For nurging homes, the above findings and plans of correction are di
days following the «ate these documants are made available to the faclll
program participation.

ty. If deficiencies are cited, an approved plan of correction is requisitelt

Habile 90 days
lsclosable 14
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| revealed that Client #2 was served his prescribed

coated coated spoon-and a spouted sports cup to
use at the day program during mealtime. Further
interview revealed that the adaptive equipment
was locked in a cabinet and that the staff with
excess to the key was not on duty. Review of the
Individual Support Plan (ISP) dated October 17,
2007 on May 2, 2008 at approximately 9:25AM
revealed that it was recommended that Client #4
utilizz a plastic coated coated spoonanda
spouted sports cup during mealtime. Review of
the Mealtime Protocol dated August 15, 2007on
May 2, 2008 at approximately 9:50AM revealed a
recommendation for Client #4 use 3 plastic
coatzd spoon and a spouted sports cup at
mealtime because he was at risk for aspiration.
There was no evidence Client #4 used a plastic
coatad spoon and a spouted sports cup as
recommended by the ISP in the day program.

2. Observation at the during the lunch mealtime
on May 1, 2008 at approximately 1:05 PM

diet in a divided paper plate with a plastic spoon.
Further observation revealed that Client #2 was
spoon-fed honey thicken liquids from a papér
cup. In an interview with the day program staff on
May 1, 2008 at approximately 1:20 PM it was
acknowlédged that Client #2 did have a Teflon
coated spoon and a sports cup to use at the day
program during mealtime. Further interview N
revealed that the adaptive equipment was locked
in a cabinet and that the staff with excess fo the
key was not on duty. Review of the Individual
Supoort Plan (ISP) dated October 17, 2007 on
May 2, 2008 at approximately 9:30AM revealed
that it was recommended that Client #2 utilize a
Teflon coated spoon and a sports cup during
mezltime. Review of the Mealtime Protocol dated

August 16, 2007on May 2, 2008 at approximately |
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.Based on interview and record review, the facility

Coniinued From page 2

10:Q0AM revealed a recommendation for Client
#2 use a Teflon coated spoon and a sports cup at
mealtime because he was at risk for agpiration.
There was no evidence Client #2 used a Teflon
coated spoon and a sports cup as recommended
by the ISP in the day program.

483.420(c)(6) COMMUNICATION WITH
CLIENTS, PARENTS &

The facility must notify promptly the client's
parents or guardian of any significant incidents, or
charnges in the client's condition including, but not
limited to, serious iliness, accident, death, abuse,
or unauthorized absence.,

This STANDARD is not met as evidenced by:

failed to notify parents and/or guardians of
significant incidents, for one of the two clients in
the sample. (Client #1) ‘

The finding includes:

The facility's incident reports were reviewed on
May 1, 2008 at approximately 10:30 AM. An
incicent dated August 5, 2007 documented that
Client #4 was coughing. Although the nurses
attended to the client, the the cough worsen. The
Physician was notified and instructed the staff to
transport the client to the hospital. The client was,
admitted. He was discharged on August 8, 2007.
Review of the incident report form failed to show
evidence that the clients family was informed of
the change in his condition that required a
hospital admission.

483 420(d)(2) STAFF TREATMENT OF
CLIENTS '
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This Standard will be met as
Evidenced by: ,
i
. . J s o O
QMRP will continue to notify ?:ngm s}
family members and document rg
the information onto the form.
Incident Management
Coordinator will also checkiand
verify notification as needed,
Family members were made
aware of the health status of
client #4.
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| The facility must ensure that all allegations of e -
mistreatment, neglect or abuse, as well as ) T
injuries of unknown source, are reported W153
immadiately to the administrator or to other - This Standard will be met as
_officials in accordance with State law through
‘established procedures. evidenced by:
This STANDARD s not met as evidenced by- | [This Staodard will be met as
Based on review of records, the facility failed to evidenced by:
ensure that all unusuat incidents including injuries \ ! : .
of unknown origin were reported immediately to - ]
the administrator and other officials according to Ql\/IRP/Inmdem Manager will 9408
district law (22 DCMR, Chapter 35, Section ensure that all notifications are onaomo)
3519.10) for_ three of the three clients in the , made in accordance to dlstnct
sample. (Client #4) law (22 DCMR, Chapter 35,
The finding includes: L ‘Sectlon 3519.10). |
The facility's incident reports were reviewed on Routine file audits will also be
May 1, 2008. An incident dated Mach 4, 2007 bonducted to further ensure. |

documented that Client #4 had a small wound on ONneoi
his right knee. Review of the provider's internal stai?i a:;gcomphanc«: with tl'us
investigation, the origin of the wound was ' ’
unknown. Additionally, the incident report failed
to show evidence that the state agency was made
aware on the injury of unknown origin:
W 159 | 483,430(a) QUALIFIED MENTAL ' W 169
RETARDATION PROFESSIONAL ‘

Eaca client's active treatment program must be
integrated, coardinated and monitored by a
qualified mental retardation professional.

