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A recertification survey was conducted from | eLeld Vﬂij S O
January 25, 2010 through January 28, 2010. A GOVERNME!™ OF THE MISTRICT OF COLUMEIA
sample of two clients was selected from a DEFARTMENT OF HEALTH
poputation of four women with varying degrees of HEALTH REGULATION ADMINISTRATION
intellectual disabiliies, In addition, a focused 825 NORTH CAMTOL ST., N.E., 2ND FLOOR
review was conducted of anather (third) client's WASHINGTON, D.C. 20002
meaifime adaptive equipment needs and adaptive '
living skills agsessment. This survey was Initlated
utilizing the fundamental process; howaver, dua
to concems In the areas of active treatment, the
process was extended on January 28, 2010, at
11:40 a.m.,, to review the facillty's level of
compliancs in the Condition of Participation (CoP)
reatme .
for Active T "t - - QMRP/Nuzse will ensuro that all -
The findings of the survey were based on parets/guardians and healthcare
observations, intervisws with staff and ollents in -+ decision makers are informed of
the home and at two day programs, as wall as 3 . . tisks and benefits of all restrictive.
review of client and administrative records, Procedures to include psychotropic
including Incident reports. ' Medicatlons as they are ordered by
W 124 483.420(a)(2) PROTECTION OF GLIENTS W 124 the physician. Evidence of this
RIGHTS . will be maintained in the
: , mdiv:::ual ’s medical/clinica]
The facliity must ensure the rights of all cliants. Tecords. QMRP/Nurse will epsure
Therafora the facliity must inform each cilent, that documented svidence are
parent (If the client Is @ minor), or legal guardian, maintained in individyal records
of the client's madical condition, developmental of benefits and risks for al]
and behavioral status, attandant risks of restrictive measures being
treatment, and of the right to refuse treatment. explained to Parents/guardians and
healtheare decition makers via
quaaterly reviews of chatts, to be
condueted MRP/Di
This STANDARD I8 not met as svidancad by: mengmP/gzemgf
Based on observation, staff interview, and record ' Operations wiil document in
review, the facllity falied to establish a system that tudividual record when review js
would ensure legal guardians and surrogats ; completed on 8 lm"
decision-makers were Informed of the risks and | quarterly basis. 3 { / )0
benefits of restrictive programs and supports, -
A5 OF PROVIDER/SUPPLIER REPRESENT? ThE (%8 DATE
y QAN B I3[0
P 1 BRTRUTO b axclused from et pw\ﬂcﬂllﬁ Itis
sther 5 t protection to the patiants. (Ses instructions.) Except for nurn:l:lyg h:bmu. the ﬁndh?o“:hi:g sbove are diumns.gm .

olowing tho Catw of syrvey whathsr or not ». plan of comection & provided. Fer nursing homes, the abova findings and plans of cormbtion are disclosanle 14
iays following the date thess documents are mads availabls {0 the faciity, H-deficlencies are clted, an approved plan of comeetion lo requisits to continuaed
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W 124 Continued From page 1 W 124 @

including psychotropic medications, for one of the
two clients In the sample. {Cliant #2)

The findings Include:

On January 25, 2010, at approximately 8:25 am.,
Client #2 was administered Gabapentin
{Neurontin) 800 mg, Clonazepam (Klonopin) 1

mg and Chiorpromazine HCL {Thorazine) 200
mg. Atapproximately 11:50 a.m., the qualified
mental retardation professional (QMRP) indicatad
- that Client #2's psychotropic medications were

v by ratad in her behavior support pian (BSP).

| Sha further stated that the client's mother was her
| designated surrogate health care decision-maker.

|

: On January 26, 2010, at 9:53 a.m., review of

i Client #2's Psychological Assessment, dated

| September 1, 2009, revealed that the client was

" not compaetent o make health care dacisions,
Her Individual Support Plan (1SP), dated October

| 15; 2009, confirmed that her mother was the

| designated health care dacision-maker. Further

review of Client ¥2's record on January 28, 2010,

beginning at 5:03 a.m. faliad to show avidence

i that the mother had been fully informed of the

! lient's mental health status and the risks and

benefits associated with the use of Gabapentin.

Her mother had not signed the attendance shaet

for her ISP meeting and there was no written

consent form for the use of Gabapentin ohserved ‘

I in her record. i

| On January 28, 2010, at 9:17 a.m,, the QMRP
confirmed that the mother had not attended the
October 15, 2009, ISP meeting. Tha QMRP
indicated that the consuiting psychologist had

! reviewed Cilent #2's medication regimen and BSP
i with the mother in years past. Moments later, the
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QMRP acknowlaedged that the faciiity had not
documented aaid review(s) in the cilent's record.
There was nd avidence that the rieks and benefits
associated with all restrictive programs and
.| supports, including psychotropic medicalions,
were fully expleined to Cllent#2's mother. .
W 128 | 483,420(a)(3) PROTECTION OF CLIENTs - W26 - - ~
RIGHTS QMRP has been nservicedon
- ¢
The facllity must ensurs the rights of ail cllents. ‘Q}}f:“w"“ﬁmﬂ‘“; ¢ au“‘h'm”‘pd::im'“
Therafore, the facility muat ailow and encourage whereby the individual's heslth,
.| individual cilents to exercise their rights &s dlients | safaty, and welfire have been
i of the facility, and as citizens of the United States, " comipromised or any rights
including the right to fiie complnints. and tha right e acetred.
| Hmauepmeass. e g e e | eeations tolude theRof
| S ﬁmds(cumt#z;;ﬁmmd;m - :
- peturtied to her by provi '
This STANDARD ig not mt as evldenced by .
- | Based o ntweview and record review; the-facity [~ [ ---mml’%%ﬂﬁg‘m S
fallad toancourage Individual clients to exercise iso their rights and will
theit rights as cliants of the facillty, Including fillng O irade thom to do 6 Via
complaints and due process, for ons of the fwo' mmwmﬂom
clients In the sample. (Client #2’ o report any wolauu“:ﬁlf their rights
Lo . to, at least bi-annually, end as
-t The ﬂndinga include: : e oseded, Documented evidence of
individua! training will be
On January 28, 2010, st 4:08 p.m,, review of an R Pt Ay
Internal Investigation report dated January 29, maintalned sﬁo‘fm |
2008, revealad that on Januery 24, 2009, at B:05 , ?eeur six months during ISP
p.m., staff discovered that Client #2 had ieft the P mim"y | reviews (more
facifity without informing anyone. The ﬂ':"n ~vhon the need atises).
‘ investigative findings Indicated that‘at 8:08 a.m. o o the oF
| earfler that cay, Client #2 had asked staff to cai During &“ﬂ"““;“"i““
| the police to report that money was missing from MRE/D ' s will
 her room. Staff on that (8:00 a.m..~ 4:00 p.m.). . .. .. 9 m*rm° ?‘g_ffm
shift reportedly calmed her down. Fatiowing a : ensure this is being done - © ‘
shift change, the client asked the evening staff “consistenty ”“;d" mi“’mt 3 I\ ‘ID
(4:00 p.m. - 12:00 am.) to call the police because evidenco of sucl W
her money was missing. The evening stsff - S . '
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W 128 | Continuet From page 3

reportedly calmed her dawn. She then laft the
facility alone, without telling anyone, and staft
-1 initiated the incident reporting process,

Continuecd review of the investigation report..
revealed that after the cllent waa brought home
from the police station, facility staff had examined
the client's personal funds and found thet $2.71
(out of $10 cash) could not ba accountad for.,
They determined that the migsing money was "a
{ contributing fector to <client's name> leaving the
‘house ...* The investigation report reflected
intaMewo with the evening shift, however, there
wes no evidence that staff on the moming shifi

| evidence that the issue of Cllent#2's mlpsing
‘ money had been resolved. .

- 10nJan
the QMRP (who had conducted the investigation)
revealed that she did not recall interviewir mff
who were on duty at 8:05 a.m., when thec

| first reported that money was mlslng; The

) QMRP acknowledged that she did not know how
staff had regponded to the client's complaint, She
stated that she had focused the investigation on
the evening "elopement.” She confirmed that-
staff hac only contacted the houge manager aftar
the client was discoverad missing from the facility
that evening. When asked, the QMRP sald the-
morning staff should have notified the house -

{ manager of Client #2's request for police
assletance, and should have prepared an incident
réport ragarding tha missing funds. The QMRP
indluated that she could not recall whether the -
missing $2.71 had baen further investigated-
and/or if the money was ever found or -
réimbursed,

1.had been interviewed., .In addition, tharewasng .. ;.

