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A recertification survey was conducted from
August 23, 2007 through August 31, 2007. The
survey was initizted using the fundamental survey
process. A rancom sampie of four cliehts were
selacted from a population of eight ferrtzles with
various degrees of disabilities. .
The findings of this survey were based on
observations at the group home, one day
program, interviews at both the group Home and
' day program, review of chnical and addinistrative
: Tecords to include the facility's unusual incident .
. | reports. ‘ |W no )
. W 120 | 483.41 O(d)(S)_SIERVIGES PROVIDED-WITH W 120
OUTSIDE SOURCES T 5 N ol :
The Tacifity rust that outside sefvi s g;w.&dbw‘dl.\oe»mf_ o '
e Tacilify must-assure thiat outside sefvices ! den {
meet the needs of each client. . 05 Bt Y
This STANDARD: is ot met as svidenéed by: ,
Based on cbservations, staff interview, end
record review, the facility falled to effeclively
monitor each client's day program to asisure that |
| the needs were met for one of four cliagts in the
sample. (Client #3 )
Tha finding iIncludes:. Lol ' '
. { 0w —f2-
Revigw of the Client #3's medical recortl on Q N\QP W \I\J \b‘) w% d’a‘j a 807
August 28, 2007 at approximately 11:00 AM , Cnao\ .
revealed an emergancy roem report dated April ngmm %h%g] va‘ db ﬂtj
18, 2007. The ER report indicated a diggnosis of )
Ingastion of a styrofoam cup, Interviewwith the add ":‘do no ‘Er‘wﬂs as
Qualified Mental Retardation Professiogalon eec\ o0
August 30, 2007 at approximately 11:00 AM _ n . - m b ijmcol
.revealed that the day program staff wad feading : omc\ uee o O.d&p‘h\&_ Qc@dm@
_ | the sfent using a styrafosm cup. ' 2P et ‘
LAHORATORY DIRECTOR'S OR PRUVIDER/SUPPLIER REPRESERTATVES SENATURE TITLE 1X6) DATE
_ Nowm Honde ) Diector Recdenhiod Service ~ibfiod

Any deficiehcy statement ending with an asterisk (") denotes adeficiency which the institution may be excused from camacting providing it iy determineéd that
other safeguards provide sufficient protection to the patlants, (Seeinsbuctibns ) Excapt for nursing homes, the findings stated above gre disclosable 50 days
fallowing tha date of survey whether of hot a plan of correction s previdad. ' Far nursing homes, the Ebavefindings and plansiof comection are disclosable 14
days fnnnwlnigdl;::ﬂ date thess gockmants are made available tdthe facllity. « it maficlencies am cted, an approved plan of corraetion Is requisits o contindad
program part on. .
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R D I R ey W B
EFl BEP L- t X v -
P'?Eéu ‘ I{EGULATGRY%{‘R US3 PENTY) Rﬁcﬁﬁ%m%u&) g cRossAREFERENDgE,% Eﬁ%ﬁ AFPROPRIATE DATE
W 120 | Continiued From page 1 ' W 120\ 20, continued .. -
RevieWw of Client #3's faeding protocol dafed . OMEP Wil cﬁrghxd Sollowl-up
Oclober 20, 2006 revealed that the cliedt should i : e WY}
be fed with 2n adaptive cup (speut cup) Further- Visits af de P DS o
interview with the QMRP indicated that the proper | e, address conems .
adaplive equipment was avatiable at the day o 2s as —\-(rey‘ oLy
program. However the day program staff falled ta o,nc) AN L
use the proper equiprient as ordered.
W 130 | 483.420(a)(7) PROTECTION OF CLIENTS W 130
RIGHTS
' ‘vJ (30 i -
Thi faciity must ensure the rights of siicisnts. . ; mé,
- | Therefore, the fecility must ensure privaey during) s Sbﬂda}d Wi !'( be me
| reatment and care of personal needs. Qs el ‘DH ’
This STANDARD s not ret as evidended by: 2 R0 will 0ddress PR who  1a-20.07
Based on observation, the facility failedfto Ned to m P;emeﬂ\’ o
implement an effective system to protedt the baile -\'w’)d wde, Ong n(j
.| clients’ right for privacy-during moming . P rWOCY S .
medication administrations for three of the four : . - addeone 'Q
clients residing In the:facility. (Clients #1, 92, #6 o LoNS Will et
and #7) » _ SninGy, ON ad hevence ;O
o frou Ty NEOWG:
The finding includes: ) , Pr\\)‘a A ‘Nﬂ : ™
The moming medcation administration poSSES. A
observations on August 29, 2007 beginhing =t & QN will condck 12 af}d@m
7:20 AM. The Liconsed Practical Nursa (LPN) oo poSS "
was observed administering medications o me‘i} o ~Surther S.li“',e_
-Clients #1, #2, #6 and#7 at the dining room tabla MO NG Aorurder ensi
The nurse intertupted the dlients breakfstto -  nce Wi A
| administer their medications. At the time, direct ¢o tmp\ Kance )
care staff were assisting clients with eafing their : v,
| breitast, _ Slardard
W 137 | 483.420(a)(12) PROTECTION OF CLIENTS W 137
' RIGHTS .
The faciity must ensure the rights of all clients, l
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W 137 Continued From page2 . w137 127 '
Thersfore, the faclity must ensure that clients .
i 0 i usa j . \ . .
have the right to retain and approptiate T Sl | nﬁ Wil be mel as

'personal possessions and clothing.
, - exdenced By

This STANDARD [s nat met as evidended by: .
Eased on observation and interview, thé faciity
fafled Yo ensure »ach clients elothing ar
personal belongings were maintained fer eight off
eight clients (Clientsi#i, #2, #3, #4_ # 5) #0o, #7
and #8) residing in the facility.

The findings mclude:
o ] -, will
.| 1. During the environmental inspection: 1) Home Manacgelﬁ Wit '

' | condhucted on August 31, 2007, the surveyor lace. atl u.r‘dergarmef ‘{5, Q:5.07
observed that all of the clients undergaiments . ' rep n o
(T-shirts, ahd brassieres) were womn ant tatteredi o Cooedmnotor wil o
The white clothing was dingy. bt Youkine \ndeniory |ONES 9

. 3 o,
2. Diring the envirormentat inspection . | oF PW“‘)& \tems, an
conductad on August 31, 2007, the surveyer ) W\ac,e, as n ’

observed that none of the chents had ugderpantss
In theif dresser drawers. Interview withithe T - ‘La
House Manager (HM) on the same dayrevealeg (D Q mep/ Gwrd tnador W
that ail of the clients wore adult protective YN w i each perzon
uidergarments and did not have a need for dupas '

underwear. 'Further interview revealed fiat none {F Yhey wont Yo wear
of the cliants had bean asked if they wahted to derwneats

wear underwear ur not. - , NG

3. During the enviranmental inspection i Cliert Coocdenayor wi) e
#1's bedroom conductad on August 31, 2007, a Yok undexqovments g
painting was observed on her dresssr. The weonosed and sto
painting was sepuratad from the framae 4nd was Y ~