This STANDARD is not met as evidenced by:
Basad on interview, and record review, the
Quzlified Mental Retardation Professional
(QNMRP) faiied to ensure the coordination of
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,spoon-fed nectar thicken liquids from a paper

cup. In an interview with the day program staff on
May 1, 2008 at approximately 1:15 PM it was
ackriowledged that Client #4 did have a plastic
coatad coated spoan and a spouted sports cup to
use at the day prograrm during mealtime. Further
interview revealed that the adaptive equipment
was locked in a.cabinet and that the staff with
excess to the key was not on duty, Review of the
Individual Support Plan (ISP) dated October 17,
2007 on May 2, 2008 at approximately 9:25AM
revealed that it was recommended that Client #4
utilize a plastic coated spoon and a spouted
sports cup during mealtime. Review of the
Mealtime Protocol dated August 15, 2007on May
2, 2008 at approximately 9:50AM revealed a
reccmmendation for Client #4 use a plastic
coated spoon and a spouted sports cup at
meszltime because he was at risk for aspiration.
There was no evidence Ciient #4 used a plastic
coaled coated spoon and a spouted sports cup
as recammended by the ISP in the day program.

: 2. Cross reference response

to W242 in reference to

; training in area of
toothbrushing. ‘

3. Cross reference response
to W440, evacuation
drills. |

4. Cross reference reSanse
to W41 and W440.|

5. Cross reference W436,
adaptive equipment for
client #2,#3, and #4.|

(X4) 1D D PROVIDER'S PLAN OF CORRECTION (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 159 | Continued From page 4 W 159
services for eight of eight clients in the facility.
(Clients #1, #2, #3 #4, #5 #6, #7 and #8)
The <indings include:
1. Cross Refer to W 120.1 The QMRP failed to
coordinate services with Client #4's day program
to ersure the use of the mealtime adaptive
equipment recommended by the (IDT) as ' S
evidenced by; WI_S 9 P
| This Standard will be met as -
Observation at the during the lunch mealtime on evidenced by: i :
May 1, 2008 at approximately 12:35 PM revealed |
that Client #4 was served his prescribed diet in a 1 i
| divided paper plate with a plastic spoon. Further - Cross referencc_: response 5.30-08
observation revealed that Client #4 was L‘;WIZO for client ‘ and onguing)
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‘that it was recommended that Client #2 utilize a

Continued From page

2. Cross Refer to W 120.2 The QMRP failed to
coordinate services with Client #2's day program
to ensure the use of the mealtime adaptive
equipment recommended by the (IDT) as
evidenced by:

Observation at the during the lunch mealtime on
May 1, 2008 at approximately 1:05 PM revealed
that Client #2 was served his prescribed dietin a
divided paper plate with a plastic spoon. Further
ohservation revealed that Client #2 was
spocn-fed haney thicken liquids from a paper
cup, In an interview with the day program staff on
May 1, 2008 at approximately 1:20 PM it was
acknowledged that Client #2 did have a Teflon
coated spoon and a sports cup to use at the day
pragram during mealtime. Further interview

revealed that the adaptive equipment was locked |
| in a cabinet and that the staff with excess to the

key was not on duty: Review of the Individual -
Support Plan (ISP) dated October 17, 2007 on
May 2, 2008 at approximately 9:30AM revealed

Teflon coated spoan and a sports cup during
mealtime. Review of the Mealtime Protocol dated
August 16, 20070n May 2, 2008 at approximately
10:00AM revealed a recommendation for Client
#2 use a Teflon coated spoon and a sporis cup at
mealtime because he was at risk for aspiration.
There was no evidence Client #2 used a Teflon
coated spoon and a sports cup as recommended
by the ISP in the day program.

2. Cross Refer to W242, The QMRP failed to
ensure that Client #2 received training in
toothbrushing to the extent of his capability as
reccmmended by his/her Dentist as evidenced
by: '

W 159
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Review of Client #2's dental consult dated
December 12, 2007 on May 2, 2008 at
approximately 11:05 AM revealed a
recommendation by the dentist for the client to *
brush teeth after each meal and before bedtime".
In an interview with the QMRP on May 2, 2008 at
approximately. 12:20 PM it was acknowledged
that Client #2 did not have a foothbrushing
program as recommended by the dentist. There
was 1o-evidence that the client received training
in toothbrushing, to the extent of his capability.

3. Cross Ref to W 440, The QMRP failed to
ensure that evacuation drills were ¢conducted
quarierly on all shifts as evidenced by:

Interview with the Qualified Mental Retardation
Professional (QMRP) on May 1, 2008 at
approximately 9:00AM revealed that the staff
schedules for the weekday and weekend shifts
are as follows; .