28, 2010, &t 1:50 p.:; interview with-|-

W 126
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There was ho evidance that Cllent #2's due
process rights had bean ensured.
W 130 | 483.420(a)7) PROTECTION QOF CLIENTS W 130
RIGHTS
_'Il_'l':o fafgility ﬂr?usf; gl&l;m the rights of all cliadnt:l.
erefore, the must ensure privacy during
treatment and care of personal needs, LPN Coordinstor has
counseled/re-in. serviced
' Medication Pass Nurses on
| This STANDARD Is not met as evidenced by:  providing individuals with privacy
Basaed on observation, the facllity falled to sheiire during ncm'mmm*1‘1'lﬂm’m‘fm"‘um
that the clients’ right to privecy during medication 'LPN Coordinatot/QMRP "
administration was protacted, for one of the four engure that privacy policy 4
cllents residing in the facifity. (Client #1) . . copsistently being implemente .
- _ | viaachecklist for Medication | N
The finding includes: Nurses which will indicate that 8' Ll
privacy be given for all individualy
During the morning medication pass on January’ " when administering medications. . ;
26, 2010, at 840 a.m., the nuree brotight Clisnt l
#1's medications upstairs to the living room
instead of having the client come to the
basement She administared Cliant #1's
maedications fo her, while Cllents #2 and #4 stood
fo her side. Client #3 and severaj staff also
watched the process from a few feet away.
W 148 | 483.420(d)}(1) STAFF TREATMENT OF W 148
CLIENTS .
The facility must develap and implement writtan
policies and procedures that prohibit o
rnisiraatment, neglact or abuse of the client.
This STANDARD Ig not met as evidenced by:
Based on interview and record review, the facility
falled to develop and/or ensure that staff
| congistantly Implemented policies developed to
' protect cllent health and safety, for four of the four
ORM OMS-2567(02-00) Provicus Versicrs Obscisie Evant I YAFY14 Facilly ID: 09G154 {f aontinustion sheet Page § of 23
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W 148 | Continued Frorh page 5 W 149 L SeeAwus: Staff in-servicad
residents of the faclilty. (C 1, #2, d on Abuse, Neglect,
#4) by (Cllents #1, 2, ¥3 an Mistreatment Policy and J
' g Incident Management i
- 11, Cross-refer to W125. Based on interview and Policy to include timely !
record review, facllity staff failed to report imely a reporting of incidents and z
January 24, 2009, allegation by Client #2 that Client Rights. (Funds '
some of her money was missing from her returned to Client #2)
bedroom. Progress notes in the cllent's record 2. Bee W153.1: Incident report
Indicated that she first reported the missing Wwas generated for
money to moming staff, at 8:05 a.m. The cllent individual to individual
repeated her allegation later, after the 4:00 p.m. abuse obsarved on January
staff arrived for the evening shift However, her 25,2010. All staff trained
sllagation that money was taken from her on incident reporting policy
bedroom wes not reported until iater, It only to include timely reporting
bacame an lssue after the facility began = . and making immediate
| investigating Client #2's departure from the hame notification to supervisor
" that eveningwithout informing staff. On January and provider administrator.
. 28, 2010, at approximately 1:55 p.m., the QMRP 3. See W369.2: Late
stated that the allegation of missing funds (the Medicetion Administration -
client had asked to call the poline) shouid have Policy implemented. -
bean reported immediately to the house manager Nursing staff trained on
and an Incident report generated, in accordance policy to include
with facllity policies. There wes no evidence, documenting arrival times
howsaver, thet an incident report (specific to the (nurses will utilize thne-
wliegation of missing money) had besn completed clock that provides
by staff, or that the client's complaint of theft was electronic signature of
reported to the edministrator timely. arrival to fucility);
informing MD/RN
* 2. Cross-refer to W153.1, On January 25, 2010, Supervisor of late
| staff failed to prepare an incident report after they medication pass; and
! withessed pser on peer abuse, in accordance writing incident report for
! with the incident managament policy. medication error. LPN
Cootdinator will conduct
3. Croge-refer to W368.2. On January 25, 2010, reviews of Time Reports
Cilants #1, #2, #3 and ¥4 received their moming issued to management on a ‘
medications anywhere from 80 - 115 minutes - bi-weekly basis to ensure QH’ l:D
later than the 7:00 a.m. designated adminlstration Medication Nurses are
time. On January 26, 2010, at approximataly utilizing the time-clock ‘:\Z@—I D
8:28 am., Interview with the house manager and system and administering
. medications on time,
FORM CMS-2867(02-68) Pravious Versions Obsoiets Event 1D: Y4FY11 Failly ID: 080184 it continuation shest Page 8 of 23
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W 148 | Continued From page & W 149

LPN Coordinator revealad that nurses were
expectad to administer madications within the
| two=hour period of 6:00 a.m. - 8:00 a.m,
Howsver, further interview revealed that nurses |
wers not requirad to document their arrival times.
The house manager and LPN Coardinator could
not locate an applicable written polioy. They
further ackn that there was no system in
piace for determining whether there were similar

| madication administration timing errors and/or the
frequency of aald arrors,

W 163 gtllj léﬁﬂ(:ﬂ(ﬁ) STAFF TREATMENT OF

The faciilty must ensure that all allegations of
mistraatment, naglect or abuse, as well a5
imjuries of unknown source, are eported- L

W83

immadiately to the administrater or to other
. officlals In accordance with State law through
established procedures.

This STANDARD is not met as evidenced by:
Based on observation, Intarview and review of
incident reports and (nvastigations, the facility

i failed to ensure that all allegations of abuse or

: neglect (medical) and injuries of unknown.crigin
were reportad Immediately to the adminietrator
and/or the Department of Health, Health
Reguiation and Licensing Administration (HRLA),
for four of the four cllents residing in the fecility.
(Chients #1, #2, #3 and #4)

The findings include:

: 1. On January 25, 2010, at §:55 a.m., Client #1 hit
Cliant #2 on her left arm while they were seated
next to one another on the living room sofe. A
direct support staff was paseing by at the time.

Incident report was
génerated for individuat o
individual abuse observed
on Jauuary 25, 2010, All
staff trained on incident
reporting policy to include
timely reporting and
making immediate
notification to Supervisor
end provider administrator,

({2810
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The staff instructad Cllent #1 to keep her hands Policy implemented
 to herself, She then examined Client #2's arm Nursing staff trained on
i {minor reddish hue) and then escorted Client #1 policy to include
i to har badroom. On January 28, 2010, &t 11:62 documenting arrival tiraes
a.m., review of the facllity's Incident management (murses will utilize time:
policy reveaied a definition of physical abuse that clock that provides
includas "physical contact with, or handling of, an elsctronic si of
individuel with more foree than reasonable arrival to fa&h‘mt;;n
hecessary ... slapping, hitting ..." At11:68, the informing MD/RI:I > 0
qualified Mental retardation professional (QMRF) SUBevises of lats 21 ’ [
stated that she and the designated administrator sl od
ware previcusly unaware that Client #2 had been waitin m{&’:’;’ ,
hit by her peer. She further Indicated that the e iion g yeport for
staff who observed the Incident should have 3. See W1S4: % _
completad an incident report. g, Son
2. Gross-efer to W388,2. On January 25, 2010, iaoreughly investigating
! Cllents ¥1, #2, #3 and #4 received thelr morning interviewine all boteatial
medications anywhere from 80 - 115 minutes itnosses o the recidens (&
|ater than the 7:00 a.m. designated administration e e e ent (10
time. This timing error was brought to the p‘;:r o
stiention of the LPN Coordinator and the hosue Waere Incividua, sustains
managsr on the naxt moning (January 26, 2010). injury of vakniown origin)
On January 28, 2018, at 11:52 a.m., review of the to énsure individual
| facifity's incident management policy revealed Pr"e’mﬁ?;lﬂ'gm h'“t’l’d“’;d
. that medication errors, including administering fm""“ of potential for
| medications at ths wrong time, should be dent recirrece.
|  raportad on an incident report. Af 11:68 a.m., the QMRPs/Investigators will
; QMRP stated that there was no incident report reportall tncidents to
generated for the January 25, 2010 madication m Administrator and
cEl A i
3. Cross-refer to W154, According to an Incident occurriug per MarJul
report, etaff discovered a scralch on the right side Homes, Ine, Incident <L
of Client#1's face on July 15, 2009, The scratch o agement Pollcy,
was approximately 1 % Mches In length and no M notification will be
cause of the injury was indicated. Further review © to Administrator and
. of the incident report, and its cormesponding %gﬂv catl
. ; Investigation report, falied to show evidence that immediately m@”"m T
ORM CMS-2567(0200) Pravious Varsions Obsciety Event ID:Y4PY 11 Fooiy i 05 report to follow within 24 shest Page 80f23
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the faciiity's designated administrator had been
notified. On January 28, 2010, at approximately
-12:30 p.m... the QMRP acknowledged that
' immediate notification of their desagnatod
.- administrator could not ba verifled.. .. ‘
W 154 | 483.420(d)(3) STAFF TREATMENT OF. . W 1564
CLIENTS T o = _—_
: 'QMRP in-serviced/trained on .
The facllity must have evidence that alj alleged thoroughly inveatigating incidents
violations are thoroughly investigated. to Include interviewing all
potential witnesses to the incident
| (in particular for incidents where
This STANDARD is not met as evidenced by: ~ individusl sustains injury of
Based on interview and record review, the facliity unknown origin) to ensure
falled to thoroughly investigate all injuries of individual protection from harm
unknown origin, for one of the four cllenb raaldmg and prevention of potential fm- 3' i ‘ ID
in the facility. (Client #1) ‘incident recurrence. ' st
‘| The findings Inciuda; -
According to an incident report, staff discovered a
i scratch on the right side of Client #1's face on
. July 15, 2009, at 8:50 a.m. The acratch was
: approximately 1 % inches in length. Client #1
 was non-verbal. The Incident report did not
' Indicate a cause of the [njury. On January 25,
2010, at approximately 10:59 a.m., review of the
correspanding Investigation report revesled no
indication that staff or other cllants (all thres of
whom were verbal) were interviewad es part of
the Investigation. The investigation repott did,
howevet, indicate that the scratch hed been
deemed self-inflicted.
! The quelified mental retardation professional

(QMRP), who conducted the investigation, was

interviewed later that day, beginning at 12:10 p.m.
She stated that the facliity's policy required that all
injuries of unknown origin must be investigated.
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At 12:23 p.m., she confirmed that she had not
conducted interviews, saying that It was "because
of whare It was ... it lcoked salf-inflicted ... her
nalls ware ong .., just seemad logical.” When
asked i the client was known to scratch herself,
she replied "l think that was the firet time.”
W 190 | 483.430(e)(2) STAFF TRAINING PROGRAM W190] - -~

For employses who work with clients, tralnlng
muet focus on sklils and oompetandas directed
toward cllents' developmental needs.

1 This STANDARD is not met as avidenced by:

| Based on observation, interview and record...... ... |.

; review, the facility failed to ensure training to

enable each siaff to effectively demonstrate

compatency toward the specific develpprnantal

g?ada of one of two clients tn the sample. {Client’
)

Tha findings Include;

Facllity staff falled to encourage Clisnt #1 to
; perform routine activities of daily #ving to the
| extant of her assassed abilities, as follows:

1. On January 25, 2010, at 7.18 a.m., a direct
support staff person (813) held a cup of milk o
Client #1's llps while the cllant ate her breakfast,
Tha cup wae double handfed. At the time, tha
elient was hoelding & spoon with a built-up handle
with her left hand and was feeding herself
Indepandently. Atapproximataly 7:20 a.m., $13
again held the cup of milk to the cllent's lips and
she drahk more. However, at approximately 7:23
a.m., Cllent #1 was observed holding a double
handled cup In her right hand, She drank coffes
from the doubie handied cup independently.