not mounted but leaning against the wal. The tn thear deawer =3

HM scknowledged that the painting neeled o be- | .
' répaired and mounted on the wall for Cllent #1's
enjoyment, ' .
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W 148 483.420(c)}6) COMMUNICATION WITH W 148 - .
CLIENTS, PARENTS & ‘W 137, conhnuwed .. .
The facility must notify promptly the dlignt's @, mom@ﬂr Ui‘“ .
parenis or guardian of any significant incidents, oy [?D P«Jm‘ ~ and /OI' lace. 5. 07
;:hanges in the client's condition includitg, but not paw rep Qo0
imited to, serious iiness, accidant, dealh, abuse; " ¢ oy O\F
or unauthorized absepce. P‘m : Ongping
This STANDARD is not met as evidenged by: ' '
Based on inerview and record review, the facility Hb“)_e’ mo-“a%u will eondurct
- | failed to documeint prompt notification df parents oUW oW ironmea koL ALK,
or guardians of significant incidents or ¢hange In . - 4
client's condition, for ana of the four clients in the: ottt -@W\MS ang)
sample, (Client £3) - .
. Zﬂd’: - ‘ ; oddgny oy regpennd
"9 includes: . TEPIUAN ¢ Docwmenkotion
.| On August 29, 2007 =t 7:50 PM, duringsthe x : '
enfrance conference via telephone, theiQualified: W(u, bﬂ« W %r I‘Q{/W
Mental Retardation Professional (QMRP) '
indicated the Cleint #3 had family involament. @ '
Reviéw of the client's medical retard on August . .
28, 2007 &t approximataly 11:00 AM revealsd an- WM Theandd widd ot ek [N
emergency room report dated April 18, R007. ) by .
The ER report indicated a diagnosis of hgestion as epden q- ‘ m@m‘}}
ofa styrofoamn cup. Review of the incident , > i ’
revezled that the family members wereinot amee will ensure Hid R?"“ k’ ‘
notified of this Incldent, The QMRP further | Wm@\% 0l hw wmo e
indicated that notification of guardians/family wodaue Yo W oo 0! |
mertibers should be decument on incidént & 2 o H P M} )
reparts. _ . o
W 153 | 483.420(d)(2) STAFF TREATMENT OF W 153 '
: CLENTS -
The facllity must snsure that all alfegations of
mistreatment, neglect ar abuse, as wallias
-1 Infuries of unknown sauree, are reported
immiediately to the administrator or to other
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W 153 | Contiriued Fror . T
| | Continued From page 4 W 153 WISz, C@nhnuﬁd e .

| officials in accordance. with State kaw tiough
established procedures.

This STANDARD is not met as evidented by:

This Standasd will bo. mel 0
ty?

Based on interview, revisw of unusua! ihcidents, eviden '

and review of medical records, the facillty taled to | Deu Proaraiw, SHAFE repﬁﬂizcﬁ( g

ensure that all unusual incldents including injuriss ® VoG '| notifications,

f unknoun ofigin were regortad immediately o mode. ol ! e '

the adminisérator and other officials acdording to D Conhedo- WIRA- v .

district law (22 DCMR, Cheipter. 35, Sedtion & omel il ¢ @ﬁww Q. 14.07

8519.10) for one: of the four ciients inclided in the Ay Prephr N onging
‘| sample. (Client #3) . : indidenks ocewr -ﬁ g‘fc‘if’{‘_"' b

' . . :--‘- ""-____I__G no 3 D,

The finding includes:- ‘ w@\,e!ﬂ.d\/\ (f

Review of the Client #3's medical récoru ()] ' ¢ mep wull jYV_l M(ﬂ dbmmh@y

August 29, 2007 af spproximately 11:00 AM ' v -{o SMDPJTT

revealed an emergency room report daled April notrtfication 12 adwinistrator

18, 2007. The ER report indicated a didignosis of : AGesols.

ingestion af a styrofoam cup. There was no and ctuer o

evidence that this incident has been regoried to

other officials (Departemnt of Heatth) as required: ’ :
W 156 | 483.420(d){4) STAFF TREATMENT OF w156| (W 1S o :
CLIENTS Thd S&m‘,\avrg w"l_l,[ be. metras

The results of all investigations must bet reported el daﬂce& ‘QS :
to the administrator or designated reprabentative '
or to other officials in:accordance with Siate law

. | within five working days of the incident. :