Day shift: 6:00 AM - 2:00 PM
Evening shift: 2:00 PM to 10:00 PM
Night shift: 10:00 PM to 6:00 AM

Review of the available fire drill records dated
from May, 2007, to'April, 2008 on May 1, 2007 at |-
approximately 9:15 AM revealed that fire drills
were not conducted on the day shift during the
third quarter. There was no evidence that every

shift of personnel conducted an evacuation drill at
leas: quarterly. . :

4. Cross Ref to W 441, The QMRP failed to
ensure that evacuation drills were conducted
under varying conditions as evidenced by:

On May 2, 2008 at approximately 9:55AM review

FORM CMS-2567(02-93) Previous Versions Oheolete Event ID:679G11 Facillty ID: 09G203 If continuation shekt Page 7 of 16
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of fire drill records and interview with the Qualified
Menial Retardation Professional (QMRP)revealed
that during the past year, staff had not practiced
exiting through all six egresses of the facility.
Most fire drills were conducted via the front, back
and side exits. There was no evidence that
evacuation drills were being held under varied
conditions.

5. Cross Refer to W 436. The QMRP failed to
ensure Client's #2, #3 and #4's adaptive
equipment was maintained in good repair as
evidenced by:

a. Observation of Client #2's wheelchair on May
1, 2008 at approximately 3:00 PM revealed that
the left arm rest on the wheelchair was tom. {n an
interview with the Qualified Mental Retardation
Professional(QMRP) on May 1, 2008 at
approximately 3:20 PM it was acknowledged that
Client #3's wheelchair's left arm rest was torn.
There was no evidence that the adaptive
equipment was maintained in good repair

b. Ooservation of Client #3's wheelchair on May
.| 1, 2008 at approximately 3:05 PM revealed that
the I=ft foot rest padding was coming apart from
the metal frame. In an interview with the QMRP
on May 1, 2008 at approximately 3:25 PM it was
ackriowledged that the feft foot rest padding was
coming apart from the metal frame on Client #3's
wheeichair. There was no evidence that the
adaptive equipment was maintained in good
repair )

¢. Observation of Client #4's wheelchair on May
1, 2008 at approximately 3:10 PM revealed that
the footbox and right arm rest were torn. tn an
interview with the QMRP on May 1, 2008 at

FORM CMS-2567(02-38) Pravious Versions Obsolete Evant ID:679G11 Fedility |D; 08G203 If continuation sheet Page 8 of 16
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approximateiy 3:26 PM it was acknowledged that
the footbox and right arm rest were torn on Client
#4's wheelchair. There was no evidence that the ;
adaptive equipment was malntalned in good !
repair ' [ S
483.430(e)(2) STAFF TRAINING PROGRAM W 192 -
For employees who work with clients, training w192 .
must focus on skills and competencies directed This Standard will be nret
toward clients' health needs. as Evidenced by:
This STANDARD is not met as evidenced by: LPN #1 and #2 currently G-2. 0%
Based on observation, staff interview and record have updated CPR. ongoIny
review, the facility failed to effectively train staff to © certifications as required. U)
implamant emergency measures for eight of eight " Staff#3 and #4 are scheduled = |
clients in the facility. (Clients #1, #2, #3, #4, 5, to attend First Aid |
#6, #£7 and #8) - . !
certification on May 28, i
The finding includes: 2008.
' Home Manager will continue to
1. Interview with the Program Manager on May 1, coordinate and schedule staff for
2007 at approximately 4:50 PM revealed that all | D . .k
nursing staff members were not trained in CPR. }-equued training. The Training
Record review on May 1, 2008 at approximately Departmcnt will continue to
4:65PM revealed that two out of ten direct care schcdule trainings on a monthly
staff did not have current CPR certifications. basxs and or as needed, send
(ITPN#Z and LPN #3) renunders to managers and staff,
2. Interview with the Program Manager on May 1, and track attendance to ﬁthher
2007 at approximately 5:00 PM revealed that all ensure ongoing compliance with
direct care staff members were not trained in this standard.
| GPR. Record review on May 1, 2008 at N
| approximately 5:10 PM revealed that two out of
. | seventeen direct care staff did not have a ¢urrent
CPR certification. There was no documented
evidence that all direct care staff had CPR
training and current CPR certifications. (Staff #3
FORM CM$-2567(02-39) Previous Verslons Obsolate Event ID:879G11 Facility ID: 09G203 If contI-Huaf,lnn shel-:et Page 2of 16
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| This STANDARD is not met as evidenced by:

Continued From page 9
and Staff #4)

3. Interview with the Program Manager on May 1,
2007 at approximately 5:15 PM revealed that all
staff was not trained in First Aid, Record review
on January 16, 2008 at approximately 5:20 PM
revealed that two out of seventeen staff did not
have current First Aid certifications. There was
no documented evidénce that all direct care staff
had First Aid training and current First Aid
caerifications. (Staff #3 and Staff #4)
483.440(c)(6)(iii) INDIVIDUAL PROGRAM PLAN

The individual program plan must include, for
thos= clients who lack them, fraining in personal
skills essential for privacy and independence
(including, but not limited to, toilet training,
personal hygiene, dental hygiene, self-feeding,
bathing, dressing, grooming, and communication
of biasic needs), until it has been demonstrated
that the client is developmentally incapable of
acquiring therm.