" goals did objectives and
‘* encouraging individuals to

" trafning to tactude each

are able to do so,

1=3; QMRP will ensure that all
«- - .gtaff are trained on each Individual
"~ Progtam Plam (IPP) to include

= paticipate indapendantly inall
areas of training/ADL skills. Staff

e iDdividual’s right to patticipate in . . - .| 4]
ADLs independently when they AP
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i 2. After Cllant #1 finished her breakfaston
January 26, 2010, S13 carried the client's plate
and table setting to the kitchen and placed them
In the sink, At the same time, Cllent #1 walked to
the Iiving room and eat down on the sofa.
Interview with the client's day program staff the
next day, at 11:08 a.m., revealed that the client
routinely carried her dirty junch plates to a sink
and wazhed tham herself,

3. On January 26, 2010, at 8:43 a.m., the
medication nurse was observed using a regular

i metel teaspoon to administer Client #1's
 medications. Sha had crushed the medications
- and mixed them with apple sauce. The nurse

: held the spoon as she fed the client the mixture.,
Earllar that morning, at 7:18 a.m., the ¢lient had
beeh observed faeding herse!f breakfast
Independentty, using a built-up handied spoon,
At 8:04 a.m., Interview with the medication nurse
and the LPN Ceordinator revealed that they both
thought Client #1 would llkely participate with the
medication administration pass, using her
speclalized spoon. The nurses further indicated
that, prior to that date, the ckent had not been
aakad to spoon the medications herself.

On January 27, 2010, beginning at 4:02 p.m.,
review of staff in-gervice training records revealed
no evidence that 813, who worked tha overnight
shift (12:00 a.m. - 6:00 a.m.) had recelved
{raining on Client #1's training and support Needs.

On January 28, 2010, at approximately 10:17
a.m., raview of Client #1'a Individual support plan
(ISP), dated March 8, 2009, confirmed that the

; client could fesd herseif with a built-up handlad

i spoon and drink Independently from a i

W 100|
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doubled-handied cup. When interviewed at 11:48
a.m., the qualified mantal retardation professional
couid not verify that S13 had recelved in-service
training on Client #1's habilitation and support
needs, Staff S13 reportedly began working in the
faclilty in March 2000.
| W 214 483.440(c)(3)(iii) INDIVIDUAL PROGRAM PLAN | W 214
! The comprehensiva functional assessment must .
! dentify the client's specific developmental and QMRP will ensure that
| behavioral management neads. Psychologist reviews all BSPs (o
| include Cliant #1; addressing
| ; : removing shoos through BSP and
This STANDARD s not met aa evidenced by: adding that g target behavier) to
Based on observation, interview and record review all behavioral needs and
review, the faciity falied to re-evaluate clients ' ensure these needs ate being
behavior managsment needs (specifically, addressed in the BSP, Staffto be
repeated removals and reepplication of shoes ro-trained on BSP revisions and
and socks), for one of the two clients In the documenting behaviors to ensure
sample, (Client#1) QMRP/Psychologist aware of all
- potential behavioral management 21 ‘ 10
| The finding Includes: needs.
On January 25, 2010, at 6:41 g.m., Client#1 was
ohserved seated on the living room gofa, Atthe
time, she was not engaged In a meaningful
activity. She removad her shoes and sosks then
put them back on (without prompting from staff),
Moments later, she repeated the behavior. Ona
of her peers (Cilent #2), who was In the living
ropm at the time. stated that Clhent #1 removed
her shoes and socks frequently, At7:01a.m.,
Client #1 removed her shoss and socks again. At
7.12 a.m,, she was abserved seated on the sofa
with both of her shoes and socks remaved. At
7:45 a.m., she was observad alone In her
badroom, She was barefoot and looking in her
dresser drawer. A moment later, she puton a
pair of socks and shoes and Jeft her badroom.
ORM CME-2507(02-59) Pravious Vetions Obsolete Event 10:Y4FY14 Facilty ID; D9Q154 If continsation sheet Page 12 of 28
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Her attantion was focusad almost exclusivaly on
her ghoas and socks from 8:41 a.m, untll she was
called to the breakfast table at 7:12 am.

Simllar obsarvations were made later that
afternoon. At 4:10 p.m., Client #1 was observed
seated next to her assigned 1:1 staff at the dining
mom tabls. The client fumblad with her shoaes
and socks for approximataly two minutes before
actually removing them, while seated. She put
them back on Immadiately. At 4:30 p.m,, the

. client got up from the table, walked through the '
tacillty with her 1:1 staff then sat back down at the
dining room table and promptly removed her
ahoes and socks. She put them backon a
moment iater. The cilent ignored her 1:1 staffs
verbal prompting to engage in tabla top activities,
At 4:87 p.m., the cliant had her shoes and socks
off while seated In her bedroom. At 4:58 p.m.,
her 1:1 staff asked her to put them back on; the
client did so after she retumed to the dining room
table. For the next 22 minutes, Cllent #1
continually focused her attention on her shoes

. and socka, whila largely Ignoring her 1:1 staffs

i suggestions of various activities at the table. Her
1:1 staff indicated that this was not upusual
behavior for Chant#1.

: On January 27, 2010, beginning at 3:32 p.m,,
reviaw of Cllent #1's bahavior support plan (ESP),
dated February 1, 2000, revealed that it did not
address her repeatedly taking off her shoes and
socks, At approximately 4,35 p.m,, interview with
, the qualified mental retardation professional

| {QMRP) revealed that in the past, the client's BSP
had addressed dlsrobing, including her shoes and
gocks. The QMRP said the dlient "stopped doing
that prefty much ... the occumrences dropped
..She doasn't do it that much anymore." She

DRM CMZ-2586702-60) Previous Versions Obsolate Event [D:YAFYH Facllty 10: 09G154 If continuation shee! Paga 13 0f 23
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further mdicated that staif were not expected to
document the shoa/sock ramoval behavior and
| the peychologist would probably request baseline
data collection I this or other past behaviors
re-emerged. There was no evidence that the
facllity reassessed Client #1's shoe and
sock-removal behavior.
W 223 | 483,440(c))(v) INDIVIDUAL PROGRAM PLAN | W 223 '
The comprehensive functiongl assessment must
Inciude social devalopmant
QMRP has revised Client #2's
| This STANDARD Is not met as evidencad by: @mpmh;t‘f":‘fm““‘m;lw
 Based on interview and record review, the facility A eears In being in and
falled to ovaluate clients’ sexuality neads, for two e B e anip. Purdhor
of the four cilents residing In the faciiity. (Clients B ot baving s
#2 and #4) Client #2's inte
i relationship will be mmd
i : to clinicians at IDT o
The findings inciude: o view noed for m %ﬁ
: is educated op
On January 25, 200, st approximately 3:30 p.m., to ensurc she is educat
Client #2 statad that she had a "boyfriend" who options related 1o vih“"‘:m
attends the same day program. A direct support ‘_'elaﬁ?“’h‘l’,' m;:m assessment
staff person seatad with her confirmed the mfu"‘d“:.ﬁd to ensure all
statement. When askad what they enjoyed doing will be d“"“dadm‘md '
fogather, Client #2 stated that aithough she would oS O D od raining 3' | lm
like ta go out with him, they had not yet had a first comprehensively me PRI s
date. The staff person indicated that the facility goals are provided '
was [n the preliminary planning stage. Cilent #4
. {not in the sampla), who was seated next to Client
| #2 at the tme, stated that she too had a
"boyfriend.”
| Client #2's records were reviewad on January 28,
2010, beginning et 9:37 a.m. There was no
evidencea that she had received a sexuality
assessment and/or that her interdisciplinary team
- had discussed her Interest in dating. On January
ORM CMB-2507102:60) Previous Versions Gbeclete E———Y Facily ID: 09Q164 1f continuation sheet Page 14 of 23
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28, 2010, at approximately 1:05 p.m., interview
with the qualified mental retardation professional
and the LPN Coordingtor confirmed that to date,
Client #2 had not received a sexuality
augessment [Note: They also indicated that
Client #4's sexuallty neads had not been

- assgsssd ]

It sheuld be noted that Cllent #2 was observed
receiving Crysalle 0,3.0.03 mg, one tablat, an
January 25, 2010, at 8:22 a.m. Tha nurse stated
that the medication was prescribad for birth
control. 1t should be further noted that her Annual
Physical/Madical Evaluation, dated Octeber 13,
2009, Indicated that she was "not sexually active.”
VW 224 | 483.440(c)(3)(v) INDIVIDUAL PROGRAM PLAN w224

The ¢comprehensive functional assessment must MRP will ensure Nutritionist
include adaptive behaviors or independent living Sndlor SLP review the needs of
skilis necessary for the client to ba able to each individual relnted to use of
function in the community. adaptive eating equipment and

’ food textures (for Client #4,

This STANDARD I8 not met as evidenced by: o e ¢ 3\\0\ 0

Based on observation, interview and record

raview, the faclllty fafled to evalusts clients’ recommended.
Independent llving skilis (specifically, using eating
utensils), for cne of the four clients res!ding in the
facilty. (Client #4)

- The finding includes:;

On January 26, 2010, at approximatety 6:00 p.m.,
a tirect support steff parson cut Client #4's turkey
- cutlet into bite size plecas before pragenting it to
the client. A shart time later, staff used a knife to
cut the clienf's canned peachss into bite size
pleces. At6:18 p.m., interview with the qualified

i mental retardation professional (QMRP) revealed

ORM CMS-2887(02-80) Previcus Vierslony Obsolaty Event ID: Y4FY1 . Facilly ID; DOG184 if continuation sheet Page 15 0f23
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that Cliant #4's foods were cut bite size because
a former nutritionist had recommended it in years
past. The QMREF refarred to it as “a carryover”
precaution to address fast eating pace. The
client, howsver, had not been cbsarved eating
quickly at either breakfast or at dinner that day.

| Cliant #4's nutrition records were reviewed the

| next moming, beginning at 9:10 a.m. Her annual

| Nutrition Assessment, dated December 1, 2008,

| , | Indicated that she "tolerates har food cut into bite

sized pieces.” The assesement did not, however,

| refer to any concemns reganding eating pace, or

! otherwise indicate the rationale for the specialized

| dietary texture. Client #4's Individual Support

| Plan (ISP), dated January 14, 2009, indicated that

: she was an "independent self-fgeder and chews

' and swallows her food adequately. Shelson ...
bite side <sic> pisces dist ... does not require a

dining plan, physical or nutritional management.”