This STANDARD is not met a5 evidended by:
Based on interview and record review, the Tacility -
failed fo ensure that investigations weraireported
to the administrator and State officiale within five
working days of the incident, for twa of the four
chents in the sample: (Clients #1 and '
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N CH CORRECTIVE ACTION SHAOLILD b COMPLETION
TTRG | | HEGULATORY OR Lot I Eirs Rty e cé?ﬁ.m%“@}gﬂegggwwmﬁ iy
W 158 | Continued From page 5 W 156 {W 186 i Conhinued oo o
.| The ferdings include: T
1. The fadility's unusual incident reporits were (\) oOMeP w \m -ks(Q, Ver: (Flcahqu 4.4.07
reviewed an August 29, 2007. An incidbnt dated: ¢ qovibicodions with | ongpregy
March 2, 2007 indicated that staff obseived 2 ev 0 b oid W thov
bruise on the left leg of Clent #1. The ¢lient wasi \v\mdb(k. N’-PN'
taken fo the emergency room. Ne furttier cumnewy. o PfﬁN )
information was.documented on the indident : ! +he § l‘LLtL
report Interview with the nurse and the Quatified QW h‘ﬁegﬂ and
Mentel Retardation Professional (QMRP) on the ence| W Wo -
Same day revesled that the client was gdmitted ta g ¢ \H\L \V\V&“Tg-‘-h‘ n
the hospital with a disgnosis of frachret leg and Y’QSWU‘Q o @MN 1C&
urinary tract infection (UTT). The QMRP stated gertt N o,
that the incident was investigatad and révealed W€ ' y@g wlo
-} that during a medical appointmert on March 1, o Yhe W L
2007, Client#1 fell from her whesichairiand and Pahu!}-» 2
sustzined a fraciure. - The three staff imboiwed in
the incident was terminated.
Furtier interviews with the QMIRP fafled to
provide evidene that the state agency was
‘notiled ogy the re':sulltsﬁ'lnf the investigatiop as :
required by Federal Regulations. H.0
. o @RMH&WH OH.07
2. Review of the Clleint #3's medical re¢ond on '“’0) ongpwng
August 29, 2607 at approximataly 11:00 AN WIS | ,
revealed an emergancy room report daged April
18,2007, The ER report indicaded 2 didgnosis ofl
ingastion of a styrofoam cup. Interviewwith the
Qualified Mental Retardation Professiartai 'on
August 30, 2007 at approximately 11:00 AM
revealed that an investigation had baen
completed, Howeaver the results of the .
Invesligation was notforwarded 1o ather officizis
i aceordance with State law within five Working
days of the incident,
W 159 | 483.430(a) QUALIFIER MENTAL W 188
RETARDATION PROFESSIONAL
FERM CMS-2987 (32-50) Pravisus Varsicrs Dbsalste Bomat [C: S78MI4 - Faclliy ID: oee121 If cortinuaton sneet Fage 6 of 14
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W 159 | Continued From page & W 159 lw lsq )
Each client's active treatment program must be , ‘
ntegrated, coordinated and monitored by a -
quatified mental retardation professional, Tha Sandard will be mek
This STANDARD s not met as evidented by: |
Based on ebservation, interview and repord
review the facility fafled to ensure that dach N C “
cllent's active trestment program was (B Relorence NEEOYIZL. ‘o
coordinated, integrated and monitored by the W 242 &nd A2 Hq
Quatified Mental Retardation Professiona ' ‘
(QMRP). : :
The findings include:
1. The fatility's QMRP failed fo ensurethat
| citerrts' individual pragram plans (IPP) idcluded
training in personal skills in bath formaliand
Ilnfwrrpal sefting. [See W242] ,
| The facifity's QMRP failed o ersure that clients C ' o
were.provided the opporturities for confinuous 2) Reference responee. o
active treatment in accordance with their W 255G, '
'+ | Individual program plans. [See W249] -
|z 11;3 fal:’dﬁt)fS‘QMHP failed t raview 2nd revisd R | | aliofo7
. | the Individusl Program Plan (IPP) once the client- j " : ‘w '
.| has successtfully cotnpleted an objective identitied 3) Pelerence Nsponse- Ho W27 | - o
in the IPP. [See W255] _ : ' fmq ')Oj
3. The faciity's QMRP failed to revise dbjectives: e ' . '
identified in the |PPs that had not been achieved. @,) Re\evww, veLponse Yo W25, "1“?‘”
[See W25T7T . _ mqom{.\
4. Tha facility's QMRP failed to enswre that 2 '
Comprehensive Functicnal Assessment
(CFA)individual Support Plan (ISP) had been
knplemented timely. [See W259] _
W 242 | 483.440(c){B)(iH) INDIVIDUAL PROGRAM PLAN W 242
FORM C\1S-2587(02-88) Previous Versichs Chasicte E';am'tn: BTGM‘:T ) Facllity 10 (603721 . llf contnuation sheef Page 7 of 14
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W 242 | Continued From page 7 ' w242 i\”zqz, ,
-~ | The iradf\ﬁduaet progtam plan rust mctusle, for : : - Ve be. w\(ﬁ
those clients who lack them, Taining inpersonal ' Thus Sbﬂdw‘d will
skills essential for privacy and independence as SN \DL{ .
(inchiding, but not limited to, toilet raining, :
persanal hygiene, denfal hygiene, selffeeding,
bathing, dressing, groeming, and communication
of basic needs), until it has bean demodstrated
that the client is developmentally Incapdble of
- | acquiring them.
‘This STANDARD is not met as eviden¢ad by
Based on observation, staff interview aifid record
Teview, the faciity fafled to ensure that dlients’
individual progrém plans (IPP) included)iraining it R v,
| pérsonal skills in both formial and informial setting - - froning
| for one of the four elients i the sample, (Client FOMEP will umplanzak N 5 :
#4) ' cpyecinve. 4o tmprove. ey q]p ‘m
. . . lls
The finding includes: ?(’)fr?(’n ad MOA\{’W}G‘, © , iar
' ‘ g TSP [ 0nENY
- o W actodance. WHN -
| nte;vlew with tha Qualified Mental Retardation .
Professional on August 20, 2007 at approximately Lo\ mda h S . .
11.00 AM revealed that the Client #4 hed an \NB
Individual Support Plan (ISF) meeting dn August : MRP Wl wondia sttus on a
15, 2007. Duging the ISP meeting, the g0 md.ﬁ.b b A
Interdisciplinary Tearm (DT) recammentfed and Wwﬁ\*\!‘&ij 05, AL
| 2pproved that the client receive trainingtto , _ 1Se wneekrng GMER
improve her persenat hygiene skifls. Reéview of ar FOU/QUJ V? { doul checld.
the IPP revealed no evidence that the MRP . will W o) 4 Yo Suxthey
developed or implement a toothbrushing . veconmende I\
_ | pragram. B ) Mok ‘aint
W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 249 %% kb GuuHL on .
. ) ob 5, Ot ;
As soon as the interdisclplinary team has . 4/9\&1,& TPP i Wy WCP
formulated a client's insividual program plan, - 7 wida—thy
-e=ch client must recsive a continuoys sttive . W UL '
treztment program consisting of nesded rLOWINE ohons.
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W 248 Continued From page 8 ) W 249 wzuq
.| mterventions and sesvices in sufficient kumber
and frequency to support the achievembnt of the .
objectives identified in the individual pragram
plan. - )
This STANDARD is not met as evidended by:. T Sheurdoud will ‘ho‘ wed-
| Based on staff Interviews and record retiew, the - as. evdenced. \QLL - ) ,
Tacitity failed to ensure that clients wera provided: oL a ib' '
the opportunities for continuous active freatment - : ¢ sz ‘ lu‘l
in accordance with their individual progsam plans ) (\) PWUQYUJY\ dla &w\'\/b@- ,‘D W ‘C .
(IPPs) for two of four. clients included injthe noola ak the e onopig
sample. (Clients #1 and #4 ' .
ample. { x bad %Qm inplomerfed & .
The findings include: . . ()u:HAX\DJ&\ .
1. él-lent‘#‘l was observed during the bfeakiast - 1 ‘Q gkl 9]
and lunch observations on August 29, 30, and 31, CQWUBP UU\UL N <<
2007. She ate her meals independently and upon W\JJNM\ C)AUA& #\ 5\ 9"099&
complétion, the staff took her plate and|placemats LQU- ;nu‘mmq QL
to the kitchen. Review of Client #1's Individual uind VoV
Program Plan (IPP) objectives on August 30, vweadod ‘ .
2007 revealed a progrem abjective thatiindicated: ) o
the follawing: “given verbal assistance /(Cliert . alilly
#1) will wipe her place at the tabie with ¥5% & NP Wl.UL NIl 10T
dcelivacy for six conseoutive months.” The client! ) . dJJ il Gy -
was nat observed to wiping her place adthe table: P i &a \ei elftZ ﬂf UNPIMI
and the sizif were not ebserved o encaurage tha Otk 1S Imp¥in
client to do so. v Ud:\\ﬂﬁd Havia
. % O - r
Interview with the Qualified Mental Retzrdation - y m,OYthﬂlm//
Professional (GQMRP) on August 30, 2067 at doxenvadon, A ]
11:00 AM, revealad that the client's programs had d»awwa.h,(}\f\ Oy .
been put ani hold because the client was placed , An S .
on Bedrest to promote the healing of a dacral QAC\U\'L(M(XQ : %—' {"]ﬂmﬁﬂa
decubitus ulcar. Further interview ravadled that OA Wi d}Q &
the client was receiving her meals in befi,. The ol '
QMRP also stated that Clieat#1 had beten taken '
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off bedrest on August 20, 2007 and that her
programs should have been implemented.

2. The faciity falled fo ansure that Chieht %4
participated m active.freaiment progrards in
accordance with her IPP,

During observations frorm August 29, 31, 2007, -
staff was observied feeding and wiping Client#d's -
[mouth dufing meals.! Review of his IPH dated |
| Augiest 16, 2006 revealed a program aljfective

.| which stated, "given hand over hand asgistance,
[the clier] will wipe her mouth using 2 paper
napkin with 75% accuracy for ..."

There was no evidentce that Client #1 réceived

cortinuous active treatment in accordatice with

. | her PP,

© W 255 | 483.440(0)(1)(H) PROGRAM MONITORING & - W 255
CHANGE .

oo ek

%

The individual program plan sust be reliewed ati
leaist by the qualified mentat retardation:
professional and revised as necessary, including,
.| but not imited to situations in which therclient hag
sucressfully complated an objective or bbjectives
identified In the individual program plan:

.

-This STANDARD is not met 35 evidended by:
Based on observations, staff interviewstsnd
record revlew, the Qualified Mental RetArdation
Professional (QMRP) failed to review and: revise
the individual Program Plas (IPP) once the client
had successfully completed an objectivé identified
in the IPP for one of the four clients in the
sample. (Client #3) .

The finding includes: -

FORM ChsS-2567(02-99) Previoys Veralons Obsoiate Efomt 1D s73Mi 1 Facilty ID; 08G121 I¥ continuetion sheet Page 10 of 14




__._08/24/2018 21:57 FAX ' @013
09/25/2007 13:03 FAX 202 518 9885 IDI © VLA

PRINTED: 08/17/2007 °

" DEFARTMENT OF HEALTH AND HUMAN SERVICES . FORMAPPROVED
GENTERS FOR MEDICARE & MEDICAID SERYICES |, , OMB NO. 0938-0301
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (2) MULTIPLE CONSTRUCTION ) oL ETeD
AND PLAN OF CORRECGTION IDENTIFICATION NUMBER: A BULDING - '
esafze . |®WNE | osmtrzen7
| NAME OF PROVIDER OR SUPPLIER o STRERT ADDRESS, CITY, STATE, ZIF CODE
. - 4954 ASTOR PLACE, SE
Vol . WASHINGTON, BC 20018
04) ID - SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION P
ERCIENCY ECEDED BYFULL REFEX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
Pﬁgx . R(EEQ%OR?{ OR Lsg?nsgnag;anm sNFoRMMIc_)N) P-r,gs CROSS-REFEREI;SHE& 'g ;P%E APPROPRIATE DATE
"W'255 | Continued From pags 10 W25l \WZSS | Comnuzd. “ e
The faclity's QMRP failed to revise Clldnt #3's
program objecves. LQ.Q_ W\Mm\ ‘mad( .
. QMEE W aad ] o\
On August 29, 2007 at 6:15 PM, Client #3 was Qs EBs PO 0N o |ajopy
observed washing her hands with staff providing > onaOL
hand over hand assistancs. Interview with the ‘y\j‘ll&l{\ QJOL%LQ ’ “05 MI
direct care staff indicated that the clienfirequired ke fronse eur\d /er :
asslstance to peiform all of her achivitie of dady thQ up /
living skills. . . . Mw O’\o A@C}'LVf—-b Q%
On August 30, 2007 at approximately 14:00 AM, neededo,
in reveiwing client's PP dated October 5, 2008, ¥ obppuss
the client had a prognam objective which stated, @WW.P Wk &DWM )
"given hand over hard assistance, [the blient] wil) I ryun /
wash her hands withia dlsposable clothtbefore n
PM meals on 80% of the trials recorded per < ywtes:
, | meorth for six cornsecutive months ...". Record M\Q