Bas=d aon. staff interview and record review the
facility failed to ensure that one out of four clients
in the sample received training in toothbrushing,
fo the extent of their capability. (Client #2)

The finding includes:

Review of Client #2's dental consult dated
December 12, 2007 on May 2, 2008 at
apprommately 11:05 AM revealed a.
recommeandation to *
and before bedtime”. In an Interview with the'
Qualified Mental Retardation Professional
(QMRP) on May 2, 2008 at approximately 12:20

brush teeth after each meal . 3

W 192

W 242

W242
evidenced by:

QMRP will develop and
implement a toothbrushing

program for client #2 as
{ recommended.

on the implementation of
' program

This Standard will be met as

QMRP will train staff as nL:eded ',

& %008
m_\%umtf' :
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PM it was acknowledged that Client #2 did not
have a toothbrushing program as recommended
by the dentist. There was no evidence that the
client received training in toothbrushing, to the
extent of his capability. _
W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 249 _“7249 B o
As s90n as the interdisciplinary team has Tl!is Standard will be met as
formulated a client's individual program plan, evidenced by:
each client must receive a continuous active
treatment program consisting of needed This was an ove : _
interventions and services in sufficient number QMRP. rsight by the TR
and frequency to support the achievement of the . o
objectives identified in the individual program Program Plans and services are tNQRIG

This STANDARD is not met as evidenced by:

plan

Based on inferview and racord review, the facuhty
failed to ensure that as soon as the
interdisciplinary team formulated client's mdlv;dual
program pian, each client recaived continuous
active treatment services, in sufficient number
and frequency to support the achievement of the
objectives identified in the Individual Program
Plan (IPP), for one of the two clients included in
the sample.  (Client #1)

The findings include:

Interview with the Qualified Mental retardation
Professional on May 2, 2008, at approximately
11:C0 AM revealed that Client #1's Individual
Support Plan (ISP) was held on April 25, 2008.
At that time, the team approved for new programs
to be implemented, however review of the clients
program documentation failed to show evidence
that the following programs had been

outlined in the individual

to training on a monthly

currently being implemented as

program plan. QMRP will
monitor and document Tesponse

is.
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W 249 | Continued From page 11 W 249
implemented:

1. Client #1 will wear her dentures for one hour
daily given hand over hand assistance on 80% of
the trials presented for six consecutive months by
4/08

2. Three times per week, Client #1 will play
different computer games using her computer w
ith a staff person for 15 minutes daily 80% of the
trials presented for six consecutive months by
4/09 _

The QMRP acknowledged that the : :
.| aferementioned programs had not been [ R
implemented.

w325
W 325 482.460(a)(3)(iii) PHYSICIAN SERleEs W 325 ']Jl'lus Standard will be met as
The facility must provide or obtain annual physical evndenced bY 1
examinations of each client that at a minimum I
includes routine screening laboratory The urine culture and sens1t1v1ty
examinations as determined necessary by the and laboratory tests have been 5192:D§
Physician. completed for client#4. | onopHAg)
l g .
'Thns STANDARD is not met as evidenced by: LPN staff will continue to |
Based on staff interview and record verification, momtor laboratory schedules land

the facility failed to provide routine laboratory

|
-Up as recommen
| testing as determined necessary by the physician fo]]ow P ded.

I
for cne of the four clients included in the sample. ]);ogun{cntatmn will be o
(Client #4) maintained on file. In additio;

' RN will conduct routine file
The findings include: audits to further ensure I
1. Raview of Client #4's physician's orders (POS) compliance with this standard.
dated December 5, 2007, on May 1, 2008 at ; j
approximately 1:30 PM revealed an order for the . i
cliert to have a urinalysis. In an interview with the
Licensed Practical Nurse (LPN) on May 1, 2008
FORM CMS-2567(02.1:9) Previous Versions Obsalata Event ID: 673G11 Facility ID: 69G203 If continuation sheen:ﬁ Page 12 of 16
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at approximately. 1:45 PM it was acknowledged
that Client#4-did aot have the laboratory-test’
perfermed. There was no evidence that the
urinalysis was scheduled or obtained as
recomimended by the physician.

2. Raview of Client #4's POS dated December 5,
2007, on May 1, 2008 at approximately 1:50 PM

| revealed an order for the client to have a urine for

culture and sensitivity oblained. In an interview _

with the LPN on May 15, 2008 at approximately — T T T

1:65 PM it was acknowledged that Client #4 did

not have the iaboratory test performed. There | Wa36 :
was no evidence that the urine for culture and This Standard will be met as
sensitivity was scheduled or obtained as P, .