| On January 27, 2010, at 1:42 p.m., interview with

. the QMRP and LPN Coordinator revealed that

: Cllent #4's interdisciplinary team had met on

| January 14, 2010 to review and update her

; annual plan. The issue of bite size texture

! raportedly had not been discussed by the team, !

i When asked If the cllent's ability to use a knife |
had been asseg;d. they replled "no." Thqlr both :

. acknowledged her sating pacs was no longer

a conoarn and upon further discusalon, they both

indicated that the cllant might ba willing and able

to leam how to cut her own foods with a knife,

. W 251 | 483.440(d)(3) PROGRAM IMPLEMENTATION Wz61

Except for those facets of the individual program
plan that must be implemented oOnly by licensed
personnel, sach clients individual program plan
must be Implementad by all staff who work with
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the client, including professional, paraprofessional
and nonprofessional staff.
;
This STANDARD is npt met as avidenced by: :
Based on obeervation, interview and record
review, the faciiity falied to ensure that all staff
provided needed interventions or reinforced
acquired skills in accordance with the individual
support plan (ISP), for one of the twa clients In
the sample. (Client #1) '
The findings Include; i
1. On January 25, 2010, at 8:41 &.m., there were
two direct support steff persons on duty, Client :
#1 was observed seated on the living room sofa, :
not engaged in a meaningful activity. Client #2 1. QMRP will ensure that each !
sat nearby. One staff was preparing breakfast in individual’s staffing needs are '
the kitchen while the other staff(S13) was meét to ensure adaquate active I
assisting clients elsewhere In tha facility. For the treatment is provided for
naxt 14 minutes (until 8:55 a.m.), neither ataff individuals. (Client #1 has ‘O
spoke with Cllent #1 or engsged her it formal or been assigned 1:1 staff 7' }
informal active treatment activities. Tha client person.)
repeatedly removed her shoes and socks then 2. QMRP will ensure adequate
put them back on while seated on the sofa. staffing ia in place for ail
: individuals to include 1:1
‘2. AL 8:65 a.m., Cllent#1 hit Cllant #2 aon her left staffing where assigned to
. arm while they were seated on the living room ~ ensure staff support for
1 sofa. The direct suppoit staff (813) who had protection from harm and
been assisting other clients In thelr badrooms engaging/exhibiting target : \ \’D
momeants agrlier was walking through the living behaviors. (Client #1 has 1:1 Z
room at that ime. When §13 obaerved ths staff for designated hours to
incikdent, she instructed Cliant#1 to keep her prevent her from hitting
hands to hersell, She then examined Cllant #2's herself or others.)
arm (mincr reddish hue) and than escorted Cllent
#1 10 her bedroom. S13 interacted with Client #1
for six minutes.
FORM CMS-2567(02-23) Pravioys Versions Obsolste Evant (D: V4FY11 Faciity ID); 08G154 f continuation sheet Page 17 of 23



03/22/2010  10:00 admin

(FAX)2402660079 P.0197047
PRINTED: 02/28/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
OMB NO. 0828-0361
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA ((2) MULTIPLE CONSTRUCTION (<3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULEING COMPLETED
093134 ki - 01/28/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
6834 EASTERN AVENUE, NW
MARJUL HOMES WASHINGTON, DC 20012
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION (1]
PREFIX (BACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INPORMATION) TAG caoss-nemgg% '15'2 c‘r%ampaopmm oATe
W 251 ; Continued From page 17 W 251
f
| 3. At 7:01 m.m,, the staff person brought Cllant#1
1 back to the living room sofa and then left the !
room. The client sat on the sofa from 7:01 a.m. - '
7:12 a.m., not engaged In formal or informal 3, QMRP will ensure 1:1
active treatment activities and without staff staffing in place (for Client
Intaraction, #1) to provide continuous 2 \] ‘ ’O
active treatment and
4, Cross-refer to W180. During breakfast, engagoment inappropriste
betwaen 7:12 a.m. - 7:24 a.m., 513 failed to activity,
encourage Cilent #1 fo indepandently use her 4, QMRP will ensure that all
j double hmndled cup aa preacribed, Instead, the staff are trained on all
: staff parson held the cup of milk to the client's Individual program Pians: to D
mouth for her to drink. The staff also carrled the include goals and objectives, ’b\\ ‘ \
client’s dirty tableware to the kitchen sink Instead BSP, and other clinical neads
of encouraging the client to take them hersalf, as met by staff support.
. other staff had done at other imes during the day. 5. QMRP will ensure all staffing
needs are met (Client #1
5. For 28 minutes that followad breakrast (7:24 provided 1:1 staff person) for N D
- a.nm. - 7.62 a.m.), Cllent #1 wandered about the engagement in continuons Z
: faciiity without staff interaction and not engaged in active treatment.
formal or informal active treatment activities. 6. QMRP will ensure adaquate
staffing is provided (Client #1
8. Later that morning, at approximately 11:57 has 1:] staff assigned for 16
a.m., the qualifled mental retardation professional hours daily) to ensure proper
cne-to-one ataff support during awake hours, attained as
The QMRP said that although the team had indicated/rscommended by
prescribed one-to-pne support for 18 hours dally, IDT.
a staff person would provide one-to-one support if !
the ciient woke up early or wished to stay up late. :
Staff on the ovemight shift, however, had not i
been observed providing one-to-one support.
Cliant #1 received one-to-one attention after 7:52
a.m,, with trearrival of her 8:00 a.m. - 4:00 p.m.
staff.
7. On January 27, 2010, beginning at 3:32 p.m.,
| review of Client #1°s behavior support plan (BSP), '
]

ORM CMB-2867{02-09) Pravicus Versions Obsdieis Event 1D:YAFY11

Pacilly iD; 00Q104 it contimuation sheet Page 18 of 23



0372212010

10:01 admin

DEPARTMENT OF HEALTH AND HUMAN SERVICES

(FAX)2402660079 P.020/047

PRINTED: 02/26/12010
FORM APPROVED

STATEMENT OF D!FIGIINGIEB 1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {BENTIFIGATION NUMBER: COMPLETED
A BULBING
090154 B o 01/28/2010
NAME OF PROVIOER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
€834 EASTERN AVENUE, KW
MARJUL HOMES WABHINGTON, DC 20042
oD | SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORRECTION b o
PREFIX (EACH DEFICEENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE | comblamon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG OROGS-REFERENCED TO THE APPROPRIATE DATE
DEPRICIENCY)
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dated February 1, 2000, revealed that staff were
to keep the client sngaged in activities, provide . l\ (o
yerbal praise to the cliant every 10-15 minutes for 7. QMRP will ensure aH 3
good bahavlor and to keep her focused on what staffing needs are met (Client
sha has done well, "Under stimutation” and #1 provided 1:1 staff person) 7,\1 \0
- "horedom” were among the linted antecedents for | for engagement in continuous
! physically aggressive behavior.  active treatment,
8. QMRP has ensured that
: B.On Jan 27, 2010, beginning at 4:02 p.m,, overmight staff were trained in
review of staff in-service training records falled to Individual! Program Plan to
show avidence that siaff on the cvemnight shift include BSP for all
(12:00 a.m. - 8:00 a.m.) had racaivad tralning on individuals supported with a
Client #1's BSP and other h!b“il!thl'i and suppert formal Behavior Support Plan
needs: This was acknlo ed by the QMRP st in the facility.
e s S 2o
{(January 10), at approximata p.m., 9. QMRP will )
the QMRP could not verify that $13 had received s%eciﬁel thsmm:frﬁfm ’b\ \\ ity
in-s@rvice training on Client #1's one-to-one (Client #1) tadividual receives
protocol, Staff $13 reportedly bagan working in 1:1 staffing as recommended
tha facility in March 2008, by the IDT,
9. On January 28, 2010, at approximately 10:17 '
a.m., review of Client #1's ndividual support plan
( ISP), dated March 8, 2009, confirmed that the
cllent was to raceive one-to-one staffing. The ISP
did not specify the number of hours of one-to-one
support and did not prescribe in writing that
one-to-one support during awake hours, as
described by the QMRP,
There was no evidencs that staff on the ovemight
shift had been Ingtructed to provide Client #1 the
supports and sarvices prescribed In her ISP and
BSP.
W 252 | 483.440(e){1) PROGRAM DOCUMENTATION W 282
i Data relative to accomplishment of the criteria
! specified in ciignt individual program plan
: objectives must ba documented in measursble !
-G GH3-2567(02-99) Pravious Versions Obeaiets Event 10: YaPY11 Faclity ID; 09G 154
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tarms.
This STANDARD I8 not met as evidanced by: ' 'MRP in-servi
Based on chservation and recond review, facllity . c?m,,‘;‘;aﬁm ?ﬁm
staff falled to document all bshavior data in Program Plan (IPP) to include
accordance with the behavior support plan (BSP}, ' Behavior Support Plan (BSP) and
for one of the two cllents in the sample. (Clent ABC Data Chart: Incident
{ #1) Management Policy and active
: treatment program goals. QMRP
o The findings include: will mutrepr:il beha%mr da?n is
* On January 26, 2010, &t 6:55 a.m,, Client#1 hit compltod in o timely manner and 3\ l \ 10
» Cliont #2 on her left arm while they were seated documenting behaviars.

- naxt to ona ancther on the living room sofa. A
direct support staff (S13) was passing by at the
time. The staff instructed Client #1 to keap her
hands to hersel!, She then examined Client #2's
anm (minor reddish hue) and then escorted Client
#1 to her bedroom,

On Januarty 27, 2010, at 3:29 p.m., raview of

Client #1's behavior data sheots revealed that

$13 had not documented the Incident of physical

aggoression that she witnessed on January 25,

i 2010, at 6:66 a.m, Subsequent review of the

| client's behavior support plan (BSP), dated

' February 1, 2008, revealed that staff were

| nstructed to document each incident of targeted
maladaptive behaviors on the designated
behavior data collection sheets. At3:56 p.m.,
further revisw of Client #1's bahavior data sheets

| reveaied that staff on the overnight shift (12:00

j a.m. - £:00 a.m.} had not been documenting

{ incidents (or the absence) of targeted behaviors,

1 Staff on the other two shifts had sither

* documentead behaviors or written "No behavior.”