verification of the data sheets on Augl.ﬂt 30, 2007

indicated thet the client achieved the eslbabﬂshed )
criteria since June 200s. A
W 257 | 483.440(0)(1)(iii) PROGRAM MONITORING & W 257
) CHANGE .

| The mdividual program plan must be retiewed ot n Shoundand il e 13
| least by the qualified mental retardation T]MA ) W et
professional and revised as necessary, lincluding, 2 KN, A IVNTT N VW\ ‘
but not limited to situations in which theicient is

failing to progress toward identified objectives
after reasoriable efforts have been madi,

This STANDARD is not met as eviderded by:
Based on record review, the Qualifiad Nantal
Retsrdation Professional (QVIRP) failed o revise:
objectives identifled in the individual program -
plans (IPPs) that hadinot been achieved for two
of four clients in the sample. (Clients #2and #3)
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11. Client #2's prograr objectives wereireviewed!

-acknowledged that the client was nof rieeting the

| not been revised.

| (IPP) dated October 25, 2007, revealedithat the

| assistance, [the client} will perform an at:tion with

trials, recorded, There Is no evidence that the

Continved From page 11
The fndings include:

an-August 20, 2007. Client #2 has a pgogram
objectives that indicated the following: WGiven
madel demonsiration, [client's name] will
discriminate five activities of daily livingjusing
picture represettations with B0% accurficy per
session as measured by Active Treatment (AT)

dotumentzttion." Review of the AT
docdmentstion:and the Qualified Menisl

| retardation Profigssional (QMRP) docutrantation -
| revesled that the client had consistently not met

the criteria for the past three quariers. . Interview
with the QVIRP on August 30, 2007,

critairia for the objective end that the objective hat

2. The QMRP failed to review Client #3's speech
progrsm in which the client failed to make
progress toward identified objective aftgr
reasongble efforts have been made.

Review of Client #3's [ndividual Program Plan

client will improve her functional commignication
skills, Futherreview revealed that Chiént #3 had
an objective which stated, “given physidal

ah object for 6 out of 10 trials per sessién for
three consecutive months as measturedby AT
documentafion”. Review of the Speech '
Pathologist's quarterly raviews fom-Jartuary 27,
2007 through August 18, 2007 revesled that the
client required hands on assistance on 8l the

objective had been revised.

483.440(1)(2) PROGRAM MONITORING &

W 267

W 259

WZS mhm@d ‘e

EJ -

® QMRe will monlor alenk” #2,

B and # U progma)
dojechies on o moM‘ﬂ\)’
bosis.

7 QIRP will e»abm:ﬂ),%oxmﬂ/?;
doourngnkaion and mondi
tplomemkatian o)), ~M¢<m
obpehizs and reuvise. as
Needed ;I q ‘h“‘e}’j e

3

als o7
ongoing

FORM CIXS2587(02-59) Pravious Versons Obsolete

Evart 1D;57aMB T

Fasinty 10: 09G121

If continuation sheet Paga 12 of 14




06/24/2018 21:57 FAX , 001150
“”(-);/25/2007 13:03 FAX 202 5].'3 g685 IDI | . : .
- ' ‘ : : PRINTED: 08/17/2007 .
DEFARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED

i . 0938-0391
‘CENTERS FOR MEDICARE & MEDICAID SERVIGES |, : Ol\)ﬂIEB;TEOSUOQ i
STATEMENT OF DEFICIENGIES &N FROVIDER/SUPFPLEERCLIA, ¢42) MULTIPLE CONSTRUCTION >3 CQMPLETREUDE'
AND PLAN GF CORRECTION ¥DENT|F|GQTIUN‘NUMBER A, BUILDING . ]
. pac1 B. WING . B 0BI31/2007
NAME OF PROVIDER OR SUFPLIER .‘ _ o STREET ADDRESS, GITY, STATE, ZIP CODE
' ’ . . 4954 ASTOR PLACE, SE
1Dl WASHINGTON, DC 20019
i T . GRRECTION (x5)
i MMARY STATEMENT OF DEFICIENCHES - 0 PROVIDER'S FLAN OF n: . N
%Fkgc ' rEA'cleI‘ BEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EarH conﬂﬁcg _ﬁﬂ'lsg fpﬂp%%gﬁ%ﬁr cd mmﬁ
TAG . REGULATORY DR LSC WENTIFYING INFO TION) . TAG . QRCBS’REFERESEFI s

W 269| Continued From page 12 =~ . W 259 { | }
. CHANGE w Z S q -
At least annually, the comprehensive functmnal

assessment of each iclient must be reviawed by
the interdisciplinary team for relevancy &nd

readed. .. s
Hpdetod w risede ' “Thd g\-onc\ox& WUk b wmet
.| This'STANDARD isnot met as evid'enbed by: ' ) é \Q‘U\ . _
Based on staffinterviaw and record revfews, the as

facilily falled to ensure that-a Comprehénsive
Funcional Assessment (CFA)/Individudl Supportj
Pian (ISP) had beeh implementad Hmely Tor one
of the four clients in the sample (Client §4).

The finding includes:, ‘ _ - omeP hﬂb ] I E \ , '
e i — e : qle| 07

Interview with the Qualified Mental Retdrdation 1

Professional (MRP) and review of Cliént #4's "“f')d'ajr'éi J(\w/ =r Pm{ C)«l?,»/\ ongein
recard, on Augist 30, 2007 at 11:00 AMireveaied; ¥ ' ) j
Clierit'#4's annual Individual Support Plan (ISP) Y. :

meenng was held on August 15, 2007. Review of ' | oz IS;AO

the ISP in the record revealed the plan was dated amep will tomp e

August 15, 2008." Further interview was d OOV enrs w QA y
' conducted to gscertain information abouit the and 0 O.anrd once.

current ISP {dated August 15, 2007). Atcording WMONNEY

't to the QMRP, fhe plan had not been upliated and o the Bhan Javd,o u-a%r‘i('\ .

new program objectives recommended kxt the ISP
had not been krplemented. At the imetof the

| survey, the facility failed to provide evidénce that
Client #4's ISP ‘had been completed and updated!

