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1000| INITIAL CON MENTS 0 , {%%é& ( sa li l l‘iIP“f
A monitoring survey was conducted on August GOVERNMENT OF THE DISTRICT OF COLUMBIA
22, 2008, to: elermine the GHMRP's continued : DEPARTMENT OF HEALTH
compliance \ ith the deficiencies cited during the B;ISEALTH REGULATION ADMINISTRATION
racertification s.Jrvey on April 25, 2008. The NOR;*;&PITOL ST., N.E., 2ND FLOOR
client popula on included six female residents INGTON, D.C. 20002
with varying ' egrees of mental retardation. The
findings of th : survey were based on interview
and record n viaw, including incident reports. At
the time of tt s monitoring visit standard level
deficiencies ' rere cited in this report.
| 058 3502.16 ME: L. SERVICE / DINING AREAS 1058 o

A review anc consultation by a dietitian or The Q_MR? will ensure that the Nutritioni it reviews
nutritionist sl al be conducted at least quarterly to the clients” nutritional status quarterly.

ensure that « ach resident who has been i
prescribed a modified diet receives adequate

nutrition ace: rcing to his or her Individuai / 0//9/ o8|
Habilitation F lan. .

This Statute is not met as evidenced by:

Based on inl sniiew and record review the
GHMRP fail d to ensure modified diets had been
reviewad at :ast quarterly by the consulting
dietitian to e sure the each resident received
adequate n\. rition in accordance with their needs,
for four of th : ¢ix residents (Residents #2, #3, #4,
and #6) resi ing in the facility.

The findings inslude:

There was r » evidence that Residents #2, #3, #4,
and #6's nul itional status was reviewed guarteriy
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W 000 | INITIAL COM MiENTS W 000
A monitoring - uivey was conducted on August
22, 2008, to ¢ stermine the facility's continued

compliance w th the deficiencies cited during the
recertification survey on April 25, 2008. The
client populat »n included six female clients with
varying degre 1s of mental retardation, The |
findings of the survey wera based on interview *
and record re' iew, including incident reports. At
the time of thi nionitoring visit standard level
deficiencies w 3 cited in this report.

W 114/ 483.410(c)(4) SLIENT RECORDS W 114

The QMRP will ensure that the communit - Tife

Any individual who makes an entry in a client's assessment s signed.,

record must n ake it legibly, date it, and sign it.

/48 Arif' o /07

This STANDA ) is not met as evidenced by:
Based on inte view and record review, the facility
failed to ensu » that "Community & Homa Life
Assessments ves signed by the designated
person for ore o the three clients in the sample
(Client #2)

The finding int udes:

The plan of ce rection dated May 16, 2008
reflacted that{ 18 Community Life Assessments
would be sigmn d by the qualified mental
retardation prc ‘eusional. Review of Client #2's
record failed ke have evidence that the form was
signed by the | IWRP. The house manager was
present and at «owledged the lack of signature
on the form. .

It should be nc ed that the assessment had a
designated line a: the bottom of the form requiring
a signature an date,

W 124 |1 483.420(a)(2) i 'ROTECTION-OF CLIENTS W 124

LABORATORY DIRECTOR'S OR P ‘O'IDER/SUPPLIER REPRESENT, ATIVE'S SIGNATURE TITLE {X8) DATE

- ™
2 1A, P Pireety- of Disaly iy Soes /5 HF
Ar eficiency statement ending with an asterisk (*) denotes a deficiancy which the institution may be excusaa fiom correcting Providing t Is daterminad that
1 safeguards provide sufficia t protection to the patiants. {Ses instryctions.) Except far nursing homes, the findings stated above are disclosable 50 days
Ohewiing the date of aurvay whet 1er or not a pian of correction Is provided. For nursing homas, tha above findings and plans of correction ane disclosabla 14

lays following the date thege do uments are made avallabls to tha facility. If deficlencics ars cited, an approved plan of correction is eq liaits to continued
ragram participation,
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RIGHTS B e
The QMRP will ensure that the guardian n ceives
written information on the client’s treatme it, and

The facllity m 15t ensure the rights of all ¢lients.
Therefore the facility must inform each client,
parent (if the fient is a minor), or legal guardian,
of the client's nedical condition, daevelopmental
and behavior i status, attendant risks of
treatment, an | ¢f the right to refuse freatment.