1
i
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it should be noted that on January 27, 2010,

beginning at 4:02 p.m., review of staff in-service

training records revealed no evidence that staff

- on the overnight shift had racaived trainingon !
Client #1's BSP and/or data collection. This was

, later acknowledged by the QMRP, st

approximately 4:30 p.m. The QMRP algo

confirmed that behavior data shauld ba

documented on “all shifts."

W 368 | 483.480(k)(2) DRUG ADMINISTRATION W 368

The system for drug administration must assure
that ail drugs, including those thatare
| self-administered, are administered without error,

This STANDARD is not mat as avidenced by:
Based on observation, Interview and record
review, the faciiity faited to ensure that
medications were administered withaut error, for
four of the four clients residing In the facility.
{Cllents #1, #2, #3 and #4)

The findings include:

The moming medication adminiatration pass was ;
abserved on January 26, 2010, beginning at 8:20 |
a.m. The following errors were observed: .

'1. At 8;22 a.m., Client #2 began punching her

i madications out from their biister packs, under 1. LPN Coordinaty train

! the supervision of the medication fturse, She Medioation Pags Nygpe

| then took the medications and left the area. The *nsuting all indiviguate
process lasted approximately 4 minutes, The recoive all medicatio
nurse compieted the medication administration , treatmenty ag 78 and 9, \\ 10
paas shortly bafore 5:00 a.m. and left the facility Indicated/onderaq by '
at 9:04 am. At9:25a.m. reviewof Clilent#2's bhysiciap
January 2010 physiclan's ordars revealed an
order for "Nasonex Scent-Free 50 mog Nasal

Hmmmwwvmmm Evant ID:Y4FY11 Faclity 10: 05G164 .If continuation sheet Page 21 of23
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Spray, 1 squirt In each nostril every day." Client
#2 was not observed receiving Nasonex spray
that moming.
it should be notad that the medication nurse
initialed Cllent #2's medication administration
record that moming, as if she had administered
the Nasonex spray that moming.
gil On Jg.r:’til:.r% 25, m nggg ndninist:red
ent m ona ng20am.-855am.
Subsequant review of the clients’ madical records 2 mﬂ@ﬂ“
revesled that 7:00 a.m. was the designated o ermeon Polley
administration time for all four cllents. Recaiving mmplemented, Nursing staff
medications &0 - 115 minutes beyond the traincd on policy to includs
designated time represented a timing error. The documenting exrival times
PN Coordingtor and the house manager ware (ourses will utilize time-clock
interviewed the next moming, beginning at 8:23 that provides electronic
iam. The LPN Coordinator stated that the et af arivel £
morning nurse could have called her or the house g ility); ;mmg MD/RN
manager (who is also an LPN) on the day before, "‘p?“’i?' of late medication
to aleri them to her delayad arrival; however, the pass; “}’o writing incident
medication nurse had not done o, They were “LII,’NC’“ r medication error,
unable to locate a written medication s, Coordinatar will conduct
adminlstration paficy available for review In the reviews of Time Reports
' facility. The LPN Coordinator and the house issued to menagement on & bi-
' manager further indicated that the medication weskly basia to ensure
nurse had administered medications that moming Medication Nurses are
(January 26, 2010) between 7:00 a.m. - 7:30 a.m. utilizing the time-clock l\ 1O
The madication nurse, however, had net recorded system aud administering
an arrival and/or departure time; therefors, this medications on time.
could not be verified. The LPN Coordinator and
the house manager acknowledged that nursea
were not required to document their arrival imes
or otherwise document the exact time that
meadications were administered. They also
1 acknowledged that they had not previously
| determined whether medication administration
l passes wers ocourting within the 2-hour aflotted 1
YRM CMB-2587{02-99) Previous Versions Otacletn Event I Y4PY11 If continuation shest Page 22 of 23
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1000 INITIAL COMMENTS

A licensure survey was conducted from January
25, 2010 through January 28, 2010. A sample of
! two residents was selected from & population of

. four women with varying degrees of intellectual

| disabilifies. A third resident was selected for a-

; focused review of her meaitime adaptive
" | squipment needs and adaptive iiving skills

: assessment,

l

: The findings of the survey were based on

| observations, intarviews with residents and staff
i in the home and at two day programs, ss well as
i @ review of resldent and administrative records,

! Including incident reporta,

1082 3603.10 BEDROCMS AND BATHROOMS

Each bathroom that Is used by residents shall be
squipped with toilet tissue, a paper towel and cup
dispenser, soap for hand washing, a mimor and

E adequate lighting.

i This Statute Is not met as evidenced by:
. Based aon observation and interview, the GHMRP
failed to equip all bathrooms used by residents

with paper cups,
| The finding Inciudes:

1. On January 25, 2010, at 7:35 a.m., thers was
no papet cup dispenser, no papar cups and no
paper towels avaliable In the rastroom located in
the bassment. On January 26, 2010, at 1:45
p.m., & roll of paper towels was evaltable at the

| basement sink; however, there still wers no paper

' cups and no cup dispenser. On January 28,
2010, at 1:00 p.m., the qualifiad menta!

1000

1082

1, Director of Operations/QA
will ensure paper cup
dispenser, paper cups, and
paper towels are in place in
the basement bathroom,

a & b) Director of
Operations/QA, will ensure
paper towel holder, paper
cups, and dispenser are placed
in npstairs bathroom.

O DS & 15

LR Icontiruation shaet 1 of 21
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1682

Continued From page 1

retardation professional acknowledged that paper
cups ware unavallable at the bathroom located in
the basement.

. 2. An environmantal inspection of the GHMRP
* was conducted on January 27 2010, at

[ 0804

approximately 4:45 p.m. The inspection revealed
the following:

a. A paper towel holder was missing from the wall
in the upstairs bathroom and there wera no paper
towels available.

b. There was no cup dispanser observed In the
upstairs bathroom and there were no paper cups

- available,

These observations were acknowledged by the
house manager at that tima.

This is a repsat deficlency.

Praviously, the licensure deficiency report dated

' October 16, 2008, Included the following:

"The envirgnmantal inepaction on October 186,
2008, at 11:15 a.m. revealed the facilily falled to
ansure that a) bathrooms were equipped with a
cup dispenser, paper towals and soap as
required by this section.”

3504.1 HOUSEKEEPING

The Interior and exterior of each GHMRP shali be
maintained In a safe, clean, orderly, attractive,
and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable

1082

Jealth Regufation Adminisiralion
STATE FORM

Y4FYi1
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odors,
1. Director of Operations/QA
will ensure paper towel holder ) | I \0
This Statute is not met as evidenced by: is placed in upstairs 7
. Basad on obsarvation and intervisw, the GHMRP bathroom.
| {afied to ensure the interior and exterior of the 2. Director of Operations/QA
| GHMRP was maintained in a safe, clean, orderly, will ensure paper towe] holder . m
| sttractive, gnd sanitary manner and was free of is fixed in first floor Z‘ \\
t accumuiations of dirt, rubbigh, and objectionable bathroom,
' odors. 3. Director of Operations/QA
will ensure toilet tissue holder 7/\ \ ‘ 0
: The findings Inciude: 15 placed in frst floor
i bathroom.
' An enviranmantal inspection of the GHMRP was 4, Director of Operations/QA 0
conducted on January 27 2010, at approximately will ensure kitchan countsr ﬂ/\\ \
4:45 p.m. The inspection revealed the foliowing: top (chip) is repaired.
5. Director of Operations/QA
1. A paper towel holder was missing from the wall will ensure cracks in ceiling Z\\ \ 10
in the upsiairs bathroom. in laundty room are repaired.
6. Director of Operations/QA P
2. A paper towel holdar on the waidl in the first will ensure toilet is repaired in ‘L\l
floor bathroom wasg broken. basement bathroom
7. Director of Operations/QA
3. There was no toilet tissue holder In the first will ensure stains on the . '0
! floor bathroom. ceiling from water damags is (Hl
i repaired in basement
4. The kitchen ¢ounter lop was chipped. bathroom.
5. There were cracks in the celling (n the iaundry Director of Operations will ensure
room. housekeeping and facility
. ance issues are addressed
6. The foilet was not sectred in the bathroom in a timely manner viz monthly
iocated in the basament. service site visits and
checklists to ba complsted by
| 7. Stains from water damage were obssrved on residence staffhouse supervisor
: the basement celling, in front of the bathroom. and submitted to DOO on a
: weekly basis, Residence staff will
{ Thesa obsarvations were acknowladged by the also canduct daily walk-throughs
house manager at that time. and report any needs or repairs to
supervisor imumediately.
STATE FORM e Y4FY11 it eentinuation sheet 2 of 2t
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160! Continued From page 3
| 160 3607.1 POLICIES AND PROCEDURES

Each GHMMRP ghall have on site a written manual
; dagcribing the policles and procedures it will
: follow which shell be as detailed as is necessary
. to meet the needs of each resident served and
i provide guidance to each staff mamber.

This Statute is not met as evidenced by:

Based on Interview, the GHMRP falled to have a

written policies and procedures manual on site

' and available for review by staff on the first day of
survey.

The finding Inciudes:

1 On January 25, 2009, at approximately 12:10
p.m., the qualified mental retardation professional
(QMRP) stated that there was no policies and

| procedures manusi available for review on slte.

I

1186 3608,5(c) ADMINISTRATIVE SUPPORT

gach GHMRP shall have an organization chert
that shows the following:

! (c) The categorles and numbaers of supportive
and direct care staff; and...

| This Statute Is not met as evidenced by:

! Based on review of the organizational chart thet
- was prasented, the GHMRP failed to ensura that

i the organizational chart showed the numbers of

* suppaortive staff.

" The finding includes:
. On January 26, 2010, at 3:60 p.m., review of the

- facility’s Orgeanizational Chart (not deted)
; revealed that It did not reflect the use of

f 160
1160

1188

(¢) Dixector of Operations will
ensure that the agency’s
organizational chart is revised to
include all clinical geaff (the 4
Medication Pass Nurses will be
added to organizational chart).

A\
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; medication nurses. On January 28, 2010, at |

| approximately 8:07 a.m,, the LPN Coordinator
and the quaiifiad mental retardation professional

(QMRP) examined the Organizationai Chart and

acknowledged that it failed to Include the four

medication nurses assigned to the facliity,

1187 3508.5(d) ADMINISTRATIVE SUPPORT !

Each GHMRP shall have an organization chart
t that shows the following:

' (d) The lines of authority.