as reguired, }
W 436 | 483.470(¢)(2) SPACE AND EQUIPMENT W 4386

The facility must fumish, mamtam in godd repsir,
and teach clients to use and to make Informed
choiees about the use of dentures, eyeglasses,

| hearing and other communications aidsy braces,
and other-devices identified by the
interdizciplinary team:as needed by the nllent.
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W 436 | Cortinued From page 13~ : | wazs L
- T WHB 6] conttrued .
This STANDARD is not met as evidanged by: T\(\fA wﬂd wWitl b el o
Based on observation, staff imerview atd record CAMLE A V)(J\
review, the faciity failed to provida &boots fob w :
.| ona of the four clients in the sample (Clent #3)
The finding includes:
Observations during the survey from Aggust
2530, 2007 revealed that Client #3 was chserved
"| wesring custorn molded shoes. .
On August 28, 2007 at 8:30 AM, Clierd #3 was
observed wearing custorm molded shods. At 530
PM, the client was observed wearing secks on C - :
her feet. Review of the clients physiciah orders , - ' ]
.| dated January 30, 2007 revealed an order for one ‘ P
pair of "buny boots™ tb give the chient fobt comTort. ‘ R
Additional review of the podiatry consiftanda . . ! ;
Rursing progress note dated January 39,2007 - ' q ‘ 15 |°7
revmlad a prescription for "buny boaots™. {% \ /l h S‘aw < . .
‘ OW] 2= longoy
Further observation and inferview with fhe amep will \ e l[[)tﬁ'\P \ oot e
, L:censed Practical Nuyse (LPN) reveali;l that thel ovder Yo WO \/
cfent-had-a pair of slippers with bunny faces on
them. Interview with:the Quatified Menal CQMEP W Wl b \ag’\s \OW\)’
Retardation Professional (QMRP) indickted that <\ ppe- e
the client had recently received the mokied \oDO‘T&/ P C\
'shoes, however the QMRP was net awsre of thel \'QI_DVWW
"buny boats". . .
BMRP will pvowdﬂ qdduhona\ .
c,.mféfr o ey - N weaning
, o Touny boot=s/slippers.
1
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1 000 INITIAL COMMENTS . | @00 |
A licensure survey was conducted fromiAugust

209, 2007 through August 31, 2007, The survey
was inifiated using the fundamental survey
procsss. A random sample of four residlents
were selectad frum a poputation of eight females
with various degreaa of disabilities.

“The findings of this survey were basad th

| observations at the group home, one diy ‘
progsam, interviews at both the group Hbme and
daty program, review of clinical and suministrative
records to includa the facility's unusual incident

reports. y : L lazoz V0
1'052| 3502.10 MEAL SERVICE / DINING AREAS sz (1052
'Bach GHMRP shall equip dining areas wilth . . T e
tables, chairs, eatingiliiensils, and dishés s Shotude. will ke
: | designed to meet the develapmental ndeds of oS @did,&mceA ‘9*-& o
each resident, .

' Reference. VesPOSE \mz%h@\
' L
This Statite is hot met as evidenced by Pefenceyy Beport
Based on.observation, intarview and repord o
review the GHMRP failed fo ensure tha
availability of recemmended adziptive elquipment’
at Resident #3's day program.

| The ﬂriﬁlng inchkides:
| See Federal Daficiency Report - Citatich W120 A
| 050 3504.1 HOUSEKEEPING _ . 1 090 10Q0

The interior and exterior of egch GHMHARP shall be
miaintained in a =safe; elean, orderly, sifiactive,

| and eanitary manner and be free of
accumulations of dirt, rubbish, and objdctionable:
o odors, '

Heaith Regulation Administration

TITLE . 06 DATE
HA I ‘ y ‘2 Il / .
LABORATORY DIRECTORLS OR PROVIDER/SUPPIIER REPRESENTATIVES HGNRTURE ~ Director &= XSele ol o7
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- ' Fs Gexrude wilt e wet
‘| This Statute is not met as evidenced by: ldenceci b"‘1 . :
Baced on observation and interview, thé GHMRP oS ev
fafled fo ensure the interior of the facility was '
maintained in a safe,'clean, orderly, attiactive and (1) Deor ways fhowe. been
sanitary mannar, _ . pa"Cn'E A

Thé findings includes:

During the environmental-inspection cotiducted @) \-lcme, g @mw, me o q, 3 l07
on August 31, 2007, the foliowing was dhserved: vep(aoe[ repaLr -

N ONAGTOL
1. The doors o the hedrooms of the residents . , ng
had unsightly dark marks caused by the resident$ @ K eben \“lA& been nﬁ
-wheel chairs. cleaned . Howre
2. In resident #1's bedroom, = paintingiwas NANAUAESS neche
| vbserved on her drésser, The paintingiwas Lot o bome
separatad fram the frame and was not tmounted %
but lesning against the wall, The Houz& Mgnager _ A 7 QME“S -
aciknawledged that the painting needadto be e +hads -
repeired and mounted on the wall for Client #1's ‘ CENCeA™S 1
enjoyment. : (40 g W P
3. The Kitchen cabiriet shelves had : @ Mauinize ,. W&t‘
crumbs/debrls frem food and were sticly to - uomiled Coc 7
touch, - W’g_ga’y\j M‘Pm "
4. The ceitings throughout the holse had peeling Umw WUl M
paitt - : . -! %ﬁ A Q'P Uﬂ.—-
g;e Tha d;g,en heid baked on food ard grease on CIM}— CONCLAMA - CEU\A.&DM .
i ITFS) - : .
3 wmkaiaa. . AUt
'1108] 3504.15 HOUSEKEEPING [108 ' to suppdk SSWES
Each GHMRP shall assure that each résident has GAW:

at least seven (7) changes of clothing gppropriate
| to his or her daily activilies. -
Flesith Reguiation Administaton
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e : — s CORRECTION x5)
%) ID SUMMARY STATEMENT OF DEFICIENCIES D PRGVIDER'S PLAN OF R SHoULD BE COMRETE
: ECEDED BY FULL (EACH CORRECTIVE ACTION SH : =
Pﬁi’;m R%ﬁﬁ%?g 'Eiéci’s'é“fééﬁ?ﬁue INFORMATION) P’-?-ng CRDSS-REFEREggEE: I;g G'r:los APPROPRIATE DATE
‘' 1108{ Continued From page 2 1108 - | 55O, | ' Corfinueds« «
This Statide is.not met as evidenced by. ) )
Based on obseryation and interview, the faciity tome Manager” wi il eonhnuz
failed to previde avidence that each resident was) Hom Lete. vouding home
pravided with the at least seven changds of ‘o compP & d i
appropriate clothing. \ ,eC!@_M\SJ A dwv 25
N . 2ns OS -Hrﬂ’;j a,H&§'
The findings include:: NN h
oy . amd, provide. ad.dL] ma
1. During the envirommentzl inspection: - . as ‘Wi .
condicted on August 31, 2007, it was dbserved e\a ¥ raning :
that afl of the residents underg:mentsdﬂ _-rshmns. :
and brassieres) were worn and tatere ©
| white clothing was dingy. Z504-.\5 .
2. During the environmental inspectior ) R » a-5-07]
ceinducted -on August 31, 2007, it was bbserve e\exnein , , ;

- that nohe of the residents had underpatts in theis “w Y%PW R CN\QOWQ
dresser deawers, Interview with the hotdse W (5T edernl D= YR
manager on the same day revealad that afl of the o :

1 residents wear adult protective undergdments RUJP .
and did not have a need for underwears Further
interview revealed that none of the residents had’, .
been asked if they wanted to wear undanwear or (o
not. ) . :
ol asia - - 350417
(110 351_04.17 HOUSEKEERPING 1110 o
| Each GHMRP shafl ensure that each ressident ' s C e il b

clothing is kept in good condition, laundered, and! _Wub %\—a:\"l)—.‘f& Wi l ] Q-5 07
clesried. : mner 0% evidenced b““ . N
This Stitite ie riot met as evidenced by: Reforence rsponse to W E”Z_ -
Basad on cbservation, the GHMRP faildd 1o . Giaency Q?Q,Pcmf .
ensure each residsntis clothing was maintained i Fedeval D.e'%
good eondition and clean. Residents #9, #2 #3, - '
4, #5, ¥6, #7, and #8)