This STANDZ 1) is not met as evidenced by:
Based on inte visw and record review, the facility
failed to ensu 2 the rights of each client and/or
their legal guz ‘d.an to be informed of the cllent's.
medicai condi ion, developmental and behavioral
status, attend ni risks of treatment, and tha right
to refuse treal nent, for one of the three clients
(Client #2 ) ini luded in the sample,

The findings Ii ¢l ide:

During the sui rey completed April 25, 2008,
Client #2 rece /ed Psychotropic médications. The
Residentia! Di ector (RD) indicated that the client
did not havet g capacity to give informed ‘
consent for thr use of her medications and
habilitation sel sices. The RD's statement was
verified on Ap: 125, 2008 at 4:37 PM through
review of Clies t #2's psychological assessment
dated June 3¢ 2007. According to the .
assessment, ( lient #2 "does not evidence the
capacity to mz <e independent decisions on her
behalf regardii g her habilitation planning,
placement, tre itrnent, financial and medicay
matters due {¢ profound mental retardation. She
can hot execy 3 i durable power of attorney.*
Continued inte viaw with the RD on April 24,
2008, further r voaled that Client #2 did not have

provides si_gncd informed consent.
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a legal guarc an. The RD revealed that Client #2
had a guardi inship hearing next week {(week of
April 28, 200 §).

The record r fliscted that Client #2 was appointed
a limited hez th care guardian on May 22, 2008.
Fhe plan of « orrection dated May 18, 2008
reflected tha Client #2's guardian would be
provided witl written information on her medical
treatment pli ns and the QUIRP will request
writtan cons: nl for such treatments. The client's
record, howt ver falled to have evidence that the
guardian wa informed of the client's treatment
plan and gay 2 consent.

W 189 | 483.430(e)(" ) STAFF TRAINING PROGRAM W 189
The facility r ust provide each employes with Th Director of Disability Servicss will ¢ 1sure that
initial and ca 1ti wing training that enables the S‘j .?“:I‘?‘Pna"d staff are retrained on inch lent
employes to pirform his or her duties effectively, elfication. o
efficiently, a1 d compatentty. _ 7218)03

This STANC AFID is not met as evidenced by:
Based on ot servations, staff interviews and
record revie /s, the facility failed to ensure that
each employ 3e had been provided with adequata
training that :nables the employee to perform his
or her duties effectively, efficiently and
compsetently

The findings include:

During the A il 25, 2008 survey, the facility was
cited for falll g to report all allegations of abuse
and injurlout of unknown source Immediately to
the administ atarand to other officials in
accordance vilh State law, to investigate those
injuries and > report the findings of the
investigation ;,
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The plan of | orrection dated May 16, 2008
reflected tha the QMRP and the staff were to be
retrained on he incident management and
reporting pol Sy and protocal, specifically the
policies on r porting incidents to the administrator
and state off iials among others. The house
manager pre sented the surveyor with the facility's
training man 1al however there was no evidence
that the stafl had been trained on incident
managemer .

W 263 | 483.440(1)(3 (I} PROGRAM MONITORING & W 263
CHANGE

Sez response to -Wiﬁ__”f’he_QM_Ri; ill snsy
1 . will 2nsure that
e Human Rights Commitice reviews th : informed

The committ :e should insure that these programs witten consent provided by the guardian

are conduct d only with the written informed
consent of tl e client, parents (if the clientis a >
miner) or leg al guardian. / /10)07

This STANL ARD is not met as evidenced by:
Based on ot servation, interview and record -
review, the { (cility’s speclally-constituted
committee f: iled fo ensure that restrictive
programs wi re used only after written consents
had been ok ained, for one of the three clients
(Client #2) it 2luded in the sample.

The finding | 1c.udes:

Review of C ant #2's physician orders, on August
22, 2008 re 2aled that she si prescribed
Clonidine. | terview with the Liscensed practical
Nurse on tht same day revealed the

aforementio e medication was used to address
the client's ¢ shaviors.

The plan of oirection dated May 16, 2008
reflected thz . Client #2's guardian would be
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provided witr witten information on her medical
treatment pls 1s and the QMRP wili request
written conse ' for treatment. The client's record
reflected that she was appointed a limited health
care guardiai on May 22, 2008. However, the
record failed o have evidence that the guardian
was informec of the client's treatment plan and
gave consen The record futher failed to have
documented sv dence that the Human Right's
Committee e 1sured that the consent was
obtained by t e court appointed guardian.
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