This Statute is not met as evidenced by:

Based on review of the organizational chart and
interview with the LPN Nurse Coordinator, the

i GHMRP falled to provide an organizational chart
depicting the actual lines of authority.

| The finding includes:

! Review of the Organizational Chart on January

1 26, 2010, at 8:51 a.m,, revealed & iine drawn
from the LPN Nurse Coordinator to the Director
of Program Operations (DPQ), suggesting that
she reported directly to the DPO. However, when
" the LPN Nurse Coordinator was interviewed 9:06
| a.m., she stated that her immediate supervisor
was the consultant RN. After examining the
Organizationai Chart, the LPN Coordinator and
the qualified mental retardation professional
(QMRPI acknowledged that it did not reflect the
current iinas of authority {chain of command)

i within the nursing department.

1206 3508.86 PERSONNEL POLICIES |

| Each employee, prior to employment and

1186

187

208

{d) Director of Operationsg will
ensure organizational chart is
revized to reflect corect chain of
commend regarding nursing
personnel and their reporting lines
of supervision.

'ZMW
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_annually thereafter, shall previde & physician' s
certification that a health inventory has been
performed and that the employee ' s heaith status
would aliow him or her to perform the required
duties.
' Thie Statute is not met as evidenced by:
Based on Interview and record review, the
GHMRP failed to ensure that each employse,
. prior to employment and annually thereafter,
provided evidence of a phyalcian's certification
that documented a health inventory had been
performed and that the employee's health statua
would allow him or her to perform the requlred
duties, for 1 out of 16 employees, 2 out of 4
licensad practical nurses (LPNs), and 9 out of 13 ) .
professionai consultants, Director of Operations will ensure
physician’s certification (health
The findings Include: certificates) are on £ile for all
\ employees; LPNs and Consultants
_ On January 26, 2010, at approximately 12:16 for review and updated annually
. p.m., the qualified mental retardation prefessional per QA review by Human
(QMRF) agreed to make available for review, the Resources and Director of
personne! records for all employees and ) Operations which will be
consultants, including evidence of curfent health conducted monthly and as the
inventorles/certificates. On January'27, 2010, nced arises to review personnel
beginning at 3:15 p.m., review of parsonnel files and trmining records; written
records revealed no evidence of current heaith evidence will be maintained at the ol
certificates for the following: Administrative Office of the 5 0
provider,
- 1 of the 14 direct support staff (810);
- the house manager; i
- the QMRP; _
i 1
i =2 LPNs; and, [
Hoalth Regulaton Administraton
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1208 Continued From page & {206
| - the consutting nutritionist, pharmacist, physical
thearpist, peychologist, psychlatrist, registered
nurse, social worker, and spesch paihologlst.
At 4:00 p.m., the QMRP confirmed the missing
health cerfificates were not available. No
additionai Information was presented befors the
survay ended the following afternoon.
: Thia Is a repeat deficiency.
Previously, the llcensure deficlency report datad
| May 7, 2008, inciuded the following: .
"The State regulatory agency conducted a review
of personnel records on May 7, 2008, at which
time thera was no evidence tha! ten direct care
| staff (Staff #2, #4, #8, #9, #10, #11 #12, #14,
#15, #18 and #18} and the quallﬂad mental
r-turdahon professional had a current health
certificate.” (d) Director of Operations will
' ensure all employees, including
| 227 3510.5(d) STAPF TRAINING 1227 nurses and congulting I are
Each training program shali include, but not be . fions will
lirited to, the following: s 1l ccilonrees 2t
(d} Emergency procedures including first aid, 2 wm ﬁﬁ"'dr j;g':‘mﬁ ons will
cardiopulmonary resuscitation (OPR), the " ensureall employees are 1
: Heimlich maneuver, disaster plans and fire certifiad in First Aid.
: svacuation plans; 3. Director of Operations will
' ensure all nurses (and
This Statute Is not met as evidenced by: consultant morse) are certified 3\\ ®\|°
Based on interview and record review, the ’
i GHMRP falled to have on file for neview current
training !n cardioputmonary resuscitation (CPR)
ea Infstration
TATE FORM wn Y4F Y11 if comtinuation sheet 7 of 21
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and first aid for 3 cut of 16 employees, 3 out of 4 s
i licensad practical nurses (LPNs) and the ?n‘;'g“‘w ‘:ifm mm
registerad nuree oonaulta.nt. ' will behco”ton OP“mmaﬁMy and as
he findi de: the need arlses to review personnel
The findings include Fles and treining records; writien
On January 25, 2010, at approximately 12:15 evidence will be maintained at the
p.m., the quaiified mental retardation professional Administrative Office of the
(QMRP) agreed to make available for review, the provider. Only employees who
| personnel records for all empioyees and arc CPR/FA and in compliance q
| consuftants, Including evidence of current CPR with other required trainings an
] certifications and first aid training. On January certifications will be cligible to wie
27,2010, beginning at 3:15 p.m., review of maintain an active schedule with
' pargsonnei records and staff training records the provider.
ravealed the following:
1. There was no evidence that the QMRP, dirsct
support staff 89 and S43, had current CPR
certifications;
2. There was no evidence that the house
| manager, QMRP and direct support staff 84, S8
i and §13 had received current training in first ald;
| and,
3, There was no evidence of cument CPR
cettifications for 3 LPNs and the registered nursa.
At approximately 4:30 p.m., the QMRP confirmed
. the aforementioned documentation was not
| avaliabie. No additional information waa
| pregentad hefore the survey ended the following
aftamoon.
1228 3810.6(f) STAFF TRAINING | 229
Each training program shall Include, but not be
i limited to, the following:
() Specialty areas related o the GHMRF and the
ation Administration
e Y4FY11 IF gonfinuation shaet & of 24
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residents to be sarved Including, but not limited
to, behavior management, sexuality, nutrition,
racreation, total communications, and assistive
tschnologies;
This Statute i3 not met as evidenced by:
Based on interview and record review, the facility () Director of Operations will
falled to ensuie that each employes was provided ensure sexuality training is given
with training on residents' sexuallty and behavior to all staff supporting individuals
support needs, for two of the four residents In the in the facility.
faciiity. (Realdents #2 and #4)
1. Director of Operations will
The findings include: ensure staff supporting
individuals in the facility 3\-\0“0
1. Crosg-refer to 1401.3. On January 25, 2010, at recelve training in human
approximately 3:30 p.m., Residents #2 and ¥4 sexuality.
mentioned having *boyfriends” at their day 2. Director of QOperations will
programs. Review of staff In.service treining ensure BSP training is
' records on January 27, 2010, beginning at4:02 provided to ]l staff 0 \0
: p.m., revealed no evidence that facliity staff had supporting individuals in the 5 \
: received sexuality-related training. On January ility. .
28, 2010, at approximately 1:03 p.m., the Director of Operation will conduct
qualified mental reterdation professional (QMRFP) mouthly service site visits/reviews
: and the LPN Coordinator confirmed that, to dats, as well as quarterly QA reviews to
there had béen no sextallfy-refated training - ensure compliance with regulatory
offered for staft. guidelines and thst all issues in the
facility are addressed in a timely
2. There was no evidence that staff on the manpet,
overnight ghift had raceived training on Resident
i #1's behavior support plan (BSP), as follows:
On January 25, 2010, at 6:41 a.m,, there were
( two direct support staff persons on duty.
| Resident #1 was observed seated on the Evin
- room sofa, not engaged in a meaningfut activity.
Resident #2 sat nearby. One staff was preparing
breakfast in the kitchen while the other staff (813)
was assisting residents eisswhers in the facllity.
For the next 14 minutes {until 6:565 &.m.), neither
| staff epoke with Resident #1 or engaged her In
W‘Eﬁw Ademinstration .
STATE FORM " Y4FY11 it continusBon shast 9 of 21
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formal or informal active treatment activities, The
resident rapeatedly removed her shoes and
so?:s then put them back on while seated on the
sofa.

Al 6:55 a.m., Resident ¥#1 hit Resident #2 on her

left arm while they were seatad on the iiving room

: sofa. The direct support staff (S13) who had

- been asslating other residents in their bedrooms

: Moments eanier was walking through the tving

[ room at that ims, When S13 observed tha
incident, she instructed Resident #1 to keep her
hands te herself. She then examined Resident
#2's arm {Minor reddish hue) and then escorted
Resident #1 to her bedroom. $13 interacted with

’ Resident #1 for aix minutes.

1229

} At 7:01 a.m., the staff person brought Resident

- #1 back to the living room sofa and then left the
: room. The resident sat on the sofa from 7:01

| a.m. - 7:12 a.m., not engaged in formal or
informal active treatment activities and without
staff intaraction. After breakfast, Resident #1
wandered about the facility for 28 minutes (7:24
a.m. -7:62 a.m.) without staff interaction and not
engaigh:d in formal or informal active treatmen
activities. .

Later that moming, at approximately 11:57 a.m.,
the QMRP atated that Resident #1 was to recaive
ane-to-one staff support during awake hours.
The QMRP sald that atthough the team had

| prescribad one-to-one support for 18 hours dally,
| @ staff parson would provide cne-to-one support If
! the resident woke up early or wished fo stay up

| late. Staff on the overnight shift, however, had

l not bean observed providing one-io-one support
| Resident #1 received one-to-one attention after
7:82 a.m., with the arrivai of her 8:00 a.m, - 4;00
p.m, staff.

229
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On January 27, 2010, beginning at 3:32 p.m.,
review of Realdent #1's bahavior support plan
(BSP), dated Fabruary 1, 2008, revealed that
staff wers t0 keap the resident engaged In

* activities, provide verbal praise to the resident

every 10-15 minutes for good behavior and to
keap her focused on what she has done well.
"Under stimulation” and "boredom" were among

: the listad antecedents for physlcally aggresasive

behavior.

On January 27, 2010, beginning at4:02 p.m,,
review of staff in-service training records faied to
show evidencs that staff on the overnight shift
{12:00 am. - 8:00 a.m.) had recelved training on
Resident #1's BSP and othar habilitation and

" sUpport neads. This was ackniowlsdged by the

QMRP at approximately 4.30 p.m. On the next
day (January 28, 2010), at appraximately 12:20
p.m., the QMRP could not verify that S13 had
recsived in-service training on Resident #1's
onhe-to-one protocol. Siaff S13 reportedly began
working in the fecility In March 2008,

This is @ repeat deficiency.