Heslth Regulation Adminstaton *
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\W) rﬁ SUMMARY STATEMENT OF DEFICIENCE ' T D . Fm\nben's- PLAN QF SORRECTION O
: , RECED uLL :  [EACH CORRECTIVE ACTION SHOULD BE COMPLETE
f‘#ig“ éﬁﬁ%ﬁiﬁ%@ﬁﬁ&m INFEgIgV‘:l,D.ﬁ'ION) P?rifsm CROSSREFEREE(E}E'I?: ;srz?q QTQE APPROPRIATE DATE
1110 Continued From page 3 P10
" The finding includes:
During the enviranmental inspaction conducied
on August 31, 2007, it was observed tiat all of
the residents undergarments (T-shirts, Bnd
' bressieres) were worn and tattered. THe white
clothirg was dingy. ] . 12073
1203 3509.3 PERSONNEL POLICIES 1208|3509,
Each supervisor shall discuss the contdnts of jobs
descriptions with each employee at thefbeginning ,
N . — . éj
employment and at least annuaily thereafier. Than ‘Q_..‘.&’_\-u‘/te,b\,.\j\\\/\ be m it
This Statute is ot met as evidenced by: 08 e Y- la. 7.0
Based on record review, the GHMRP filed to Ashator will Q70
- have on fiie for review current job descfiptions fof C?’mﬂD/ &3@ ~ . _d ne o |ONQO m(ﬁ
all employees. ‘ - . onsurd ok oubetardir ‘01 , o
The finding inclhudes: . géb Cfﬂ%ﬂ'tcohm.‘a &l '
| ‘Thirteen of fourteen direct care staff ant | WA M W\H’\ M—f/{/\
Qualified Mental Retardation Professional '
records filed to show evidence that the staff's U W/\@JL :
| Job duties were reviewed with them on annual '
basis, (Staff#1, #2, €3, #4, #5, 36, #7, ¥9, #10, humoun  Kesourre. d"-P‘l-r%']'.‘ed
| #11, #12, %13, and #14) Wil condinue o tevien s
o . 3 5 . - M
| o ond duaCuss yob descirign.
I 208 3509,6 PERSONNEL FOLICIES 1 206 . ‘ . '
& ar v fume of ke

- | Each employee, prior o employment add & '

- | anmualty thereafier, shall provide a physician's @MV;(D / &;Ord[mfof wi(-! 'QI{JM
certification that a hexith inventory has been Ao <r iy Foyns Mmonin 'Jy
performed and that the employee ' s hetith status A,o\o Aescreprh o
weuld allow him or her to parform the required N A u,PCQ ale os ne -
duties. o o enswre N EOU\Q\ _

Cornplionnd BN
_ Stamdands
Health Renulation Administration .
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NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS, CITY, STATE, 2IP CODE '
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DI | WASHMIGTON, DC 20079
010 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION _ o)
; : CH DEFICIENCY MUST BE PRECEDED BY FULL REFIX (EACH CORRECYVE ACTION SHULLD BE. COMPLETE
P?ié"‘ . FEBULATORY OR LS6 BENTRING INFORMITION) v CROSS-HEFF«RE%‘E%E%&E APPROPRIATE DATE
1208 | Cantinuad From page 4 1208 FE_E)E—'-
_ _ - o) 1 be. met ok eoidendad
A 4 mel 0.8 evidind
This Statuté is not met as evidenced by: _ S Eodule will be
Basitd on interview and record review, the s )
GHMRP falled to ensure that all staf had cument
heslth certificstes onfils.
The finding includes:
. ’ 0 ol fles will bl
Review of the GHMRP's personnal files on | eysonn Hh nvenfories
August 31, 2007 revealed three direct dane staff Mpdoc‘e—d , ea) A lf‘@d‘{ a
(Staff #2, #8 and 13); Speech Pathologfst and r%bw—& v l io\o
'Podiatrist failed 1o have evidence of a heslth howe been d \ !
inventory certifying thelr health status and their Poso ustes QN ! |
abiiity o perform their job duties. ' Rumod © bredwe ASSisht™ iy
' : ' AEn e, T wickor
| 226 3510.5(c) STAFF TRAINING 226 W e ) (ay’l Y
| s . , and. el SWamLSSL
.| This Statute is not nist as evidenced by: hwm S .,
Based oh Interview and record review, the AR
GHNIRP failed tv ensure that curreht training on
cardiopulmonary resuscitation (CPR) whis -
maintained for each employee. \226
The findi 3510 - ) .
e finding Includes:
nding Includ | e BT ond ¥ ‘.ﬁhﬁg Q‘&qtm
Review of the GHMRP's personell files revealed been s ' . - anan{
that fwo of the fourteen staff files lackad evidence He 1’ PR cerhbiceh
of current CPR certification. (Staff #7 atd #12) - ‘“"Eﬁ CPR - o : WO
. . “Hmmnc;) . .
| 374 3519.8 EMERGENCIES 1374 . — %%\
. _ &mw.m?Mmewm\m%Nﬂbﬂ
Aftar medica! services have been secutisd, each Wil conboue Yo wonkdor tnd
GHMRF shail prompily notify the resident's : ' .
guardian, his or her next of Kin if the resident has) sehedude ﬁh«bb as needed o
no guardian, or the representative of the s
sponsoring agency of the resident ' s status aa @X\Sure, ON?}.D“ QpMp\lance. W
soon as possible, followed by written nolice and J,-\m,b %\'tm(tmra .
- | documentation no later than forty-eight {48) hours b ' '
Fiaity Regalation Adminisiaion —
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NAMEUF PRUVIDﬂR éﬂ SUPPLER

STREET ADDRESS, CITY, STATE, ZIP GODE

places the resident at risk. Such netificdtion shalll,
be made by telephone immediately andishall be
folfowed Up by written notification within
twenty-four (24): hours or the next work day.

This Statute s not met gs evidenced by:

Based on interview record review, the GHMRP
failed to ensure the Department of Health, was
notiied of unusual incidents ar evands that
substaniially inferfered with each resideht's healih
amd welfare within twenty-four hours or the next
work day. -

The finding includes:
Refer to Federsi Deficiency Report W183

Beference. vesponse. 4o
Federod De/&;?cﬁanaﬂ Report™
WIS 3.

4554 A3TOR PLACE, SE
D1 WASHNGTON, DC 20019
MARY ETATEMENT OF DEFICIENCIES.| N PROVIDER'S PLAN OF GORREGTION =5
FREEX (EAgl-‘i' thFl‘dEﬁizéfTMUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE ACTION SHOULD BE COVPLETE
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG CROSWEFEREggE&E%%E APPROPRIATE
[ 274 | Continued From paga & 1374 —

after the incidand. ' 1351 4.5 | |

This Stafute is noi met as evidenced by: . .

Based on siaff interview and record review, the This Sledude will be mek o5

GHMRP failed to provide evidence of the promptt L esidented ou!

nofification of parents or guardians of sigrificant '

incidants for one of the four residents i the ) :

sample. ‘ Relerence mepc:je,‘ C’sj Ez?lau]\
- ek oeringy

The finding mchudes:- . Da\“—rmj P\GP

. , b AR Wi,
See Federal Deficiency Repart - Citatioh W148
1379 3519.10 EMERGENCIES 1379

In addifion to the reporting requirementin 3519,5i

each GHMRP shafl notify the Department of

Hesdth, Heajth Facilities Division of snyiother i :

unusta] incident or event which sulistztialy The Shatule will be wed as

inteirferes with a resident ' s health, weitare, living ce,cl M p

arrangaement, wel being or in any othermway eaden C ’ qmoj

Dn%'mrg

Hoalth Regulation Adrmashatan
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"PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIDN SHOULD BE COMPLETE
. TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | . DATE
g . : : . DEFICIENCY)
1407 | Continued From page 6 1407
l 40“4 3520.9 PROFESSION SERVICES: GENERAL | 1407 o7
PROVISIONS : 3570.9

Each GMMRP shall obtain from each pofessiondl
selfvice pravider a written report at legst quarteriy
for services provided during the preceding
quarter. ‘ .

e This Shdude will bemek o5
This Statute is not met as evidenced by:

Based on st=if inlerview and record reviaw, the euidenced \DYf

Group Home for Menially Retarded Pefsons'
(GHMRP) Speech Pathologist falled to provide
evidence of a written quarterly report one of the
four residents in'the sample. (Resident B4)

B ST . . n - v s

This finding includes: | amBe will follow-up wish the 0T
Review of Client #4's clinical record revialed thzif ‘ Coeech Paﬂ\o[o%fsj“ lo oblain o
the dient had a Speech program progrsim s " Or_Jr £ .
objective which stated,  given model wnHtﬂ uarle \)I V‘QP | Koy ongoingy
demonstration, [the resident] wil TURNION and & ; . .
OFF an item of daly Jiving with 80% acturacy ped | vesident 4tk

session as:measured by active treatmeht

" documerntation®. However there was nb written

report at least quarter from the Spesach

Pathologlst.