- | recommended by the physician. . ?wdenced by:

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

' ©)) -| A 719a form has been completed
The facility must furnish, maintain in good repair, for the repair of client #3 and
and teach clients to use and to make informed ' #4’s wheelchairs. The QMRP 5114.03
choices about the use of dentures, eyeglasses, will monitor and track all OT\GJWW
hearing and other communications aids, braces, B s . ‘ .
and other devices identified by the ' Wheelchair repairs and document
interdisciplinary team as needed by the client, the both the status and

interventions taken in the
_ monthly progress report for each
This STANDARD is nhot met as evidenced by: ?emon
Based on observations, interview and record A . i
review, the facility failed to ensure that clients QMRPF will consult with DDS
adaptive equipment was maintained in good | tase manager for further support
repzir for three of four clients in the sample. ~ if needed.
(Clients #2, #3 and #4) :
The findings included: - : Home Manager, QMRP and staff
will continue to monitor the
1. Observation of Client #2's wheelchair on May status of all wheelchairs and
1, 2008 at approximately 3:00 PM revealed that adaptive equipment and report
the left arm rest on the wheelchair was torn, In an concerns as they arise. ._
FORM CM3-2567(02-39) Previous Versions Obsolate Event ID; 670G 11 Faclilty io; 09G208 If continuation shaqét Page 13 of 16
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W 440

" | There was no evidence that the adaptive

Continued From page 13

interview with the Qualified Mental Retardation
Professional(QMRP) on May 1, 2008 at
approximately 3:20 PM it was acknowledged that
Cliert #3's wheelchair's left arm rest was torn .

equipment was maintained in good repair,

2. Observation of Client #3's wheelchair on May
1, 2008 at approximately 3:05 PM revealed that .
the left foot rest padding was coming apart from
the retal frame. In an interview with the QMRP
on May 1, 2008 at approximately 3:25 PM it was
acknowledged that the left foot rest padding
wascoming apart from the metal frame on Client
#3's wheelchair. There was no evidence that the
adaptive equipment was maintained in good
repair.

3. Observation of Client #4's wheelchair on May
1, 2008 at approximately 3:10 PM revealed that
the footbox and right arm rest were tarn. In an
interview with the QMRP on May 1, 2008 at
approximately 3:26 PM it was acknowledged that
the footbox and right arm rest were torn on Client
#4's wheelchair. There was no evidence that the
adaptive equipment was maintained in good
repair.

483.470())(1) EVACUATION DRILLS .

The facility must hold evacuation drills at least
quarterly for each shift of personnel.

This STANDARD is not met as evidenced by:
Based on record review, the facility failed to hold
evacuation drills quarterly on ali shifts.

The finding includes:

W 436

'W440

‘evidenced by:

track the number of fire drills,
evacuations and various
conditions in which drill are
conducted. Home Manager will
provide feedback and additionat
training as needed to ensure that
all staff participate in the fire
evacuation process.

W 440

Home Manager will maintain all
information in the fire safety
manual.

‘This Standard will be met as ™

‘Home Manager will monitor and -

5:16:08
mgeng
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Interview with the Qualified Mental Retardation
Professional (QMRP) on May 1, 2008 at ‘
approximately S:00AM revealed thaf the staff 5
schedules for the weekday and weekend shifts ;
are zis follows:

Day shift: 8:00 AM - 2:00 PM
Evening shift: 2:00 PM to 10:00 PM
Night shift: 10:00 PM fo 6:00 AM

Review of the available fire drill records dated
from May, 2007, to April , 2008 on May 1, 2007 at
approximately 9:15 AM revealed that fire drills
were: not conducted on the day shift during the
third quarter. There was no evidence that every
shift of personnel conducted an evacuation drill at o
leas: quarterly. : o

. W44l
. ACUATIO
1 W 441 483. 470(1)(1) FV AT \N DRILLS W 441 This Standard will be met as 51604
The facility must hold evacuation drills under evidenced by: val
varied conditions. , ' :
‘ Reference response to W440.

This STANDARD is not met as evidenced by:
Basezd on staff interview and record verification,
the facility failed to hold evacuation drills under
varied conditions.

The finding includes: : ‘ . _

On May 2, 2008 at approximately 9:65AM review
of fire drill records and interview with the Qualified -
Mental Retardation Professional (QMRP)revealed : ' |
that during the past year, staff had not practiced
exiting through ali six egresses of the facility. [
Most fire drills were conducted via the front, back . *
and side exits. There was no evidence that , ?
evacuation drills were being held under varied :
conditions.