' Praviously, the licensure deficiency report dated
. May 7, 2008, Included the following:

“Interview and the review of the in sefvice training

racords on May 7, 2008, the GHMRP falled to
provide training on nutrition, saxuality, and
bshavior management.*

3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS

1228

1401

'TATE FORM

bind Y4FY{1

If continuation shest 11 of 21



03/22/2010  10:04 admn

ulation Adminl

P.036/047

PRINTED: 02/258/2010
*  FORM APPROVED

(FAX)2402660079

STATEMENT OF DEFICIENGIES

AND PLAN OF CORREGTION (X1) PROVIDER/SUPPLIER/CLIA

IDERTIFICATION NUMBER:

HFD03-0130

(%3) DATE SURVEY

MULTIPLE
*2) CONSTRUCTION COMPLETED

A BUILDING
B. WiNG

01/28/2010

NAME OF PRCVIDER OR SUPPLIER

STREETADDRESS, CITY, 8TATE, ZIP CODE

8424 EASTERN AVENUE, NW
- MARJSUL HOMES WASHINGTON, DC 20012

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEPICIENCY MUBT BE PRECEDECD BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION |
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROFPRIATE

DEFIGIENCY)

PR'gle oo:%.)m
DaTE

TAG

Continued From page 11

: Professional services shall include both dlagnosis
and evaluation, including identification of
developmentai levels and needs, treatment
services, and services designed to prevent
deterioration or further loss of function by the
resident.

This Statute is not met as evidenced by;

Based on interview and record review, the facility
felled to evaiuate rosidents' adaptive living skills,
behaviar suppott needs and saxuality nesds, for
three of the four residents in the facility,
(Resldents #1, #2 and #4)

" The findings include:

1. On January 25, 2010, atapproximatsly 6:00
p.m., @ diract support staff parson cut Resident
#d's turkey cutiet into bite size pieces befare
presenting it to the resident. A short time later,
staff used g knife fo cut the resident's canned
peaches into bite size pleces. At6:18 p.m,,
intervisw with the qualified mentai retardation
professional (QMRP) revealed that Resident #4's
foods were cut bite size after a former nutnitionist
recommended it. However, she said it was *a
carryover" precaution to address fast eating pace.
The resident had not besn observed sating
tjuickly at either breakfast or dinner that day, The
QMRP Indicated that the resident's eating pace
bad not heen reassassed,

Rasident #4's nufrition records were reviewad the
naxt morning, beginning at 8:10 a.m. Her annual
Nutriton Assassmant, dated Decamber 1, 2009,
indicated that she "oieraies her food cut Into hite
- gized places." The assessment did not, howevaer,
suggest any concern with eating pace, or
otherwise indicate the raticnale for the

401

QMRP will ensure
Nutritionist and/or SLP
review the nesds of each
individual related to use of
adaptive eating equipment
a:;p food textures (for Client
#4, reviewing her need for
bite-sized food texture) and
make revisions if
reoommen‘:‘ied.

IZ\o\P

speciaiized dietary texture. Resident#4's
mon Adriinisoraon
TATE FORM
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individual Support Pian (ISP), datsd January 14,

, 2009, indicated that sha was an "indepandent
seif-fagdar and chews and swallows her food
adequately. She s on ... bite side <slic> pieces

. dlet ... does not require a dining pian, physical or
nutritional managament.”

On Januaty 27, 2010, at 1:42 p.m., interview with |
the QMRP and LPN Coordinator revealed that ‘
! Resident #4's Interdigciplinary tearm had mel on
January 14, 2010 to review and update her
annual plan. When asked if the resident's ability
fo use a knife had been. aseessad, they replied
no." They both acknowledged that her aating !
pace was no iohger a concem and upon further
digcusgion, they both indicated that the resident
might be willing and able to leam how to cut her
own foods with a knife.

2. On Jenuary 25, 2010, at &:41 a.m., Resident 2. QMRE will engure that ’

#1 was obser;'md ‘seated on the living room sofa, f;ycgﬂ;gt!;tgge’::i ?:313‘1;

Atthe time, she wes not angaged in a meaningful or

activity. She rernoved her shoes and socks then ' her behavioral needs and to \ 0
2\

put them back on (without prompting from staff). address romoving shoes
Moments iater, she repeated the behavior. One through BSP aud adding that
| of her peers (Resident #2), who waz in the living _ astarget bebavior.

room at the time, Indicated that Resident #1
removed her shoes and socks frequently, At 7:01
a.m,, Resident #1 removed her shoes and socks
again. At7:12 a,m., she was observed seated on
the sofa with both of her shoas and socks
removed. At 7:45 a.m., she was observad alone
in her bedroom. She was barefoot and looking
through a dresser drawer full of undergarments,
A moment later, she put on a palr of socks and
shoes and left her bedroom. Her attention was
focused almost axclusively on her shoas and
socks from 8:41 a.m. until she was called to the

_ breakfast table at 7:12 a.m,

i
alth Reguiation Admistration
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Similar obearvations were made In the afterncon
later that day. At 4:10 p.m., Resident #1 was

observed seated naxt to her assigned 1:1 staff at
the dining room table. The residant fumbled with

. har shoes and socks for approximately two

minutes before actually removing them, while
seated. She put them back on immediately. At
4:30 p.m., the resident got up fram the tabls,
walked through the facility with her 1:1 staff then
sat back down at the dining room isble and
promptly remaved her shoes and socks, Sha put
them back on a moment later. The resident
ignored her 1:1 staffe varbat prompting to
engaga in table tgg actlvittes. At4:57 p.m., the
resident had her shoes and socks off while
seated in har bedroom, At 4:59 p.m., her 11
staff askad her to put tham back on; the resident

did so after she retumed to the dining room teble.

For the next 22 minutes, Residant #1 continually
focused har attention on her shoes and socks,
while {argely ignoring har 1:1 staff's suggestions
of various activities at the teble. Her 1:1 staff
indigated that this was not unusual behavior for
Resident #1,

- On January 27, 2010, beginning at 3:32 p.m.,

review of Resident #1's behavlor support plan
(BSP), datad Februaty 1, 2009, revealed that it
did not address her repeatedly taking off her

- shoes and aocks., Atapproximately 4:35 p.m,,

Interview with the QMRP revealed that In the
past, the resident's BSPs had addressed
disrcbing, including her shoes and socks, The
QMRP said the resident “stopped dolng that
pretty much ... the occurrances dropped ...She
doesn't do it that much anymore." Sha further
Indicated thet staff were not expected to
document the shoe/sock removel behavior and
the psychologist would probably request basaiins
data coliection if this or other past bshaviors

401
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re-emerged. There was no evidence that the
facilily remasesssad Resident #1's shoa and
i aopk-remaval behavior,
3. on Fganuary z#g. ZOE& &t approximately 3:30 ’ ;
! p.m., Resident #2 stated that she had a 3. QMRP has revised Cli ,
"hoyfriend” who attends the same day program. oo rov P L ¥2'y
A direct support staff person seated with her Assessment and updated it to
oonfirmed the statement. When asked what they teflect her pleasure in being in
enjoyed doing together, Resident #2 stated that and having a relationshi L
although she would (ke to go out with him, they Further Client #2°s foteunt ;
had not yet had  thelr fist dats. The staf hieving @ refationship will be
person indicated that the facility was in the communicated to cliniciang at
. preliminary planning stage. Resident #4 (not In IDT Mesting to review need
; the sample), who was seated next io Resident #2 for sexuality traiaing to
| al the ime, also stated that she had & "boyfriend." ensure she is educated on al]
her opti '
! Resident #2'a records were reviewad on January m‘;ﬁ&;ﬁf”"‘“” having
26, 2010, beginning at 9:37 a.m. There was no QA Review will be canducted
evidence that she had recsived a sexuality qQuarterly by Director of
sssesamant and/or theit her Inferdisciplinary team Operations/QMRP to ensure gl
_| had discussed her Interest in dating. On January cHnical issues and training areas
28, 2010, at approximately 1:05 p.f., interview are addressed in a timely
with the QMRP and the LPN Coordinator : and that professional sepvices ae
confirmed that to date, Resident #2 had not comprehensively eva!uamd,m -
received a saxuaity assessment. [Note; They | implemented and consistently
: algo Indicated that Reaident #4's sexuality neads meeting the needs of all 0
had not been assessed] . individuals in the facility. 5\
|t should be noted that Resident #2 was observed
recelving Cryselie 0.3-0.03 myg, one tablet, on
January 28, 2010, at 8:22 a.m. The nurse stated
that the medication was prescribed for birth
control. It should be further noted that her Annual
i Physical/Medical Evaluation, dated October 13,
2009, Indicated that she was "not sexually active.”
1'500) 3523.1 RESIDENT'S RIGHTS 1600
| Each GHMRP residance director shall ensure
Jalth Regulation Administration
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| that the rights of residents are ohsarved and
protected In accordance with D.C. Law 2-137, this
chapl ter, and other applicable District and federal
awsg.

Thie Statite s not met as evidenced by:

Based on observations, interviews and record
review, the GHMRP failed to obsarve and protect
residents’ rights in accordance with Title 7,
Chaptar 13 of the D.C. Code (formerly called
D.C. Law 2-137, D.C. Code, Titie 8, Chapter 19)
and cther District and federal laws that govern the
care and rights of persons with mental

; retardation, for four of the four residents of the
facility. (Residents #1, #2, #3 and #4)

The findings include:

1. Based on obsarvation, staff interviaw, and
record review, the facility fsiled to establish a 1. QMRP/Nirse will ensure that
system that would ensure that Residant #2's legal all parents/guardians and
guardian and/or surrogate decision-maker was healthcare decision makers
Informed of the risks and benefiis of restrictive are informed of risks and
programs and supports, including psychotropic benefits of all restrictive
medm&on‘, as follows: prooadw to include
I : psychotropic medications as
On Janua% 25, 2010, at approximately 8:25 a.m,, they are ordered by the
Resident #2 was administered Gabapentin physician. Evidence of this
(Nsurontin) 800 mg, Clonazepem (Klonopin) 1 will be matntained in the
mg and Chlorpromezine HCL (Thorazine) 200 individual*s medical/clinical U
mg. Atapproximately 11:50 2.m., the qualified records. 3/ \ \
mental retardation professional (QMRP) Indleated
' | that Resident #2's psychotropic medications ware
| Incorporated In her behavior support plan (BSP),
She further stated that the residant's mother was
" her designated surrogate health cars
- decigion-maker.