" 1420 3521.1 HABILITATION AND TRAINING (420 E 070 ]
.| Each GHMRP shall provide habiitation and o2
g;isjning to its residents o enable them ® acquire-
maintzin those e skills neaded to © Thie [ '

more effactvely with the demands of their s Statule will be mek GA  |aq.107
environments and to achieve their optmum lavelg | %Uldbm \Du) ¥ : oNaING
of physical, mental and social functionirg. ‘ 3 .)

This Statute is not met as evidented by:
Based on stafT interviews and record review, the
faciiity failad to ensure that residents wagre

Hedmn Ragulation Admmnistabon e ;
STATE FORM d 976M11 If continuation shest 7 of 14
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N 08G121 | BWNS— Q73172007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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101 { wasHINGTON, DC 20019
o) 10 SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF JORRECTION x5
‘ EACH DEFICIENCY UST BE PRECEPED BY FULL . (EACH CORRECTIVE ACTIDN SHOULD BE _COMFLETE
P_}KEED( REGULATORY OR L50 IDENTIFYING INFORMATION) v CROSS-REFERENCED E’q g'u)ﬁ APPROPRIATE DATE
1420 | Continued. Fram page 7 ' 1420 o
f:rovided the opportunities for continuotie active 25211 c,cnhnued “sv
treatment in accordance with their Indiiidual
Program Plans (IPPs) for one of four residents
inchided in the sample, (Resident#1)
The finding includes:
' : : a & .
.| Resident #1 was obsaived during the breakfast . & Program objedives for q:\.07
and lunch obsenvations on August 29, 30, and 314, | resd ent H-1 hoxe been .
2007. She ate her meals independently and o) ordonce 9P
upon compietion, the staff tack her piatt and wyplemesv in Qee < :
place mats to the kitchen. Review of Resident \o the TIPP, -

- | #1's PP objectives on August 30, 2007 revealed: 5
.| a program chjective that indicated the following: o QMRP - i\ cornnue 4o

Given verbal assistamce, (Resident#1)Wwill wipe . ovtunines for
her piace =t the table with 75% accurady far six pronde opP hreckment
consecutive morths.” Tha resident was not contlnoWSs acive .
cbgerved wiping her place at the table Ror were ] W ROCBon e Vv'/ their

staff observed encouraging her to do $9. ndwidid ol oo imm Pleng ,
Intarview with the Qualfied Mentai Retrdation :

Professional (QMRP) on August 30, 2007 at
11:00 AM,: reveziied that the residents programs
had been put on hold and the resident was
placed on bed rest to promote the healing of a
sacral decubltus ulcer and that the resident was
| receiving her meals in bed. The QMRP slso

_| statad that Resident#t had been taken off
bedrest on August 20, 2007 and that her

| programs should have been implamerntad.

' 422| 35213 HABILITATION AND TRAINING l4zz . [\ G2z \ .
Each GHMRP shall provide habilitation strairing 35,

|| and @ssistance to residents in accordarica with
the resident ' s Individual Habilitation Plan,

) e will be mek
This Statute is not met as evidenced by: Thn Stredule wi .

Based on'interview and record review, the as eidenced: b)’ ]
GHMRP failed to ensure habilifation, tr<ining and;

Flgith Regulation Admiristretion
STATE FORM o
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DEFTCIENCY)

1422 | Continued me page 8 1422
‘| aesistance was provided to residents in
accordance with his Individual Habiiistibn Plan
(1HP) for two of the four residents In the sample.
(Residents #1 and #4)

-The finding includes:

1. Resident#t was ohserved during the : W\ Cenduct addshons
breakfast and lunch ohservations on Aggust 29, V ') QMY L-L\ - WP/ Hom
30, and 31, 2007., She ate hermeals kA% H‘Cllm”q 4 rame. :
independently and upon completion, the staff - Manager WL moni {or 16['?-\07
took her plate and placemats fo the kitkhan, s $o
‘Review of Resident #1's Individual Program Plan: ) el e B
(IPP) objectves on August 30, 2007 reyealed a Lontper ensue. tompland RN
program objective that indicated the folowing: - : , .
"given verbal assistance, (Resident #1)iwill wipe WwitA Yo s ten

her piace at the tableiwith 76% acouracy for six
consecutive months." The resident wag not
observed wiping her place at the table ror were
staff observed to encourage the client t do so.

Interview with the Qualified Mentsl Retdrdation
Professional (QVIRP) on August 30, 2007 at
11:00 AM, revezled that the residerits pfograms
had been put on hold and the dlient wad placed
on bedrest to promote the hesling of a gacr)
decubitus teear and that the resident was
receiving -her meals in bed. The QMRP also
Stated that the resident had been taken off
bedrest on August 20, 2007 and that her
programs should have been implementad.

2. The facilily failed t ensure that Resitlent #4 @ anre will somplete additomal]
P’é‘fﬁ?‘fé\ted mal‘tiyelggmnent programts in . etaff taining en \mplementadion.
accordance his IPP, - : -

During cbservations from August 29, 31, 2007, . ¢ ;
staff was ohserved ferding aad wiping e i amer will o tor wgmjt’_\ -
#4's mouth during meals. ReView of hig PP imp‘f—mm'ra o Cm provide.
dated August 16, 2006 revesled a progmm Anechion and Q&Z& bock as

—

Piaith Regutstion Adwimstation
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. ) DERCIENCY) .
1422| Continued From page @ . j422 Y22, continued... -
abjective which stated, "given hand over hand ' :
assistance, [the resjdent] will wipe her mouth ' ceded ¥o Surther ensurl.
using a paper napkin with 75% accurady for .." asn N .
g a pap P ':W C,OW\.\O\AG.V‘- e Wi +vua S\vndq.:i.

There wais no eviderics that Rresident #1
received continuous active tregtmeant irt
accardance with her (PP,

1 423 3521.4 HABILITATION AND TRAINING 1423 iH23
o - 235244
Each GHMRP shall ronitor and revieweach

resident ' s Individual Habilitation Plan dn an
ongeing basis to ensure participation ofithe

%

resident and appropriate GMMRP staff in revision . . e i . me}‘ &S

of such Plans whenevar necessary. Thé scheduld . —ﬁm Statpde wi UL be

foHr the revisws-shall be docurmrentsd wifhin each e,,;_daweﬂ 'by . : 8.6-07

P. » . )

O%QW\(/,

This Statute is not met as evidenced by; , felerence response o

Based on interview and record review, fhe e 2

GHMRP failed to ensure each residents ecol Deficencyy Ropoif

Individual Habilitation Plan had been meénitored td Wz2sY, o

miake certain each resident participatad and the '

plans were revised as needed.

The finding includes:

| Interview vrith the Qualified Menta) Retardation
Professional (QMRP) and review of Regident #4'3
record on August 30,'2007 at 11:00 AMirevealed,
| the residem's annual Tndividual SupportiPlan
(ISP) nreeting was held on August 15, ZD07.
Review of the' ISP in the record revealed the plan:
was dated August 15, 2006, Further indsrview
was conducted to ascertzin infarmation iabout thes
current ISP (dated August 15, 2007). Arcording
te the QMRP, the plan had not been-written and.
new program objectives recommended ki the ISP
hsd not been implemented. At the timesof the

Fialth Regulation Admimsiation '
STATEFORM . o 878M11 If continuation sheet 10 of 14
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1423 Cantinued Fram page 10 1423 °
* | survey, the facllity fafled to provide evidence thatt
the resident's [SP had beeh completediand “
updated as required, :
1424 3521.5(a) HABILITATION AND TRAINING taz4 | |\WZH
3521,5

| Each GHMIRP shall make modificationd to the
resident ' s program at teast every six (8) months

or when the chent T Slakure Witk e et

(a) Has sticcestiully cempleted an objekfive or as evidenced b‘é .

objectives idertified In the individual Habiitation '

Plan; , : .