FORM CME-2587(02: 99) Previous Versions Obsolata Event ID; 679G11 Facility ID: 09G203 If continuation shautllt Page 15 of 18
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1000 INITIAL COMMENTS 1000
This recertification survey was conducted from ‘
May 1 thru May 2, 2008. This survey was |
initiated utilizing a fundamental survey process. !
Seven males and one fernale with varying !
degraes of disabilities reside in this facility. The
survey sample was derived from a random i
sampling of four of the eight residents. The ;
survey findings were based on observations in i
the ¢roup home and at one day program. In Col
addition, the findings were based on interviews ;
with one resident, residential, nursing, ‘
administrative and day program staff. Review of
records; inciuding investigations of unusual
incidents was also conducted.
1090] 3504.1 HOUSEKEEPING 1090 090
The interior and exierior of each GHMRP shall be ,3304.1 Housekeepin
‘maintained in a safe, clean, orderly, attractive, .
and sanitary manner and be free of This Statute will be met as ‘ :
accumulations of dirt, rubbish, and objectionable evidenced by: G- 7-08
odors. B
- . . n
All interior deficiencies have DV\QO 7
This Staiute is not met as evidenced by: been repaired. Home Manager
Basad on observation, the GHMRP failed to will conduct weekly home
ensure the interior of the facility was maintained inspections and document all
in a safe, clean, orderly, attractive and sanitary concerns on the Weekly
manner. . .
' Maintenance Repair Request
: . Form. This information will be
On May 2, 2008 an environment inspection was submitted to the Maintenance
conducted and revealed the following department for immediate
deficlencies: attention.
1. Leaking showerhead in large haliway
bathroom;
2. Faint peeling on white wooden fence on side 5
Health Regulation Administration %7 '
m,gé. ' TITLE | (x6) DATE
LABORATORY DIREICTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE #es I G%V’J/
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1090 Continued From page 1 - 1090
' patio;

3. Fence webbing detached from steel poles in
the front of the facility; and

4. Steel poles,old paint cans, plastic laundry
basket, water hose and wooden planks ouiside of |
storage shed.

1135 350¢.5 FIRE SAFETY 1135

Each GHMRP shall conduct simulated fire drills in 135
order to test the effectiveness of the plan at least 3505.5 Fire Safety
four (4) times a year for each shift.

-k -

This Statute will be met as -

This Statute is not met as evidenced by: - evidenced by: ‘ 51504
Based on staff interview and record review, the o
GHMRP failed to hold evacuation drills quarterly Reference response to Wad0. || 1" 9
on all shifts.

The findings includes:

1. Interview with the Qualified Mental Retardation
Profassional (QMRP) on'May 1, 2008 at
approximately 9:00AM revealed that the staff
schedules for the weekday and weekend shifts
are as follows:

Day shift 6:00 AM - 2:00 PM
Evening shift: 2:00 PM to 10:00 PM
Night shift. 10:00 PM to 6:00 AM

Review of the available fire drill records dated .
from May, 2007, to April , 2008 on May 1, 2007 at
approximately 9:15 AM revealed that fire drills
wera not conducted on the day shift during the
thirc quarter. There was no evidence that every
shifl of personnel conducted an evacuation drill at
least quarterly.

Health Regulation Administration
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Continued From page 2 '

.| 2. On May 2, 2008 at approximately 9:55AM

review of fire drill records and interview with the

‘QMRP revealed that during the past year, staff

had not practiced exiting through all six egrasses

of the facility. Most fire drills were conducted via -

the front, back and side exits. There was no
evidence that evacuation drills were being held
under varied conditions,

350¢,6 PERSONNEL POLICIES

Each employee, prior ta employment and
annually thereafter, shall provide a physician's
certification that a health inventory has been
performed and that the employee ' s health status

would allow him or her to perform the required
duties. ' :

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

failed to ensure that all staff had current health
certificates on file.

The findings include:

1. Raview of personnel records on May 2, 2007
at approximately 7:00 AM revealed no
documented evidence of current health
certifications for twe direct care staff. In an
interview with the Program Manager on May 1,
2007 at approximately 5:25 PM it was
acknowledged that the hezlth certifications were
not available during the survey, (Staff #1 and

| Staff #2)

2. Review of personnel records on May 2, 2007

1135

1206
3509.6 Personnel Policies

1208

The health certificates for staff

been obtained. Human Resource
Department will continue to track
and monitor health certificates

expiration dates, send notices and

schedule as needed for non-
compliance.

#1 and #2 as well as LPN #lhave °

.

remove employees from the work:

5608
oyw)omb)
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1206 | Continued From page 3 1206 i

at approximately 7:10 AM revealed no
documented evidence of a current health
certification for one consuitant working in the
GHMRP. In an interview with the Program
Manager on May 2, 2007 at approximately 5:30
PM it was acknowledged that the health
certification was not available during the survey.

(LPN#1)

1227| 351C.5(d) STAFF TRAINING | 227
!'Sa_ch training program shall include, but not be Tl - B -
limited 1o, the following: 3510(d) Staff Training : (2-08
(¢) Infection contrgl for staff and residents; : onqom7
‘This Statute is not met as evidenced by: Reference response to W192,

Based on staff interview and record review, the
facility failed to effectively train staff to implement
emergency measures for eight of eight residents
in the facility. (Resident's #1,#2, #3,#4, #5 #6, #7
and #8)

The findings include:; -

1. Interview with the Program Manager on May 1,
2007 at approximately 4:50 PM revealed that all
nursing staff was not trained in CPR. Record
review on May 1, 2008 at approximately 4:55PM
revealed that two out of ten direct care staff did
not have current CPR certifications, There was
| no documented evidence that all nursing staff
had CPR training and current CPR cettifi cations.
(LPN#Z and LPN #3)