J On Jdanuary 28, 2010, at 9:53 a.m., review of

aith stration .
ATE FORM L Y4FY11 If continuation ghoet 16 of 24




03/22/2010  10:05 admin (FAN)2402660079 P.041/047

PRINTED: 02/28/2010
FORM APFROVED

STATEMENT OF DEFICIENGIES DER/SUPPLIERAY DATE SURVEY
AND PLAN OF CORRECTION B o TL LA f‘zlﬁ::m CONSTRUGTION R e

8. WING

HPD03-0130 01/26/2010

" NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE. ZIP CODE

6634 EASTERN AVE NW
MARJUL HOMES WASHINGTON, DG 2'5‘6'155

03] SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'® PLAN OF CORRECTION
%m {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD B CONPLETE
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENOED TD;‘I;)E APPROPRIATE DATE
DEFIGIEN

—

! 500| Continued From page 16 1 500

' Resident #2'a Peychologlcal Asssssment, dated
: September 1, 2009, revealed that the resident
! was not competent to make health care
decisions. Her Indlvidual Support Plan (ISP),
dated October 15, 2009, confirmed that her
mother was the designated heallh care
decision-maker. Furiher review of Resldent #2's
record on January 28, 2010, beginning at ©:03
a.m. fatled to show svidence that the mother had
been fully informed of the resident's mental health
statua and the rieks and benefits associated with
the use of Gabapentin. Her mother had not
signed the altendance sheet for her ISP meefing
and there was no written consent form.for the use
of Gabapentin observed in her record.
|

: On January 28, 2010, at §:17 a.m., the QMRP
confirmed that the mother had not attended the
October 16, 2008 ISP meeting. The QMRP
indicated that the consulting psychologist had
reviewsd Resident #2's medication regimen and
BSP with the mother In years past. Moments
later, the QMRP acknowledged that the facllity
had not documented sald review(s) in the
resident's record. There was no evidenca that
the riske and benafite associated with all
| restrictive programs and supporis, including .
| psychotropic medications, were fully explained to |- 2. QMRP has been in-serviced
Resident #2's mother. on conducting thorough,
expedient investigations of all
2, Based on interview and record review, the incidents whereby the
facllity failed fo encourage individual Resident #2 individual’s health, safety,
to exercise her righis as a resident of the facllity, and welfare have been in
Including filing complaints and due process, as compromised or any rights
foliows: violation has occurred.
Investigations include theft of

| On January 26, 2010, at 1:05 p.m., review ofan funds (Client #2's funds were 3\\\ \'B

intemal investigation report dated January 29, returned to ber by provider
2009, revealed that on January 24, 2009, at 8:05 administrator).

p-m., staff discovered that Resident #2 had left

m AdminiEratan '
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| ihe facility withaut informing anyone. The
invastigative findings indicated that at 8:05 a.m,
earlier that day, Ras!dant #2 had asked staff o i
cali the police 1o report that money was missing
from her room, Staff on that (8:00 a.m, - 4:00
p.m.) ghift reportedly calmed har down. Following
a shift change, the resident asked the avening
staff (4:00 p.m. - 12:00 a.m.} to call the poiice
because her money was misaing. The evening
staff raportedly calmed her down, She then left
the facility alone, without teliing anyons, and staff
Initiated the Incident reporting procass.

Continued review of the investigation report

| revealed that after the resident was brought
home from the police station, facility ataff had
axamined the rasidenf's pergonal funds and
found that $2.71 (out of $10 cash) could not be
accounted for. Thay determined that the missing
money was "a contributing factor to <rasident's
name> leaving the house ... The Investgation

! raport reflected interviews with the avening shift:
1 however, there was na evidence that staff on the
moming shift had besn Interviewed. In addition,
thera was no evidence that tha issuse of Resldent :
#2's missing money had heen resolved.

On January 28, 2010, at 1:50 p,m., interview with
the QMRP (who had conducted the investigation)
revealed that she did not recall interviewing staff
who were on duty at 8:05 a.m., when the resident
first reported that money was missing, The
QMRP acknowiedged that she did not know how
staff had responded to the resident's complaint.
She stated that she had focused the investigation
! on the evening "elopemant.” She confirmed that
staff had only contaciad the house manager after
the resident was discovered missing from the
facility that avening. Whan asked, the QMRP
said the moming staff shouid have notified the

walthy ation Admini
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| house manager of Resident #2's request for
_ police assistance, and shouid have prepared an
| incident repart regarding the missing funds. The
I QMRP Indicated that she could not recall whether
the missing $2.71 had been further Investigated
and/or If the money was ever found or
| reimbursed,
There was ho evidence that Resident #2's due
process rights had been ensured.
1 3. Based.on observation, the faciilty falled to e orordinatorhas
shzure Resident #1's right to privacy during Medication Pasg Ni _ .
; medication administration, as follows: o oo 1IUTAes on
: providing individuals with Z ) | ’D
During the moming medication pass on January privacy during medication
28, 2010, at 8:40 a,m., the nuree brau%ht 4 2““"“‘") LEN Cmrdmm“‘“”’: ined
Resldent #1's medicatians upstairs to the living ' ication Pass N train
room Instead of having the resicent come to the Medic ‘;’111 i:ﬁf" NUrses onl
basement, She administored Residents#1's el e
medications to her, while Residents #2 and #4 P ons
stood to her side, Resident#3 and saveral staff inclicated, a; red b
algo watched the process from a few feot away. physicianor ered by
. b) Late Medication
+ 4. Based on observation, interview and record . . A
, review, the faciiity falled to snsure that residents f‘d“;m"‘t""jf“ Policy
received thelr medications without ermer, for four implemeuited. Nursing staff
of the four residents residing in the facility e “ﬁg‘?’:‘;ﬂv to hctude
(Residents #1, #2, #3 and #4), as followe: G “m"“s will usilt timmmml ock
tratl that provides slectron
a. The moming medication administration pass Pro . ¢
was observed on January 26, 2010, beginning at gi’“u“““‘ of anxival to
8:20 am. A?8:22 a.m, Resident#2 bagan S W}; iﬂf°;mm£ MD/RN
punching her medications out from their blister bl Iato medication
packs, under the supervision of the medication pass; ';‘orm incident 2 |’ ID
" nurse. She then took the medicatione and left the report for medication exror. .
. area. The process lasted approximately 4
| minutes, The nurge compieted the medicaticn
| administration pass shartly before 9:00 a.m. and
! left the facility at 8:04.a.m, At 9:25 a.m., review
alth Reguiation AGmmatraton
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of Resident #2's January 2010 physician's orders

revealed an order for "Nasonex Scent-Free 50

. meg Nasal Spray, 1 squirt in each nostril every
day Resldent #2 was not obgerved recsiving

Nascniex spray that moming.

It ahouid be noted that the medication nurse
initialed Restdant #2's medication sdministration
record that moming, as If she had adminietered
: the Nasonex spray that moming.

' b. On January 25, 2010, a nurse administered
' resident medications batween 8:20 a.m, - 858
a.m. Subseguent review of the residents’
medical records revealed that 7:00 a.m. wae the
designated administration time for all four
; residents. Recelving medications 80- 115
minutes beyond the designated time represented
& timing error, The LPN Coondinator and the
house manhager were Interviswed the next
 meming, beginning &t 8,23 a.m. The LPN
Coordinator stated that the moming nurse could
have cailed her or the house manager (who Is
also an LPN) on the day before, to alert them to
her delayed arrival, however, the medication
nursa had not done so. They ware unable %o
locate a written medication administration policy
avallable for review In the facllity. The LPN
Courdinator and the house manager further
indicated that the medication nurse had
administered medications that moming (January
26, 2010) between 7:00a.m. - 7:30&a.m. The
medication nurse, however, had not recorded an
1 arrival and/or departure tlma therefere, this could
| not be verifled. The LPN Coordinator and the
1 house manager acknowladged that nurees were
j not required to document their arrival times or
otherwise document the exact time that
medications were administered, They also
| acknowledged that they had not praviously

| 800

LPN Coordinator will conduct
reviews of Time Reports issued to
management on a bi-weekly bagis
to ensure Medication Nurses are
utilizing the time-clock system
and administering medications on
time.

i

Adminisiration
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determined whether medication administration
passes were occurring within the 2-hour aliotted
time frame.
I
|
|
[
I
|
|
oAl siration
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: consultants,

INITIAL COMMENTS

A licensure survey was conducted from January
28, 2010 through Januarly 28, 2010. A sample of

i two residents was selected from & popuiation of

four women with varying degrees of inteflectual
disabilities, A third resident was sslected for a
focused review of her meaitime adaplive
aquipment needs and adaptive living skilis
assassment.

The findinga of the survey were based on
observations, interviews with residents and staff
in the home and at two day programs, as wall as
a review of residant and administrative records,
including Incident reports.

4701,2 BACKGROUND CHECK REQUIREMENT

Excopt a8 provided in section 4701.8, each
faciiity shall obtain a criminal background check,
and shall elther obtai or conduct a check of the
District of Columbia Nurse Aide Abuse Reglstry,
before employing or using the contract sarvices
of an unlicensed person.

This Statute is not met as evldinced by:

: Based on interview and review of personnel

records, the GHMRP falled to ensure criminai
background checks had baen obtalned before
smploying or using the contract services of an
uniicensed person, for 1 out of 14 direct support
staff empioyed. (814)

The finding includes:
On January 26, 2010, at approximately 12:15

. p.m., the qualified mental retardation professional

agreed to make avallabla for review, the
personne! records for all employses and
lmlgdim evidence of criminal

R Q00

R122

Director of Operations and Human
Resources will enswre that all
employees have criminal
background checks on file for
review in personnel records and
that Jocumentation is available for
verification that beckground
checks have been obtained.
Periodic reviews of personnel
records will be conducted to
ensure protocol is implemetited
effectively.
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background checks for all staff empioyed in the
facility. Review of the personne! records pn
January 27, 2010, beginning at 3:18 p.m,,
reveaied no documentation available to verify that
a background check had been obtained prior to
employment for one diract support staff, $14, No
additional information was provided before the
survey ended the following afternoon.
I
i
i
i
|
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