This Statute is not met as evidenced by: | amep will evenl/ i/ madi Jﬁ/ 10207
Based on observation, staff interview and record : - .

review, the GHMRP fafled to ensure habilitaion | - O‘D\ echne. s he&éq.egi ‘ OYOMY
rnd fraining was provided to its residends that “30 0)

would enable them to acquire and malniin ke

S i L \
skilts needed to cope more sffectively vith the C|OMER will ywondiy vestdent #3 >
demands of their envirenments and to dchieve - 206 ¢ ; h ;
their opt!mv.gm levels of physical, mentaliand PYOCS\ S On o ww - 35“'-5' \
social Tunctioning. o Fend address concerns/ ssligs
‘| The finding includes: as they orse,
The facility's QMRP failed to revise Resident #3's ‘
prograrii objectives, .

On August 29, 2007 at 6:15 PM, Residdnt #3 wag
observed washing her hands with staff providing
frand over hand assistance. Interview with the
direct care staff indicated that the resident
requires assistance to perfarm all of heg activities)
of daily living skills.

Review of the restdent’s IPP dated Octdbar 25,
12008, the rasident had a program objechve which
stated, "given hand aver hand assistande, [the

. ..... | resident ] will wash her hatds with a disbosebla
Health Ragalation Adrinisiration * - .
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Continued From page 11

cloth before PM meals on 80% of the trials
recorded per manth for six consecutiveimonths
...", Record verification of the d=ta shepts
indicated that the resident achieved the
established criteria singe June 2007.

3521.5(c) HABILITATION AND TRAINING

Each GHMRP shall make modifications to the
resident * s program at least every six (8) montha

(c) Is failing to progress toward identiie
oblectives aftar reasonable efforts hava been
made; .

This Stitute Is not met as evidenced by

Based on record reviaw, the Quatified Niental
Retardation Professional (QMRP) falied to revisel
objectives identified in the mdividual pragram
plans (fPPs) that had not been achieved for one
of four residents in the sarnple (Client #R),

The findings include:
1. Resident #2's program objectives ware

reviewed on August 30, 2007. Client#4 has a
Program objectives that indicated the following:

.Given mode| demonstration, [residentsmame]

will discriminate 5 activities of daily fving using
plcture representations with 80% acclrdcy par
session as measured by Active Treatmart (AT)
documentstion.” Review of the AT
docurmentation and the Qualified Mentat
retardation Professional (QMRP) dacunjentation
revealed that the client had consistentlyinot met
the criteria for the past three quarters. interview

‘with the QMRP on August 30, 2007,

acknowledged that the resident was not meeting
the criterfa for the: objective and thet they cbfectivel

I 424

{226

w2l
3521.5 (=)

The Sakude Will be
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1432

.were sffectively

Continued From page 12

‘had not been revisad,

2.'2. Tha QMRP failed to review Client #3's
speech program In which the resident failed to
make prograss toward identified objective after
reasonable efforts have been made.

Review of resident #8's IPP dated October 25,
2007, revesled that the client will improve her
funclional communication skills. Further review
revealed that Resident #3 had an objective which
stated, "given physical assistance, [the tesident]

.| Will perform &n action with an object fors.aut of

10 trals per session Yor three consecutive
months as measuréd by AT documentation™.
Review of the Speech Pathologist's duarterly
reviews from January 27, 2007 throughiAugust
15, 2007 revesled that the resident reggired
hards on assistanceion all the trials, rebarded. -
There is no evidence that the chjective had been:
revisad. ‘ '

3521.7(c) HABILITATION AND TRAINING

The habiliion and training of residents by the
GHMRP shall include, when appropriat®, but not

| be fimited to, the Tollowing areas:

(c) Personal hyglene (inciuding washing, bathing,
shampoioing, brushing feeth, and mensfrual
cEre); :

This Statute s not met as evidencad by:
Based on observation, intenview and redord
review, the GHMRP failed to ensure-regidents
trained in hand washing, and
tnoth brushing. .

The finding includes:

1426

426 352.85 @
olo{)eah vy
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t432| Continued From page 13 , 1422 1432, coy'\'h_r\.l,uzb\.cul '
Interview with the Qualified Mental Retardation ' AL T@mf
Professional on Augist 30, 2007 at approximsately QWWLP w M 4 o ' '
11:00 AM revezled that the Resident #4 had an tookhovus ung - 00K d
Individual Suppart Plan (ISP) meeting dn August: been (P lermen Tedl &
15, 2007. During the ISP meeting, the hew ! n Hat TPP !
Interdisciplinary Team ({IDT) recommernided and o Ud—lmad n !
approved that the resident receive training to .
improve her personal lwgiene skills, Réview of amep will v Lpfmcllf— Yokt
the IPP revealed no evidence thét the QMRP oSt mov\tmﬂ o wm ve &
developed or implemented a toothbrushing all M AN SQ)8 TG'QQ
pragram. | lasom QER
, M O—O CJ‘LJ ‘ l "
1500 3523,1 RESIDENT'S RIGHTS 1 500 |50 ) i
Eaich GHMRP residence director shall énsure 252 2. |
that the rights of residents are obsarved and - :
.protected in accordance with D.C, Law R-137, thie
::imptar, and cther applicable District-and federal) |-
aws. -
This Statute is not met s evidenced by - SWL\XZ/ Wbu he 2
Based on obsaivation, intsrview and reéord as eaidenceg M :
review, the GHIVIRP failed to ensure ths '
protections of ezch resident rights. : :
| The finding includes: _ Reletonze nesponse ‘o Federii] .
Se Federal Defisiency Report - Gitatioh W130 :
W137, W148, W163, W156, W159, W42, ' DQ/&CW ‘Z@ij_ CWH}D’ - 10-2'07
W249, W255, W257, W25 and W438, WIBT, WIY 8, WIS 3, Wi5H, oG
WSS, W24z, w24q, wass |
W2S7, Wasd, WUY3)
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INITIAL COMMENTS

A licensure survay was conducted from August
29, 2007 through August 31, 2007, The survey
was initiated using the fundamenta) suvey
process. ‘A rancom sample of four resifients
were selected from a poputation of eigtit femal
with various degrees of disabililies, '

The findings of this survey were hased bn
ohservations at the group home, one diy
program, interviews at bofh the group Mpme and
day pragram, review of ciinical and administrative
records to inclucke the faciity's unusual incident

| reports.,

47015 BAGKGROUND CHECK REQUIREMENT

The criminal background check shall diclose the

criminal histary:of theé prospective emplpyes or
contract wotker for the previous seven §7) years,
in @il jurisdictions withir which the prospective
amplayee or cantract worker has worked or
resided within the seven (7) years prior o the
check. .

This Stafute isnot met as evidenced by:

Based on the review of reconds, tha GHMRP
failed to ensure criminal background chiecks
disclosed the ctiminal history of any proppective
employee or confract worker for the preVious
seven (7) years, in all jurisdictions within which
thee praspective empleyee or contract wbrker has:
worked or residad within the seven (7) years prion
to the check.

“The finding Includes:

Review of the persennel files on Augusi31, 2007
revealed the GHMRP faited fo provide evidence

.| of criminal background checks for two direct care

R DRO

R125

RIZS
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SJidenced bu ! -

Human Besourze Direchr w‘ﬂ\\
onhnwe tp tondudt Citminae
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