2. Interview with the Program Manager on May 1,
2007 at approximately 5:00 PM revealed that all
stafi was not trained in CPR. Record review on
May 1, 2008 at approximately 5:10 PM revealed

. that two out of seventeen direct care staff did not
Health Regulation Administration
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879G11 If cq nlinu.'illtion sheet 4 of 10




05/28/2008 13:04 FAX 202 891 9293

INDIVIDUAL DEVELOPMENT

do25

PRINTED; 05/08/2008

F

ORM{APPROVED

STATEMENT OF DEFICIENCIES 1) PROVI |
AND PLAN OF CORRECTION o EIaATON NUMELR

IDENTIFICATION NUMBER:

09G203

(X2) MULTIPLE CONSTRUCTION
A. BUILDING
8. WING

(X3) DATE SURVEY

CQMPLETED

D5/02/2008

NAME QF PROVIDER OR SUPPLIER

INDIVIDUAL DEVELOPMENT, INC

STREET ADDRESS, CITY, STATE, ZIP CODE

6010 DIX STREET, NE
WASHINGTON, DC 20019

(X4) 1D
PREFIX
TAG

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

[o]
PREFIX
TAG

DEFICIENCY)

PROVIDER'S PLAN OF CORRECYION (X5)
(EACH CORREGTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TQ THE APPROPRIATE DATE

x5,

{227

1395

Continued From page 4

have a current CPR certification. There was no
documented evidence that all direct care staff
had CPR training and current CPR certifications.
(Staif #3 and Staff #4)

| 3. Interview with the the Program Manager on

May 1, 2007 at approximately 5:15 PM revealed
that all staff revealed that all staff was not
trainad jn First Aid. Record review on January
16, 2008 at approximately 5:20 PM revealed
revealed that two out of seventeen staff did not
have: current First Aid certifications. There was
no documented evidence that all direct care staff
had First Aid training and current First Aid
certifications. (Staff #3 and Staff #4)

3520.2(e) PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall have available qualified
professional staff to carry out and monitor
necessary professional inferventions, in
accordance with the goals and objectives of every
individual habilitation plan, as determined to be
necessary by the interdisciplinary team. The
profzssional services may include, but not be

limited to, those services provided by individuals
traired, qualified, and licensed as required by -
District of Columbia law in the fallewing
disciplines or areas of services:

(&) Nursing; -

This Statute is not met as evidenced by: -

. The GHMRP failed to ensure that qualified
professional staff carried out and monitored
necassary prafessional interventions, in
acgardance with clients needs, the goals and
objectives of every individual habilitation plan, as
determined to be necessary by the

1227

1305

General Provisions

This Statute will be met as
evidenced by:

139 e T
3520.2(e) Profession Services: '

Reference response to W325 of
the Federal Deficiency Report.

| C22.0%
' mqa n0,
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interdisciplinary team far ane of four residents in
the sample. ( Resident #4 )

The findings include:

1, Review of Resident #4's physician's orders
(POS) dated December 5, 2007, on May 1, 2008
at approximately 1:30 PM revealed an order for
the client to have a urinalysis. In an interview with
the Licensed Practical Nurse (LPN) on May 1,
200¢ at approximately 1:45 PM it was
acknowledged that Resideni #4 did. not have the
laboratory test performed. There was no
evidence that the urinalysis was scheduled or
obtained as recommended by the physician.

2, Review of Resident #4's POS dated
December 5, 2007, on May 1, 2008 at
approximately 1:50 PM revealed an order for the
client to have a urine for culture and sensitivity
obtained. In an interview with the LPN on May 15,
2008 at approximately 1:55 PM it was
acknowledged that Resident #4 did not have the
laboratory test performed There was no
evidance that the urine for culture and sensitivity

| was scheduled or obtained as recommended by o
the physician. —_— T

1422
1422 3521.3 HABILITATION AND TRAINING 1422 3521.3 Habilitation and
3521.3 Habilitation and

ini - 2708

Eacn GHMRP shall provide habilitation, training Iraining ' { 20
and assistance fo residents in accordance with . } ' Emﬂ] ml/\
the resident ' s Individual Habiltation Pian. This Statute will be met as |

evidenced by: 't
This Statute is not met as evidenced by: :
Based on observation, staff interviews and record .
review, the Qualified Mental Retardation ‘Rvelfggenc; ::ISP ognse to W436
Professional (QMRP) failed to ensure that one of and W249 of the Federal
four residents were provided the opportunities for Deficiency Report.
coninuous active treatment in accordance with 1
Health Regulation Administration i
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their individual program pians (IPPs). (Residents
#2 and #4) ’

The findings include:

1. The QMRP failed fo coordinate services with
Resident #4's day program to ensure the use of
the mealtime adaptive equipment recommended .
by the (IDT) as evidenced by: i

Observation at the during the lunch mealtime on ' %
May 1, 2008 at approximately 12:35 PM revealed v - , !
that Resident #4 was served his prescribed diet in ' '
a divided paper plate with a plastic spoon. Further '
observation revealed that Resident #4 was
spoon-fed nectar thicken liguids from a paper
cup. [n an interview with the day program staff on
May 1, 2008 at approximately 1:15 PM it was
ackrowledged that Resident #4 did have a plastic
coatad coated spoon and a spouted sports cup to
use at the day program during mealtime. Further
interview revealed that the adaptive equipment
was locked in a cabinet and that the staff with
excess to the key was not on duty. Review of the
Individual Support Plan (ISP) dated October 17,
2007 on May 2, 2008 at approximately 9:25AM
revealed that it was recommended that Resident
#4 utilize a plastic coated coated spoon and a
spouted sports cup during mealtime. Review of
the Mealtime Protocol dated August 15, 2007on
May 2, 2008 at approximately 9:50AM revealed a
recemmendation for Resident #4 use a plastic
coated coated spoon and a spouted sports cup at
mezltime because he was at risk for aspiration.
There was no evidence Resident #4 used a
plastic coated coated spoon and a spouted sports
cup as recommended by the ISP in the day
program.

2. Tne QMRRP failed to coordinate services with

Health Regulation Administration
&TATE FORM 5896
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Continued From page 7

Resident #2's day program to ensure the use of
the mealtime adaptive equipment recommended
by the (IDT) as evidenced by:

Observation at the during the lunch mealtime on
May 1, 2008 at approximately 1:05 PM revealed
that Resident #2 was served his prescribed diet in
a divided paper plate with a plastic spoon. Further
observation revealed that Resident #2 was
spoon-fed honey thicken liquids from a paper
cup. In an interview with the day program staff on
May 1, 2008 at approximately 1:20 PM it was
acknowledged that Resident #2 did have a Teflon
coated spoon and a sports cup to use at the day
program during mealtime. Further interview
revealed that the adaptive equipment was locked
in a cabinet and that the staff with excess to the
key was not on duty. Review of the Individual
Support Plan (ISP) dated October 17, 2007 on
May 2, 2008 at approximately 9:30AM revealed
that it was recommended that Resident #2 utilize
a Teflon coated spoon and a-sports cup during
mealtime. Review of the Mealtime Protocol dated
Auguist 16, 2007on May 2, 2008 at approximately

| 10:00AM revealed a recommendation for

Resident #2 use a Tefion coated spoon and a
sporis cup at mealtime because he was at risk for
aspiration. There was no evidence Resident #2
usec a Teflon coated spoon and a sports cup as
recommended by the ISP in the day program.

3. The QMRP failed to ensure that Residents #2,
#3 and #4's adaptive equipment was maintained
in good repair as evidenced by:

a. Observation of Resident #2's wheelchair on
May 1, 2008 at approximately 3:00 PM revealed
that the left arm rest on the wheelchair was torn.
In an interview with the Qualified Mental
Retardation Professional(QMRP) on May 1, 2008

1422
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at approximately 3:20 PM it was acknowledged
that Resident #2's wheelchair's left arm rest was
torn . There was no evidence that the adaptive
equipment was maintained in good repair.

b. Observation of Resident#3's wheelchair on
May 1, 2008 at approximately 3:05 PM revealed
that the left foot rest padding was coming apart
from the metal frame. In an interview with the
QMRP on May 1, 2008 at approximately 3:25 PM
it was acknowledged that the left foot rest
padding wascoming apart from the metal frame
on Resident #3's wheelchair. There was no

| evidence that the adaptive equipment was -
maintained in good repair.

c. Observation of Resident #4's wheelchair on -
‘May 1, 2008 at approximately 3:10 PM revealed
that the footbox and right arm rest were torn. In
an interview with the QMRP on May 1, 2008 at
approximately 3:26 PM it was acknowledged that
the footbox and right arm rest were torn on
Resident #4's wheelchair. There was no evidence |
that the adaptive equipment was maintained in
good repair, _ ) et T T e —
T 1432
+ 1432 3521.7(c) HABILITATION AND TRAINING 1432 - 35.21.7 Habilitation and
Training

The habilitation and training of residents by the , 5 7804

GHMRP shall include, when appropriate, but not . . ‘ s

be limited to, the following areas: : This Statute will be met as Mgping
evidenced by:

(€) Personal hygiene (including washing, bathing,

shampooing, brushing teeth, and menstrual Reference response to Federal

care); Deficiency report W159, W249

This Statute is not met as evidenced by: .| and W242,
Based on interview and record review, the facility B

failed to ensure habilitation and training on oral
hygizne was provided for one of four residents in
Health Regulation Administration
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the sample. (Resident #2 )

The finding includes:

Review of Resident #2's dental consult dated
Deczmber 12, 2007 on May 2, 2008 at
approximately 11:05 AM revealed a
recommendation to " brush teeth after each meal
and before bedtime”. In an Interview with the
Qualified Mental Retardation Professionai
(QMRP) on May 2, 2008 at approximately 12:20
PM it was acknowledged that Resident #2 did not
have a toothbrushing program as recommended
by the dentist. There was no evidence that the
cliert received training in toothbrushing, to the
extent of his capability.
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